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More Hospitals To Hit Capacity In Early April As TCF Center Becomes Field Hospital 
(This story presented in cooperation 
with MIRS, a Lansing-based news and 
information service)
Multiple southeast Michigan hospitals 
are at capacity with COVID-19 
patients and several more expect to 
hit capacity the first week of April 
as the number of patients continues 
to climb, according to the president 
and CEO of the Michigan Health and 
Hospital Association. 
Michigan’s COVID-19 cases jumped 
to 6,498 by 3 p.m. March 30 with 81 
percent still in the three-county region 
of Macomb, Oakland, and Wayne 
counties. Detroit continues to be the 
epicenter with 1,801 cases and 52 
deaths.
With 134 hospitals statewide and 
roughly half in Southeast Michigan, 
Gov. Gretchen Whitmer is accepting 
the U.S. Army Corps of Engineers’ 
recommendation to move 900 bed 
spaces into TCF Center, formerly Cobo 
Hall, to address imminent capacity 

issues. 
Even with the extra capacity, MHA 
President Brian Peters continues 
to have concerns. The first is what 
happens if the coronavirus spreads 
outstate and there is not a large 
facility like the TCF Center available to 
convert into a field hospital.
“Southeast Michigan, Detroit is 
experiencing the brunt of that now,” 
Peters said. “Our greatest concern is 
that we’re going to see that occurring 
in communities throughout the state 
of Michigan in the days and weeks 
ahead.”
One projection model from the 
University of Washington estimated that 
Michigan hospitals will hit their peak 
coronavirus demand on April 8 and that 
the state will be 10,563 beds short on 
that day, according to the Detroit News. 
Peters called this projection and other 
models “sobering” and said, “We have 
to do all we can right now to gear up for 
this crisis becoming worse.” He insisted 

people adhere to the governor’s social 
distancing orders.
If COVID-19 spreads into the rural 
areas “some of our rural communities 
are not in a great position to deal with 
an onslaught of COVID-19 patients,” 
Peters said.
Peters said lack of access to staff is 
another emergent problem.
“At the end of the day, quite frankly, 
we could have all 
the physical space 
and hospital beds 
in the world, if you 
don’t have enough 
qualified staff who 
can provide the 
care, we’re going 
to have a real 
problem,” he said.
The Corps is looking 
into other venues 
that, if needed, with 
some Southeast 
Michigan hospitals 

already at capacity with COVID-19 
patients, the governor said on State of 
the Union with Jake Tapper March 29.
The Henry Ford System reported March 
30 that it had 507 COVID-19 patients 
hospitalized among its five campuses. It 
has a combined 360 intensive care unit 
beds and about 150 negative pressure 
isolation rooms. Staff has tested a 
combined 1,086 positive for the virus.

‘Red Dawn Breaking Bad’: Officials Warned About Safety Gear 
Shortfall Early On, Emails Show
By RACHANA PRADHAN & CHRISTINA JEWETT

A high-ranking federal official in late 
February warned that the United 
States needed to plan for not having 
enough personal protective equipment 
for medical workers as they began to 
battle the novel coronavirus, according 
to internal emails obtained by Kaiser 
Health News.
The messages provide a sharp 
contrast to President Donald Trump’s 
statements at the time that the threat 
the coronavirus posed to the American 
public remained “very low.” In fact, 
concerns were already mounting, the 
emails show, that medical workers 
and first responders would not have 
enough masks, gloves, face shields 
and other supplies, known as PPE, to 
protect themselves against infection 
when treating COVID-19 patients.
The emails, part of a lengthy chain 
titled “Red Dawn Breaking Bad,” 
includes senior officials across the 
Department of Veterans Affairs, the 
State Department, the Department 

of Homeland Security and the 
Department of Health and Human 
Services, as well as outside academics 
and some state health officials. KHN 
obtained the correspondence through 
a public records request in King 
County, Washington, where officials 
struggled as the virus set upon a 
nursing home in the Seattle area, 
eventually killing 37 people. It was the 
scene of the first major outbreak in 
the nation.
“We should plan assuming we won’t 
have enough PPE — so need to change 
the battlefield and how we envision or 
even define the front lines,” Dr. Carter 
Mecher, a physician and senior medical 
adviser at the Department of Veterans 
Affairs, wrote on Feb. 25. It would be 
weeks before front-line health workers 
would take to social media with the 
hashtag #GetMePPE and before health 
systems would appeal to the public to 
donate protective gear.
In the email, Mecher said confirmed-

positive patients should be categorized 
under two groups with different care 
models for each: those with mild 
symptoms should be encouraged to 
stay home under self-isolation, while 
more serious patients should go to 
hospital emergency rooms.
“The demand is rising and there is no 
guarantee that we can continue with 
the supply since the supply-chain has 
been disrupted,” Eva Lee, director of 
the Center for Operations Research in 
Medicine and HealthCare at Georgia 
Tech and a former health scientist at 
the Atlanta VA Medical Center, wrote 
that same day citing shortages of 
personal protective equipment and 
medical supplies. “I do not know if we 
have enough resources to protect all 
frontline providers.”
Reached on Saturday, Lee said she 
isn’t sure who saw the message trail 
but “what I want is that we take action 
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Everything Old Is New Again: Tele-
health Takes Center Stage In Pandemic
By EWA MATUSZEWSKI

