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  P R O C E E D I N G S    65 

[Majority Counsel].  This is a transcribed interview 66 

of Dr. Daniel Jernigan conducted by the House Select 67 

Subcommittee on the Coronavirus Crisis.  This interview was 68 

requested by Chairman James Clyburn as part of the 69 

Committee's oversight of the federal government's response 70 

to the coronavirus pandemic. 71 

BY [MAJORITY COUNSEL].  72 

Q Dr. Jernigan, good morning.  I'd like to ask 73 

you to state your full name and spell your last name for 74 

the record. 75 

A My name is Daniel D. Jernigan.  Last name 76 

J-E-R-N-I-G-A-N.   77 

Q Dr. Jernigan, my name is [Redacted], I'm 78 

Majority counsel for the Select Subcommittee.  I want to 79 

thank you for appearing virtually today.  We recognize that 80 

you're here voluntarily.  We greatly appreciate you taking 81 

time away from your important duties at the CDC.   82 

If we can just go through the ground rules now.  So 83 

first is the presence of counsel.  Under the Committee's 84 

rules, you are allowed to have an attorney present to 85 

advise you during this interview.   86 

Do you have an attorney present in your personal 87 

capacity today? 88 

A No. 89 
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[Majority Counsel].  Is there agency counsel present?   90 

Mr. Barstow.   Yes.   91 

[Majority Counsel].  And agency counsel, can you 92 

please introduce yourself for the record.   93 

Mr. Barstow.  Kevin Barstow, senior counsel at HHS.   94 

[Majority Counsel].  And any additional agency staff 95 

here virtually?  Can you please introduce yourselves for 96 

the record.   97 

Mr. Wortman.  Eric Wortman, CDC.   98 

Ms. Martinez.  JoAnn Martinez, HHS.   99 

Ms. Schmalz.  Jenn Schmalz, HHS.   100 

[Majority Counsel].  And then any of my colleagues on 101 

the Majority staff?   102 

[Majority Counsel].  I'm [Redacted] for the Majority.   103 

[Majority Counsel].  [Redacted] for the Majority.   104 

[Majority Counsel].  And Minority staff as well.   105 

[Minority Counsel].  Hey, Dr. Jernigan.  [Redacted] 106 

with Minority.   107 

[Minority Counsel].  Hi Dr. Jernigan.  This is 108 

[Redacted].  Thank you for joining us today. 109 

  BY [MAJORITY COUNSEL].    110 

Q Before we begin, I'd like to go over the 111 

ground rules.   112 

As previously agreed to by the Majority staff and HHS 113 

staff, the scope of this interview is the government's 114 



HVC347550                                      PAGE      7 
7 

response to the coronavirus pandemic from December 1, 2019 115 

through January 20, 2021.   116 

The way this interview will proceed is as follows:  117 

The Majority and Minority staffs will alternate asking 118 

questions, one hour per side per round, until each side is 119 

finished with their questioning.  The Majority staff will 120 

begin and proceed for an hour and the Minority staff will 121 

then have an hour to ask questions.  We'll alternate back 122 

and forth in this manner until both sides have no more 123 

questions.   124 

We have agreed that if we are in the middle of a line 125 

of questioning, we may end a few minutes before or go a few 126 

minutes past an hour to wrap up a particular topic.  In 127 

this interview, while one member of staff may lead the 128 

questioning, additional staff may ask questions from time 129 

to time.   130 

There is a court reporter taking down everything I 131 

say and everything you say to make a written record of the 132 

interview.  For the record to be clear, please wait until I 133 

finish each question before you begin your answer and I 134 

will wait until you finish your response before asking the 135 

next question.  The court reporter cannot record nonverbal 136 

answers, such as shaking your head, so it's important that 137 

you answer each question with an audible verbal answer.   138 

Do you understand? 139 
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A Yes.  140 

Q We want you to answer the questions in the 141 

most complete and truthful manner possible, so we are going 142 

to take our time.  If you have any questions or do not 143 

understand any of the questions, please let us know.  We 144 

will be happy to clarify or rephrase our questions.  Do you 145 

understand?  146 

A Yes.  147 

Q If I ask about conversations or events in the 148 

past and you are unable to recall the exact words or 149 

details, you should testify to the substance of those 150 

conversations or events to the best of your recollection.  151 

If you recall only part of a conversation or event, you 152 

should give us your best recollection of those events or 153 

parts of conversations that you recall.   154 

Do you understand?   155 

A Yes. 156 

Q If you need a break at any time, please let us 157 

know.  We are happy to accommodate you.  Ordinarily we take 158 

a five-minute break at the end of each hour of questioning, 159 

but if you need a break before that, just let us know.  To 160 

the extent there is a pending question, I would just ask 161 

that you just finish the question before taking a break.   162 

Do you understand that?  163 

A Yes.  164 
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Q Although you are here voluntarily, and we will 165 

not swear you in, you are required by law to answer 166 

questions from Congress truthfully.  This also applies to 167 

questions posed by congressional staff in an interview.   168 

Do you understand?  169 

A Yes.  170 

Q If at any time you knowingly make false 171 

statements, you could be subject to criminal prosecution.   172 

Do you understand?  173 

A Yes.  174 

Q Is there any reason you are unable to provide 175 

truthful answers in today's interview? 176 

A No.  177 

Q The Select Subcommittee follows the rules of 178 

the Committee on Oversight and Reform.  Please note, if you 179 

wish to assert a privilege over any statement today, that 180 

assertion must comply with the rules of the Committee on 181 

Oversight and Reform.  Committee Rule 16(c)(1) states for 182 

the chair to consider assertions of privilege over 183 

testimony or statements, witnesses or entities must clearly 184 

state the specific privilege being asserted and the reason 185 

for the assertion on or before the scheduled date of 186 

testimony or appearance.   187 

Do you understand?  188 

A Yes.  189 
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Q Do you have any questions before we get 190 

started?  191 

A No.  192 

Q I think a good place for us to start is to 193 

learn a little bit about you and your career at CDC.  194 

Currently you serve as the deputy director for public 195 

health science and surveillance; is that right?  196 

A Yes.  197 

Q And how many years total have you been with 198 

the CDC?  199 

A I started in 1994.  So 27, 28 years.   200 

Q Can you briefly walk us through your career 201 

path at CDC?  202 

A So after completing an internal medicine 203 

residency, I moved to the office program.  There I studied 204 

respiratory disease.  205 

[Transmission interference.]  206 

The Witness.  So after the internal medicine 207 

residency, I came to CDC in the academic intelligence 208 

service in 1994, worked in the respiratory diseases branch.  209 

From there, completed that two-year fellowship training, 210 

physically moved to Washington State still working with 211 

CDC, but assigned to the Washington State Department of 212 

Health in the epidemiology section where I completed a 213 

preventive medicine residency. 214 
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Continued there as a staff epidemiologist for two 215 

years, 1999 returned to Atlanta working in the office of 216 

the emerging infections.  From there, moved to being a 217 

section chief in the division of health care quality 218 

promotion investigating hospital infections.   219 

Then after that, became the deputy director for the 220 

influenza division in 2007, and then became the director of 221 

the influenza division in 2014-2015.  Subsequently, I took 222 

a detail as this deputy director for public health science 223 

and surveillance in 2021 in February, and then took the job 224 

permanently around August or September of this year.  225 

Q In January 2020, the beginning of our area of 226 

discussion, what was your role then?  227 

A At that time, I was director of the influenza 228 

division.  It sits in the National Center for Immunization 229 

and Respiratory Diseases at CDC.  230 

Q Who did you report to at that time?  231 

A I reported to Dr. Nancy Messonnier, the 232 

director of the National Center for Respiratory Disease.  233 

Q And in your role, who did you most interact 234 

with most frequently aside from Dr. Messonnier?  235 

A The activities within the division are varied 236 

considerably.  There are international activities, domestic 237 

activities.  On a day-to-day basis I interacted with 238 

Dr. Messonnier, others in the leadership team at NCIRD; and 239 
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depending on the lead, you'd interact with the deputy 240 

directors and their principal deputy director and the 241 

director of the agency as well as working with HHS 242 

operating divisions for BARDA NIH, NIAID, FDA, DoD, USDA, 243 

and also -- state health departments.  244 

Q Did you interact regularly with 245 

Director Redfield in that position?  246 

A Off and on, depending on the issue for the 247 

appearance of novel influenza viruses.  Swan or avian 248 

influenza viruses we certainly would provide updates to him 249 

as a part of routine messaging on immunology.  Influenza, 250 

seasonal influenza, seasonal influenza vaccine campaign 251 

kickoffs, those kinds of activities, and then any needed 252 

inputs for influenza-related questions.   253 

Q When did you first learn of a potentially new 254 

virus circulating in Wuhan?  255 

A When you're referring to the SARS-Co-V-2, we 256 

were notified on December 31st from influenza division 257 

staff that were permanently deployed to Beijing.  At that 258 

time, the staff had received information from colleagues 259 

that were at the Wuhan consulate regarding concerns about a 260 

seafood market and potential for respiratory disease 261 

transmission in that setting.  That information got from 262 

the embassy's consulate there to others at the embassy, and 263 

then to our own staff which were embedded at the embassy. 264 
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Our influenza staff there connected with the deployed 265 

staff supervisors who were individuals that are stateside 266 

with our -- assigned to each of the regions where we had 267 

influenza division staff.  That individual summarized the 268 

information that she had learned and provided that to me to 269 

comment on.   270 

There was a concomitant read that occurred as well 271 

where the principal deputy director had become aware of 272 

similar concerns about increased numbers of cases of 273 

respiratory disease, sent an email to Dr. Messonnier, who 274 

then emailed me at almost approximately the same time, 275 

around 9:30 on whenever the 31st was.  Whatever day.  276 

Q Can you talk a little bit about the staff that 277 

you had?  You mentioned the influenza focused staff in 278 

China.  What other staff was present in country at that 279 

time?  280 

A So I can't speak to the breadth of the USG 281 

individuals or those that were connected in with our 282 

activities there.  We had an FTE US citizen that was based 283 

at the embassy just for influenza.  There were also staff 284 

supporting other mostly infectious disease activities 285 

working with our influenza person, and then there was a 286 

management official supported by CDC working in that same 287 

space.   288 

Also, with that group were staff that were Chinese 289 
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citizens who were with the CDC on influenza.  The group 290 

there was placed many years back and we've had a series of 291 

individuals that have served in that capacity, notably 292 

early to help develop capabilities within China to include 293 

virus detection and report it.   294 

So the connection would be towards the U.S. CDC based 295 

at the embassy and the China CDC which eventually moved far 296 

outside of Beijing.  That connection was maintained to 297 

understand influenza virus evolution and to help include 298 

flu strains selections for use in the United States. 299 

Q How many total CDC staff are we talking about 300 

were working out of the embassy?  301 

A For FTE U.S. citizens, three.  And then 302 

non-U.S. locally hired, three.  But those are just the ones 303 

that I interfaced with or our division would interface 304 

with.  I can't speak to others.  I don't know if FDA, HIV, 305 

or others had staff there at that time.   306 

Q It's been reported that due to budgetary 307 

constraints, that the number of CDC personnel in China was 308 

cut back in recent years.  Is that accurate?  309 

A The numbers of staff were decreasing; the 310 

reasons for I can't speak to.  But the remaining staff, 311 

influenza was one of the few remaining staff.   312 

Q And so that's three influenza staff there in 313 

the embassy?  314 



HVC347550                                      PAGE      15 
15 

A As I can recall at this point, yeah.  315 

Q Okay.  And so you were communicating with 316 

those folks directly around New Year's Day?  317 

A 12/31.  It's a 12-hour or so difference in 318 

time.  The initiation of communications started before we 319 

were awake and they continued after staff in the U.S. or 320 

Eastern Standard Time were at work.  So the first 321 

communications were in the middle of the night.  And then 322 

the engagement with the back and forth started to occur in 323 

the morning on December 31st.  Those were largely between 324 

the person that was assigned to supervise our deployed 325 

staff at CDC, between her and them and between her and the 326 

office.  327 

Q And who was that who was supervising the 328 

deployed staff?  329 

A Hold on a second.  Okay.  So Carolyn Green was 330 

the individual who was the supervisor.  Carolyn Green 331 

served as our staff Beijing for four years prior to 332 

returning and somebody to replace her.  So she was fluent 333 

in Mandarin and understood the context and the technical 334 

epidemiologic issues very well.   335 

Q Can you tell us -- I know it's been a few 336 

years.  Can you tell us in broad strokes what you were told 337 

from those influenza folks about the potentially novel 338 

virus at that time?  339 
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A So the initial communications, given that many 340 

of the staff that are either in Beijing or employed by the 341 

division have had experience with respiratory diseases in 342 

southeast Asia and Asia.  So there are often identification 343 

of outbreaks of respiratory disease that eventually are 344 

identified through something as a known pathogen.   345 

So the information is very important early on to find 346 

out if they had tested in a valid way whether or not there 347 

were other respiratory problems like influenza RSV, et 348 

cetera.  So a lot of that early conversation was about how 349 

much they had already tested, how confident were they that 350 

they did not have a diagnosis.   351 

So the discussions with China CDC from the available 352 

information to the Wuhan group were attempting to try and 353 

understand that better.  Is this something we really don't 354 

know what it is, or is it something that just had not been 355 

fully tested yet.  356 

Q And from that initial report, what was known 357 

in terms of ruling out other known pathogens?  358 

A Within a matter of hours we did learn that the 359 

China CDC was sending a group of their own, mostly 360 

influenza staff, to evaluate the epidemiology, to 361 

understand who was getting sick, where they were getting 362 

sick, et cetera, to collect new specimens and also to 363 

verify that the full breadth of testing of various 364 
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pathogens was underway.   365 

I can't recall exactly, but within a day or so we 366 

understood that the usual pathogens that might be a cause, 367 

influenza RSV, parainfluenza et cetera, that those tests 368 

were performed using valid testing capabilities.  So that 369 

helps to understand the potential that this puts it into a 370 

category of unrecognized or unexplained that then prompts a 371 

series of different discussions about how best to evaluate 372 

that, is something that happens whenever these kinds of 373 

clusters emerge.  374 

Q What were you doing sort of in response to 375 

this report from China?  376 

A So very early on we were able to do a number 377 

of things.  First was to make sure that our leadership was 378 

aware.  And so our high leadership was actually -- that is, 379 

the principal deputy director was already engaged on the 380 

31st asking questions and then she and Dr. Messonnier, who 381 

was involved in discussions, were informing Dr. Redfield 382 

about the potential for this cluster.   383 

It's routine that when something like that emerges, 384 

we try to characterize as much as we know and take that 385 

information up through leadership chains so that the 386 

leadership has a sense about what's going on and they're 387 

not surprised by the virus.   388 

Q Did you brief the director at that time?  389 
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A Not on the 31st.  I believe Dr. Messonnier was 390 

providing those to Dr. Redfield.  391 

Q When did you first interact with the director 392 

about this?  393 

A Probably the next day.  I'm trying to think.  394 

I believe there were emails that we would be providing with 395 

updates that got forwarded -- I believe got forwarded to 396 

him.  I can't recall when the first personal -- in-person 397 

communication was.  But there were a number of activities 398 

happening very early on where we, I believe on the 31st, 399 

actually gathered a group at CDC called the unexplained 400 

respiratory disease outbreak group or U-R-D-O or URDO.   401 

That group has been in place for many years and is 402 

made up of various subject matter experts at CDC, feds, 403 

including some from outside of the CDC, but still feds, 404 

that listened to the findings at that time and then walked 405 

through a differential diagnosis trying to figure out what 406 

are the possible qualities of the cluster.   407 

So that group also looks at what is the highest 408 

potential here, what's the likelihood that SARS was in our 409 

midst.  It was China, it was a known potential given past 410 

issues with SARS in China.  The other would have been novel 411 

influenza, which we had been looking for by setting up 412 

other different systems in place.  And they followed the 413 

H7N9 enormous outbreak that they had in 2013.  They 414 
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established a group called the Unknown Etiology Group.  So 415 

it was that group that was identifying cases and doing the 416 

rule-out of other diagnostic tests in order to better 417 

understand what the causes were.   418 

So SARS was a possible cause; and, therefore, to 419 

identify what might be causing it, you can then ask do we 420 

have diagnostics that we can use for it?  Are there 421 

vaccines for it?  Are there therapies for it?   422 

And so that running through of potential 423 

countermeasures as an exercise, really, while you're trying 424 

to figure out what the main problems are is an activity 425 

that we do to help decide what are the first things that we 426 

should be doing in order to help prepare for this given 427 

that it might be any one of a number of different 428 

pathogens.   429 

Q Who are the other agencies represented in that 430 

URDO group?  431 

A I'm going to say for that one it was all just 432 

CDC.  In the past, there are some members of the Department 433 

of Defense that would join, depending on the need.  There 434 

are also the USDA if there's a strong concern about 435 

zoonotic transmission.  Those are really the main ones.  436 

For that call, I do not recall there being but CDC on that 437 

group.  438 

Q In those early days, when was the first 439 
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engagement with agencies outside of CDC?  440 

