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February 2021—From the first, the COVID-19 pandemic has been marked by absence. Reagents and instruments,
collection tubes and pipette tips; enough technologists to handle the overwhelming workloads; sleep—so much
went missing or was in short supply, month after month.

But  for  laboratory  leaders,  the  biggest  vacancy  sign  flashed  above  something  less  embodied:  a  national  testing
strategy.

Behind every tense conversation within and among labs trying to keep pace with SARS-CoV-2 testing, no broader
discussion or scheme seemed to be taking place—at least not publicly, or with any transparency.

Now, as a new administration settles into Washington, lab leaders are giving thought to what a coordinated testing
response might look like and how to make it happen. This is not another empty exercise. Even with the late-
January executive order establishing a COVID-19 Pandemic Testing Board, and amid the ongoing vaccine rollout,
the current pandemic is far from over. It’s also unlikely to be the last.

At  the  end  of  December,  as  he  looked  back  over  2020,  Gregory  Sossaman,  MD,  saw  another  drought  affecting
labs—a general lack of knowledge about how public health laboratories function. If he were inclined to point
fingers, he’d start with himself. “I should have better knowledge about this,” says Dr. Sossaman, system chairman
and service line leader, pathology and laboratory medicine, Ochsner Health, New Orleans.

Dr. Sossaman

Dr. Sossaman notes the topic came up at a CDC Clinical Laboratory Improvement Advisory Committee meeting he
attended last October, which included presentations from public health labs talking about pandemic emergency
preparedness. Clinical labs are unlikely to have the “black box” view of their public health colleagues that outsiders
have of lab testing in general. Nevertheless, as Dr. Sossaman puts it, “I don’t think many people who occupy
positions like I have—who run labs for large health systems or hospitals—have much knowledge about the setup of
public health labs, what they’re prepared to do, and what capabilities there are for state and federal action around
pandemics or other emergencies.”

That knowledge gap surfaced as SARS-CoV-2 testing ricocheted between public health and clinical labs. In some
ways it  still  persists. Case in point: The twice-weekly podcast “This Week in Virology,” which has become a
pandemic  must-listen  for  many,  devoted  most  of  its  Jan.  10  episode  (www.microbe.tv/twiv/twiv-705/)  to  an
interview with Emily Travanty, PhD, of the Colorado Department of Public Health and Environment laboratory,
which  was  the  first  to  identify,  on  Dec.  29,  the  presence  of  the  SARS-CoV-2  variant  VOC  202012/01  (known
informally  as  B.1.1.7)  in  the  United  States.

Though the interviewers clearly know their way around clinical labs, they had plenty of questions about what public
health laboratories do beyond newborn screening and tracking foodborne illnesses (and,  in Colorado’s case,
plague). As it turns out, Dr. Travanty suggested, labs like hers could be well positioned to do gene sequencing to
detect virus variants and even help with vaccine distribution.

Once lab leaders take a more panoptic view, it will be easier to know how to connect the dots between clinical,
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public health, and large commercial laboratories. Does there need to be another layer to pull it all together, Dr.
Sossaman asks, or should current structures be built out? There’s little doubt, he says, that entities such as
LabCorp and Quest, and the American Clinical Laboratory Association, were in touch, on some level, with federal
public health leaders, such as those on the team of admiral Brett Giroir, MD. “But at least from what I know, there’s
not been good communication between the federal response coordinating with states and coordinating with large
hospital laboratories.”

All of which, he says, is a call for “educating people on what the current system actually is, and then improving
communication with all those labs.”

“And then bringing in vendors and suppliers,” he adds.

Even among his  colleagues in  the Compass Group—hardly  an uninformed lot—“We seem to have a similar
understanding, and that understanding does not include state or federal plans around this pandemic.

“That’s what I mean when I say it hasn’t filtered down,” Dr. Sossaman continues. “Most of us probably don’t have
relationships with state public labs, the way our ID physicians do, and we definitely don’t have relationships at the
federal  level.  And that  could be one of  the best  places to start.  Let’s  see what’s  in  place,  and then build
communications to integrate the hospital labs.”

Had that happened last spring, the SARS-COV-2 testing response might have resembled a cyclorama, rather than
mostly empty galleries punctuated by the odd, badly hung painting. “Let’s pull everybody in who’s going to be
doing testing in the country. Not just Quest and LabCorp,” Dr. Sossaman says. He’d also like leaders to see that
public health labs—for all they do—aren’t sufficiently funded to do large-scale clinical testing. (In fact, that’s why
labs such as his have absorbed public health testing. “We’re doing lots of testing for the state right now,” Dr.
Sossaman says.)