Despite its high-tech sounding 
name and implications, telehealth 
is not new. Our own organization 
was using it years ago for a very 
challenged subset of society—
teems who had urgent and ongoing 
mental health needs living in rural 
areas underserved by behavior 
health specialists. The grant-funded 
program was offered with the 
assistance of Michigan Medicine and 
I strongly believe it was a lifesaver 
for some teens. Despite relatively 
early adoption in this and other 
select cases, though, I certainly can’t 
brag that all of our practices were 
using—or even remotely interested 
(pun intended) in—telehealth. It was 
a continuum from zero awareness to 
occasional use. What a difference a 
pandemic makes! 
Interestingly, one of the earliest 
adopters of telehealth in mid-
March 2020 was a “senior” 
internal medicine physician in our 
organization who still uses paper 
charts. He saw 30 patients in one 
day using telehealth. Moreover, 
many of these patients were elderly. 
The practice team, frequently the 
receptionist (thank goodness for high 
performing teams), walked patients 
who were amenable to it through 
the relatively easy telehealth set-up 
process.  
Wait! Doesn’t a practice need an EHR 
to use telehealth? Surprisingly no. 
Any device can be used for “video 
chat” in a pinch, although it’s not 
advisable long-term, for reasons 
I’ll explain later. In the absence of 
telehealth, I actually know physicians 
in Southeast Michigan primary care 
practices who were laid off due not 
only to a decrease in patient visits, 
but also a lack of personal protective 
equipment that prohibited them from 

safely seeing patients. I think it’s 
safe to say these practices (assuming 
they survive) will be eager to get 
HIPAA-compliant telehealth services 
added to their practice once the 
immediate pandemic needs have 
eased.
When an established EHR/telehealth 
vendor relationship exists, assistance 
is available at the time of need, 
eliminating days of frantic searching 
for interim solutions. Further, 
while Facebook Live, FaceTime, 
Google Duo and other public 
services worked in the throes of a 
pandemic—and HIPAA-compliance 
was eased to accommodate access 
to the unusually high demand for 
care—they are merely temporary 
and risky telehealth bandages. 
With thousands of patients 
sharing patient information over 
unsecured networks, and no clear 
understanding of how the various 
platforms will use these phone 
numbers of confidential patient 
information, they are not viable 
options as we move past, or at 
least adjust to, the current crisis. 
Moreover, they do not present 
a mechanism to easily track the 
patient visit for electronic medical 
record documentation purposes and 
reimbursement. An actual telehealth 
program, connected with an EHR 
system, does both. I must add here, 
though, that an EHR, telehealth or 
not, doesn’t automatically equate to 
a well-run practice. 
While I am a strong advocate for 
EHRs, I have seen physician offices 
without them who have better 
organized workflows and, hence, 
are more efficiently run, resulting 
in better quality metrics and more 
profitable practices. Technology is 
not a substitute for effective practice 

management. It’s a tool that must 
be appropriately applied to already 
sound practice operations. 
Back to telehealth, I need to give 
a shoutout here to CMS, BlueCross 
Blue Shield of Michigan, HAP, Priority 
Health and other health insurers, 
including Medicaid payers, who 
stepped up early in the healthcare 
crisis to put patients first and waive 
co-pays on telehealth services, while 
guaranteeing reimbursement for 
providers. They join our healthcare 
community, first responders, 
physician leaders, public health 
experts and key government officials 
as heroes in the collective and 
valiant effort to conquer COVID-19.
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Most Henry Ford COVID Patients Getting Anti-Malarial Drug 
(This story presented in cooperation 
with MIRS, a Lansing-based news 
and information service) 
The “vast majority” of COVID-19 
patients being treated at Henry Ford 
Health System hospitals are receiving 
hydroxychloroquine, the anti-malarial 
drug at the center of a national 
controversy over “off-label” use in 
late March, a hospital official said 
March 31.
“We have had a number of success 
stories, patients that have been 
very severely ill. We’ve gotten 
them off the ventilator, gotten them 
out of the hospital. Unfortunately, 
when patients are presenting to the 
hospital, we are seeing patients that 
are very seriously ill when they come 
into the hospital,” said Dr. Marcus 
Zervos, division head of Infectious 
Disease.
“Once somebody is very severely 
ill, it is much more difficult to 
treat them. We are treating 
patients with severe infections with 
hydroxychloroquine along with other 
therapies. But I think its benefit is 
greater if we are able to start the 
therapy earlier and we know for sure 
that if a patient presents earlier, if 
they are less ill, they are likelier to 
do better.”
The Henry Ford Health System 
is seeking U.S. Food and Drug 
Administration approval to conduct 
clinical trials on the use of the drug, 
but because formal studies can 
take months, sometimes years to 
complete, patients are already being 
treated in off-label fashion with the 
drug, normally prescribed for lupus 
and rheumatoid arthritis.
That’s the drug President Donald 
Trump touted in press conferences 
and tweets as a possible “game-
changer” in the fight against the 
COVID-19 global pandemic.
It also is the drug the Michigan 
Department of Licensing and 
Regulatory Affairs issued a letter 
about to health care providers, 
warning that stockpiling of the drug 
could lead to “administrative review.” 
“I don’t want to give the impression 
that this is the only therapy. What is 
most important in the management 
of these patients is still supportive 
care. We know that oxygen is 
important, managing any heart or 

kidney complications that the person 
can have,” Zervos said. “There is 
a variety of other agents that are 
also being studied. I don’t want to 
give the impression that this is the 
absolutely essential therapy. And 
when we do go through clinical 
trials, it may show that there isn’t 
a benefit to it. However, we are 
doing what we think is best under 
the circumstances. There may be 
another drug that may come out to 
be a better alternative later on. We 
are learning a lot as we care for more 
patients.”
Already underway are clinical trials of 
the effect of Remdesivir on COVID-19 
patients with severe symptoms. 
Remdesivir is an anti-viral that has 
been shown to have some effect on 
two other coronaviruses structurally 
similar to COVID-19, the viruses 
that cause MERS and SARS. More 
than 2,000 patients are expected 
to be enrolled in those clinical trials 
internationally.
A second study will evaluate 
Remdesivir in patients with COVID-19 
who have been hospitalized but 
display more moderate symptoms.
A small number of Henry Ford 
patients received Remdesivir under 
the compassionate use program that 
allows sick patients to have access 
to unproven treatments. Most of the 
patients got the drug too late. Two 
other patients are in the ICU and 
being monitored. It is still too early 
to tell if the medication has made a 
difference in their recovery.
Other anti-virals are in the process 
of being studied as well, Zervos said. 
The use of zinc supplements also is 
being studied. Another study plan 
that has not yet begun is using the 
convalescent serum of people who 
have already recovered from the 
infection.
Still, the focus is on 
hydroxychloroquine.
“We feel that this is the important 
therapy. We should be doing it on 
our patients, but I wouldn’t tell 
somebody else that it is wrong if they 
don’t do it either,” Zervos said.
He does not approve of its use on 
an outpatient basis because of the 
potential for complications involving 
heart problems.

