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Amanda Knox: Good morning. My name is Amanda Knox. I am the Pembroke Center Assistant 

Archivist. It is Friday, April 3, 2020, and I am here today with emergency medicine doctor, Resa 

Lewisss, who is a member of the Brown University class of 1992. We are both in two separate 

worlds right now really. I’m in Providence, Dr. Lewiss is in Philadelphia, because we are 

socially distancing ourselves, because we are in the midst of a COVID-19 global pandemic. So 

today, this is what we really want to talk about. And Dr. Lewiss, I kind of want to start from the 

beginning with when you first heard the stories coming out of China that this virus was there, 

what were you thinking in that moment and did you think that ultimately, we in the United States 

would end up at this point? 

 

Resa Lewiss: So within [1:00] emergency medicine, there are many I would say sub specialties 

and one of the sub specialties is global medicine, global health. And within emergency medicine, 

I’ve done a lot of work with point of care ultrasound and teaching point of care ultrasound and 

helping to develop programs globally. So I did think and I did have an eye to what was 

happening in other countries with the sense that it was going to not be if but when we started 

having direct interaction with COVID-19 here in the United States. 

 

AK: So do you, would you mind talking about the first time you encountered a case in 

Philadelphia because I, I can only assume that you have encountered many cases at this point.  

 

RL: So at this point, definitely I have encountered cases and the overall feeling right now in 

Philadelphia is I would say anticipation and preparation. We definitely have cases, we definitely 

[2:00] have sick patients. And also we’re looking closely to what’s happening right now in New 

York City that the storm is about to come, that this is a little bit of the quiet before the storm or 

the wave that’s about to break on the shore, if we were to make a Rhode Island seashore 
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reference. And I think one of the most eye opening pieces, I think it’s human nature to want to be 

able to categorize like, the patient will have fever and will have respiratory symptoms. Two 

weeks ago now I was a part of a webinar on the use of ultrasound for COVID-19, and what was 

eye opening and a little frightening, I would say to most of the clinicians, most of them were 

emergency doctors who are all about ultrasound. We were speaking with colleagues who are in 

Seattle because it seems you know, the Pacific Northwest got hit before maybe the Northeast, 

and they were saying that patients are presenting in all ways [3:00] shapes and forms. So 

someone that you think purely has a urine infection that’s become a kidney infection, COVID 

positive. Elderly people, it’s not a fever and it’s not a respiratory symptom, it’s they’re just 

generally weak. So it was eye opening to hear that COVID-19 can present in any way, shape or 

form. And to that end, a lot of emergency departments thought, well, we’ll just geographically 

cohort those with fever, respiratory symptoms on one side or in one room of the emergency 

department and everybody else. And what we found already in our department is that sense of 

cohorting and separation is, is a bit futile and falling by the wayside because patients are 

presenting in all different ways, shapes, or forms. So there’s been discussion, and children’s 

hospitals are doing this, where every patient that gets admitted gets swapped to check for 

positive versus negative. And there’s a lot of talk about that because of the, the virus’ [4:00] 

pervasiveness because of the different ways presenting and, you know, to control the spread of 

the infection. 

 

AK: Right now, one of the biggest news stories is lack of tests, and also lack of personal 

protective equipment for those of you who are on the front lines of dealing with sick patients. 

And you had mentioned just kind of automatically swabbing people to see. Is that something 

Philadelphia is doing right now? And then also more generally, do you think it is helpful if we 

had all the tests in the world to swab everyone who comes in? Or do you really think that we 

should be sticking to, to this method of only swabbing under certain conditions? 

 

RL: So just like most things in life, rather than being black and white, it’s gray and it’s the 

spectrum. And so starting with a swab, I think there was overall a feeling of delay of access to 

the test, [5:00] meaning the nasal pharyngeal swab. And that initially the test was a swab and 

send out. So you didn’t receive an answer to the results of the test for days. And that quickly got 
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mobilized, thankfully. And that feeling of the weight has decreased to the point that many 

hospitals have the ability to do the test in house. And where I work currently, we’re able to do it 

in house. So rather than days, it’s now on the scale of hours.  

 

AK: Wow. 

 

RL: So there is still a little bit of a delay, but it’s not, it’s not what we call a point of care, 

meaning immediate, like prick your finger and get a sugar. It’s a little longer than that, but still, 

it’s much better than a geographic send out. It’s much better than waiting days. I would say there 

is still a sense of a decision algorithm about who you test versus who you don’t test based on 

availability. So it’s not just universally available, and you know, there’s all aspects to the test. 