A I'm trying to think.  Right now, I know that 441 

on the 31st, we did reach out to some DoD colleagues.  We 442 

reached out to our -- I would have to check the dates, but 443 

very early on, once something like this emerges, we 444 

connected with members of a group called the flu risk 445 

management meeting, FRMM, which is an interagency group 446 

with CDC, FDA, NIH, mostly NAID, BARDA, DoD, USDA, VA, CMS.  447 

And maybe HRSA.  But in general, the main players are NIH, 448 

FDA, CDC, BARDA, DoD.   449 

That group interfaces with each other on a monthly 450 

basis to review current influenza risks.  So that group is 451 

in many ways prepared to be the right people to also talk 452 

to these other emerging issues.  And so members of that 453 

group were contacted over those first few days.  I don't 454 

have the exact connections with them.   455 

But between Department of State through our 456 

colleagues in Beijing and our colleagues that were 457 

supervising them as well as through some reach-outs to DoD 458 

and then the communication up through HHS, those were the 459 

predominant parties we were engaging with.  That's USG.  We 460 

were also engaging with the global programs at WHO, who 461 

then bilaterally with some countries as well.   462 

Q When was the first engagement with the 463 

National Security Council?  464 
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A I do not recall.  That's probably known, but I 465 

do not recall.  The communication up generally included 466 

National Security Council.  So as information was brought 467 

up to the director of CDC, the sharing of that information 468 

with NSC usually occurred.  So I would have to go back and 469 

check exactly when they were first engaged.   470 

Q But it would have been around this time, early 471 

first week of January?  472 

A Yeah.  473 

Q Okay.  And we understand that the incident 474 

management structure was stood up on January 7th; is that 475 

correct?  476 

A So the CDC follows a process called graduated 477 

response framework, GRF.  And that GRF indicates that 478 

outbreaks rise in the engagement and participation across 479 

the agency based on different needs.  Initially, an 480 

outbreak would start in a division and then can elevate to 481 

the center level, which here would be the NCIRD and then 482 

from there to the CDC-wide emergency operation centers.  So 483 

the NCIRD, emergency operation center, was stood up on the 484 

7th of January.   485 

Q Okay.  Maybe it would be helpful for us to 486 

hear sort of in broad strokes how that graduated movement 487 

from the center to the incident response system works. 488 

A So it can apply to any infectious or 489 



HVC347550                                      PAGE      22 
22 

noninfectious problem.  For infectious diseases, probably 490 

most recognizable might be food borne.  A particular 491 

outbreak has been identified by a state health department.  492 

They contact CDC.  CDC works with them on the verification 493 

of what their findings, in terms of the pathogen, assist 494 

with some of the characterizations of some of the pathogen 495 

itself and then works with them on the investigations that 496 

they are doing.   497 

Usually we don't get pulled in until they become way 498 

more complex.  But as that foodborne outbreak rises to 499 

incorporate, for instance, more than one state, the need 500 

for greater communication and coordination between CDC, 501 

FDA, any state health departments warrants a rising of that 502 

effort either to be pulling in additional staff from that 503 

division or to actually rise up to the level of the center 504 

framework. 505 

So the needs that might prompt that would be 506 

considerable need to communicate up both from a 507 

communication to leadership to communicate down to those 508 

that are being infected at the state health departments and 509 

to the public, but also to work with congressional leaders 510 

as well to make sure that they are kept abreast of the 511 

issues as they're known.  But then also, if there are needs 512 

for resources with the center or agency can provide the 513 

movement up to -- eventually to the CDC EOC is warranted by 514 
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that increasing amount of need for communication 515 

engagement, resource management, potentially needed 516 

additional finances and higher level decision-making with 517 

great society impact.   518 

Q Let's talk specifically on how the response to 519 

the initial reports went through that.  So I guess the 520 

center that was -- first went to the center and that would 521 

have been the NCIRD?  522 

A Yes.  523 

Q Okay.  And that happened around January 7th?   524 

A Yes.   525 

Q And then how did it gradually move from there?  526 

A The communication of there not being other 527 

causes of the cluster, and then it was indicated by China 528 

to be a new coronavirus, that prompted that initial startup 529 

at the center level given what experience had been in place 530 

for SARS 1 and for MERS as well as for influenza pandemic 531 

and influenza responses to novel flu.   532 

So for that reason, the recognition was there that 533 

additional support was needed, that began the organization 534 

of having task forces or clusters of folks that are in 535 

working groups centered around different topical needs.  So 536 

communications, laboratory, epidemiology, considerations of 537 

pharmaceutical interventions and policy.   538 

Those groups were the natural placements of 539 
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individuals based on how we had been responding to 540 

influenza emergencies in the past, leading to other 541 

infectious disease, respiratory emergencies in the past as 542 

well as conforming to a CDC -- CDC's accepted approach to 543 

how we implement the incident management system.  544 

Q Talk a little bit about this in practical 545 

terms.  Those task forces get stood up and they draw 546 

experts from different centers, or is it all --  547 

A At the center level response, you're usually 548 

pulled from staff within that center in part because the 549 

expertise generally sits there.  But you can pull in 550 

individuals from other centers as well.  There is some 551 

support that that response can get from the division of 552 

emergency operations at CDC in terms of logistical support, 553 

travel, and things like that.  So as we rise to that center 554 

level, you can access assets from outside of the center as 555 

well.   556 

Q And then moving from the center level to the 557 

incident management structure, when did that happen?  558 

A So around the 20th or 21st of January, was the 559 

point at which we had identified that first U.S. case.  So 560 

the U.S. case, I think, really prompted the movement into 561 

that larger and more capable environment where the incident 562 

manager then does not report to the NCIRD director, but 563 

instead reports to the agency director.  And the IM 564 
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structure pulls heavily across the agency in order to have 565 

the right expertise and to make things move more quickly.   566 

Q And at that time you were named the first 567 

incident manager; is that right?  568 

A When the CDC EOC was established for this 569 

response, yes, I was the first incident manager.  570 

Q So in terms of staff, what are we talking 571 

about, numbers, in the incident management system when you 572 

started it?  573 

A I don't have the exact numbers and they vary 574 

over time.  But the general structure is one in which 575 

there's incident manager, there's a principal deputy 576 

incident manager and then there are either two to four 577 

deputy incident managers that have portfolios over other 578 

different topics.  Below that are task forces like I 579 

mentioned before for communications, community mitigation, 580 

laboratory, epidemiology, data analysis and visualization, 581 

global migration and quarantine, and several others that I 582 

cannot recall right now.  But I'm sure you've probably seen 583 

the structures.   584 

That incident management structure then -- I'm trying 585 

to think just from my own experience in the past.  We've 586 

had up to 50 people just on one of those task forces at the 587 

peak of activity in the past.  So the actual numbers, I 588 

don't have somebody to provide those to you, but this is a 589 
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structure that is designed to be outside of the 590 

bureaucratic structures that the agency maintains so that 591 

the lines of supervision now are set within the incident 592 

management structure and are not impinged on by the 593 

individuals stated or duty station or described supervisory 594 

chain.   595 

The budget itself is separated from the budget of 596 

places where those people are coming from, so it makes for 597 

much more rapid movement of resources, change in structure, 598 

change in decision making, et cetera.  So it's something 599 

that the CDC has arrived at after years of our DoD 600 

colleagues and others helping to stand it up.   601 

Q Were you involved physically moving the staff 602 

to the EOC as well?  603 

A Usually, yeah.  I think -- yes.  There is an 604 

actual emergency operation center which sits in [Redacted].  605 

And in general, for almost all responses, the leadership of 606 

the responses moved to that location so they're within 607 

close proximity and have rapid meetings and rapid decision-608 

making.   609 

The conference rooms across the agency are 610 

transformed into the working rooms for the various 611 

different task forces.  And just depending on the size of 612 

the response, the agency will support those needs with the 613 

space that's needed.   614 
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Q And when you started as incident manager on 615 

January 20th, can you tell us about your immediate 616 

priorities?  617 

A I can't give you the exact list, but we had a 618 

regular routine of having the priorities stated at the 619 

beginning of each of our meetings so we can revisit them.  620 

But they were about understanding the potential 621 

transmission and severity of the infections that were 622 

occurring, and to protect Americans through means for 623 

mitigating the impact of the virus, which varied based on 624 

where you are in that response and in communicating with 625 

others.   626 

So I don't have the list of the priorities that we 627 

started with, but they are around generally characterizing 628 

and intervening as appropriate based on the science and 629 

information that we had at the time. 630 

(Exhibit No. 1 was identified for the record.) 631 

BY [MAJORITY COUNSEL]. 632 

Q We'll get into some of the specifics.  I think 633 

it might be helpful to look at Exhibit Number 1, which is 634 

what you coauthored about the initial public health 635 

response in January.  And this was released on February 636 

5th; is that correct?   637 

A Yeah, it's dated February 4th.  Yes.  638 

Actually, it looks like the 7th, so it may be embargoed.  639 
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Q And for the record, the title of this report 640 

is “Initial Public Health Response and Interim Clinical 641 

Guidance for the 2019 Novel Coronavirus Outbreak - United 642 

States, December 31, 2019 to February 4th, 2020.” 643 

A Yes, this indicates the primary focus of being 644 

to slow it down, to prepare folks and prepare us for it and 645 

to understand the virus better.  646 

Q So I guess this report summarizes those early 647 

steps.  Can you tell us what goes into publishing a report 648 

like this and the rationale for putting this all out there 649 

in this way? 650 

A So the MMWR does a number of different things.  651 

One is to communicate quickly what is known about a 652 

particular problem and to describe what the interventions, 653 

what the public needs to take are, what does it mean.   654 

In addition, they do also serve as a record of what's 655 

happened so that anyone needing to come over at different 656 

times to be a part of that response either in a public 657 

health setting or elsewhere, and use these documents to see 658 

as record of what happened and the activities that had been 659 

put in place at the time.   660 

So we had put out various different communications, I 661 

think, but this one was intended to be summarizing of what 662 

had happened so far and the broader direction that we were 663 

heading with the response.   664 
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Q Okay.  And looking at page 2 of the report, 665 

the second column underneath the blue box there, beginning 666 

the discussion of the quarantine stations.  And one of the 667 

early steps were these airport screenings that began on 668 

January 17th; is that right?  669 

A Yes, I think that the enhanced screening 670 

started around that time, yes.  671 

Q And can you tell us what led to the decision 672 

to begin the enhanced screenings?  673 

A The location of the source of the virus was 674 

fairly well understood to be in Wuhan and Hubei and coming 675 

from China.  And so screening is one component of a set of 676 

other components that can be used in order to help with the 677 

identification of cases.  But also the process itself does 678 

tend to keep some travelers from deciding to even come.   679 

So these, again, I think were intended to provide 680 

time so that we could be more prepared, although it also 681 

provided more time for us to have in order to characterize 682 

the virus and understand how well it was being transmitted.   683 

Q Can you tell us a little bit about that 684 

process that went into this decision to begin the enhanced 685 

screening?  686 

A The details, a lot of that I really don't 687 

recall much of it at this point.  There are experts at CDC 688 

that had been dealing in this space of travel-associated 689 
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regulations and policies and travel-associated 690 

interventions that were taking the primary role in engaging 691 

with the various different components of the federal 692 

government that are responsible for border and customs 693 

activities.  694 

Q Do you recall your role in this process?  695 

A As incident manager, I was interfacing with 696 

the director of that group who was representing us on a 697 

number of different calls.  And those decisions were 698 

brought through the incident management structure and we 699 

provided it to the director as recommendations for going 700 

through with these different kinds of interventions.  701 

Q Who was the director of that group?  702 

A Marty Cetron.  703 

Q And obviously as you said, this took 704 

coordination amongst different agencies in the federal 705 

government.  Was the White House involved in this decision 706 

January 17th enhanced screenings?  707 

A The January 17th one, I actually can't recall 708 

all the details of that, but there were throughout this 709 

period National Security Council groups that were informed, 710 

meetings were occurring.  I do recall going to the 711 

meetings.  I don't recall what the dates are or necessarily 712 

the folks that were on them.   713 

Those discussions around border issues were engaged 714 
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with the National Security Council, which is often the case 715 

with something that is important as working -- changing how 716 

things happen at the border.  That does require engagements 717 

from across the agency.  718 

Q I know it's difficult now to remember specific 719 

calls, but do you remember who you were engaging with from 720 

the National Security Council?  721 

A I actually do not recall right now.   722 

Q So the first paragraph on the next page, page 723 

3, it says, "As of February 1st, there were a total of 724 

3,099 persons on 437 flights screened, five symptomatic 725 

travelers were referred by CDC to local health care 726 

providers for further medical evaluation and one of these 727 

persons tested positive for COVID" -- "for 2019 nCoV."   728 

So talk to us a little bit about these figures and 729 

why so few cases were being detected from the screenings. 730 

A So the interpretation that so few were being 731 

detected, I think it's really there were so few cases that 732 

were coming through this process I think is what you're 733 

asking.  The imposition of screening can in fact lead 734 

individuals that may not want to get tested and be 735 

identified, they may not travel.  So you are already 736 

beginning your collection of those to be tested that would 737 

not -- they wouldn't be there because they had elected not 738 

to travel.  So that's one thing that the screening.   739 
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The other is it is true that most people traveling 740 

are not positive and, therefore, it isn't actually picking 741 

up as an actual prevalence of those numbers.  The other is 742 

that there may have been individuals that didn't truthfully 743 

respond to the questions and, therefore, were not able to 744 

be tested because they did not meet the criteria or they 745 

did not truthfully answer the questions.  So there are 746 

reasons why you could have decreased numbers.   747 

But in general, this as a means for detecting cases 748 

was one part of an overall set of activities that are 749 

needed in able to help identify more cases.  The 750 

expectation was most transmission globally was happening in 751 

one place and, therefore, imposing these kinds of efforts 752 

for that group made the most sense at targeting how you 753 

were trying to identify cases.   754 

Q Given what CDC learned later about 755 

importations from Europe, do you think screening passengers 756 

from Europe would have detected more early cases?  757 

A Whether or not the numbers and prevalence 758 

would be different from this amount I don't know.  The 759 

numbers of persons traveling from those airports by various 760 

means by which they can get to the U.S. makes for a more 761 

complicated effort.  But the identification of Europe as a 762 

potential source of infection, similar to what we 763 

understood about Wuhan, is a reasonable decision to add 764 
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them to screening as well.   765 

Q I guess we'll get into this a little later; 766 

but were there discussions about doing similar screenings 767 

for travelers from Europe around that time?  768 

A A lot of the experience in the past with 769 

travel screening and border issues came from working with 770 

influenza in the past where lots of people would be 771 

given -- that most people would not be having significant 772 

problems.  And so the general approach was to not implement 773 

border efforts like these for flu.   774 

Some of those were implemented during 2009, so there 775 

were some data that demonstrated the use of border efforts 776 

could have an impact at slowing introduction.  So the 777 

decisions about the significant impact on business and 778 

other travel has to be weighed against the potential to 779 

decrease the chance of those persons coming and 780 

transmitting in the United States.  So at that time, this 781 

effort was the appropriate one for the amount of 782 

transmissions we were seeing in that area of the world.   783 

Q Did that change over the next month or so as 784 

the outbreak was occurring in Europe?  785 

A Say that one more time.  786 

Q Did that change over the next month as 787 

outbreaks became apparent in Europe?  788 

A Absolutely.  As the understanding of the virus 789 
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changed, as we increased information about transmission, 790 

the identification of cases inside the United States, et 791 

cetera, so all of those played into decision-making about 792 

border -- the use of border measures as a means for 793 

control.    794 

Q Are you aware of anyone at CDC requesting 795 

additional data from airlines regarding passengers?  796 

A There were a number of discussions, again 797 

mostly driven by already existing regarding capture of 798 

information about travelers.  So the means for collecting 799 

that data as efficient and timely a manner did, I believe, 800 

require a lot of discussions that I think eventually were 801 

addressed.   802 

But there were measures, as I'm remembering them all, 803 

the CDC and the HHS assisted in helping to collect some of 804 

that information so that we were getting as quick 805 

information as possible about those individuals so that it 806 

could assist with any potential contact tracing that might 807 

exist.  808 

Q And did CDC run into any resistance from the 809 

airlines about that specific data needed for contact 810 

tracing?  811 

A From what I recall, the effort was considered 812 

a big lift, I think, by the airlines in that the amount of 813 

information was more than they had been required to do 814 
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previously and in order for it to be implemented would 815 

require a significant amount of information technology 816 

changes.  817 

Q Is that something CDC was working with other 818 

government agencies on getting?  819 

A I believe there were a number of engagements 820 

with other parts of the federal government and that's one 821 

that, I think, Dr. Cetron may be able to answer.  I don't 822 

recall all the components of that issue.   823 

Q Do you recall if airlines started providing 824 

that information to CDC?  825 

A I don't remember the dates.  I do remember 826 

that we deployed staff to collect information and that -- I 827 

don't recall all the details of when those changes 828 

occurred.  I just recall that they were an issue for a 829 

period of time.   830 

Q Moving forward to the other early steps.  So 831 

as we discussed, the first case from international travel 832 

was reported on January 21st.  The second on January 24th.  833 

Can you talk about, in that week between the 17th and the 834 

24th, how did the confirmation of these cases change the 835 

CDC's response?  836 

A So the confirmation in the first case 837 

certainly led to an accelerated activities in the standing 838 

up of our CDC operations center.  A number of activities 839 
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were initiated and also working through the kinds of 840 

communications and recommendations that needed to be made 841 

for informing the public, indicating what public health 842 

officials can do and what individuals can do.   843 

The lockdown of Wuhan during this period of time also 844 

identified that there was a significant activity happening 845 

in China that was beyond what we had seen with the prior 846 

large respiratory outbreaks that indicated that the concern 847 

level was definitely rising over the potential for impact 848 

was rising as well.   849 

We worked to evaluate the first sequences that were 850 

released from China on the viral sequence of the 851 

SARS-Co-V-2 virus, evaluating whether or not our own 852 

diagnostics were going to be able to detect that or if new 853 

diagnostics were needed.  Evaluated with BARDA and others 854 

the potential for any therapeutics that might be available 855 

that could be used.   856 

And then also began looking through past pandemic 857 

planning materials to assure that we were addressing the 858 

needed steps with have to do with all those different 859 

pieces that become task forces communications, 860 

implementation of laboratory diagnostics and surveillance.  861 

All of those things were stood up.   862 

So through that period, as the EOC was standing up, 863 

we were assuring that each of those arms of the response 864 
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were doing the planning and working to rapidly implement 865 

