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To the Editor—The novel coronavirus pandemic accelerated
the development of overdue health care solutions in the
United States. Proposals have included a new public insurance program, a plan to permanently shore up the national
equipment stockpile, and new funding for rural hospitals,
among many others. But a glut of interest groups has lobbied
aggressively to shape the pandemic response [1, 2].
As future practitioners of public health, bioethics, and
medicine, we know that one principle is clear: students
should lead the charge in this critical moment to enact
lasting federal, state, and local policy improvements for
all Americans. Ultimately, students are best positioned to
advocate for the most important stakeholder: the patient.
The best public health practice uses a moment of crisis
as an opportunity for long-term change. This is the “triple
axel” of public health practice: establishing credibility,
explaining a problem, and fighting for a realistic solution [3].
Academics, reporters, and others have established credibility at a moment when messaging from government officials
is confused and sometimes contradictory. Experts have also
explained the overflowing cornucopia of latent problems in
our health care system that COVID-19 brought to the fore:
underfunded rural hospitals, treatments that patients cannot afford, and dismantled city and county public health
infrastructure [4]. The American public now deserves public policy solutions to support population health—Medicaid
and Medicare expansion, surprise billing regulation, and
appropriately funded public health agencies.
But the third element of the triple axel, fighting for realistic policy solutions, is the most difficult to land. It is here
that students and student groups should lend their voices
to guide elected leaders’ actions. To the public, students are
unsullied by negative behaviors that are often a result of
training and practicing in our health care system, and they
are less likely than other groups to face conflicts of interest [5]. Additionally, in the last decade advocating through
social media became increasingly common, and students
are using social media platforms to more actively work
toward social justice causes [6]. Recently, the American
Medical Association formally left a lobbying group prevent-

ing Medicare expansion [7]. The decision came after the
AMA’s Medical Student Section introduced a resolution
demanding the organization change its position [8]. More
advocacy efforts like this one from students could increase
health care access and affordability for all Americans.
It has been said that one should never let a serious crisis go to waste. By any measure, the novel coronavirus pandemic is the largest public health crisis of our lifetimes. In
this moment, students should trust in their unique ability to
advocate for the public. It is their voices that are so often
lost.
Ryan Koski-Vacirca, MPH MD candidate, Wake Forest School of
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Impact of the First Case of COVID-19 and
Statewide Executive Orders on Regional “Code
Stroke” Trends During North Carolina’s First
COVID-19 Surge

governor-issued executive orders. Having knowledge of
these influences provides the opportunity for more directed
community education on the importance of seeking emergent medical care during a pandemic.
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To the Editor—Atrium Health’s Stroke Network experienced
the same decreased trend in suspected acute stroke (“code
stroke”) presentations during the first wave of COVID-19
as has been widely reported [1, 2]. Previous reports speculated that state emergency declarations may have caused
the decrease and rebound in trends experienced. We sought
to explore the relationship between North Carolina’s statewide executive orders and our code stroke activation volume
to better understand what contributes to our population’s
decisions about whether to seek emergency treatment for a
suspected stroke.
We conducted an interrupted time series analysis to
determine the impact of the first reported case of COVID-19
in North Carolina and the ensuing statewide executive orders
on weekly code stroke trends across our regional stroke network’s 20 facilities during a 33-week period (3,740 code
stroke activations from December 8, 2019 to July 25, 2020).
We performed two interrupted time series analyses using
different starting points for the first intervention. Starting
point 1 was the first COVID-19 case. Starting point 2 was
the first statewide executive order, which prohibited mass
gatherings and closed public schools. For both models, the
first time interval ended with the second statewide executive order, which increased social restriction (the so-called
“stay-at-home” order). Most of the downward trend in code
stroke activation volume occurred after the first COVID-19
case (p = .0029), not after the first executive order. After the
second executive order, which increased social restrictions,
there was a significant increased trend in code stroke activations (p = .0047), while the phase 1 and 2 reopening executive orders were not associated with significant increases in
weekly code stroke activations.
Our analysis indicates the decreased trend in code stroke
activations was seen prior to the first statewide executive
order; rather, the decrease began after the first reported
COVID-19 case in North Carolina. The decreases in code
stroke activation volume were not significantly associated
with the restrictive executive orders. Similarly, the lessening of those restrictions was not associated with a significant rebounding trend. One can conclude the population’s
decisions about whether to seek emergent medical attention for a suspected acute stroke during the first surge of
the COVID-19 pandemic were not driven by state-mandated
declarations. Alternatively, our analysis suggests the community’s perception of the pandemic is more influential than
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To the Editor—The clinical clerkship is a crucial transition
point in a medical student’s training. Unfortunately, senior
medical students have been limited in their clinical exposure
in the face of the COVID-19 pandemic [1]. In April 2020, we
sent surveys to third-year medical students at the University
of North Carolina School of Medicine and their family members. We observed a drastic change in students’ perceptions
of the impact of the pandemic health crisis on their career.
