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Dedication

This independent review of New Jersey's response to the COVID-19 pandemic is dedicated to the tens
of thousands of New Jerseyans who lost their lives, and to their loved ones. We also dedicate this
review to those who lost their jobs and businesses, as well as the heroes who put themselves at great
personal risk by working tirelessly 24/7 for months to save, help, and serve others.

The purpose of this review is to examine how prepared New Jersey was for the COVID-19 pandemic.
The report evaluates how well the government responded, identifies lessons learned, and offers
recommendations to help New Jersey fare better in a future emergency.

During our review, we met a New Jersey family that lost their parents in a nursing home early in the
pandemic. During a series of very emotional sessions with the family, we learned that their father's older
brother had died during the Great Influenza of 1918. They asked us, “How could this have been allowed
to happen? We had 100 years to learn from the 1918 pandemic that took the older brother; why weren't
we better prepared? Why didn’t we have better plans in place to deal with this pandemic?”

Our federal and state governments owed it to their citizens to have the right mechanisms in place to
reduce the widespread disruptions, the sheer volume of illnesses, and the devastating losses we all
experienced. More was owed to the heroes called on to deal with the healthcare crisis to ensure that
they were properly equipped with the staffing, plans, training, and resources needed to respond at the
beginning of the crisis when the tsunami of cases hit.

We collectively failed as a nation and as a state to be adequately prepared. At the State level, heroic
actions were taken to respond in good faith to the crisis. As the pandemic progressed, significant
systemic improvements helped New Jersey mitigate the crisis, but no level of effort could overcome an
inadequate healthcare infrastructure and scarcity of basic medical supplies. Neither the State nor the
Federal Government had clear, executable plans in place to respond to and manage such limited
resources in an uncertain and rapidly evolving environment.

We hope the report can serve as a playbook for New Jersey — a guide to putting in place the
appropriate resources, plans, and processes — so that we can all be better prepared for the next major
crisis. Let us learn from this horrific experience today so we can avoid another one tomorrow.

Paul H. Zoubek

Montgomery McCracken
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Chapter 1 Executive Summary



1. Executive Summary

The COVID-19 pandemic was devastating to New Jersey with tens of thousands of lives lost,
families torn apart, millions of people experiencing sickness, impaired childhood education, more
than a million jobs lost, and financial ruin for so many. The pandemic arrived suddenly and
upended everyday life here and all over the world. Our state — with the densest population in the
country, international gateways such as Liberty International Airport, and location between New
York City and Philadelphia — was ripe for being hit in the first wave of the pandemic’s arrival in the
United States. And it was clearly hit harder and faster than many other states.

Compounding these enormous challenges to New Jersey was the scarcity of accurate information
about the virus and the shortage of the most basic items for protecting against a contagious
disease. The usual source for both emergency information and equipment — the federal
government generally and the Centers for Disease Control and Prevention (CDC) specifically —
could not or would not, in many respects, fulfill those needs. Nor was the primary international
health organization — the World Health Organization (WHO) — able to provide the guidance the
entire world expected from it.

Governments at every level were called upon to handle the horrific and widespread effects of the
pandemic. In keeping with our mission to conduct “an independent review of the State’s handling
of the COVID-19 pandemic,” this review is focused both on what New Jersey had done to prepare
for a potential public health emergency and, once the pandemic hit, what New Jersey's
government did to manage the emergency in order to protect its residents, promote public health,
provide leadership, disseminate information, and continue delivering the usual services that people
rely on from their state government. This report also examines the virus's impact on New Jersey's
most vulnerable and underserved residents, who bore a disproportionate share of that impact.

We undertook an independent and thorough assessment of the whole of the New Jersey State
Government's preparations for potential emergencies and its decisions and actions starting from
the earliest hints of a respiratory disease cluster in Wuhan, China. We obtained extensive
information from 31 state agencies and entities and met with many of those who were directly
involved in key decisions and actions, focusing mainly on the Office of the Governor, the
Department of Health, and the Office of Emergency Management (part of the State Police). In
addition, we analyzed thousands of pages of data both within the State and elsewhere to compare
New Jersey's experience with that of other states. We also heard from many outside New Jersey's
government who performed vital roles throughout the course of the pandemic — often in close

T State of New Jersey. (2022, November 28). Governor Murphy Announces Independent Review of State's Response
to COVID-19 Pandemic. New Jersey COVID-19 Information Hub. https://covid19.nj.gov/fags/announcements/all-
announcements/governor-murphy-announces-independent-review-of-states-response-to-covid-19-
pandemic#:~:text=The%20review%2C%20which%20will%20contain,consulting%20firm%20Boston%20Consulting%

20Group
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coordination with State officials. Not a single person turned down any request we made for
information or consultation.

In fact-gathering for our analysis of New Jersey's state government, we heard some of the tragic
stories that represent the experience of so many New Jerseyans and families over the past few
years. Figures from the CDC show that between March 2020 and May 2023, New Jerseyans
suffered nearly 3,000,000 cases of COVID-19 and more than 33,000 deaths.? We learned about
families in which both parents died of COVID-19, leaving their children orphans. We were told
about families who lost more than ten relatives. We know about the heart-wrenching experience of
having an end-of-life call with a quarantined family member. We heard about nurses, social
workers, and police officers who were terrified to bring the virus home to their families. In the face
of these dire events, the State went to extraordinary lengths to support its residents. Many people
— both in and out of government — performed heroically, often working 24/7 for long stretches of
time. New Jersey is fortunate to have such dedicated people in both the public and private sectors.

Some populations in New Jersey, including elderly people and those without regular access to
healthcare, were particularly susceptible to COVID-19. The pandemic compounded issues that were
already present in the healthcare system, worsening inequities that already existed. Those living in
congregate settings suffered enormously given the virus’ ability to spread rapidly through close
contact. Some of the Veterans’ Homes were particularly hard-hit because of a combination of
factors including wholly inadequate infection controls. Since we began our review, both the U.S.
Department of Justice® and the State Commission of Investigation® issued scathing reports of
Veterans' Homes, finding “Broad failures in leadership and management,” resulting in numerous
violations of residents’ rights, including a “systemic inability to implement clinical care policy, poor
communication between management and staff, and a failure to ensure basic staff competency
[that] let the virus spread virtually unchecked throughout the facilities.”

We undertook an extensive review of the serious issues that existed in New Jersey's long-term care
and congregate settings. We analyzed New Jersey’s handling of congregate settings, visiting key
sites and meeting with residents and interested organizations. Our independent analysis confirms
the findings by DOJ and SCl, and they are accepted here. We acknowledge that substantial reforms
have been made to Veterans’ Homes in New Jersey, with additional changes being implemented.
This report reviews those reforms and makes further recommendations. To add to the body of

2 Centers for Disease Control and Prevention. (2024, February). Deaths by Week and State. COVID-19 Data from
NCHS. https://www.cdc.gov/nchs/nvss/vsrr/COVID19/index.htm

3 United States Department of Justice Civil Rights Division and United States Attorney's Office District of New
Jersey. (2023, September 7). Investigation of the New Jersey Veterans Memorial Homes at Menlo Park and Paramus.
Report available at https://www justice.gov/media/1313306/d|

4 State of New Jersey Commission of Investigation. (2023, October). An Investigation into the State of New Jersey's
COVID-19 Response at the Veterans Memorial Homes. Report available at
https://www.nj.gov/sci/pdf/Pandemic%20Report.pdf
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information captured in those investigations, this report focuses extensively on the serious issues
that existed in New Jersey's other long-term care and congregate settings.

Nobody can forget the sight of refrigerated containers used as temporary morgues, let alone
corpses stacked in piles, due to mortuaries being overwhelmed with the number of New Jerseyans
who died in the first wave of the pandemic. Effective preparedness is essential to avoiding a similar
situation in the future. Emergency preparedness is an essential discipline for governments, whether
for an act of terrorism, a “superstorm,” or a global pandemic. One comment we frequently heard in
interviews was that “Nobody saw this coming.” While it is true that COVID-19 was a never-before-
seen disease, New Jersey — and the rest of the world — had been through pandemics and large-
scale infectious diseases before and knew how vital it was to prepare for the next one. The Great
Influenza of 1918 was similarly catastrophic in its impact. A significant portion of the world’s entire
population was infected at a time in history when antivirals and other tools of modern medicine
did not exist. America drew lessons from that crisis which shaped the foundation of our pandemic
response planning — including how to coordinate across different branches of government; what
constitutes effective public health communication; the importance of surging hospital capacity,
vaccination, infection control guidelines; the effectiveness of public quarantine and isolation, and
disease surveillance — for the next 100 years. Yet we come back to the central questions underlying
this review: why we were not better prepared 100 years later, what lessons we will draw from this
latest pandemic, and whether we as a nation will fare better when we are inevitably tested in the
future.

Since 1918, New Jersey has endured several influenza epidemics and other public health
emergencies ranging from Ebola to adenovirus. While nothing since the 1918 flu resulted in such
large-scale death and disease, it cannot be said that "nobody saw this coming” given the historical
precedents. And this is not the only crisis that New Jersey has faced—the state has weathered
emergencies from Hurricane Sandy to 9/11.

This report focuses on three questions: “What did New Jersey do to be prepared?” "How did New
Jersey respond and was it effective?” and “What must New Jersey do now to be better prepared
for the inevitable next pandemic or other emergency?”

New Jersey did have plans for what to do if another pandemic hit, and laws were on the books to
give government the appropriate emergency tools to use when it did. We analyzed how well the
plans, laws, and processes in place during the pandemic functioned in the face of the actual
emergency, and we make recommendations for how to improve them.

A vitally important aspect of the COVID-19 response was how to prevent its spread. One method
that was known to be effective in preventing the spread of respiratory diseases transmitted in
aerosol form during normal breathing was the use of facemasks. However, in the early phase of the
pandemic, state governments did not know that COVID-19 spread that way. Health authorities
believed the disease was spread when individuals came into contact with droplets on surfaces
where they had fallen. As a result, masking was discouraged and surface cleaning was emphasized
throughout March 2020.
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But even if health authorities had known about aerosol spread, there was another more
fundamental problem: a grossly insufficient supply of personal protective equipment — facemasks,
gowns, and gloves. For all practical purposes, New Jersey's personal protective equipment (PPE)
stockpiles were insufficient. On top of that, the breakdown in the global supply chain prevented
quick acquisition of additional supplies. While New Jersey had a small stockpile of old masks left
over from a prior health crisis, these were expired. As a result, many who should have had access
to multiple masks per day were required to improvise and either re-use masks — meaning that the
masks themselves could be carrying the virus into a new environment — or go without. Nurses were
briefly forced to use garbage bags when the supply of sterile gowns ran out.” The Federal
“Strategic National Stockpile” did not fare any better — ventilators that were literally of life-or-death
importance to COVID-19 patients were not available in sufficient numbers and then were delivered
broken or inoperable.® When the Federal government’s did not centralize PPE procurement for the
country, individual states were left to find supplies on the open market, putting them in
competition with other states and countries which were equally desperate.

The lack of masks limited the ability of states to unwind lockdowns and closures in a way that did
not create greater health risks. For example, New Jersey could have re-opened many indoor
locations sooner with universal masking. The State could also have allowed public use of outdoor
recreation sooner, assuming that there was an adequate supply of masks and people opted to use
them. Beyond the mask shortage, the cynical attacks on basic health information were another
tragedy of COVID-19. Communities were polarized: the decision to use masks (or socially distance
or get a vaccination) was freighted with political overtones. Lives were lost to the misinformation—
both deliberate and unintentional—which surrounded the pandemic.

This report analyzes these overarching issues and questions thematically and then chronologically.
This recognizes that the impact of COVID-19 and what New Jersey did to manage it changed over
time; each period posed different challenges and required tailored actions. To provide proper
context for our observations, this report classifies different time periods during the pandemic,
depending on the development of the disease and its variants, the changing effects on health, and
the availability of vaccines.

The events of early 2020 reveal a great deal about how little was known at the start of the
pandemic and how quickly the response escalated:

e December 2019: Reports from Wuhan about a respiratory illness.
e January 20, 2020: First New Jersey Department of Health (NJDOH) Press Conference.
e February 3, 2020: The Governor forms the Coronavirus Task Force.

> Flanagan, B. (2020, May 19). Nurses claim they wore garbage bags to shield themselves from COVID-19. NJ
Spotlight News. https://www.njspotlightnews.org/video/nurses-claim-they-wore-garbage-bags-to-shield-
themselves-from-covid-19/

6 Sanger, D., Kanno Youngs, Z., and Kullish, N. (2020, April 20). A Ventilator Stockpile, With One Hitch: Thousands
Do Not Work. New York Times. https://www.nytimes.com/2020/04/01/us/politics/coronavirus-ventilators.html
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e March 2, 2020: The Governor's initial press conference. This press conference contained the
below messages, based on best available information from the CDC:

— There is no need for masks; the assumption is that it spreads in droplets, not through
breathing.

—  Precautions are the same for COVID-19 as you would take for flu — wash hands, stay
home if you're sick.

— State’s main focus will be on those who are symptomatic.
e March 4, 2020: First New Jersey case confirmed

From then on, the magnitude of COVID-19's impact was apparent and immediately proceeded to
crash across the State in a series of waves, which are the periods used throughout this report:

e March 2020 - June 2020 Initial surge: In this phase, widespread infections led to extreme
stress on hospitals and healthcare workers trying to treat patients without sufficient PPE or
proven therapeutics.

e July 2020 — May 2021 Second surge: Saw renewed infection rates but also an effective
vaccine, re-stocked PPE, and better general understanding about effective treatments.

e June 2021 - March 2022 Delta and Omicron surges: Variants of the virus proving more
contagious.

e April 2022 — present Endemic phase: COVID-19 remains active and causing disease but is
being more effectively managed.

Governor Murphy declared a Public Health Emergency on March 9, 2020, less than a week after the
first case had been reported in New Jersey. By then, the disease was already spreading fast,
particularly in and around New York City and Northern New Jersey. “Super spreader” events took
place in New Jersey and elsewhere during the period before it was widely known that people
without symptoms could nonetheless be infected and infect others. Better information on
asymptomatic aerosol spread would have allowed for quicker action and would have saved lives.

Consequently, New Jersey suffered the second-worst rate of death among all the states during the
Initial Surge of the pandemic. But the State, to its credit, took bold and early steps designed to
substantially reduce the number of people infected — shut-downs, quarantines, mask requirements,
and social distancing were all implemented and resulted in dramatic improvements in health
outcomes over the course of the pandemic. By the Delta and Omicron Wave, New Jersey became
one of the states with the lowest death rates.

Regardless of the improvements, too many families lost loved ones to COVID-19. Shutdowns had
disastrous effects on business and commerce. School closures not only led to lost learning for
students, but huge burdens on families with school-age children whose parents had to figure out
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how to keep their children happy, healthy, and learning. Many needed to do this while still doing
their regular jobs and others needed to leave their jobs to be home to care for their children or ill
family members.

In addition to focusing on the State’s emergency preparedness, this report examines the steps New
Jersey took to attack the disease, maintain the healthcare system, and promote public health by
focusing on significant interventions. The report lays out the data regarding those actions and their
impacts, and what other states — facing similar but not identical challenges — opted to do. From
these, the report derives lessons from the strengths and challenges of New Jersey's response in
each area. It then makes recommendations based on those lessons for how to improve New
Jersey's readiness for and response to future emergencies.

11 Overall summary and recommendations

This review provides extensive detail on the actions New Jersey took to respond to COVID-19. It
outlines what worked as well as the challenges for each part of the response. Across each set of
actions that the State took, the State’s initial lack of preparedness contributed to the challenges it
faced. The actions in the early phase of the pandemic would have been more coordinated and
efficient had it been prepared and received a clear signal on the severity of the disease.

Much about the disease was not known in the beginning and being one of the first states hit with
the outbreak of COVID-19 made New Jersey's challenge more difficult than almost any other state.
Despite this adverse set of circumstances, the State's response to COVID was aggressive, wide-
ranging, and made use of the toolset it had available. Those tools became increasingly effective
over time due in large measure to the heroic actions of State employees, effective and
collaborative action from key agency leaders, and coordinating efforts from the center. The co-
location of leaders at the ROIC and the direct involvement of senior members of the administration
was key; this skillful collaboration among State leadership had been built in response to prior
emergencies such as extreme weather events.

While these leaders and coordinating efforts deserve to be recognized, the trajectory of an
emergency response cannot be left to the individual personalities in place when disaster strikes—
making the right investments now, including better preparation, is essential to ensuring the state
can rise to the challenge of responding to the next emergency.

In general, the impacts of COVID-19 in New Jersey exposed areas where society or institutions were
already weak. For example, the disproportionate mortality rate for Black and Hispanic New
Jerseyans was not a result of COVID-19's pathology, but the result of systemic inequities built into
the health system long before the disease arrived. Similarly. perennial challenges for state
governments (in New Jersey and beyond) such as operating flexibly, expediting bureaucratic
processes, and coordinating across agencies became likely failure points when COVID-19 upended
regular operations and created a set of new demands which agencies needed to begin to fulfill on
short notice.

Page 7



An overarching theme that emerged in many different contexts was that the public health system
requires ongoing investment; it cannot be ignored or underfunded for years and then be expected
to become capable of handling a massive global crisis. An effective public health capability requires
substantial and consistent financial support, including adequate staffing and compensation that
attracts people with the necessary knowledge and skills to perform the vital tasks required of the
NJDOH and local health departments.

Another consistent message was that emergency plans do no good if those plans are put on a
shelf and forgotten. In 2015, the NJDOH created a Pandemic Influenza Plan, which was extremely
accurate in predicting what would eventually happen during the COVID-19 pandemic. It included
specific recommendations about actions that could be taken; organizational structures for
emergency management; and detailed factual, legal, and regulatory resources that could be
consulted. Unfortunately, the 2015 Plan was not widely known within senior State leadership by the
time COVID-19 hit. Yet effective emergency preparation involves planning, periodic training /
exercises, and people. The people in place must be familiar with the plan, adequately equipped
and trained, and know who to work with in executing it. Several people in government told us they
thought “some other agency” ought to have an Emergency Preparedness Manager. In fact, that
position exists (and is staffed) in the other agency, but the people we spoke with were unaware of
that fact.

Throughout this document, New Jersey's response to COVID-19 will be compared to that of other
states. While there were distinct models used across the country, New Jersey's operational
response was not fundamentally different from other states in its region or other states which were
part of the initial outbreak of the disease. Where instructive, these comparisons are used to inform
recommendations.

The strengths and challenges in Chapter 5 Decisions and Response and recommendations
contained in Chapter 6 Congregate Settings and Chapter 7 Recommendations of this report cover
a range of topics:

e Creating emergency plans and training, exercising, monitoring, and auditing them

e Investing in improving health equity in New Jersey

e Building partnerships with community organizations, the healthcare sector, local health
departments and beyond

e Improving the resiliency of the long-term care sector and managing emergencies in other
congregate settings

e Improving state government collaboration and communication during an emergency
response

e Investing in data and technology to support a response

e Appropriately resourcing emergency response

There have been far too many victims of this pandemic. We must not forget that COVID-19 was not
simply a set of horrific data. Each statistic represents a person, a family, and a community. We
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heard stories from many individuals about their personal experiences with loss. Everyone in New
Jersey has their own unique story — and this report should serve as a memorial for the pandemic’s
many victims. It is a call to action for New Jersey to take the necessary steps to ensure that the
State is properly prepared for public health crises. Despite the lessons of the last four years, New
Jersey remains underprepared for the next emergency. We owe it to those who lost their lives, and
the families who suffered, as well as the heroic State workers and healthcare professionals.

“The U.S. cannot prepare for these inevitable crises if it returns to normal, as many of its people ache
to do. Normal led to this. Normal was a world ever more prone to a pandemic but ever less ready for
one. To avert another catastrophe, the U.S. needs to grapple with all the ways normal failed us.”

~ Ed Yong, 2021 Pulitzer Prize winning journalist
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2. Pre-Pandemic Preparedness

Along with wars, public health crises (which include pandemics) are constants in human history.
Indeed, even the brief review below of some of the public health crises of the past 100 years shows
the inevitability of the next pandemic. But unlike nations’ unrelenting state of readiness (and
funding necessary for this state of readiness) for war, preparing for the next pandemic is only
considered to be a priority in the immediate aftermath of an experienced pandemic. As one
headline put it: “The U.S. Approach to Public Health: Neglect, Panic, Repeat.”

While preparing for war can be left, in large part, to the Federal Government, preparing for
pandemics can — and must also — be done at the state, county, and local levels. Each pandemic,
epidemic, and public health crisis experienced has lessons for the next one. Whether these lessons
are heeded is the crux of preparedness.

This chapter is structured in four sections:

e Section 2.1 focuses on influenza pandemics over the past 100+ years and reviews some of
the other pandemics and epidemics the world has faced. This brief review shows the
inevitability of pandemics and that lessons can be learned from each.

e Section 2.2 discusses New Jersey's efforts to prepare for pandemics and other public health
emergencies in the 21st Century.

¢ Section 2.3 provides a review of the state agencies tasked with emergency and public health
preparedness and reviews their level of preparedness when COVID-19 hit.

2.1 The Historical Drumbeat of Pandemics

2.1.1 Influenza Pandemics

The Great Influenza (1918 HIN1 Flu)

Before the COVID-19 pandemic, the deadliest pandemic' in modern history was the Great Influenza
of 1918. While there are several theories as to this particular influenza virus's origins, John Barry, in
his seminal book, The Great Influenza, asserts that epidemiologic evidence suggests that,

TThe CDC defines “pandemic” as “an epidemic occurring over a very wide area (several countries or continents)
and usually affecting a large proportion of the population.” An “epidemic” is “the occurrence of more cases of
disease than expected in a given area or among a specific group of people over a particular period of time.
Centers for Disease Control and Prevention. (2015, January 21). Epidemiology glossary. Retrieved from
https://www.cdc.gov/reproductivehealth/data stats/glossary.html

2 Barry J. M. (2004). The site of origin of the 1918 influenza pandemic and its public health implications. Journal of
translational medicine, 2(1), 3. https://doi.org/10.1186/1479-5876-2-3
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regardless of where the virus originated, it was first detected in Haskell County, Kansas. Haskell
County is a sparsely populated farming county located several hours southwest of Kansas City.? It
was there that, in January and February 1918, Dr. Loring Miner was overwhelmed with treating
otherwise healthy young and middle-aged residents who were suffering—and dying—from an
influenza with symptoms of “unusual intensity.”* Dr. Miner was so alarmed that he contacted the
U.S. Health Agency.® The wave of illness in Haskell County receded by March, but by that time at
least two local soldiers, who were stationed 260 miles away at Camp Funston (a hastily built military
base near Fort Riley, Kansas), had come home for a short leave before returning to the Camp.® By
March 4, the first soldier at the camp reported ill with influenza. Within 3 weeks, more than 1,100
others were sick enough to require hospitalization.” Kansas was just the beginning. As soldiers were
deployed from Fort Riley to military bases throughout the country, and then to Europe to fight in
the final months of World War |, influenza followed and ultimately killed more American military
personnel than did the fighting.®

While the first wave of the Great Influenza receded in late spring 1918, a second, more deadly wave
occurred in the fall that year. The second wave hit Philadelphia and the mid-Atlantic region
particularly hard.® Unfortunately, Philadelphia’s decision-making at that time is now considered an
example of “what not to do.” On September 21, 1918, the Philadelphia Board of Health made
influenza a "reportable" disease in the city.”® But already scheduled for just a week later was the
soon-to-be infamous Liberty Loan parade, the purpose of which was to sell bonds for World War
. Despite physicians’ and infectious disease experts’ recommendations to cancel the parade, on
September 28, some 200,000 people gathered on Broad Street."” Within 72 hours, every bed in

3 Barry, J. M. (2020). The Great Influenza: The Story of the Deadliest Pandemic in History (p. 93). Penguin Books.
ISBN 9780241991565.

41d. (p. 93)

>1d.

& Barry J. M. (2004). The site of origin of the 1918 influenza pandemic and its public health implications. Journal of
translational medicine, 2(1), 3. https://doi.org/10.1186/1479-5876-2-3

71d.; Davis, K. C. (2018, September 21). Philadelphia Threw a WWI Parade That Gave Thousands of Onlookers the
Flu. Smithsonian Magazine. Retrieved from https://www.smithsonianmag.com/history/philadelphia-threw-wwi-
parade-gave-thousands-onlookers-flu-180970372/

81d.; Byerly C. R. (2010). The U.S. military and the influenza pandemic of 1918-1919. Public health reports
(Washington, D.C. : 1974), 125 Suppl 3(Suppl 3), 82-91.

9 Petras, G., & Gelles, K. (2020, May 22). 100 years ago, Philadelphia chose a parade over social distancing during
the 1918 Spanish flu — and paid a heavy price. USA TODAY. Updated May 25, 2020. https://www.usatoday.com/in-
depth/news/2020/05/22/second-wave-coronavirus-spanish-flu-1918-philadelphia-st-louis-influenza-deaths-covid-
19/3085405001/

0 Barry, J. M. (2020). The Great Influenza: The Story of the Deadliest Pandemic in History (p. 204). Penguin Books.
ISBN 9780241991565.

1d. at 205.

"2 Davis, K. C. (2018, September 21). Philadelphia Threw a WWI Parade That Gave Thousands of Onlookers the Flu.
Smithsonian Magazine. Retrieved from https://www.smithsonianmag.com/history/philadelphia-threw-wwi-parade-
gave-thousands-onlookers-flu-180970372/
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each of the city's 31 hospitals was filled.” In the first 6 months of the flu outbreak, “[m]ore than
17,500 Philadelphians died: 4,500 in one week; 837 on a single day, October 12,114

In contrast to Philadelphia, the city of St. Louis canceled a similar parade. At the same time, it
closed schools, churches, and entertainment venues." Philadelphia, on the other hand, did not
implement such measures until after its hospital beds were already full.” While Philadelphia had
one of the highest mortality rates in the United States, at 748 deaths per 100,000 people after 24
weeks of the pandemic, St. Louis had one of the lowest, at 312 deaths per 100,000 people for the
same time period.” The difference in outcomes is thought to be traceable to St. Louis's early and
aggressive shutdown measures.™

It was not just Philadelphia and St. Louis. Cities throughout the country took varying approaches to
combating the spread of the influenza, even though it was widely understood that the virus's
spread was linked to crowded spaces.” Local and state public health officials did not always agree
on the degree of danger posed by the influenza. This caused public confusion and distrust, and
officials were met with substantial opposition from businesses when they tried to implement social
distancing measures and mass closures.?’ Also in contrast to St. Louis, the New York City health
commissioner did not impose a full-scale public gathering ban, opting instead to encourage
businesses to stagger opening and closing times so that crowds could be minimized.?' The public-
gathering bans and closures also caused disputes about which businesses and services were
allowed to remain open.?

B Barry, J. M. (2020). The Great Influenza: The Story of the Deadliest Pandemic in History (p. 220). Penguin Books.
ISBN 9780241991565.

" Barry, D., & Dickerson, C. (2020, April 4). The Killer Flu of 1918: A Philadelphia Story. The New York Times.
Updated April 10, 2020. https://www.nytimes.com/2020/04/04/us/coronavirus-spanish-flu-philadelphia-
pennsylvania.html

> Davis, K. C. (2018, September 21). Philadelphia Threw a WWI Parade That Gave Thousands of Onlookers the Flu.
Smithsonian Magazine. Retrieved from https://www.smithsonianmag.com/history/philadelphia-threw-wwi-parade-
gave-thousands-onlookers-flu-180970372/

6 Wheelock, D. C. (2020, June 1). What Can We Learn from the Spanish Flu Pandemic of 1918-19 for COVID-19?
Federal Reserve Bank of St. Louis. https://www.stlouisfed.org/on-the-economy/2020/june/what-can-we-learn-
from-the-spanish-flu-pandemic-of-1918-for-covid-19

7 Davis, K. C. (2018, September 21). Philadelphia Threw a WWI Parade That Gave Thousands of Onlookers the Flu.
Smithsonian Magazine. Retrieved from https://www.smithsonianmag.com/history/philadelphia-threw-wwi-parade-
gave-thousands-onlookers-flu-180970372/

8 Wheelock, D. C. (2020, June 1). What Can We Learn from the Spanish Flu Pandemic of 1918-19 for COVID-19?
Federal Reserve Bank of St. Louis. https://www.stlouisfed.org/on-the-economy/2020/june/what-can-we-learn-
from-the-spanish-flu-pandemic-of-1918-for-covid-19

¥ Tomes N. (2010). "Destroyer and teacher": Managing the masses during the 1918-1919 influenza pandemic. Public
health reports (Washington, D.C. : 1974), 125 Suppl 3(Supp! 3), 48-62. https://doi.org/10.1177/00333549101250S308
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The pandemic’s second wave raged throughout fall 1918. In 1919, after the third of the Great
Influenza's three waves had finally receded, it had infected at least 500 million people globally—
33% of the world’s population.?® The Great Influenza killed around 50 million people—about
675,000 of whom were in the United States.** In fact, it has been estimated that the 1918 pandemic
actually caused the average life expectancy in the United States to drop by 12 years for both men
and women.? The health impact of the Great Influenza persisted long after the virus receded, as
shown in a 2009 study that examined data on people born in 1919. The results showed that
individuals whose mothers were in their third trimester of pregnancy in fall 1918 remained at
increased risk of heart disease in their 60s, 70s, and 80s.%°

All of this devastation was caused by a virus that was later determined to be an avian HINT Type A
form of the influenza virus. Its symptoms were largely the same as those seen in other influenzas—
fever, cough, headache, sore throat, fatigue—but were often severe.?’ In a 2008 study, researchers
from the National Institutes of Health (NIH) concluded that the majority of deaths from the Great
Influenza were actually caused by bacterial pneumonia, which followed the viral influenza
infection.?® As one researcher stated, the “virus landed the first blow while bacteria delivered the
knockout punch.”??

While the Great Influenza’s spread was aided by a lack of protective measures such as distancing,
its death toll was largely a consequence of the lack of both testing and treatment options. In 1918,
there were no diagnostic tests for influenza and, especially at the beginning of the pandemic,
treatment was limited to mostly supportive care. Indeed, there were no antibiotics to treat the
secondary bacterial infections, let alone antivirals. The medical treatments were largely over-the-
counter remedies such as aspirin, quinine, salt water, and inhaled substances for congestion,30 to
address symptoms.

3 Cleveland Clinic. (2021, September 21). Spanish Flu: What Is It, Causes, Symptoms & Pandemic.
https://my.clevelandclinic.org/health/diseases/21777-spanish-flu

2 d.

5 National Archives and Records Administration. (2009, April 30). National Archives recalls flu pandemic of 1918.
https://www.archives.gov/press/press-releases/2009/nr09-77.html

26 ABC News. (2009, October 1). Spanish Flu of 1918 left heart disease legacy among the unborn.
https://abcnews.go.com/Health/SwineFlu/1918-flu-left-heart-disease-legacy/story?id=8722310

27 Cleveland Clinic. (2021, September 21). Spanish Flu: What Is It, Causes, Symptoms & Pandemic.
https://my.clevelandclinic.org/health/diseases/21777-spanish-flu

28 National Institutes of Health (NIH). (2008, August 19). Bacterial Pneumonia Caused Most Deaths in 1918 Influenza
Pandemic. https://www.nih.gov/news-events/news-releases/bacterial-pneumonia-caused-most-deaths-1918-
influenza-pandemic

29 National Institutes of Health (NIH). (2008, August 19). Bacterial Pneumonia Caused Most Deaths in 1918 Influenza
Pandemic. https://www.nih.gov/news-events/news-releases/bacterial-pneumonia-caused-most-deaths-1918-
influenza-pandemic

30 Jester, B. J.,, Uyeki, T. M., Patel, A, Koonin, L., & Jernigan, D. B. (2018). 100 Years of Medical Countermeasures and
Pandemic Influenza Preparedness. American journal of public health, 108(11), 1469-1472.
https://doi.org/10.2105/AJPH.2018.304586
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One of the most important lessons learned from the Great Influenza of 1918 is that the best
methods of minimizing the effects of an airborne virus, such as mass closures and other social-
distancing measures, are the most difficult to implement.®’

1957-58 Pandemic (H2N2 Influenza)

In February 1957, another new influenza virus—which soon became a pandemic—emerged in
Southern China. This influenza, an H2N2 influenza A (referred to as the Asian Flu), caused an
estimated 1.1 million deaths worldwide—116,000 in the United States.** Despite this high death toll,
the symptoms of the Asian Flu were generally mild and, unlike what was seen with the 1918
influenza, most of those who were hospitalized or died had an underlying disease.®

The Asian Flu's impact on the economy was small, as work absenteeism was concentrated in the
education system since children were susceptible to infection.** Moreover, while the Asian Flu's
spread was amplified by commercial jet travel and international trade, by 1957, there had been
substantial advances in the ability to identify viruses, the introduction of vaccines, and global health
cooperativeness. These factors helped keep the Asian Flu from having an impact similar to that of
the Great Influenza.

Nevertheless, vaccine development was slow and had little impact on pandemic trends,*> and the
general belief among public experts was that preparedness had been lacking:

Although we have had 30 years to prepare for what should be done in the
event of an influenza pandemic, | think we have all been rushing around
trying to improvise investigations with insufficient time to do it properly.
We can only hope that people will have taken advantage of their
opportunities and at the end it may be possible to construct an adequate
explanation of what happened.

31 Tomes N. (2010). "Destroyer and teacher": Managing the masses during the 1918-1919 influenza pandemic. Public
health reports (Washington, D.C. : 1974), 125 Suppl 3(Supp! 3), 48-62. https://doi.org/10.1177/00333549101250S308
32 Robinson, D., & Battenfield, A. (2023, May 10). The worst outbreaks in U.S. history. Healthline.
https://www.healthline.com/health/worst-disease-outbreaks-history

33 Pinkowski, J. (2021, January 7). The History of the Forgotten Pandemic. Yale Insights.
https://insights.som.yale.edu/insights/the-history-of-the-forgotten-pandemic

3#d.

% Saunders-Hastings, P. R, & Krewski, D. (2016). Reviewing the History of Pandemic Influenza: Understanding
Patterns of Emergence and Transmission. Pathogens (Basel, Switzerland), 5(4), 66.
https://doi.org/10.3390/pathogens5040066

% Jackson C. (2009). History lessons: the Asian flu pandemic. The British journal of general practice : the journal of
the Royal College of General Practitioners, 59(565), 622—-623. https://doi.org/10.3399/bjgp09X453882
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While the worldwide death toll of 1.1 million is sobering, in actuality, it was fortunate that the Asian
Flu was mild, as there had been little effort to prepare for a public health emergency after 1918. The
lesson that should have been learned from the Asian Flu was that influenza pandemics were not
relegated to the past.

1968 Influenza Pandemic (H3N2)

Within 11 years, the H2N2 virus that caused the 1957 pandemic was no longer circulating.®” It was,
however, supplanted by the H3N2 influenza virus that would cause the 1968 pandemic, known as
the Hong Kong Flu. The H3N2 virus was the first to “exhibit an accelerated spread due to extensive
air travel,” and is thought to have been spread in part by soldiers arriving back in the United States
from the Vietnam War.® It proved to be milder than the 1957 virus, and those who had been
exposed to the 1957 virus seem to have had some immunity to the 1968 virus.*® Nevertheless, the
Hong Kong Flu was estimated to have caused 1 million deaths worldwide, including 100,000 in the
United States.*?

As with the Asian Flu, the economic and social burden of the Hong Kong Flu was low, as behavioral
mitigation was seen as unnecessary due to the low mortality rate and generally mild upper
respiratory symptomes, chills, fevers, and muscle aches. Moreover, while there had not been
substantial new public health advances since 1957, antiviral medications were available to treat
influenza infections in 1968*' for the first time. There has not been an H3N2 pandemic since 1968;
however, the strain has not disappeared and “still reigns as the major and most troublesome
influenza A virus in humans,”* as it is now a seasonal influenza that, over the last 60 years, has
caused more hospitalizations and deaths than HIN1.4

Had the 1957 or 1968 influenzas been more severe, the world may have taken preparedness for the
next pandemic more seriously. But between the mildness of the virus and advances in vaccines and

3 Kilbourne, E. D. (2006). Influenza Pandemics of the 20th Century. Emerging Infectious Diseases, 12(1), 9-14.
https://doi.org/10.3201/eid1201.051254

38 Saunders-Hastings, P. R, & Krewski, D. (2016). Reviewing the history of pandemic influenza: Understanding
patterns of emergence and transmission. Pathogens, 5(4), 66. https://doi.org/10.3390/pathogens5040066
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40 Saunders-Hastings, P. R, & Krewski, D. (2016). Reviewing the History of Pandemic Influenza: Understanding
Patterns of Emergence and Transmission. Pathogens (Basel, Switzerland), 5(4), 66.
https://doi.org/10.3390/pathogens5040066; Centers for Disease Control and Prevention, National Center for
Immunization and Respiratory Diseases (NCIRD). (2019, January 2). 1968 Pandemic (H3N2 virus). Retrieved from
https://archive.cdc.gov/www cdc gov/flu/pandemic-resources/1968-pandemic.html

41 Jester, B., Uyeki, T., & Jernigan, D. (2018). Readiness for Responding to a Severe Pandemic 100 Years After
1918. American journal of epidemiology, 187(12), 2596-2602. https://doi.org/10.1093/aje/kwy165

42 Kilbourne, E. D. (2006). Influenza Pandemics of the 20th Century. Emerging Infectious Diseases, 12(1), 9-14.
https://doi.org/10.3201/eid1201.051254

43 Jester, B. J,, Uyeki, T. M., & Jernigan, D. B. (2020). Fifty Years of Influenza A(H3N2) Following the Pandemic of
1968. American journal of public health, 110(5), 669-676. https://doi.org/10.2105/AJPH.2019.305557
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treatments, preparedness for the next pandemic was simply not a top priority, especially as
memories of 1918 faded.