the needed components for situational awareness and were 866 

preparing for significant interventions needed.   867 

[Majority Counsel].  My hour is up, so if that's a 868 

good place to turn it over to my colleagues.   869 

Well, before that, we can take a five-minute break.  870 

The Witness.  Sure, great. 871 

[Majority Counsel].  We'll start back up at 10:05. 872 

(Recess.)  873 

[Majority Counsel].  I'll turn it over to our 874 

colleagues from the Minority for the next hour.   875 

BY [MINORITY COUNSEL].  876 

Q Dr. Jernigan, [Redacted] from the Republican 877 

staff.  I just have a few quick questions.   878 

Are there still U.S. government imposed travel 879 

restrictions related to the Omicron variant of COVID-19?  880 

A I am not a part of the response.  I really 881 

can't speak to the current policies.  882 

[Minority Counsel].  That's all we have then.  I'll 883 

let you get back.   884 

[Majority Counsel].  Okay.   885 

BY [MAJORITY COUNSEL].  886 

Q So we were in the January 21st/January 24th, 887 

time frame.  I want to move forward to the end of January, 888 

January 30th when the first instance of person-to-person 889 



HVC347550                                      PAGE      38 
38 

spread was announced by the CDC.  So that announcement was 890 

made on January 30th.  And can you tell us a little bit 891 

about what was learned from that development?   892 

A So the characteristics of the virus and how it 893 

moves through the population is something that is needed 894 

for a number of different reasons, for how we intervene, 895 

how we model and forecast what may happen.  So I believe up 896 

to that point there were probably reports from other places 897 

where the capability for the virus to be spreading from 898 

person to person could occur.   899 

So there was an increasing understanding that once 900 

that community transmission was characterized, that is, how 901 

fast it was spreading, how much the disease was going from 902 

one to more than one person, that information really helps 903 

understand the kinds of efforts you need to be intervening 904 

with.   905 

For SARS 1, we did not see a lot of transmission 906 

outside of settings where there was significant viral 907 

contamination like in the hospital during intubation.  So 908 

in recognition, verification of the ability of that virus 909 

to move from person to person without stopping was critical 910 

to meeting those definitions of pandemic, but also for the 911 

expectation that there would be continued spread within the 912 

community.   913 

So as that was characterized in the United States, it 914 
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indicated that travel association would not be a targeted 915 

part of the identification of potential cases, but that the 916 

aspects of any travel association was an important 917 

component that affected case defintion.  918 

Q The first instance of person-to-person spread 919 

was announced on January 30th.  The first instance of 920 

possible community spread was reported on February 26th; is 921 

that --  922 

A Say that one more time.  923 

Q The first instance of possible community 924 

spread was reported about a month later on February 26th; 925 

is that right?  926 

A I'd have to go back to my notes to find out 927 

the actual time.  928 

Q But is that timeline --  929 

A The act of community spread, I'd have to look 930 

back and see what the timeframes are.  I know that 931 

the -- the expectation of that likely occurrence was we 932 

expected that could be happening given what we were seeing 933 

elsewhere in the world with the virus.  934 

Q Okay.  But the actual announcement from 935 

CDC -- I'll show it to you as an exhibit after a break.  936 

But it was on February 26th, there was a media statement 937 

that said, "CDC confirms possible instance of community 938 

spread of COVID-19 in the U.S." 939 



HVC347550                                      PAGE      40 
40 

A That's not --  940 

Q I can get it for you.  But this gap between 941 

January 30th, the first instance of person-to-person spread 942 

and then the first instance of community spread, can you 943 

tell us why that gap existed?  944 

A So I'd have to recall that at the time the 945 

person-to-person spread indicated that there was movement 946 

from one person to another.  Trying to think if that was 947 

the Chicago one or not.  And then I think later the 948 

demonstration of there being continued transmission within 949 

the community may be what you're referring to on the 26th.   950 

Q Do you not believe that community spread was 951 

occurring before that time, before February 26th?  952 

A So -- and again, I'd have to go back and 953 

review things.  But the anticipation might have been 954 

unrecognized cases in travelers prior to our first case 955 

identified in Washington state.  There is that chance.  956 

There are some I think that would indicate that, especially 957 

on the East Coast where there were travelers returning from 958 

Europe, that there might be ongoing spread in that setting 959 

as well.   960 

There were some studies that tried to characterize 961 

how much we thought that was happening, if I'm recalling.  962 

But those studies didn't indicate that there was a 963 

significant amount of transmission.  We recognize now that 964 
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even a few seeding events because of the spread that this 965 

virus can have, the transmissions can have, that there 966 

could be, especially once we understood that there was 967 

asymptomatic transmission, that that transmission could 968 

have been occurring.   969 

However, as a cause of severe illness or as a cause 970 

of significant identified illness in those returning 971 

travelers or those in contact with them, the system that 972 

was in place did not detect those.  Was that missing 973 

significant transmission?  I can't say, but there are some 974 

indications that would say that that is not the case.  The 975 

active transmission really began after that first period, 976 

so it started to detect cases.  977 

Q What were the systems in place to detect that 978 

kind of spread at the time?  979 

A So the influenza, which was closest model for 980 

what was likely to come, for that system there were 981 

syndromic surveillance that was in place that was utilizing 982 

automated electronic reporting of regulations from 983 

emergency departments.  I don't have a number of the total.  984 

But 60 or so percent of all emergency departments in the 985 

U.S. were participating in that.   986 

So as a detector of increased respiratory encounters, 987 

there was not a signal there.  The difficulty is that the 988 

timing of the first case was consistent with the influenza 989 
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season and so there were significant other respiratory 990 

diseases that were circulating at the time.   991 

In addition, we at CDC can monitor through a system 992 

called NREVSS or National Respiratory and Enteric Virus 993 

Surveillance System.  That's a network of hospitals that 994 

have persons that are reporting every laboratory test both 995 

positive and negative for respiratory diseases.   996 

And so our -- that system would be looking at those 997 

being admitted for respiratory problems.  That additionally 998 

did not indicate a significant increase in the negatives 999 

showing up, which would have been an indicator of 1000 

increasing spread of unknown illness cause.   1001 

As we initiated enhanced surveillance looking at 1002 

those individuals recently traveling by screening at 1003 

airports and then also by utilizing central surveillance 1004 

systems that were established for influenza specimens 1005 

collected through those systems which each state and large 1006 

jurisdictions are supported with.  Those systems were 1007 

anticipated to help identify cases and have them submit.   1008 

In addition to communicating, the recommendation to 1009 

test those that met certain criteria, that led to the 1010 

condition of specimens to public health labs, which then, 1011 

depending on the timing, could be tested at CDC or should 1012 

be tested at state health departments.   1013 

We worked with CMS to also utilize the real time 1014 
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systems that they have for testing -- excuse me, for 1015 

reporting based on claims, which is information that's been 1016 

turned around quickly.  We worked at the National Center 1017 

for Health Statistics to monitor all causal mortality and 1018 

the mortality due to pneumonia and respiratory diseases, 1019 

which is now the sort of gold standard for monitoring 1020 

deaths for COVID.   1021 

We established, based on our hospitalization network 1022 

called FluSurv-NET, that was translated into COVID-NET 1023 

which established or based, I believe about 30 million 1024 

people under surveillance in central locations of 1025 

hospitalizations.  Each was able to detect and characterize 1026 

hospitalized cases and help with the first indications of 1027 

the disparities in health equity that eventually became 1028 

apparent.  There were -- later, in the response for vaccine 1029 

effectiveness, that was also utilized.   1030 

Again, we attempted to establish additional 1031 

community-based surveillance networks to characterize the 1032 

full spectrum of infections occurring through selected 1033 

communities.   1034 

Q So you described a number of different 1035 

surveillance systems there.  I know this is your area of 1036 

expertise.  So maybe we can just break this down a little 1037 

bit in practical terms.  Let's start with the syndromic 1038 

surveillance, you said 16 percent of --  1039 
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A I think it's 60.  It's currently 70 or more.  1040 

Q Okay. 1041 

A But the expansion has continued significantly.  1042 

So this is the National Syndrome of Surveillance Program or 1043 

NSSP.  So there's information on the web -- CDC website 1044 

that describes it more fully.  But it captures every 1045 

encounter in emergency departments and large urgent care 1046 

centers representing about 70 percent of all of them in the 1047 

U.S. with about a 24-hour turnaround for information about 1048 

those encounters.   1049 

Q We're talking about actual data and not data 1050 

from at that time 60 percent of emergency rooms, not 1051 

projections; is that right?  1052 

A These are data that come from the electronic 1053 

health records, admission, discharge, and transfers.  It's 1054 

a feed of actual computer data from those systems in real 1055 

time.  1056 

Q And at that time, if we're talking late 1057 

January to the end of February, about 60 percent of 1058 

emergency rooms?  1059 

A Initially it was 70 percent.  It may have been 1060 

less than 60.  I don't recall.  1061 

Q And the second system you described was the 1062 

NREVSS system?  1063 

A NREVSS. 1064 
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Q Okay.  Can you tell us how that works and how 1065 

the reporting work?  1066 

A So that's on the web as well.  That's the 1067 

National Enteric Respiratory Viruses system.  So that's a 1068 

means for monitoring RSV, other enteroviruses, 1069 

parainfluenza, and some others, coronaviruses.  Like 1070 

coronavirus, maybe not SARS.   1071 

And so that is a network of generally web-based entry 1072 

from laboratory and infection control personnel at 1073 

hospitals where they collect on a weekly basis for the 1074 

numbers of tests that have been performed for those 1075 

particular reagents and also the positives for them.  So 1076 

that's a means for how RSV is monitored nationally as well 1077 

as other viral pathogens.   1078 

So that system was in place, and the indication that 1079 

more tests were being performed and the tests were not 1080 

positive would be -- would have been a signal for increased 1081 

activity of unexplained respiratory pathogens.  1082 

Q Given that there wasn't a scaleup of the 1083 

diagnostic tests for this virus yet, the running of other 1084 

tests and the negative results is an indication that 1085 

something else is out there?  1086 

A Correct.  I think the recommendations were 1087 

that systems should utilize the breadth of tests that were 1088 

available and then to hone in on the facts of whether or 1089 
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not that individual was a case or not of SARS-Co-V-2.  1090 

Q The influenza system at the Sentinel Public 1091 

Health Lab, that was started in mid-February; is that 1092 

right?  1093 

A That system was initiated in the 1960s or 1094 

'70s.  That was a system that had been in place for a 1095 

number of years in various different forms.  So it varies 1096 

from state to state, but in general, there are networks of 1097 

primary care providers who swabbed individuals who come in 1098 

with respiratory disease, place those swabs into a 1099 

transport media or into a bag and send them to the public 1100 

health laboratory where they were further characterized for 1101 

respiratory disease as part of our ongoing surveillance.   1102 

So that system was in place, and those specimens, 1103 

because of the types of symptoms, would have been highly 1104 

correlated with modern SARS-Co-V-2 case would have been and 1105 

therefore the identification of an increase in negatives 1106 

there before testing was available would also have been an 1107 

indicator.  And once reagents were available at those 1108 

jurisdictions, then that system could be utilized to assist 1109 

in identifying cases from the community.  1110 

Q And looking at this period, there were people 1111 

working under you looking at all of this data.  Can you 1112 

tell us a bit about how that worked in the incident 1113 

management structure and across these different systems 1114 
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what they were seeing?  1115 

A So as the incident management structure was 1116 

stood up from the 20th or so on, initially we had an epi 1117 

and surveillance task force which accounted for both 1118 

emergent case-based surveillance, which we haven't talked 1119 

about yet, as well as the ongoing networks and 1120 

investigations that were put in place.   1121 

So to re-characterize the situation, CDC and other 1122 

public health agencies needed to do more than just ask for 1123 

the numbers of cases that are being detected.  They also 1124 

need deep dives of investigations in order to fully 1125 

characterize severity, transmission, household 1126 

transmission, et cetera.   1127 

So the decision was made to separate out into two 1128 

task forces because the level of effort was so strong where 1129 

there was an epidemiology task force that was largely 1130 

managing the big networks as well as standing up teams of 1131 

investigators to various sites in order to fully 1132 

characterize the impact and the -- and epidemiologic 1133 

factors that help us to make better intervention policies.   1134 

The surveillance task force became more of a 1135 

situational awareness, data analysis and visualization 1136 

group and that group became fully supporting the emergent 1137 

case-based surveillance activity.   1138 

Just as an aside, influenza occurs commonly.  The 1139 
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majority of cases are mild, but a handful can have 1140 

significant impact.  And for that reason the detection of 1141 

influenza as a monitoring approach, in order to make best 1142 

policies, focuses on severe illness.  And so hospital 1143 

networks for the flu are a general driver of information of 1144 

events used to make policy and help with vaccine target 1145 

selection.   1146 

So the same approach was initiated with COVID-NET, 1147 

which we talked about a second ago.  But flu does not try 1148 

to capture every case of influenza mostly because most 1149 

people don't get tested, and that most of the testing 1150 

occurs in settings where the information cannot be 1151 

captured.  And so it has not historically been captured.   1152 

So with SARS, with the recognition that every case 1153 

was going to be counted, the traditional approach of 1154 

portable diseases be investigated by the health department, 1155 

and then fully characterized, turned into a confirmed case, 1156 

and then reported to CDC was a process that did not scale 1157 

with the need for the case-based surveillance.  And that 1158 

need was the response again to support that need with a 1159 

much more robust approach to that. 1160 

Those are the structures that were stood up during 1161 

that period of time to help support the different agencies.  1162 

Q Dr. Messonnier announced publicly on February 1163 

14th the use of those Sentinel labs.  And that was in 1164 
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Los Angeles, San Francisco, Seattle, Chicago, and New York 1165 

City.  And those labs were going to start using the 1166 

influenza surveillance system, but start testing for the 1167 

new virus; is that right?  1168 

A Correct.  Initially, the anticipation was that 1169 

the Sentinel approach, because it had -- was in place and 1170 

was collecting specimens was an ideal approach for getting 1171 

a quick view of what was happening in the community once 1172 

COVID testing was available.  So the Sentinel systems were 1173 

in place.   1174 

The enhancements to those by providing support and by 1175 

providing the diagnostics early to those ones that you just 1176 

listed were an attempt to not only captured those that were 1177 

symptomatic when coming in for respiratory problems, but 1178 

also for -- to try and get asymptomatic transmission as 1179 

well.  So the community testing was intended to help give 1180 

additional information about the potential for asymptomatic 1181 

spread within the community in addition to the work that's 1182 

normally done for the flu Sentinel.   1183 

That process was lengthy in order to get those 1184 

systems set up.  There were differences in execution, 1185 

differences in opinions on how best to design and implement 1186 

that approach.  I think as we move forward to help support 1187 

the implementation of those activities, we recognized that 1188 

the risks to those public health agencies at identifying 1189 
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the first cases of asymptomatic spread led to more 1190 

difficulties in executing than had been anticipated.  1191 

Q What were those difficulties?  1192 

A That public health agency or state leadership 1193 

would not or did not want to be the first to have community 1194 

spread identified in their close communities.  There were 1195 

complications around the collection of specimens from 1196 

individuals that would have been needed to be identified in 1197 

order to help first characterize community spread that once 1198 

identified or once detected, the onus on the public health 1199 

agencies would be to require those individuals to isolate 1200 

and do contact tracing on them.   1201 

So it was suggested then that in order to do 1202 

asymptomatic evaluation, informed consent would need to 1203 

occur for each of those individuals that was providing the 1204 

specimens.  So that then initiated a series of requirements 1205 

based on state laws and federal laws around protection of 1206 

humans in studies. 1207 

Q And do you believe that setback, the 1208 

responses, impacted the ability to detect community spread 1209 

earlier?  1210 

A For that particular system that was being 1211 

established, there were differences in how it should be 1212 

implemented within the jurisdictions at leadership levels 1213 

as well as the implications of how that study could be 1214 
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implemented created issues for the successful 1215 

implementation.  1216 

Q Would national leadership of surveillance and 1217 

testing have made a difference in terms of making it a 1218 

uniform system in getting past those sort of roadblocks 1219 

between jurisdiction?  1220 

A In general, I think identification of common 1221 

approaches and agreements across agencies is always a good 1222 

thing in terms of speed and assurance, best implementation, 1223 

but also of getting data that may be most accurate.  1224 

Q Moving forward, in late January, January 29th, 1225 

the President announced the formation of the coronavirus 1226 

task force and that was originally chaired by Secretary of 1227 

Health and Human Services, Alex Azar.  Did you as incident 1228 

manager provide any input on the structure of this task 1229 

force?  1230 

A I don't believe so.  1231 

Q Any input on the agenda of the task force at 1232 

that time?  1233 

A Not the agenda, per se.  I think we were in 1234 

communication with the secretary's office regarding updates 1235 

on the things we were learning and then engaging with 1236 

Dr. Redfield on the intervention plans and investigation 1237 

plans.  And there was continued dialogue between the 1238 

secretary's office and our office; and with the standup of 1239 
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the task force, the connection to that task force to our 1240 

director through the secretary, it was consistent with the 1241 

communication channels that we were having.  1242 

Q Can you talk specifically about your role in 1243 

that communication chain with the director? 1244 

A I don't recall the actual times, but we would 1245 

meet as a response early in the morning and then we would 1246 

have a subsequent meeting with Dr. Redfield at 9:00 or 1247 

9:30.  We would present the incident management updates, 1248 

sometimes with him present; sometimes he was not able to 1249 

attend.   1250 

Those incident management updates, we walked through 1251 

each of the different activities like we talked about with 1252 

the task forces.  That information was summarized and 1253 

provided, and then there were -- I don't remember if the 1254 

secretary's briefings were in the early morning, and then 1255 

those sort of changed to occurring in the afternoon.  1256 

Q Did the standup of the coronavirus task force 1257 

in the White House, did that change your responsibilities 1258 

as incident manager?  1259 

A Not -- I don't believe it did.  It has since 1260 

formalized the engagements of what the CDC was doing into a 1261 

forum group.  In some ways, an effort at the agency was 1262 

disproportionate to that from other agencies and the 1263 

structure of the task force was such that it was -- I think 1264 
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the full breadth of all the activities happening within CDC 1265 

it's difficult to have groups fully represented or 1266 

communicated to that group simply because there was so much 1267 

happening, the focus was on a number of health issues at 1268 

that time.  1269 

Q Why was it difficult?  You mentioned the 1270 

breadth of things that CDC was doing.  Why was it difficult 1271 

to get that communicated to the task force?  1272 

A I think we -- the process we had been using 1273 

through the early years was to have a number of task forces 1274 

that reported in and then summarized that information 1275 

that's presented as a set of slides as a situation report 1276 

on a daily basis.   1277 

When we opened that up to folks from around the 1278 

inter-agencies, I don't know how frequently they were able 1279 

to get the full breadth of that information and summarizing 1280 

of that information into the White House task force.  I 1281 

don't know if we achieved really a sufficient means of 1282 

communicating that information to them.  I think the focus 1283 

was more on near-term issues around borders and other 1284 

things like that.   1285 

Q But you also -- I guess in this period, also, 1286 

repatriation would be one of those near term?  1287 

A Correct.  There were critical needs for 1288 

getting U.S. citizens back to the U.S., that are very 1289 
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reasonable activities, but I think they did pick up a 1290 

significant amount of discussions that were happening.  1291 

Q What do you think wasn't being put on the 1292 

agenda that should have been at that time?  1293 

A I think just from past history, past 1294 

exercises, past agents for other respiratory disease 1295 

outbreaks, the thinking forward of what plans would be 1296 

needed, what official direction that this might go.  If so, 1297 

what kinds of communication messages or preparations needed 1298 

to be occurring in order to assure that the public has a 1299 

sense about what might happen, but also the needs for 1300 

supporting health care and supporting nonpharmaceutical 1301 

interventions for the stopping of transmission, that all of 1302 

these things needed to be a part of the full breadth of the 1303 

engagements.  1304 

Q And did you personally try to get those 1305 

longer-term priorities on the agenda of the White House 1306 

task force?  1307 

A From experience from the past publications 1308 

that we've had on frameworks for how to engage during 1309 

pandemics, with an understanding of the potential of a 1310 

large respiratory outbreak would take, and then also based 1311 

on past developments of guidance around communication, 1312 

those were -- those documents and prior plans that we 1313 

anticipated would be a part of the conversation for how to 1314 
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develop the approach for the coronavirus response.   1315 