“We have seen it, but it has been 
nothing that is permanent and 
nothing that is serious. By stopping 
the medication, we have been able to 
eliminate it. There are actually heart 
complications related to coronavirus 
itself,” Zervos said. “By monitoring 
the patient we are able to deal with 
that upfront before there is any kind 
of serious complication, but where 
that happens is very rare.”
Zervos said the use of 
hydroxychloroquine was justified by 
early studies and the experience of 
doctors using it in China. 
“What it does, what has been 
shown in earlier literature or earlier 
experience, is that it reduces viral 
shedding of the amount of virus 
that a person has as a result of 
their infection. There is data from 
China that shows there is a clinical 
benefit, that patients do better 
when they receive it, even in 
randomized studies. So, the thought 
is that if we did use it earlier that 
there potentially would be a better 
outcome.”
The drug also has an influence on the 
immune system, preventing some of 
the immune-related complications of 
the virus.
Zervos said using it earlier may have 
an additional benefit of keeping 
people out of the hospital, but he 
does not recommend that now 
outside of a study situation.
LARA’s initial concern about the 
use of the drug to treat COVID-19 
patients and potential stockpiling 
was that it could lead to shortages 
for lupus and arthritis patients, for 
whom the drug is effective. Then 
the drug company Teva announced 
it would donate 6 million doses 
of hydroxychloroquine tablets to 
hospitals across the United States, 
to “meet the urgent demand for the 
medicine as an investigational target 
to treat COVID-19.”
The FDA on March 29 issued an 
Emergency Use Authorization to allow 
hydroxychloroquine and chloroquine 
phosphate products, donated to 
the Strategic National Stockpile, to 
be distributed and prescribed by 
doctors to hospitalized patients for 
COVID-19, even when a clinical trial 
is not available. 
“Currently, we do not have 

shortages,” Zervos said. “We are 
able to administer it to our patients 
who need it. However, there are 
worldwide shortages, because the 
drug is being increasingly utilized 
and the drug is going to be made 
available now through Health and 
Human Services to hospitals that are 
doing studies in one way or another. 
So, we feel that the drug will still 
be available to us, but there are 
concerns about shortages because 
coronavirus is so widespread and 
there is so much interest in using the 
drug.”
Much of the public discussion about 
hydroxychloroquine proposes using it 
in combination with azithromycin, an 
antibiotic.
“One of the reasons that the virus 
can be so deadly is that it activates 
the immune system. There is an 
overreaction of the immune system 
and the azithromycin may help to 
reduce some of that overactivity 
of the immune system,” Zervos 
explained.
There are other antibiotics that 
can be used for that purpose, he 
said. Henry Ford also is using a 
combination of hydroxychloroquine in 
combination with Dioxycyclin because 
there appear to be fewer side effects 
with that combination.
Zervos said the vast majority of 
COVID-19 patients have a mild 
illness that can be managed at home 
with supportive therapy for fever and 
fluids. Antibiotics are not being given 
on an outpatient basis.
About 15 percent of patients with 
COVID-19 have serious issues 
including difficulty breathing and 
pneumonia. Some patients require 
time in the intensive care unit, he 
said.
The Henry Ford Health System 
operates five hospitals. As of 
March 31, those hospitals have had 
1,855 patients who tested positive 
for COVID-19; 3,399 who tested 
negative. 
Some 259 have been hospitalized 
at Henry Ford Hospital; 96 at Henry 
Ford West Bloomfield; 102 at Henry 
Ford Macomb; 65 at Henry Ford 
Wyandotte; and 17 at Henry Ford 
Allegiance. ​
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“Which one news organization do you think
is most effective in covering the Capitol?”*

Voted Michigan’s best Capitol 
Coverage 10 years running!

www.MIRSnews.com

62% - MIRS

PLUS ... Most Effective Reporter:
MIRS’ Editor Kyle Melinn

Followed by MIRS contributor Tim Skubick

18% - Gongwer
4% - Undecided 

4% - MLive
3% - Michigan Public Radio

3% - The Detroit News
3% - Other

*Survey of Lansing insiders conducted in June 2015 by the Lansing based, independent polling firm of EPIC/MRA.

Lansing Lines
Charles OWENS, state director for the National Fed-
eration of Independent Business. 

No vote was taken on this bill, either. 

Dentists Want exemption 
For 3D Scanner
Dentists looking to buy a roughly $100,000 scanner 
that can take 3D pictures of a patient’s tooth wouldn’t 
need to go through the traditional certificate of need 
process under legislation debated in front of the Sen-
ate Health Policy Committee this afternoon. 

SB 0741, sponsored by Sen. Rick JONES (R-Grand 
Ledge), comes at the request of the Michigan Dental 
Association (MDA), which argued today that Michigan 
is one of only two states that require special state 
permission to purchase a Dental CT Scanner. 

Dr. Mark JOHNSTON, the MDA president, said the 
regulatory and cost burdens of going through the 
CON process discourages dentists, while across the 
country Dental CT Scanners are becoming the stan-
dard of care. 

The MDA is in the process of getting the CON to take 
the scanner off the list of equipment they oversee, 
but CON has already denied the dentists’ previous 
requests for de-regulation. 