2009-2010 Influenza Pandemic (H1N1)

In 2009, after several relatively quiet influenza decades, a new HIN1 virus thought to have
originated in Mexico was detected in California.** From April 15, 2009, the day the virus was
detected, both the virus and the response to it moved at lightning speed. On April 18, the Centers
for Disease Control and Prevention (CDC) reported the growing outbreak to the World Health
Organization (WHO).*> On April 21, the CDC began to take steps to develop material that could be
used to make a vaccine—and then sent that material to vaccine manufacturing companies to begin
vaccine production if production was determined to be necessary. On April 24, the CDC made the
gene sequence of the new virus publicly available so that scientists could use it for research.“®
However, the virus was spreading as fast as the CDC was acting, and by April 26, the virus was
detected in New York City, Ohio, and Kansas. Also on that day, the U.S. Government declared a
public health emergency, and began releasing supplies (e.g., antivirals, Personal Protective
Equipment [PPE], and respirators) from the strategic national stockpile. The U.S. Government also
purchased 50 million more treatment courses of antiviral drugs for the stockpile.*” By the end of
April—less than 3 weeks after the first case had been detected in the United States—the WHO
declared that the pandemic was imminent and alerted countries to immediately activate their
pandemic preparedness plans.*® On June 11, 2009, the WHO declared that the 2009 H1N1 virus was
a global pandemic.

The United States reported the highest number of cases worldwide, but the virus was mild, in the
sense that most people recovered without requiring medical treatment. In the United States, the
virus peaked in May and June, although another wave began in late August and continued through
the fall.** A national vaccination campaign began in October 2009, after four vaccines were
approved by the Food and Drug Administration (FDA) on September 15. Supplies were initially
limited, but by late December, anyone could get the vaccine.

From April 12, 2009 - April 10, 2010, the CDC estimated that HIN1 caused 60.8 million cases,
274,304 hospitalizations, and 12,469 deaths in the United States.*® Worldwide, the CDC estimated

4 Centers for Disease Control and Prevention. (2010, June 16). The 2009 HIN1 Pandemic: Summary Highlights, April
2009-April 2010. https://www.cdc.gov/h1nTflu/cdcresponse.htm
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%0 Centers for Disease Control and Prevention. (2019, June 11). 2009 HIN1 Pandemic (HIN1pdmQ9 virus). Retrieved
from https://archive.cdc.gov/www_cdc gov/flu/pandemic-resources/2009-h1n1-pandemic.html
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that hundreds of thousands of people died in the pandemic's first year.”' It was also estimated that
80% of those who died were under 65 years old—unlike typical seasonal influenza epidemics,
which generally hit older people the hardest.>® The mortality rate of .001-.007 was, however, much
less severe than that of the 1968 pandemic (.03%) or the 1918 pandemic (1% - 3%).>> On August 10,
2010, the WHO declared an end to the 2009 HIN1 Pandemic.”* However, even today, the virus
continues to circulate as a seasonal flu.

The U.S. response to the 2009 pandemic is generally considered to be successful, as “prior
pandemic planning efforts and federal funding paid off, although specific aspects of prior planning
were not relied on because to the nature of the HIN1 pandemic.”*® Contributing to the success
were prior, sustained funding and pre-existing interagency relationships, built through meetings
and exercises. However, it has been noted that the government lost credibility when vaccine
availability did not meet the expectations it had set.”’

2.1.2 Non-influenza pandemics and epidemics

It is not enough for governments to prepare for influenza pandemics, as throughout history, the
world has seen the tragic results of several types of uncontrolled communicable diseases. While
New Jersey has not faced all of the 20™ and 21 Century diseases listed below, the list shows that a
public health emergency can arise from almost any source—water, mosquitos, zoonotic diseases—
and that New Jersey must have flexible preparedness and response plans in place that can be
adapted to several types of threats to residents’ health.

Cholera

The world is currently in its 63rd year of the 7" cholera pandemic, which was declared in 1961.%
While the first 6 cholera pandemics killed around 1 million people in total, the 7" has caused
around 2.86 million infections and 95,000 deaths every year.>

The strain of cholera bacterium underlying the current pandemic originated in the Bay of Bengal. It
causes severe dehydration and sometimes death from watery diarrhea. Because cholera is spread

Sid.
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% Government Accountability Office. (2011, June 27). Influenza pandemic: Lessons from the HIN1 pandemic should
be incorporated into future planning (GAO-11-632). https://www.gao.gov/products/gao-11-632

57 Government Accountability Office. (2011, June 27). Influenza pandemic: Lessons from the HIN1 pandemic should
be incorporated into future planning (GAO-11-632). https://www.gao.gov/products/gao-11-632

*8 Sampath, S., Khedr, A, Qamar, S., Tekin, A, Singh, R, Green, R., & Kashyap, R. (2021). Pandemics Throughout the
History. Cureus, 13(9), e18136. https://doi.org/10.7759/cureus.18136
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through contaminated water, the disease is commonly found in areas with little access to safe
drinking water. Thus, while cholera was common in the United States during the 1800s, the advent
of water and sewage treatment systems in later years has eliminated the bacterium in this country.
As such, cholera cases in the United States are usually limited to those acquired during travel and
through contaminated seafood.® Indeed, the last outbreak (which affected 8 people) in New Jersey
was in 1991, and arose from infected crabmeat brought into the State in the suitcase of a traveler to
Ecuador.® While New Jersey's drinking water is safe from cholera, the New Jersey Department of
Health’s (NJDOH) Communicable Disease Service includes a protocol for detecting, reporting,
surveilling, and treating the disease.® The gulf states, which face a higher risk of cholera from
infected seafood than does New Jersey, participate in the CDC's Cholera and Other Vibrio lliness
Surveillance (COVIS) system.®® Those states’ health officials report cases using a COVIS report form,
which captures information about the person’s illness, seafood consumption, and exposure to
bodies of water.®*

Cholera and other waterborne diseases are not present in New Jersey’'s water because clean
drinking water has long been a public health priority. In fact, in 1908, Jersey City was the first city in
the country to disinfect its water supply after John Leal, a former health officer seeking to reduce
waterborne illness, fought for the city to add chlorine to its water.% Jersey City's water treatment
was so successful that by 1914, the majority of U.S. cities were using the same or similar
treatments.®® Today, after 100+ years of potable water, it would be unacceptable for New Jersey's
drinking water to carry the risk of disease, and so the State is vigilant in ensuring that the water
supply remains safe. Unfortunately, there has not been the same level of vigilance when it comes
to protecting the public from other types of communicable diseases.

80 Centers for Disease Control and Prevention. (2022, November 15). Cholera - Vibrio cholerae infection.
https://www.cdc.gov/cholera/usa/index.html

" Finelli, L., Swerdlow, D., Mertz, K., Ragazzoni, H., & Spitalny, K. (1992). Outbreak of cholera associated with crab
brought from an area with epidemic disease. The Journal of infectious diseases, 166(6), 1433-1435.
https://doi.org/10.1093/infdis/166.6.1433

62 New Jersey Department of Health. (2008, June). Communicable Disease Manual Chapter: Cholera. Retrieved
from https://www.nj.gov/health/cd/documents/chapters/cholera ch.pdf

&3 Centers for Disease Control and Prevention. (2023, August 21). Cholera and Other Vibrio lliness Surveillance
(COVIS). https://www.cdc.gov/vibrio/surveillance.html
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 McGuire, M. J. (2013). The journey that launched a revolution. In The Chlorine Revolution: Water Disinfection and
the Fight to Save Lives. American Water Works Association. Retrieved from https://www.awwa.org/portals/0/
files/publications/documents/samples/thechlorinerevolutionexcerpt.pdf ; Centers for Disease Control and
Prevention. (2012, November 26). History of drinking water treatment. https://www.cdc.gov/healthywater/
drinking/history.html

8 National Research Council (US) Safe Drinking Water Committee. (1977). Historical note. In Drinking Water and
Health: Volume 1. National Academies Press (US). Available from https://www.ncbi.nlm.nih.gov/books/NBK234165/
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HIV/AIDS

Since 1981, the human immunodeficiency virus (HIV), which attacks the body's immune system, has
killed 36 million people, and is thought to currently infect 35 million people worldwide.®” If HIV is
not treated, it can lead to AIDS (acquired immunodeficiency syndrome). By the end of 1991, AIDS
was the second-leading cause of death among men 25 - 44 years of age in the U.S.°® Today,
approximately 1.2 million people in the U.S. have HIV, which has a disproportionate impact on
certain populations, particularly racial and ethnic minorities and gay men.®

While HIV is now largely controllable through antiretroviral treatment, only one person has been
cured of HIV, and that was after an intensive, multi-faceted, expensive treatment plan. Due to these
extreme measures necessary to cure even one person, scientists have concluded that a cure is “very
unlikely.” Notwithstanding the unlikeliness of a cure, it would require an epidemiologic and global
public health intervention to end the HIV pandemic, which, in turn, would necessitate sustained

and additional resources at the local, regional, and global levels.™

Of course, there have been great advances in the treatment of HIV. However, inequitable access to
prohibitively expensive and difficult-to-find treatment and support services have hampered the
effectiveness of the treatments, and infections have not fallen as quickly as is necessary to stop the
pandemic.” Thus, one of the lessons learned from the world's experience with HIV/AIDS is that
treatments and vaccines are only effective if people can actually get them.

SARS

In 2003, a novel coronavirus, Severe Acute Respiratory Syndrome (SARS), caused the first pandemic
of the 21st Century.” Originating in the Guangdong province in China and spreading to 29

5 Damle S. G. (2013). HIV/AIDS - Accomplishments and challenges?. Contemporary clinical dentistry, 4(4), 419-420.
https://doi.org/10.4103/0976-237X.123014

8 Centers for Disease Control and Prevention. (1991, June 7). The HIV/AIDS epidemic: The first 10 years. Morbidity
and Mortality Weekly Report, 40(22), 357. Retrieved from
https://www.cdc.gov/mmwr/preview/mmwrhtml/00001997.htm#:~:text=0n%20June%205%2C%201981%2C%20the
,ages%20in%20the%20United%20States

89 amfAR, The Foundation for AIDS Research. (2023, January). HIV/AIDS in the U.S. Retrieved from
https://www.amfar.org/about-hiv-aids/hiv-aids-in-the-
us/#:~text=Nearly%201.2%20million%20people%20in,and%2065%25%20were%20virally%20suppressed

0 Sampath, S., Khedr, A, Qamar, S., Tekin, A, Singh, R, Green, R., & Kashyap, R. (2021). Pandemics Throughout the
History. Cureus, 13(9), e18136. https://doi.org/10.7759/cureus.18136

M Treisman, R. (2021, December 1). What the AIDS crisis can teach us about the COVID pandemic response. NPR.
https://www.npr.org/2021/12/01/1060531196/world-aids-day-2021-covid-19-similarities-inequities

2 eDuc, J. W., & Barry, M. A. (2004). SARS, the First Pandemic of the 21st Century. Emerging Infectious

Diseases, 10(11), e26. https://doi.org/10.3201/eid1011.040797 02
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countries, it is known to have infected 8,098 people, 774 of whom died.” SARS is an airborne virus
spread through small droplets of saliva and via surfaces touched by an infected person.”

In the United States, only eight people had laboratory evidence of SARS infection, all of whom who
had traveled parts of the world where SARS was spreading. SARS did not spread more widely in
the United States.” While SARS had a much higher mortality rate than COVID-19, its effect on the
world was limited, in part because SARS patients were most infectious during the second week of
illness after symptoms had appeared, whereas COVID-19 patients are most infectious in the pre-
symptomatic and early symptomatic phases.” The SARS pandemic was declared over in July
2003—7 months after its first appearance in November 2002—due to remarkable global efforts to
identify the virus, isolate cases, and conduct contact tracing.”” Although SARS had little effect on
the United States, it served as a reminder that novel, infectious diseases remain a threat and that it
takes concerted, cooperative efforts to impede their progress.

West Nile Virus

In 2012, the United States saw its largest West Nile Virus outbreak since 1999, when the
mosquito-borne disease was first detected in the country. A bite from a mosquito infected with
West Nile can cause mild symptoms such as fevers and aches; however, 1 out of 100 people
develop encephalitis or meningitis—potentially fatal illnesses that affect the central nervous
system.” In 2012, the CDC received reports of 5,674 cases of West Nile and 286 deaths in the
United States.®’ The largest outbreak of the disease was in Dallas County, Texas, where there were
219 confirmed cases and 19 deaths.?' Because the best way of avoiding West Nile is avoiding
mosquito bites, prevention efforts have focused on 1) educating the public on how to avoid bites,

3 Centers for Disease Control and Prevention. (2017, December 6). SARS Basics Fact Sheet.
https://www.cdc.gov/sars/about/fs-sars.html

4 d.

> d.

76 Caldaria, A., Conforti, C., Di Meo, N., Dianzani, C,, Jafferany, M., Lotti, T., Zalaudek, ., & Giuffrida, R. (2020).
COVID-19 and SARS: Differences and similarities. Dermatologic therapy, 33(4), €13395.
https://doi.org/10.1111/dth.13395

" Sampath, S., Khedr, A, Qamar, S., Tekin, A, Singh, R,, Green, R., & Kashyap, R. (2021). Pandemics Throughout the
History. Cureus, 13(9), e18136. https://doi.org/10.7759/cureus.18136

78 European Centre for Disease Prevention and Control. (2012, August 30). Epidemiological update: 2012 West Nile
virus outbreak in the USA. Retrieved from https://www.ecdc.europa.eu/en/news-events/epidemiological-update-
2012-west-nile-virus-outbreak-usa-30-august-2012

9 Centers for Disease Control and Prevention. (2023, August 18). West Nile Virus: Symptoms, Diagnosis, &
Treatment. Retrieved from https://www.cdc.gov/westnile/symptoms/index.html

8 Fox, M. (2013, May 13). 2012 was deadliest year for West Nile in US, CDC says. NBC News. Retrieved from
https://www.nbcnews.com/healthmain/2012-was-deadliest-year-west-nile-us-cdc-says-1¢9904312

8 European Centre for Disease Prevention and Control. (2012, August 30). Epidemiological update: 2012 West Nile
virus outbreak in the USA. Retrieved from https://www.ecdc.europa.eu/en/news-events/epidemiological-update-
2012-west-nile-virus-outbreak-usa-30-august-2012
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using means such as wearing long-sleeved shirts and using insect repellent; and 2) providing
guidance on how to control the mosquito population in homes and yards.®#* More information on
New Jersey's experience with West Nile can be found in Section 2.2.2 below.

Ebola

In 2014, the Ebola Virus Disease (Ebola), which was first diagnosed in 1976, re-appeared in West
Africa and killed 11,325 people in Africa alone—and more than 28,600 cases were detected globally
before the outbreak ended in 2016.% In the United States, 11 cases were detected - and they all
resulted from individuals who had traveled to the region. Six of those people died.** Information
on New Jersey's experience with and lessons learned from Ebola is found in Section 2.2.2. below.

Ebola is transmitted to people from wild animals. It then spreads between humans through direct
contact with bodily fluids and surfaces contaminated with these fluids.® The symptoms of Ebola
are initially similar to those of other diseases such as malaria, typhoid fever, and meningitis. The
average fatality rate from Ebola is 50%.% Although the 2014 - 2016 outbreak was the largest since
the disease’s discovery, it has not been the last, as other outbreaks occurred from 2018 - 2020 in
the Democratic Republic of the Congo, and in 2022 - 2023 in Uganda.®’

Zika

In March 2015, a large outbreak of a rash illness, soon identified as Zika, was detected in Brazil 2
Zika is spread mostly by the bite of an infected Aedes species mosquito, although it can also be
passed from a pregnant woman to her fetus, and through sex with an infected person.®® While the
symptoms of the virus are generally mild (deaths are rare), a Zika infection during pregnancy can

8 Centers for Disease Control and Prevention. (2020, December 7). West Nile Virus: Prevention, Diagnosis, &
Treatment. Retrieved from https://www.cdc.gov/westnile/prevention/index.html

83 Centers for Disease Control and Prevention. (2019, March 8). 2014-2016 Ebola Outbreak in West Africa.
https://www.cdc.gov/vhf/ebola/history/2014-2016-outbreak/index.html

841d.

8 Pan American Health Organization. (n.d.). Ebola Virus Disease. https://www.paho.org/en/topics/ebola-virus-
disease

86 |d.

8 World Health Organization. (n.d.). Ebola outbreak 2022 - Uganda. Retrieved from https.//www.who.int/
emergencies/situations/ebola-uganda-2022

8 World Health Organization. (n.d.). Zika virus disease outbreak 2015-2016. Retrieved from https://www.who.int/
emergencies/situations/zika-virus-outbreak

8 Centers for Disease Control and Prevention. (2019, May 20). About Zika. https://www.cdc.gov/zika/
about/index.html
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cause serious birth defects and is associated with other pregnancy problems.® There is no specific
medicine or vaccine available for Zika.”"

In January 2016, the United States issued a travel warning advising pregnant women to avoid travel
to places where Zika was circulating.®” The WHO declared Zika a public health emergency of
international concern from February - November 2016.%% During that year, 4,900 travel-related Zika
cases were detected in the United States, and 224 cases were acquired through local mosquitos in
Texas and Florida. Another 45 cases were acquired through sexual transmission.?* As discussed in
Section 2.2.2 below, there were more than 100 travel-related cases detected in New Jersey in 2016.
Since 2018, there have been no cases of Zika virus transmission by mosquitos in the United
States.”

While Zika has declined since 2017, it has not disappeared. This is especially true in the Americas,
where there have been more than 532,000 suspected infections, including 175,063 confirmed cases.
In addition, 22 countries and territories reported 2,439 cases of brain abnormalities associated with
Zika.*®

Mpox (formerly Monkeypox)

In May 2022, an unprecedented Mpox outbreak was discovered in the United Kingdom. The UK
outbreak originated when a person infected with the disease traveled from Nigeria to Britain.?” The
outbreak soon spread throughout the world, with cases in the United States peaking in August.*®
As of January 11, 2024, the 2022 - 2023 Mpox outbreak in the United States resulted in 31,689 cases

% Centers for Disease Control and Prevention. (2019, January 3). Zika Virus: Symptoms, Testing, & Treatment.
Retrieved from https://www.cdc.gov/zika/symptoms/index.html; Centers for Disease Control and Prevention. (2019,
May 9). Zika Virus: Pregnancy. Retrieved from https.//www.cdc.gov/zika/pregnancy/index.html

91 Centers for Disease Control and Prevention. (2019, May 20). About Zika.
https://www.cdc.gov/zika/about/index.html

%2 Baylor College of Medicine. (n.d.). Zika Virus. Retrieved from https://www.bcm.edu/departments/molecular-
virology-and-microbiology/emerging-infections-and-biodefense/specific-agents/zika

% World Health Organization. (n.d.). Zika virus disease. Retrieved from https.//www.who.int/health-topics/zika-
virus-disease#tab=tab 1

% Baylor College of Medicine. (n.d.). Zika Virus. Retrieved from https://www.bcm.edu/departments/molecular-
virology-and-microbiology/emerging-infections-and-biodefense/specific-agents/zika

9 Centers for Disease Control and Prevention. (2023, October 11). Zika cases in the United States. Retrieved from
https://www.cdc.gov/zika/reporting/index.html

% Pan American Health Organization. (2022, October). Zika: The unknown epidemic and PAHQO's swift response.
Retrieved from https://www.paho.org/en/stories/zika-unknown-epidemic-and-pahos-swift-response

9 Hraib, M., Jouni, S., Albitar, M. M., Alaidi, S., & Alshehabi, Z. (2022). The outbreak of monkeypox 2022: An
overview. Annals of medicine and surgery (2012), 79, 104069. https://doi.org/10.1016/j.amsu.2022.104069

% Centers for Disease Control and Prevention. (2023, August 29). Mpox: Past U.S. Cases and Outbreaks.
https://www.cdc.gov/poxvirus/mpox/outbreak/us-outbreaks.html
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and 56 deaths. Unlike past outbreaks of the virus (which was identified in 1958),' the 2022
outbreak was spread through sexual contact and was identified predominantly in men who have
sex with men.”® Mpox, which can have a long incubation period, includes rash, and sometimes
flulike symptoms.’® A new vaccine for Mpox (and smallpox) was approved in 2019." The Mpox
outbreak, which occurred as the world continued to confront COVID-19, served as a notice that
preparedness for all manner of infectious diseases, not just influenza or respiratory-based, is
required to protect public health.

2.2 Chronological Overview of New Jersey’s 21st Century Experiences
with Pandemics and its Efforts to Prepare for a Public Health Emergency

While New Jersey may not have been directly affected by of each of the pandemics and epidemics
listed above, the constant drumbeat of threats to public health has required the State to devote
attention and resources to preparing for public health emergencies. Accordingly, the following
section details New Jersey's 21 Century (pre-COVID-19) preparedness efforts. This section
observes that, in the immediate aftermath of a threat, New Jersey prioritizes preparing for the next
public health emergency. However, as the memory of a threat fades, so does the focus on
preparedness.

2.2.1 2000-2009

Post-9/11 Focus on Bioterrorism

Public health emergencies do not always occur naturally: a terrorism attack in a public place
constitutes a public health emergency that requires the same type of response as a naturally
occurring disease. Regardless of the root cause of a public health emergency, rapid detection and
investigation, surveillance, and treatment are required.” Accordingly, in the wake of the
September 11, 2001 terrorist attacks and the anthrax scare that followed, New Jersey considered

9 Centers for Disease Control and Prevention. (2023, August 29). Mpox: Past U.S. Cases and Outbreaks.
https://www.cdc.gov/poxvirus/mpox/outbreak/us-outbreaks.html

10 World Health Organization. (2023, April 18). Mpox (monkeypox). https://www.who.int/news-room/fact-
sheets/detail/monkeypox

107 Centers for Disease Control and Prevention. (2023, August 29). Mpox: Past U.S. Cases and Outbreaks.
https://www.cdc.gov/poxvirus/mpox/outbreak/us-outbreaks.html

192 World Health Organization. (2023, April 18). Mpox (monkeypox). https://www.who.int/news-room/fact-
sheets/detail/monkeypox

13 https://www.cdc.gov/vaccinesafety/vaccines/Monkeypox-Vaccine.html#: ~ text=JYNNEOS%20%5B%20PDF
Centers for Disease Control and Prevention. (2024, January 30). Mpox Vaccines. Retrieved from
https://www.cdc.gov/vaccinesafety/vaccines/Monkeypox-Vaccine.html

104 Das, S., & Kataria, V. K. (2010). Bioterrorism : A Public Health Perspective. Medical journal, Armed Forces
India, 66(3), 255-260. https://doi.org/10.1016/S0377-1237(10)80051-6
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how to better prepare for a bioterrorism-related public health emergency. On October 4, 2001, the
State enacted the New Jersey Domestic Security Preparedness Act, which in turn created the
Domestic Security Preparedness Task Force (DSPTF) within the New Jersey Office of the Attorney
General (NJOAG)."” The DSPTF was given the authority to coordinate and supervise activities
related to preparedness for a domestic attack.' A year later, on October 3, 2002, the Office of
Counterterrorism (OCT), also within the NJOAG, was created by Executive Order (EO)."” The OCT
was tasked with leading and coordinating New Jersey’s counterterrorism efforts with local, state,
and federal authorities, as well as with the private sector.’® In 2006, pursuant to an EO, the OCT
merged with the DSPTF to create the New Jersey Office of Homeland Security and Preparedness
(OHSP).™ OHSP's role is to lead New Jersey's counter-terrorism preparedness efforts."™

A potential terrorist threat that New Jersey and the rest of the country focused on was the use of
biological agents as weapons. In 2002, the biological agent that was of most concern was smallpox,
because although it had been eradicated in 1977, worldwide vaccination stopped in 1980. Thus, few
people had immunity to this disease, which had a 30% fatality rate."" In December 2001, President
George W. Bush sought to substantially increase the number of smallpox vaccines in the Strategic
National Stockpile. A year later, on December 13, 2002, the Bush Administration announced a
three-phased civilian smallpox vaccination plan and the vaccination of 500,000 military personnel.
The national vaccination program was largely a failure, with only 39,213 civilians being
vaccinated."™ The failure has been largely attributed to the CDC's failure to provide consistent and
clear communication to the public on why they should take a vaccine that is “less safe than other
vaccines routinely used today,” because it contains the live virus." Indeed, several hospitals
refused to participate in the plan to vaccinate their employees because of the risk of vaccine-
related complications.™

195 New Jersey Domestic Security Preparedness Task Force. (2003, March 2). Order pursuant to the New Jersey
Domestic Security Preparedness Act (N.J.S.A. App. A:9-64, et seq.). Retrieved from
https://www.nj.gov/transportation/about/press/2003/taskorder.pdf
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07 McGreevey, J. E. (2002, October 3). Executive Order #33. State of New Jersey. https://nj.gov/infobank/
circular/eom33.htm

108 |d

199 McGreevey, J. E. (2002, February 9). Executive Order #5. State of New Jersey. https://nj.gov/infobank/
circular/eom5.html

110 |d

M Smith, S. (2002, September). Old tactics, new threat: What is today's risk of smallpox? Virtual Mentor, 4(9), 271-
274. https://doi.org/10.1001/virtualmentor.2002.4.9.mhst1-0209

"2 Richards, E. P., Rathbun, K. C., & Gold, J. (2004). The Smallpox Vaccination Campaign of 2003: Why did it fail and
what are the lessons for bioterrorism preparedness? Louisiana Law Review. Retrieved from
https://biotech.law.lsu.edu/articles/smallpox.pdf

8 Belongia, E. A, & Naleway, A. L. (2003). Smallpox vaccine: the good, the bad, and the ugly. Clinical medicine &
research, 1(2), 87-92. https://doi.org/10.3121/cmr.1.2.87

T4 Klein, J. (2003, March 10). US Smallpox Program: IOM Panel Raises Questions, Expresses Doubts. Oncology
Times, 25(5), 6-8. https://doi.org/10.1097/01.COT.0000295151.67716.b7
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Following the Federal Government's guidance, New Jersey focused its bioterrorism preparedness
efforts on smallpox. The NJDOH published guidelines for the Management of a Suspect Case of
Smallpox in Medical Care Settings, which included recommendations for hospitals to ensure
appropriate identification and management of a suspected smallpox case.”™ On December 9, 2002,
the NJDOH published an 81-page Smallpox Vaccination Plan that was based on CDC guidelines.”®
The NJDOH plan provided a three-phased mass-vaccination program and laid out the primary
agencies’ responsibilities should a public health emergency regarding smallpox be declared. The
plan explained the organization and lines of communication between agencies, including the
DSPTF and the New Jersey Office of Emergency Management (NJOEM). Like the Federal
Government'’s plan, the State’s smallpox vaccination plan proved unpopular. The vaccination plans,
although not successful, represent the 21st Century’s first effort at a public push toward advanced
planning for preventing or mitigating a public health emergency and demonstrate the importance
of cooperating with stakeholders such as the healthcare industry, which did not support the
smallpox vaccination plan.™

New Jersey Enacts the Emergency Health Powers Act

In 2005, New Jersey enacted the Emergency Health Powers Act, N.J.S.A. 26:13-1 et seq. (EHPA). The
impetus for the bill arose after officials observed the lack of coordination between state, local, and
county health departments after 9/11. Moreover, lawmakers noted that Hurricane Katrina, which
occurred just a few weeks before the bill passed, emphasized the importance of emergency
planning.” The EHPA “provides the express authority to the Governor to declare a public health
emergency and augments the emergency authority of the Commissioner of the [NJDOH] to detect,
prevent, prepare for and respond to public health emergencies. It is also intended to specifically
enumerate procedures that would be used during a public health emergency to exercise those
powers."™"

While the EHPA gives the Governor authority to declare a public health emergency, he or she must
do so in consultation with the Commissioner of the NJDOH and the Director of the NJOEM.

The EHPA is a wide-ranging statute, which, among other things, provides that the NJDOH
Commissioner “...coordinate all matters pertaining to the public health response to a public health
emergency, and shall have primary jurisdiction, responsibility and authority for:

"> New Jersey Department of Health and Senior Services. (2003, February 3). Guidelines for the management of a
suspect case of smallpox in medical care settings. Retrieved from
https://www.nj.gov/health/cd/documents/topics/smallpox/smpxguidelines.pdf

"6 State of New Jersey. (2002, December 9). Smallpox Vaccination Plan (Redacted version for limited external
distribution). Retrieved from https://www.nj.gov/health/cd/documents/topics/smallpox/smallpoxvacplan.pdf

" Moynihan R. (2003). Health professionals challenge US smallpox vaccination plan. BMJ (Clinical research

ed.), 326(7382), 179. https://doi.org/10.1136/bm|.326.7382.179

8 Livio, S. K. (2005, September 15). Law Increases State Power in Health Crises. Star-Ledger. p. 18.

" N.J.S.A. 26:13-1. Retrieved from https://repo.njstatelib.org/xmlui/bitstream/handle/10929.1/30638/L2005¢222.pdf
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1. Planning and executing public health emergency assessment, prevention, preparedness,
response and recovery for the State;

2. Coordinating public health emergency response between State and local authorities;

3. Collaborating with relevant Federal Government authorities, elected officials and relevant
agencies of other states, private organizations or companies;

4. Coordinating recovery operations and prevention initiatives subsequent to public health
emergencies; and

5. Organizing public information activities regarding public health emergency response
operations.”

The EHPA specifies that all of the above be taken in coordination with the State Office of
Emergency Management and in accordance with the State Emergency Operations Plan. It also
specifies that the NJOEM provide the NJDOH commissioner with all required assistance. In short,
the EHPA provides the structure and powers that would become critical during the COVID-19
public health emergency—the first time the EHPA was used.

Focus on Pandemic Influenza Preparedness

On November 1, 2005, a few months after New Jersey enacted the EHPA, President George W.
Bush announced the National Strategy for Pandemic Influenza, outlining how the Federal
Government intended to prepare, detect, and respond to a pandemic.’® The National Strategy
acknowledged that preparing for and responding to a pandemic is the responsibility of all levels of
government — federal, state, and local — and that the nation must have an integrated set of plans to
address a pandemic comprehensively. As such, the National Strategy stated that state and local
governments should have pandemic preparedness plans. The “pillars” of the Strategy were:
“preparedness and communication,” “surveillance and detection,” and “response and
containment.”"" Even though President Bush requested $7.1B to implement the National Strategy,
Congress approved only $3.8B in funds for pandemic influenza preparedness.

In May 2006, following up on the National Strategy for Pandemic Influenza, President Bush
published the Strategy’s Implementation Plan, which included more than 300 actions that should
be taken to address the threat of an influenza pandemic. Those actions reflected the purpose of
the National Strategy, as they required involvement from all levels of government.'#

120 The White House. (2007). Pandemic flu. Retrieved from https://georgewbush-
whitehouse.archives.gov/infocus/pandemicflu/

I Homeland Security Council. (2005, November). National Strategy for Pandemic Influenza. Retrieved from
https://www.cdc.gov/flu/pandemic-resources/pdf/pandemic-influenza-strategy-2005.pdf

122 Bush, G. W. (2006, May). National Strategy for Pandemic Influenza: Implementation Plan. The White House.
Retrieved from https://georgewbush-whitehouse.archives.gov/homeland/pandemic-influenza-
implementation.html
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A month later, in June 2006, the National Governors Association (NGA) published Preparing for a
Pandemic Influenza: A Primer for Governors and Senior State Officials.™®® That document was
“intended to complement the federal guidance.” The NGA anticipated that, when a pandemic
occurs, “governors and senior officials will be at the forefront of protecting public health,
maintaining critical services and infrastructure, and leading the public from crisis to recovery.
Rather than provide planning guidance, the NGA document “introduce[d] senior state officials to
many of the considerations they will face in developing” a pandemic response plan.”'?>

124

The document outlined four factors to inform states’ efforts to manage the outbreak and maintain
critical operations. Those factors were:

1. Focusing resources to ensure continuation of essential services

2. Because medical response capability will be strained, other measures (such as restricting
public gatherings and closing schools) will be needed to control the spread of the disease

3. The government must work closely with the private sector to ensure that critical operations
and services are maintained

4. Partnerships must be built and tested before a pandemic to ensure appropriate and rapid
action.'?

In April 2006, amid the focus on pandemic preparedness, a strain of avian influenza was detected
in a Camden County live bird market. Upon detection of the disease, the market owner killed his
remaining flock, and the market was permitted to be reopened after it was cleaned and disinfected.
Through these actions, the avian influenza was successfully contained. The State’s Disaster Critical
Incident Stress Response unit within the Department of Employee and Organization Development
followed up on this experience by hosting, on August 31, a Summit on Avian Influenza. The Summit
included presentations by the Departments of Environmental Protection, Agriculture, Health,
Homeland Security, Emergency Management, and the Division of Mental Health Services, within
the Department of Human Services.™’

In September 2008—2 years later—after conducting regional pandemic preparedness workshops,
the NGA published its assessment of the states’ pandemic preparedness, focusing on health care,

123 National Governors Association Center for Best Practices. (2006). Preparing for a Pandemic Influenza: Primer for
Governors and Senior State Officials. ISBN: 1-55877-402-5. Retrieved from https.//www.nga.org/wp-
content/uploads/2020/02/Pandemic-Influenza-Primer.pdf
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commerce, education, and public safety.128 The NGA's overall conclusion was that, while state
governments were more aware of the problems a pandemic could create, they were not
adequately prepared for a pandemic such as the one that occurred in 1918. However, the NGA
acknowledged that there is no “baseline ... against which state pandemic preparedness can
reasonably be measured.”

The NGA observed that although the pandemic threat had not lessened, the momentum for
preparing for a pandemic had been lost. It attributed the loss of momentum to some successes in
preparedness planning, the slowing spread of H5N1 avian influenza, and a decrease in
preparedness spending, which “increased the competition between preparedness activities and
public health’s traditional roles and responsibilities.”™ In short, preparing for a pandemic was not
highly prioritized, especially at the state and local level.

2009 H1N1 Pandemic

Within a year after the NGA pointed out the lack of momentum for pandemic planning, the WHO
declared an HIN1 influenza pandemic.™® On April 30, 2009—before the pandemic was declared—
the Governor issued a press release announcing five confirmed cases of HIN1 in New Jersey.™' The
press release also emphasized New Jersey's coordinated response to contain the spread of the
disease. Among other things, the NJDOH and OHSP tested the State’s Pandemic Influenza
Response Plan to identify operational gaps, and the NJDOH opened a 24/7 HIN1 call center.™?
NJOEM had established a Joint Information Center (JIC) at the Regional Operations and
Intelligence Center (ROIC).™ Further, the county offices of emergency management were working
with NJOEM, which was prepared to facilitate the distribution of antivirals with security support
from the NJSP.™*

H1N1 cases continued throughout the spring, then dipped in the summer. In preparation for the
expected fall upswing in cases, in July, August, and September 2009, the NJDOH held a statewide

128 Logan, C. (2008, September). Pandemic Preparedness in the States: An Assessment of Progress and
Opportunity. National Governors Association Center for Best Practices. Retrieved from
https://transition.fcc.gov/pshs/docs/clearinghouse/best-practices/National Governors Association PANDEMIC
ASSESSMENT 0809.pdf
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31 Governor's Office. (2009, April 30). Governor Corzine announces five confirmed cases of HIN1 Influenza in New
Jersey. State of New Jersey. Retrieved from https://www.nj.gov/njoem/media/pdf/pr050109 hinTflu.pdf
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Influenza Pandemic Preparedness Summit.”> The Summit consisted of 5 days of meetings that
brought together local health, hospital, homeland security, emergency management, and other
officials to coordinate efforts. The NJDOH and the New Jersey Department of Education (NJDOE)
also held a summit for district superintendents and local health officials to, among other things,
provide guidance on school closures and continuity of educational services.® Also in August 2009,
the Governor announced that the NJDOH would be awarded $10M in federal funding to enhance
the State’s efforts to deal with the fall 2009 HIN1 Influenza Season.™’

Throughout New Jersey's yearlong response to H1NT, it administered more than 1.1 million doses of
vaccine. There were 9,000 laboratory-confirmed cases of HIN1 and 42 deaths in the State.'®

22.2 2010-2019

West Nile and Ebola

The threats to public health did not relent—in fact, they increased in the second decade of the
Century. Within two years of responding to the HIN1 pandemic, New Jersey encountered a health
epidemic in the form of the West Nile Virus. 2012, the United States had 5,674 reported West Nile
cases and 286 deaths from the virus. Of those 5,674 cases, New Jersey had 48 cases and 6
fatalities.™ The NJDOH's response to the disease included education, testing, surveillance, and
spraying pesticides.?