Q Anticipated that being part of the discussion, 1316 

did that come to pass while you were incident manager?  1317 

A So there were some discussions within the CM.  1318 

I don't remember the exact groups, but they were focused 1319 

mostly around how to engage the inter-agency for a whole of 1320 

government response for repatriation and for those kinds of 1321 

activities.  So there was coordination with all parties, 1322 

but certainly State, HHS, NSC, et cetera.  That 1323 

coordination is a role for the NSC, but the NSC 1324 

historically also plays a role of coordinating planning and 1325 

they developed subgroups within the response structure at 1326 

the NSC in order to ensure that those alternatives are 1327 

being considered and that planning is set in motion.   1328 

Q Do you recall who you were engaging with at 1329 

the NSC?  1330 

A I don't.  1331 

Q You were engaging with the NSC, but it seems 1332 

like those longer-term issues were not getting on the 1333 

agenda ultimately of the task force?  1334 

A I think there was historic NSC engagement 1335 

around planning and pandemic preparedness which had led to 1336 

a number of different national plans.  In addition, the 1337 

expectation would be a broader interagency response with a 1338 

well-known lead related to exercises that we had had 1339 
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previously in 2019 as a whole of government response.  And 1340 

those exercises did follow along the existing plans for how 1341 

the government would respond, including the considerations 1342 

about mitigation measures that might be needed based on 1343 

severity of the emerging pandemic.   1344 

So those documents were presented.  They were largely 1345 

not from the current Administration, they were from prior 1346 

administrations.  And so I don't know the decisions that 1347 

were made about the need for current planning efforts in 1348 

the capacity level that might not be targeted to this 1349 

particular coronavirus.   1350 

Q You were previously engaged on those plans, 1351 

those plans existed, but they weren't put into place 1352 

essentially is what you're saying in --  1353 

A I think the revision of those plans, I think, 1354 

is an area that -- where progress could have been made more 1355 

quickly.  I think the efforts to revise those plans was 1356 

not -- not chosen.  1357 

Q Do you know why?  1358 

A I think that the -- I think there was a sense 1359 

that prior plans represented plans from the previous 1360 

administration when in fact many of those plans were 1361 

established in the prior -- to the prior administration in 1362 

that new plans would be needed or that those plans did not 1363 

represent the current approach or a new approach might be 1364 
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needed.  1365 

Q Who communicated to you that that was the 1366 

position of the current administration?  1367 

A There was not a direct communication about 1368 

that.  I think that's my assessment of various 1369 

conversations that I can't recall.  1370 

Q Generally, who did you get that sense from, 1371 

those conversations, with people in the administration?  1372 

A Through NSC and, yeah, generally -- yeah, 1373 

leadership within the administration.  1374 

Q And who did you generally deal with in the 1375 

administration at that time related to those discussions of 1376 

pandemic planning?  1377 

A There were staff that I can't recall the names 1378 

of now.  The secretary we were having to coordinate a lot 1379 

of those discussions as well as the staff of the CDC.  1380 

Q And did that decision to not follow the 1381 

previous administration's plan cause delay in those 1382 

important long-term measures?  1383 

A It's hard to say.  All plans have to be 1384 

revised.  And so I think the focus on what might have 1385 

occurred based on some of the prior planning, I think, 1386 

either laid out a set of areas where a determination of 1387 

what plans were needed and what kinds of revisions were 1388 

needed for those plans would have been helpful as a 1389 
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coordinating activity out of the NSC.  1390 

Q What specifically in those plans do you think 1391 

should have been on the agenda at this particular time?  1392 

A I think we anticipated ongoing transmissions 1393 

in the community and the need to implement 1394 

nonpharmaceutical interventions prior to the vaccine and 1395 

prior to there being therapeutics.  Those are difficult 1396 

measures to implement, and so the identification of some 1397 

if/then scenarios would be revisited with a certain level 1398 

of severity -- a certain level of transmission given a 1399 

certain period we would like to then implement these kinds 1400 

of measures.   1401 

And so I think walking through and indeed determining 1402 

what the accessibility, both the public accessibility as 1403 

well as the administration, would be a reasonable set of 1404 

activities to have been working through.  So they had been 1405 

occurring just outside of the engagement, but I was not 1406 

aware of significant activity.  If it was occurring, I was 1407 

not part of it.  1408 

Q And the general sense you got was that the 1409 

existing plan was not going to be followed for those 1410 

particular interventions?  1411 

A Just to be fair, I do not know how familiar 1412 

they were with them.  And I think the individuals that may 1413 

have had experience with those plans and had participated 1414 



HVC347550                                      PAGE      59 
59 

in the development of those were not available to help.  1415 

And so it's hard to say.  I think that the focus on those 1416 

would be reasonable, but there may have been not enough 1417 

people, people that were available to assist.  1418 

Q Why were those folks not available who had 1419 

expertise? 1420 

A I think those efforts had been changed, the 1421 

structures of NSC had been changed, and so the availability 1422 

of those staff to be called on I think was not there.  1423 

Q Are you referring to something that was 1424 

reported in the news that restructuring of the NSC, the 1425 

staff, particularly focused on pandemic preparedness; is 1426 

that right?  1427 

A So I am speaking to the experience of the 1428 

absence of those individuals.  How that happened, I don't 1429 

have knowledge of.  1430 

Q What impact did the absence of those 1431 

individuals on the NSC staff have on the response at that 1432 

time?  1433 

A The coordination of interagency activities was 1434 

one of the responsibilities for the NSC.  And so I think 1435 

recognition of the assets that were available and how those 1436 

assets had been exercised or used in past outbreaks, I 1437 

think, would have been an area where the expertise would 1438 

have assisted in accelerating that kind of planning, but 1439 
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also the structures in place to assure that that rollout of 1440 

the response could be successful.   1441 

Q Turning to January 31st, that's the day that 1442 

the secretary declared a public health emergency and that 1443 

was also the day that by presidential proclamation entry 1444 

from China was suspended and called for additional 1445 

screening and possible quarantine.   1446 

Can you tell us about your involvement in that 1447 

decision on January 31st to suspend travel from China?  1448 

A This is, again, an area where Dr. Cetron would 1449 

be more familiar with the details.  But the decision to do 1450 

that was one that had a considerable amount of discussion, 1451 

in part because as a party that engages with WHO on a 1452 

weekly basis, the longstanding approach was to not try and 1453 

stop international travel.  I think that was mentioned 1454 

previously.   1455 

The data from past responses suggested that there 1456 

could be benefit from it.  As the severity was becoming 1457 

clear, as the Wuhan lockdown was demonstrating, and as the 1458 

identification of cases in the United States was occurring, 1459 

and certainly happening elsewhere around the globe, we 1460 

evaluated the longstanding stance on the issue, as CDC 1461 

arrived at a decision to go forward with those efforts at 1462 

that time.   1463 

And so the federal quarantine rule had not been used 1464 
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in years.  I can't recall exactly, but that was a decision 1465 

that made sense, and was where we arrived at CDC through a 1466 

number of engagements and discussions within our agency.  1467 

But the decision there was one in which we, and I, was on 1468 

board with.   1469 

Q Moving into February, that announcement made 1470 

on January 31st, what were the priorities for the incident 1471 

response moving into that timeframe in February?  We can go 1472 

to Exhibit 2 is a slide show.  The COVID incident manager 1473 

update from Monday, February 24th.  1474 

(Exhibit No. 2 was identified for the record.) 1475 

The Witness.  I think the priorities are listed 1476 

there.  If you look at specific priorities that we had 1477 

stated, because we revised each day.   1478 

BY [MAJORITY COUNSEL].  1479 

Q I think I'm just generally looking for, what 1480 

were you concerned about?  What was the focus of the work 1481 

in February?  1482 

A Yeah.  So I mean, I think these state it well, 1483 

that we were focused on detection as best we could, 1484 

utilizing the capabilities that we had at CDC for 1485 

diagnostic testing.  So detecting cases, detecting contacts 1486 

to those cases, and assuring that we were minimizing the 1487 

potential on the transmission, if there was any.   1488 

We wanted to work not only through the U.S., but work 1489 
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with outside partners to make sure we were understanding 1490 

the virus as fast as possible, how transmissible it was, 1491 

how severe it was, and what kind of disease profile that 1492 

the virus was going to cause.  It would help us with 1493 

policies around infectious control, policies around 1494 

treatments of individuals, and for best approaches to 1495 

community mitigation as well.   1496 

We were focused elsewhere, also, on getting those 1497 

U.S. citizens that were being caught in situations where 1498 

they had the potential to not be able to leave, and trying 1499 

to get those folks repatriated.  Issues around border 1500 

control.  And actually what FEMA implemented seemed 1501 

reasonable and would have been similar to what we had at 1502 

the time.   1503 

And then we, the staff at CDC, was historically 1504 

connected with the countermeasures and nonpharmaceutical 1505 

resources, assuring that they focused on PPE, focused on 1506 

vaccine development, better diagnostic development, as well 1507 

as assuring that the needed support for the therapeutics 1508 

was also available.  So countermeasures, border control, 1509 

identification of cases with contact, communicating what 1510 

was going on, with this overall goal to really slow the 1511 

introduction, characterize the virus, and prepare the 1512 

American public.   1513 

Q And just taking a step back, looking at 1514 
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Exhibit 2, can you tell us how these meetings worked, the 1515 

IM update?  1516 

A We would have -- I don't know, there's an 1517 

agenda listed here.  The meeting would open, some comments 1518 

would be made by me, the immediate priorities would be put 1519 

up.   1520 

As that changed, we would communicate what those 1521 

were, but we wanted everyone to be focused on the main 1522 

effort at hand.  We moved to -- the next slide is a 1523 

revision of a diagram from federal management planning 1524 

efforts, in order to help us understand where we were in 1525 

the current issues, both globally and domestically.   1526 

This was intended to connect back to existing 1527 

recommendations about how to respond, based on what area 1528 

you're in.  So the goals here would be to continue to speak 1529 

about where we are now, but looking to the right, what is 1530 

going to happen is what do we need to do within that 1531 

interim where we are, and what do we do with subsequent 1532 

efforts. 1533 

The next slide, which has the --  1534 

Q You don't need to go slide by slide. 1535 

A The first ones are all parts of past planning 1536 

efforts that needed to be put at the front of our 1537 

discussion, in order to ground folks to be thinking about 1538 

not only now, but what will happen as well.  1539 
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Q And these meetings occurred how frequently?  1540 

A I'm trying to think.  It certainly became 1541 

daily all three weekends, starting in the end of January, 1542 

February.  But in the case of these, I think they may have 1543 

been on an every other day basis, with sort of a smaller 1544 

strategy discussion around the same time.  But the goal was 1545 

to use these to bring everybody up to speed to the full 1546 

response, to watch this, and understand what each other was 1547 

doing for ease of the administration.  1548 

Q The full response within CDC, within the 1549 

incident management structure?  1550 

A It's within the incident management structure, 1551 

but the availability of other people at CDC, usually 1552 

leadership positions, to watch.  In addition, others, as 1553 

the response went on, were added to the meeting.  The 1554 

balances between communicating with those that need to be 1555 

communicated, and assuring others know about it.  But the 1556 

capability for this information to then get misused or sent 1557 

out widely would be available for these participants.  1558 

Q Who came to participate in the meetings?  1559 

A Certainly all of the incident management 1560 

staff.  We -- in terms of leadership, you know, I would 1561 

look back at the list of all those that are receiving it.  1562 

But certainly high leadership was ASPR, it was OASH was on, 1563 

and others.   1564 
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So we made it possible for a very specific group of 1565 

folks to be able to join.  And then Dr. Birx eventually 1566 

later on was sent copies of this on a daily basis.  And 1567 

then the White House task force eventually did start to 1568 

participate as well.   1569 

Q And moving to the priority slide, again, I 1570 

think that is slide number 5, ending 434.  The third bullet 1571 

there that says, "characterize the transmission, notably 1572 

human to human transmission, and potential for asymptomatic 1573 

transmission."  What was known at this time or around this 1574 

time about asymptomatic transmission?  1575 

A Not a lot.  This is at what time?  You're 1576 

talking about at this time? 1577 

Q At this time, let's talk about this time, so 1578 

the 24th.   1579 

A So I'm trying to -- there were studies that 1580 

were coming out that indicated that asymptomatic 1581 

transmission was possible throughout February, if I'm 1582 

recalling, and the likelihood of that.  But there was a 1583 

sense that we would be getting some of that.   1584 

Influenza had the capability to transmit 1585 

asymptomatically, so this was not something that was fully 1586 

outside the realm of expectation.  SARS in the past and 1587 

MERS was generally felt to be only transmissible at the 1588 

point at which it was noted.   1589 
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However, with this virus, it did become clear that 1590 

while asymptomatic itself, we weren't clear about, what 1591 

some refer to a paucisymptomatic or low symptomatic 1592 

transmission was a rising concern.  And therefore, the 1593 

expectation was asymptomatic or some degree of the overall 1594 

transmission could be attributed to transmission that was 1595 

occurring outside of an individual's symptoms.   1596 

So it was -- I don't recall exactly at the point in 1597 

which we called it.  It may be in here, but I don't recall 1598 

when we made that proclamation.   1599 

Q Looking back, was the focus on symptoms, for 1600 

example in the airport screenings, you know, what -- by 1601 

focusing on symptoms, do you think that importations of the 1602 

virus were missed?  And going forward, what have you 1603 

learned about that particular focus on symptoms early on?  1604 

A There were a couple of things.  One was that 1605 

the focus on symptoms was driven by the available 1606 

experience with SARS and MERS, which at this point, the 1607 

virus was different from, but still fell into that same 1608 

space, hence the term SARS-CoV-2.   1609 

So the focus on symptoms, I think, intended to help 1610 

characterize or help to funnel individuals into the process 1611 

in which they were then to be tested.  The starting of 1612 

asymptomatic cases among the total travelers, given the 1613 

symptomatic to asymptomatic detection rate, would have 1614 
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been -- it would have been hard to have justified, based on 1615 

the information we knew about the virus at the time.   1616 

In addition to us -- to folks focusing on symptoms, 1617 

the individual was also asked to monitor themselves after 1618 

they had left the screening.  And therefore, that 1619 

additional potential for those individuals to be detected, 1620 

once they developed symptoms helped with the identification 1621 

of -- in terms of it may have been asymptomatic, but became 1622 

symptomatic.   1623 

The system would not have picked up individuals who 1624 

were asymptomatic at screening.  And in that status, even 1625 

though they were carrying the virus and able to transmit, 1626 

however the degree to which that level of transmission 1627 

participated in the overall community transmission, I don't 1628 

recall how significant that part is.  It can occur, but it 1629 

may not be the predominant means for transmission compared 1630 

to symptomatic and asymptomatic individuals.   1631 

Q I think that this would be a good time.  My 1632 

hour is up, and I will turn to my colleague from the 1633 

minority to see if they have any questions.  Before we do 1634 

that, I'll ask you if you want to take a five-minute break 1635 

or are you okay with it?  1636 

A I think maybe we can take a five-minute break.  1637 

That would be helpful.   1638 

(Recess.)  1639 
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BY [MAJORITY COUNSEL]. 1640 

Q Slide 53? 1641 

A This one is Exhibit 2?   1642 

Q Yes. 1643 

A Slide number 50 what? 1644 

Q 53.  And in the PDF, it's page number 56. 1645 

A 56.  All right.  Okay.  Is this the -- what's 1646 

the title of this?   1647 

Q Modeling team. 1648 

A I've got importation risk.  Is that the one 1649 

you're talking about? 1650 

Q The one prior. 1651 

A Okay.  All right.   1652 

Q Okay.  I wanted to ask you about the work 1653 

being done by the modeling team and the predictive work 1654 

that was being done by CDC around that time. 1655 

A Based on past responses, the important role of 1656 

modeling and forecasting was something that we began 1657 

incorporating into the planned standup of a response, and 1658 

then exercised it in 2018-2019.  And then implemented it 1659 

for this response.  And so as a team, it's -- we stood up 1660 

that team.  It's a mixture of individuals with various 1661 

locations within the agency that had different modeling 1662 

expertise that worked in concert to address scenario 1663 

modeling and near-term forecasting.   1664 
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Q What data did they use to focus on?  1665 