Johnston argued that having a 3D scan can help a 
dentist or oral surgeon avoid hitting a nerve or a cav-
ity during a root canal or other procedure. 

However, the chair of CON, Dr. Marc KESHISHIAN, 
argued that letting the Legislature create an industry-
specific carve-out of the CON process is a bad idea. 
He urged the Senate committee to let a special work-
group charged with looking into the regulation of the 
machines do its work. 

Behind the scenes, dentists believe opponents simply 
are afraid that letting them avoid the CON regulatory 
process will open the doors to other specialties get-
ting exemptions, creating holes and instability in the 
CON. 

However, others in the health profession see stabil-
ity in CON as being critical to keeping costs down. If 
every dentist was allowed to get a 3D scanner, they’d 
be tempted to use it in arguably unnecessary situa-
tions to pay for the $100,000 piece of machinery. 

It was pointed out during testimony that one dentist 
only used his 3D scanner 55 times a year, which one 
source used as proof that it’s not a commonly used 
piece of equipment. 

Some insurance companies don’t cover the scan, 
leaving patients with paying out of pocket up to an 
average of $250. 

No vote was taken by the Senate Health Policy Com-
mittee. 

abortion Coercion Bill 
Passes House
Legislation that would make it a crime to coerce a 
woman to have an abortion against her will passed 
out of the House in March along nearly partisan lines. 

HB 4730 and HB 4787—sponsored by Reps. Nancy 
JENKINS (R-Clayton) and Amanda PRICE (R-Holland), 
respectively—passed the House, 65-43. Democratic 
Reps. Charles BRUNNER (D-Bay City) and Bill LAVOY 

(D-Monroe) voted with Republicans in favor of the 
bills. 

Opponents claimed the bills are “duplicative” with 
Michigan’s existing informed consent law and are 
nothing more than political theater. Michigan’s in-
formed consent law already requires that a woman 
must consent to an abortion voluntarily, without 
undue influence or coercion. 

Rep. Sarah ROBERTS (D-St. Clair Shores) said the 
bills were “pure politics” for Republicans trying to 
score points with pro-life groups. 

A former psychotherapist, Rep. Marcia HOVEY-
WRIGHT (D-Muskegon) denounced the legislation 
as “two bills in search of a problem” and that, in her 
professional experience, “keeping a victim of abuse 
pregnant is often a means of control.” 

Price and Jenkins both cited studies that showed the 
risk of increased violence against pregnant women, 
arguing that additional legislation is needed to protect 
pregnant women from coercion and harm. Price said 
the bill is “meticulously worded” so as not to acciden-
tally make a doctor’s sound medical advice criminal 
activity. 

Those found to have coerced a pregnant woman face 
a $5,000 misdemeanor unless the presumed father 
is 18 or older and is coercing a pregnant girl 17 or 
younger. Then it’s a $10,000 misdemeanor. However, 
someone who committed an assaultive crime as part 
of the coercion would receive the same punishment 
as the assaultive crime, which creates a felony com-
ponent to the bill. 

“Pregnant women should be allowed to make their 
own informed choices without any threat or pressure,” 
Price said. “Pregnant women are subject to enough 
stress and pressure. They should be protected so 
that their job, safety and personal relationship status 
is not affected by keeping an unborn child throughout 
a pregnancy.” 

Rep. Stephanie CHANG (D-Detroit), who also rose 
in opposition to the bill, suggested that if the over-
arching goal is to reduce the incidence of abortion 
access to and the quality of sex education should be 
increased. 

The legislation now moves to the Senate. It’s sup-
ported by Attorney General Bill SCHUETTE, Right to 
Life of Michigan and the Michigan Catholic Conference. 

Stamas, McBroom to Visit 
Flint Water Treatment Plant
Two of the state Republican lawmakers tasked with 
studying the Flint water crisis are planning a visit this 
week to Flint’s water treatment plant. 

Sen. Jim STAMAS (R-Midland), chair of the Joint Com-
mittee on the Flint Water Public Health Emergency, 
and co-vice chair Rep. Ed MCBROOM (R-Vulcan) an-
nounced that they would be touring the Flint water 
treatment plant in Flint. 

Stamas said he was interested in touring the plant. 

The committee held its first meeting in late March, 
during which lawmakers questioned the Auditor 
General’s office about its critical report of the Office 
of Drinking Water and Municipal Assistance, which is 
housed within the Michigan Department of Environ-
mental Quality. 

The Auditor General’s office reappeared before the 
committee the last week of March for further ques-
tioning. No one else associated with the Flint water 
crisis or investigations pertaining to it have yet been 
called to testify. 

Senate Minority Leader Jim ANANICH (D-Flint) and 
Rep. Jeff IRWIN (D-Ann Arbor) called for key DEQ 
employees to appear before the committee, citing 
needs for their appearances because the Auditor 
General’s office was unable to answer several key 
questions at the first hearing. 

“We still have a lot of unanswered questions,” Ananich 
said in a statement. “It’s clear that we need to have 
before our committee those at the MDEQ who the 
Auditor General investigated. Hearing directly from 
these key decision makers will help us put more of 
the pieces together so we can start getting answers 
and understand why this happened.” 

Ananich and Irwin called for the following DEQ of-
ficials to come forward: former DEQ Communications 
Director Brad WURFEL, Deputy Director Jim SYGO, 
district engineer Michael PRYSBY, former ODWMA 
chief Liane Shekter SMITH, and former ODWMA su-
pervisor Steve BUSCH. 

“We’ve read the reports and reviewed the emails, and 
so far we see a troubling pattern of state officials 
interpreting the Safe Drinking Water Act in ways that 
fail to protect the public,” Irwin said. “Now, we need 
to hear from the officials themselves to explain the 
pattern of misinterpretations that lead to the Flint 
Water Crisis.” 

Ananich and Irwin said they would like to call all 
former emergency managers and Gov. Rick SNYDER 
before the committee, as well. 