Then, in 2014, the largest Ebola epidemic in history began in West Africa. Generally, Ebola
outbreaks are not a concern for New Jersey — or the United States. However, during the 2014 -
2016 epidemic, the threat of Ebola in New Jersey became very real when, in October 2014, a
passenger with symptoms arrived at Newark Liberty International Airport from West Africa. The

B35 New Jersey Department of Health and Senior Services. (2009, August). NJDHSS Deputy Commissioner at the
Pandemic Influenza Preparedness Summit 2009: NJ Communi-CABLE Special Influenza Edition. Retrieved from
https://njaap.org/uploadfiles/documents/f196.pdf

136 New Jersey Department of Education. (2009, August 18). DOE/DHSS to hold Pandemic Influenza Summit for
Superintendents and Health Officers. Retrieved from https.//www.nj.gov/education/news/2009/0818flu.pdf

37 Governor's Office. (2009, August 3). Governor announces New Jersey to receive $10 million in federal funding
for HIN1 response. State of New Jersey. Retrieved from
https://www.nj.gov/humanservices/emergency/GovAnnounces10milHIN1fedfunds.pdf

38 New Jersey Department of Health. (2015, September). NJDOH Pandemic Influenza Plan. Retrieved from
https://www.nj.gov/health/er/documents/pandemic influenza plan.pdf

39 New Jersey Department of Health. (2012). Mosquito-borne virus test results: End of Year 2012. Retrieved from
https://www.nj.gov/health/cd/westnile/documents/results end of year 2012.pdf

40 New Jersey Department of Health. (2012, September 7). New Jersey continues efforts to fight West Nile Virus
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passenger was evaluated and determined not to have Ebola.” Soon thereafter, however, Ebola
screenings began at Newark (New Jersey) and JFK (New York) airports. The New Jersey Governor
activated an Ebola preparedness plan and created the Ebola Virus Disease Joint Response Team,
which coordinated quarantine, isolation, and private travel for any individuals who were
symptomatic or at risk of exposure.'* The NJDOH ordered more than $1M in PPE for health care
workers, partnered with Rutgers University to provide training programs for health educators, and
sent guidance to local health departments (LHDs)."?

Additionally, the governors of New Jersey and New York worked together to implement a
mandatory quarantine policy that required anyone who arrived at Newark or Kennedy airports and
had direct contact with Ebola patients to quarantine for 21 days.'** The policy, which was stricter
than federal guidelines, mandated quarantine without symptoms, even though Ebola is not spread
asymptomatically." The policy was controversial and resulted in at least one lawsuit (which was
settled) against the State by a nurse who was quarantined even though she exhibited no
symptoms.™® Ultimately, there were no confirmed Ebola cases in New Jersey.™’

2015 Outbreak Control & Pandemic Influenza Plans

The Ebola scare prompted the NJDOH to take additional steps to prepare for a public health
emergency. In January 2015, the NJDOH issued its guidelines for the Control of Respiratory Virus
Outbreaks in Long-Term Care and Other Institutional Settings.™® In September of the same year,
the NJDOH division of Public Health Infrastructure, Laboratories & Emergency Preparedness
(PHILEP) published its Pandemic Influenza Plan, which is discussed in more detail below.™ The
NJDOH's Guidance for Control of Respiratory Virus Outbreaks and its Pandemic Influenza Plan

W ABC News. (2014, October 4). New Jersey Department of Health: Passengers on Newark flight do not have
Ebola. Retrieved from https://6abc.com/ebola-cdc-newark-airport-centers-for-disease-control/336791/

42 O0'Dowd, M. E. (2014, October). State takes comprehensive public health approach in response to Ebola. New
Jersey Department of Health Newsletter. Retrieved from
https://www.nj.gov/health/newsletter/documents/2014/oct 2014 newsletter.pdf
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reflected the Department’s awareness of many of the challenges presented by a respiratory-based
pandemic.

Zika

In January 2016, the mosquito-borne Zika virus made its way to New Jersey. The first confirmed
case in the State was diagnosed in a woman who was visiting New Jersey from Colombia.™ After
being hospitalized for a few days with symptoms, the woman recovered and returned to Colombia.
At that point, there had been no U.S. mosquitos found to be carrying the virus.™ However, as it
was understood that at least one type of mosquito found in New Jersey had the capability to carry
Zika, and many travelers would likely arrive in New Jersey from areas with local transmission, the
State took action to prepare for Zika's arrival. Accordingly, in March 2016, the NJDOH began a
multilingual public-outreach campaign (#zapzika) to help citizens understand the dangers of Zika
and how to avoid exposure.™ Of primary concern was minimizing exposure to pregnant women,
as the virus can be transmitted in utero and result in birth defects.™?

In April 2016, more than 300 local, state, and federal officials attended a Zika preparedness summit
in New Jersey that was hosted by the CDC and sponsored by New Jersey federal congressmen.™*
The goal of the summit was to identify gaps in readiness and provide advice and support to states
to develop Zika action plans.’™ Additionally, President Obama submitted a request for $1.9B in
supplemental funding for a Zika response™™® In May of the same year, the New Jersey Governor
announced availability of Zika virus testing in New Jersey.™ Through October 2016, there were 137
travel-related cases of Zika reported in New Jersey,™® and the public health interventions were
likely responsible — at least in part — for the fact that it did not spread further.
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2018 NGA Public Health Preparedness and Response Workshop and Proposal

In February 2018, the Governor sent a Letter of Intent for the State to participate in the NGA's
Public Health Preparedness and Response Workshop for State and Territorial Gubernatorial and
Legislative Leadership. The Governor stated that New Jersey intended to use the Workshop to
increase the State’s readiness for and effectiveness during a public health emergency.”™ The Letter
of Intent indicated New Jersey's commitment to creating a Healthcare and Public Health
Subcommittee under the DSPTF to meet the State’s preparedness needs. New Jersey was one of six
states selected to participate in the Workshop, which took place in May 2018 and was attended by
OHSP, New Jersey State Police (NJSP), and NJDOH representatives.™

At the Workshop, which was supported by the CDC, the New Jersey team developed three steps to
overcome challenges to public health preparedness:

e Create DSPTF Healthcare and Public Health Subcommittee

¢ Integrate NJDOH personnel into the New Jersey ROIC

¢ Integrate Regional Medical Coordination Centers (RMCC) into the emergency management
paradigm

The integration of NJDOH into the ROIC, a co-locating representative model, was considered
critical to fostering agency cooperation and information-sharing. This “co-locating model” required
that a representative from the NJDOH work physically within the OHSP or NJSP to communicate
robust and timely updates. Additionally, the integration of the RMCCs into the emergency
management paradigm was seen as important to enable the NJOEM to integrate the RMCC's
resources into the NJOEM system. The NJOEM began working with the RMCCs to accomplish this
goal.

On June 11, 2019, NJDOH Commissioner Elnahal signed an EO establishing the Healthcare and
Public Health Sector Working Group, which was to report to the DSPTF. However, by the time the
COVID-19 public health emergency was declared, the Working Group had not been fully
implemented.

Adenovirus Outbreak

In fall 2018, New Jersey was hit with an outbreak of adenovirus at the Wanaque Center for Nursing
and Rehabilitation. Adenovirus is a common respiratory virus that can be deadly to people with
compromised immune systems. The outbreak resulted in at least 33 cases and, tragically, 11

59 Murphy, P. (2018, February 9). Letter to the National Governors Association Center for Best Practices.
160 New Jersey Department of Health. (2018, April 3). New Jersey picked by NGA to develop public health
preparedness, response strategies. Retrieved from
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pediatric residents’ deaths. A Centers for Medicare & Medicaid Services (CMS) report concluded
that the outbreak and deaths occurred “due to a lack of administrative oversight, slow responses
from medical staff, and a flawed infection-control plan.”™' The report further determined that, “[i]n
violation of federal regulations, the [nursing home’s] administration had also failed to make plans
for how it would handle a potential outbreak.”™® By November 2018, the NJDOH took enforcement
action against the Wanaque Center, prohibited all new admissions to the entire facility, and
required the hiring of a certified infection control practitioner (ICP) and the services of a NJDOH-
approved physician or physician practice with board certification in infectious disease.'?

The Wanaque outbreak prompted the NJDOH to publish, in June 2019, Policy Recommendations
for Infection Control at Long-Term Care Facilities (LTCFs)."®* The Department’'s Communicable
Disease Service (CDS) offered several recommendations, including:

Support for a more robust local health department infrastructure to respond to outbreaks
Continuing to fund the Infection Control Assessment & Response team

Continuing to fund non-influenza laboratory testing

Employment of dedicated staff for respiratory virus surveillance.

A w oo

The document further noted that, other than for influenza, the CDS had received no federal or
state funding to conduct any respiratory virus surveillance or other respiratory virus activities.
Additionally, through the same document, NJDOH Facility Survey and Field Operations made
several recommendations for LTCFs, including hiring full-time infection control professionals,
including an Infection Preventionist responsible for all aspects of the facility’s Infection Control and
Prevention Plan, at specialized facilities.

Also in response to the Wanaque outbreak, the New Jersey legislature passed bill A-5527/5-3900,
which Governor Murphy signed into law on August 15, 2019. In essence, the statute requires the
NJDOH to mandate the development of outbreak response plans by certain LTCFs, and those

6" Ducharme, J. (2019, March 4). Federal investigators find critical failings at health center where 11 children died in
virus outbreak. Time. Retrieved from https://time.com/5540986/wanaque-adenovirus-federal-report/
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facilities were required to develop their response plans by February 11, 2020—180 days after the
Act's effective date. Specifically, each facility’s plan had to include, at a minimum:

e A protocol for isolating and cohorting infected and at-risk patients in the event of an
outbreak of a contagious disease until the cessation of the outbreak.

e Clear policies for the notification of residents, residents’ families, visitors, and staff in the
event of an outbreak of a contagious disease at the facility.

e Information on the availability of laboratory testing, protocols for assessing whether facility
visitors were ill, protocols to require ill staff to not present at the facility for work duties, and
processes for implementing evidence-based outbreak response measures.

e Policies to conduct routine monitoring of residents and staff to quickly identify signs of a
communicable disease that could develop into an outbreak; and policies for reporting
outbreaks to public health officials in accordance with applicable laws and regulations.

Public criticism of the bill noted that “only a handful of the roughly 670 facilities would have to run
their plans by the [NJDOH The rest were on the honor system.”"® The same article stated that the
NJDOH “worried about its limited resources—objected to a requirement that all of the plans be
submitted for state vetting. Lawmakers reworked the bill to limit the mandate to [fewer] than two
dozen sites.”

2019 NJOEM Hazard Mitigation Plan

Also in 2019, NJOEM published its revised New Jersey State Hazard Mitigation Plan,™’ which, in
Section 5.21,® addressed the threat of pandemics. The Hazard Mitigation Plan is discussed below,
in the discussion regarding the NJOEM's readiness for a public health emergency when COVID-19
hit.

New Jersey Does Not Participate in the 2019 Crimson Contagion Exercise

In August 2019, the U.S. Department of Health & Human Services (USHHS) conducted the Crimson
Contagion 2019 Functional Exercise, which exercised the nation’s ability to respond to a large-scale
outbreak of a then-hypothetical novel, highly contagious, and severe influenza virus that originates

166 Sutton, S. (2020, May 11). New Jersey almost required stricter infection-control rules. But then it backed off.
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167 State of New Jersey Office of Emergency Management. (2019, January 25). 2019 New Jersey State Hazard
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168 State of New Jersey Office of Emergency Management. (2019, January 25). Section 5.21: Pandemic. 2019 New
Jersey State Hazard Mitigation Plan. Retrieved from https://nj.gov/njoem/mitigation/pdf/2019/mit2019 section5-
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in China and quickly spreads around the world." The exercise included 12 states, several federal
agencies, hospitals, and LHDs, among other entities. New Jersey was invited to participate, but for
unknown reasons, declined. New Jersey's neighboring states of Pennsylvania, New York, and
Connecticut accepted the invitation."® Lessons learned by states that participated in the Crimson
Contagion exercise are discussed in Section 5.02 Emergency Response Governance and
Coordination.

Late 2019 - early 2020: a new disease emerges and the world goes on alert

By December 2019, reports began to emerge from Wuhan, China about a novel and severe
respiratory disease. By December 12, a cluster of patients began to experience symptoms of an
atypical pneumonia-like illness. On December 31, 2019, China reported 41 cases of the atypical
pneumonia to the WHO.""!

The next day, January 1, 2020, the WHO put itself on “emergency footing” by setting up the
Incident Management Support Team (IMST) across all three organization levels: Headquarters,
Regional Headquarters, and Country Offices. Within a few days, the WHO had started posting
about the atypical pneumonia cases on social media and began to publish disease outbreak news.
Also on January 5, the CDC's National Center for Immunization and Respiratory Diseases initiated
its process for investigating the novel pneumonia virus.'

In China, also on January 5, the genetic sequence of the atypical pneumonia was uploaded by a
physician to the Chinese Center for Disease Control and Prevention, but it was not shared with the
world at that point."® Chinese health officials publicly identified a novel coronavirus, 2 days later, as
causing the atypical pneumonia outbreak, and the CDC established an incident management
structure to guide its response to the novel coronavirus following the preparedness plan used for
Middle East Respiratory Syndrome Coronavirus (MERS). On January 10, the WHO started using the
term “2019 Novel Coronavirus,” and the CDC first published information about the outbreak on its
website. The next day, the CDC updated its travel health notice for persons traveling to Wuhan as
Level 1: “practice usual precautions.”

169 Department of Health and Human Services. (2020, September 16). Crimson Contagion 2019 Functional Exercise
After-Action Report. Retrieved from https://www.governmentattic.org/38docs/HHSaarCrimsonContAAR 2020.pdf
70 Government Accountability Office. (2021, August). Biodefense: After-action findings and COVID-19 response
revealed opportunities to strengthen preparedness. Report to Congressional Committees. Retrieved from
https://www.gao.gov/assets/720/716078.pdf

" World Health Organization. (2020, April 27). Archived: WHO Timeline - COVID-19. Retrieved from
https://www.who.int/news/item/27-04-2020-who-timeline---covid-19

172 Centers for Disease Control and Prevention. (2023, March 15). CDC Museum Covid-19 Timeline. Retrieved from
https://www.cdc.gov/museum/timeline/covid19.html#:~:text=January%205%2C%202020&text=The%20genetic%20
sequence%20for%20the,Zhang%200f%20Fudan%20University%2C%20Shanghai
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On January 12, China reported the first death from the disease and shared the genetic sequence
for the virus with the world through a global genetic database.* A day later, the virus was
detected in Thailand; by January 14, the WHO had found evidence of human-to-human
transmission, although the means of transmission was not reported. On January 17, 2 days after the
virus was confirmed in Japan, the CDC began screening passengers for symptoms on direct and
connecting flights from Wuhan.

On January 20, 2020, the first laboratory-confirmed case of COVID-19 was detected in the United
States, in the State of Washington. On January 23, the city of Wuhan, a city of 11 million people,
was placed on lockdown, although there was still no statement about how the disease was
transmitted. A day earlier, the WHO decided not to declare COVID-19 a Public Health Emergency
of International Concern.

On January 24, 2020, the same day a travel-related case was confirmed in lllinois, the NJDOH
issued its first statement on the new virus. In that press release, NJDOH Commissioner Judith
Persichilli based her remarks on the latest information from the CDC and the WHO, and stated:
“Although this novel virus in understandably a cause for concern, it is important for New Jersey
residents to know that the risk to the public remains low.”

The Commissioner then assured the public that the NJDOH was “prepared — along with [its]
partners — to respond to potential novel coronavirus cases” due to its experience with respiratory
virus and flu season, and hundreds of disease outbreaks each year."”

During the next week, the CDC issued a Level 3 Travel Health Notice advising travelers to avoid all
non-essential travel to China due to the 2019 Novel Coronavirus outbreak. Meanwhile, President
Trump established a COVID-19 interagency task force and the CDC reported the first human-to-
human transmission of COVID-19 in the United States, in lllinois."® On January 31, the WHO
reconvened earlier than planned to declare the COVID-19 a Public Health Emergency of
International Concern (PHEIC). The Secretary of USHHS, Alex Azar, followed suit and declared the
COVID-19 outbreak a public health emergency.”’

A few days later, on February 3, 2020, New Jersey Governor Phil Murphy signed EO 102
establishing the Coronavirus Task Force. The Task Force, led by Commissioner Persichilli and which
included representatives from several other agencies, was tasked with preparing for and

74 Centers for Disease Control and Prevention. (2023, March 15). CDC Museum Covid-19 Timeline. Retrieved from
https://www.cdc.gov/museum/timeline/covid19.html

75 New Jersey Department of Health. (2020, January 24). New Jersey outlines preparedness activities related to
2019 novel coronavirus. Retrieved from https://www.nj.gov/health/news/2020/approved/20200124a.shtml

176 Centers for Disease Control and Prevention. (2023, March 15). CDC Museum Covid-19 Timeline. Retrieved from
https://www.cdc.gov/museum/timeline/covid19.html
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responding to the public health hazard from COVID-19, as well as coordinating with health care
facilities regarding possible treatment of symptomatic patients.”®

On February 4, 2020, the FDA approved emergency use authorization (EUA) for the COVID-19
diagnostic test developed by the CDC. However, a laboratory in New York soon reported that the
tests produced “untrustworthy results.”'"

On February 5, a few days after the Federal Government named Newark International Airport as
one of 20 airports participating in the CDC's enhanced screening and quarantine program, an
asymptomatic traveler who arrived in Newark from China was quarantined. The screening and
quarantine program was similar to that used during the 2014 Ebola scare and mandated a 14-day
quarantine (at CDC quarantine stations) for travelers who met certain criteria. In this instance, the
passenger was transported to a quarantine station and monitored by the NJDOH. If the passenger
developed symptoms, he or she would be sent to University Hospital in Newark to be treated in
isolation. To participate in this program, New Jersey partnered with the Federal Government and
the Port Authority of New York.'™

Meanwhile, the virus continued its global spread, Italy became a global hotspot, and on February 6,
the United States reported its first COVID-19 death.™ On February 7, 2020, the President gave a
private interview and told the reporter:

"It goes through air, Bob. That's always tougher than the touch. You know, the touch - you don't
have to touch things, right? But the air, you just breathe the air. That's how it's passed. And so
that's a very tricky one. That's a very delicate one. It's also more deadly than your - you know, your
- even your strenuous flus."™

There was still no official information provided to the public — neither from China nor the Federal
Government — about how, exactly, the disease was transmitted.

On February 25, the CDC's Dr. Nancy Messonnier (the director of the National Center for
Immunization and Respiratory Diseases at the time) held a telebriefing and braced the nation to
expect economic mitigation efforts to contain COVID-19. She told the nation that these efforts
might include school closing, workplace shutdowns, and canceling gatherings and public events.

78 New Jersey Office of the Governor. (2020, February 02). Governor Murphy Signs Executive Order Establishing
Coronavirus Task Force. Retrieved from https://www.nj.gov/governor/news/news/562020/20200203d.shtml

79 Centers for Disease Control and Prevention. (2023, March 15). CDC Museum Covid-19 Timeline. Retrieved from
https://www.cdc.gov/museum/timeline/covid19.html

180 New Jersey Department of Health. (2020, February 05). New Jersey Department of Health Statement on
Mandatory Quarantine Order. Retrieved from https://www.nj.gov/health/news/2020/approved/20200205a.shtm|
81 Centers for Disease Control and Prevention. (2023, March 15). CDC Museum Covid-19 Timeline. Retrieved from
https.//www.cdc.gov/museum/timeline/covid19.html

182 Morning Edition. (2020, September 10). Trump tells Woodward he deliberately downplayed coronavirus threat.
NPR. https://www.npr.org/2020/09/10/911368698/trump-tells-woodward-he-deliberately-downplayed-
coronavirus-threat
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She stated that the “disruption to everyday life may be severe.” On March 1, 2020, the CDC created
a hospitalization surveillance network for COVID-19 called COVID-NET to track COVID-19
hospitalizations by modifying existing respiratory surveillance networks.

On March 2, 2020, Governor Murphy, along with Commissioner Persichilli, NJSP Superintendent
Colonel Pat Callahan, and others, held a press briefing regarding COVID-19. The information
imparted in the New Jersey press conference mirrored that of the Federal Government's official
briefings. At that time, there had been no confirmed cases in New Jersey, although tests, based on
strict CDC requirements, had been administered to a few individuals and sent to the CDC lab for
interpretation. A detailed discussion of testing is found in Section 5.08 Testing. The Governor
reiterated what Commissioner Persichilli had stated in the January 24 press release; that is, that the
“risk to the average American is low,” and that people with respiratory symptoms were most likely
suffering from the flu or a cold. NJDOH leaders noted that the CDC was not recommending that
the public wear face masks, and that N95 respirators should be reserved for health care
professionals. They also advised the public to take general precautions — handwashing, covering
[your] mouth when coughing, and staying home when sick—to help protect [yourself] from
respiratory viruses. At that time, the focus was on symptomatic patients, as Commissioner Persichilli
stated that a handful of people who had recently returned from traveling were in quarantine but
that they did not have symptoms and were therefore considered “low risk.” The Governor informed
the public that the State was in communication with the Federal Government, and that response
efforts would be coordinated.™?

On March 4, 2020—2 days later—New Jersey's first COVID-19 case was confirmed, and the
Governor declared a Public Health Emergency less than a week later, on March 9.

2.3 NJDOH'’s and NJOEM's Pandemic Preparedness Efforts

Under the EHPA, the NJDOH is the primary agency charged with responding to and preparing the
State for a public health emergency.’ The statute provides that the NJDOH is responsible for
“coordinat[ing] all matters pertaining to the public health response to a public health emergency,
and shall have primary jurisdiction, responsibility and authority for planning and executing public
health emergency assessment, prevention, preparedness, response and recovery for the State.”'®
While the NJDOH is given this responsibility upon the declaration of a public health emergency, no
operational changes are tied to the declaration of a public health emergency that would support
such substantial additional duties—no money became available concurrent with the declaration,
and the staffing, procurement, and contracting rules and procedures remained the same. Though
the EHPA also requires the NJDOH to coordinate its activities with the NJOEM and execute its

183 New Jersey Office of the Governor. (2020, March 2). TRANSCRIPT: March 2nd, 2020 Coronavirus Briefing.
Retrieved from https.//www.nj.gov/governor/news/news/562020/approved/20200302.shtml

84 N.J.S.A. 26:13-3(c)(1).
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responsibilities in accordance with the State Emergency Operations Plan, the NJDOH remains
responsible for preparing for and responding to a public health emergency.™ The NJOEM, on the
other hand, “shall provide [] all required assistance.”

2.3.17 NJDOH Readiness

As the agency with the statutory mandate to lead New Jersey in a public health emergency, the
NJDOH's level of preparedness for just such an event would be key to the success or failure of the
State's response to COVID-19. Within the NJDOH, PHILEP—which oversees the Offices of Disaster
Resilience, Emergency Medical Services, Pandemic Planning and Response, and the Public Health
and Environmental Agencies—is tasked with “providing strategic and operational leadership to
coordinate New Jersey's hospital and public health disaster resilience, laboratory services and
emergency preparedness and response.”™®’ It attempted to accomplish these duties in numerous
ways.

The 2015 NJDOH Pandemic Influenza Plan

As noted above, in 2015, due to the anticipated increase in influenza occurrences, PHILEP
published a Pandemic Influenza Plan; the NJDOH's operative pandemic plan when the COVID-19
Public Health Emergency was declared in March 2020." The purposes of the 257-page Pandemic
Plan were to:

e Describe the role of the NJDOH in response to an influenza pandemic affecting New Jersey.

e Minimize morbidity and mortality potentially resulting from an influenza pandemic.

e Coordinate internal NJDOH response activities.

e Provide guidance and information to Local Information and Communications System (LINCS)
agencies,' LHDs, and healthcare partners and other stakeholders in the development of
their own influenza pandemic plans.™

186 |d

87 New Jersey Department of Health. (n.d.). Public Health Infrastructure, Laboratories & Emergency Preparedness.
Retrieved from https://www.nj.gov/health/philep/

188 New Jersey Department of Health. (2015, September). NJDOH Pandemic Influenza Plan. Retrieved from
https://www.nj.gov/health/er/documents/pandemic influenza plan.pdf

89 LINCS is a network of 21 local health departments throughout the state that enhance the identification and
containment of diseases relevant to public health. New Jersey Department of Health. (n.d.). Local Public Health.
Retrieved from https://www.nj.gov/health/Ih/professionals/

% New Jersey Department of Health. (2015, September). NJDOH Pandemic Influenza Plan. Retrieved from
https://www.nj.gov/health/er/documents/pandemic _influenza plan.pdf
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While the Pandemic Influenza Plan focused on a generic influenza pandemic, many of its warnings
and assumptions proved predictive for the coming COVID-19 pandemic. Indeed, the Plan warned
that, in an influenza pandemic,

[o]utbreaks would most likely occur simultaneously throughout much of the U.S,,
preventing shifts in human and material resources that usually occur in response to
other disasters. The effect on individual communities will be relatively prolonged
(weeks to months) in comparison to other types of disasters. Healthcare systems
could be rapidly overburdened, economics strained, and social order disrupted.™’

The Plan also noted that “New Jersey’s geographic and demographic characteristics make it
particularly vulnerable to importation and spread of infectious diseases, including influenza.”

In creating the Pandemic Influenza Plan, the NJDOH relied on several assumptions based on
previous flu pandemics, including that, “no vaccines will be available for at least 6 months and then
there will be limited quantities available on a periodic basis,” “there will be a large number of
hospitalizations and deaths,” and “medical supplies will be limited.”'® While those assumptions
would be confirmed during the COVID-19 pandemic, others—such as that there would be an
existing supply of effective antivirals and that only "up to” 50% of the population would be
affected—were not.

Nevertheless, even if all of the assumptions underlying the Pandemic Influenza Plan were not what
actually happened in the COVID-19 pandemic, much of it could have been useful for responding to
the COVID-19 pandemic and for nearly any public health emergency. For example, the “Command
and Control” Operations section stated that, if there is “evidence or credible threat of a pandemic
in New Jersey or nearby,” the NJDOH will activate the NJDOH Incident Command System (ICS), the
Department’s internal leadership system meant to “facilitate and streamline emergency response”
during a public health emergency.' Once the ICS is activated, the Incident Commander (IC) and
Section Chiefs (SC) will develop an incident Action Plan (IAP) to define the Department’s
operational response.”™® While the ICS constitutes the NJDOH's internal leadership, the Pandemic
Influenza Plan states that "externally, the Department operates under the [SEOP] under the
leadership of the [NJOEM] as the Emergency Support Function 8 (Public Health and Medical
Services) lead state agency.” These two command and control systems are described in the
Pandemic Influenza Plan as “distinct but interrelated ecosystems.”™® The Pandemic Influenza Plan
then explains the 8 sections— operations, planning, logistics, public information,
administration/finance, laboratories, epidemiology/surveillance, and state agency liaisons—that the

IC will oversee, provides an organizational chart, and details each section’s “action items.”'®

¥d. at 3.
92 1d. at 4-5.
¥31d. at 10.
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Training & Collaboration

Beyond creating the Pandemic Influenza Plan, PHILEP engaged in cross-agency and cross-
government preparedness training, which included leading and participating in exercises with the
NJOEM, LINCS agencies, and others. However, PHILEP did not participate in many tabletop
exercises with agencies other than the NJOEM, and thus there was not a full understanding of
other state agencies’ roles and responsibilities. One of the pre-COVID-19 tabletop exercises that
the NJDOH and NJOEM conducted was a full-scale Strategic National Stockpile (SNS) exercise,
which was required by the CDC and U.S. Air Marshals. The SNS is a “repository of potentially life-
saving pharmaceuticals and medical supplies for use in a public health emergency in which local
supplies have been or may be depleted.”™ The SNS exercise involved:

1. Activating the SNS

2. A simulated distribution of resources to three counties

3. The collaboration of various federal and state partners, including the CDC, U.S. Air
Marshals, health departments, state police, special ops units, and other first responders.

Although the SNS exercise was a good starting point to understand how use of the SNS works, the
SNS plan was for medications, not PPE; its relevance to the coming COVID-19 pandemic was thus
limited.

Moreover, while PHILEP led exercises and knew how to manage vaccine clinics, they had not
prepared for mass “everyone-at-once” vaccination sites. PHILEP's preparedness plans were also
missing an emergency succession plan to be implemented in the event of a disruption in
leadership.

Pursuant to federal law, hospitals had long been required to have emergency preparedness
plans.’® The healthcare industry’s experience with the 2009 HIN1 pandemic and 2014 Ebola scare
had led hospitals to update their infection control plans to ensure that they included specific areas
in their facilities for evaluation of patients with airborne diseases, PPE protocols, and protocols for
testing and management of specimens” Moreover, prior to the COVID-19 pandemic, hospitals that
could serve as treatment centers were identified and guidelines for transporting patients were
created. The NJDOH was further charged with regulating other healthcare facilities, including
LTCFs, which were also required to have outbreak response plans, infection prevention policies,
and flu plans.

97 Centers for Disease Control and Prevention. (2014, March 28). Receiving, distributing, and dispensing Strategic
National Stockpile assets: Guide to preparedness, Version 11. Retrieved from https://stacks.cdc.gov/view/cdc/77036
1% Department of Health and Human Services, Office of Inspector General. (2014, September). Hospital emergency
preparedness and response during Superstorm Sandy. Retrieved from https://oig.hhs.gov/oei/reports/oei-06-13-

00260.pdf
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Funding for Public Health Initiatives

One frequently cited barrier to pre-COVID-19 preparedness was the lack of funding for public
health initiatives. Public health initiatives focus on preventative healthcare measures (e.g., anti-
smoking campaigns) and surveillance (e.g., data systems to support federal health reporting). The
differences across state public health spend per capita are substantial — ranging from slightly less
than $150 per capita per year, to less than $10 according to Trust for America’s Health (TFAH). New
Jersey spent slightly less than the median state on public health per capita in Fiscal Year (FY)19.
However, it is important to note that public health spend per capita for a state can be shaped by
both the health-related agency structures and the healthcare delivery systems in the state:

¢ Structure of agencies responsible for public health: As there is no strict definition for what
constitutes “public health spend,” the funding received by the state’s health department is
often (but not exclusively) a proxy for the state’s public health spending. However,
depending on the structure of state governments, a number of different state agencies may
provide health-related services. Thus, department structure can impact accounting and
change what is counted as public health spend (e.g., if initiatives for youth health are
budgeted for in the Department of Education budget).

e Health care delivery system: The private sector (e.g., payers, providers) can contribute to the
state’s total health, with healthcare innovation or delivery being primarily done by the private
sector rather than public investment. In states like New Jersey, this may result in a reduction
in public spending, as there is less need for the State to fill in health gaps. For example,
Managed Care Organizations (MCOs) in some states are required to contribute a percentage
of their profits to health initiatives, decreasing the state’s public health spending. In addition,
rural states where access to health care is challenging have a higher public health spend per
capita, as remote areas have fewer points of private healthcare.

It is also worth noting that overall, New Jersey has a higher total healthcare spend per capita that
most other states. New Jersey ranks 11" in terms of health spend per capita in 2019 ($11,264), in
contrast to the median state, which spent $9,632. This spend also captures healthcare delivery (e.g.,
spend on hospital stays, outpatient visits, and prescription drugs). As a result, New Jersey has some
of the best health outcomes of any state in the country—which is to be expected, given its overall
healthcare spend.

Despite being in the average range, the NJDOH believes that New Jersey's government failed to
provide adequate resources to prepare for a public health emergency, noting the denial of its
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request for $1M in the 2020 pre-COVID-19 budget to fund a so-called black swan event.” Further,
chronic underfunding has affected the development and maintenance of the type of public health
infrastructure necessary to ensure community resilience. Thus, funding for black swan events, or
the hiring of sufficient personnel to stand up a B and C team to reduce the extraordinary
demands that were placed on NJDOH personnel, and generally to increase the size of the public
health workforce is of vital importance and would have paid dividends during the pandemic.

2.3.2 NJOEM Preparedness

The NJOEM is charged with preparing New Jersey for and responding to emergencies. Since 1989,
under the Civil Defense and Disaster Control Act, the NJOEM has been required to adopt a State
Emergency Operations Plan (SEOP), which must include a plan for the evacuation of hospitals and
other health care facilities in a major disaster or emergency.*® Among the NJOEM's other duties,
pursuant to the statute, is educating the public about available emergency resources and the
“importance of emergency preparedness planning.”*®" Moreover, each county and municipality is
required to devise an Emergency Operations Plan for the NJOEM's approval.?®* While the NJOEM
in general, and SEOP in particular, focus on natural and man-made disasters, the SEOP goes into
effect whenever the Governor declares a State of Emergency, such as for COVID-19. Thus, its role in
preparing for and responding to all types of emergencies—including health emergencies—is
paramount.

The NJOEM has taken several approaches to prepare the State for an emergency. One way is
through its Directive 51, which requires every agency to implement a Continuity of Operations
(COOP) Plan. Additionally, to be eligible for FEMA disaster recovery assistance and mitigation
funding, the NJOEM publishes a State Hazard Mitigation Plan (Mitigation Plan), the latest pre-
COVID-19 revision of which was published in 2019.2® The Mitigation Plan serves “as a guide for
State decision makers as they commit resources to reducing the effects of hazards.”**

One hazard that the Mitigation Plan identified was an influenza pandemic, which could “claim
thousands of lives and adversely affect[ ] critical infrastructure and key resources. An influenza

199 A "black swan" event is a random, unexpected event that has extreme impacts, and for which explanations are
"concocted after the fact, making it explainable and predictable." Antipova, T. (2020). Coronavirus pandemic as
Black Swan Event. Integrated Science in Digital Age 2020, 136, 356-366. https://doi.org/10.1007/978-3-030-49264-
932

200 NLJ.S.A. § App. A9-43.1.

201d. at 8A9-43.1(c).

202 N.J.S.A. § App. A9-43.4.

203 New Jersey Office of Emergency Management. (n.d.). Hazard Mitigation Plans. Retrieved from
https://nj.gov/njoem/mitigation/hazard-mitigation-plans.shtml

204 New Jersey Office of Emergency Management. (2019, January 25). Executive Summary of the New Jersey State
Hazard Mitigation Plan (p. 8). Retrieved from

https://nj.gov/njoem/mitigation/pdf/2019/mit2019 Section Executive.pdf
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pandemic has the ability to reduce the health, safety, and welfare of the essential services
workforce, immobilize core infrastructure, and induce fiscal instability.”2%

While the Mitigation Plan does not contain details about a pandemic response plan, it sets out the
various hazards that a pandemic could have on New Jersey, including the effects of a pandemic on
the State’s critical infrastructure and healthcare system. Moreover, the Plan includes county-by-
county and industry-by-industry vulnerability assessments and estimates of absenteeism at critical
facilities. The Mitigation Plan further charts each relevant state agency's role in mitigating or
responding to different types of hazards—including pandemics—and provides a description of the
agencies’ relevant policies, programming, and funding sources.

Another step (pre-COVID-19) that the NJOEM took to prepare for emergencies was to increase its
capabilities and equipment stores to enable it to comprehensively respond to a large-scale
incident. For example, in the 5 years before COVID-19, the NJSP had overseen the development of
the New Jersey All Hazards Incident Management Team, which, by the time the COVID-19 public
health emergency was declared, had the capacity and capability to support the NJDOH for the
COVID-19 response by planning and operating Field Medical Stations and COVID-19 testing and
vaccination sites. In addition, during the COVID-19 public health emergency, the NJSP’s Search and
Rescue operations had the capability to provide support due to its previous increase in personnel
and equipment capacity.

The NJOEM also had developed relationships with State Emergency Management Program
Stakeholder (SEMP) agencies before February 1, 2020, by participating in monthly meetings
concerning several types of hazards, including public health emergencies. The NJOEM's
relationships with the SEMP agencies were ready to be leveraged early in the COVID-19 response.

The NJOEM had participated in training and exercising for elements of a response to a viral
outbreak or other health emergency. These sessions were conducted by the NJDOH and other
health-related federal, state, and local entities. For example, the NJSP participated in multi-agency
planning, training, and exercising activities in connection with:

e The various outbreaks of Ebola

¢ Dissemination of Medical Countermeasures and access to/transportation of the Strategic
National Stockpile

e Mass casualties

e Regional health planning and coordination

205 State of New Jersey Office of Emergency Management. (2019, January 25). Section 5.21: Pandemic. 2019 New
Jersey State Hazard Mitigation Plan. Retrieved from https://nj.gov/njoem/mitigation/pdf/2019/mit2019 section5-
21 Pandemics.pdf
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3. Methodology

This report is the culmination of an independent review, called for by Governor Murphy in 2022, of
New Jersey's response to the COVID-19 pandemic.” In performing this independent review,
Montgomery McCracken Walker & Rhoads LLP (MMWR) retained the services of Boston Consulting
Group (BCG) to provide both broad support for this project and specific expertise in the many
subject matter areas encompassed by this review. The report examines:

e The State’s handling of the COVID-19 pandemic, including looking at the State’s readiness in
2019/2020 to respond to a pandemic

e The impact of the pandemic on New Jersey and New Jerseyans

e The decisions made and actions taken by the State to respond to the challenges presented
by COVID-19

e Recommendations to improve New Jersey's preparedness for a future public health
emergency and other emergencies more broadly.