A So they used various different data sources, 1666 

depending on the type of effort that they have.  For those 1667 

doing forecasting, they generally focused on a small set of 1668 

well-characterized information about the numbers of 1669 

emergent cases, hospitalizations, and deaths.  And the 1670 

location of those individuals, to assist with predictions 1671 

for forecasts of cases, hospitalizations, and deaths.   1672 

For scenario modeling, which would be trying to 1673 

answer questions about what are some different 1674 

possibilities that might occur based on different kinds of 1675 

interventions, and based on the characteristics of the 1676 

virus known at that time.  So for those scenario models, it 1677 

would be used on both the case information, but also 1678 

various data taken from CDC investigations, and other 1679 

investigations that had been published that informed the 1680 

transmissions severity characteristics of the virus.  1681 

Q Looking at this slide on the February 24th, it 1682 

says that "modeling indicates that it is likely that some 1683 

U.S. importations have been missed, e.g. New York, New 1684 

Jersey, Connecticut area.  There have likely been 1685 

additional introductions from China into countries that 1686 

have not yet recorded cases, e.g.  Thailand and Indonesia.  1687 

And there is an increasing importation risk in multiple 1688 

U.S. states and territories from multiple countries with 1689 



HVC347550                                      PAGE      70 
70 

emerging outbreaks, in California, Guam, Connecticut, New 1690 

Jersey, New York, and Hawaii."  Can you talk a little bit 1691 

about this, these predictions for modeling and how CDC uses 1692 

this prediction?  1693 

A So the information that's provided from 1694 

forecasts, which are generally in the two to four-week 1695 

range, and based on prior disease characteristics of 1696 

prior -- prior data, those forecasts are intended to help 1697 

say what might happen in the next few weeks, in terms of 1698 

case numbers.  That's perhaps more important for quick 1699 

identification of what hospitals might be seeing, and 1700 

where, based on hot spot analysis of where virus may be 1701 

having the biggest impact, which could assist in research 1702 

allocations and implementation of policies by jurisdictions 1703 

that could be targeted to those locations.   1704 

For the scenario model, at this level, it's really 1705 

intended to help identify what we might be seeing, in terms 1706 

of increased transmission in the U.S., and where that might 1707 

be happening, to help inform the longer term identification 1708 

of what might happen in a few months.   1709 

So between the forecasting and scenario modeling, 1710 

both intended to help to characterize what has been 1711 

happening with disease spread, and then to help determine 1712 

how the -- what effect various different interventions on 1713 

the slowing of that impact.   1714 
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Q Moving forward to slide 54, "importation risk 1715 

in U.S. from Wuhan," and it indicates that there's an 85 1716 

percent chance of at least one imported case in New York, 1717 

New Jersey, Connecticut area.  Along the lines of the other 1718 

findings.  Are these predictions shared outside of CDC?  1719 

A So I can't recall this one directly listed in 1720 

note E, why it's in a circle up there.  We had in a color 1721 

copy, that would be a yellow circle, where yellow indicates 1722 

that it's at a level not for the public, but not at a 1723 

highly controlled level of distribution.   1724 

That system was set up -- I don't know if it was 1725 

COVID or before, but it was set up for us to be able to 1726 

have anyone who was watching this know what they could 1727 

share more easily.  And so that sort of moderate level 1 1728 

meant that it -- had nothing to put up on our web.  It may 1729 

not have been publicly available, but was information that 1730 

could be shared with leadership and with others.   1731 

So the data basically support the sense that while we 1732 

had screening in place, while we had some detection 1733 

capabilities, the anticipation was that there were 1734 

cases -- that the chances of there being imported cases 1735 

certainly existed, and they had not been detected, and 1736 

therefore could serve as seeds of community spread.   1737 

Q Is that something you briefed others outside 1738 

of CDC on?  1739 
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A These data were all made available to 1740 

leadership.  We circulated these slides whenever the data 1741 

was produced.  Our expectation was the findings that we 1742 

were coming up with could be shared with leadership.  I 1743 

can't recall whether this one -- if we had a separate 1744 

briefing on this alone or not.  But these slides, by the 1745 

26th and 25th, were getting a fairly broad distribution.   1746 

Q And beyond the specific data, was this idea 1747 

that cases were missed, and there had been an importation 1748 

likely in the U.S., was that something that was being 1749 

communicated by CDC to other agencies?  1750 

A I don't know the specific instance, but it is 1751 

this kind of information that should be communicated, that 1752 

data.  There is not an expectation that we captured every 1753 

case.  I think this was done in order for us to get a 1754 

handle on how, given the approach that we were using, and 1755 

given the opportunities for somebody to come here with the 1756 

disease, what are we missing?   1757 

So this was intended to help us understand the 1758 

magnitude of what was not being captured.  No surveillance 1759 

system is perfect.  Case-based reporting of every case is 1760 

not actually case-based reporting of every case.  And so 1761 

these kinds of efforts are intended to help hone our 1762 

understanding of what we are missing, or what we are able 1763 

to capture through the methods that we used.   1764 
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Q So, of course, no system is perfect, but this 1765 

prediction is pretty good, pretty spot on as that area 1766 

became the epicenter within the next two weeks, two to 1767 

three weeks.  Was the warning about these importations a 1768 

topic of discussion for the White House task force, for 1769 

example?  1770 

A I'm trying to think when actually it was 1771 

discussed.  When did the task force actually get stood up?  1772 

That was --  1773 

Q The task force was stood up on January 29th 1774 

under Secretary Azar?  1775 

A Okay.  So at this point, we would have been 1776 

well -- this is the kind of thing that the White House task 1777 

force would have been communicating.  We certainly would 1778 

have been providing and informing through slide decks and 1779 

key points.  I don't recall how we communicated this 1780 

information.  But the fact is that a yellow meant that it 1781 

was meant for wide communication within the leadership, and 1782 

within the response.  1783 

Q Were you aware, at that time, about 1784 

preparations for these importations in the areas as 1785 

predicted?  1786 

A There was lots of discussions, and we were 1787 

trying to communicate where the greatest likelihood of 1788 

importation would be.  And I think the question, per Dr. 1789 



HVC347550                                      PAGE      74 
74 

Cetron, that there are set number of locations where most 1790 

individuals come to.  And therefore, an expectation of 1791 

where they reside.  And looked at the community 1792 

transmission is something that we would have communicated, 1793 

but also the local jurisdictions that were responsible for 1794 

those would have been aware of, to start with.  1795 

Q Around this time, the following day, 1796 

Dr. Messonnier gave her telebriefing that got widely 1797 

reported, there seemed to be a shift in communications from 1798 

the CDC, from containment to an understanding that the 1799 

virus was going to spread in the United States.  Can you 1800 

talk about that process, in terms of your role moving from 1801 

containment to anticipating community spread and 1802 

mitigation?  1803 

A So I think there was a sense, there was a 1804 

bright line between containment and mitigation, which was 1805 

not the way that we were -- it was not the way we had 1806 

experienced in the past, and was not our anticipated 1807 

measure.   1808 

I think there is -- there were desires to have a very 1809 

specific trigger at which we stopped doing one kind of 1810 

thing, and start doing another thing.  And in fact, many 1811 

recognized that the virus could be having one impact in one 1812 

area of the country and another impact elsewhere.   1813 

So the containment, either through border issues or 1814 
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from varying enriched and targeted case and contact 1815 

investigation versus beginning the implementation of 1816 

community mitigation efforts, those two kinds of approaches 1817 

need to occur at the same time, perhaps at different 1818 

levels.   1819 

So that expectation that there would be impact in 1820 

different places at different times in the U.S. was, 1821 

therefore, a need for the country to have targeted 1822 

community mitigations, as well as advanced containment 1823 

approaches.  All of that, we needed to view that as a 1824 

combined effort that was fluid and what was happening in 1825 

the jurisdictions.  So that's what we were communicating 1826 

the need was.   1827 

But the anticipation that even though one community 1828 

was trying to contain, the expectation is that community 1829 

will, at some point, be having to mitigate, because the 1830 

containment won't stop the eventual movement of that virus 1831 

into that community.  The containment was intended to slow 1832 

the spread, give time for preparation, and give time to 1833 

better understand the virus and develop countermeasures.   1834 

Q Can you talk specifically about the community 1835 

mitigation work that the CDC was doing?  And I think slide 1836 

71 on page 74 of the PDF details this work. 1837 

A Hold on.  Slide 74? 1838 

Q Slide 71, on page 74. 1839 
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A Next --  1840 

Q Sorry for the --  1841 

A So slide 71, is that what you're saying?  1842 

Q Slide 71, right. 1843 

A The number at the lower right-hand corner. 1844 

Q Of the actual slide, yes. 1845 

A Okay.  What's the title of your slide?   1846 

Q CMTF:  Interim School/IHE Guidance. 1847 

A Okay.  1848 

Q Is that where you are?  1849 

A Yes.  1850 

Q Okay.  Maybe you can tell us broadly about the 1851 

community mitigation task force and what they were doing at 1852 

this time. 1853 

A So as a part of pandemic planning in the past 1854 

and for this response, a dedicated group that focuses on 1855 

the nonpharmaceutical interventions stood up at the 1856 

beginning, with the anticipation that based on severity and 1857 

transmissibility, the implementation of various mitigation 1858 

efforts would be done.   1859 

And so that group went through the process of 1860 

identifying, what are those different interventions, what 1861 

do we know about the communities' acceptance of things, 1862 

what is needed in terms of socializing these leadership and 1863 

with others that may not be familiar with them, either in 1864 
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the media or in other public health jurisdictions, and 1865 

other parts of the business community.   1866 

These focused on the potential for mask use, the 1867 

potential for canceling of mass gatherings or the 1868 

decreasing of those recommended to be in mass gathering 1869 

numbers.  The implementation of school closures, changes in 1870 

transportation, social distancing, like six feet, et 1871 

cetera.  And measures -- every day protective measures for 1872 

the public to take for themselves, and hygiene and social 1873 

distancing, the stopping of -- eventually, the stopping of 1874 

elective procedures at healthcare facilities, changes in 1875 

staffing, increased use of telework, et cetera.  All of 1876 

those were components of a described mitigation plan that 1877 

had been last revised in 2017.   1878 

Q And were all those steps also part of that 1879 

plan that you discussed earlier, just general pandemic plan 1880 

that was put together by the previous administration, 1881 

elements of it?  1882 

A Yes.  So it was initiated in the 1883 

administration -- in the Bush administration.  And it was 1884 

managed in or updated in the subsequent administration.  So 1885 

those -- yes, that plan.  There was a series of documents 1886 

that had been developed.  And then there were documents 1887 

that were derivative of those that were operational plans 1888 

for agencies, as well as operational plans for departments 1889 
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and for the U.S.  1890 

Q And I'm going to ask you specifically about 1891 

the third bullet here.  That reads, "continuing to adjust 1892 

plain language planning guides for key community settings 1893 

and audiences to incorporate available COVID-19 specific 1894 

information using guides previously released for pandemic 1895 

influenza."  And it says, "guides for households and 1896 

individuals, mass gatherings, community and faith-based 1897 

organizations in clearance."  Can you tell us what these 1898 

plain language guides were?  1899 

A These were taking what were described, 1900 

technical documents with mitigation, documents that we 1901 

talked about in the contexts that were in those documents, 1902 

and turning them into actionable efforts for the community 1903 

to be able to implement, be it either from a community 1904 

level, jurisdiction government support within those 1905 

jurisdictions, as well as the public health agencies, but 1906 

also for individuals to take, so that they have guidance on 1907 

what they can do as individuals.   1908 

Q The sub-bullet there, guides for household 1909 

individuals, mass gatherings, community and faith-based 1910 

organizations in clearance.  What does "in clearance" mean?  1911 

A In clearance within the incident management 1912 

structure at CDC is a set of individuals that have been 1913 

identified as clearance coordinators for each of the task 1914 
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forces.  So this particular task force dealing with these 1915 

issues would meet, has a person assigned to help with the 1916 

review to assure that it reaches the right readable level.   1917 

But also that the recommendations in it do not fall 1918 

counter to other recommendations that have been previously 1919 

made.  Therefore, if they do change the recommendations, 1920 

recognize the impact that that has on assuring that the 1921 

public is getting a single set of recommendations, rather 1922 

than having to change it all the time.   1923 

But that clearance also, then, assures that other 1924 

parts of the response that has -- that are affected by 1925 

these recommendations can review them to ensure that, for 1926 

instance, some guidance for lab workers is not in any way 1927 

called into question with some information that would leak 1928 

out.   1929 

Then that would go through the clearance chain, all 1930 

the way up to the incident manager.  And the final 1931 

recommendations are generally also reviewed by the 1932 

principal deputy at CDC.  And the director can also review 1933 

them as well.  But the clearance through the incident 1934 

management structure would end with the communications task 1935 

force, finalizing those recommendations, once they're 1936 

completed, and then could be posted on the web.   1937 

Q Typically, did that process involve approval 1938 

by agencies outside of CDC?  1939 
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A Depending on the type of recommendations.  1940 

There is a best practice of receiving review from those 1941 

other agencies that have -- that are impacted by it.  So 1942 

for instance, schools would warrant the input from the 1943 

Department of Education, et cetera.   1944 

So there were processes, whereby contacts and 1945 

designated representatives for those different groups could 1946 

review these materials, in order to provide input.  For 1947 

some of those, there were direct deployments to our own 1948 

response, so that there were designated individuals that 1949 

could represent those entities within the response.  1950 

Q The guides listed here, do they go out to the 1951 

public on CDC's website?  1952 

A I am -- I actually cannot recall right now.  1953 

There were recommendations, and I don't know the time at 1954 

which those actually were posted.  I don't recall the dates 1955 

of that.  But these typically would go on our website.  1956 

These having participation, if I'm remembering the timing, 1957 

participation from a number of others within leadership 1958 

that were -- because of the impact that many of these 1959 

recommendations would have.   1960 

Q In media reports, it was said that a number of 1961 

guidances were developed and released sort of piece by 1962 

piece after a drawn-out process of input from others in 1963 

government.  As far as you know, were these guides subject 1964 
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to that process of review by other agencies outside of CDC?  1965 

A These guides received significant review from 1966 

other agencies, but also from within the department.  1967 

Q Do you recall if these were released on CDC's 1968 

website, these specific ones that were in clearance?  Were 1969 

they released --  1970 

A I don't recall from this slide whether these 1971 

were documents that had been initiated by CDC that entered 1972 

into a process of review, or whether it's -- yeah, I don't 1973 

recall from this slide which sets these are referring to.  1974 

They were eventually guides were presented on CDC's 1975 

website.  I don't know at this point, to this date, which 1976 

ones these are referring to.  1977 

Q So this is, I guess, the formal work that was 1978 

being done by the community mitigation task force.  What 1979 

additional steps were being taken at that time to prepare 1980 

for community spread and taking mitigation measures?  1981 

A So the -- the process of trying to foreshadow 1982 

that these types of measures would need to be taken is 1983 

something that, in general, CDC has had as its practice of 1984 

communicating to the public the potential for something 1985 

that might be disruptive, working with key opinion leaders 1986 

in the community to help also communicate that message.  So 1987 

that the general discussion in the media and across the 1988 

government would be leaning into the potential for the use 1989 
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of these.  And then identifying where the public might have 1990 

trouble with some of the them.  And then ensuring that the 1991 

communications of them are made in a way that would 1992 

maximize the implementation of them.  1993 

Q What was being done, specifically -- if you 1994 

recall, what was being done, specifically, to get leaders 1995 

in government to possibly prepare the public to take these 1996 

sorts of measures?  1997 

A So one would be beginning to communicate how 1998 

the experience of other countries, the information that we 1999 

were learning, the combination of community spread, 2000 

eventually.  All of those things.  Just indicating that 2001 

there are measures that can be taken, and that those 2002 

measures can occur at a community level or the individual 2003 

level, and begin moving forward with the expression of 2004 

that.  And with the expectations that more details and more 2005 

understanding would occur as the public becomes familiar 2006 

with that approach, because it's not something that we do, 2007 

or had done in a long time.   2008 

Q Were you personally discussing these measures, 2009 

and preparing the public for them with other leaders in 2010 

government?  2011 

A Yes, I mean, the expectation would be that 2012 

these need to be developed and made public, or at least be 2013 

presented.  Yes, there were discussions about that.  2014 
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Q Who specifically in government were you 2015 

speaking to about that?  2016 

A At this time, I can't recall exactly.  2017 

Eventually, as the new approach to the task force was 2018 

implemented, this discussion moved to working with the new 2019 

members of the White House task force.  2020 

Q What was that new approach that you're talking 2021 

about?  2022 

A Just that the -- not a new approach, but the 2023 

process, you mean?  That the discussion moved to the White 2024 

House, to help work through what those needs were.  2025 

Q Did that coincide with the Vice President 2026 

taking over with the task force?  2027 

A Yes, with the Vice President taking over the 2028 

task force, and members of that task force enhanced focus 2029 

on engagement on these issues certainly increased.  2030 

Q At this time, was there engagement with the 2031 

White House task force on these particular issues, 2032 

community mitigation? 2033 

A Yes.  I mean, were we having discussions?  We 2034 

were discussing these things through our own incident 2035 

management structure, with the director, who was a 2036 

participant in the task force, and a number of others that 2037 

I cannot recall, who all were involved over a period of 2038 

time working through the approach with the development of 2039 



HVC347550                                      PAGE      84 
84 

these guides.  2040 

Q Moving forward, you mentioned what was going 2041 

on in other countries, in terms of community mitigation.  I 2042 

just want to move to the next slide, slide 72.  I want to 2043 

make sure we're both looking at the same slide.  This 2044 

is -- the title is “Extensive Community Mitigation 2045 

Measures, Italy, February 18 through 23rd, 2020.”  And it 2046 

says “greater than 130 confirmed cases.”  So walk us 2047 

through what you were seeing in Italy at this time. 2048 

A So this was -- I can't recall the exact date.  2049 

This was either the beginning of, or well into the lockdown 2050 

that they were implementing. 2051 

Q And this slide describes a number of community 2052 

mitigation measures in Italy, and has a timeline of the 2053 

outbreak.  What were you taking from this information from 2054 

Italy, in terms of the risks to the United States?  2055 

A In a community of a Western country, with a 2056 

similar approach to public health and health care, that the 2057 

system could be overwhelmed.  And the impact on the country 2058 

could be extremely high.  So if this was to be entered into 2059 

the U.S., we would have a significant problem.   2060 

Q Is that something you communicated outside of 2061 

CDC?  2062 

A Yes, I think that was a fairly -- the 2063 

conclusions were there for many to make on their own.  But 2064 



HVC347550                                      PAGE      85 
85 

we were definitely communicating with our leadership.   2065 

Q Had you briefed the White House task force on 2066 

this situation in Italy around this time?  2067 

A I can't recall.  I don't believe I did.  I 2068 

don't recall if we had a specific presentation.  The 2069 

standup of the new White House task force, and the 2070 

connection to the incident management structure at CDC 2071 

was -- the pathways to communication were not clear.  2072 

Q I am going to go back to that point, but just 2073 

sticking on Italy for now.  Within CDC, looking at what was 2074 

going on in Italy, were there discussions about broader 2075 

travel restrictions?  2076 

A Throughout this period, and even subsequent, 2077 

if I'm recalling, there was a continual review of all the 2078 

of the impacts that were happening in countries.  And then 2079 

a process had been identified of how to use that to 2080 

determine what level of travel restrictions would be 2081 

recommended.   2082 

So there was a persistent increase in the numbers of 2083 

countries, the levels of travel restrictions, and 2084 

subsequent impact on global and persons traveling.  So 2085 

there was a lot of discussion about the impacts of 2086 

those -- of information like this on travel 2087 

recommendations.  2088 

Q What was your position at this time on the 2089 
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24th, as incident manager on restrictions on travelers from 2090 