Story Continued on page 8...

because at the end of the day we 
need to save patients and health care 
workers.”
Mecher, also reached Saturday, said 
the emails were an “an informal group 
of us who have known each other 
for years exchanging information.” 
He said concerns aired at the time 
on medical protective gear were top 
of mind for most people in health 
care. More than 35 people were on 
the email chain, many of them high-
ranking government officials.
The same day Mecher and others 
raised the concern in the messages, 
Trump made remarks to a business 
roundtable group in New Delhi, India.
“We think we’re in very good shape 
in the United States,” he said, noting 
that the U.S. closed the borders to 
some areas. “Let’s just say we’re 
fortunate so far.  And we think it’s 
going to remain that way.”
The White House declined to 
comment. In a statement, VA press 
secretary Christina Mandreucci said, 
“All VA facilities are equipped with 
essential items and supplies to handle 
additional coronavirus cases, and the 
department is continually monitoring 
the status of those items to ensure a 
robust supply chain.”
Doctors and other front-line medical 
workers in the weeks since have 
escalated concerns about shortages 
of medical gear, voicing alarm about 

the need to protect themselves, 
their families and patients against 
COVID-19, which as of Saturday 
evening had sickened more than 
121,000 in the United States and 
killed at least 2,000.
As Mecher and others sent emails 
about growing PPE concerns, 
HHS Secretary Alex Azar testified 
to lawmakers that the U.S. had 
30 million N95 respirator masks 
stockpiled but needed 300 million to 
combat the outbreak. Some senior 
U.S. government officials were also 
warning the public to not buy masks 
for themselves to conserve the supply 
for health care providers.
U.S. Surgeon General Jerome Adams 
tweeted on Feb. 29: “Seriously people 
– STOP BUYING MASKS!  They are 
NOT effective in preventing general 
public from catching #Coronavirus, 
but if healthcare providers can’t get 
them to care for sick patients, it puts 
them and our communities at risk!”
Still, on Feb. 27, the FDA in a 
statement said that officials were not 
aware of widespread shortages of 
equipment.
“We are aware of reports from CDC 
and other U.S. partners of increased 
ordering of a range of human medical 
products through distributors as some 
healthcare facilities in the U.S. are 
preparing for potential needs if the 
outbreak becomes severe,” the agency 
said.
Simultaneously, Trump downplayed 
the risk of the novel coronavirus to 
the American public even though 

the Centers for Disease Control and 
Prevention was warning it was only a 
matter of time before it would spread 
across the country. On Feb. 29, the 
CDC also updated its strategies for 
health workers to optimize supplies of 
N95 masks.
An HHS spokesperson said Saturday 
the department has been in “an 
all-out effort to mobilize America’s 
capacity” for personal protective 
equipment and other supplies, 
including allowing the use of industrial 
N95 respirators in health care settings 
and awarding contracts to several 
private manufacturers to buy roughly 
600 million masks over the next 18 
months.
“Health care supply chains are private-
sector-driven,” the spokesperson 
said. “The federal role is to support 
that work, coordinate information 
across the industry and with state 
or local agencies if needed during 
emergencies, and drive manufacturing 
demand as best we can.”
The emails from King County officials 
and others in Washington state also 
show growing concern about the 
exposure of health care workers to 
the virus, as well as a view into local 
officials’ attempts to get help from the 
CDC.
In one instance, local medical leaders 
were alarmed that paramedics and 
other emergency personnel were 
possibly exposed after encountering 

confirmed-positive patients at the Life 
Care Center of Kirkland, the Seattle-
area nursing home where roughly 
three dozen people have died because 
of the virus.
“We are having a very serious 
challenge related to hospital 
exposures and impact on the health 
care system,” Dr. Jeff Duchin, the 
public health officer for Seattle and 
King County, wrote in a different 
email to CDC officials March 1. 
Duchin pleaded for a field team to 
test exposed health care workers and 
additional support.
Duchin’s email came hours after a 
physician at UW Medicine wrote about 
being “very concerned” about exposed 
workers at multiple hospitals and their 
attempts to isolate infected workers.
“I suspect that we will not be able to 
follow current CDC [recommendations] 
for exposed HCWs [health care 
workers] either,” wrote Dr. John Lynch, 
medical director of employee health 
for Harborview Medical Center and 
associate professor of Medicine and 
Allergy and Infectious Diseases at 
the University of Washington. “As 
you migh [sic] imagine, I am very 
concerned about the hospitals at this 
point.”
Those concerns have been 
underscored with an unusual weekend 
statement from Dr. Patrice Harris, 
president of the American Medical 
Association, which represents doctors, 

calling on Saturday 
for more coordination 
of needed medical 
supplies.
“At this critical 
moment, a unified 
effort is urgently 
needed to identify 
gaps in the supply 
of and lack of access 
to PPE necessary 
to fight COVID-19,” 
the statement says. 
“Physicians stand 
ready to provide 
urgent medical care 
on the front lines in 
a pandemic crisis. 
But their need for 
protective gear is 
equally urgent and 
necessary.”
Kaiser Health 
News is an editorially 
independent program 
of the Henry J. Kaiser 
Family Foundation, a 
nonprofit, nonpartisan 
health policy research 
and communication 
organization not 
affiliated with Kaiser 
Permanente. http://
www.kaiserhealthnews.
com
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Elizabeth Warren Throws Down The Gauntlet

By ELISABETH ROSENTHAL

Laying the table for the next 

Democratic debate, Massachusetts 

Sen. Elizabeth Warren has issued a 

plan that explains how she would 

fund what she calls Medicare for All. 

She had studiously avoided saying 

whether it would raise taxes for the 

middle class, and in her proposal, 

she says (repeatedly) it will not.

It will instead be financed by a mix 

of wealth taxes, employer transfers 

of money they currently spend on 

health care and reductions of the 

many inefficiencies in our current 

byzantine system — among other 

initiatives.