A thoughtful approach is required to faithfully examine these complex issues, including both a
comprehensive set of sources and careful methodology. This report was prepared through
research, fact-gathering, and analytical methods that included interviews, literature review, and
quantitative analysis. The report draws on a robust range of data and sources, in addition to input
from a range of subject matter experts (SMEs), to develop a comprehensive understanding of what
occurred leading up to and during the brunt of the pandemic from 2020-2022 and offer learnings.
For full details about the methodology used in this review, including why certain states were
selected to be used as comparators with New Jersey to derive the most useful insights from the
analysis, please see the Appendix of this report.

" New Jersey Government. (2022, November 22). Governor Murphy announces Independent Review of State’s
response to COVID-19 pandemic: FAQ. Governor Murphy Announces Independent Review of State’s Response to
COVID-19 Pandemic. https://covid19.nj.gov/fags/announcements/all-announcements/governor-murphy-
announces-independent-review-of-states-response-to-covid-19-pandemic
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4. Data and Outcomes

The COVID-19 pandemic caused historic deaths and economic devastation; it was the worst
pandemic in American history and the most significant crisis that New Jersey has faced. Across the
United States, the disease killed more than one million people, hospitalized tens of millions more,
and led to more economic harm than the Great Recession. Both the Federal and State
Governments across the country were unprepared to deal with the widespread impacts. New
Jerseyans suffered more than most: at least three million people became sick and more than
30,000 died. Nearly every New Jersey resident and worker was impacted by the disease in some
way: residents lost family members, neighbors, jobs, and lived through a period of fear and
uncertainty that significantly impacted mental health and wellbeing.

Many factors contributed to the fact that the people of New Jersey suffered disproportionately
from the COVID-19 pandemic. Among these are New Jersey's high population density, proximity to
New York City (the site of the country’s first major outbreak), and fact that the government —
Federal and State — were unprepared to respond to a health emergency of this scale.

In the first few months after the COVID-19 public health emergency was declared in March 2020,
New Jersey had the second-highest death rate in the United States. In just 4 months, by the end of
June 2020, more than 13,000 people in New Jersey would die, nearly half of all the deaths that New
Jersey would experience as a result of the pandemic. In New Jersey, as in the rest of the country,
the effects were not spread equally across the population: older residents made up most fatalities
(85% of total deaths came from those aged 65+, of which nearly half came from long-term care
facilities [LTCFs]). These effects were also unequally distributed across racial and ethnic lines, with
Black residents of New Jersey dying at higher rates than White, Asian, and Hispanic residents.

Yet a few years later, fatality rates in New Jersey were among the lowest in the country, due in part
to a successful vaccination campaign that was able to vaccinate over 70% of its eligible population
in 6 months’ time. Overall, New Jersey’s fatality rate per capita was the 13th lowest in the U.S.
Additional details of the challenges faced, and New Jersey’'s operational response, are contained in
Chapter 5.

The pandemic devasted workers and businesses in New Jersey. The shutdown in March 2020 cut
off most economic activity, the first time the economy had been shut down for an extended period
because of an emergency. Even after the economy “reopened,” ongoing supply chain issues,
business closures, travel bans, fear, and uncertainty meant that thousands of New Jerseyans lost
their jobs. A combination of high disease severity, the makeup of New Jersey's economy, and long
business shutdowns meant that the pandemic’s economic impacts were more pronounced in New
Jersey than in most parts of the United States.
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This chapter presents a data-driven overview of the magnitude of COVID-19’s impact on New
Jersey. It considers health outcomes, including cases, hospitalizations, and fatalities; vaccination
outcomes; and the economic impact of the pandemic. Where relevant, New Jersey's outcomes are
compared to other states and contextualized to consider factors such as disease progression,
vaccine hesitancy, and economic shutdowns. This chapter also includes an examination of the
impact of COVID-19 on specific populations in New Jersey, including race, age, and income.

41 Health Outcomes

41.1 Section Overview

The COVID-19 pandemic was an extraordinary global health emergency that caused more than a
million confirmed deaths in the United States and seven million deaths globally. The pandemic
brought trade, travel, and regular life to a halt and had lasting impacts on individuals and
communities — impacts that will continue to unfold in the coming decades. While the pandemic
significantly changed life for all Americans, New Jersey's residents experienced this suffering earlier
and more acutely than many other states. A combination of many factors placed New Jersey at the
center of COVID-19's first wave of devastation in the U.S., including:

e The dense, urban characteristics of much of New Jersey

e The large number of residents who live and work in the New York City area

e The fact that New Jersey includes multiple gateways by which global travelers enter the U.S.
(e.g., through international airports in Newark, New York, and Philadelphia).

During the first few months of the pandemic, New Jersey had significantly higher levels of COVID-
19 than almost any other state. Between March and June 2020, New Jersey had the second-highest
number of for fatalities per capita in the United States. In addition to the emotional and economic
devastation to the families of the deceased, this immediately and unexpectedly placed stress on
the healthcare system. Despite this, in the subsequent months, New Jersey dramatically reduced
case count and fatality rates below those of many other states; by the Delta & Omicron wave, only
eight states had lower fatality rates.

This section provides insights into:

e The overall severity and progression of COVID-19 in New Jersey.
e How the health impacts of COVID-19 in New Jersey differed from those in other states.
e The variance in health impacts by demographic group within New Jersey.

In addition, this section compares New Jersey with both all 50 states and 13 peer states that
experienced similarly high levels of disease severity of COVID-19 early in the pandemic.
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Finally, this section assesses how the health impacts of COVID-19 varied across different
populations:

e Outcomes for residents aged 65+, who are more susceptible to COVID-19, are compared to
the total population’s health outcomes. This section compares New Jersey’'s outcomes to
other states.

e Outcomes for groups in congregate care settings, including LTCFs and correctional facilities,
where COVID-19 is more susceptible to spreading. This section compares New Jersey's
outcomes to other states.

e Within New Jersey, outcomes across Asian, Black, Hispanic, and White populations are
compared to understand racial and ethnic disparities during the pandemic.’

As outlined in the Methodology section of this report, five periods are used to understand COVID-
19's progression over time.

Exhibit 4-1: Timeline of COVID-19 disease progression

COVID-19 Disease Progression

Jan '20 - March 20 -

Mar ‘20 Jun 20 Jul 20 — May ‘21 June 21 — March '22 April '22 — May '23
Early Initial Second Endemic

Signals Surge Surge Phase

The health outcome analyses in this section are focused on the Initial Surge, Second Surge, and
Delta & Omicron phases shown above. Each period posed unique challenges to different states
across the United States. The virus's progression looked different state to state, and states
responded differently as their ability and approach to managing the pandemic evolved. Together,
these factors shaped the outcomes that each state experienced.

4.1.2 Contextual Factors and Comparison States

At the onset of the pandemic, New Jersey's inherent characteristics shaped how COVID-19
progressed and subsequently impacted New Jersey's health and economic outcomes. Although

' This report was unable to compare racial/ethnic demographic outcomes between states as this data is not
consistently defined or reported. For example, states may use different definitions to denote "Hispanic” and “non-
Hispanic,” and some states did not report any racial/ethnic information at all.
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every community in the United States was impacted by COVID-19, leading to widespread suffering,
New Jersey experienced its peak in COVID-19 cases before June 2020, during the Initial Surge, and
ahead of many other states. Unlike New Jersey, some states did not see their highest levels of
COVID-19 until months later and were able to better prepare for the pandemic’s peaks by learning
from the experiences of states that were impacted first.

Several factors contributed to why New Jersey experienced higher prevalence of COVID-19 cases
before many parts of the country. Among these are:

e Density: New Jersey is the most densely populated state. Proximity is a key factor in COVID-
19 transmission.

o Multi-generational housing: New Jersey has the 11"~ highest rate of multi-generational
housing in the United States. This is a key factor in enabling familial spread.

e Travel hub: New Jersey hosts Newark Liberty International Airport, a major entry point into
the United States, which enabled the disease to enter New Jersey from abroad. More than
three million New Jerseyans travelled in January 2020, increasing the opportunity for
exposure to the disease.

e Proximity to New York City: One of the earliest and largest COVID-19 outbreaks in the U.S.
was in the New York City metro area, which includes more than 10 counties in Northern New
Jersey.

As a result of these characteristics and other factors (such as the prevalence of certain health
conditions like diabetes or cardiovascular diseases), not all states experienced COVID-19's impact in
the same way or at the same time. For states like New Jersey, which experienced high case counts
and fatalities earlier in the pandemic, distinct challenges placed additional stress on their
healthcare systems.? For example, earlier in the pandemic, there was insufficient information about
the disease itself, as well as how it could be avoided and/or treated, and a slow healthcare
response from the Federal Government.

To provide more nuance in comparison, this analysis will compare New Jersey against all 49 other
states and a sub-set of states that experienced an early peak in case counts. This differentiation is
particularly important when comparing outcomes during the initial outbreak (from March to June
2020).

CDC data show which states experienced the highest fatality rates during the first outbreak of the
pandemic, from March to June 2020 (see Exhibit 4-2). The CDC tracks these data for each state as
well as a selection of major metropolitan areas (New York City, Philadelphia, Chicago, Los Angeles,
Houston). States are included in the “initial outbreak states” peer group if they are represented in
the upper third of fatality rates for March to June 2020. This group includes New Jersey and 13

2 See Chapter 4 Appendix A-1: Examples of variations in surge timing across states.
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additional peer states. California’s statewide fatality rate is outside of the upper third but is
included because Los Angeles’ fatality rate is within range. For three other metro/state pairs (New
York City/New York, Philadelphia/Pennsylvania, Chicago/lllinois), both the metro and state fatality
rates put the state into the peer group. For Houston/Texas, both the metro and state fatality rates
during this period are too low to be included in the peer group.

Given the higher severity early on, these 14 states had less warning time than the remaining 36 to
prepare to manage the pandemic.

e New York e Rhode Island ¢ Indiana

e Connecticut e Louisiana e California (included

e Massachusetts e Michigan because of high case
e Pennsylvania e Maryland count in Los Angeles)
e lllinois e Delaware e Mississippi

Exhibit 4-2: States and major metro areas that experienced higher severity in the Initial Surge

Fatalities reported per 100k from March 2020 to June 2020 (Initial Surge Period)

277
Cities classified as independent
jurisdictions by CDC included
for state selection purposes to
capture impacts to significant 157
population centers

mm Higher initial severity B Lower initial severity = New Jersey

Note: Cities that are their own CDC Jurisdiction for allocation of federal COVID funding: Chicago, Houston, Los Angeles County, New York City, Philadelphia, and Washington, D.C (DC Excluded)
Source: CDC, New York Times
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4.1.3 New Jersey Health Outcomes

Three primary metrics measure health outcomes: cases, hospitalizations, and fatalities.> While each
of these metrics were reported nationally and were used to compare and measure COVID-19's
impact, the fatality rate is the most consistent and reliable metric for comparison across states.
Cases and hospitalizations are both critical metrics—and played essential roles in guiding New
Jersey's response to COVID-19—and all three are used in the analysis to follow.

Cases

Number of reported and
confirmed positive COVID-19
cases

Definition

«  Cumulative case counts
* Weekly new confirmed
cases

Metrics Used

Case count data was
inconsistent in early 2020 but
became more reliable once
mass testing became more
available in the Summer of
2020.

Availability
and Reliability

Hospitalizations

Number of reported hospital
admissions confirmed to be due
to COVID-19

«  Cumulative hospital
admissions
* Monthly hospital admissions

Better data on hospitalizations is
available starting August 2020,
because hospitals were
mandated to begin submitting
data to the HHS.

Fatalities

Number of deaths confirmed
and categorized as caused by
COVID-19

«  Cumulative fatalities

* Weekly new deaths due to
COVID-19

+ Weekly excess deaths

Fatalities are generally the most
reliable metric but are still
subject to interstate reporting
differences (particularly early-
to-mid 2020).

COVID-19 devasted communities across America. In New Jersey, residents experienced this earlier
and more intensely than many other states. At the pandemic’s peak during the Initial Surge, there
were roughly 27 deaths for every 100,000 people in New Jersey, devastating families and upending
society. During this period, New Jersey had the second-highest death rate in the country. The 4
months of the Initial Surge represented almost half (44%) of all of New Jersey’'s deaths in the 2-
year period that this report analyses. Even though the Initial Surge represented only a fraction of
the total cases New Jersey would see by March 2022, the high fatality rate remains in the memories
of many New Jersey residents.

As more scientific information about the disease became available, healthcare providers were
better able to treat those who were sick. As a result, fatality rates improved in New Jersey and
across the country. By the end of the Delta & Omicron wave, New Jersey's fatality rate had
improved to one of the lowest in the country. Though New Jersey saw the highest concentration of

3 See Chapter 4 Appendix A-2: Timeline of New Jersey COVID-19 Reported Cases.
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cases during the Delta & Omicron wave (54% of all reported cases), it also saw its lowest share of
fatalities (22%).

As shown below, while most cases in New Jersey occurred during the Delta & Omicron wave,
hospitalizations and fatalities were at their highest levels during the initial and second surges and
the three metrics peaked at roughly the same time within each surge period.* ® ©

Exhibit 4-3: New Jersey COVID-19 impacts across periods

Cumulative cases, hospitalizations, and fatalities in New Jersey per 100k population

NJ COVID-19 impact across selected metrics (% Distribution across periods)

Cumulative Initial Surge Second Surge Delta & Omicron
Jan '20 — Mar '22 Mar '20 — Jun '20 Jul '20 — May 21 Jun 21 — Mar '22
Cases reported 23,666 1,847 9,094 12,725
(incidence) (100%) (8%) (38%) (54%)
Hospitalizations e >32 S >63
P (100%) (30%) (39%) (31%)
Fatalities 347 153 117 78
(100%) (44%) (34%) (22%)

Source: USAFacts, CDC

Reporting on fatalities

Early reporting on fatalities was challenging because it was difficult to properly categorize COVID-19 deaths due
to a lack of testing. Using Excess Deaths as an alternative method of recording deaths shows similar magnitude
and timing of COVID-19 fatality peaks. Excess Deaths include those that have occurred, directly or indirectly, from
COVID-19 and are an additional measure of disease progression with often fewer reporting issues.*

* Excess Deaths are calculated by the CDC as the difference between the actual number of deaths in a period and
the estimate of expected deaths in that same period.

4 See Chapter 4 Appendix A-2: Timeline of New Jersey COVID-19 Reported Cases.
> See Chapter 4 Appendix A-3: Timeline of New Jersey COVID-19 Hospitalizations.
& See Chapter 4 Appendix A-4: Timeline of New Jersey COVID-19 Fatalities.
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Exhibit 4-4: New Jersey trends in cases, hospitalizations, and fatalities

Weekly confirmed excess deaths, fatalities per 100k of New Jersey's total population

Case count Hospitalizations and Fatalities
7,500 - 800
Initial Surge Second Surge Delta & Omicron Wave
Mar 20 - Jun ‘20 Jul '20 — May ‘21 Jun 21 — Mar ‘22
6,000
600
4,500
400
3,000
200
- K
0 T T /T\ 0
1/20 7/20 1/21 7/21 1/22

— Hospitalizations — Fatalities — Cases

1. Total across time range

Note: The CDC COVID Data Tracker, which accounts for all confirmed hospital admissions in the US begins reporting hospital admissions in 08/2020 and was used as the source dataset from that
period forward; for 01/2020-07/2020 the CDC Case Surveillance dataset was used, which includes hospitalization data for 36% of cases and accounts for ~50% of all known hospitalizations;
hospitalization reporting by state ranges from 0-100% of cases (NJ reported hospitalization data for 90% of cases)

Source: CDC COVID Data Tracker; CDC COVID-19 Case Surveillance Public Use Data with Geography Data Dictionary- Public; CDC Provisional COVID-19 Deaths by Sex and Age- Public

This trend was also seen across

Testing Reportin
giheporing the United States. As

Official reported case counts did not reflect the full scale of the hospitalizations increased, so did
disease across the country, as reporting was highly subject to testing deaths, and these metrics were
avallabilty. both linked to the number of

In addition, early in the pandemic, only PCR testing was available. COVID-19 infections in a particular
As technology developed and supply chains improved, rapid testing state. In other words, states with
became available. higher case counts of COVID-19
The data presented in this report is subject to the availability and experienced higher levels of
accuracy of testing reporting by period. For example, in the Initial fatalities, regardless of factors like
Surge, testing was slow to ramp up and varied significantly across state healthcare response or
states. During the Delta & Omicron wave, many people conducted disease variations across

home tests that were rarely reported to health authorities. As a

' 4 geographies.’
result, case rates were severely undercounted in both periods.

As a result, this report relies on fatalities — which were closely tied to While these metrics spiked at the
cases - to compare the relative severity of COVID-19 outbreaks same time throughout the
across states when needed.

"See Chapter 4 Appendix A-13: Comparative Ranking of Cases, Hospitalizations, and Fatality Rates across Periods
(New Jersey, Peer States and U.S.) and Chapter 4 Appendix A-6: Relationship between U.S. Average Case Counts,
Hospitalizations, and Fatalities across periods.
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pandemic, as the pandemic progressed, for a given number of people that became infected, fewer
were hospitalized, and fewer died. This change reflects various contributing factors, including the
virus's mutation, the introduction of vaccines, improved treatment methods, and earlier medical
response.®

4.14 New Jersey Health Outcomes Compared to Other States

In the first few months of the pandemic, New Jersey had significantly more COVID-19 cases than
other states. For example, in the Initial Surge period (March 2020 to June 2020), New Jersey had
the second-highest levels of COVID-19 cases per 100,000 people of all U.S. states (shown below as
ranking 49" of 50 states; this report consistently uses “1°"" as “best” and “50™" as “worst” depending
on the metric). Even compared to other states with significant initial outbreaks, New Jersey, along
with New York, had meaningfully higher levels of COVID-19. As discussed earlier in this section, this
was primarily caused by factors like geography (the first major outbreak of COVID-19 in the United
States was in New York City) and the states’ high population density.

In later surges, New Jersey's case rates improved. In the first surge, New Jersey ranked 49™
(second-highest level of COVID-19, 1,847 cases per 100k population). By the second surge, New
Jersey ranked 271 out of all states (9,901 cases/100k) and 12™ by the time the Delta & Omicron wave
(12,739).° It is important to note that the increasing case rates over time reflect both the mutation
of the disease (it became more transmissible and less deadly) as well as improved identification of
cases through increased testing availability.

These high levels of COVID-19, particularly in the Initial Surge period, translated to higher
hospitalization and fatality rates in New Jersey. For example, during the Initial Surge, New Jersey
had higher hospitalizations than almost all other states.” This ranking improved by later stages; by
the Delta & Omicron wave, New Jersey's hospitalization rates were in line with its peers (7") and
above the U.S. average (16™). As a result of high levels of COVID-19 in this initial period, New Jersey
had higher cumulative hospitalizations than most of the U.S. (it ranked 42"%).™

The high levels of cases and hospitalizations, particularly in the Initial Surge period, are reflected in
fatalities as well.”? For example, New Jersey experienced the second-highest national rate of
fatalities in the Initial Surge. Only New York — which was at the heart of the COVID-19 outbreak in
this period — saw more fatalities. However, as the pandemic progressed and as medical science

8 See Chapter 4 Appendix A-8: Comparison of New Jersey, Peer State, and U.S. Reported COVID-19 Cases by
Period.

9 See Chapter 4 Appendix A-8: Comparison of New Jersey, Peer State, and U.S. Reported COVID-19 Cases by
Period.

10 See Chapter 4 Appendix A-2: Timeline of New Jersey COVID-19 Reported Cases.

" See Chapter 4 Appendix A-8: Comparison of New Jersey, Peer State, and U.S. Reported COVID-19 Cases by
Period.

12 See Chapter 4 Appendix A-10: Comparison of New Jersey, Peer State, and U.S. Hospitalizations by Period.
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learned effective treatments, and as vaccines became available, ™ fatality rates significantly
improved in New Jersey. By the end of the Delta & Omicron wave 2 years later, New Jersey had
moved to having one of the lowest fatality rates in the United States.™

Exhibit 4-4: New Jersey fatality rates compared to the U.S.

Weekly COVID-19 deaths per 100k of total populationT for NJ and example peer states?, including NJ
rank within time periods’

Initial surge Second surge Delta & Omicron wave
45 Mar '20 - Jun '20 Jul '20- May 21 Jun'21 - Mar ‘22
1 3th 49th 5th 1 8th 5th 9th
of 14 peers of 14 peers of 14 peers
30
15
0 : s T e y )
1/20 7/20 1/21 7/21 7/22

— New Jersey = US Average - Example states

Note: Rankings reflect NJ's performance relative to other states. A higher rank (e.g. #50) is “bad” as it implies a higher rate of illness or deaths than the other 49 states.

1. Count of death certificates mentioning COVID -19 anywhere (as underlying or multiEIe cause of death) 2. DE and NY were chosen as examples because they ranked 1 stand last, respectively, of
the 14 Initial Outbreak states for cumulative COVID fatalities in the Initial Surge. 3. Ranked by average of weekly COVID fat alities per 100K across each day in time range

Source: CDC WONDER Multiple Cause of Death Database ; US Census

Differences in states’ populations impacted the number of COVID-19 fatalities in those states.
Because older adults and those with pre-existing conditions are more likely to experience severe
symptoms of COVID-19 and die, states with older populations or high levels of chronic disease
would have higher fatalities. Research since 2020 has shown that states with an older population,
or with higher rates of heart disease, have more COVID-19 fatalities. As a result, other researchers
have attempted to create a normalized comparison of COVID-19’s impact between states by
incorporating information on age and health conditions into fatality rates. One study published in
The Lancet" adjusted COVID-19 fatality rates for age and co-morbidities. Though many states

B n later surges, vaccination rates played a role in decreasing disease severity and fatalities. New Jersey had a
comparatively higher vaccination rates than many other U.S. states, partially explaining lower fatalities even as
COVID-19 cases remained high.

4 See Chapter 4 Appendix A-12: Comparison of New Jersey, Peer State, and U.S. Fatalities by Period.

> Bollyky, Thomas J, et al. “Assessing covid-19 pandemic policies and behaviors and their economic and
educational trade-offs across US states from Jan 1, 2020, to July 31, 2022: An observational analysis.” The Lancet,
vol. 407, no. 10385, 23 Mar. 2023, pp. 1341-1360, https://doi.org/10.1016/s0140-6736(23)00461-0
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changed their relative ranking, New Jersey's relative rank did not change even when adjusted for
age and co-morbidities.™

'6 Death rates used in this study were taken from the Institute for Health Metrics and Evaluation’s (IHME) COVID-19
modeling database and were adjusted by the authors to account for under-reporting. As a result, numbers and the
associated relative rankings differ from fatalities totals used in this report, which were extracted directly from the
CDC.
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Exhibit 4-5: Age and Co-morbidity Adjusted Fatality Rates Across States

Unadjusted deaths per Standardized deaths per Change
State 100,000 population Age profile Comorbidity profile ~ 1000,000 population of rank
Hawaii -16 +45 =
New Hampshire -20 +16 =
Maine +53 +1 ”
Vermont -34 +51 ”
Maryland +4 -6 7
Washington +10 +55 S
Connecticut -46 +32 ”
Ohio -28 -86 A
Pennsylvania -58 -41 7
Nebraska -5 +19 N
Delaware -31 -41 A
Florida -67 -36 bl
Rhode Island 352 (23) -40 +9 ”
West Virginia 575 (51) -97 -155 7
New York -27 -33 ”
Michigan -33 -79 7
North Dakota -21 +16 ”
Oregon -23 +68 S
Indiana +14 -85 ”
Virginia +17 +3 SN
Kentucky +10 -140 7
Wisconsin -21 +51 341 (22) N
Missouri -26 -58 342 (23) ”
lllinois -1 +12 342 (24) SN
Minnesota -4 +90 342 (25) N
lowa 341 (22) -36 +39 344 (26) N
North Carolina 359 (25) +4 -15 N
South Dakota 354 (24) -32 +32 N
Massachusetts -21 +58 N
New Jersey -17 +3 =
Kansas -4 -4 N
Louisiana +42 -147 Po
Arkansas -10 -62 2
Oklahoma +16 -97 2
South Carolina -2 -78 2
California +20 +107 ~
Montana -47 +75 N
Tennessee 503 (46) +8 -90 2
Wyoming 366 (27) +0 +56 ~
Alabama 540 (49) +0 -110 2
Texas 364 (26) +89 -24 N
Alaska +99 +73 N
Georgia +74 -41 N
Nevada +35 +14 N
Utah +102 +146 N
Idaho +34 +99 N
Colorado +43 +137 N
Mississippi +25 -88 e
New Mexico -32 +42 N
District of Columbia +66 +152 N
Arizona -1 +53 N

Note: Cumulative death rate standardization, Jan 1, 2020, to July 31, 2022
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4.1.5 Variations in Health Outcomes for Populations Within New Jersey
4.1.5.1 65+ Population

Older individuals had a higher risk of experiencing severe symptoms after contracting COVID-19."
As a result, the 65+ population became a focus of state and national health departments for
tracking outcomes, promoting vaccination, and overall attempts to save lives.

While older individuals caught COVID-19 at similar rates,™ their higher-risk profile meant they
made up a significant portion of total hospitalizations and fatalities.” Several factors contributed to
the fact that people aged 65+ were more likely to die from COVID-19, including:

e Weaker immune systems and other chronic health conditions: As people age, their immune
system weakens, making it harder to fight off infections. Additionally, older adults are more
likely to have chronic conditions like heart disease, diabetes, and lung disease. Both the
regular aging process and chronic conditions can lead to reduced lung capacity, a key factor
in determining the severity of the disease’s progression.

¢ Social factors: Older adults were more likely to be exposed to the virus in social settings like
nursing homes or other congregate care facilities or multigenerational housing.

e Delayed treatment: Older adults might delay seeking treatment due to mobility issues, lack of
access, or not recognizing symptoms.

7 See Chapter 4 Appendix A-16: Timeline of US Share of Hospitalizations and Fatalities from 65+ Population.

8 See Chapter 4 Appendix A-15: Comparison of Share of COVID-19 Cases Made up of Individuals 65+ (New Jersey,
Peer States, and U.S.

9 See Chapter 4 Appendix A-16: Timeline of New Jersey Share of Hospitalizations and Fatalities from 65+
Population.
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Exhibit 4-6: Share of Hospitalizations and Fatalities from 65+ Population by Period

Hospitalizations per 100k for 65+ as a

% of total hospitalizations

Fatalities per 100k for 65+ as a % of total fatalities

Cumulative Initial Surge  Second Delta & [Cumulative Initial Surge Second Delta &
Jan '20 — Mar 20 - Surge Omicron Jan '20 - Mar 20 - Surge Omicron
Mar ‘22 Jun ‘20 Jul 20 — Jun ‘21 - Mar ‘22 Jun ‘20 Jul 20 - Jun ‘21 -
May ‘21 Mar '22 May 21 Mar '22
40% 42% 42% 36% 84% 85% 85% 81%
New
Jersey 9th 20th 7th 8th 44th (US) 50th (US) 16th (US) 12th (US)
3rd (Peers) 2nd (Peers) 3rd (Peers) 3rd (Peers) | 11th (Peers) 14th (Peers)  5th (Peers) 7th (Peers)
Initial
outbreak .o, 47% 47% 44% 72% 66% 77% 68%
states
average
US Total 46% 45% 48% 44% 78% 85% 83% 70%

1. Rankings based on how large the share of total hospitalizations/fatalities belonging to the aged 65+ population is.

Source: CDC; BCG analysis

People aged 65+ in New Jersey

Percent Population 17%
Cumulative Hospitalizations 40%
Cumulative Deaths 84%

65+ population

Older individuals caught COVID-19 at similar
rates to the rest of the population. While the 65+
population formally made up a large percentage
of recorded COVID-19 cases during the Initial
Surge, this was largely because targeted testing
prioritized people who were at higher risk.

Throughout the pandemic, the 65+ population
represented just under half of COVID-19-related
hospitalizations, despite being a small percentage
of the population. This percentage was highest in
the Initial Surge but decreased during the Delta &
Omicron surge, reflecting higher vaccinations
among this age group. The rate of
hospitalizations for the 65+ populations in New
Jersey was similar to, or lower than, those of other
U.S. states.

The health risks of COVID-19 for older
populations were most notable in fatalities — 84%
of New Jersey's fatalities came from the 65+
population. As with hospitalizations, this
percentage decreased over time. The rate of
fatalities started at 85% in the Initial Surge but fell
slightly to 81% during the Delta & Omicron wave.

Particularly in the first surge, New Jersey saw a
higher proportion of fatalities from the 65+
population than other states. Over time, this
improved, and by the Delta & Omicron wave, the
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proportion of fatalities from the 65+ population was 12" compared to other states and 7"
compared to peers.?°

415.2 Long-term care facilities (LTCFs)

In New Jersey, adults living in congregate care settings had a fatality rate around 10 times higher
than that of the 65+ population and drove many of the deaths in this age grouping. Congregate
care settings include nursing homes and other long-term care facilities, where a large portion of
the population over the age of 80 live. Throughout the pandemic, nursing homes represented
about 30% of cumulative deaths in the 65+ population with the share of deaths peaking at 45%
during the Initial Surge. While New Jersey saw a lower percentage of deaths in the 65+ age
grouping from nursing homes than other states, nursing homes drove almost half of all deaths in
the 65+ population across the country in the Initial Surge.

Exhibit 4-7: Comparison of New Jersey Nursing Home Deaths as a % of 65+ Population Deaths
Across Periods

Cumulative COVID-19 nursing home fatalities as a percentage of cumulative COVID-19 fatalities for
the 65+ population

Nursing home deaths as % of total 65+ deaths

Cumulative Initial Surge Second Surge Delta & Omicron
Jan '20 — Mar 22 Mar '20 - Jun '20 Jul '20 — May 21 Jun '21 - Mar 22
New Jersey 30% 45% 24% 10%
Initial Outbreak 349 579 379% 12%
States
U.S. Total 30% 49% 39% 11%

Source: CMS COVID-19 Nursing Home Data, CDC

Cumulatively, this rate of nursing home deaths was higher than other initial outbreak states and
the U.S. total. This was driven by New Jersey seeing disproportionately more deaths per capita in
Initial Surge, even compared to states that had higher levels of fatalities amongst their general
population during this time. In the Initial Surge, New Jersey ranked 49" compared to all other

20 See Chapter 4 Appendix A-16: Timeline of New Jersey Share of Hospitalizations and Fatalities from 65+
Population.
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states. In subsequent COVID-19 surges, New Jersey’s nursing home fatality rate consistently fell
among the 10 best states.

Exhibit 4-8: Comparison of New Jersey, Peer State, and U.S. LTCF Fatalities by Period
Cumulative COVID-19 fatalities per 100k of nursing home population

Py Numbers are not absolute;
scaling to 1,000 of population

Total nursing home fatalities per 100k

Cumulative Initial Surge’ Second Surge Delta & Omicron
Jan '20 — Mar 22 Mar '20 — Jun '20 Jul '20 — May 21 Jun '21 - Mar 22
16,256 10,511 4,525 1,219
New Jersey 431 (US) 49t (US) 5th (US) 7t (US)
10th/14 (Peers) 13th/14 (Peers) 2nd/14 (Peers) 5th/14 (Peers)
Initial Outbreak 14,393 5,058 7,740 1,595
States
U.S. Total 13,663 2,958 8,833 1,872

1. Total number of residents calculated as an average ot occupancy over entire period. 2. CMS data begins at the end of May; the first week where data is reported (the week of 5/24) is a
cumulative measure that may include cases and fatalities as early as 1/1/20.
Source: CMS COVID-19 Nursing Home Data

This trend was similar in veterans’ homes, a subset of the long-term care facilities just discussed.
New Jersey's cumulative fatality rate for veterans’ homes ranked 32" in the U.S.
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Exhibit 4-9: Comparison of New Jersey, Peer State, and U.S. Veteran Home Fatalities by Period

Cumulative COVID-19 fatalities per Tk of veteran nursing home population’

P Numbers are not absolute;
scaling to 1,000 of population

Total veteran nursing home fatalities per 1k residents

Cumulative Initial Surge? Second Surge Delta & Omicron
Jan '20 — Mar 22 Mar '20 — Jun '20 Jul '20 — May 21 Jun '21 - Mar 22
207 146 32 29
New Jersey 32nd/38 (US) 36t/38 (US) 13t/38 (US) 315/38 (US)
8th/11 (Peers) 9th/11 (Peers) 6th/11 (Peers) 10th/11(Peers)
Initial Outbreak
States? 157 61 79 17
U.S. Total* 132 33 82 18

Note: Weekly trends not visualized due to low numbers of cases and fatalities.

1. Total number of residents calculated as an average of occupancy over entire period; 2. CMS data begins at the end of May; the first week where data is reported (the week of 5/24) is a
cumulative measure that may include fatalities as early as 1/1/20; 3. Includes the 11 initial outbreak states with certified veteran nursing homes that report data; 4. Includes all 38 states with
certified veteran nursing homes that report data.

Source: CMS COVID-19 Nursing Home Data

Chapter 6 of this report covers health impacts to congregate care, including long-term care
facilities and veteran homes in detail.

4153 Correctional facilities

Correctional facilities are another major State-run congregate setting. New Jersey's cumulative
fatality rate for incarcerated individuals ranked 43" compared to other states. This was driven by
high fatalities in the Initial Surge that were almost double the fatality rate seen in the general
population (277 deaths for every 100k people, as opposed to 146 deaths in the general population).
By the Second Surge, the fatality rate in New Jersey correctional facilities had decreased to one of
the best in the country and below the general population’s fatality rate during this same period (65
fatalities for every 100k people, as opposed to 112 in the general population). This was potentially
aided by New Jersey's efforts to vaccinate incarcerated individuals who were made eligible for
vaccination early in the vaccination campaign.
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Exhibit 4-10: Comparison of New Jersey, Peer State, and U.S. Correctional Facility Fatalities by
Period

Cumulative COVID-19 cases per 100k of correctional facility population

P Numbers are not absolute;
scaling to 100k of population

Total correctional facility fatalities per 100k

Cumulative Initial Surge Second Surge Delta & Omicron
Jan '20 — Mar ‘22 Mar '20 - Jun '20 Jul '20 — May '21 Jun ‘21 — Mar '22
342 277 65
New Jersey 4314 (US) 50th (US) 4t (US)
12th/14 (Peers) 14th/14 (Peers) 2nd/14 (Peers)
. Data for Delta/Omicron
Initial Outbreak
sr:;tl:s Hibrea 258 64 193 period not available
U.S. Total' 235 52 182

1. Includes Federal correctional facilities.

Note: The Marshall Project data was collected from prison agencies directly and verified with officials. Incarceration data includes adult and juvenile state facilities, federal facilities, and immigration
detention facilities. The Marshall Project did not include data for Delta and Omicron stage (Jun ‘21 — Mar '22).

Source: The Marshall Project

Chapter 6 of this report covers health impacts to congregate care, including correctional facilities,
in additional detail.

4.1.54  Race/Ethnicity

Given existing racial/ethnic health inequities prior to the pandemic, the health impacts were not felt
equally across racial and ethnic groups within New Jersey. For example, many racial and ethnic
minorities are more likely to live in multigenerational households or congregate living situations
and are more likely to be essential workers who had to continue going to and from work, both of
which contribute to the spread of COVID-19. In addition, baseline chronic diseases like diabetes
and hypertension are higher amongst these communities and are significant co-morbidities for
COVID-19. Areas with higher rates of racial and ethnic minorities also tend to have under-
resourced health care systems. As a result, these communities tend to have significantly higher
rates of COVID-19 prevalence and morbidity.

This report examines the pandemic’s impacts on different demographic groups. Because reliable
and comparable data does not exist for all 50 states, this analysis has been conducted for New
Jersey only and selected other states that also report robust data on race and ethnicity.

Some of the challenges with analyzing the impact of COVID-19 on different racial and ethnic
groups across states include:
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¢ Collecting demographic data. Race and ethnicity data was not collected for all cases,
hospitalizations, or fatalities reported, and was inconsistently tracked across periods of the
pandemic. For example, during the peak of the crisis, healthcare providers prioritized
administering emergency care over data collection.

e Group dlassification. Race and ethnicity definitions, such as distinctions between Hispanic as
an ethnicity rather than a racial category, were not uniform across states and contributes to
miscounting or gaps in data.

o Consistency of state reporting. Because data collected by states differed in definition, scope,
consistency, and accuracy, cross-state comparisons are not always possible.

e Age pyramids across racial and ethnic groups: Data show that case and fatality rates did vary
by race and ethnic group, reflecting long-standing health inequities and differences in access
to care. However, data also show that age was an even stronger predictor of fatality rate than
race or ethnicity. Differences in the age structure of racial groups by state complicate
comparisons. For example, 6% of New Jersey’s Hispanic population is aged 65+, vs 11% in
Florida, contributing to differences in fatality rates in those states. There is no comprehensive
dataset that allows simultaneous comparison by race/ethnicity and age across states.