Europe? 2091 

A It's like we mentioned.  We historically had 2092 

been cautious about the implementation of travel 2093 

restrictions.  However, because of the continued 2094 

information available about severity and transmission and 2095 

potential impact, the use of travel restrictions was 2096 

something that I agreed to, and made sense, in terms of one 2097 

of the many measures that you can use in order to try and 2098 

have as much of the intervention as you can, based on the 2099 

learned approach.  2100 

Q Why were the restrictions on travelers from 2101 

Europe not implemented in February?  2102 

A I would have to recall when we added Europe.  2103 

I know we were adding different countries, I think we 2104 

eventually added Schengen, et cetera.  And so I don't 2105 

recall the time in which we did it, but my anticipation was 2106 

we would continue to increase those based on the factors 2107 

that we had identified.  The decision to significantly 2108 

impact travel from Europe was one that did have to take 2109 

into account the impact on business and other things that 2110 

it might create.  And so many of those factors, I think, 2111 

were being considered at the time.   2112 

Q As far as the restrictions, it seemed that 2113 

they went into effect on March 11th.  One thing we've 2114 
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learned through our interviews of several people at CDC, 2115 

that a decision to restrict travel was delayed, and that 2116 

CDC had been advocating for a restriction for the Schengen 2117 

countries, and it was delayed for a period of time.  Do you 2118 

recall that period of delay?  2119 

A I don't recall the specific times about it.  2120 

Just the implementation of travel restrictions, I think, 2121 

given the amount of spread, it was an essential move to 2122 

take.  All the decisions that led to the eventual timing of 2123 

it, I can't recall at this point.  2124 

Q So this slide deck gives us a good snapshot of 2125 

what was going on in the pandemic on February 24th, and 2126 

the -- we didn't talk specifically about these slides, but 2127 

it seems like the first, I would say, five, six slides are 2128 

focused on repatriation and those sorts of issues.  If you 2129 

want, you can just take a look through to refresh your 2130 

recollection.  And I think this starts on slide 10.   2131 

A Okay.   2132 

Q Yeah, and the things that go on from there.  A 2133 

number of commentators have made the point that critical 2134 

time was lost focusing on the smaller issues of getting 2135 

Americans back, and dealing with outbreaks on cruise ships, 2136 

when in the words of one leader of the CDC, a tsunami was 2137 

about to hit the United States.  Do you agree with that 2138 

assessment?  2139 
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A The focus early on was on repatriation.  Among 2140 

the tactics of that, I think we discussed earlier on about 2141 

the need to be preparing and planning for what might occur.  2142 

And so the focus on the tactics, I think was -- we were not 2143 

able to focus on some of the larger planning and strategy, 2144 

because of the significant focus on those tactical issues 2145 

around repatriation.  2146 

Q Any other failures looking back?  2147 

A What?   2148 

Q Do you consider that a failure on looking 2149 

back, the focus on that issue?  2150 

A I know all responses have difficulties.  And 2151 

the improved planning and the focus on strategy and the 2152 

potential for there to be interventions in place that were 2153 

planned out and developed earlier would have been helpful 2154 

for the overall response.   2155 

Q Do you think it contributed to the number of 2156 

infections and deaths in the first wave, that lack of 2157 

planning?  2158 

A It's hard to say.  I have not been in any 2159 

specific assessments or looked at what the change in impact 2160 

would have been.  The recognition of the potential for 2161 

transmission might have had a significant impact on 2162 

individuals' behaviors early that might have led to fewer 2163 

deaths, fewer cases.  I don't have any information to 2164 
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support that.  2165 

Q After -- this presentation was February 24th, 2166 

and on February 25th, Dr. Messonnier gave a telebriefing 2167 

during which she warned of the risk of community spread, 2168 

and said we will see community spread in this country.  2169 

It's not so much a question of if this will happen anymore, 2170 

but rather a question of exactly when.  So did you 2171 

collaborate with Dr. Messonnier on preparing for this 2172 

telebriefing?  2173 

A So in general, we prepared talking points and 2174 

went through for review.  The development of those is done 2175 

through a group that helps support the primary voice of the 2176 

response, which was, at that time, Dr. Messonnier.   2177 

And so the main issue was to identify what caused 2178 

these issues trying to be communicated, and what 2179 

significant recent issues needed to be addressed.  Over a 2180 

number of weeks, there was a sense that we could see what 2181 

was about to happen, and that the need to begin 2182 

communicating that to the public needed to start.   2183 

And so this was one of the opportunities to begin to 2184 

communicate the potential of needed changes, interventions, 2185 

and expectations that the public may have to do something 2186 

that's very different from what they're used to.  2187 

Q And obviously, it's been reported that there 2188 

was a negative reaction to Dr. Messonnier's remarks within 2189 
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the government.  And the very next day, there was that 2190 

change in leadership to the coronavirus task force.  You 2191 

mentioned that the pathway of communication changed.  Can 2192 

you tell us what you meant by that, with the change in 2193 

leadership of the task force? 2194 

A Previously, through the incident management 2195 

structure, where we continued to do the data collection, 2196 

analysis, interpretation, translation.  That was -- and we 2197 

continued to do that, I think, on a daily basis, and 2198 

providing that information through various different 2199 

mechanisms.   2200 

The direct communications between ourselves and 2201 

Dr. Redfield and the Secretary were the primary means 2202 

whereby we would communicate into that task force.  So the 2203 

change in the leadership meant that a different path should 2204 

have been established or might have been established, but 2205 

that we would continue to communicate through the Secretary 2206 

and through our director.   2207 

However, additional staff on that task force, I 2208 

think -- the means for communicating to them was not clear.  2209 

The connection between incident manager and -- the incident 2210 

manager, our director, and the White House task force was 2211 

not clear.  2212 

Q How did that impact your work, that lack of 2213 

clarity?  2214 
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A I think that as the White House task force 2215 

matured with the sources of information available to them, 2216 

and leading to decision-making, we weren't as -- we did not 2217 

know what those data sources were necessarily.  We didn't 2218 

know how the decisions were being made.  And the engagement 2219 

with the agency to utilize the resources that we were 2220 

continuing to put up, they weren't clear on how our 2221 

engagement was going to be utilized.  2222 

Q What do you mean by that, engagement in terms 2223 

of --  2224 

A The use of the analytics capabilities, the 2225 

modeling, the epidemiological investigations, the 2226 

situational awareness and the situational reporting, and 2227 

the means by which recommendations would be developed and 2228 

communicated to the public.  2229 

Q Did you get that sense, that the line of 2230 

communication had broken down? 2231 

A There was an inability for any staff to 2232 

communicate with the media.  This -- CDC would usually have 2233 

different layers of engagement with the media.  One would 2234 

be at a technical level with those in the media who are 2235 

highly technically astute, in order for them to understand 2236 

the decisions and the science and the emerging 2237 

characteristics of the virus.   2238 

And then there were public offerings or at least 2239 
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telebriefings, et cetera, that would be available for 2240 

questions to be answered or specific messages to be 2241 

communicated and captured broadly.  The capability for the 2242 

agency to engage either at that lower technical level, or 2243 

at the broader telebriefing level, I think was limited that 2244 

through mostly requests to have those engagements 2245 

more -- decisions were not passed down to us on whether or 2246 

not they were allowed.   2247 

Q A request would come in, and then they would 2248 

never get to you.  Is that what you're saying?   2249 

A So a request for some engagement with just a 2250 

technical journalist would not be approved, or we would not 2251 

know if it had been approved.  And so de facto, those 2252 

engagements would have to end because of deadlines.  2253 

Q Was it communicated to you that communications 2254 

that could alarm the public had to go through the Vice 2255 

President's office?  2256 

A I don't recall that in particular, but I think 2257 

my experience at that time, I think all communications were 2258 

not allowed.  There were very few.  2259 

Q What effect did that have on the folks working 2260 

on the response at CDC?  2261 

A It had a significant impact on morale.  It had 2262 

an impact on what was an expected approach to how the 2263 

agency engages the community, and in anticipation on how 2264 



HVC347550                                      PAGE      93 
93 

national leadership and engagement with our state partners 2265 

may have been impacted, because of the lack of the ability 2266 

to have that routine communication.   2267 

Routine communications can not only inform, but can 2268 

also correct if there are problems, and so -- in terms of 2269 

the interpretation of what we were trying to communicate.  2270 

So I think the absence of those had an impact with 2271 

their -- there are no solutions or the public is not sure 2272 

what's going on.  So for that reason, it's important to 2273 

have that ongoing communication, so that certainly we could 2274 

communicate, but also any change in findings were things 2275 

that the public themselves could do could be communicated.   2276 

Q What was the impact on morale in this? 2277 

A I think the response felt that this 2278 

was -- that the work that they were providing was not being 2279 

recognized, or was not having an impact.  And so I think 2280 

the significant amount of information was being developed 2281 

and provided.  We could not tell if it was being routinely 2282 

reviewed by those at the highest leadership level.  2283 

Q What specific work are you talking about?  2284 

A Investigations, data that were coming through.  2285 

I think that's where the importance of the MMWR became a 2286 

critical vehicle, because it was one of the one places for 2287 

that ongoing communication about findings, about new 2288 

information, about changes, recommendations, could be 2289 
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communicated.  2290 

Q Were you aware of any telebriefings that the 2291 

CDC requested to you that were denied by the Office of the 2292 

Vice President?  2293 

A Can I state specific instances of it?  I can't 2294 

recall at this point.  The frequency of the telebriefings 2295 

gave an indication that the path had changed, and the 2296 

inability for there to be any lower-level communications 2297 

was an ongoing concern that persisted.  2298 

Q By lower-level communications, you mean? 2299 

A With media.  I mean, even to the -- I think 2300 

there were -- non-COVID communications were not being 2301 

approved.  And we could not tell if that was a problem with 2302 

the process or a problem of decision-making.  2303 

Q While you were incident manager, did you look 2304 

into the process, and why this was -- why things were not 2305 

being approved? 2306 

A Yes.  And most of that was done through, 2307 

first, the deputy director and with Dr. Redfield, in order 2308 

to help mitigate that, and through our office of the 2309 

associate director of communications.   2310 

Q What discussions did you have with 2311 

Dr. Redfield about this?   2312 

A The awareness of the stopping of a lot of the 2313 

capability to communicate.  He indicated that that was not 2314 
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in line with what I anticipated public health approaches 2315 

had been in the past, and was -- would have a negative 2316 

impact on our ability -- would have -- to meet the public 2317 

health issue.  2318 

Q When did you have that discussion with 2319 

Director Redfield?  2320 

A I don't recall specific dates.  That was a 2321 

discussion that occurred on various specific times with 2322 

different levels of leadership.  2323 

Q And what was the response from him?  2324 

A I actually don't recall specific responses.  2325 

Just that the process was unclear and that a number of 2326 

different parts of leadership wanted to participate in 2327 

reviewing the materials.  2328 

Q Sticking with telebriefings, specifically, and 2329 

I'll just ask you this one last question.  What impact do 2330 

you think that had, the inability to get that information 2331 

out during critical times?  I guess there was a three-month 2332 

gap between March 10th and June 12th in CDC telebriefings.  2333 

What do you think that impact was on the response?  2334 

A So the -- there were different impacts.  From 2335 

a public health partner standpoint, our partners looked to 2336 

those leaders to demonstrate what the national 2337 

recommendations are, the direction that CDC is recommending 2338 

to take place.   2339 
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So the stopping of these coming from CDC and the 2340 

moving of that to an interim task force structure meant 2341 

that the independence of those recommendations, it wasn't 2342 

clear how CDC was participating in those recommendations.  2343 

And therefore, partners were not certain about the guidance 2344 

being provided.   2345 

I think the CDC also, at least from an operational 2346 

standpoint, were not aware of the number of recommendations 2347 

being developed.  And therefore, as those recommendations 2348 

would be developed and be communicated from the task force, 2349 

the agency was not able to provide background or reasons 2350 

for changes or some of the recommendations that were being 2351 

made.  So CDC's usual engagement with our public health 2352 

partners is to explain, to support.  And so in that sense, 2353 

we were not able to communicate recommendations that were 2354 

being developed.  2355 

Q What impact do you think that had on the 2356 

course of the pandemic?  2357 

A Well, the decisions that needed to be made are 2358 

very big decisions.  And those decisions really should be 2359 

coming from the highest levels of the government.  The 2360 

incorporation of engagement with the CDC should have been a 2361 

component of that.  And from the time that I had as 2362 

incident manager, the use of the agency as an arm of that 2363 

response could have been more optimized.  2364 
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Q Our hour is up.  And I wanted to check with my 2365 

colleagues to see if they have any questions now, or maybe 2366 

ask Kevin if now would be a good time to take a lunch 2367 

break?  2368 

Mr. Barstow.  How many more lines do you think you 2369 

have?  A couple more?   2370 

[Majority Counsel].  I think probably around an hour 2371 

left.   2372 

Mr. Barstow.  Okay.  2373 

The Witness.  I think we could power through if you 2374 

would like to, depending on -- we could try and do that.  2375 

Maybe take five minutes.   2376 

[Majority Counsel].  Okay.  I just want to check with 2377 

colleagues on that, if that's okay with them.   2378 

[Minority Counsel].  That's fine with us.  We have no 2379 

questions right now, so we are in favor of powering 2380 

through.   2381 

[Majority Counsel].  So five minutes and then power 2382 

through.   2383 

(Recess.)  2384 

[Majority Counsel].  Back on the record.   2385 

BY [MAJORITY COUNSEL].  2386 

Q So I wanted to show you three documents that 2387 

are agendas related to the White House coronavirus task 2388 

force.  They are Exhibits 4, 5, and 6. 2389 
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(Exhibit Nos. 4, 5, and 6 were identified for the 2390 

record.)  2391 

The Witness.  Okay.   2392 

BY [MAJORITY COUNSEL].  2393 

Q Maybe I can start by asking you, generally, 2394 

after that change in leadership of the task force, how did 2395 

you -- what were your interactions directly with the group?  2396 

A So our pathway of information and engagement 2397 

is through Dr. Redfield, along with the -- well, 2398 

Dr. Redfield continued to participate in the -- as the CDC 2399 

representative to that group.   2400 

So we would communicate through Dr. Redfield to the 2401 

group.  There were not direct or routine engagements with 2402 

Dr. Birx at that time.  And I can't recall when we started 2403 

providing a direct mailing to her of our incident 2404 

management updates, so that she could be aware of the data 2405 

and available resources to her.  2406 

Q You personally briefed Dr. Redfield and 2407 

debriefed with him after the meeting?  2408 

A So, yes, there was an a.m. briefing that we 2409 

had with him.  And there was established -- and I can't 2410 

recall when -- there was a post either telebrief, that is 2411 

White House telebrief, or post White House task force 2412 

briefing that we established, in order to hear from him 2413 

what the outcomes from the meeting were.   2414 
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The meetings themselves, if there were any record of 2415 

it or tracking, that would have been needed to be 2416 

communicated to the various operating divisions.  I was not 2417 

aware of any task tracking capability to know that 2418 

decisions were made, and the expectations for those paths 2419 

that had been provided to them.  2420 

Q In your personal view, did the observation you 2421 

noted earlier about shorter term agenda items versus longer 2422 

term planning persist through March?  2423 

A During March still, I think the focus was on 2424 

more of that shorter term planning.  However, the continued 2425 

increasing number of global cases, the experience in 2426 

Europe, and the eventual state level and jurisdictional 2427 

level decisions on either school closures or other kinds of 2428 

efforts, I think the focus on the need for the broad 2429 

intervention approach certainly rose to the fore.   2430 

I think there was some increase in that strategy 2431 

component.  That increased strategy component was at the 2432 

White House, and it was not communicated with similar 2433 

efforts we might have had at CDC.  2434 

Q Did folks at CDC continue to work on these 2435 

issues, it just wasn't getting communicated to the White 2436 

House task force?  2437 

A It wasn't clear how to engage.  I think as the 2438 

White House task force developed capabilities for doing 2439 
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analyses and modeling, the role that CDC played, and also 2440 

the role, the eventual shared activity that the NRCC 2441 

played, those -- it was not clear who was doing what 2442 

activities, and whether engaging the CDC and utilizing the 2443 

resources we had, if that could have been improved.   2444 

We would have recommended greater engagement, 2445 

participation, and meetings, et cetera, with what was a 2446 

group of -- at the analytic level at the White House that 2447 

was developing, which was similar in responsibility and 2448 

charge to efforts the CDC had.  2449 

Q They were duplicative?  2450 

A Yeah, I think for most of the period, it was 2451 

not clear what was happening there.  And with the -- to say 2452 

that they were duplicative would have indicated that we had 2453 

good visibility of what efforts were actually ongoing.  2454 

Q You just didn't know what was being done in 2455 

this area of community mitigation and planning and 2456 

analysis?  2457 

A Yeah, mostly around the analysis of available 2458 

data, determination of the potential impact of those 2459 

findings, and the use of that information to help direct 2460 

resources for the response.   2461 

Q I want to take a look at these documents, 2462 

starting with Exhibit 4, which is a White House coronavirus 2463 

subtask force agenda from March 3rd, 9:00 a.m.   2464 



HVC347550                                      PAGE      101 
101 

First, let me ask you, what is the subtask force? 2465 

A So I would have to revisit the structures that 2466 

happened within -- like I said, this is -- hold on just a 2467 

second.  So this is the Office of the Vice President 2468 

coronavirus subtask force agenda.  The structures that were 2469 

used for the task force, I can't recall what the 2470 

organizational chart looked like.  We were more familiar 2471 

with the NSC, PCC, sub-PCCs, and other structures that get 2472 

utilized.  This one is utilizing a different organizational 2473 

structure that I can't -- I don't recall.  2474 

Q And looking at item 2, you and Dr. Cetron 2475 

provided an update to the subtask force.  Do you recall 2476 

that?  2477 

A Yes.  2478 

Q And what would these updates entail?  2479 

A These would be largely describing the numbers 2480 

of cases globally, the numbers of cases domestically.  2481 

Depending on the time, there would have maybe been some of 2482 

the repatriation issues as well.  And then mostly 2483 

situational awareness information, both for what we're 2484 

seeing with the virus, and numbers of cases.  And then 2485 

probably from Marty, some information on the screening at 2486 

the borders and the identification of cases.  2487 

Q And you gave your briefing.  How did these 2488 

meetings work?  2489 
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A I don't recall how many of these I actually 2490 