Now all the candidates need to tell 

us more of those details about their 

health care strategies. It is time 

for the candidates to stop talking 

slogans and start talking sense 

— or dollars and cents — so that 

voters can know what they mean 

and choose among them.

Medicare for All, Medicare for All 

Who Want It, a public option, 

 improving the Affordable Care Act 

— those are 30,000-foot concepts 

that, depending on the details, 

could work (or not) and be popular 

(or not).

The candidates (including Warren) 

also need to say more about what 

they will do right now: In one 

poll, 40 percent of Americans said 

they had skipped a recommended 

test or treatment, and 32 percent 

said they had skipped a medicine, 

because of cost.

Supporters of Medicare for All 

want to tie their future to the 

popularity of the Medicare program. 

Warren (and Sen. Bernie Sanders) 

are offering up Americans a 

supercharged version of the current 

government insurance for those 

over 65.

It promises to eliminate 

copayments for prescription drugs. 

(Under current Medicare, many 

patients contribute thousands 

of dollars annually.) It includes 

dental and long-term care — a 

huge expense that is conspicuously 

missing from current 

Medicare.

That ambition would 

make a health care plan 

vastly more expensive. 

The national health 

systems of Britain and 

Canada, both single 

payer systems like 

the Medicare for All 

proposal, do not offer 

comprehensive long-

term care coverage. 

Canada’s system, where 

benefits vary somewhat 

by province, does not generally 

include prescription drug coverage 

out of the hospital for adults under 

65.

Is the financing Warren proposes 

going to be adequate to support 

the expanded goals? Economists 

disagree.

But in releasing her proposal, she 

has thrown down the gauntlet 

before the other candidates — who 

support Medicare for All Who Want 

It or some other type of public 

option — to be a whole lot clearer 

about what they mean.

Joe Biden, Kamala Harris, Pete 

Buttigieg, et al.: Does your public 

option — a government insurance 

policy that anyone may buy — 

resemble Sanders’s enhanced 

Medicare, or current Medicare or 

Medicaid, which is far more bare 

bones?

Surprise Medical Bills Give Docs An Incentive To Stay Out-Of-Network

Without legislation to ban the 

practice of surprise medical billing, 

some health care providers have an 

incentive to stay out of network for 

financial gain, Christine Shearer, of 

the Michigan Association of Health 

Plans told the House Health Policy 

Committee last month. 

“The vast majority of physicians 

never generate surprise medical 

bills,” Shearer said. “This practice is 

exploited by a small subset of health 

care providers when the patient 

does not 
have the 
ability to 
choose whether or from 

whom to receive care.”

That can happen in 

several circumstances.

“Nobody makes 

an appointment to 

see their preferred 

anesthesiologist or insists 

that their blood be 

examined by a particular pathologist 

or chooses which ER doc they see,” 

she said.
A four-bill package sponsored 

by Rep. Roger Hauck 

(R-Union Twp.) and Rep. 

Frank Liberati (D-Allen 

Park) would ban the 

practice in Michigan. 

Health Policy took 

testimony on the bills in 

October and will continue with 

more in its next meeting.

“When a doctor 

performs an 
operation, he 

gets paid 
the in-

network 

cost,” Hauck 

said. “He gets 

that right away. 

He’ll just bill you 

for the difference 

of the bill. So if 

the bill is 100 

bucks and insurance pays him $50, 

he’ll get his $50 but then he will bill 

you for the additional $50. So, what is 

the incentive of that doctor to be in-

network when he is going to get paid 

the in-network rate anyway and he 

can bill patients more?”

Hauck gave the committee the 

example of a constituent who had a 

scheduled knee surgery.

“He actually did the right thing. He 

called ahead to make sure the facility 

was in-network,” Hauck said. “But 

unfortunately, after the surgery, he 

ended up with a bill because one 

of the doctors that assisted in the 

surgery that day happened to be out-

of-network. This is wrong. I cannot 

think of an industry that this practice 

would be acceptable in.”

The legislation takes the patient who 

have insurance out of the middle in 

billing disputes, Hauck said, and then 

allows out-of-network providers to bill 
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Tax Court Case Serves as Reminder for Health Care Providers to Properly Report 
Income and to Substantiate Deductions
By RALPH LEVY

A recent Tax Court Memorandum 
decision, S. Ghadiri-Asli v. Comm’r, 
T.C. Memo 2019-149, serves as a 
reminder for healthcare providers to 
report properly all gross receipts and 
to substantiate business expenses 
claimed as deductions.
One of the two taxpayers, a 
physician, practiced medicine as a 
sole practitioner who specialized 
in infectious diseases. During the 
years in question, the physician’s 
billing and collection functions were 
performed by a third party outside 
billing service.  All payments were 
remitted directly to the physician.  
Using the information provided by 
the physician to the billing service 
that included explanation of benefit 
(EOB) forms, patient face sheets 
and other correspondence received 
by the physician, the billing service 
would bill both third-party payors 
and patients for medical services 
provided by the physician. Each 
month the billing service would send 
the physician a summary of billings 
and collections received using the 
EOB’s and the other information 
provided by the physician. Each 
summary included an invoice for 
the services provided by the billing 
service based on a percentage of 
the total monthly payments received 
by the physician during the prior 
month. Although occasionally the 
physician questioned discrepancies 
between the monthly summaries and 
the physician’s bank statements, the 
physician always paid the amount 
invoiced by the billing service and 
generally the discrepancies were due 
to timing differences in billing and 
collection.
The taxpayer couple used a 
registered tax preparer to prepare 
their individual income tax returns 
with the information contained in 
the Forms 1099 that the physician’s 
husband, who acted as his wife’s de 
facto office manager, had provided 