With the players linked, laboratory leaders could say, “This is the federal landscape, this is the state landscape,
this is where we see you being most helpful,” says Dr. Sossaman. Then, “If you can do this type of testing, how can
we get you the resources you need?”

In Nebraska, pathologist Tom Williams, MD, got an early jump on seeing how state labs were poised for SARS-
CoV-2 testing. Dr. Williams, formerly with Nebraska Methodist Hospital and the state’s former chief medical officer,
maintains close ties with his successor in the Nebraska Department of Health and Human Services as well as with
the state epidemiologist. So when he temporarily unretired last spring to help with the pandemic response, he
didn’t  have to  unravel  the  mysteries  of  public  health  in  the  midst  of  a  crisis.  His  experiences  offer  one possible
path to a more lucid testing plan.

As he worked to assess the state’s testing preparedness, “I was also concerned about mass fatality planning.
Because that’s something that is generally neglected by communities and hospitals,” says Dr. Williams, who spoke
with CAP TODAY last summer.

Dr. Williams

Reaching out to colleagues, he was reminded of something he’d long been aware of in his role as the state’s CMO:
“One piece that doesn’t happen enough in public health is leveraging professional societies. The smartest thing I
did in mass fatality planning was to talk to the current president and executive director of the Nebraska Funeral
Directors  Association  and  leadership  of  the  Nebraska  Association  of  Pathologists.”  Dr.  Williams  and  his



counterparts sent out resources—the state plan as well as a good sample community plan—that could be used if
the COVID-19 death toll became overwhelming. “I wanted to be sure that everybody around the state who could be
hit with this problem knew what the state plan was.”

Pre-pandemic, such outreach might have been seen as nice but not necessary; in 2020, its lack could have been
horrifying. No wonder Dr. Williams echoes Dr. Sossaman’s call to deepen the connection between clinical and
public health laboratories.

“Look, physicians are pretty much unaware of public health in general,” Dr. Williams says. As CMO, he went to his
fair share of meetings sponsored by public health groups. “There’d be a room with 200 nurses and no doctors,” he
recalls. He knows hospitals might not encourage or compensate their pathologists to connect with their public
health counterparts. And not all physicians will share his deep interest, he says, speaking from experience. Lack of
interest might have worked before 2020, but not any longer, he says. “This pandemic has operated at a public
health level.” Pathologists literally need to walk through the doors of their local health departments, he says, and
meet with their public health and lab colleagues. “Now is a really good time for pathologists to do that.”

Dr.  Williams  sees  the  public  health/clinical  lab  split  as  largely  artificial.  “Pathologists  and  public  health  are  very
much alike,” he says. Public health, with its focus on systems, epidemiology, science, and disease control, “is
probably closer to pathology than any other specialty.”

Improving local response is one step, but only one. Beyond state borders lies the federal response. Here, too, more
(or any) would have been helpful—more knowledge, more communication, more transparency.

“Just from a communications standpoint,” Dr. Sossaman says, “you want to understand what the plan was as far as
allocation of resources. Or if  there was an ability to coordinate resources where they were most needed, or
coordinate testing.”

Louisiana was inordinately affected early in the pandemic,  driven,  Dr.  Sossaman suspects,  by the superspreader
event of Mardi Gras. Perhaps laboratories in less hard-hit states—in the Midwest, say—could have stepped in.
Compass Group calls last year, he recalls, were filled with discussions about capacity and underutilization. “People
had rushed to bring up tests, did a whole bunch of tests, for a while, then didn’t have a lot of testing directed their
way. Whereas other areas of the country were inundated.” Capacity was incapacitated, in other words.

The conversation failed in another way, Dr. Sossaman says. Vendors told laboratories that the federal government
was  sequestering  and  redirecting  supplies.  “But  then  you  heard  something  different—when  you  did  hear  about
it—from the federal agencies: No, we’re not doing that. We’re not redirecting supplies.

“It was very confusing,” Dr. Sossaman says, “because we’re hearing the opposite from vendors.”

That led to the fierce and wrenching competition between states, and between systems, for supplies. “Maybe that
would  have  happened  anyway,”  Dr.  Sossaman  says.  “But  when  you  have  something  that’s  affecting  the  entire
country,  it  seems like a more concerted response would have been more appropriate,  where you put more
resources to where they were most needed at different times.”

Vendors, he stresses, know their own inventory and where it’s heading; health systems don’t have similar lines of
sight. “And the government had a direct line to large vendors.”