Despite these challenges, it is still possible and important to draw conclusions from available
information. In New Jersey, Black residents saw higher cumulative per-capita fatality rates than any
other racial group. This trend was most notable in the Initial Surge, in which Black per-capita
fatalities were 40% higher than White fatalities and almost triple the fatality rate for Asian residents.
This disparity reflects underlying inequities in healthcare access and outcomes pre-dating COVID-
19 and persisting today. It also reflects the fact that Black New Jerseyans were more likely to have
jobs that put them at risk of contracting COVID-19, including essential work.

Racial inequities in health impacts were present despite age differences. As discussed, most
fatalities in New Jersey across all time periods were concentrated in New Jersey’s 65+ population.
Despite this, White residents had lower per-capita fatalities in the Initial Surge despite having a
higher share 65+ individuals than their Black and Hispanic counterparts (22% of White residents in
New Jersey are over 65, compared to 13% of Black residents and just 8% of Hispanic residents).
Asian residents also had significantly lower fatality rates than Black and Hispanic residents, despite
having a similar share of the population who was 65 years or older (12%). Although White fatality
rates decreased faster than other racial and ethnic groupings in later surges, this may reflect higher
primary series, booster, and bivalent booster vaccination rates among the 65+ population (as
outlined in the Vaccinations section of this chapter).
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Exhibit 4-11: Breakdown of fatalities by race in New Jersey

NJ not ranked against other states due to inconsistencies
@ in race/ethnicity categorization and reporting across

states and inability to account for differences in age

Fatalities per 100k?

Cumulative Initial Surge Second Surge Delta & Omicron
Jan '20 — Mar '22 Mar '20 - Jun '20 Jul '20 — May 21 Jun '21 = Mar '22
Asian 138 77 44 17
Black 379 207 128 43
Hispanic’ 254 133 85 37
White 244 147 97 0
Total NJ 259 141 98 20
Population

1. Collected data grouped Hispanic into a racial identification rather than an ethnicity. 2. 4% of cumulative fatalities are included in totals but excluded from racial group reporting. Other racial
groups include but are not limited to American Indian, Alaska Native, Native Hawaiian, other Pacific Islander, and people who identify with more than one race.

Note: Initial Surge fatalities are based off cumulative data on July 7, 2020, due to missing data at the end of June "20.

Source: DOH data; US Census 2020.

4.2 Vaccination Outcomes
42.1 Section Overview

The COVID-19 vaccination campaign was one of the largest public health efforts ever undertaken.
State governments were responsible for quickly and equitably rolling out a primary series of
vaccinations, followed by boosters, to nearly their entire populations. Vaccinations were a critical
element of the public health response to the pandemic — they helped decrease COVID-19's severity
and significantly reduced the likelihood of death.

New Jersey was at the forefront of the rush to vaccinate the U.S.; once vaccines became available,
New Jersey was able to quickly — and equitably — roll out an effective vaccination campaign. As a
result, New Jersey was able to achieve high primary series and booster vaccination rates across
different ages, geographies, and demographics, which no doubt played a large role in the
substantial improvement in health outcomes seen in New Jerseyans as time went on.
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This section provides insights into:

New Jersey's initial vaccination rollout.

New Jersey’'s ongoing maintenance of vaccine coverage.

Vaccination differences across New Jersey's population, including adolescents and pediatrics,
the 65+ population, counties within New Jersey (using the CDC's county-level Social
Vulnerability Index [SVI]), and racial/ethnic groups.

In addition, this section considers New Jersey’s vaccination eligibility timelines and the
disproportionate impact of COVID-19 across different communities. The following were considered:

65+ population

Adolescent and pediatric populations
Counties (using SVI)

Racial and ethnic groups

New Jersey's COVID-19 vaccine campaign had three distinct phases.

Exhibit 4-12: Timeline of vaccine rollouts

COVID-19 Vaccine Campaign Progression

Dec '20 — April 21 May '21 = Jul '21 Aug 21 - Dec '22
Supply Demand
Constrained Constrained

Supply-constrained period (December 2020 to April 2021): In this period, vaccines were
limited, and there were unique operational challenges. All states had to make prioritization
decisions about which residents would be eligible to receive the limited supply of vaccines.
Demand-constrained period (May 2021 to July 2021): In this period, vaccine availability was
no longer constrained. Instead, states were limited by vaccine hesitancy rates and
operational constraints, such as the number of providers who had signed up to help
administer vaccines.

Booster period (August 2021 to December 2022): Once booster shots were approved, states
had to ensure a rapid rollout of additional doses to address waning vaccine coverage levels.
States also continued to face issues with hesitancy that impacted the ‘last mile’ of primary
series vaccine uptake. In this section, New Jersey’s vaccination rates are compared to all 50
states as well as to peer states with similar levels of vaccine hesitancy.
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Additional detail on what New Jersey did to administer the vaccine, including boosters and
pediatric vaccination, is presented in Section 5.10 Vaccinations. This includes a detailed chronology
of the rollout, analysis of the key decisions New Jersey made, a comparison to other states and an
evaluation of which aspects were effective.

4.2.2 New Jersey's Vaccination of its Population When Supply Was Constrained

As part of the Federal Government's response to COVID-19, the first vaccine became available on
December 15, 2020. However, initial supplies were limited. To manage the limited supply efficiently,
states had to design a phased approach to vaccine rollout that made certain groups — like
healthcare workers and elderly residents — eligible for vaccinations earlier than others. Limited
eligibility for the COVID-19 vaccine lasted approximately 5 months. By the end of April 2021, the
vaccine became available to the adults across all states.

Exhibit 4-13: Timeline of New Jersey Vaccine Eligibility Phases

Vaccination Eligibility Eligibility Booster dose Eligibility Booster dose Bivalent
campaign expanded: Expanded: authorized: expanded: expanded: dose
begins 16+ 12-15 65+ 5-11 16-65 authorized
A A A A A A A
Dec 2020 Apr 2021 May 2021 Sep 2021 Oct 2021 Dec 2021 Aug 2022

Jan 8
Mar 15 Phase 1B: Public transportation and public safety workers and other at-risk medical conditions for ages 16+
NJ rollout s
phases Apr 16
May 12 Everyone Ages 12+
hig 12

Note: Pfizer authorizations (first doses + boosters) were for ages 16+ while Moderna was only authorized for 18+
Source: COVID-19 Vaccination Plan New Jersey, December 15, 2020

Note: Pfizer authorizations (first doses + boosters) were for ages 16+ while Moderna was only authorized for 18+; Source: COVID-19 Vaccination Plan New Jersey, December 15, 2020

Each state was responsible for establishing eligibility groups for each phase of its vaccination
campaign. These groupings were informed by CDC guidance; however, this guidance was often
vague and left room for individual state interpretation (for example, the definition of “essential
workers”), which required states to issue their own, more detailed guidance.
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Exhibit 4-14: Examples of New Jersey vaccine prioritization compared to other states

Primary series vaccination eligibility criteria, Example states as illustration

CDC Guidance? New Jersey Pennsylvania California Florida
L]
 Healthcare  Healthcare Phase 1A: Tier 1 e Healthcare  Healthcare
personnel’ personnel » Healthcare personnel personnel
e Long-term care o LTCF residents personnel o LTCF residents = Adults > 65 years
1A facility (LTCF) o LTCF residents « Adults 18-64 w/
residents e Adults > 65 years underlying
« Individuals 16-64 medical condition
with high-risk
N condition
2
'; » Frontline essential ¢ FEW in police & Phase 1A: Tier 2 Phase 1B: Tier 1 Phase 1B
K= workers (FEW) in fire e FEW in police & « FEW in police & « FEW > 50 years in
E police & fire, o Adults > 65 years fire, emer. fire, education, police, fire &
£ 1B education, food & < Individuals 16-64 services, food & ag, emer. services,
) ag, grocery, with high-risk education, food &  grocery, childcare K-12 education
a childcare, postal condition ag, grocery e Adults > 65 years
8 e Adults > 75 years
v o Other essential » FEW in public Phase 1B Phase 1B: Tier 2 Phase 1C
workers transportation, e FEW in public e FEW in public  All adults 60 years
o Adults 65-74 years  education, transportation, transportation,
1c ° Individuals 16-64 childcare clergy, postal, social services,
with high-risk childcare clergy
condition e Individuals 16-64
with high-risk
. condition

1. Defined as workers (paid or unpaid) in healthcare settings with the potential for direct or indirect exposure to COVID-19 2. CDC guidance from the National Governors Association, based on

Centers for Disease Control and Prevention’s (CDC) Advisory Committee on Immunization Practices (ACIP) recommendations

Early in the vaccination campaign, there was less variation across states in who was eligible. Almost
all states, including New Jersey, prioritized vaccinating healthcare personnel and long-term care

facility residents (LTCFs). In early 2021, when Phase 1B began, states began to vary more from each
other, and the CDC, when it came to:

e The 65+ population and the population of those with high-risk conditions, as some states

prioritized their vaccinations earlier, or later, than CDC guidance suggested.

e Essential workers, which states often defined at a more granular level than CDC guidance.
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By the end of the supply-constrained vaccination phase in April 2021, New Jersey had reached a
58% first-dose vaccination rate, and 43% of the 18+ population had completed their primary
series.”!

Exhibit 4-15: Timeline of New Jersey Vaccination Rates during Supply Constrained Era

Percentage of 18+ population vaccinated with first dose and completed primary series vaccinations

100%
75%
58%
First dose
50% Vx rate
b 43%
Completed
primary
25% series
0% ‘ T ‘ ‘ ‘
12/20 1/21 2/21 3/21 4/21 5/21

— First Dose Vx rate — Completed Primary Series Vx rate

Source: CDC COVID-19 Vaccinations in the United States Jurisdiction

High vaccination rates resulted from a successful operational rollout. All states received limited
Federal vaccine supplies, pro-rated based on their population sizes, and were responsible for
distributing those shots as efficiently as possible. Vaccine throughput (the share of distributed
Federal vaccine supplies that were actually administered to residents by each state) was an
important determinant of state vaccination rates. Variations in throughput rate show differences in
states’ operational capabilities to administer shots.

States with higher throughput vaccinated more people relative to the supply they were given. New
Jersey was in the top 20% of states in vaccine throughput.?® This achievement was a major factor in
the overall success of New Jersey's vaccination program during this period.

21 See Chapter 4 Appendix B-1: Comparative Timeline of New Jersey and U.S. Vaccine Throughput in Supply
Constrained Period.
22 See Chapter 4 Appendix B-1: Comparative Timeline of New Jersey and U.S. Vaccine Throughput in Supply
Constrained Period.
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Exhibit 4-16: Comparison of Vaccine Throughput Across States by End of Supply Constrained
Period

States' throughput percentage in April 2021

States' throughput % on 4/25/21

92%
87%

62%

Source: CDC

4.2.3 New Jersey's Vaccination of its Population When Supply Constraints Were Lifted

Around May 2021, the vaccination campaign shifted from being supply-constrained to demand-
constrained. This “demand-constrained phase” of vaccination, was characterized by:

e A ramp-up in the production of vaccines, which meant they were more readily available to
residents who also had a choice regarding which vaccines they received.

e The maturing of distribution channels, allowing for appointment availability to overtake the
demand for vaccines.

e Expansion of eligibility to the adult population.

The increase in vaccine supply allowed states to shift their focus from ramping up vaccination
capabilities to encouraging residents to register for vaccinations. During this period, the success of
a state’s vaccination campaign was influenced less by operational efficiency and more by the levels
of vaccine hesitancy and access within each state.

At the beginning of the demand-constrained period in May 2021, New Jersey residents had among
the highest willingness rates in the United States to be vaccinated — only 10% of residents surveyed
in the Census’ Household Pulse Survey indicated that they “probably or definitely will not get
vaccinated.” By contrast, other states surveyed had levels of hesitancy reaching as high as 32%.

Given the wide variation in vaccine hesitancy levels, states’ vaccination campaigns and their final
vaccination rates should be considered in the context of how willing their populations were to get
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vaccinated. This section compares New Jersey to states with similar levels of hesitancy in May 2021,
when the demand-constrained period began. During this period, 17 states had levels of vaccine
hesitancy within 5 percentage points of New Jersey's.

Exhibit 4-17: Vaccine Hesitancy Across States at Beginning of Demand Constrained Period

% of all adults who indicated on the monthly Census Household Pulse Survey that they

"Probably or definitely will not get vaccinated" in May 2021
32
31

29
2828
Comparable/Low hesitancy 2728
states within 5 pp of NJ

vaccine hesitancy 2r 2222232323 2
21
19191920

27
2424242525252526
3

181818

559 UE§E%Sé%%iﬁigg558§i§5§Q§85§63335§§§5595525%2;;
vi
o}
= US. average == N)J Low Hesitancy ® Medium Hesitancy B High Hesitancy

Source: Census Household Pulse Survey

By December 2021 — only 6 months after the shift to demand-constrained vaccination campaign —
New Jersey had already reached approximately 90% of the total first dose and primary series
vaccinations that it would administer by the end of the pandemic. Vaccine rates leveled off and
remained relatively stable by mid-2022. By the end of December 2022, New Jersey had reached a
first dose and primary series vaccination rate of 95% and 89%, respectively.
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Exhibit 4-18: Timeline of New Jersey First Dose and Completed Primary Series Vaccination Rates

% of 18+ NJ population vaccinated with first dose and completed primary series. Including final

vaccination rate at end of each period.

Supply constrained Demand
vaccination constrained
Dec 20 - Apr ‘21 May-Jul 21
58% 75%
100% (first dose)
43% 70%
75% (completed
primary)

Booster campaigns
Aug ‘21 - Dec 22

95% | ~6% of the population who received a first
899 | dose did not complete their primary series

50%

25%

NJ reached ~90% of its final
first dose and primary series
vaccination rates in Dec ‘21

0%

1/21 3/21 5/21 7/21 9/21 11/21

1/22

3/22 5/22 7/22 9/22 11/22 1/23

— First Dose — Completed Primary Series

Source: CDC COVID-19 Vaccinations in the United States,Jurisdiction

New Jersey achieved first dose and completed
primary series vaccination rates above the U.S.
average and in line with most states that had
comparable initial hesitancy levels.?® By the end of
December 2022, New Jersey had completely
vaccinated 89% of its adult population. This was in
line with the 85% vaccination rate that states with
comparable hesitancy levels reached and almost
10 percentage points higher than the 78%
vaccination rate across the United States.

Changing hesitancy

State and national public health campaigns
were an essential tool in addressing vaccine
hesitancy and combating misinformation. These
efforts are reflected in the overall decrease in
vaccine hesitancy across the United States (from
18% to 10% between May 2021 and December
2022).

New Jersey's vaccine hesitancy rates decreased
at a comparable speed and degree to other
states during the same period (from 10% to 2%).

23 See Chapter 4 Appendix B-3: Comparison of New Jersey, Peer State, and U.S. First Dose Vaccinations Across

Periods.
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Exhibit 4-19: Comparison of New Jersey, Peer State, and U.S. Primary Series Vaccination Rates
across Periods

% of 18+ population vaccinated with the full primary series, including NJ's rank against its peers'
and U.S. Total

Supply constrained Demand constrained Booster campaigns
Dec '20 - Apr ‘21 May 21 - July ‘21 Aug 21 - Dec 22

18+ Primary NJ rank 18+ Primary NJ rank 18+ Primary NJ rank
Geography Series complete Relative to group Series complete Relative to group Series complete Relative to group
New Jersey 43% o 70% - 89% _
Stat ith bl
hesitaney o 40% 6"/18 65% 6"/18 85% 7"/18
US Total 34% 10"/50 54% 6"/50 78% 7"/50

Note: Rankings reflect NJ's performance relative to other states. A higher rank ( e.g. #50) is “bad"” as it implies a higher hesitancy rate than the other 49 states.

1. Rank out of 18. States peer to NJ in vaccine hesitancy have lower rates of vaccine hesitancy than the U.S. average at 5/29 /2020. These states include: HI, VT, MA, MD, CT, NY, VA, RI, NH, CA, WA,
NM, ME, IL, DE, PA, OR.

Source: Census HPS, CDC COVID -19 Vaccinations in the United States Jurisdiction

424 New Jersey's Maintenance of Vaccination Coverage

Maintaining vaccine coverage and protection against COVID-19 was critical because vaccine
effectiveness diminishes the more time passes since the last dose was administered. A vaccine
administered 3 months prior to contracting COVID-19 offers more protection against
hospitalization and death than a vaccine administered a year prior. Because COVID-19 strains
mutated over time, the original vaccines were also progressively less effective against later
variations of the virus.

To maintain vaccine coverage, states quickly Timeline of Population Eligibility + Boosters

rolled out a new series of vaccines when .
boosters became available in the fall of 2021. Dec 2020 + Vaccine campaign begins.
Boosters promoted continued resistance o
against COVID-19, especially as the disease Apr 2021 T Eligibility expanded to 16+ years.
continued to mutate. Because boosters were May 2021+  Eligibility expanded to 12-15 years.
an additional shot of the existing primary Sep 2021 <+ Booster dose authorized for 65+ years.
series vaccine, states were able to leverage o

. Lo . . Oct 2021 + Eligibility expanded to 5-11 years.
their existing vaccine infrastructure to make
boosters available more quickly and efficiently Dec 2021 + Booster dose authorized for 16-64 years.
than in the initial primary series rollout. As T
boosters were being rolled out, states had to Aug 2022+ Bivalent dose authorized.
simultaneously continue to focus on increasing

primary series vaccination rates.
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Despite the efficient rollout, resident and provider fatigue increased over time. This led to lower
booster vaccination rates, and by the end of 2021, much of the mass vaccination infrastructure had
wound down.

Booster eligibility rollout was less varied than that of initial vaccines. When booster vaccinations
were approved in September 2021, states followed CDC eligibility guidance with little to no
variation and prioritized healthcare personnel and older adults. Just 2 months later, in November,
all adults were eligible to receive a booster.

Exhibit 4-20: Comparison of New Jersey and Select State’s Booster Eligibility Guidance

9/23: » Healthcare » Healthcare » Healthcare » Healthcare » Healthcare
CDC AICP personnel personnel personnel personnel personnel
approves ° Adults > 75 years « Adults > 75 years ¢ Adults > 75 years ¢ Adults > 75 years « Adults > 75 years
booster
o All adults 65-74 « All adults 65-74 « All adults 65-74  « All adults 65-74 « All adults 65-74
years years years years years
10/21 e Adults 18-64 w/ « Adults 18-64 w/ « Adults 18-64 w/ e« Adults 18-64 w/ « Adults 18-64 w/
CDC expands underlying underlying underlying underlying underlying
eligibility to medical condition  medical condition  medical condition  medical medical condition
select pop. or in a high-risk or in a high-risk or in a high-risk condition orin a or in a high-risk
setting setting setting high-risk setting setting

o All adults 18-64 « All adults 18-64 « All adults 18-64 < All adults 18-64 < All adults 18-64

11/19:
years years years years years

CDC expands

eligibility to
all adults

1. CDC guidance from the National Governors Association, based on Centers for Disease Control and Prevention’s (CDC) Advisory Committee on Immunization Practices (ACIP) recommendations
Source: CDC press releases
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In August 2022, the bivalent booster
was authorized. Recipients of bivalent
boosters were eligible to receive a
vaccine, regardless of whether they had
received a primary vaccine. The vaccine
was meant to protect against the newer 9 5 %
Omicron strain of the COVID-19 virus.

Exhibit 4-21: New Jersey 18+ Vaccination Rates by
Vaccine type

By December 2022, 49% and 17% of the
New Jersey population had received a
booster and bivalent booster,
respectively.?*

0,
States showed greater degrees of 49% 17 A)

variation in vaccination rates for
boosters/bivalent boosters than with
primary series vaccination. This reflected
the varying levels of prioritization and
emphasis. By the end of 2022, booster
vaccination rates varied from a low of
26% in Alabama and North Carolina to a high of 63% in Vermont. Bivalent boosters also had a high
degree of variation: the lowest vaccination rate for bivalent boosters was 7% in Mississippi, while
the highest was 33% in Vermont.

Bivalent

Percentage of New Jersey residents
who received one or more bivalent
boosters.

By the end of 2022, New Jersey's booster vaccination rate of 49% was in line with other states that
had similar hesitancy levels and slightly above the U.S. average.® *°For the bivalent booster, New
Jersey's rate of 17% was in line with the U.S. average and behind similar hesitancy states who
reached a rate of 21%.%

24 See Chapter 4 Appendix B-4: Timeline of New Jersey Vaccination Rates by Vaccine Type.
% See Chapter 4 Appendix B-5: Booster Vaccination Rates Across States.

26 See Chapter 4 Appendix B-5: Booster Vaccination Rates Across States.

27 See Chapter 4 Appendix B-6: Bivalent Booster Vaccination Rates Across States.
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Exhibit 4-22: Comparison of New Jersey, Peer State, and U.S. 65+ Booster vaccination rates

% of 65+ population vaccinated with Booster and Bivalent Boosters, including New Jersey's rank
against its peers’ and nationally

Vaccination rates as of Dec '22

15t Booster NJ rank 2nd Booster NJ rank Bivalent NJ rank
65+ Vx rate Relative to group| 65+ Vx rate Relative to group Booster Relative to group
Geography 65+ Vx rate
New Jersey 70% = 38% = 35% =
States with
comparable 73% 15M/18 45% 16M/18 43% 17718
hesitancy
US Average 68% 25%"/50 40% 3150 37% 32M/50

S

-

NJ rank is lower for the 65+ population than it was for the total population;
NJ rank vs US was 14t and 24t for booster and bivalent booster vaccination rates

Note: Rankings reflect NJ's performance relative to other states. A higher rank (e.g., #50) is “bad” as it implies a lower vaccination rate than the other 49 states.
1. Rank out of 18. States peer to NJ in vaccine hesitancy have lower rates of vaccine hesitancy than the U.S. average at 5/29/2020. These states include: HI, VT, MA, MD, CT, NY, VA, RI, NH, CA, WA,

NM, ME, IL, DE, PA, OR.

Source: Census HPS, CDC COVID-19 Vaccinations in the United States Jurisdiction

4.2.5 Variance in Vaccination by Population within New Jersey

During the pandemic, there were variations in vaccine rates based on population and
demographics. This report looks at vaccination rates across the following populations:

e 65+ population. This group was prioritized by the CDC for the initial rollout because they
were at high risk of hospitalization and fatalities.

e Adolescent and pediatric populations. These populations became eligible later in the
vaccination campaign because the vaccines had not been approved for those under the age

of 18.

¢ Counties within New Jersey. Under-resourced counties with higher social vulnerability ratings
had existing health inequities prior to COVID-19 that influenced vaccine access and uptake.?®

28 This analysis was conducted within New Jersey only.
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e Race/ethnicity. Prior to COVID-19, health inequities existed across racial/ethnic lines that
influenced vaccine access and uptake.?’

4251  Vaccinations Among the 65+ Population

Because of the higher health risks of contracting COVID-19, the 65+ population was prioritized
nationally for primary series and booster vaccinations. Although states across the United States
opened eligibility to the 65+ population on different dates, every state prioritized vaccinating older
individuals before opening eligibility to the entire population.

In line with this, when vaccine supply was limited in the initial months of the vaccine rollout, New
Jersey's 65+ population was vaccinated at a significantly higher rate.> By the end of the supply-
constrained period in April 2021, New Jersey was able to vaccinate 77% of the 65+ population with
a first dose, and 69% had completed their primary series. These rates were much higher than the
58% and 43% vaccination rates of the general population. In New Jersey, vaccine hesitancy rates
were also much lower for the 65+ population than the total population.®'

29 This analysis was conducted within New Jersey only. Reporting gaps, including variations in race and ethnicity
definitions, were present across states and prevented a 50-state comparison of outcomes.

30 See Chapter 4 Appendix B-1: Comparative Timeline of New Jersey and U.S. Vaccine Throughput in Supply
Constrained Period.

31 See Chapter 4 Appendix B-8: New Jersey 65+ and Total Vaccine Hesitancy Throughout the Pandemic.
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Exhibit 4-23: Comparison of New Jersey, Peer State, and U.S. 65+ Primary Series vaccination rates

% of 65+ population vaccinated with the full primary series, including NJ's rank against its peers' and

nationally
Supply constrained Demand constrained Booster campaigns
Dec '20 — Apr ‘21 May 21 - July ‘21 Aug 21 — Dec '22
65+ pop. NJ rank 65+ pop. NJ rank 65+ pop. NJ rank
Vaccination Relative to Vaccination Relative to Vaccination Relative to
Geography rate group rate group rate group
New Jersey 69% = 83% = 95% =
States with
comparable 68% 1218 81% 11th/18 95% 1t (tie)/18
hesitancy
US Average 62% 26™/50 72% 16"/50 93% 1°* (tie)/50

Initial difference in vaccination rates is potentially explained New Jersey's prioritization of essential workers
during the initial vaccine roll-out; other states may have focused on prioritizing specific age groups

Note: Rankings reflect NJ's performance relative to other states. A higher rank (e.g., #50) is “bad" as it implies a higher hesitancy rate than the other 49 states.
1. Rank out of 18. States peer to NJ in vaccine hesitancy have lower rates of vaccine hesitancy than the U.S. average at 5/29/2020. These states include: HI, VT, MA, MD, CT, NY, VA, RI, NH, CA, WA,

NM, ME, IL, DE, PA, Ol

R.
Source: Census HPS, CDC COVID-19 Vaccinations in the United States, Jurisdiction

Ramp-up timing across the country varied, but most states had achieved similar final primary series
vaccination rates for the 65+ population by the end of December 2022. New Jersey ramped up
vaccination rates in line with the United States in the supply-constrained period. New Jersey quickly
increased primary vaccination rates to above most states by the time boosters were introduced in
August 2021. This difference in vaccination ramp-up timing is potentially explained by New Jersey's
prioritization of essential workers during the initial vaccine rollout rather than older populations.
Due to supply constraints, New Jersey did not open eligibility to include the total 65+ population
until April as part of eligibility Phase 1C. By December 2022, New Jersey was tied for 1 place in the
United States for 65+ primary series completion rates.

32 See Chapter 4 Appendix B-7: Timeline of New Jersey Adult Population and 65+ First Dose and Primary Series
Vaccination Rates during the Supply Constrained Period.
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Exhibit 4-24: Comparative Timeline of New Jersey’, Peer States, and U.S. 65+ Primary Series
Vaccination Rates

% of population aged 65+ vaccinated with the full primary series, including NJ's rank against its
peers' and U.S.

% of population aged 65+ vaccinated with the full primary series, including NJ's rank against its peers' and U.S.

Supp]y Demand Booster campaigns
constrained  constrained Aug ‘21 — Dec ‘22
vaccination May ‘21 -
Dec 20 - Apr 21 July ‘21 1st (tie) 15t (tie)
12th 26th 11th 16th (peers) (inUS)
100% (peers) (inUS.) (peers) (in US.) —
75%
50%
25%
O% L T T T
1/21 7/21 1/22 7/22

— New Jersey, Ages 65+ — US, Ages 65+ — Low Hesitancy States

Note: Rankings reflect NJ's performance relative to other states. A higher rank (e.g. #50) is “bad” as it implies a lower vaccination rate than the other 49 states.
1. Ranking of NJ vaccination rate for ages 18 and older and 65 and older on the last day of the period.
Source: CDC COVID-19 Vaccinations in the United States Jurisdiction

Note: Rankings reflect New Jersey's performance relative to other states. A higher rank (e.g., #50) is "bad" as it implies a lower vaccination rate than the other 49 states.

As with the primary series vaccines, the 65+ population had a much higher rate of boosters than
the adult 18+ population in New Jersey and across the United States. By December 2022, 70% of
the 65+ population had received a booster and 35% had received a bivalent booster (in contrast to
49% and 17% of the adult population).
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Exhibit 4-25: New Jersey 65+ Vaccination Rates by Vaccine Type, Compared to U.S.

% of 65+ and 18+ population vaccinated across vaccination types

New Jersey
Vaccination
Rates

US Total |

Vaccination
Rates

95%  95% 95%

89%

38%

35%
17%

First Dose Completed At least one Second Booster
Primary Series Booster

8% (@2%>  (40%) C(N/AD

Il 65+ Population 8 18+ Population

Note: In March 2022, the CDC encouraged 65+ individuals to get a second booster 4 months after their first
Source: CDC COVID-19 Vaccinations in the United States, Jurisdiction; BCG analysis

Bivalent Booster

By December 2022, New Jersey achieved booster vaccination rates for the 65+ population that
were above those of the broader United States. As the CDC recommended that older populations
receive a second dose and then later introduced the bivalent booster, New Jersey began to lag on
65+ second booster and bivalent booster rates when compared to other states, Section 5.10
Vaccinations discusses causes for a reduced focused on later COVID-19 boosters, including higher
rates of anti-vaccine sentiments in response to boosters in New Jersey. As shown below, New
Jersey achieved 1st and 2nd booster rates for the 65+ population, in line with the U.S. average and
below most peer states. Bivalent booster rates were below the U.S. average and peers.
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Exhibit 4-26: Comparison of New Jersey, Peer State, and U.S. 65+ Booster Rates

% of 65+ vaccinated with the booster and bivalent boosters, including NJ's rank against its peers’
and U.S.

Vaccination rates as of Dec '22

15t Booster NJ rank 2nd Booster NJ rank Bivalent NJ rank
65+ Vx rate Relative to group| 65+ Vx rate Relative to group Booster Relative to group
Geography 65+ Vx rate
New Jersey 70% = 38% = 35% =
States with
comparable 73% 15%/18 45% 16"/18 43% 17"/18
hesitancy
US Average 68% 25%M/50 40% 3150 37% 32M/50

NJ rank is lower for the 65+ population than it was for the total population;
NJ rank vs US was 14t and 24t for booster and bivalent booster vaccination rates

Note: Rankings reflect NJ's performance relative to other states. A higher rank (e.g., #50) is “bad” as it implies a lower vaccination rate than the other 49 states.

1. Rank out of 18. States peer to NJ in vaccine hesitancy have lower rates of vaccine hesitancy than the U.S. average at 5/29/2020. These states include: HI, VT, MA, MD, CT, NY, VA, RI, NH, CA, WA,
NM, ME, IL, DE, PA, OR.

Source: Census HPS, CDC COVID-19 Vaccinations in the United States Jurisdiction

Booster uptake was necessary to avoid waning immunity and keep residents healthy. Because
people were not staying up to date with their booster vaccinations, hospitalizations and fatalities
among the 65+ population increased going into the Delta & Omicron wave.

4252  Vaccinations Among Children and Adolescents

Pediatric and adolescent vaccination rates varied across states but were significantly less than
primary vaccination rates for the adult population. Vaccine hesitancy was particularly high among
the parents/caregivers of adolescents and children. While there is limited state-by-state data on
vaccine hesitancy for children, this report has assumed that there are similar relative trends
between personal hesitancy rates and parents’ hesitancy rates for their children across states (i.e.,
while pediatric vaccine hesitancy is expected to be higher in all states, states with higher adult
vaccine hesitancy are likely to also have higher pediatric vaccine hesitancy when compared to
others).

Page 91



Exhibit 4-27: Comparison of New Jersey, Peer State, and U.S. Adolescent and pediatric primary
series vaccination rates

Percentage vaccinated with the full primary series, by age

Primary series vaccination rates as of Dec ‘22

Adolescent Vx rates NJ rank Pediatric Vx rate NJ rank
Geography Ages 12-17 Relative to group Ages under 12 Relative to group
New Jersey 75% = 26% =
States with
comparable 72% 9th/18 27% 11%/18
hesitancy’
US Average 61% 9th/50 21% 28™M/50

Note: Rankings reflect NJ's performance relative to other states. A higher rank (e.g. #50) is “bad” as it implies a lower vaccination rate than the other 49 states.

1. Rank out of 18. States peer to NJ in vaccine hesitancy have lower rates of vaccine hesitancy than the U.S. average at 5/29/2020. These states include: HI, VT, MA, MD, CT, NY, VA, RI, NH, CA, WA,
NM, ME, IL, DE, PA, OR.

Source: Census HPS, CDC COVID-19 Vaccinations in the United States Jurisdiction; BCG Analysis

By December 2022, New Jersey achieved an adolescent vaccination rate of 75%, roughly in line
with the 72% rate of states with comparable vaccine hesitancy and significantly above the 61% U.S.
average. When it came to pediatric vaccines — those administered to children under the age of 12 —
New Jersey reached a primary series completion rate of 26%. This was in line with the 21% rate
achieved across the United States.
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4253

The CDC's SVI index was used to evaluate
equitable vaccine distribution across
counties in New Jersey. SVl is a standard
measure that used by the Federal
Government and many states to assesses
levels of disadvantage and evaluate equity
at a county level. The SVI index is as a
score from 0-1 (where 1 is the most socially
vulnerable) and incorporates the following
measures:

e Socio-economic status (including
measures of poverty,
unemployment, housing cost
burden, etc.).

e Household characteristics (including
65+ residents, residents under 18,
single-parent households, etc.).

e Racial and ethnic minority status.

Primary series vaccination rates were
similar between counties in New Jersey;
while less vulnerable counties did achieve

Vaccinations Across Counties Within New Jersey

Exhibit 4-28:
SVI Scores

Map of New Jersey County

2

Passaic

Warren Bergen
Essex
— Hudson
—— Union
Somerset — Middlesex m
Hunterdon A
Mercer — ‘ Monmouth

Camden = S
Gloucester
Burlington Wi
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Cumberlar”

Source: CDC

Atlantic

~— Cape May

the highest vaccination rates, they were only 2 percentage points higher than the most vulnerable
counties in New Jersey. This gap widened slightly as boosters and bivalent boosters were
introduced. Despite this, booster and bivalent vaccination rates in the highest SVI counties were at

or above the U.S. average.
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Exhibit 4-29: New Jersey Vaccination Rates by county SVI and Vaccine Type
Percentage of 18+ population vaccinated, by vaccination type and county SVI as of May 2023

May Vaccination rates by Vaccine Type

Geography Completed Primary Series At least one booster Bivalent Booster
(()l.::s; gilzlzerable) 1% >2% 22%
0.25-0.50 85% 48% 19%
0.50 - 0.75 90% 49% 20%
?rzgs; Jtﬁnerable) 89% 45% 17%
Gap between highest and 2 7 5%

lowest SVI counties

1. In each state, there were vaccination doses that could not be allocated to particular county SVIs (this included ~5% of doses on average); they have been excluded
Note: CDC reports first dose as including J&UJ vaccine; Vaccination rates shown as of May 2023
Source: CDC COVID-19 Vaccinations in the United States Jurisdiction; BCG Analysis

4254  Vaccinations Based on Race / Ethnicity

Race and ethnicity vaccination coverage analyses were conducted on an intra-state level for New
Jersey. The analysis is unable to compare New Jersey to other states or jurisdictions because race
and ethnicity information is not reported by all states, and states differ in definitions of racial/ethnic
categories.

Vaccination rates by race and ethnicity were also subject to variations in hesitancy rates across
groups. Recent studies have found that likelihood to get vaccinated is correlated to trust in the
medical community; as a result, many Black Americans had higher rates of vaccine hesitancy at the
beginning of the vaccination campaign in December of 2020. This reflects well-documented,
widespread racial inequalities in access to and quality of healthcare across the country.

Although initial levels of vaccine hesitancy in Black communities across the U.S. were high,
hesitancy rates across the country decreased faster for Black Americans than White Americans and,
by mid-2021, White Americans reported higher rates of vaccine hesitancy*. By December 2022,
vaccination hesitancy rates in New Jersey had decreased across the board and was similar across all
racial and ethnic groups in the state.®*

33 Morales, D. Hesitancy or Resistance? Differential Changes in COVID-19 Vaccination Intention Between Black and
White Americans. Journal of Racial and Ethnic Health. https://link.springer.com/article/10.1007/s40615-022-01494-1
3 New Jersey data based on Census Household Pulse Survey.
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While race/ethnicity was an important data point tracked by New Jersey, gaps in reporting made it
difficult for New Jersey to accurately track the percent of each population group that had received
a vaccine.>® In December 2020, estimated first-dose vaccination rates across racial groups indicate
the highest vaccination rates occurring for Asian residents, followed by White and Hispanic
residents. Despite having a lower vaccine hesitancy rate in May 2021 than their peers, the final
vaccination rate among Black New Jersey residents was around 10 percentage points below the
White and Hispanic vaccination rate, which provides evidence that that access issues contributed to
lower vaccination rates, not just hesitancy. This gap in vaccination rates was present across time
periods and was widest in the earlier phases of the vaccination campaign. Additional information
on equity related vaccination efforts on the part of the New Jersey government can be found in
Section 5.10 Vaccinations.