the preparer. The husband never 
provided the return preparer with 
the monthly summaries that the 
collection and billing company had 
provided the physician.
Upon audit, the taxpayer husband 
did not cooperate with the agent. 
As a result, the agent reconstructed 
the taxpayers’ income from Forms 
1099 and bank statements that 
the agent had subpoenaed. The 
agent also issued a summons to 
the billing and collection service 
for the monthly summaries of the 
taxpayer physician’s billings. After 
an unsuccessful meeting with 
the taxpayer husband, the agent 
determined that the taxpayers had 
unreported gross receipts from 
the physician’s medical practice 
that totaled over $400,000 during 
the three tax years under audit. 
In addition, the agent denied 
certain business deductions and 
concluded that the net amount of 
a monetary settlement paid to the 
taxpayer husband to settle a suit 
against his former employer for 
emotional distress should have been 
included in income. The agent also 
assessed a fraud penalty based on 
the significant amounts of income 
that the taxpayers had not properly 
reported.
After a trial, the Tax Court upheld 
the assessed taxes and the fraud 
penalty for all three years.  In 
support of its finding, the Tax Court 
pointed both to the failure of the 
taxpayers to report a significant 
amount of their income over the 
three-year period and their failure 
to provide their tax return preparer 
with all available records as to the 
receipts from the physician’s medical 
practice.
Similarly, the Tax Court upheld the 
agent’s denial of several business-
related deductions claimed by the 
taxpayers based on the failure of 
the taxpayers to maintain sufficient 

books and records to substantiate 
their claimed deductions. In fact, 
the taxpayers failed to submit into 
evidence at trial a “shoe box of 
receipts” for expenses. To make 
things worse, during trial, the 
taxpayer physician conceded that her 
office rental expense as deducted on 
the taxpayers’ tax returns was far in 
excess of the amounts actually paid.
Because the taxpayers did not 
provide evidence that their 
underpayment of tax was not 
attributable to fraud, the Tax Court 
upheld the civil fraud penalty that 
had been assessed by the Internal 
Revenue Service, an addition to tax 
of 75 percent of the underpaid taxes. 
The Court found that by “consistently 
and substantially” understating their 
gross receipts and expenses, the 
facts in their case were sufficient 
to indicate fraud. By giving false 
information to their preparer, this 
was further evidence of fraud.  
Because “[b]oth [taxpayers] 
participated in this fraud,” the Tax 
Court found that both were liable for 
the taxes and the civil fraud penalty.
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No One Knows How Many Lose Coverage From 

Healthy MI Work Reqs 

The state still doesn’t have 

an exact figure on the 

number of Healthy Michigan 

recipients who could lose 

health coverage because 

of the work requirements 

recently enacted by the 

Legislature. 

However, the Michigan 

Department of Health and 

Human Services said it 

doesn’t expect more than 

400,000 of the roughly 

680,000 Healthy Michigan 

recipients to be affected by 

the 80 hours-per-month 

requirement that came 

with Sen. Mike Shirkey’s 

(R-Clarklake) SB 0897, 

signed into law by Gov. Rick 

Snyder in June. 

That 400,000 number 

is based on subtracting 

from the total program 

population the number of 

people who are already 

meeting those hours, or are 

exempt from other work 

requirements posed by 

food assistance and cash 

assistance programs, DHHS 

spokesperson Bob Wheaton 

said. 

Yet, Wheaton said the 

number impacted by the 

requirements could still be 

less than 400,000, because 

some may be exempt from 

the work requirements 

and some may already be 

working. 

But the DHHS hasn’t been 

able to calculate how many 

people might be kicked off 

their health coverage for 

not complying with work 

requirements, a question 

posed to the state by House 

Minority Leader Sam Singh 

(D-East Lansing) July 31 

during a public hearing on 

the DHHS’ proposed Healthy 

Michigan waiver. 

Singh argued that because 

the state doesn’t have that 

data—or on how the work 

requirements would affect 

uncompensated care levels 

or how much it will cost 

the state to implement 

the changes, two other 

questions Singh posed to 

the state—the program 

changes don’t live up to 

their stated goals. 

“The goals of this 

amendment really is 

supposedly, to improve 

access to healthcare for 

uninsured or underinsured 

low-income Michigan 

residents, also that 

we’re going to reduce 

uncompensated care,” 

Singh said to DHHS official 

Jackie Prokop, who gave a 

presentation on the waiver. 

Prokop said DHHS staff is 

working on that and trying 

to get to a number. But 

Singh said that Prokop’s 

presentation and answers 

to his questions show 

that “Both of those things 

are not actually going to 

How Rival Opioid Makers Sought To Cash In On 

Alarm Over OxyContin’s Dangers

By Fred Schulte 

As Purdue Pharma faced 

mounting criticism over deaths 

linked to OxyContin, rival 

drugmakers saw a chance 

to boost sales by stepping 

up marketing of similarly 

dangerous painkillers, such 

as fentanyl, morphine and 

methadone, Purdue internal 

documents reveal.

Purdue’s 1996-2002 marketing 

plans for OxyContin, 

which Kaiser Health News 

made public this year for 

the first time, offer an 

unprecedented look at how 

that company spent millions 

of dollars to push opioids 

for growing legions of pain 

sufferers. A wave of lawsuits 

demanding reimbursement 

and accountability for the 

opioid crisis now ravaging 

communities has heightened 

awareness about how and 

when drug makers realized 

the potential dangers of their 

products.

The Purdue documents lay 

out how the company and 

its biggest competitors were 

jockeying for market share. 

Some of those drugmakers’ 

sales promotions downplayed 

or ignored the risks of taking 

opioids, or made false claims 

about their safety, federal 

regulators have asserted 

in warning letters to the 

companies.

Purdue first offered OxyContin 

as a remedy for moderate 

to severe cancer pain in 

1996. Within three years, the 

company viewed the cancer 

market as too limited, with 

$261 million in potential 

annual sales versus $1.3 billion 

for a broader range of chronic 

pain care, the company’s 

marketing reports said.