Prior to COVID-19, 44.7% of students did not think a pandemic would have an effect on their medical education and
29.8% perceived a minimal negative effect. When COVID-19
was in the early outbreak stage in the United States, more
than half of the same group of students perceived the negative effects would be moderate, while only 2.1% perceived
COVID-19 would have no effect on their educational experience. In terms of potential future pandemics, 72.9% of
students felt the effect on their career would be negative.
Similar results and changes in perception were observed
from the medical students’ family members.
Our small-scale survey findings reveal an important message: concerns over the influence of a potential pandemic
on medical students’ education and careers were not on the
radar prior to the COVID-19 outbreak. Yet, our students are
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concerned about both the effects of COVID-19 on their education and the possible threats of a future pandemic affecting their medical career.
Despite notable increases in clinical teachers’ comfort
level with virtual learning environments due to the educational adaptations put into place as a result of the pandemic
[2, 3], our students’ concerns over their medical education
are substantial. The movement to a virtual learning environment preferentially affects preclinical students. However,
we must commit to providing strong clinical experiences
for students in this challenging time as well. One of the key
challenges is how to instill a public health mindset in our
students. Behavioral change is difficult, but it is critical that
students learn to help change behavior both among each
other and among patients. Providing mental health support
to students as they face an uncertain world is more important than ever, as there is a danger that anxiety could significantly interfere with students’ learning if we do not provide
them with adequate resources. We also need to remember
the lessons learned from COVID-19 so that we have a way
to maintain a stable learning environment if we are to face
something as disruptive in the future.
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To the Editor—As surgical leaders at 11 North Carolina
health systems, we write to draw your attention to the matter of safe surgical care during the ongoing SARS-CoV-2
pandemic. The ongoing spread of SARS-CoV-2 has required
health care systems to balance caring for patients with
SARS-CoV-2 with community need for surgical care. By
North Carolina executive order, all preoperative patients
must be screened for symptoms of SARS-CoV-2 prior to surgery, but serological testing of asymptomatic patients is not
required [1]. Health care institutions must therefore decide
how to balance allocation of limited testing resources, protection of perioperative staff, and provision of needed surgical care.
We sought to understand how North Carolina health systems were approaching this dilemma by describing preoperative testing strategies and results through a survey of 14
North Carolina health systems. We received 11 responses:
nine health systems were systematically screening asymptomatic patients for SARS-CoV-2 prior to non-time-sensitive
surgeries and could provide the number of tests done and
proportion of positive test results.
We divided the reporting period in two in response to
an increase in the background prevalence of SARS-CoV-2
in North Carolina in late May of 2020 to assess whether
the proportion of positive preoperative tests reflected the
broader increase. The first reporting period began when
each institution implemented its asymptomatic testing policy and ran through late May; this period spanned a median
of 16 days with a range of 12-55 days. Nine institutions provided preoperative testing data in the first reporting period.
The second reporting period ran from late May through late
June/early July, spanning a median of 41 days (range 36-42
days) and including data from seven institutions.
During the first reporting period, 28,353 tests were
reported, with positivity rates ranging from 0% to 1.43%
(average across all health care systems: 0.65%). During
the second reporting period, 53,745 tests were reported,
with positive rates ranging from 0.31% to 1.35% (average:
0.61%). Four of seven institutions reported higher positive
test rates during the second time period, while 3 of 7 institutions reported lower positive test rates.
Timely performance of non-urgent/non-emergent surgeries must be balanced against preventing markedly worse
outcomes among patients with unknown SARS-CoV-2 infections who undergo surgery [2, 3]. Building preoperative testing capacity is one strategy for achieving both. Decisions
about preoperative asymptomatic SARS-CoV-2 testing are
complex and will continue to be reassessed over time.
The descriptive results presented here are limited by data
availability and the heterogeneity of testing policies between
institutions; they are therefore not sufficient to provide support for or against a specific preoperative testing strategy,
but are rather intended to stimulate institutional introspection. Evidence suggests that SARS-CoV-2 will continue to
affect health care delivery through winter, into spring, and
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possibly beyond [4]. We suggest that North Carolina health
care systems collaborate to further investigate the role of
preoperative testing in the safe provision of surgical care in
order to generate more consistent testing policies that are
responsive to changes in local SARS-CoV-2 incidence.
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