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E

ach night, while my 2-year-old is having her dinner of
macaroni and cheese or chicken nuggets, we video
chat with my elderly parents. It used to be that this time
was mainly my daughter showing off her newfound fork
skills, but lately it has become “elderly parent education hour.”
“Well, we’re trying to decide if we should go to the bridge
club,” announced my mother early in the week of March 13th.
“No, mom! Under no circumstances should you go to the
bridge club! Social distance! Stay home! If I’ve given up restaurants and babysitters and am sitting here every night holding
a phone covered in mac and cheese grease, you can give up
the bridge club!”
I am all for keeping my elderly parents as isolated as possible during these pandemic times. I wasn’t alone in my fear
that they weren’t taking my advice seriously: My social media
feed was subsequently filled with posts from other physicians
who had also been educating their parents about the need for
social distancing.

ECONOMIC FEARS AND POLICY PROPOSALS
Then, just as we were all settling into “social distancing,” on
March 20, a debate emerged on the opinion pages of The
New York Times that took the argument to the next level: A
former professor of mine suggested a move from a policy of
“horizontal interdiction” (one that restricts the movement of
the entire population, without taking risk into consideration) to
a “vertical interdiction” strategy that focuses on sequestering
those among us most likely to experience poor outcomes from
coronavirus infection (eg, the elderly, people with chronic diseases, and the immunologically compromised).1
This first piece was followed 2 days later on March 22 by an
article from a regular New York Times contributor who called
social distancing “groupthink” and then seconded the vertical
interdiction proposal.2 Both pieces referred to the downturn in
the economy as the reason the policy would be an improvement on social distancing; they argued that lost jobs and services would cause less suffering and loss than a policy that required extended isolation of the elderly.
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NOT A FEASIBLE OPTION
On closer inspection, however, vertical interdiction is different
and much scarier than “social distancing.” The words used by
the author of the original article gave a clue: “If we were to
focus on the especially vulnerable, there would be resources
to keep them at home, provide them with needed services and
coronavirus testing, and direct our medical system to their early care. I would favor proactive rather than reactive testing.”
This was not just a plan to keep my parents from the bridge
club. This was a plan for forced quarantine, mandatory testing,
and months of isolation. Almost immediately, physicians and
policy makers identified feasibility problems with the idea.3 To
name a few, it is not clear that the death rate in young people is
all that low; even with removing elders from the equation, the
demand for hospital and critical care services is rapidly overwhelming supply; testing the “herd immunity” hypothesis in
real time with a virus that has a death rate of 1%-3% still runs
the risk of causing millions of deaths.
I will add a few more reasons why this idea of vertical interdiction was never feasible: There is no existing structure to facilitate mandatory isolation and quarantine of elders. We have
no mechanism for caring for elders who are isolated at home.
We cannot rapidly design the digital health monitoring needed. We cannot provide the mobile testing proposed. In the
case of seniors who require nursing care, the problems would
be even greater. Our recent efforts to protect patients in nursing facilities have proven to be extremely difficult. The greatest
problem is finding a way to keep the staff from bringing the virus into the facility (and there are many staff: nutrition services,
nursing, patient care technicians, physical therapy, social work).
The only possible answer to this issue might mean wearing extensive protective equipment, similar to physicians in Wuhan4
(full-head hood plus goggles). Imagine being a patient in this
scenario: months of being bathed, dressed, fed, and helped to
the bathroom by a person in an isolation suit.

A CRITICAL NEED TO MAINTAIN
A DEFAULT OF COMPASSION
Now, just a few weeks later, with the virus spreading and many
nonelders on ventilators, the idea of “elderly sequestration”
as it was presented in mid-March feels dated and irrelevant.
However, the episode can and should teach us a more important lesson: The idea was fatally flawed not only because
it was not feasible but primarily because it was so lacking
in compassion.
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The lack of compassion was not just related to the fact that
patients with end-stage dementia will undoubtedly be confused and frightened when confronted with months of care
administered by people in hazmat suits. It is also that the proposed policy, by creating pockets of isolation, felt like a setup for missteps and subsequent rampant infection. My first
thought was that these policies would not protect vulnerable
elders but hide them from view, causing another situation like
the one at Lifecare in Kirkland, Washington, which resulted in
more than 35 deaths.5 This time, our policies (and not just our
carelessness) would be responsible for creating it.
While writing this article, sadly, such a thing has happened,
just miles from my home. The Soldiers Home in Holyoke,
Massachusetts, is a skilled nursing facility that has generally been very highly regarded by veterans and their families.
Unfortunately, a lack of responsiveness to the current pandemic, including failure to provide protective equipment,
failure to remove symptomatic staff from frontline care, and
a lack of transparency about symptomatic staff and patients
has resulted in a scandal and a tragedy.6 Over 5 days at the
end of March, eight veterans died of coronavirus without
patients being sent to hospitals and without the cases being reported to either Massachusetts or local officials. Many
other patients in the facility also tested positive for coronavirus, as did staff members. While this incident was not driven
by a vertical interdiction policy, it was the result of actions
taken to isolate and sequester elders from the community.
The worst (and most symbolic) injustice was the fact that,
because of rules about disposing of bodies with coronavirus (and possibly to cover up the incompetence that led to
the deaths), the bodies of deceased veterans were piled into
a refrigeration truck sitting in the parking lot of the facility
as the tragedy unfolded.
This is a defining moment for physicians, for the healthcare
system, and for our society. I am so proud of my colleagues
who have stepped up, shown up, worn their (sometimes improvised) personal protective equipment and kept seeing pa-
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tients because it is our job and it is part of the contract we
entered into when we became physicians. Our policy choices
in this moment are just as important, and it is not our ability to “get the economy started again” but our sacrifices now
(or lack thereof) that will be remembered for a hundred years.
Choosing patients over profit, compassion over callousness,
are important not just for controlling hospital volumes and reserving intensive care unit beds, but also for preserving our
professional integrity and saving our humanity.
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