attended, but the information was provided.  And I presume 2491 

that they were then translated and summarized, and 2492 

presented to the task force itself.  And then I presume 2493 

decisions were queued up at the task force for arriving at 2494 

recommendations.   2495 

Q For the items on this agenda,  were you 2496 

involved in the discussions and decision-making?  2497 

A I think we may have been present.  I think 2498 

depending on some of these, Marty probably would have been 2499 

involved.  Yes, a lot of this is, again, talking about 2500 

the -- what to do about these individuals, recommendations 2501 

around travel, et cetera.  So on number 2, 4, and 6, I 2502 

think we provided some input on the phone.  2503 

Q Do you recall, in terms of due-outs from these 2504 

meetings, how tasks were assigned, and what was expected of 2505 

CDC or other agencies, how that worked?  2506 

A Yes.  So for these, there would have been 2507 

tasks identified that could have been provided to the 2508 

agencies.  So it was the subtask force agenda, which I'm 2509 

not sure which subtask it was.  So there would have been 2510 

some articulation of what the expectations were.  I can't 2511 

recall right now specifically, but at this level, there 2512 

would have been.  2513 

Q Who would be assigned those tasks?  2514 
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A I presume the chief of staff would have been 2515 

assigned.  I don't recall who actually was providing them.    2516 

Q Looking forward to Exhibit 5, and item 6 is 2517 

the Europe travel advisory.  Were you involved in 2518 

discussions that you can recall?   2519 

A I don't recall if I was or not.  I believe 2520 

Marty was present, and certainly would have been.  2521 

Q Okay.  And then did you see, in terms of how 2522 

the meetings were run and the change in leadership that 2523 

occurred when the Vice President took over, did that lack 2524 

of clarity and communication affect the work that was 2525 

actually being done in this subtask force or --  2526 

A I actually don't recall the outcome of this 2527 

task force.  I don't recall how long this particular one 2528 

lasted.  2529 

Q Is that something that happened, that subtask 2530 

force would be assembled, and then not last a period of 2531 

time?  Just tell us how --  2532 

A I think certainly throughout the response, the 2533 

structures that you use can change in order to be most 2534 

effective, based on the need.  So I can't speak now to how 2535 

this -- what happened at this particular coronavirus task 2536 

force.  I think I led the response for another 20 days.  2537 

And then there's another incident manager.  So I don't 2538 

recall what happened after this.  But with the 2539 
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establishment of the NRCC, some of these structures 2540 

changed, in that -- what happened with this task force, I'm 2541 

not sure.     2542 

Q How would you describe the functioning of 2543 

these task forces and subtask forces at this time, 2544 

generally?  2545 

A I think they were mostly focused on providing 2546 

information up, on articulating detectible steps that 2547 

needed to occur, and then identifying how to best 2548 

coordinate across the different agencies that are involved 2549 

in these particular tasks.  2550 

Q The meetings were effective in coordinating 2551 

across agencies?  2552 

A I can't speak to their effectiveness, but just 2553 

as a means by which a lot of that coordination was 2554 

occurring, as I recall.  2555 

Q I want to briefly ask you about the CDC's 2556 

testing efforts while you were incident manager.  And for 2557 

that discussion, there are two other exhibits, Exhibit 7 2558 

and Exhibit 8.  2559 

(Exhibit Nos. 7 and 8 were identified for the 2560 

record.) 2561 

BY [MAJORITY COUNSEL]. 2562 

Q Exhibit 7 is an executive summary prepared by 2563 

HHS's office of general counsel, and Exhibit 8 are some 2564 
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interview notes of Dr. Steven Lindstrom from this work that 2565 

the HHS office of general counsel did.   2566 

On a high level, and I think we can -- the 2567 

contamination issues have been well documented.  We can avoid 2568 

getting into the sort of nitty gritty of what happened in the 2569 

lab.  But can you tell us, on a high level, how CDC's labs 2570 

respond once a potentially pandemic disease is identified 2571 

like this?  2572 

A With the identification of a novel pathogen 2573 

that required the development of new diagnostics, the CDC 2574 

has, in several instances in the past, taken the subject 2575 

matter expertise, and applied that to the design of a new 2576 

test.  And then at CDC begins the process of developing 2577 

that test, so that it can be distributed to public health 2578 

laboratories.   2579 

With this particular test, it was more designed based 2580 

on the sequences that were available, that was manufactured 2581 

for use at CDC.  And then through a separate manufacturing 2582 

process was made available for uses at public health labs.   2583 

As that process occurred, we -- I don't know if it's 2584 

in some later information that there was a design problem 2585 

in one of the components of that test that was given -- was 2586 

making it such that you could not use those test results.   2587 

In addition, there was the detection of a very low 2588 

level of contamination that was not from the components 2589 
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that were described in Exhibit 7.  So Exhibit 7 is not 2590 

correct, in terms of its assessment of what happened, but 2591 

has components of it that are consistent with the assays.   2592 

So that assay was devised initially and sent out to 2593 

public health laboratories, so that they could do testing 2594 

for public health.  It was not a component of commercial 2595 

manufacturing.  It was not a component of what hospitals 2596 

can use for detecting.  This particular test was 2597 

specifically for use in public health laboratories.   2598 

Q The conclusion in Exhibit 7 is incorrect?  2599 

A The conclusion that there was contamination of 2600 

the device in -- let me make sure.  Hold on.  The point I'm 2601 

making is that the problem was not contamination.  It was a 2602 

design problem.  And I believe this document concluded 2603 

there's a contamination problem.   2604 

Q And one of the larger takeaways from the 2605 

interview of Dr. Lindstrom is the resources issue.  And I 2606 

wonder if you could speak to that, the initial work being 2607 

done at the respiratory virus diagnostic lab.  Looking 2608 

back, was that lab understaffed or under-resourced, in 2609 

terms of its ability to develop this test and to scale it 2610 

up?   2611 

A Dr. Lindstrom's experience and capabilities to 2612 

develop these tests was one that had been demonstrated in 2613 

the past, successfully developing such tests.  And so we 2614 
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really looked to Dr. Lindstrom to help us understand what 2615 

the resource requirements were.   2616 

So as a part of the laboratory task force, the 2617 

capability for how to expand the development of that test 2618 

to other parts of the agency is one that could be a 2619 

decision that he would make.  And that the time needed to 2620 

do that, relative to the time needed for these tests to be 2621 

developed, was one that the expansion of that lab to bring 2622 

on additional staff required time spent away from actually 2623 

doing the test.  So that was a balance decision that 2624 

Dr. Lindstrom needed to make.   2625 

Q Looking at Exhibit 8, it says he made the 2626 

comparison to the flu.  And he said, “we didn't have what 2627 

the flu lab -- what we had in the flu lab, a system of 2628 

people with knowledge, resources, staff, appropriate for 2629 

all stages of manufacturing, quality design, while also 2630 

doing diagnostic testing.”  And I think there are only 2631 

three or four -- he noted that there are only three or four 2632 

people at CDC who could do this work.  Do you agree with 2633 

that assessment?  2634 

A There are other parts of the agency that have 2635 

expertise in FDA diagnostic manufacturing.  There are 2636 

components and different parts that can provide that, 2637 

because there are different assays that have been approved 2638 

in the past.  So I think with a request to bring in those 2639 
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additional staff, those additional staff could have been 2640 

made available to him.  2641 

Q But that didn't happen here, at least 2642 

initially.  And the RVD was working with that small staff.   2643 

A RVD made the decision to work with that small 2644 

staff.   2645 

Q Looking back, was that a mistake?  What should 2646 

have happened?  2647 

A I think a rapid expansion or participation 2648 

from a broader set of folks at CDC would have been helpful.  2649 

Q And another point that has been made is that 2650 

there are certain quality control resources that exist in 2651 

private labs that weren't present in the CDC lab, one being 2652 

an operational lead who could walk someone through, and was 2653 

knowledgeable about the entire process.  Do you agree with 2654 

that assessment, that the CDC lab was lacking in that sort 2655 

of process expertise?  2656 

A So this particular lab, I don't recall the 2657 

quality manager, how they would set up their quality 2658 

management systems.  But quality management is an issue at 2659 

CDC that had been addressed, and is being addressed through 2660 

a number of efforts now.   2661 

And so could there have been better quality 2662 

management in this lab?  Yes.  Is that the -- a need that 2663 

we're addressing?  Yes.  That is something that, in this 2664 
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particular situation, a more robust quality system would 2665 

have been advantageous to this outcome.   2666 

Q Taking a step back, would efforts outside of 2667 

CDC to develop national testing and surveillance systems 2668 

have prevented some of these problems?  2669 

A With the speed with which the U.S. might have 2670 

had tests available to use, I believe there are processes 2671 

that could have been improved in that space as well.  And 2672 

so those largely fall to FDA and their approach to 2673 

regulating laboratory results tests, and to their 2674 

regulations put forth in the Emergency Use Act processes 2675 

that they have outlined.   2676 

And so changes to those also occurred during the 2677 

response.  And I think they -- those changes were a 2678 

reflection that improvements could have been made there as 2679 

well that would have allowed for the commercial laboratory 2680 

to have tests soon, and to allow hospitals to make their 2681 

own tests and use them, similar to what happened in other 2682 

countries.  2683 

Q It's been reported that in the March, April 2684 

timeframe, the White House had convened a working group to 2685 

begin designing a national testing plan, but it was later 2686 

dropped to, it said, state governors to primarily lead 2687 

testing.  Were you aware of that working group for a 2688 

national testing plan?  2689 
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A If I'm recalling, there were efforts that the 2690 

Assistant Secretary for Health was helping to put forward 2691 

that were trying to address the very broad issues that were 2692 

emerging out of the agent/reagent shortages, and the 2693 

capability to manufacture diagnostics.   2694 

And so those are very broad, big issues that require 2695 

engagement from high levels of the U.S. government, and 2696 

coordination across the U.S., in terms of how diagnostics 2697 

are used, and who should get them in order to make sure 2698 

that we get the most information with a limited numbers of 2699 

tests.  The issues around the rollout of that testing plan, 2700 

I don't recall at this point.  2701 

Q Were you involved in the discussions with the 2702 

ASPR?  2703 

A With the ASPR or with the OASH?  2704 

Q With the -- yeah.   2705 

A So my engagement on testing was largely with 2706 

Dr. Giroir and OASH.  2707 

Q I wanted to ask you about your transition to 2708 

the NRCC.  And how did that come about?  2709 

A So I forget the exact date, but there was a 2710 

point at which the decision was made to move towards the 2711 

combined FEMA-HHS structures that we had been considering 2712 

prior to the coronavirus, but which would be needed for a 2713 

large-scale response.   2714 
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So those were named, and I believe the other things 2715 

followed at that same time, with that stand-up of that 2716 

actual physical combined activity meant that there should 2717 

be significant CDC engagement in that, anticipating that 2718 

what we were doing was within the management structure 2719 

needed to be connected in with this broader interagency USG 2720 

effort.  So the decision was to have me stop being the 2721 

incident manager and be a part of the National Response 2722 

Coordination Center.  2723 

Q FEMA released an assessment in January of 2021 2724 

about the whole of government response.  And I just want to 2725 

show you a couple of diagrams.  One is a timeline and 2726 

that's Exhibit 12.  2727 

(Exhibit No. 12 was identified for the record.) 2728 

The Witness.  Okay.   2729 

BY [MAJORITY COUNSEL].   2730 

Q And yeah, figure 10, interagency coordination 2731 

timeline.  So I guess the philosophy that the Trump 2732 

administration applied to the work of the NRCC was that the 2733 

pandemic response should be locally executed, state 2734 

managed, and federally supported.  Can you tell us a little 2735 

bit about how that worked on the ground from your 2736 

perspective at the NRCC?  2737 

A That terminology, I believe, is particularly 2738 

used terminology by FEMA about how they do their work.  The 2739 
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coordination of resources that are available at this point 2740 

requires a significant amount of effort.  And so in order 2741 

to make that happen, FEMA, HHS, and DoD were significantly 2742 

engaged in working through how to get various agencies and 2743 

resources, et cetera, to the people that needed it.  So for 2744 

that reason, the statement is a reflection of how routinely 2745 

resources get utilized, so --  2746 

Q What were your -- I know you were part of what 2747 

was called the Unified Coordination Group.  Can you tell us 2748 

when you arrived at the NRCC, what your role was, and what 2749 

you were focused on?  2750 

A So I think the anticipation was the initial 2751 

structure would be FEMA, HHS ASPR, and CDC.  It was a joint 2752 

coordination group where the decision-making would occur in 2753 

that three-part community.   2754 

After a while, the structures changed, such that the 2755 

decision-making then became the ASPR -- with 6 2756 

administrative, the Assistant Secretary for Health.  So 2757 

those three were the decisionmakers for any resource 2758 

determination, for development of new countermeasures, 2759 

purchase of resources, and the overall distribution of 2760 

planning.   2761 

So when CDC participated in a special adviser or 2762 

interim adviser role, rather than in a decision-making 2763 

role, the connection to the CDC as the management structure 2764 
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is not -- is not formed.  It was -- instead, there was a 2765 

decision to have task forces all coming into the FEMA, HHS 2766 

lane.   2767 

So for that reason, CDC's participation became mostly 2768 

the coordination of mitigation guidance as the mitigation 2769 

team, and then also in participating in data -- the data 2770 

situational awareness.  So there was not a good plug-in for 2771 

what was a large response from CDC into this apparatus 2772 

here, which was mostly focused on resource allocation.  The 2773 

strategy was happening mostly at the White House task 2774 

force, with the group that was there.  And the connection 2775 

between the NRCC and that group at the White House, it was 2776 

also not optimally connected.  2777 

Q Why? 2778 

A Why was that? 2779 

Q Why was that?  2780 

A I am not certain.  I believe that there was a 2781 

sense that strategy in disease monitoring, and 2782 

expectations, were occurring at the White House group.  And 2783 

the implementation, operations, and execution were 2784 

happening at the NRCC.  Our anticipation and hope was that 2785 

the NRCC was the strategy and operational incident 2786 

management structure that we had anticipated.   2787 

Q And what was the impact on that?  I guess the 2788 

strategy was coming down from the task force to the NRCC, 2789 
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rather than the NRCC being involved in strategy?  2790 

A I think the needs of the operational 2791 

components of the response are that forecasting and area 2792 

modeling are being utilized to most optimally make resource 2793 

allocations.  And if that activity is happening as a 2794 

separate component of the response, and not directly 2795 

providing that information to the operations, meaning that 2796 

the two separate groups are trying to decide where best to 2797 

push and put the resources.  2798 

Q Do you think that resources were misallocated 2799 

as a result?  2800 

A I don't have any information that suggests 2801 

that they were misallocated, but the coordination of that, 2802 

and the coordination with what might happen in the 2803 

outbreak, it was not optimal because of that separation.   2804 

Q Can you provide additional detail, in terms of 2805 

areas where that wasn't optimal?  2806 

A I think -- I believe that at the White House 2807 

task force, Dr. Birx was not aware of everything that was 2808 

happening with the NRCC.  And that there was not routine 2809 

communication except through the FEMA administrator through 2810 

the White House task force.   2811 

And so for that reason, I think the fact that 2812 

modeling activities, forecasting, hot spot analysis, all of 2813 

that was happening in two separate places.  And that on 2814 
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realization of that, the request was for the NRCC to not do 2815 

that forecasting for any of that scenario modeling.  So 2816 

that became difficult for FEMA especially, who routinely 2817 

referred those kinds of activities to who was best to 2818 

administer those resources.   2819 

Q And just what was the result of FEMA not 2820 

knowing, and this disconnect between the data and the 2821 

modeling at the White House task force, and sort of the 2822 

people who would get resources out on the ground?  2823 

A So the outcome was that FEMA, HHS, and NRCC 2824 

continued doing their assessments, and it was just not 2825 

being reported in connection with the similar kinds of 2826 

efforts that were happening with the White House task 2827 

force, or Dr. Birx at that point.   2828 

The rate of activity happening in the NRCC, supported 2829 

largely through the DoD, was a significant commitment.  And 2830 

so the connection is that the anticipated disease spread 2831 

outcomes, recommendations, including mitigation, a better 2832 

connection there would have been a more coordinated 2833 

response, because the containment and mitigation efforts 2834 

were housed in FEMA as a specific CDC task group.   2835 

As those mitigation efforts became formed, that is, 2836 

about how to -- what to do when certainly states and 2837 

jurisdictions reach a certain level of disease 2838 

transmission, certain kinds of mitigation efforts could be 2839 
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turned on and off.  We had been moving for that through the 2840 