Exhibit 4-30: New Jersey Vaccination Rate by Race/Ethnicity and Period

Percent of New Jersey population with at least one vaccine dose, by race/ethnicity across time periods

Supply constrained | Demand constrained | Booster campaigns
Demographic Dec 20 — Apr ‘21 May ‘21 —July ‘21 Aug ‘21 - Dec 22

phite, non- 51% 65% 86%
ispanic
'r'::s;‘“" (any 31% 54% 84%
Asian, non-
Hi . 51% 72% 95%

ispanic
Bl.ack, non- 29% 16% 76% Ma.ny people
Hispanic vaccinated were

recorded as 'Other' or

Other or multiple ‘Unknown' due to
races, hon- 95% 95% 95% *—| vaccination site staff
Hispanic not asking for, or
NJ Total % collecting
Vaccinated with 46% 62% 86% race/ethnicity data
e (et enn G during vaccinations

Note: Vaccination rates are estimates. Vaccinations attributed to 'Other’ or ‘Unknown' races were capped at 95% of 'Other’ census population and remainder was redistributed proportionally
based on census population breakdowns. Total first doses administered include non-NJ residents vaccinated in NJ and totals may differ from other reported totals due to reporting inconsistencies
between internal DOH documents and CDC reported data. White, Asian, and Black / AA are all Non-Hispanic. Other category includes American Indian / Alaska - NH, Native Hawaiian / Pacific
Islander - NH, and all who identify as two or more races — NH

Source: 2020 Census data, NJDOH

3 Although collecting this information is mandated by the State, many people who were vaccinated were recorded
as having a race of ‘Other’ or 'Unknown’ in vaccination record systems. As of December 2022, State records show
that 22% of vaccinations were distributed to those with ‘Other’ or ‘Unknown’ race/ethnicity despite only 4% of
non-Hispanic adults in New Jersey being categorized as ‘Other’ in the census.
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4.3 Economic Outcomes
4.3.1 Section Overview

COVID-19 made normal life impossible. Fear of the disease, New Jersey's first full-scale economic
shutdown, supply chain collapse, and waves of sickness meant economic disruption for the
economy on a scale the state had never previously experienced. Thousands of New Jersey
residents lost their jobs and income, and businesses were shuttered. When those businesses did re-
open, many needed to comply with new behavioral and industry guidelines that meant they could
not operate at full scale or efficiency.

These changes had wide-reaching economic impacts across the United States and New Jersey;
many workers were left without jobs for an extended period and some businesses permanently
closed. Lower-income workers faced a disproportionate share of this harm because they were
over-represented in sectors, like hospitality, which saw the brunt of the impacts. Even as the
economy and businesses recovered, workers did not always recover lost jobs and or make up for
lost wages. Despite the economic recovery, COVID-19 led to a fundamental restructuring of both
state economies and the United States economy.

In New Jersey, these economic impacts were more pronounced than in most parts of the United
States. New Jersey's higher-than-average levels of COVID-19, industry and employment mix that
skews toward industries more impacted by COVID-19, and a longer government-mandated
shutdown than most other states, led to worse GDP and employment losses than elsewhere.

This section provides insight into:

e COVID-19's impacts on New Jersey's economic activity.

e How those economic changes impacted New Jersey's workers.

e COVID-19's impacts to employment for populations in New Jersey (e.g., by income level,
gender, and race/ethnicity)

e How COVID-19 has led to permanent structural changes to New Jersey’'s economy.

Two indicators of economic health are used to understand how COVID-19 impacted the New
Jersey economy: job losses and business activity.

Unemployment/job losses are measured using “absolute employment level” rather than
unemployment rate, which may be a more familiar metric. Unemployment rate measures the
people who have recently lost a job and looked for a job in the last 4 weeks. However, the level of
economic suffering caused by COVID-19 meant that people were removed from the workforce for
a longer period (for example, to care for sick relatives or children who could not go to school).
After several months, people without a job stop being counted as “unemployed,” which makes the
metric flawed for measuring COVID-19's impact. Absolute employment level captures the total
number of people who are and are not working, regardless of how long they have been away from
paid employment and study.
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Business activity is measured using gross domestic product (GDP). This metric measures New
Jersey's total economic output. It can be used to measure economic activity by sectors and to
understand structural changes in the industry composition of New Jersey's economy that have
forward-looking impacts for New Jersey. Though this metric is represented as a dollar figure
(billions of dollars), it is important to remember that this financial figure represents people’s
livelihood, including the incomes they use for everyday necessities.

Disease severity and the length of shutdowns shaped COVID-19's impact on both job losses and
business activity. For example:

e States experiencing more severe COVID-19 impacts early in the pandemic saw more dramatic
changes in state and business functioning as state governments had to divert significant
state and economic resources to manage the outbreak, which affected the state's economy.

e While almost all states had some form of shutdown, the variations in the length of
shutdowns may have contributed to differences in economic impact.

The impacts on New Jersey's economy are compared to both the U.S. and peer states with similar
influencing factors:

e Initial disease severity: 13 other states that experienced comparable levels of disease severity
early in the pandemic.

e Shutdown length: 9 other states that implemented non-essential business shutdowns of a
comparable length.

To understand how different groups within New Jersey experienced economic impacts, this section
also compares Absolute Employment Level impacts across income level, gender, and race/ethnicity.
Because this demographic information is not reported state-by-state at a granular enough level to
capture quarterly impacts, this analysis is conducted at an intra-state level. Where available,
national metrics are used to benchmark impacts.

4.3.2 Contextualizing Outcomes

Disease severity and shutdown length influenced economic impacts. Alone, each factor worsened
employment and business activity losses but combined, they magnified each other’s impact. This
created additional economic hardship for New Jersey residents.
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Disease severity was associated with shutdown timing:

e Initial outbreak states had higher disease levels and generally shut down non-essential
businesses earlier and for longer periods to contain disease levels.

e Initial outbreak states were hit first and had less time to prepare for the economic impacts of
COVID-19, resulting in more immediate and severe GDP loss.

e Disease severity caused changes in consumer behavior that impacted economic outcomes.
For example, consumers fearing infection changed their spending habits (e.g., shopping or
outdoor dining), even when those activities were allowed.

Shutdown length extended the duration of GDP loss, increasing total GDP loss. Shutdowns directly
impacted business activity across industries, and as businesses closed or decreased their
operations, the resultant revenue loss drove total GDP loss.

e Because shutdowns varied in length, they extended the duration of economic losses.
e As total shutdowns eased, the level and type of restrictions that states imposed across
industries (e.g., gym closures) changed, impacting recovery times.

New Jersey was one of the states with high fatalities during the initial outbreak of COVID-19. Given
the impacts of disease severity on economic outcomes, New Jersey is compared to 13 peer states
that also experienced higher severity in the Initial Surge.
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Exhibit 4-31: States and major metro areas that experienced higher severity in the Initial Surge

Fatalities reported per 100k from March 2020 to June 2020 (Initial Surge Period)

277
Cities classified as independent
jurisdictions by CDC included
for state selection purposes to
capture impacts to significant 157
population centers

m Higher initial severity ® Lower initial severity = New Jersey

Note: Cities that are their own CDC Jurisdiction for allocation of federal COVID funding: Chicago, Houston, Los Angeles County, New York City, Philadelphia, and Washington, D.C (DC Excluded)
Source: CDC, New York Times

New Jersey was also one of 10 states that implemented longer shutdowns to attempt to control the
spread of COVID-19.
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Exhibit 4-32: Comparison of shutdown length in days across states
Shutdown length (days), defined by closures of non-essential businesses
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State set used for

m Longest shutdowns mm Medium shutdowns Shorter shutdowns mm New Jersey comparison

Source: Oxford Covid-19 Government Response Tracker; Various news reports

Note: Information from the University of Oxford Blavatnik Index.

4.3.3 Impacts on New Jersey's Workforce

Economic losses and uncertainty translated to layoffs that led many New Jersey workers to miss
paychecks, lose savings, or change careers. COVID-19 had both immediate and longer-term
impacts on New Jersey's workforce.

Examples of immediate impacts included:

e Direct worker illness (self or family) that prevented them from working.

e Shifts in labor force participation (e.g., due to childcare responsibilities associated with
COVID-19).

e Reductions in demand for labor as a result of company closures, shutdowns, and other
measures to stop the spread of illness.

Long-term and ongoing impacts included:

e Changes in industry mix in the economy that impacted employment.

e Changes in labor intensity by industry, which impacted GDP.

e Changes in working norms of employees in industries that required flexibility by both the
employer and employee.
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In January 2020, before the COVID-19 public health emergency was announced, New Jersey's
unemployment rate sat at a historic low of 4% and roughly 100,000 workers were receiving
unemployment insurance (Ul) benefits. Only a few months later, in Spring 2020, New Jersey's
unemployment rate peaked at 15%, a significant and rapid jump from pre-COVID-19 levels.

Unemployment Insurance claims also climbed rapidly and reached 0.7M>® by May 2023. This
roughly corresponds with the drop in employment from ~4.2M to ~3.5M but does not reflect the
full extent of job or wage losses. The true scale of unemployment was even larger; the 700,000
workers receiving benefits do not account for:

e Undocumented workers.

¢ Individuals who dropped out of the labor force.

e Those receiving Pandemic Unemployment Assistance (PUA), which includes many self-
employed and covers those who do not qualify for regular benefits but are:

- Unemployed.
- Partially employed.
- Unable to work.

The unemployment rate and the number of people receiving Ul benefits did not recover for nearly
2 years. By mid-2023, fewer people were receiving Ul benefits than before the pandemic.*’

36 See Chapter 4 Appendix C-7: Impact of COVID-19 on New Jersey Total Employment.
3 1n April 2023, there were approximately 10% fewer people receiving Ul benefits as there were in April 2019.
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Exhibit 4-33: Timeline of New Jersey unemployment rate and Ul claims

Unemployment rate Unemployment Insurance beneficiaries’
M, Monthly M, Weekly
20% 0.8

~0.7M Ul beneficiaries
roughly corresponds
with drop in employment

15.3% 06 from ~4.2M to ~3.5M
15%
0.4 vs. Apr '19
10%
0.2
5% ;,J _’,/“J

0.0
120 7/20 1721 7/21  1/22 7/22 1/23 2020 2021 2022 2023

1. Total continued claims, dated by filed week; ~400k claims out of 1.1M were PUA and PEUC (extended unemployment benefits) and are not included
Source: NJ Department of Labor and Workforce Development; U.S. Department of Labor, Employment and Training Administration

Traditional unemployment statistics, however, can understate harm during periods when people
leave the workforce. While the unemployment rate and Ul claims returned to pre-COVID-19 levels,
labor force participation dropped by 6% after COVID-19 and had only recovered to 99% in January
of 2023.

As a result, to fully account for the magnitude of employment harm, the analysis of this section
focuses primarily on total employment levels, which better capture the combined impacts of
changes in labor supply and demand.

Consistent with trends seen in previous recessions, New Jersey's absolute employment level
recovery lagged almost a full year behind GDP. For example, after the 2008 financial crisis, GDP
fully recovered to pre-recession levels by late 2009, but employment levels did not recover until
2012.
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Exhibit 4-34: Timeline of New Jersey quarterly percentage change in real GDP

Quarterly percentage change in New Jersey real GDP and absolute employment, not normalized,
indexed to Q4 2079 levels

10%

5%
B

/
0% —— —
_5% 7 /

-10%

-15%

-20%
Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

o 2020 — o 2021 — o 2022 —

— GDP — Employment

Source: US Census; USA Facts; BEA; BLS; BCG Analysis

In New Jersey, absolute employment levels dipped by ~15% and did not recover for 2 years. Exhibit
4-35 shows a quarterly percentage change in New Jersey’s absolute employment levels, not
normalized, indexed to Q4 2019 levels for easy comparison of periods.
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Exhibit 4-35: Comparative Timeline of New Jersey and U.S. employment levels

Quarterly percentage change in New Jersey absolute employment levels, not normalized, indexed to
Q4 2019 levels

Initial Surge Second Surge Delta + Omicron
10% Mar '20 - Jun ‘20 July 20 - May ‘21 June '21 — March 22

5%

-5%

7-8 ters t
0% Trough: q:uar ers to recovery
-10% f
T Dh U.S. total employment
-15% rc;l;g/ : quarters lost: -36%
-15%
-20% I

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 d1 Q2 Q3 Q4
o 2020 ° o 2021 ° . 2022 o

— New Jersey absolute employment levels — U.S. Total

Note: Absolute employment levels used because unemployment rates do not capture changes in labor force participation
Source: BLS; BCG Analysis

This job loss was significant and for some workers; it meant being out of a job for months at a
time.

While the initial decline in employment (and, as a result, the level of lost employment) was more
pronounced in New Jersey than in other states, New Jersey recovered to pre-pandemic levels at
the same time as the U.S. average.®®

Like with GDP, the pandemic’s effects on the job market were inconsistent across industries. For
example, in June 2020, a larger share of Ul beneficiaries came from leisure and hospitality and
educational and health services.*® The unemployment impacts were primarily concentrated in
sectors with lower wages. In June 2020, New Jersey residents who received regular Ul benefits
were:

e More likely to have educational and health services experience (18% in June 2020 as opposed
to 10% pre-COVID-19).

38 See Chapter 4 Appendix C-11: Comparative Employment Loss in Q2 2020 by Industry, New Jersey vs US
39 See Chapter 4 Appendix C-8: New Jersey Unemployment Beneficiaries in June 2020 by Industry
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e More likely to have leisure and hospitality experience (18% in June 2020 versus 14% pre-
COVID-19).

e Less likely to have construction experience (6% in June 2020 versus 12% pre-COVID-19).

e Less likely to have professional services experience (15% in June 2020 versus 22% pre-

COVID-19).

Using these unemployment claims to calculate implied unemployment rates, the construction and
leisure and hospitality sectors saw the highest unemployment rates in New Jersey in mid-2020.

Unequal impact

Lower-income workers bore the brunt of the pandemic’s effects. Over 60% of employment-quarters lost is
concentrated in four sectors with lower wages than the New Jersey median. Sectors with the highest income
earners experienced lower losses.

e 65% of losses were in food services, retail, administrative support, and other low-paying occupations.
o Only 24% of losses were in high-paying jobs, such as construction, wholesale, and education.

Across the whole pandemic, sectors were similarly unevenly impacted when it came to
employment losses; just four sectors made up over 60% cumulative lost employment from 2019 to

2023.
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Exhibit 4-36: Distribution of cumulative employment loss in New Jersey, by industry

Q4 2019 to Q3 2022, percentage of total employment harm

Share of total 65% 24%
employment ° °

””” L 4% ol

Total loss
Accom. and
Food Services
Retail Trade
Admin., Support.,
Health Care
Other Services
Arts, Ent., Rec.
Construct.
Wholesale Trade
Education
Other

Waste Mgmt., Rem.

ZOZZ.NJ sector $33,280 $34,201 $37,443 $36,208 $40,695 $36,668 $65,776 $57,294 $63,451
median wages
Significantly Above State

Statewide median = . .
$51,080 Significantly Below State Median Median

1. Total employment loss is calculated as the sum of quarterly change in total employment levels (indexed to Q4 '19) per sector, in every quarter from Q4 '19-Q3 '22 where change in employment

is negative.
Source: BEA, NJ Department of Labor; BCG analysis

The differences in employment impacts by sector drove some of the differences in New Jersey's
employment losses from the U.S. average. New Jersey's employment-by-sector makeup was
different from other states from the start of the pandemic. For example, a larger percentage of
New Jersey's workforce was in sectors such as healthcare, professional and scientific, and
transportation / warehousing. By contrast, New Jersey had a lower percentage of workforce in
sectors such as manufacturing and construction. Normalizing New Jersey's industry mix to match
that of the U.S. leads to an employment loss of -14% for New Jersey, a slight decrease from the un-

normalized loss of -15%.4°

As with GDP, New Jersey and other states with higher initial disease severity saw bigger impacts to
in employment than states with lower initial disease severity.

40 See Chapter 4 Appendix C-11: Comparative Employment Loss in Q2 2020 by industry, New Jersey vs U.S.
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Exhibit 4-37: Comparative Timeline of Employment Levels by initial disease severity
Percentage change in industry adjusted Absolute Employment Level, indexed to Q4 2019 levels
Initial surge Second surge Delta + Omicron

10% Mar '20 - Jun ‘20 July '20- May ‘21 June '21-March '22
0

NN

N /

-10%

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4
e 2020 ——® o 2021 —— o 2022 —®
— New Jersey Lower initial case rates Higher initial case rates

Source: US Census; Census QW!I; BEA; BLS; BCG Analysis

States with higher disease severity saw more employment losses than the U.S. average across all
measures; there was a significant gap in employment performance compared to lower-impact
states.*' Similarly, states with longer shutdowns had mildly longer recovery times but significantly
deeper troughs.

41 See Chapter 4 Appendix C-12: Employment Loss Impact by Disease Severity.
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Exhibit 4-38: Comparative Timeline of Employment Levels by shutdown length
Percentage change in industry adjusted Absolute Employment Level, indexed to Q4 2019 levels

% change in industry adjusted Absolute Employment Level, indexed to Q4 2019 levels

Initial Surge Second Surge Delta + Omicron
10% , Mar 20 —Jun 20 July 20 — May 21 June '21 — March 22
/
0% rrTE———,

-10%

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

o 2020 — o 2021 — o 2022 —
— New Jersey Long Shutdown — Shorter Shutdown No Shutdown

Source: USA Facts; BLS; BCG Analysis

States with longer shutdowns also saw more employment losses than the U.S. average on all
measures. There was a significant gap in performance compared to states with shorter or no
shutdowns.*?

Taking into account industry makeup, disease severity, and shutdown length, New Jersey's
employment impacts align with states that had similar shutdown lengths.

4.3.3.1 Impacts Across Populations

The economic impacts of COVID-19 were spread unevenly across segments of the United States,
many of which already experienced unequal economic opportunities pre-pandemic.

e Age. Older workers faced difficulty in training and re-entering the labor force, whereas
younger workers may have had fewer opportunities to build their skills.

e Family status. Parents, particularly single parents, faced increasing challenges in balancing
employment and care responsibilities.

42 See Chapter 4 Appendix C-13: Employment Loss Impact by Shutdown Length.
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Immigration status. Undocumented immigrants, in particular, faced potential hiring barriers
(e.g. language, legal, certification requirements).

Education level. Industries that did not require a college degree for entry were structurally
damaged by COVID-19. Workers with lower educational credentials may have faced more
difficulty in adapting to new skill requirements.

Gender. Women left the labor force at greater rates than men during COVID-19. While labor
participation rates have rebounded after the pandemic, many women continue to face
persistent barriers to re-entry.*

Race/ethnicity. The pandemic exacerbated existing racial and ethnic disparities and gaps,
particularly given their higher representation in industries that could not accommodate
remote work.

Persons with disabilities. This population faced higher unemployment rates during the
pandemic; however, labor force participation in this group increased due to the increasing
prevalence of flexible/remote work models.

In New Jersey, while the immediate employment level impacts were similar across racial and ethnic
groups, there was some variation in recovery times. For example, in Q2 of 2021, the employment
level for New Jersey's Black residents was at 93% of its levels in Q2 of 2019. This was two points
lower than the White population and 5 points lower than the Asian population. By Q2 2022, all
demographic groups had recovered, and even surpassed, pre-COVID-19 levels. Non-White and
Hispanic racial and ethnic groups also had higher employment levels than their White and non-
Hispanic counterparts. The exact driver of this is unknown but is likely driven by people entering

the workforce as a result of new job openings after COVID-19.

4 E.g. permanent impacts to childcare sectors while being responsible for a greater amount of childcare in their

homes; being more likely to be employed by lower paying sectors permanently impacted by the pandemic.
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Exhibit 4-39: New Jersey Employment level changes by race and ethnicity

Employment levels by year (as % of Q2 2019)

Total Employment Levels Q2 °'20 Q2 '21 Q2 '22

Asian 93% 101% 108%
Race Black 91% 93% 101%

White 90% 96% 100%

Hispanic 90% 95% 104%
Ethnicity

Non-Hispanic 91% 96% 101%

NJ Total 90% 96% 102%

1. Race and ethnicity are separated as ethnicity categories (Hispanic vs non-Hispanic) are not mutually exclusive with race categories (e.g., an individual can be

classified both White and Hispanic).
Source: Census QWI; NJ Department of Labor and Workforce Development; BCG Analysis

Women, lower-income, and younger workers saw the biggest impacts on employment in June
2020. For example, in New Jersey, the share of Ul beneficiaries increased by 9 percentage points
for women from December 2019 to June 2020. The impact on women is likely to be even larger
due to labor force dropout — nationally, of the 1.1M individuals who left the workforce between
August and September 2020, over 80% were women. Lower-income workers also saw a noticeable
increase; the share of Ul beneficiaries earning less than $40,000 a year increased by seven

percentage points in that same time period.
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Exhibit 4-40: Share of New Jersey Ul beneficiaries by population

New Jersey, December 2019 vs June 2020
75%

23% 23%

15% 16% 15%

Female Non-white Hispanic Under 25 Middle Income <=40k
(Race) (Ethnicity) school or less
% of NJ
Population 51% 31% 21% 6%’ 5%3 N/A%
(2019)

Il December 2019 I June 2020
See Appendix for details on each demographic category

1. 20-24 only, excluding 0-19 2. New York Times, National Women's Law Center 3. Population 25 years and over 4. Population data by income unavailable.
Source: NJ Department of Labor and Workforce Development; US Census Bureau; BCG analysis

4.3.4 Impacts to New Jersey's Economic Activity

All states saw the most significant impacts to economic activity in the months immediately
following the beginning of the pandemic. In Q2 of 2022, New Jersey's GDP dropped by 11.5% and
did not return to pre-COVID-19 levels until Q2 2021. Together, this steep drop and yearlong
recovery time resulted in a total GDP loss of -20% of Q4 2019 levels. This does not account for lost
economic activity had GDP kept growing at pre-COVID-19 levels over the same period.**

Compared to the U.S. average,® New Jersey saw a deeper dip in GDP and a slightly longer time to
recover.

4 See Chapter 4 Appendix C-1: Timeline of New Jersey GDP Impact.
4 The -15% GDP loss for the U.S. on average shown in Exhibit 4-28 is a straight average of all the states.
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Exhibit 4-41: Comparative timeline of New Jersey and U.S. GDP Recovery
Quarterly % change in New Jersey and US Real GDP, not normalized, indexed to Q4 2019 levels

Initial Surge Second Surge Delta + Omicron
10% Mar 20 - Jun 20 July '20 — May 21 June '21 — March ‘22
5% US recovered
slightly earlier //\/

0%

_EGo {
>% US avg. GDP

loss: -15%

-10%

-15%
Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

o 2020 N o 2021 ——— o 2022 ———

— New Jersey GDP — US GDP

Source: US Census; USA Facts; BEA; BCG Analysis

Impacts to GDP were spread unequally across industries. Several of New Jersey's biggest sectors,
such manufacturing, healthcare, and retail trade, were severely impacted, with real estate
experiencing the highest GDP losses.
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Exhibit 4-42: Impact to New Jersey GDP across industries

Total GDP Loss 2020-

Industry Share of GDP 2019 Q2 GDP Trough 2022
Real estate 15% -5% -13%
Professional, scientific, and technical 10% -6% -8%
Manufacturing 10% -13% -62%
Government and government enterprises 10% -4% -29%
Health care 8% -17% -21%
Wholesale trade 8% -12% -12%
Retail trade 6% -17% -43%
Finance and insurance 6% -2% -7%
Information 5% -1% -1%
Management of companies 4% -6% -9%
Admin, support, waste management 4% -18% -33%
Transportation and warehousing 4% -31% -140%

Source: BEA; BLS; BCG analysis

Industry composition explains some of the difference in New Jersey’'s economic outcomes from the
U.S. average. After adjusting for industry mix, New Jersey saw a smaller GDP dip of 10%, and total
GDP loss diminished to -17% (compared to 20% unadjusted).*

As discussed, to properly contextualize economic outcomes, New Jersey has been compared to
states that experienced similar levels of diseased severity during the Initial Surge and to states that
implemented longer shutdowns. On average, states with higher disease severity saw deeper
troughs and longer recovery times. New Jersey followed a similar trend of peer states with

increased disease severity.

46 See Chapter 4 Appendix C-3: Timeline of New Jersey GDP Impacts (Industry and non-Industry Adjusted).
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Exhibit 4-43: Comparative Timeline of GDP impacts by initial disease severity grouping

% change in Real GDP, normalized to US industry composition, indexed to Q4 2019 levels

Initial Surge Second Surge Delta + Omicron
20% Mar '20 — Jun '20 July '20 — May ‘21 June '21 — March 22

10%

0%

~3-4 quarter difference
in recovery times

-10%

Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

. 2020 . . 2021 o o 2022 ——

— New Jersey — Lower initial severity Higher initial severity

Source: US Census; USA Facts; BEA; BLS; BCG Analysis

States with higher disease severity lost more GDP than the U.S. average. For example, higher
disease severity states experienced a GDP dip of approximately 8% in the months immediately
after the pandemic, compared to a dip of 5% in lower disease severity states.*’

Similarly, states with longer shutdowns had more severe GDP impacts and longer recovery times than
others. New Jersey's GDP and recovery times were more impacted even when compared to other states that
had similarly long shutdowns.

While New Jersey ranked 45" out of 50 states for Total GDP Loss, it also was one of the states that
experienced the most fatalities and implemented the longest shutdowns. Combined, disease severity and
shutdown length account for a significant portion of New Jersey's GDP loss during COVID-19.

47 See Chapter 4 Appendix C-4: GDP Impact by Disease Severity Grouping.
48 See Chapter 4 Appendix C-13: Employment Loss Impact by Shutdown Length.
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Exhibit 4-44: Comparative Timeline of GDP impacts by shutdown length grouping

% change in Real GDP, normalized to US industry composition, indexed to Q4 2019 levels
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Source: US Census; USA Facts; BEA; BLS; BCG Analysis

43.5

Structural Changes to New Jersey's Economy

COVID-19 had permanent, structural impacts on industries that will continue to influence the
economy long after the end of the public health emergency.

Long-Term Negative Impacts

In some industries, COVID-19 caused permanent structural harm and/or accelerated pre-existing
negative trends.

Brick-and-mortar retail. The pandemic accelerated growth of e-commerce that negatively
impacted retailers and retail jobs.

Commercial real estate (retail). The growth of e-commerce reduced the demand for
commercial real estate. This was exacerbated by the loss of spending associated with on-site
work.

Travel-dependent industries, especially those relying on business travel. This industry
experienced lower long-term demand due to reduced rates of business and international
leisure travel and associated reduction in visitor spend.

Arts and entertainment (A&E). A&E recovered only partially due to the slow recovery of
visitor spending.

Passenger transportation. COVID-19 impacted this segment by reducing on-site work,
business travel, and international tourism.
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o Commercial real estate. This segment experienced a reduction of on-site work and an overall
reduction in demand for office space throughout the shutdown and as remote work became
more feasible.

o Office services and commuter-dependent businesses. This segment experienced lower
demand due to the reduction in spending associated with on-site work — for example, office
supply stores and public transportation.

¢ Office and retail construction. COVID-19 caused lower demand for office and brick-and-
mortar retail space, and therefore negatively impacted the construction of new facilities.

Temporary Harm

Industries that experienced temporary harm saw negative impacts due to COVID-19. However,
these industries have returned (or are expected to return) to "normal” in the post-COVID-19 era, as
they would in a typical recession.

1. Food services. The material mix shift resulted from full to limited service and material
reduction in the demand for Business-to-Business (B2B) food services.

2. Spectator sports. This industry was less dependent on visitor spend than the broader Arts &
Entertainment sector.

3. Healthcare providers. While annualized growth dropped after sharp declines early in the
pandemic, it has fully recovered.

4. Residential real estate. This segment has fully recovered, following a temporary decline in
occupancy rates and prices.

5. Non-commercial construction. After an initial lull, non-commercial construction saw a boost
in the residential and infrastructure segments.

Long-Term Positive Impact

COVID-19 benefited and/or accelerated pre-existing positive trends.

1. Online retail. COVID-19 accelerated the expansion of e-commerce as residents were able to
make most of their purchases online.

2. Warehousing and distribution. The rise of e-commerce drove increasing demand for
industrial real estate, warehousing, and courier services.

3. Digital and remote services. Permanent behavioral changes accelerated the growth of digital
and remote services (e.g., collaboration tools) and the enabling technologies that support
them (e.g., high-speed Internet).

4. Telemedicine. The telemedicine share grew significantly throughout the COVID-19
pandemic, although future growth will depend upon changes in policy.
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In the aftermath of the pandemic, New Jersey has a structurally different economic makeup.*® By
the end of 2022, professional services and information made up a larger share of GDP, while
manufacturing and construction declined the most.

Exhibit 4-45: Change in sector makeup of New Jersey economy

NJ Share of GDP

Industry Q4 ‘19 Q4' 22 Change (pp)
Real estate, rental, leasing 15% 14% -04
Professional services 10% 12% 1.6
Manufacturing 10% 9% -1.0
Health care 8% 9% 0.2
Wholesale 8% 8% 0.2
Retail 6% 6% -0.4
Finance and insurance 6% 6% -0.1
Information 5% 6% 1.0
Management of companies 4% 4% 0.2
Admin, support, waste management 4% 4% 0.3
Transportation and warehousing 4% 3% -0.3
Construction 3% 2% -0.6

1. Shares do not equal 100 as only top industries in NJ are represented
Source: US Census; Census QWI; BEA; BLS; BCG Analysis

In addition to changing the sector makeup of the economy, the pandemic accelerated declines in
labor intensity. Lower labor intensity implies that fewer employees are needed to produce the
same amount of output. In the 3 years between 2019 and 2022, New Jersey reached a labor
intensity rate that would have taken ~6.5 years at pre-COVID-19levels of decline.

49 See Chapter 4 Appendix C-14: New Jersey Changes in share of GDP and employment by industry, 2019-2022.
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Exhibit 4-46: COVID-19 impact on New Jersey labor intensity

Lower labor intensity implies that Reaching a labor intensity
Labor intensity (employment-to-real GDP ratio) e—{ fewer employees are needed to rate of 7.3 would have
Total employees1 per $k GDP2 produce the same amount of output taken ~6.5 years at pre-
COVID levels of decline
80 | 80 Period post i
T —Great Recession—
-0.13% —__CovID
Impact

7.7

76 -0.87%

'€ 76

7.6

75

2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022

1. All Employees: Total Nonfarm in New Jersey 2. Real Gross Domestic Product: All Industry Total in New Jersey, Millions of Chained 2012 Dollars
Source: FRED (Federal Reserve Bank of St. Louis); BCG analysis

Two main drivers of changing labor intensity in the New Jersey economy are: (1) Change in Industry
Mix; and (2) Change in Employment Intensity of Industries.

Change in industry mix: Several industries (e.g., healthcare, food services, and retail) have higher
labor intensity, while others (e.g., finance, insurance, and real estate) have lower labor intensity. As
these industries change in the overall share of the economy, the economy experiences changes in
labor intensity at a macro-level.

Change in employment intensity of industries: Independently of their contribution to the overall
economy, industries have changed — and will continue to change — their level of labor intensity for
a variety of reasons, including:

e Technological improvements (e.g., those that impact labor productivity, such as mechanized
packaging and warehousing management).
e Changes in business models, such as online delivery of goods and services.

Professional, business, information, and mining sectors saw increasing labor intensity — meaning
they achieved greater output with fewer employees. Other sectors, such as construction and
manufacturing, saw decreases labor intensity — meaning that with the same number of employees,
they were achieving lower output.

This industry-level view is needed to identify the structural impacts of COVID-19 and long-term
trends, such as areas of the economy where jobs will be either lost or created.
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4.4 Conclusion

The data presented in this chapter reflects the enormous health and economic damage that
COVID-19 caused in New Jersey. Chapter 5 recounts what the State did in response to the
pandemic; assesses how effective its decisions and actions were at meeting the enormous
challenges; and compares New Jersey’s actions with those taken by other states to analyze both
the consequences of different approaches, and lessons that can be learned from that analysis.
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4.5 Appendix A: COVID-19 Heath Outcomes

A-1  Examples of variations in surge timing across states

Weekly COVID-19 fatalities per 100k of total population for New Jersey and two example states’

Initial Surge Second Surge Delta & Omicron Wave
40 | Mar 20 = Jun '20 Jul '20 — May 21 Jun 21 — Mar 22
Example of states with different
30 peaks: New Jersey and Florida
experienced their first peaks
nearly four months apart, giving
20 Florida more time to prepare
10
O T T T
7/20 1/21 7/21 1/22
— New Jersey — New York — Florida

1. Count of death certificates mentioning COVID-19 anywhere (as underlying or multiple cause of death) 2. Average of weekly COVID fatalities per 100K across each day in time range
Source: CDC WONDER Multiple Cause of Death Database; US Census
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A-2 Timeline of New Jersey COVID-19 Reported Cases
Weekly new confirmed COVID-19 cases per 100k

Initial Surge Second Surge Delta & Omicron Wave
3,000 | Mar'20-Jun ‘20 Jul '20 — May ‘21 Jun 21 = Mar 22
2,400
@ Case counts are highly subject to S
1800 variations in testing across states, 7% of cases
' particularly within the initial surge. in the Delta &
Total case counts were likely higher Omicron Wave
1,200 during the initial surge than reported. 5 occugredm
ecember
600 — February '22
O ﬂ-\ I T I T
1/20 7/20 1/21 7/21 1/22

— Weekly Reported Cases per 100k

Note: Per 100k; For most states, USAFacts directly collects daily county-level cumulative totals of positive cases from a table, dashboard, or PDF on the state public health website. This data is

compiled either through scraping or manual entry. Because of the frequency of data updates, they may not reflect the exact numbers reported state and local government organizations or the
news media. Numbers may also fluctuate as agencies update their own data. Normalization per 100k based on census populations;
Source: USAFacts

New Jersey's 24,000 total cases occurred across the three periods (March 2020 to March 2022) over three distinct peaks, with the highest

levels of COVID-19 occurring during the Delta & Omicron Wave (weekly new confirmed COVID-19 cases per 100k).
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A-3  Timeline of New Jersey COVID-19 Hospitalizations
Monthly total COVID-19hospitalizations per 100k of total NJ population

Initial Surge Second Surge Delta & Omicron Wave
400 Mar 20 - Jun "20 Jul '20 — May ‘21 Jun 21 = Mar 22
300
200
100
O T T T T
1/20 7/20 1/21 7/21 1/22

— Monthly Total Admissions per 100k ’

1. Total across time range

Note: The CDC COVID Data Tracker, which accounts for all confirmed hospital admissions in the US begins reporting hospital admissions in 08/2020 and was used as the source dataset from that
period forward; for 01/2020-07/2020 the CDC Case Surveillance dataset was used, which includes hospitalization data for 36% of cases and accounts for ~50% of all known hospitalizations;
hospitalization reporting by state ranges from 0-100% of cases (NJ reported hospitalization data for 90% of cases)

Source: CDC COVID Data Tracker; CDC COVID-19 Case Surveillance Public Use Data with Geography Data Dictionary- Public; CDC Provisional COVID-19 Deaths by Sex and Age- Public

Hospitalizations in New Jersey also occurred in three distinct peaks, with the Initial Surge and Delta & Omicron waves seeing the highest
peaks.

