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The story of the coronavirus disease 2019 (COVID-19) 
pandemic in the United States has been defined, in 
part, by a persistent shortage of medical supplies 
that has made it difficult and dangerous for health-

care workers to care for infected patients. States, health sys-
tems, and even individual hospitals are currently competing 
against one another—sometimes at auction—to obtain per-
sonal protective equipment (PPE). This “Wild West” scenar-
io has resulted in bizarre stories involving attempts to obtain 
PPE. One health system recently described a James Bond–like 
pursuit of essential PPE, complete with a covert trip to an in-
dustrial warehouse, trucks filled with masks but labeled as food 
delivery vehicles, and an intervention by a United States con-
gressman.1 Many states have experienced analogous, but still 
atypical, stories: masks flown in from China using the private jet 
of a professional sports team owner,2 widespread use of novel 
sterilization modalities to allow PPE reuse,3 and one attempt to 
purchase price-gouged PPE from the host of the show “Shark 
Tank.”4 In some cases, hospitals and healthcare workers have 
pleaded for PPE on fundraising and social media sites.5 

These profound deviations from operations of contempo-
rary health system supply chains would have seemed beyond 
belief just a few months ago. Instead, they now echo the col-
lective experiences of healthcare stakeholders trying to obtain 
PPE to protect their frontline healthcare workers during the 
COVID-19 pandemic.

HEALTHCARE MARKETS DURING  
A PANDEMIC
How did we get into this situation? The manufacture of 
medical supplies like gowns and masks is a highly competi-
tive business with very slim margins, and as a result, medical 
equipment manufacturers aim to match their supply with the 
market’s demand, with hospitals and health systems using just-
in-time ordering to limit excess inventory.6 While this approach 
adds efficiency and reduces costs, it also renders manufactur-
ers and customers vulnerable to supply disruptions and short-
ages when need surges. The COVID-19 pandemic represents 

perhaps the most extreme example of a massive, widespread 
surge in demand that occurred multifocally and in a highly 
compressed time frame. Unlike other industries (eg, consumer 
paper products), however, in which demand exceeding supply 
causes inconvenience, the lack of PPE has led to critical pub-
lic health consequences, with lives of both healthcare workers 
and vulnerable patients lost because of these shortages of 
medical equipment.

THE SPECIAL CASE OF PPE
There are many reasons for the PPE crisis. As noted above, 
manufacturers have prioritized efficiency over the ability to 
quickly increase production. They adhere to just-in-time or-
dering rather than planning for a surge in demand with extra 
production capacity, all to avoid having warehouses filled with 
unsold products if surges never occur. This strategy, com-
pounded by the fact that most PPE in the United States is im-
ported from areas in Asia that were profoundly affected early 
on by COVID-19, led to the observed widespread shortages. 
When PPE became unavailable from usual suppliers, hospitals 
were unable to locate other sources of existing PPE because 
of a lack of transparency about where PPE could be found and 
how it could be obtained. The Food and Drug Administration 
and other federal regulatory agencies maintained strict regu-
lations around PPE production and, despite the crisis, made 
few exceptions.7 The FDA did grant a few Emergency Use Au-
thorizations (EUAs) for certain improvised, decontaminated, or 
alternative respirators (eg, the Chinese-made KN95), but it has 
only very infrequently issued EUAs to allow domestic manu-
facturers to ramp up production.8 These failures were accom-
panied by a serious increase in PPE use, leading to spikes in 
price, price gouging, and hoarding,9 problems that were fur-
ther magnified as health systems and hospitals were forced to 
compete with nonhealthcare businesses for PPE. 

LACK OF FEDERAL GOVERNMENT RESPONSE 
The Defense Production Act (DPA) gives the federal govern-
ment the power to increase production of goods needed 
during a crisis8 to offer purchasing guarantees, coordinate fed-
eral agencies, and regulate distribution and pricing. Howev-
er, the current administration’s failure to mount a coordinated 
federal response has contributed to the observed market in-
stability, medical supply shortages, and public health crisis we 
face. We have previously recommended that the federal gov-
ernment use the power of the DPA to reduce manufacturers’ 
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risk of being uncompensated for excess supply, support tem-
porary reductions in regulatory barriers, and create mandatory 
centralized reporting of PPE supply, including completed PPE 
and its components.10 We stand by these recommendations 
but also acknowledge that hospitals and health systems may 
be simultaneously considering how to best prepare for future 
crises and even surges in demand over the next 18 months as 
the COVID-19 pandemic continues.

RECOMMENDATIONS FOR HEALTH SYSTEMS 
AND HOSPITALS 
1. Encourage mandates at the hospital, health system, and 
state level regarding minimum inventory levels for essential 
equipment. Stockpiles are essential for emergency prepared-
ness. In the long term, these sorts of stockpiles are economi-
cally infeasible without government help to maintain them. In 
the near term, however, it is sensible that hospitals and health 
systems would maintain a minimum of 2 weeks’ worth of PPE 
to prepare for expected regional spikes in COVID-19 cases. 
However, a soon-to-published study suggests that over 40% of 
hospitals had a PPE stockpile of less than 2 weeks.11 Although 
this survey was conducted at the height of the shortage, it sug-
gests that there is opportunity for improvement.
2. Coordinate efforts among states and health systems to 
collect and report inventory, regionalize resources, and co-
ordinate their distribution. The best example of this is the 
seven-state purchasing consortium announced by New York 
Governor Andrew Cuomo in early May.12 Unfortunately, since 
the announcement, there have been few details about wheth-
er the states were successful in their effort to reduce prices or 
to obtain PPE in bulk. Still, hospitals and health systems could 
join or emulate purchasing collaboratives to allow resources to 
be better allocated according to need. There are barriers to 
such collaboratives because the market is currently set up to 
encourage competition among health systems and hospitals. 
During the pandemic, however, cooperation has increasingly 
been favored over competition in science and healthcare deliv-
ery. There are also existing hospital purchasing collaboratives 
(eg, Premier, Inc13), which have taken steps to vet suppliers and 
improve access to PPE, but it is not clear how successful these 
efforts have been to date.
3. Advocate for strong federal leadership, including support 
for increased domestic manufacturing; replenishment and 
maintenance of state and health system stockpiles of PPE, 
ventilators, and medications; and development of a central-
ly coordinated PPE allocation and distribution process. While 
hospitals and health systems may favor remaining as apolitical 
as possible, the need for a federal response to stabilize the PPE 
market may be too urgent and necessary to ignore. 

CONCLUSION
As hospitals and health systems prepare for continued surges in 
COVID-19 cases, they face challenges in providing PPE for front-
line clinicians and staff. A federal plan to enhance nimbleness 
in responding to multifocal, geographic outbreaks and ensure 
awareness regarding inventory would improve our chances to 

successfully navigate the next pandemic and optimize the pro-
tection of our health workers, patients, and public health. In the 
absence of such a plan, hospitals should maintain a minimum of 
2 weeks’ worth of PPE to prepare for expected regional spikes in 
COVID-19 cases and should continue to attempt to coordinate 
efforts among states and health systems to collect and report in-
ventory, regionalize resources, and coordinate their distribution.
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