It’s not just, you know, the actual, you know, [6:00] swab that goes in the nose. There’s actually 

the reagent and you know, processing the test, the instrument, etc. So there’s many pieces, 

obviously, to getting the results of a test. It’s not universally and freely available, however, it’s 

much more available than it was. And I think there’s a movement towards getting easier, better, 

quicker access to the test. But then when you know, like most things, you know, even if you get 

the test, how true is the positive and how true is the negative? And what we’re finding is, there 

are a lot of what we call false negatives, meaning somebody gets swabs the test comes back 

negative, but they’re still pretty symptomatic or something’s not right. Re-swab them. One day 

later, three days later, one week later, oh, the test is positive. So that actually goes into the 

quality measures of number one, the test, but also the person that swapped. Like, did they really 

get enough sample from the back of the nasal pharynx? Like there’s all different factors.  

 

AK: I see. 

 

RL: So what people are wondering and thinking about is, well, what other ways [7:00] can we 

check for the positivity of this test, or the positivity of making the diagnosis of the virus and 

actually one of the things that we’re looking at and using is ultrasound. In fact, we have spoken 

with on these webinars and also received a lot of other social media communications, of 

clinicians who use ultrasound for diagnostics and also evaluation of the prognosis of the virus. 
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And what we found is ultrasound, if done carefully, and if done with, by people who know how 

to perform and interpret, can actually be quite sensitive, even more sensitive than chest X ray. 

 

AK: Really? So what are you looking for in an ultrasound to prove or disprove a COVID-19 

diagnosis?  

 

RL: So there’s, there are a lot of different ways that one can use ultrasound. And, you know, 

quite honestly, one of the more common ways is people that need an IV to [8:00] get tests or to 

get medicines put through the IV. If they have veins that aren’t visible or are difficult to access 

with an IV, we often will use ultrasound to find a vein to establish that. And I think that’s 

underappreciated by many people, but a lot of chronic medical conditions that many Americans 

have, such as diabetes, such as vascular disease, patients with a history of, for example, injection 

drug use, like sometimes veins are actually difficult to find and difficult to access. So even pre-

COVID-19, we used ultrasound to place IVs. So, similarly, when we have very sick patients 

coming in, in the setting of COVID-19, and again, this was another lesson from our colleagues in 

Seattle, it turns out that’s one of the more common applications. Back to COVID-19, if patients 

have respiratory symptoms, they’re in distress, they’re coughing, their oxygen levels are low, 

ultrasound can be utilized to evaluate the lungs. And there are certain [9:00] normal findings 

when we look at lungs that are not infected with any sort of virus or bacteria, and there’s certain 

changes that we see, pattern changes, that we see on the ultrasound when people are infected. 

Now, the pattern changes that we’re seeing with COVID-19 don’t say, “Oh, it’s COVID-19,” 

they generally just say, “there’s a viral infection, or there’s a diffuse viral, there’s a diffuse 

inflammation in the lungs.” So it’s sensitive, but it’s not specific. 

 

AK: Okay. And if I can backtrack a little bit in the timeline, as it was clear that the virus was 

going to make it to the United States, personally, were you preparing yourself, your home, 

family members, for what may come or, being a medical professional where you kind of a 

different mindset? 

 

RL: I think there’s always a feeling of needing to prepare and preparing. I think one of the 

commitments to medicine [10:00] is that it’s lifelong learning, you know, without being cheesy, 
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but it’s true because diagnostics are changing, treatments are changing, you know, viruses are 

changing. So there’s definitely a sense of needing to prepare, needing to read, needing to watch, 

needing to speak with colleagues. Like, I have had communications with colleagues over all over 

the world because of COVID-19. And also, the need to change how we’re triaging patients, how 

we’re basically putting them on different treatment algorithms and other pathways. And hospitals 

are creating those de novo because they didn’t have to in the past. One of the aspects of 

preparation that maybe you’ve read about certainly in the news is this concept of the pre-

hospital, pre-emergency department, pre-assessment tent. So that is just an expectation of the 

surge and wave of patients that are going to be coming and how do we evaluate them for safety 

to home [11:00] versus needing to go into the emergency department for a workup? 

 

AK: Are you finding, it’s been occurring to me lately that though we are in a global pandemic, 

regular emergencies don’t stop. So how are you, are you finding a slowdown in, I don’t know if 

there, there’s probably not like an average emergency case, but are you seeing slowdowns of 

other kinds of emergency cases as people are attempting to kind of stay home? Or are you still 

trying to toggle almost a normal influx of emergency cases with this new influx of COVID-19, 

or potentially COVID-19, emergency cases?  

 

RL: It’s a very astute question. We are definitely seeing a decrease in ED volumes. Fewer people 

are coming to the emergency department. And what we’ve seen in Philadelphia, this system in 

which I work, there’s the Emergency Department, [12:00] there are Urgent Cares, and there’s 

something called Telemedicine, Telehealth. And what we’ve seen is actually the number of 

Urgent Cares that we staff has gone down. So they’ve actually closed Urgent Cares – 

 

AK: Oh wow. 