NRCC, and did present that to Dr. Birx.  And I think that 2841 

was a first opportunity, whereby we started to have better 2842 

coordination between the activities happening there, and 2843 

what was happening with CDC around the issue.   2844 

Q And do you think this lack of coordination 2845 

between these two pieces impacted what states ultimately 2846 

did in that area?  2847 

A I don't know if I have data to support that, 2848 

but I think that the coordination of messaging, 2849 

coordination of forecasting, provision of interpretation in 2850 

the translation of that, both in terms of recommendations 2851 

and in what's communicated to the public, an alignment with 2852 

that, makes for a more coordinated messaging, and for the 2853 

potential for the actions to be more coordinated as well.   2854 

Q And looking at the timeline here, it says that 2855 

by August 28, the UCG daily meetings ended.  What does that 2856 

mean, and why did they end?  2857 

A I would have to go back.  I would have to 2858 

revisit these.  In the summer months, as you can see, there 2859 

was an anticipated --  2860 

[Transmission interference.]  2861 

[Majority Counsel].  Back on.   2862 

BY [MAJORITY COUNSEL].  2863 

Q So, Dr. Jernigan, this timeline indicates that 2864 
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the UCG stopped meeting on August 28th.  Do you recall why 2865 

that was?  2866 

A So the expectation was that this combined 2867 

structure with FEMA, HHS, NRCC was to coordinate a lot of 2868 

the deployment efforts and support development of 2869 

countermeasures and ventilators and other resources, et 2870 

cetera.   2871 

So I think there was an expectation that the wave 2872 

would slow, and then the interagency NRCC would no longer 2873 

need to be in place, and that the work -- the activities 2874 

could go to the programs that were responsible for them.   2875 

I don't recall at which point the NRCC actually did 2876 

slow down, but between -- prior to this time, somewhere in 2877 

June, there was a connection between the White House task 2878 

force and the NRCC that essentially hard-coded a lot of the 2879 

activities happening there under Dr. Birx with what was 2880 

happening at the NRCC.  So that was the initiation of sort 2881 

of joint data analysis, and hot spot determination 2882 

activities.  So that was -- that helped to connect what was 2883 

not well connected previously.   2884 

Q And you said CDC was acting in an advisory 2885 

role at the NRCC.   2886 

A Yes.  We were participating in an advisory 2887 

role.  And then also as the lead for one of the task 2888 

forces, and then as a participant in the data group.  2889 
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Q And which task force?  2890 

A Community mitigation task force.  2891 

Q There were a number of communication issues 2892 

and parallel streams between the NRCC and the White House 2893 

task force.  Do you think more leadership and coordination 2894 

from the federal government on these issues would have been 2895 

more effective?  I'm thinking now of the sorts of things 2896 

that were delegated to the states early on, like testing 2897 

and supply issues. 2898 

A Stated as broadly impacting throughout the 2899 

U.S., the execution of activities has to be delegated to 2900 

states and to the local jurisdictions.  There's just 2901 

simply -- the federal government doesn't have the 2902 

capability to execute those things as a strategy 2903 

development and provision of direct -- direction to the 2904 

states.   2905 

I do think there's a role for that.  And the use of 2906 

the federal government as a lead in harmonizing the views 2907 

by which policies would be developed and executed, I 2908 

believe that harmonization was a useful way of addressing 2909 

something that is as impactful as the pandemic has been.   2910 

Q And do you feel that that harmonization was 2911 

lacking?  2912 

A I think that the coordination between the 2913 

different parts of the response was not optimized.  It 2914 
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needed to be better coordinated.  And that the use of CDC 2915 

and its resources in helping to develop the interpretation 2916 

and recommendations and the approaches taken could have 2917 

been improved.  2918 

Q I want to move on to another topic, and that's 2919 

data during this time period.  And CDC's access to data and 2920 

use of data.  I understand that you are now leading the CDC 2921 

data modernization initiative.  And as part of that work, 2922 

are you reviewing the CDC's use of data during the first 2923 

year of pandemic?  2924 

Mr. Barstow.  I think that is getting a little bit 2925 

outside the scope, if you're talking about efforts that are 2926 

happening right now.  If you want to maybe rephrase the 2927 

question about efforts during --  2928 

[Majority Counsel].  Sure.   2929 

BY [MAJORITY COUNSEL].  2930 

Q What do you think were the greatest 2931 

challenges, in terms of data to the CDC in this time 2932 

period, December of 2019 to January 2021?  2933 

A Heading into the very first part of the 2934 

response was a longstanding issue of a number of factors.  2935 

One, workforce, that the people that can do data science 2936 

and can implement changes quickly, the workforce just 2937 

simply wasn't there, both at CDC and also in the states and 2938 

locals.   2939 
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The data itself was being transmitted in ways that we 2940 

cannot scale through use of fax, the use of phone calls, 2941 

through some electronic reporting.  But not any capability 2942 

to scale.  The systems were utilizing data to be submitted 2943 

from one person to many people with multiple different 2944 

connections, so there was not efficiency of data movement.   2945 

Access to automated electronic laboratory and other 2946 

reporting was not in place, except for some things that 2947 

were unscalable.  So as the response initiated, the 2948 

capabilities for states to be able to take in the 2949 

information about a case and rapidly report it led to 2950 

delays in investigations, but also delays in getting that 2951 

information to CDC.   2952 

So there became, then, this lag in case information, 2953 

because the systems were not able to manage it quickly.  As 2954 

a workaround, states began to put that information up on 2955 

their websites.  And so that allowed for the CDC, but also 2956 

for the general public, to capture that information, and 2957 

make it available, based on what was being presented at the 2958 

websites.   2959 

The -- there are a number of other factors that have 2960 

been looked at, but I think, in general, the lack of 2961 

capability to scale, the workforce, and the -- notably 2962 

policies and data use agreements were not there.  So for 2963 

that last issue, there are numerous data use agreements 2964 
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that needed to be worked through, because there was not a 2965 

common data use agreement with states.  And the CDC did not 2966 

have authority to collect that information as a federal 2967 

agency.   2968 

The means by which the required reporting occurred 2969 

during the response was through the capabilities that CMS 2970 

has, and that the Secretary has in times of emergency.  So 2971 

between authorities and policies, absence of workforce, 2972 

lack of resources over time, and inefficient approaches to 2973 

data sharing, all of those things led to problems with data 2974 

at the front end of this response.   2975 

Q I want to ask you specifically about hospital 2976 

reporting data, and the change in hospital data collection 2977 

systems in January 2020.  Before -- I mean, July of 2020.  2978 

Before July of 2020, how did CDC collect hospital data?  2979 

A So at the early -- prior to the pandemic, CDC 2980 

has established agreements with multiple hospitals, most 2981 

hospitals in the United States, to collect information on 2982 

various hospital associated issues, antimicrobial 2983 

resistance, lyme infections, and so forth.   2984 

So that process, through the National Healthcare 2985 

Safety Network, was in place, and was asked early in the 2986 

response to use that system in order to collect additional 2987 

information about impacts on the health care system.  So 2988 

hospitalized cases, but also things about ventilators and 2989 
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ICUs available, and other resources.   2990 

So that information initiated.  Around 1500 hospitals 2991 

were already starting to report, and the use of that 2992 

system, NHSN, was stopped.  And the use of an alternative 2993 

system, Teletracking, was put in place to do the same kind 2994 

of work.  2995 

Q What brought on that change to Teletracking?  2996 

A The full information behind that, I don't have 2997 

access to.  I was not a part of a lot of that.  I think 2998 

those that were looking to help identify potential ways of 2999 

solving the problem of needing to get that hospital data 3000 

either at the White House task force or at the HHS 3001 

leadership level, I don't think they fully recognized what 3002 

resources were in place and were available.   3003 

And so a decision was made to go with a solution that 3004 

was one of several different vendors that were available 3005 

that would provide that same manual data entry that was 3006 

already underway.  And so through various discussions, the 3007 

decision was made to have Teletracking be one of a few 3008 

means for getting the data through, and then subsequently 3009 

was identified as the only means for doing that.  3010 

Q Why did that happen, when it became the only 3011 

means for getting the hospital data?  3012 

A I would have to check back on my notes and 3013 

all, but the -- I believe between April, I think, around 3014 
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that time, where some of those decisions would be made.  I 3015 

don't recall right now.   3016 

Q How did the two systems compare in terms of 3017 

the ability to collect accurate data?  3018 

A So one of them, NHSN, was already in the case 3019 

at over 5,000 hospitals, and subsequently became available 3020 

at another 50,000 long-term care facilities.  I don't know 3021 

what the market share of Teletracking was at the beginning, 3022 

but I think the expectation was, with this software, it was 3023 

going to be able to improve the turnaround time for changes 3024 

that needed to be made.  It also was able to collect 3025 

information outside of the routine requirements for data 3026 

collection that OMB manages.   3027 

Q And were those expectations borne out?  3028 

A I think we -- there was a lack of an 3029 

understanding that it was not software, but, in fact, a 3030 

program that takes information from hospitals and can make 3031 

it -- knows how to verify that that information is correct, 3032 

and has a team of individuals that are responsible for 3033 

making it happen.   3034 

And so when the decision was made, I think the 3035 

realization was that the software itself is only one part, 3036 

and that the CDC surveillance system is not just software, 3037 

but is a whole process of data validation, data cleansing, 3038 

and updating that had to be recreated for the Teletracking 3039 
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system to work.   3040 

Q At that time, were there identified problems 3041 

that needed an immediate replacement in the CDC system?  3042 

A As I'm recalling, there were some issues that 3043 

the security updates needed.  I think those were something 3044 

that were, and have been addressed.  There were some -- I 3045 

think the main issue was around the turnaround time to add 3046 

components for the reporting.   3047 

And so because NHSN had been in place for so long, 3048 

they had a very good understanding of how an infection 3049 

control practitioner or hospital would be able to answer 3050 

certain questions.  And so the program felt it was best to 3051 

test some of those questions to assure that they could be 3052 

selected, and they would not be incorrectly filled in.   3053 

So it's a quality step, which allows for validation 3054 

that data is going to be correct when collected.  I think 3055 

that was viewed as taking too long.  And so for that 3056 

reason, the decision to not utilize it may have been one 3057 

based on incorrect information.   3058 

Q And Dr. Redfield testified before the 3059 

Subcommittee that he learned about the decision to move to 3060 

Teletracking after the decision was made.  Did that lack of 3061 

awareness of the change affect CDC's ability to collect 3062 

data?  3063 

A Yes.  So the recommendation to no longer use 3064 
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NHSN would impact our ability to collect that information.  3065 

So I think there was a difference.  Again, there's a 3066 

coordination issue there, like was mentioned before.  CMS 3067 

has a longstanding history within NHSN, and had made 3068 

recommendations to use NHSN.  But the Secretary's office 3069 

decided to support Teletracking.  And I believe the 3070 

decision was with the White House task force to no longer 3071 

recommend the use of NHSN.  3072 

Q The timing of this, in the middle of a 3073 

pandemic, did that -- I just want you to -- looking back at 3074 

it, how did that impact the CDC and its use of this data 3075 

that was very important to the response? 3076 

A It removed the CDC from being the analytic arm 3077 

of the data, and placed that with the Office of the 3078 

Secretary and the White House.  3079 

Q It was reported that a number of CDC officials 3080 

were angered by this, and one had resigned who was working 3081 

on data issues.  Did this change have an impact on CDC's 3082 

morale?  3083 

A Yes, the impact on morale was there.  I think 3084 

improved coordination and engagement with the CDC would 3085 

have been beneficial to understand better what the 3086 

decision-making was, but also to identify changes to 3087 

systems that could have a lasting impact on our overall 3088 

ability to improve surveillance.  That should have been a 3089 
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consideration as well.  3090 

Q Why should that have been a consideration?  3091 

A The introduction of a new system that -- not a 3092 

new system, but a new software that is managed out of the 3093 

Office of the Secretary as a primary surveillance tool, or 3094 

as a primary response tool is a programmatic decision that 3095 

is not in concert with how we've been doing things in the 3096 

past.  It does not put through management of that program 3097 

next or close to the agency that has mission responsibility 3098 

for that. 3099 

Q Are you aware of the rationale to make that 3100 

change at that time?   3101 

A I don't have the specifics on it.  I know that 3102 

the decision to make that -- I don't know who the decider 3103 

was on that.  But, yeah, I was not provided the information 3104 

that would have illuminated the process by which they 3105 

arrived at that decision.   3106 

Q Okay.   3107 

[Majority Counsel].  I'm being told we're at our 3108 

hour.  I have, in total, probably ten minutes left, but I 3109 

wanted to check with our colleagues in the minority to see 3110 

if they have any questions for you at this time.   3111 

[Minority Counsel].  We do not, [Redacted].  You can 3112 

continue.   3113 

BY [MAJORITY COUNSEL].   3114 
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Q So I'm hoping that we can wrap up by taking a 3115 

few steps back, and looking at the response overall.  I 3116 

think you highlighted a number of areas where coordination 3117 

was not ideal.  I'm wondering if you could look back and 3118 

assess whether there are any policies or procedures that 3119 

you wish had been in place while you were working on the 3120 

pandemic response. 3121 

A I think the availability of interagency 3122 

planning efforts and plans are something that should be 3123 

revisited, exercised, and modified.  And then an ongoing 3124 

effort in doing that is useful for when a crisis does 3125 

occur.  I think the full exercising of how the federal 3126 

government and its different entities work together, and 3127 

what the decision-making processes are from the highest 3128 

level to the execution level, how -- what those look like, 3129 

and how they are -- how the full response can know what 3130 

that process is.   3131 

There are some benefits that might occur by having 3132 

authorities at the federal government, either at CDC or 3133 

HHS, to facilitate the reporting of information to the 3134 

federal government during a time of crisis and decisions 3135 

about ongoing sustainability for surveillance efforts or 3136 

for others, in order to prevent something like the 3137 

situation we had at the very front of the response.  So 3138 

sustainability, use of data, ease of data capture, and 3139 
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response coordination, I think, are the three main areas.   3140 

Q I think one thing you've also touched on a few 3141 

times are the impacts of a number of decisions on CDC's 3142 

morale, in terms of times that their experts were 3143 

sidelined.  Are there any other instances that you can 3144 

recall that we didn't discuss today of that happening?  3145 

A Not that I can think of.  I think many issues 3146 

have been identified a number of different places.  I don't 3147 

think I have anything further to add.  3148 

Q Do you have any sense of the impact that these 3149 

hits to CDC's morale had during this time period?  3150 

A So this crisis that has continued is not an 3151 

easy thing, and the agency has gone through significant 3152 

crises in the past which had been difficult.  So there is 3153 

an expectation that the group would be impacted by such a 3154 

long response.   3155 

Additional issues that lead the agency to not be able 3156 

to see that their efforts are having an impact, I think 3157 

those can have an impact on morale.  But the important 3158 

thing is not necessarily with morale, but is the 3159 

recognition that the resources that the agency has, the 3160 

experience that it has should be utilized components of any 3161 

national response.   3162 

[Majority Counsel].  I have no more questions for 3163 

you, Dr. Jernigan.  I want to thank you both for your time 3164 
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and for your service at CDC.  I know that this has been an 3165 

incredibly challenging time for you and your colleagues.  3166 

And we admire your service, and thank you for 3167 

participating.  With that, we can go off the record.  3168 

(Whereupon, at 1:34 p.m., the proceedings concluded.) 3169 
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33. Page 56 line 1338:  Change to “expectation would be a broader interagency response would be 

needed and led to exercises…” 
34. Page 56 line 1348 change “in” to “and” 
35. Page 56 line 1361 change to “when in fact many of those plans were established in many prior 

administrations.  I think there was a sense that new plans would be needed or that prior plans 
did not represent the current approach or a new approach might be needed.”  

36. Page 58 line 1403 change “accessibility” to “acceptability” in both cases. 
37. Page 60 line 1452 change to “in part because as a partner that engages with WHO on a regular 

basis, the longstanding…” 
38. Page 62 line 1494 change “infectious” to “infection control” 
39. Page 62 line 1510 change to “cases and contacts” 
40. Page 63 line 1532 change “interim” to “interval” 
41. Page 64 line 1542 change “three” to “through” 
42. Page 64 line 1548 change to “for ease of administering the needs of the response” 
43. Page 65 line 1566 change to “And then Dr Birx eventually was sent copies of this on a daily 

basis” 
44. Page 65 line 1589 change to “at the point at which it was noted that fever was present.” 
45. Page 66 line 1591 change to “..it did become clear that while asymptomatic transmission was 

not clear, what some refer…” 
46. Page 70 line 1702 Change “research” to “resource” 
47. Page 71 line 1720 Change to “directly listed in note E.  There is a circle at the top with a “Y”.  If 

we had a color copy, that would be a yellow circle, where yellow indicates…”  (the point here is 
the circled “Y” tells the reader that the information is not for public distribution and is pre-
decisional). 

48. Page 74 line 1791 Change to “And therefore, there was an expectation of where cases might 
reside and community transmission could occur.  These are things we would have 
communicated…” 

49. Page 76 line 1863 Change to “…these with leadership…” 
50. Page 79 line 1927 Change to “…for instance, some guidance for lab workers is not in any way 

called into question by new contrary guidance when it is released.”  The “leak out” is incorrect. 
51. Page 89 line 2178 Change to “And so the main issue was to identify what needed to be 

communicated, and what…”  
52. Page 103 line 2537 Change to “I think I was in the response for another 20 days.  And then 

there’s a transition to a new incident manager”. 
53. Page 104 line 2547 remove “detectible”  I can’t recall what the actual word was there. 
54. Page 105 line 2584 Change to “As that process occurred, we – I don’t know if it’s in some later 

information you’ve been provided, but there was a design problem in one…” 
55. Page 108 line 2643 Change all “RBG” to “RVB”, including line 2643. 
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56. Page 109 line 2674 Change to “…regulating Laboratory-Developed Tests (LDT), and to their…” 
57. Page 112 line 2756  Change to “…decision-making then became the ASPR, the FEMA 

Administrator, and the Assistant Secretary for Health.” 
58. Page 112 line 2762 Change to “So then CDC participated in a special advisor or interim advisor 

role, rather than in a decision-making role.  The connection to the CDC’s management structure 
was not formal. “ 

59. Page 114 line 2792 change “area” to “scenario” 
60. Page 115 line 2815 change “for” to “or” 
61. Page 115 line 2837 change “certainly” to “certain” 
62. Page 121 line 2984 change “lyme” to “intravenous line” 
63. Page 123 line 3019 change to “…was already in place at over 5,000, and subsequently became 

available at another 15,000 long-term care facilities.” 
64. Page 123 line 3029 should read “…there was a lack of an understanding that NHSN was not just 

software, but, in fact, was a program that…” 
65. Page 126 line 3097 Change to “It does not put the management..” 
66. Page 127 line 3139 change to “…use of data,” 

 