Page 122



A-4 Timeline of New Jersey COVID-19 Fatalities

Fatalities’ peaked at similar frequency to the previous charts, though they generally decreased during later waves of COVID-19 (Weekly
COVID-19 deaths per 100k of total population, including New Jersey rank within time periods)

Initial Surge Second Surge Delta & Omicron Wave
Mar '20 - Jun '20 Jul '20 — May '21 Jun 21 — Mar 22

30

@ Lower fatalities in later stages despite
20 higher incidence can be partially

attributed to impact of vaccination
campaigns on health outcomes

10

0 T T

7/20 1/21 7/21 1/22

— Weekly Fatalities per 100k’

Note: Count of death certificates mentioning COVID-19 anywhere (as underlying or multiple cause of death) 1. Average of weekly COVID fatalities per 100K across each day in time range
Source: CDC WONDER Multiple Cause of Death Database; US Census
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A-5 Timeline of New Jersey COVID-19 Excess Deaths
Weekly confirmed excess deaths, fatalities per 100k of New Jersey's total population

Initial Surge Second Surge Delta & Omicron Wave
Mar '20 = Jun ‘20 Jul '20 — May '21 Jun 21 — Mar '22
40
30 @ Most excess deaths during the pandemic are
assumed directly or indirectly from COVID. It is
thus an additional measure of disease
20 progression with often fewer reporting issues.
10
O I T I T
1/20 7/20 1/21 7/21 1/22

— Weekly Excess Deaths — Weekly Fatalities

1. Excess deaths is the difference between the actual number of deaths in the period and the upper-bound threshold estimate of expected deaths from the CDC.
Source: CDC Excess Deaths Associated with COVID-19

Excess deaths, defined as the difference between the actual number of deaths in the period and the upper bound threshold estimate of
expected deaths from the CDC, are an alternative method of capturing fatalities; this measure shows similar patterns.
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A-6 Relationship between U.S. Average Case Counts, Hospitalizations, and Fatalities across periods

Ratio between US average outcomes

Cumulative Initial Surge Second Surge Delta & Omicron
Jan '20 — Mar '22 Mar '20 - Jun '20 Jul '20 — May 21 Jun '21 - Mar '22
Hospitalizations 6% 12% 7% 9
to case counts
Fatalities to 1% 4% 2% 1%
case counts
Fatalities to 20% 35% 21% 17%

hospitalizations

Source: CDC, USAFacts

Ratios between outcomes fall as the pandemic progresses, from 35% hospitalizations to fatalities in the Initial Surge to 17% in the Delta
and Omicron surge, suggesting that outcomes are more related to each other in the Initial Surge.
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A-7 Timeline of Completed PCR Tests in New Jersey vs the U.S. Average

Total completed PCR tests (7-day average) per 100k, for New Jersey and the US average (includes PCR tests that tested both positive
and negative)

Initial Second Surge Delta & Omicron Wave
1,200 surge Jul '20 — May 21 Jun 21 — Mar 22
Mar ‘20 -
Jun ‘20
First 6 months
7-day average PCR tests completed per 100k
800
200
0
5/1/20 7/1/20 9/1/20,
400
0
7/1/20 1/1/21 7/1/21 1/1/22

— New Jersey — United States

Note: Average of measure across time period Source: HHS COVID-19 Diagnostic Laboratory Testing (PCR Testing) Time Series (results from over 1,000 U.S. laboratories and testing locations
including commercial and reference laboratories, public health laboratories, hospital laboratories, and other testing locations. Data are reported to state and jurisdictional health departments in
accordance with applicable state or local law and in accordance with the CARES Act); US Census
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A-8 Comparison of New Jersey, Peer State, and U.S. Reported COVID-19 Cases by Period
Total confirmed COVID-19 cases per 100k of total population

Total cases per 100k

Cumulative Initial Surge Second Surge Delta & Omicron
Jan '20 — Mar 22 Mar '20 —Jun 20 Jul 20 — May '21 Jun 21 — Mar '22
23,682 1,847 9,901 12,739
New Jersey 19th (US) 49t (US) 215t (US) 12th (US)
6th/14 (Peers) 13th/14 (Peers) 8th/14 (Peers) 5th/14 (Peers)
Initial outbreak 22,818 1,119 8,728 12,954
states
US Total 23,800 821 9,126 13,830

Note: For most states, USAFacts directly collects daily county-level cumulative totals of positive cases from a table, dashboard, or PDF on the state public health website. This data is compiled
either through scraping or manual entry. Because of the frequency of data updates, they may not reflect the exact numbers reported state and local government organizations or the news media.
Numbers may also fluctuate as agencies update their own data; normalization per 100k based on census populations; Weekly numbers; Rank based on cumulative case count in time period
Source: USAFacts

New Jersey and initial outbreak states had higher levels of COVID-19 earlier in the pandemic but fell below the U.S. by the Delta &
Omicron period.
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A-9 Comparative Timeline of New Jersey, Example Peer States, and U.S. Reported COVID-19 Cases
Weekly new confirmed COVID-19 cases per 100k for NJ and example peer states, including NJ rank within time periods

Initial Surge Second Surge Delta & Omicron Wave
3,000 Mar ‘20 - Jun 20 Jul 20 - May ‘21 Jun 21 - Mar ‘22
13th 49th gth  21st gth  12th
2,400 of 14 of 14 of 14
peers peers peers :

1,800 @ Case counts are highly subject to
variations in testing across states,
particularly within the initial surge. As a
1,200 result, fatalities are a better measure of
incidence across states in this period.

600

0 - T T I T
1/20 7/20 1/21 7/21 1/22

— New Jersey — US Average - Example states

Note: Rankings reflect NJ's performance relative to other states. A higher rank (e.g. #50) is “bad” as it implies a higher rate of illness or deaths than the other 49 states; For most states, USAFacts
directly collects daily county-level cumulative totals of positive cases from state public health websites. This data is compiled either through scraping or manual entry. Because of the frequency
with which data is updated, they may not reflect the exact numbers reported by state. Numbers may also fluctuate as agencies update their own data; normalization per 100k based on census

populations; Weekly numbers; DE and NY were chosen as examples because they ranked 15t and 14t, respectively, of the 14 Initial Outbreak states for COVID cases in the Initial Surge; Rank based
on cumulative case count in time period
Source: USAFacts

New Jersey experienced relatively higher levels of COVID-19 throughout the pandemic, particularly in the Initial Surge.
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A-10 Comparison of New Jersey, Peer State, and U.S. Hospitalizations by Period

Total hospitalizations due to COVID-19 per 100k of total population

Total hospitalizations per 100k’

Cumulative Initial Surge Second Surge Delta & Omicron
Jan '20 — Mar '22 Mar '20 - Jun '20 Jul '20 — May '21 Jun '21 - Mar '22
1,796 556 677 563
New Jersey 42nd (US) 46t (US) 27t (US) 16t (US)
13t/13 (Peers) 13t/13 (Peers) 9t/14 (Peers) 7"/14 (Peers)
Initial outbreak 1370 175 618 577
states
US Total 1,508 108 693 707

1. Count of monthly COVID-19 related hospital admissions; Ranked by cumulative COVID-19 hospital admissions per 100K residents across time range
Note: Pre-August data from hospital surveys before hospitals were required to report data, some data inaccuracies may exist as a result
Source: COVID-19 Case Surveillance Public Use Data with Geography Data Dictionary- Public; CBP Decennial 2020 Census

New Jersey had higher hospitalizations than peers and the U.S. average in the first surge but was close to the U.S. in later periods.
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A-11 Comparative Timeline of New Jersey, Example Peer States, and U.S. COVID-19 Hospitalizations

Total monthly COVID-19 admissions per 100k of total population for NJ and example peer states, including NJ rank within time periods

Initial Surge Second Surge Delta & Omicron Wave
450 Mar 20 — Jun ‘20 Jul 20 — May 21 Jun 21 — Mar ‘22
13th 46th gth 27th 7th
of 13 of 14 of 14
peers peers peers
300
150
0
1/20

— New Jersey —US Example states

Note: Rankings reflect NJ's performance relative to other states. A higher rank (e.g. #50) is "bad” as it implies a higher rate of illness or deaths than the other 49 states; Pre-August data from
hospital surveys before hospitals were required to report data, some data inaccuracies may exist as a result; Count of monthly COVID-19 related hospital admissions 2. DE and NY were chosen as
examples because they ranked 15t and 12t, respectively, of the 13 Initial Outbreak states for COVID hospitalizations in the Initial Surge (NJ ranked last, so NY was chosen for being second to last);

Ranked by cumulative COVID-19 hospital admissions per 100K residents across time range
Source: COVID-19 Case Surveillance Public Use Data with Geography Data Dictionary- Public; CBP Decennial 2020 Census
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A-12 Comparison of New Jersey, Peer State, and U.S. Fatalities by Period
Total fatalities due to COVID-19 per 100k of total population

Total fatalities per 100k

Cumulative Initial Surge Second Surge Delta & Omicron
Jan '20 — Mar '22 Mar '20 - Jun '20 Jul '20 — May '21 Jun ‘21 - Mar '22
332 146 112 74
New Jersey 37t (US) 49t (US) 18th (US) 9th (US)
11t/14 (Peers) 13t/14 (Peers) 5t/14 (Peers) 5t/14 (Peers)
Initial Outbreak
States Average 295 68 133 94
US Total 290 37 137 116

Note: Count of death certificates mentioning COVID-19 anywhere (as underlying or multiple cause of death)
Source: CDC

New Jersey had the second highest fatalities in the first surge, but had lower rates in later surges, both among initial outbreak states and
all states.
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A-13 Comparative Ranking of Cases, Hospitalizations, and Fatality Rates across Periods (New Jersey, Peer States and U.S.)

New Jersey's hospitalizations and fatalities are in line with disease severity

Initial Surge (March-June '20) Second Surge (July '20-May '21)

Total Total Total Fatalities/ Fatalities/| Total Total Total Fatalities/ Fatalities/
Cases Hospital- Fatalities Incidence Hospital-| Cases Hospital- Fatalities Incidence Hospital-
izations izations izations izations
0,
1.847 >56 146 ok 28% 9,091 677 112 1% 17%
New th th th th
sersey 40 44T TSN a9 AT g us) | 215t us) 27 us) 18 (us) 15t (US) 12t US)
th th th th th d
(Peers) (Peers) (Peers) (Peers) 4t (Peers) 8t (Peers) 9t (Peers) 5t (Peers) 4t (Peers) 3@ (Peers)
Initial
outbreak 1,4 175 68 4% 31% 8,728 618 133 1% 21%
state
average
US Total 821 108 37 4% 35% 9,126 693 137 2% 21%

Note: Ranks for total cases, hospitalizations, fatalities based on cumulative counts over periods. Ranks for fatalities as a share of incidence and hospitalizations are based on the percentage.

Source: CDC
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A-14 Timeline of Share of Total COVID-19 Cases in New Jersey Made up of Individuals 65+

New Jersey's monthly cases for total and aged 65+ population per 100k of total population. Includes % of total cases made up of individuals
65 and over

The population aged 65+ consistently made up a large share of COVID-19 cases, but this share fell over time.

Initial Surge

Second Surge Delta & Omicron Wave
6,000 , Mar'20-Jun 20 Jul 20 — May ‘21 Jun 21 - Mar ‘22
4,000
2,000
1/1/20 7/1/20 1/1/21 7/1/21 1/1/22
31% - 22% 31% 22% 19% 11% 10% 9% 10% 12% 14% 13% 11% 9% 8% 8% 9% 8% 10% 10% 12% 10% 8% 10% 14% 14%

% of total cases from 65+ population, Jan '20-March '22

— Cases 65+ — Cases - Total

Source: CDC COVID-19 Case Surveillance Public Use Data with Geography Data Dictionary- Public
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A-15 Comparison of Share of COVID-19 Cases Made up of Individuals 65+ (New Jersey, Peer States, and U.S.)

Reported cases per 100k for 65+ population as a % of total cases reported

Cumulative Initial Surge Second Surge Delta & Omicron
Jan '20 — Mar '22 Mar '20 - Jun '20 Jul '20 — May '21 Jun '21 - Mar '22
New Jersey 12% 25% 11% 10%
Initial Outbreak 11% 20% 12% 9%
States
US Total 11% 17% 13% 10%

Source: CDC COVID-19 Case Surveillance Public Use Data with Geography Data Dictionary- Public

The share of COVID-19 cases coming from 65+ population declined in later periods.; This pattern is consistent across the U.S.
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A-16 Timeline of New Jersey Share of Hospitalizations and Fatalities from 65+ Population

65+ hospitalizations and fatalities, as % of total hospitalizations and fatalities

100 Initial Surge Second Surge Delta & Omicron Wave
Mar 20 - Jun "20 Jul '20 — May ‘21 Jun 21— Mar '22
80
60
40
20 Cumulative 65+ hosp. per 100k' = 5,218
Cumulative 65+ fatalities per 100k' = 1,614
0 T T T T
1/1/20 7/1/20 1/1/21 7/1/21 1/1/22

— 65+ fatalities as % of total =— 65+ hospitalizations as % of total

1. Per 100k of 65+ population, not 100k of total population.
Source: CDC Provisional Death Counts for COVID-19, CDC COVID-19 Case Surveillance Public Use Data with Geography Data Dictionary- Public

The 65+ population also comprised a significant portion of total hospitalizations and fatalities.
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A-17 New Jersey Fatalities by Race compared to Age Makeup

NJ not ranked against other states due to inconsistencies

@ in race/ethnicity categorization and reporting across
states and inability to account for differences in age

Percent of total fatalities?

Share of Cumulative Initial Surge Second Surge Delta & Omicron
population Mar '20 - Mar '22  Mar '20-Jun '20  Jul '20-May '21  Jun '21 - Mar '22

Asian 10% 5% 6% 5% 9%
Black 12% 18% 18% 16% 27%
Hispanic’ 22% 21% 20% 19% 40%

1. Collected data grouped Hispanic into a racial identification rather than an ethnicity. 2. 4% of cumulative fatalities are included in totals but excluded from racial group reporting. Other racial
groups include but are not limited to American Indian, Alaska Native, Native Hawaiian, other Pacific Islander, and people who identify with more than one race.

Note: Initial Surge fatalities are based off cumulative data on July 7, 2020, due to missing data at the end of June '20.

Source: DOH data; US Census 2020.
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A-18 Summary metrics by pandemic stage

Cumulative Early signals Initial Surge Second Surge Delta & Endemic phase

Jan 20 - Jan 20 - Apr 20 - Jul '20 - Omicron Apr 22 -
Metric Mar 22 Mar ‘20 Jun 20 May ‘21 Jun 21 — Mar 22 May '23
Daily new COVID 216 N/A 103 178 310 192
cases per 100k’ (25th) (50th) (215 (12th) (34th)
Adults ever
experiencing 317 268 402 306 195
COVID symptoms th N/A th nd nd th
per 100k (34t (50th) (32nd) (32nd) (44th)
(monthly)

Note: Rankings reflect NJ's performance relative to other states. A higher rank (e.g. #50) is “bad” as it implies a higher rate of iliness or deaths than the other 49 states;; For all analyses, the case
month was taken as the month of date related to the iliness or specimen collection or the date case information was received by the CDC; For the Surveillance dataset utilized for Adults
experiencing symptoms, 93% of cases included symptoms data

1. 7-day average

Source: CDC COVID-19 Case Surveillance Public Use Data with Geography Data Dictionary- Public; CDC WONDER Multiple Cause of Death Database; CDC Weekly Excess Deaths Estimate; CMS

COVID-19 Nursing Home Data; US Census
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A-19 Comparative Timeline of New Jersey and U.S. daily reported COVID-19 cases
Weekly new confirmed COVID-19 cases per 100k, including NJ rank within time periods

Initial Surge Second Surge Delta & Omicron Wave
2,400 | Mar 20 -Jun 20 Jul 20 - May ‘21 Jun 21 — Mar ‘22
5Qth 21st 12th
1,800
1,200
600

0

2020 2020 2020 2020 2020 2020 2021 2021 2021 2021 2021 2021 2022 2022
-01- -03-  -05-  -07-  -09- -11-  -01-  -03- -05-  -07-  -09-  -11-  -01-  -03-
19 01 03 05 06 01 03 07 02 04 05 07 02 06

— New Jersey — US Average

Note: For most states, USAFacts directly collects daily county-level cumulative totals of positive cases from a table, dashboard, or PDF on the state public health website. This data is
compiled either through scraping or manual entry. Because of the frequency with which we are currently updating this data, they may not reflect the exact numbers reported state and local
government organizations or the news media. Numbers may also fluctuate as agencies update their own data; normalization per 100k based on census populations; Weekly numbers; Rank
based on cumulative case count in time period

Source: USAFacts
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A-20 Comparative Timeline of New Jersey and U.S. weekly average positive PCR tests

7-day average positive PCR tests per 100k, including NJ rank within time periods

Initial Second Surge Delta & Omicron Wave

400 Surge Jul '20 — May 21 Jun 21 - Mar '22
Mar ‘20 - th th

Jun ‘20 26 23
300 1 gth
200
100

~
O T T T T I T T
7/1/20 10/1/20 1/1/21 4/1/21 7/1/21 10/1/21 1/1/22

— New Jersey — United States

Note: Testing volumes dictated reported case rates significantly-see, for example, NJ in April 2020, when fatalities and admissions were peaking

Source: HHS COVID-19 Diagnostic Laboratory Testing (PCR Testing) Time Series (results from over 1,000 U.S. laboratories and testing locations including commercial and reference laboratories,
public health laboratories, hospital laboratories, and other testing locations. Data are reported to state and jurisdictional health departments in accordance with applicable state or local law and in
accordance with the CARES Act); US Census
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A-21 Comparative Timeline of New Jersey and U.S. COVID-19 Hospital Admissions
7-day average COVID-19 admissions per 100k residents, including NJ rank within time periods

No data before July in HHS database

Second Surge Delta & Omicron Wave
15 July '20 — May ‘21 Jun 21— Mar ‘22
24th 16th
10
5
0
7/20 10/20 1/21 4/21 7/21 10/21 1/22 4/22

— New Jersey — US Average

Note: Number of adult and pediatric patients admitted to an inpatient bed who at the time were either confirmed to have or suspected of having COVID-19; Average of 7-day average COVID

admissions per 100K across each day in time rang
Note: US average weighted based on Census population
Source: HHS COVID-19 Reported Patient Impact and Hospital Capacity By State Timeseries; US Census
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A-22 Comparative Timeline of New Jersey and U.S. Excess Deaths

Average weekly excess deaths per 100k, including NJ rank within time periods

Initial Surge Second Surge Delta & Omicron Wave
40 Mar '20 - Jun ‘20 Jul '20 - May 20 Jun 21 — Mar ‘22
49th 18th gth
30
20
10
O T T T 1

4/20 7/20 10/20 1/21 4/21 7/21 10/21 1/22 4/22
— New Jersey — US Average

Note: Rankings reflect NJ's performance relative to other states. A higher rank (e.g. #50) is "bad” as it implies a higher rate of illness or deaths than the other 49 states.; Count of death certificates
mentioning COVID-19 anywhere (as underlying or multiple cause of death); Average of weekly COVID fatalities per 100K across each day in time range
Source: CDC WONDER Multiple Cause of Death Database; US Census
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4.6 Appendix B: COVID-19 Vaccination Outcomes

This Appendix contains addenda as referenced by the preceding main document.

B-1 Timeline of Supply Constrained Period COVID-19 throughput, New Jersey compared to U.S.

Daily vaccine throughput by state (doses administered/doses distributed), including NJ rank within time periods

100%

75%

50%

25%

0%

Deep Dive: Supply constrained vaccination
Dec '20 — Apr 217
gth

......... B

SD at end

of period?
= 6pp

1/21 2/21 3/21 4/21
— New Jersey — US Average North Dakota (ranked 1st) - Alabama (ranked 50th)

Note: Rankings reflect NJ's performance relative to other states. A higher rank (e.g. #50) is “bad” as it implies a lower vaccination rate than the other 49 states; Data begins week starting 12/13/20
(weeks start on Sunday); CDC throughput data is potentially inconsistent between states, as some states may have reported vaccine shipments as "distributed" when they weren't delivered (only
ordered); ND and AL are shown as they are the highest and lowest ranked states in throughput rate at the end of the period, respectively.

1. NJ rankings as of last day of the period (3/28/21) 2. Standard deviation calculated from the spread of individual state throughput rates from the weighted US average in the week of 3/28/21
Source: CDC; BCG Analysis
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B-2 Comparative Change in Hesitancy Rates for New Jersey and U.S. throughout the pandemic

% of survey respondents who indicated that they "Probably or definitely will not get vaccinated"

Geography May ‘21 Dec ‘221
New Jerse 10% 2%

y 5t/50 8"/50
Lower hesitance states (n=18) 12% 4%
Higher hesitance states (n=32) 24% 15%
US Average 18% 10%

Percentage point change

in hesitancy

May ‘21 - Dec '22

-8

Note: Rankings reflect NJ's performance relative to other states. A higher rank (e.g. #50) is “bad” as it implies a higher hesitancy rate than the other 49 states; Group includes both respondents
who answered and had not received any COVID-19 vaccine at the time and those who had already received one or more doses; Rankings and totals as of last date reported within period; At least
one dose can include J&J vaccine 1. CDC data for booster vaccinated rates ends at 7/31/22; booster rankings and vaccination rates shown are as of 7/31/22

Source: Census Household Pulse Survey; BCG Analysis

New Jersey had comparatively low starting hesitancy that decreased in line with the rest of the U.S.

Page 143



B-3 Comparison of New Jersey, Peer State, and U.S. First Dose Vaccinations Across Periods

% of 18+ population vaccinated with first dose, including NJ's rank against its peers and nationally

Supply constrained Demand constrained Booster campaigns
Dec 20 — Apr ‘21 May 21 —July ‘21 Aug 21 - Dec ‘22

18+ First Dose NJ rank 18+ First Dose NJ rank 18+ First Dose NJ rank
Geography Vx rate Relative to group Vx rate Relative to group Vx rate Relative to group
New Jersey 58% - 75% - 95% .
States with
comparable 57% 8"/18 74% 9%/18 95% 15t (tie)/18
hesitancy’
US Average 47% 9t/50 59% 9t/50 88% 15t (tie)/50

Note: Rankings reflect NJ's performance relative to other states. A higher rank (e.g. #50) is “bad” as it implies a higher hesitancy rate than the other 49 states.

1. Rank out of 18. States peer to NJ in vaccine hesitancy have lower rates of vaccine hesitancy than the U.S. average at 5/29/2020. These states include: HI, VT, MA, MD, CT, NY, VA, RI, NH, CA, WA,
NM, ME, I, DE, PA, OR.

Source: Census HPS, CDC COVID-19 Vaccinations in the United States Jurisdiction
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B-4 Timeline of New Jersey Vaccination Rates by Vaccine Type

% of total population vaccinated with each vaccine type

Supply constrained Demand Booster campaigns
100% vaccination constrained Aug 21 - Dec ‘22
° | Dec’20-Apr'21  May 21—
Jul 21
75%
50%
25% /
/-___-—
0% L T T T T
1/21 7/21 1/22 7/22 1/23
— First Dose — Full Primary Series = Full Primary Series + At Least 1 Booster — Bivalent Booster

Note: Rankings reflect NJ's performance relative to other states. A higher rank (e.g. #50) is “bad"” as it implies a lower vaccination rate than the other 49 states.
Source: CDC COVID-19 Vaccinations in the United StatesJurisdiction

From mid-2022 onward, vaccination rates were largely stable.
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B-5 Booster Vaccination Rates Across States

% of population aged 18+ vaccinated with at least one booster by December 2022, ordered by highest to lowest vaccination rate

“ % Vaccinated L state % Vaccinated

Vermont Arizona 39%
Rhode Island 59% Alaska 39%
Maine 58% Kansas 39%
Minnesota 54% South Dakota 38%
Massachusetts 54% Montana 37%
Connecticut 54% Florida 36%
Maryland 53% Indiana 36%
CaIifprnia 522/0 West Virginia 36%
Washington 520/0 Kentucky 35%
Cg'orado ‘5180//0 North Dakota 35%
regon ° Idaho 34%
Wisconsin 49% Nevada 34c£
New Mexico 49% : :
New Jersey 490/2 Missouri 34%
linoi 48% Tennessee 33%
Virlgionlisa 48°/O South Carolina 32%
(o]
New York 47% Texas S
0,
New Hampshire 45% Oklahoma 310/0
lowa 45% Arkans_as 31%
Nebraska 45% Georg|a U
Delaware 44% Wyoming S
Michigan 44% Louisiana 30%
Utah 43% Mississippi
Ohio 41% Alabama
Pennsylvania 41% North Car.gllna
Hawaii N/A

Note: HI is omitted because no data is reported for the period.
Source: CDC; BCG analysis
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B-6 Bivalent Booster Vaccination Rates Across States

% of population aged 18+ vaccinated with bivalent booster by December 2022, ordered by highest to lowest vaccination rate

‘_ . State_________ | %Vaccinated ___

Vermont Kansas 17%
Maine 31% North Dakota 17%
Massachusetts 30% Utah 16%
Minnesota 28% Montana 16%
Washington 26% Arizona 16%
Connecticut 26% North Carolina 16%
Rhode Island 26% Missouri 16%
Maryland 25% Idaho 15%
Wisconsin 24% Alaska 15%
New Hampshire 24% Nevada 14%
New Mexico 23% Kentucky 13%
Colorado 23% Oklahoma 13%
Oregon 22% Wyoming 13%
Virginia 22% West Virginia 12%
lowa 21% South Carolina 12%
Illinois 21% Arkansas 12%
Delaware 21% Indiana 11%
California 21% Texas 11%
Pennsylvania 19% Florida 11%
Michigan 19% Tennessee 11%
South Dakota 18% Georgia 11%
Nebraska 18% Alabama
New York 18% Louisiana
New Jersey 17% Mississippi
Ohio 17% Hawaii N/A

Note: HI is omitted because no data is reported for the period Source: CDC; BCG analysis
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B-7 Timeline of New Jersey Adult Population and 65+ First Dose and Primary Series Vaccination Rates during the Supply
Constrained Period

% of 18+ and 65+ NJ population vaccinated with first dose and completed primary series vaccinations

Supply cons,trained V?CCi“atb“ @ NJ expanded vaccine eligibility
100% Dec '20 — Apr ‘21 to include the 65+ population
in April as part of Phase 1C
77%
75% First dose
Vx rate
69%
50%
° Completed
primary
5% series
O% 1 T T T 1
12/20 1/21 2/21 3/21 4/21 5/21

— Completed Primary Series (65+) — First Dose (65+) - Completed Primary Series (18+) - First Dose (18+)

Source: CDC COVID-19 Vaccinations in the United States by Jurisdiction
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B-8 New Jersey 65+ and Total Vaccine Hesitancy Throughout the Pandemic

% of survey respondents who indicated that they "Probably or definitely will not get vaccinated"

Percentage point change

in hesitancy

Demographic (Age) May ‘21 Dec ‘221 May ‘21 - Dec 22
65+ Population 2% 0% -2
New Jersey Total 10% 2% -8

Note: Group includes both respondents who answered and had not received any COVID-19 vaccine at the time and those who had already received one or more doses. Rankings and totals as of
last date reported within period; At least one dose can include J&J vaccine 1. CDC data for booster vaccinated rates ends at 7/31/22; booster rankings and vaccination rates shown are as of

7/31/22
Source: Census Household Pulse Survey; BCG Analysis
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B-9 Impact of Booster Coverage on 65+ Hospitalizations during Delta & Omicron Wave

% of 65+ population with up-to-date vaccination coverage

Primary series 1st booster 2" booster
available available available
9 Up-to-date %
100% 799% 87% grew at slow pace
: 70 o | due to low 2nd
66% :
- booster uptake
50%
i 32% J 31%
O% H H H
Jan/21 Apr/21 Jul/21 Oct/21 Jan/22 Apr/22 Aug/22
Average 65+% up-to-date by
o the time bivalent boosters
Timeline Sep 2021 — Nov 2021 Dec 2021 - Feb 2022 were introduced: ~31%
Avg 65+ % up-to-date’ 86%7 d 59%
# of 65+ admissions ~4.6K T 151K
Avg 65+ % of total admissions 34% T 38%

1. Up-to-date refers to a person who has received all vaccines for which they are eligible. This definition changes over time as new boosters are approved and as a function of when an individual
received their last shot. 2. Does not include time period after 15t booster authorization
Source: CDC; BCG analysis
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B-10 New Jersey Primary Series Vaccination Rates by County SVI
% of New Jersey's 18+ population vaccinated with the full primary series, by county SVI, as of May 2023

SVI Score
Most
vulnerable
(1.00) . Cumberland o
Passalc ‘ Ser:ir: ::I);(
C M
0.75 Un|on abe ey SVIRange'  Rate?
. Salem Camden <.25 91%
0.50 Mercer Hudson 25-.5 85%
Mlddlesex . 5. 75 90%
Burlington\‘ Morris
o,
0.25 Warrent‘ > .75 89%
Gloucester‘ Atlantic Bergen New Jersey 89%
Least ‘
Sussex
vulnerable w YE——— f{ S [ \
(0.00)60 70 80 Hunterdon 90 omerset 100 Vaccination rate

(% of 18+ residents)
Size of bubble: Population of county @ South @ North @ Central

Note: Percent of people 18+ with a completed primary series (have second dose of a two-dose vaccine or one dose of a single-dose vaccine). Adjusted to represent the entire NJ population
1. Communities with lower SVI scores are less vulnerable to the impact of public health emergencies, disasters, or pandemics 2 Weighted average of vaccination rates for each SVI group to
represent the entire NJ population.

Source: CDC; CDC US SVI 2018; 2019 Census Data
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B-11 New Jersey Booster Vaccination Rates by County SVI
% of New Jersey's population vaccinated with the full primary series, by county SVI as of May 2023

SVI Score
Most
Vulnel:la(l:))é)e . . Cumberland
(1.00) Passaic Primary
Series Vx
0.75 SVI Range' Rate?
ﬂ Camden <.25 53%
0.50 Mercer 25-.5 48%
Burlington S5-.75 49%
Gloucester
0.25 MorriS/ > .75 45%
' Somerset
‘ % New Jersey 55%
Least ‘
vulnerable T T f. \
(0.00) 40 50 Monmouth . yssex Hunterdon 70 Vaccination rate

(% of 18+ residents)
Size of bubble: Population of county @ South @ North @ Central

Note: Percent of people 18+ who completed a primary series and have received a booster including Bivalent. Adjusted to represent the entire NJ population 1. Communities with lower SVI scores
are less vulnerable to the impact of public health emergencies, disasters, or pandemics 2. Weighted average of vaccination rates for each SVI group to represent the entire NJ population.

Source: CDC; CDC US SVI 2018; 2019 Census Data
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B-12 New Jersey Vaccines Administered by Race/Ethnicity Compared to Population Breakdown

Percent of NJ population vaccinated, by race/ethnicity as of December 2022 vs census demographic data

% of total
60
52% Many people vaccinated were
recorded as 'Other' or 'Unknown' due
to vaccination site staff not asking
40 for, or collecting race/ethnicity data
during vaccinations
22% 22%
20
10% 10%
0

White Hispanic Black Asian Other/Unknown

B % of NJ Population ] % of First Dose Vaccinations Administered

Note. White, Asian, and Black / AA are all Non-Hispanic. Other category includes American Indian/Alaska - NH, Native Hawaiian/Pacific Islander - NH, and all who identify as two or more races —
NH. Other and Unknown categories skewed higher in vaccination data due to healthcare professionals not asking for or recording race at time of vaccination
Source: 2020 Census data, NJDOH
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B-13 New Jersey Summary vaccination rates by age as of May 2023

Unvaccinated First dose Complete Primary series Primary series Bivalent
Demographic Rate (includes J&) primary series + 1 booster + 2 boosters boosters
All ages below 12 (Pediatric) ggﬁ’ ?I‘Z?‘) %173(:/; 25 20/: d 3%(5?’1
2 boosters only
22% 78% 75% 26% 7%
All ages 12-17 3 gtf? 13 tﬁ 9 th° 1 4,[;’ trgélieg r]r‘zr;;gfs ’ 8t°h
All aces 18+ 5% 95% 89% 49% 21%
o 1% (tied) 1%t (tied) 7th 14t 24th
5% 95% 95% 71% 56.3% 41%
Ages 65+ . . .
15t (tied) 15t (tied) 15t (tied) 25th 31t 32nd
9% 91% 79% 41% 18%
Total 41 :t 1 1tr? 8tho 1 4tr? N/A 24th,0 1

1. Bivalent only applicable to ages 5+; Pediatric shows ages 5 to 12 and Total shows ages 5+

Note: Rankings reflect NJ's performance relative to other states. A higher rank (e.g. #50) is "bad” as it implies a lower vaccination rate than the other 49 states.
CDC reports first dose as including J8U vaccine

Source: CDC COVID-19 Vaccinations in the United States, Jurisdiction
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B-14 New Jersey Primary Series Vaccination Rates by county, income per capita

18+ Primary series vaccination rate

Per capita personal income ($K)

120

Somerset
110 Hunterdon
100 .

Middlesex

. Monmouth Union | Essex
80 Mercer ‘
20 . Sussex o rren_ »\‘.
. o ‘ Gloucester ‘. ‘ \

g Burlington

Atlantic

50 . Salem Camden passaic

40 Cumberland

30 T T T )
60 70 80 90 100

[ ' %18 ident
Size of bubble: Population of county @ South @ North @ Central + resiaents

Note. Percent of people 18+ with a completed primary series (have second dose of a two-dose vaccine or one dose of a single-dose vaccine). Adjusted to represent the entire NJ population
Source: CDC, 2020 Census DEC Demographic Profile; 2019 Census Data, BEA (2021)
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B-15 New Jersey Booster Vaccination Rates by county, income per capita

18+ Booster vaccination rate

Per capita personal income ($K)

120 M
. Somerset
110
100 Bergen .
Hunterdon
90
Monmouw
w0 Mercer
Middlesex Burlm ton
70 g
» ‘ ‘ Gloucester
Sussex
N Camden
. Cumberland
40 ' | I | |

45

Size of bubble: Population of county @ South @ North @ Central

50 55 60 65 70

% of 18+ residents

Note: Percent of people 18+ who completed a primary series and have received a booster including Bivalent. Adjusted to represent the entire NJ population
Source: CDC; CDC 2019 Census Data; BEA (2021)
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B-16 New Jersey Bivalent Booster Vaccination Rates by county, SVI

Bivalent vaccination rate

SVI Score
1.00 . Cumberland
Primary
‘ pacen ESSGX Series Vx
. assaic SVIR 1 Rate?
0.75 Cape May Camden ange ate
& @ ‘ < 25 22%
Salem
0.50 Hud ‘ Mercer 25-5 19%
) udason M|ddlesex
5-.75 20%
Atlantic B lingt
025 ’ Monmouth Hringren > 75 17%
Warren ) EETN New Jersey 20%
GIouceste ‘ Somerset
0.00 Sussex @) Hunterdon—
15 20 25 30 % of 18+ residents

Size of bubble: Population of county @ South @ North @ Central

Note: Percentage of individuals aged 18+ who have received a bivalent booster dose, irrespective of any other shots they may have received. Adjusted to represent the entire NJ population
1. Communities with lower SVI scores are less vulnerable to the impact of public health emergencies, disasters, or pandemics 2. Weighted average of vaccination rates for each SVI group to
represent the entire NJ population.

Source: CDC; CDC US SVI 2018; 2019 Census Data
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4.7 Appendix C: COVID-19 Economic Outcomes

This Appendix contains addenda as referenced by the preceding main document.

C-1 Timeline of New Jersey GDP Impact
Quarterly % change in New Jersey Real GDP, not normalized, indexed to Q4 2019 levels

Initial Surge Second Surge Delta + Omicron
10% Mar ‘20 - Jun ‘20 July '20 — May ‘21 June '21 — March ‘22
5% 4-5 quarters '
to recovery // L —
0%
T
GDP
-5% trough:
-11.5% Total GDP loss:
-20%
-10% °
-15%
Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4
o 2020 —— o 2021 — o 2022 —
— New Jersey GDP

Source: US Census; USA Facts; BEA; BCG Analysis
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C-2 Metrics Used — Economic Outcomes

10%
I IN Time for recovery =
0%
&l Trough of Total Loss
the Curve
-10%

I Time for recovery

Measures the speed of recovery
through the number of quarters for
GDP or employment to recover, from
its deepest dip in the curve relative to
Q4 2019

[} Trough of the Curve

Measures the magnitude of COVID's
immediate impact through the %
decrease in the deepest dip in GDP or
employment relative to Q4 2019

Total Loss

Measures the total loss of a metric
over the pandemic period through
the sum of lost quarterly GDP or
employment until recovery
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C-3 Timeline of New Jersey GDP Impacts (Industry and non-Industry Adjusted)
% change in New Jersey Real GDP, indexed to Q4 2019 levels (Industry adjusted values adjusted to overall US industry composition)

Initial Surge Second Surge Delta + Omicron
10% Mar '20 — Jun ‘20 July '20 — May 21 June '21 - March '22
5% 4-5 quarters
to recovery
0% — ==
GDP trough: :
-10% = ,
-5% (vs. -11.5%) /£ Total GDP loss slightly
3 diminished from -20 to -17%
-10% E
-15%

Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

o 2020 — o 2021 — o 2022 ——
----- Not normalized — Industry Adjusted

Source: US Census; USA Facts; BEA; BCG Analysis

Accounting for industry composition explains some of the difference from the U.S. average; New Jersey saw a smaller GDP trough after
adjusting for industry.
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C-4 Comparison of GDP Impacts by Disease Severity Grouping

Industry adjusted impacts to GDP across selected metrics

Initial Surge disease GDP Loss recovered
severity GDP Trough by Q4 2020’ GDP Loss
Higher initial severity -8% 99% -14%
Lower initial severity -5% 102% -7%
US total -6% 101% -1%
Less severe impacts than US total Impacts in line with US total More severe impacts than US total

1. Defined as GDP levels in Q4 2020 as a percentage of Q4 2019 GDP
Source: BEA, Census QWI

Across all GDP measures, the 14 states with higher disease severity lost more GDP than the U.S. average.
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C-5 Comparison of GDP Impacts by Shutdown Length

Industry adjusted impacts to GDP across selected metrics

GDP Loss recovered

Shutdown length group GDP Trough by Q4 2020’ GDP Loss
Longest shutdown -8% 99% -13%
Medium Shutdown -6% 102% -8%
Shorter shutdown -6% 101% -8%
No shutdown -5% 101% -9%
US total -6% 101% -7%
Less severe impacts than US total Impacts in line with US total More severe impacts than US total

1. Defined as GDP levels in Q4 2020 as a percentage of Q4 2019 GDP
Source: BEA

States with longer shutdowns also saw higher losses than the U.S. average across all Gross Domestic Product (GDP) measures.
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C-6 Comparison of New Jersey, Peer State, and U.S. GDP Impact by Disease Severity and Shutdown Length

GDP impact compared to disease severity and shutdown length

Total GDP Loss
Area Under Water, Normalized

NJ Rank’
Relative to group

New Jersey -17% -
States that experienced 10 th

higher initial disease severity 14% 110714
States with longer shutdowns -13% 9th/ 10
US Total -7% 45t/ 50

1. New Jersey compared to its peer group of states and the U.S. in general in terms of GDP lost.
Source: BEA
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C-7 Impact of COVID-19 on New Jersey Total Employment
Total employment (indexed to Q4 2079)

10% Trough Recovery
2020 Q2 2021 Q4 to 2022 Q1
5% ‘
-5%
Before full recovery, approximately 2M
-10% employment-quarters’ were lost to NJ residents
(equivalent to ~45% of 2019 employment)
-15% N~ Trough:
-15%

-20%

Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

2020 2021 o 2022 ——

1. Calculated as the sum of quarterly absolute changes to total employment, indexed to Q4 ‘19, for every quarter between Q4'19-Q3'22 where change in employment was negative. Referred to as
person-years of lost employment by some economics.
Source: Bureau of Economic Analysis (BEA), BCG Analysis
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C-8 New Jersey Unemployment Beneficiaries in June 2020 by Industry
Share of Ul beneficiaries by sector (December 2019 vs. June 2020)

Compared to 2019, NJ residents receiving
regular Ul benefits in June 2020 were:

Q Less likely to work in professional services
15% vs. 22%!

e More likely to work in educational and health
services

18% vs. 10%

G More likely to work in leisure and hospitality
18% vs. 14%!