 

RL: Leaving just a few open because most patients are voluntarily going or actually being issued 

to use telehealth and telemedicine because so much can actually be accomplished and 

determined. And, and I think there’s enough of a public awareness and concern that people are 

avoiding the Emergency Department unless they’re really, really, really sick. So that actually 

goes both ways. In one way, that’s great. That’s part of the social distancing and, you know, 
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staying away from an area that is probably, you know, full of contagion versus not. However, 

there is a concern that people are staying away from the Emergency Department or delaying their 

presentation so long, that it’s too late. And there’s been talk of, for example, someone that has an 

inflamed appendix and that appendix perforates, [13:00] it bursts, and then they become 

systemically infected with bacteria. So it’s a, it’s a fine line, pre-COVID-19, certainly people 

used the Emergency Department for what some people would, would determine as non-

emergencies. So I do think what is happening is making people think twice before just 

immediately going to the emergency department and whether it means they take care of it or see 

if there’s the tincture of time, or they call on telemedicine and have, you know, a video 

discussion with a provider, 

 

AK: Do you think this is going to impact the way people see and use emergency rooms going 

forward? Do you think that people will be more thoughtful in going to emergency rooms for 

something that may be quote unquote, a “non-emergency,” or do you think, you know, we can’t 

really predict this, but I guess ultimately, the big question is what kind of impact do you think 

[14:00] this is going to have going forward in terms of how people are viewing medicine and 

medical facilities?  

 

RL: I think there will be muscle memory. I think, without question medicine and the way 

medicine is practiced and the way patients interact with their clinicians will be forever changed. 

For all the naysayers and all the suspects and all the, oh telehealth telemedicine kind of brusher 

offers, that’s going to change because it’s not just emergency physicians that are now doing 

telehealth visits. We have cardiologists, we have hand surgeons. I’ve seen in discharged patients 

spoken with a specialist by phone and said, “Oh, we will have a telemedicine visit with them 

tomorrow and talk to them about their need for an echocardiogram.” Or, you know, they the 

hand surgery consultant said, “Oh, we’ll call them, we’ll look at the wound by camera and make 

a determination if we need to see them in the office.” So I do believe the way we practice 

medicine [15:00] and the way patients engaged with the health care system in the US will be 

forever changed. And yes, people will think twice before coming to the Emergency Department 

because now they’re going to see it. I do think people don’t always register that by going to the 

emergency department, you yourself are exposing you, you’re, you’re exposing yourself to 
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viruses, to diseases, to fill in the blank, that may not seem there. You can’t see it, but it’s there. 

And COVID-19 has made people acutely aware of that. 

 

AK: Absolutely. 

 

RL: Again, to backtrack a little bit with social distancing. How effective do you think the 

measures that are currently being taken are and will be? And again, as a medical professional, do 

you think that we are taking enough measures or what else do you think we could be doing to 

better protect ourselves against the virus or to flatten the curve as we’re saying now? [16:00] 

 

AK: It’s hard to know. And the graphs that we all see or glance by daily change a little bit. What 

is concerning is the steep curve, the steep curve in terms of cases and people diagnosed, but also 

the steep curve of mortality, people dying. And it’s one thing if you live in a rural area or place 

with a lot of green space, it’s different if you live in a city, city living, crowded conditions. And 

there’s just inevitability of interacting with people. Then if you add on public transportation, so 

obviously, many people are not currently employed, but there are some people that are employed 

and not everybody can, not everybody has a private car, not everybody can take Lyft or Uber. So 

there’s this element of public transportation, and what hygienic measures were in place before 

COVID-19 versus now you know, if you look at public [17:00] transportation of the United 

States and in different cities, it’s very different than what we might see if you go to Tokyo or 

Singapore, or a country in Scandinavia. So I think this is a wakeup call to what exactly are the 

conditions in the United States, not just the healthcare system, but also public spaces, public 

transportation, and it’s a, it’s a wake up. 

 

AK: What kind of changes are you seeing in Philadelphia right now? Or is there anything that’s 

especially surprising even just as you walk out your door? 

 

RL: You know, I try to see is there, are there, are there fewer people on the street? People are 

out. Part of it is you know, it’s springtime so the weather is nice. And I do think people are 

feeling closed up in their homes and they want to get out and take a walk or take a run. 

Philadelphia is not yet on that total lockdown. So people are allowed to be out. [18:00] For sure 
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there are fewer cars on the street. For sure the streets are quieter. I was coming back from work, 

late shift, and the driver told me that he feels the air is cleaner and Philadelphia does not smell as 

much. There are fewer people and there’s less garbage. I hadn’t appreciated that, but I thought 

that was a very interesting observation. I do see businesses closed and thank goodness right now 

there has been ongoing access to food in terms of grocery stores, maybe not everything is 

available, but you know, I think as long as food supply and water supply is not cut off, people are 

not in complete panic.  