Dr.  Sossaman speaks without  bitterness.  Indeed,  he counts himself  as  one of  the better-resourced systems
throughout  the  pandemic.  From  the  start,  he  says,  his  laboratory  chose  a  single-source  strategy,  relying
exclusively on Abbott. “We didn’t try to purchase multiple types of instruments,” he says. “We put a lot of stock in
our relationship with Abbott, and we told them that: We’re going all in with you, but you need to work with us.”

Because Louisiana was blitzed early, Abbott told him, the government was letting the company allocate more
supplies to the state.  “So I  benefited from being in a state that was harder hit—unluckily lucky,” he says.  “But I
wouldn’t have gotten what I got if I  hadn’t had that relationship.” Without that flowing pipeline, other strategies,



including hoarding, would have been viable, he says. “That’s what people were forced to do because they didn’t
know when they were going to be getting their next shipments, or what their allocations would be.”

Knowing that the larger vendors were communicating with the federal government was another reason for sticking
with one vendor, he says. He did not want hearsay to be part of his own system’s strategy. “I was fearful the
government was going to allocate resources away from us and to large commercial entities. Frankly, there were
lots of rumors out there, for a long time, and it was hard to know what to believe.”

In the future, facile communications might also help laboratories in another critical role: deciding who should be
tested.

At Ochsner, a tight-knit relationship between the laboratory and ID colleagues has sprung up, including daily phone
calls for months on end. “I can’t say we have absolute input into who gets tested,” Dr. Sossaman says, “but we’re
very, very connected to all plans coming up and being considered about testing. We’re involved in all of the
decisions.”

Nevertheless, the laboratory was under enormous pressure to provide testing, much of it driven by promises and
pronouncements from national leaders that seemed to be uttered more in hope than reality, unmoored from any
strategy.

Moreover, “There was a lot of ambiguity” in the directives from agencies such as the CDC, he says.

Even as the lab worked closely with ID colleagues to develop a systemwide testing plan, Dr. Sossaman had to
incorporate ever-ripening, sometimes murky, sometimes conflicting information. While that’s always been the lab’s
role, Dr. Sossaman says, a pandemic is a pressure cooker. “The lab has to be on top of it all, not only talking to
vendors and understanding capacities, and vetting new technology and talking to ID colleagues, but following
regular FDA and CDC calls, listening to the information as it evolves.” Added to that was the guidance being issued
by professional societies “and a million people trying to publish,” along with tracking all the tests coming out—the
good, the bad, and the cockeyed.

A pandemic waits for no laboratory. “Things were moving so quickly, I followed most of what I needed to on Twitter
and podcasts.”

In the future, however, he sees “a place for a clearinghouse for information from a lab standpoint,” he says. “Even
if it’s not federally coordinated.” In fact, he applauds the webinars put out by the FDA and CDC. “Those are great
sources of information, and they do as much as they can as federal entities. There are just some things they can’t
do or say. The lab community could have helped out. There was no one laboratory group putting out information.”

Dr. Sossaman joins many of his colleagues in calling for laboratory representation as part of any future federal
response. Labs know what they can do and, just as importantly, what they can’t. Linking payment to turnaround
times, for example, may seem, from the outside, like a useful nudge to expand testing. “But that just ignores the
realities of things like transportation and other issues that a lot of labs face,” he says. Likewise, federal leaders
may fail to see the harm being caused by the current technologist shortage. “We’re short hundreds of people in
our system,” Dr. Sossaman says, including phlebotomists and medical technologists. “We can’t do this testing
without the technologists, even if the supply lines are intact.”

“That’s why we need to be a voice at the table,” he says. Even the rollout of vaccines shouldn’t dim that voice.
“Who knows how long it’s going to take to vaccinate everyone?” he asks. “Maybe with this virus we don’t get herd
immunity.” Testing was the only tool available at the pandemic’s start. “And it could be what we continue to rely
on for a couple years. Who knows? We need to have that voice at the federal level, probably even more so in the
future as things begin to shift away from the urgent pandemic response.”

Evolution of the pandemic will force laboratorians to consider alternative testing strategies and platforms, Dr.
Sossaman says. PCR, rapid antigen, and antibody testing have an integral role when deployed to the appropriate
population. Laboratorians and public health experts should be “the government’s guiding voice,” he says, “on how



to test the most people quickly and in the most clinically relevant way.”

Testing  for  diagnosis,  screening,  and  surveillance  all  have  their  place,  as  well  as  different  challenges  and
requirements, he adds. “We will likely continue to have limitations with PCR testing, so the focus may shift to more
screening with antigen tests, something we may have already seen in the new administration’s response.”

“This could be the moment,” he says, “to take advantage of the view of the lab and the people in it.” And, one
hopes, to avoid any future disappearing acts.�
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