“That was a pretty good 

recipe for a blockbuster,” said 

Andrew Kolodny, who directs 

Physicians for Responsible 

Opioid Prescribing, an 

advocacy group critical of drug 

industry marketing.

Purdue has become the most 

high-profile drugmaker linked 

to the surging opioid crisis. But 

other opioid manufacturers 

didn’t sit by idly as sales 

of OxyContin skyrocketed, 

topping $1 billion in 2000, 

despite reports of overdose 

deaths and addiction.

Purdue’s marketing reports 

indicate the company was 

worried about losing business 

to fentanyl-laced patches 

called Duragesic, as well as 

morphine pills and, to a lesser 

degree, methadone — which 

some managed-care groups 

and Medicaid health plans 

preferred because it cost 

much less than OxyContin. 

Methadone and morphine are 

made by a variety of drug 

companies.

In its 1999 marketing report, 

Purdue noted that Janssen 

Pharmaceuticals, an arm of 

drug giant Johnson & Johnson, 

was making “slow but steady” 

progress in promoting its 

Duragesic patches. The 

patches, which users attach 

to their skin, deliver a dose of 

fentanyl, an opioid drug about 

50 to 100 times more powerful 

than morphine, according 

to the Drug Enforcement 

Administration.

Purdue estimated that Janssen 

would spend about $4 million 

in 1999 on medical journal 

advertising to persuade 

doctors to prescribe the 

patches for “early treatment 

of non-cancer pain and pain 

in the more frail elderly.” 

That is more than triple 

what Janssen spent the year 

before, according to the 2000 

Purdue marketing report. 
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Whitmer Faces Uphill Grind On Healthcare Agenda

By PAUL NATINSKY

Governor-elect Gretchen Whitmer 

ahas her work cut out for her. Despite 

historic gains for Democrats and 

women in Michigan and national 

midterm elections, Michigan’s 

legislature retains its Republican 

majority, and thus presents the new 

governor with an uphill challenge on 

all of her initiatives, including her 

healthcare plan, titled, “Get It Done: 

Healthy Michigan, Healthy Economy.”

The 19-page document covers a full 

range of issues facing a state that 

has low to middling marks on health 

status, access to care and the cost of 

healthcare services.

“The state of Michigan has invested 

very little in public health—just 

enough to meet what is needed to 

draw down federal funding,” stated 

Whitmer in ‘Get It Done.’”

To remedy that state of affairs, 

Whitmer pledges to “protect Healthy 

Michigan gains,” from 2014, when 

then-Gov. Rick Snyder expanded the 

state’s Medicaid program and helped 

cut Michigan’s uninsured rate from 

18 percent in 2011 to just over 5 

percent in 2017. Whitmer made her 

legislative cooperation with Snyder 

on this issue one of the focal points of 

her campaign. 

Overall, Whitmer’s plan addresses 

four main points:

• Making healthcare more affordable

• Expanding access to healthcare

• Improving quality

• Investing in public health

Whitmer looks to reinsurance to 

better provide for the financial risk of 

treating Michigan’s high-risk, low-

health-status population. Borrowing 

from other states’ approaches to 

keeping coverage affordable for 

“super utilizers of healthcare,” 

Whitmer proposes “a Michigan 

reinsurance program (that) would 

lower costs here as well by preventing 

insurance premiums from being 

driven up by over-utilization of our 

state healthcare system and should 

be examined in conjunction with a 

1332 innovation waiver to pull down 

federal pass-through savings.”

She cites examples from Alaska, 

Maryland, Minnesota and Oregon, 

which she states have had positive 

results lowering health insurance 

costs resulting from super utilizers 

of healthcare and leveraged federal 

dollars to pay for it. “Oregon brought 

in $30 million in federal funding for 

its reinsurance program.16 Alaska 

drew down $300 million in federal 

funding over five years to fund its 

reinsurance program.17 Minnesota 

has brought in $271 million in federal 

funding per year. After years of 

double-digit increases, premiums 

fell by an average of 15 percent 

following the implementation of 

Minnesota’s reinsurance program. In 

Maryland, average individual market 

premiums for 2019 are expected to 

decrease by nearly 14 percent after 

the state received federal approval 

Continued on page 5

GRETCHEN WHITMER

House Dems In New Seats Of Power Will Steer Health Policy, 

Attack Drug Prices

By EMMARIE HUETTEMAN

For the first time since passing the 

Affordable Care Act, Democrats 

will soon control the House of 

Representatives and its powerful 

health committees. But Republicans’ 

tightened grip on the Senate means 

those hoping for another round of 

dramatic, progressive reforms may be 

disappointed.

Empowered by voters outraged over 

Republican attempts to chip away 

at the law’s protections for the sick, 

Democrats owe much of their midterm 

takeback to health care issues. And 

Democratic leaders say they are 

ready to get back to work, this time 

training their sights on skyrocketing 

drug prices, among other policy 

conundrums, with a majority of House 

votes and a slate of new committee 

chairmanships in hand.

In a few weeks, House Democrats will 

meet to elect their leaders, including 

several committee chairs who will be 

responsible for the nation’s health care 

policy and spending in the coming 

years. Hill denizens expect those 

currently serving as the top Democrat 

on most House committees to ascend 

to the chairmanships, with few if any 

members mounting serious challenges.

Those basking in a post-“blue wave” 

glow would do well to temper their 

expectations, recalling that the 

Republican-controlled House had 

already voted 54 times to unravel 

some or all of the Affordable Care Act 

by its fourth birthday in 2014. In most 

cases, Democrats in the Senate and 

White House stopped those efforts in 

their tracks.

With the Senate (and the presidency) 

remaining under Republican control 

and even fewer moderate Republicans 

left in the House after this election, 

Democrats will struggle to move 

Continued on page 7
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