 

AK: Are you feeling prepared for what is probably an inevitable rise in COVID-19 cases at your 

hospital? Do you feel that the hospital is prepared for that? [19:00] Do you think, which may not 

be a question that you want to answer. And again, to my earlier statement about the, the 

difficulty in getting masks and gloves, and just even the basic things that you use day to day, is 

that something that’s concerning? Or, or I guess, generally just looking forward, how are you 

kind of bracing yourself for that moment? 

 

RL: So, you know, I think my specific hospital, but hospitals in general, are at different – every 

hospital is different in terms of how it’s preparing, and anticipating. I definitely am working at a 

place that is actively preparing and actively anticipating and it’s very much driven by emergency 

medicine. What I’ve seen for sure is the traditional hospitals and healthcare systems that are a bit 

suspect or don’t completely understand what emergency medicine clinicians do, they’re 

becoming acutely aware because there is an nimbleness, [20:00] there is a can do, there’s an 

activity, and there’s a don’t wait aspect to the personality of people that are in emergency 

medicine and hospitals are definitely appreciating that. I see that happening at my hospital. 

In terms of preparation in terms of protective equipment, you know, the stories that we 

see on the news, they’re real. You know, sort of that hashtag believe women like hashtag believe 

healthcare clinicians. They’re not, this is not a lie. And that feeling of scarcity of resources, I 

believe is real. Where I’m currently working, I do feel that I’ve been provided with equipment 

and been provided with protection. And I think as a, quite honestly, the worst feeling as a 

physician is to not feel like you’re safe to be able to provide safe care for your patients. And it 

would be, it would not be true to say that I feel like there’s an abundance. Like, already we have 

not yet felt, [21:00] the wave has not crashed, as I said. The volume has not yet come, and 
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already, we’re being told to basically resource certain masks. The wipes to wipe down equipment 

are not in abundance and we’re supposed to be very careful in sort of limit. So there’s the sense 

of like, if we’re limiting now what’s going to happen when the true volume comes? 

 

AK: If, if this audio were to go on to the internet right now, what is one thing you would want 

people to know right now? And 10 years from now, when people listen to this interview, what is 

something you would want them to know 10 years from now? 

 

RL: I’m going to think for a minute.  

 

AK: Please do. [22:00] 

   

RL: So I think what I would say for the right now will hold true 10 years from now. This is an 

exquisitely unique period of time, we’ve never experienced anything like this in most of our 

lifetimes. The only thing that I can compare it to from all my reading and watching and direct 

conversations is World War Two, and actually the Holocaust in Nazi Germany. That’s what it 

reminds me a bit of. That’s number one. And I think what is very different about this current 

pandemic, is social media and the fact that there can be communication, there can be sharing of 

resources. I think everybody who’s not in healthcare should know that there is active planning, 

there is active communication, [23:00] there is active caring and planning.  

10 years from now, I think we will look back at this and understand why the health care 

system is now changed, like what the health care system looks like and how people access health 

care, health care resources, healthcare clinicians, will be permanently changed and will be an 

outcome of what’s happening right now. And the example would be telehealth telemedicine. 

 

AK: Is there anything, I don’t want to cut your time too short. So is there anything else that you 

think you would like to say on the matter in this interview? Anything that just generally you’d 

like to get in the historical record about emergency medicine in this moment or about your life in 

this moment? Anything that you think would be especially important to say? [24:00’]   
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RL: I think COVID-19 is, is, is the moment for emergency medicine. I think emergency 

medicine is having its time. I’ve never heard from so many people who are not in medicine, 

almost finally realizing what we do as a specialty, what we do as clinicians, and also understand 

that it’s not just physicians. You know, many of us make sure we acknowledge and call out, you 

know, the pre-hospital clinicians that actually are going into people’s homes and making sure 

they have protective equipment. There are nurses, there are respiratory technicians. There are x-

ray technicians. There’s so many people that we interact with, that we work with as a team when 

we’re in the emergency department. So I think emergency medicine is having its moment from 

the C suite and hospital administrators down to the lay public. People are realizing that this is a 

unique specialty with a unique set of [25:00] training. And emergency medicine physicians and 

emergency medicine team members are some of the most active and prepared for this moment. 

 

AK: Well, I want to thank you so much for the work that you’re doing on the front lines, I’m 

sure, though, as you said, the wave has not crashed, that it is not easy right now and it will 

continue to not be easy. But thank you so much for leaving your home while the rest of us should 

hopefully be staying in our homes so that you can do what you need to do and get us on the other 

side of that curve. So – 

 

RL: Thank you so much for having me. 

 

AK: Absolutely. Thank you for your time today. It’s been wonderful.  

 

RL: Great. 

--END-- 