Q Less likely to work in construction
6% vs. 12%!

Pre-COVID
Dec-19
Il Trade, Transportation and Utilities B Leisure and Hospitality [l Construction Agriculture, Forestry Public Administration
M Professional and Business Services Manufacturing M Other Services and Hunting M Unclassified
I Educational and Health Services Financial Activities M Information M Mining

1. December 2019 data used as proxy for pre-COVID composition of unemployment beneficiaries; ~400k claims out of 1.1M total were categorized as "missing data"; NJDOL estimates 80-85% are
PUA and PEUC claims, which have been excluded. 17.% of the "missing data" claims data were redistributed proportionally to the sector shares of Ul claims with known industry information.
Source: NJ Department of Labor and Workforce Development; BCG analysis
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C-9 New Jersey Implied Unemployment Rates by Industry in June 2020
Ul Beneficiaries by Sector vs. 2019 Employment (K)

Implied
unemployment

Average rate?
wage? NJ 2019 2020
Trade, Transportation, Utilities // 1,016 N/A 3% 17%
Professional Services // 864 N/A 4% 13%
Education and Health /] e85 $76274 2%  17%
Leisure and Hospitality 505 $83,959 4% 25%
Manufacturing 343 $91,407 3% 14%
Financial Activities 287 $123,997 3% 7%
Construction 19 164 $139,224 10%  24%
Other Services 161 $149,799 2% 29%

$56,457 2% 8%
$33,821 7% 7%
$39,263 5% 14%

Total New Jersey 0
072 4122 $67,040 4%  26%

(Scale Not Comparable)

Information
Agriculture, Forestry, Hunting
Mining

Significantly Below

B June 2020 Ul Beneficiaries 2019 Jobs State Average

Significantly Above

1. Ul Beneficiaries by Sector June 2020 / 2019 Sector Employment; ~400k claims out of 1.1M total were categorized as "missing data"; NJDOL State Average

estimates 80-85% are PUA and PEUC claims, which have been excluded. 17.% of the "missing data" claims data were redistributed proportionally to
the sector shares of Ul claims with known industry information 2. Wages for NJ are averages of years 2019 and 2020
Source: NJ State Department of Labor

Page 166



C-10 Timeline of New Jersey Labor Force Participation Recovery

% change in Labor Force Participation (LFP) rate, indexed to January 2020

% change in Labor Force Participation (LFP) rate, indexed to January 2020

Traditional
unemployment
statistics can understate
harm during periods of
declining labor force
<€100% Pparticipation rate.

105%

100%

As a result, to fully
account for the
magnitude of
employment harm, the
analysis of this section
primarily focuses on total
employment levels, which
better capture the joint
90% impacts of labor supply
1/20 4/20 7/20 10/20 1/21 4/21 7/21 10/21 1/22 4/22 7/22 10/22 1/23 and demand changes.

95%

— New Jersey

Source: BLS, BCG analysis
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C-11 Comparative Employment Loss in Q2 2020 by industry, New Jersey vs U.S.
Q4 2019 Share of employment and Employment Loss, by industry’

Share of employment Employment Q2 2020
Q4 2019 (% diff. from Q4 2019)
Industry NJ us NJ us
Health care 16% 15% -14% -7%
Retail trade 13% 13% -5% -5% NJ employment loss
Admin, support, waste 10% 99 9% 3% is -15%, without
management normalizing
Profe§5|ona|, scientific, 8% 79 18% -10% indusjcries to match
technical US mix
Manufacturing 7% 9% -5% -3% »
Wholesale trade 6% 4% -5% -5% Ngrmalizing NJ .
Transportation, Industry to match the
warelfousing 6% 5% -9% -2% rest of US reveals an
Construction 5% 6% 4% 4% ?To/p'oyme”t loss of -
(o}

Information 2% 2% -17% -6%
Management of companies 2% 2% -7% -13%
Real estate, rental, leasing 2% 2% -8% -4%

1. Shares do not equal 100 as only top 10 industries in US represented
Source: US Census; Census QWI; BEA; BLS; BCG Analysis
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C-12 Employment Loss Impact by Disease Severity

Industry adjusted impacts to Absolute Employment Levels across selected metrics

Initial Surge disease

Employment Loss recovered

severity Employment Trough by Q4 2020’ Total employment loss
Higher initial severity -11% 93% -46%
Lower initial severity -8% 96% -30%
US total -10% 94% -36%

Less severe impacts than US total Impacts in line with US total

1. Defined as GDP levels in Q4 2020 as a percentage of Q4 2019 GDP
Source: BEA, Census QWI

More severe impacts than US total
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C-13 Employment Loss Impact by Shutdown Length

Industry adjusted impacts to Absolute Employment Levels across selected metrics

Employment Loss recovered

Shutdown length’ Employment Trough by Q4 20202 Total employment loss
Longest shutdown -11% 93% -48%
Med. Shutdown -9% 95% -37%
Shorter shutdown -8% 96% -30%
No shutdown -7% 96% -25%
US total -10% 94% -36%
Less severe impacts than US total Impacts in line with US total More severe impacts than US total

1. "Longest shutdown" = 49-69 days. "Medium shutdowns" = 35-44 days. "Shorter shutdowns" = 14-33 days. 2. Defined as GDP levels in Q4 2020 as a percentage of Q4 2019 GDP
Source: BEA, Census QWI
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C-14 New Jersey Changes in share of GDP and employment by industry, 2019-2022

Change in pp chang
Employment employment Change in GDP employm
share share 2019- GDP share share 2019- intensity, 20
Industry Q4 2019 20221 Q4 2019 20221 2022
Trade, transportation, utilities . 04 -0.5 I -0.3 I
Education, health care . 0.4 | 0.1 -0.2 I

W os | 25l
05§ 02|
01| 02|
05§ 0.1
-0l 20
01 1.8% 0.0 0.1

3 | 00
Mo | B

0.0 fos

—
~
o}
o
()

Professional, business

Government

—
~
~

o
(e)

1
o
o)
©
fos)

(o]
[¢)

Leisure, hospitality

9
BE

0.0

)]

o
&

o

Financial

o

o

o
)

1
e
=
©
fos}

o
(o)

Manufacturing
Other Services

Construction

w
(o]
&
o
o
o

Information | 0.1

0.0

o

o
o

o

N

[o:]
Qo

o

Mining, logging

Note: GDP does not include agriculture, forestry, fishing and hunting. Change in employment share and GDP share are percentage point changes, change in employment intensity is percentage
change
Source: BEA; BCG analysis
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C-15 Economic Impacts: Absolute Employment impacts by race (U.S. Total)

@ Demographic data not consistently

. : ted at 50 state level; to furth
% Change in total employment?, indexed to Jan 2020 levels reportec e

explore NJ DOL data for comparison

In. Surge Second Surge Delta + Omicron Endemic
120 April 20 - July '20 — May ‘21 June 21 — March ‘22 April 22 — April 23T
June ‘20
110
100 =\ TR oot e o €4100%
90 /
-,
80
70 T T T T T
Jan 2020 July 2020 Jan 2021 July 2021 Jan 2022 July 2022

— White — Black — Hispanic (includes other races) Asian

Source: BLS; BCG analysis

Across the US, employment level returned to pre-COVID-19 levels fastest for Asian workers, followed by Hispanic, Black,
and White workers.
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C-16 Economic Impacts: Absolute Employment by gender (U.S. Total)

Women saw a sharper dip in total employment and took longer to recover than men

@ Demographic data not consistently

reported at 50 state level; to further
explore NJ DOL data for comparison

Total employment level, indexed to Jan 2020 levels

110

100

90

80

In. Second Surge Delta + Endemic
Surge July ‘20 - May 21 Omicron April '22 — April 23"
April '20 - June ‘21 - March 22
June 20

7-8 quarters to recovery

2020-01-01

2021-01-01 2022-01-01 2023-01-01

2020 °e 2021 oo 2022

= US Average - Women — US Average - Men

Source: BLS; BCG analysis
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C-17 New Jersey June 2020 Ul Beneficiaries by Gender
Share of Ul Beneficiaries by Gender

New Jersey, December 2019 vs June 2020

Male

Female

=

NJ Population Dec-19 Jun-20
(2019)

Note: Regular Ul Beneficiaries only
Source: NJ Department of Labor and Workforce Development; US Census Bureau

In June of 2020, a higher percentage of women were receiving Ul benefits than in December of 2019.

Percentage
point change
in share
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C-18 New Jersey June 2020 Ul Beneficiaries by Race
Share of Ul Beneficiaries by Race

New Jersey, December 2019 vs June 2020 Percentage point

change in share

0,
-~ \Other
10%

14%

\

g b

NJ Population Dec-19 Jun-20
(2019)

1. Excludes beneficiaries with no known race (15% Dec-19, 17% Jun-20); Note: Regular Ul Beneficiaries only
Source: NJ Department of Labor and Workforce Development; US Census Bureau

In June of 2020, Black NJ residents were less likely to be receiving Ul benefits than in Dec '19, while the share of Asian and White residents
increased.
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C-19 New Jersey June 2020 Ul Beneficiaries by Ethnicity
Share of Ul Beneficiaries by Ethnicity

New Jersey, December 2019 vs June 2020 Percentage point

change in share

Hispanic +1

Not Hispanic -1

NJ Population Dec-19 Jun-20
(2019)

1. Excludes beneficiaries with no known ethnicity (11% Dec-19, 10% Jun-20);
Note: Regular Ul Beneficiaries only
Source: NJ Department of Labor and Workforce Development; US Census Bureau

There was little change in the share of Ul beneficiaries by ethnicity from December of 2019 to June of 2020.
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C-20 New Jersey June 2020 Ul Beneficiaries by Age
Share of Ul Beneficiaries by Age

New Jersey, December 2019 vs June 2020 Percentage
point change
in share
7% Over 65 +0
22%

55-64 -2

45-54 -2

20-24 Only
(Excluding 0-19, 35-44 i)
~24% of pop.)
25-34 -1

20%

1Yo 5t 20%

8%

NJ Population Dec-19 Jun-20
(2019)

Under 25 @

1. Excludes beneficiaries with no known age (1.2% Dec-19, 1.2% Jun-20); Note: Regular Ul Beneficiaries only
Source: NJ Department of Labor and Workforce Development; US Census Bureau

In June 2020, a significantly higher percentage of young workers under 25 were receiving Ul benefits than in December of 2019.
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C-21 New Jersey June 2020 Ul Beneficiaries by Educational Attainment

Share of Ul Beneficiaries by Educational Attainment

New Jersey, December 2019 vs June 2020
Percentage point

@ change in share

Bachelors
or Higher

Some College
or Associates

High School

Middle School
or Less

Y ye

NJ Population Dec-19 Jun-20
25 and Over ('19)

Note: Regular Ul Beneficiaries only
Source: NJ Department of Labor and Workforce Development; US Census Bureau
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5.1 Introduction

1. Context and Summary

Responding to the COVID-19 pandemic was a massive undertaking for the State of New Jersey. The
pandemic was unprecedented in several ways, and necessitated an emergency response the State
was not prepared to launch. Like other states, New Jersey had to consider a wide range of needs in
responding to the emergency. The severity of the disease meant that swift public health
interventions were needed urgently, while the indefinite duration of the emergency and scale of
impact meant that the State needed to create new models of governance to continue to deliver
services throughout the pandemic. New Jersey, along with other states, also faced complex
circumstances in managing resources, from widespread supply shortages to the monumental
amounts of federal aid being disbursed.

The pandemic also challenged nearly every aspect of government. Virtually every state agency’s
day-to-day operations were made more difficult by COVID-19, particularly in the face of state
shutdowns. The health and economic impact of the disease also necessitated state services more
than ever. Thus, the breadth of needs facing the State, as well as the operational complexity of
governance through a global emergency, meant that New Jersey's response had to be
comprehensive and holistic. New Jersey had not created emergency plans addressing these
complexities, and in many ways, was unable to do so, given limited knowledge of the novel
disease. Chapter 5 fully documents the actions that New Jersey took during the COVID-19
pandemic and serves as a reference for selecting among potential paths of action in future
emergencies.

This chapter then evaluates where those actions succeeded, and what the State’s biggest
challenges were, with the goal of consolidating key learnings for the future. It is vital that the
strengths and challenges of the response to the COVID-19 pandemic inform the State’s handling of
the next emergency, so that what worked is maintained or built upon, and what didn't serve as
critical lessons for improvement. These lessons have implications for emergency management of
both health and non-health emergencies, as well as for improving non-emergency government
operations.

2. Elements of New Jersey's Response

The State needed to consider a wide range of demands in its pandemic response. First, public
health interventions directly mitigating COVID-19 were necessary, and included:

e Ensuring sufficient healthcare capacity to treat all individuals in need of care.
e Testing and contact tracing to identify individuals who had tested positive and minimize
further spread of the virus.
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e Allocating vaccines and therapeutics to protect against and treat the disease. New Jersey also
needed to address pressing questions of governance.

e Organizing the State government to operate in an emergency, while continuing to deliver
public services like K-12 education, demanded considerable flexibility.

e Finally, New Jersey needed to consider the logistical details in undertaking all these activities
—including prudently managing the massive influx of federal funds to finance emergency
response and effectively communicating with the public.

Chapter 5 captures the key aspects of New Jersey's response, the rationale behind those actions,
and how they were able to implement these decisions. This chapter is organized into 14 sections,
each examining a specific element of New Jersey's pandemic response in detail:

e Emergency Response Governance and Coordination: Organizing and leading the State’s
pandemic response, through cohesive efforts within the New Jersey state government and
with external stakeholders.

e Public Communications: Coordinating external communication efforts to ensure that the
public had regularly updated information about the pandemic and resources available to
support them, and to encourage the public’s participation in certain public health
interventions.

¢ Budget and Finance: Identifying funding sources and ensuring that ongoing resources were
in place to support the State’s COVID-19 response.

¢ Personal Protective Equipment (PPE): Efforts to ensure PPE availability for critical workers and
underserved populations.

¢ Closures and Guidance to Prevent the Spread of COVID-19: Issuing policy and guidelines to
ensure the public’s health and safety, including placing restrictions on individual behavior
and industry activities using the appropriate legal mechanisms.

¢ Healthcare Capacity Management: Ensuring sufficient capacity and resource deployment
across healthcare providers.

e Testing: Ensuring adequate access and availability of COVID-19 tests, including lab capacity
and supplies.

e Contact Tracing: Identifying positive cases of COVID-19 in the state to track the progression
of the disease, identify specific clusters of outbreaks, and mitigate the spread of cases.

e Vaccination: Engaging providers and partners to administer COVID-19 vaccines, maintaining
broad access, and encouraging uptake.

e Therapeutics: Ensuring access through awareness, allocation and distribution of therapeutic
treatments for COVID-19.

e Economic Impact Mitigation: Supporting residents and businesses to contain economic harm
caused by the pandemic.

e Education: Ensuring continuity of K-12 and higher education during the pandemic, as well as
services like meals on which students rely.

¢ Continuity of Government Services: Ensuring ongoing delivery of critical public services.
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e Procurement: Facilitating the process to quickly obtain the materials and personnel necessary
to combat the emergency.

Additionally, public health in both emergency and non-emergency times cannot ignore questions
of equity. COVID-19 often exacerbated structural inequities, particularly the lack of access to
healthcare in underserved communities. The final section of Chapter 5, Section 5.16 on Equity and
Access, summarizes the major issues from the pandemic with relevant equity concerns, as well as
areas of inequity in New Jersey in need of continued attention.

3. Structure of Sub-Chapters

Each of these subchapters details the actions New Jersey took and evaluates areas of strength and
challenges in the response. The subchapters are organized into the following sections:

¢ Context and Summary, which provides an overview of the challenges New Jersey (and in
most cases other states) needed to address through the specific intervention and
summarizes how the State did so.

e New Jersey's Response, which details, where relevant, the key State agencies involved in
delivering the intervention, the major decisions the State made, and how and why those
decisions were made. For some interventions (Public Communications, Testing, Vaccination,
Therapeutics, Economic Impact Mitigation, and Education), equity was an especially
important part of the State’s considerations and is thus discussed in greater depth.

e Comparison to Other States, which highlights the similarities and differences between New
Jersey's actions and that of a set of comparison states (described below).

o Key Strengths and Challenges, which summarizes the areas where New Jersey's response was
particularly effective and where it faced the biggest challenges. This provides lessons learned
that should be considered when preparing for future emergencies, as well as in improving
non-emergency government operations. Strengths and challenges may draw from aspects of
New Jersey's response that were model examples of intervention for other states, from
aspects of other states’ responses that New Jersey could learn from, or from areas of New
Jersey’s response that have been identified as either successful or challenging. The strengths
and challenges are built upon in Chapter 7, which identifies recommendations for New Jersey
going forward.

Like Chapter 4, Chapter 5 uses a set of comparison states to contextualize New Jersey's actions.
The goal of using comparison states is to identify what New Jersey did especially well in
comparison to other states, highlight alternative actions that New Jersey did not take, and identify
ways that the State could improve for the next public emergency.

In Chapter 4, states with similar characteristics were identified to provide context for certain
guantitative outcomes (e.g., how states performed on health, economic, and vaccination metrics).
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In Chapter 5, a seven-state benchmarking set (California, Florida, Illinois, New York, Ohio,
Pennsylvania, and Virginia) was used. It contains states with important similarities and differences
to New Jersey. The comparison states used in Chapter 5 are similar in the disease pattern of how
COVID-19 hit New Jersey, which is important, given that the states with the first outbreaks in the
country had less time to react. The comparison states are also similar in geographic and
demographic characteristics, which impacted how emergency response was carried out in each
state. Additionally, to showcase a range of potential actions for states facing similar circumstances
of disease pattern and geographic and demographic characteristics, states were also selected to
have a variety of political orientations. For greater detail on how the comparison states in Chapter
5 were selected, see the Appendix.

While this chapter identifies several areas where New Jersey’s pandemic response fell short, it is
evident that New Jersey accomplished many herculean tasks in its efforts to weather the pandemic.
COVID-19 brought tragedy to New Jersey and presented a staggering challenge for the State to
handle. The State mobilized a pandemic response in a short time to a virus the world had never
before encountered. Chapter 5 ultimately memorializes how New Jersey responded to these
overwhelming circumstances and allows the major lessons learned from the pandemic response to
inform the future.
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5.2 Emergency Response Governance and Coordination

1 Context and Summary

COVID-19 was a crisis of a larger scope, scale, and duration than any other emergency that state
governments had faced. Unlike other emergencies, such as extreme weather events, chemical fires,
or even domestic terrorism, COVID-19 was a crisis of unparalleled levels, impacting the entire state
of New Jersey for a much longer time, and across more aspects of daily life, than any other. The
New Jersey government’s operations needed to transform immediately from its regular operating
model to one implementing and coordinating emergency responses, while simultaneously
continuing to provide essential governmental services. Responding to COVID-19 required a level of
action and degree of coordination that differed from anything current state government leaders
had experienced. This crisis went beyond a once-in-a-generation effort—it was one of the most
significant crises that New Jersey government leaders had faced in New Jersey's history.

The emergency response was driven by dedicated public servants across state government, many
of whom worked seven days a week for months and months on end without reprieve. Three main
agencies, the Governor's Office, the New Jersey Department of Health (NJDOH), and the Office of
Emergency Management (NJOEM) within the New Jersey State Police (NJSP), led the response.
Other agencies were also involved in directing specific aspects of the State’s pandemic response,
sometimes forming taskforces to advise the Governor.

On January 30, 2020, the World Health Organization (WHO) declared COVID-19 a Global Health
Emergency. On that date, there were only seven confirmed cases in the U.S. (See Appendix A1 for a
Chronology of Events.) On February 3, 2020, four days later, the Governor formed the Coronavirus
Task Force (CTF) per Executive Order (EO) 102. (See Appendix A2 for the full text of EO 102.) The
Commissioner of the NJDOH chaired the CTF, which included representatives from the New Jersey
Department of Human Services, the New Jersey Department of Law and Public Safety within the
Office of the Attorney General (NJOAG), the New Jersey State Police, the New Jersey Department
of Education (NJDOE), and the Office of Homeland Security and Preparedness. The Governor
tasked the CTF with preparing and responding to the virus, including coordinating with the federal
government and hospitals.

On March 2, 2020, the Governor held his first Coronavirus press conference with the Commissioner
of NJDOH. At that time, the risk to residents was believed to be low. Two days later, on March 4,
New Jersey reported its first confirmed case in Bergen County. On March 9, just five days later,
Governor Murphy declared a State of Emergency and, for the first time ever, a Public Health
Emergency (EO 103). (See Appendix A3 for the full text of EO 103.) The very next day, New Jersey
experienced its first COVID-19 death. Many initially believed the virus would dissipate in a matter of
weeks. However, far from what anyone imagined, the Public Health Emergency would last a full 2
years, ending on March 4, 2022. Between March 4, 2020 and March 4, 2022, COVID-19 claimed the
lives of 30,808 New Jerseyans.
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The federal government'’s public statements and engagement between the White House and state
governments made it clear that state governments were going to be responsible for the majority of
operations in the response. For the duration of the Public Health Emergency, New Jersey needed
to mobilize state agencies to carry out the complicated and expansive tasks of emergency
response. First, to deliver emergency services, New Jersey’'s emergency response leaders needed to
carefully direct the flow of information and resources. This required extensive communications with
stakeholders, including local authorities, healthcare providers, and constituent groups, to receive
timely updates about the impact of the disease and what interventions were needed.

New Jersey then needed to plan and execute the provision of those interventions — for example,
ensuring an adequate supply of ventilators, then coordinating the timely delivery of ventilators to
hospitals and assuring that there was appropriately-trained staff to use them. This demanded a
significant level of coordination, which in turn required New Jersey to redirect some of its non-
emergency government operations to focus fully on emergency COVID-19 responses. Along with
the Governor's Office, the leaders of the response were NJOEM and the NJDOH, with critical
assistance from local health departments (LHDs) and the New Jersey Hospital Association (NJHA).

New Jersey's coordination with other states was also a critical element of emergency response, as
the Northeast, particularly New York, was among the first in the United States to be hit with
COVID-19. It was easy for the disease to spread across borders, given the states’ close proximity to
each other. The Governor's Office coordinated with states in the Northeast and other states to
ensure that their responses were unified. On March 16, 2020, the governors of Connecticut, New
York, and New Jersey announced a regional approach to combating the novel coronavirus
throughout the tri-state area, a coalition that Pennsylvania joined on March 18.

When the supply of critical supplies like Personal Protection Equipment (PPE) was insufficient,
Governor Murphy asked for assistance from other states. In one instance, the State received
ventilators from California and was able to provide them to patients in New Jersey. After using and
sanitizing the ventilators, New Jersey returned them to California within two months.

While New Jersey’s emergency response was immediate and robust in many respects, there were
also areas in which it fell short:

o First, the State did not initially prioritize pandemic planning, which limited the capabilities
New Jersey would have in its response capability. While the NJDOH had a pandemic flu plan
written in 2015, it did not sufficiently exercise or review the plan, neither sharing it with
stakeholders nor training on it.

e Second, the specific roles and responsibilities of the two lead groups of the emergency
response, NJOEM and the NJDOH, were not clearly defined, which led to initial uncertainty
about who was in charge of what, and where the lines of authority ran. Finally,
communications between state agencies and state leadership during the crisis was at times
inconsistent and unclear.
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These challenges indicated a lack of regular tabletop exercises for health emergencies and other
forms of training between agencies and emergency response leaders prior to the pandemic.
Though states across the country were unprepared for COVID-19, some were better prepared than
others. In 2019, the U.S. Department of Health and Human Services (HHS) conducted a series of
emergency training exercises with federal agencies and state and local jurisdictions. The exercises
involved a simulation of a hypothetical virus named Crimson Contagion, which had striking
similarities to COVID-19: Crimson Contagion originated in China, and its initial outbreak in the
United States spread rapidly after an infected person attended a concert, leading states to issue
stay-at-home orders.

As government agencies responded to this hypothetical situation, key gaps in federal and state
capabilities developed across this exercise that mirrored the common challenges that states would
face a year later during COVID-19. Major gaps included":

e HHS lacked clear legal authority or mechanisms to become the leader of the federal
government’s public health emergency response. Previous health emergency plans had not
outlined in detail the organizational structure of the federal government’s response in a
situation where HHS was the lead federal agency.

e Participants were confused about federal bureaucratic processes. For example, states in need
of PPE and other equipment sent requests to several different federal agencies.

e Participants saw widespread supply chain shortages, resulting in limited resources available
to states. States did not have detailed prioritization strategies to allocate scarce materials,
neither were Continuity of Operations (COOP) Plans prepared.

In addition to federal agencies, 12 states participated in Crimson Contagion exercises, including a
few regional peers to New Jersey, such as New York, Pennsylvania, and Massachusetts. New Jersey
did not participate. As the learnings of Crimson Contagion were so similar to COVID-19, this may
have hindered New Jersey's ability to plan for an emergency like COVID-19, compared to states
that did participate. Regardless, the fact that the major challenges identified during Crimson
Contagion surfaced during the pandemic suggests that additional state investment in planning for
a public health emergency was necessary.

TU.S. Department of Health and Human Services. (2020). Department of Health and Human Services (HHS)
Crimson Contagion 2019 Functional Exercise After-Action Report, 2020. Retrieved from
https://www.governmentattic.org/38docs/HHSaarCrimsonContAAR 2020.pdf
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2 New Jersey's Response

2.1 Key Agencies Involved

While many state agencies played critical roles during the COVID-19 pandemic, the Governor, the
New Jersey Attorney General (NJOAG), the New Jersey Department of Health (NJDOH), and the
Office of Emergency Management (NJOEM) were key players in coordinating New Jersey's
pandemic response. Generally speaking, those offices have the following roles, responsibilities, and
powers:

e Pursuant to Article V of the New Jersey State Constitution, the Governor oversees the entire
executive branch of the state government. The Governor has the power to issue executive
orders, call special legislative sessions, and summon the National Guard. The Governor
obtains additional emergency powers pursuant to the Disaster Control Act® (DCA), and the
Emergency Health Powers Act?, discussed below.

e The NJOAG plays a dual role as New Jersey's chief law enforcement officer and its chief
lawyer. The NJOAG oversees the Department of Law and Public Safety, which includes nearly
8,000 employees across 17 divisions (including the State Police), offices, and commissions, as
well as New Jersey's 21 county prosecutors’ offices and nearly 40,000 law enforcement
officers. In addition, the NJOAG provides legal representation to the Governor’s Office and
state entities through the Division of Law (DOL).*

e The NJDOH principally focuses on disease prevention and control, health promotion and
education, emergency preparedness, licensing and regulation, health data collection and
analysis, health equity and disparities, and health regulation and policy development. The
NJDOH operates four psychiatric facilities in New Jersey but does not otherwise provide
direct services to New Jersey citizens. The Commissioner of the NJDOH oversees the
agency's three primary branches—Public Health Services, Health Systems, and Integrated
Health—all of which work collaboratively to strengthen New Jersey’s health system. During
the pandemic, the NJDOH worked closely with the Governor and the State Police in
connection with executive-level decisions in the New Jersey’'s emergency response,
particularly in overseeing the State’s health interventions.

e The NJOEM, which is part of the New Jersey State Police (NJSP), is responsible for planning,
directing, and coordinating emergency operations that are beyond local control. The NJOEM
also helps facilitate the flow of information to and from state entities during an emergency.
The Colonel of the NJSP is also a member of the cabinet. New Jersey and Michigan are the
only two states in which emergency management falls under State Police. The strength of
that organization is that multiple units can rapidly assist in a state of emergency.

2N.J.S.A. App.A:9-33, et seq.
3N.JS.A. 26:13-1, et seq.
4 Florio Executive Order 6 (1990); N.J.S.A. 52:17A-4(e).
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e L HDs are normally the front-line forces responsible for essential public health services
including disease monitoring and mitigation. The pandemic was no different. LHDs were key
players in many aspects of New Jersey's response, including managing contact tracing
efforts, helping to stand up testing and other public sites, and collecting data and
administering vaccines, among many other roles.’

During the COVID-19 pandemic, the Governor, NJOAG, NJOEM, the NJDOH, and LHDs' respective
roles in coordinating the State’s response were shaped not only by the contours of each office, but
by several distinct features of New Jersey's legal landscape. New Jersey’'s Emergency Health Powers
Act (EHPA) gives the Governor the power to declare a public health emergency “with the advice of
the Commissioner of [the New Jersey] Department of Health (NJDOH) and the Director of
[NJOEM].”® Once the Governor exercises this power, the Commissioner of NJDOH is given “primary
jurisdiction, responsibility and authority”” and tasked with working with NJOEM to arrange “all
matters related to New Jersey’s public health response to the emergency,” including planning and
carrying out the State’s evaluation, prevention, preparedness, response, and recovery efforts in
collaboration with relevant federal, state, and private entities, organizing public information
activities about the public health emergency, and coordinating the State’s emergency response
with “local authorities[.]"® Thus, NJOEM and the NJDOH are designated command centers during a
public health emergency like COVID-19 and have crucial decision-making roles.

2.2 Key Decisions
2.2.1 Setting Up Emergency Response

The Governor's Office set the tone, priorities, and structure for New Jersey's emergency response
to COVID-19. The Governor's key strategy for doing this was to ensure the continued operation
and viability of the healthcare delivery system, especially hospitals.

> Another important feature in New Jersey's legal landscape is the Home Rule Act, which gives municipalities
significant autonomy and leverage to address local conditions impacting the health of their residents. Because
New Jersey is a "home rule” state, its municipal governments have broad authority to advance their public welfare
goals by enacting ordinances and regulations, making collaboration between the state and local governments
absolutely critical. Executive Order 108 declared that, pursuant to the Disaster Control Act, “no municipality, county,
or any agency or political subdivision of this State shall enact or enforce any order, rule, regulation, ordinance, or
resolution which will or might in any way conflict with any of the provisions of my Executive Orders, or which will in
any way interfere with or impede their achievement.”

®N.JS.A. 26:13-3(a).

" The EHPA also gives the Governor authority to exercise the same powers that are given to the Commissioner of
DOH once a public health emergency is declared pursuant to the New Jersey Civilian Defense and Disaster Control
Act (N.J.S.A. App. A:9-33 to -63). N.J.S.A. 26:13-3(f).

8 NLJ.S.A 26:13-3(c).
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In consultation with the NJDOH, federal counterparts, and regional states, the Governor declared a
Public Health Emergency and a State of Emergency on March 9, 2020. The Governor's Office
coordinated with the federal government and other northeast states, especially Pennsylvania and
New York, whose residents frequently cross borders with New Jersey.

At the outset of the health emergency, there was some uncertainty concerning which agency
between the NJDOH and the NJOEM should take the primary role in leading the response. This
may have been due, at times, to conflicting or imprecise guidance from the Emergency Health
Powers Act, the NJDOH Pandemic Influenza Plan, and Executive Order 103.

The Emergency Health Powers Act states that the NJDOH should lead the State’s emergency
response activities, with the NJOEM providing “the commissioner with all required assistance.” On
the other hand, the NJDOH Pandemic Influenza Plan states that “externally,” the NJDOH should
operate under the State Emergency Operations Plan (SEOP) under the leadership of NJOEM as the
Emergency Support Function 8” lead state agency, but “internally” DOH is to use the Incident
Command System (ICS), an emergency management structure which facilitates and streamlines
emergency responses. Thus, the Emergency Health Powers Act and the NJDOH Pandemic Influenza
Plan both envisioned the NJDOH as the primary and lead role over NJOEM during a health
emergency.

However, in EO 103, the Governor designated the NJDOH and the NJOEM as co-leaders to work in
conjunction to oversee the implementation of the State Emergency Operations Plan and generally
directed New Jersey's emergency response. More specifically, EO 103 stated:

"l authorize and empower the State Director of Emergency Management, who is the Superintendent of State
Police, in conjunction with the Commissioner of the NJDOH, to take any such emergency measures as the
State Director may determine necessary, including the implementation of the State Emergency Operations
Plan and directing the activation of county and municipal emergency operations plans, in order to fully and
adequately protect the health, safety and welfare of the citizens of the State of New Jersey from any actual or
potential threat or danger that may exist from the possible exposure to COVID-19. In conjunction with the
Commissioner of the NJDOH, the State Director of Emergency Management is authorized to coordinate the
relief effort from this emergency with all governmental agencies, volunteer organizations, and the private
sector.

° Emergency Support Functions (ESFs) are categories of services provided during an emergency (e.g.,
Transportation, Energy). Government agencies and certain private sector parties that provide the service are
grouped under the same ESF, which provides the organizational structure to receive funding or governance
structure during an emergency. ESF 8 is “Public Health and Medical Services”. During health emergencies like the
COVID-19 pandemic, for example, the ESF provides the mechanism to receive federal emergency funding
designated for public health and organize the state’s emergency leadership structure (as states usually designate
before an emergency which agency would be the ESF 8 lead). Source: U.S. Department of Health & Human
Services. Emergency Support Functions. Administration for Strategic Preparedness & Response.
https://aspr.hhs.gov/legal/Pages/Emergency-Support-
Functions.aspx#:.~:text=Emergency%20Support%20Functions%20(ESFs)%20is,environment%2C%20restore%20esse
ntial%20services%20and
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The State Director of Emergency Management, in conjunction with the Commissioner of the NJDOH, shall
also supervise and coordinate activities of all State, regional, and local political bodies and agencies to ensure
the most effective and expeditious implementation of this order and, to this end, may call upon all such
agencies and political subdivisions for any assistance necessary."

Initially, NJDOH wanted the Command Center of the response to be located at NJDOH, in part because it
was a "health-related" emergency and in part because there were technical incongruities that made it
challenging for NJDOH personnel to work away from their own facilities and labs.

The Governor ultimately made the decision to physically house New Jersey's emergency response
operations in the Regional Operations and Intelligence Center (ROIC), an advanced facility run by
the NJSP and used for coordinating the response to state emergencies. Key decision makers
moved from their usual offices to work out of the ROIC, which enabled rapid decision making. For
agencies other than the NJDOH and the NJOEM, the Governor's Office maintained strict oversight
of agency actions related to COVID-19. These other agencies were less included in the day-to-day
cadence of central decision-making led by the Governor’s Office, NJOEM, and the NJDOH.

As the pandemic progressed beyond Spring 2020, the Governor’s Office had to strike an
increasingly difficult balance between competing public health, economic, educational, and other
priorities. Overall, state leadership committed to following public health advice above other
considerations.

2.2.2 Legal Mechanisms for Response

The State relied primarily on the following legal bases to provide the authority to act during the
emergency:

1. A formal declaration of a state of emergency’® authorized the Governor to:

e Use and employ “all resources of state and local government.”

e Enter into agreements with the federal government to obtain available emergency or
defense assistance.

e Make, amend, and rescind orders, rules, and regulations, and assume control of all
emergency management operations.

e Temporarily take, use, or employ the personal services or property of citizens, residents, and
organizations of the State to protect or promote public health, safety, or welfare.

e Waive certain procurement procedures to expedite the delivery of goods and services
necessary for Coronavirus preparedness and response efforts.

e Exercise the powers granted to the Commissioner of the NJDOH under the New Jersey
Emergency Health Powers Act.

ONJS.A. App.A.9-33, et seq.
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2. Emergency Health Powers Act (EHPA)™, under which the NJDOH was authorized to:

e Oversee activities in health care facilities for emergency public health uses, including
identifying health centers or directing LINCS agencies to identify health centers to designate
as points of emergency care, and requiring in-state health care providers to assist in the
performance of vaccination, treatment, examination, or testing of any individual.

o Take safety measures such as closing or decontaminating facilities when there is reasonable
belief the facilities may endanger the public, identifying areas that may be dangerous to the
public health, and recommending to the Governor and the Attorney General that movement
of persons within that area be restricted.

e Protect the general population by issuing and enforcing orders for individuals to submit
specimens for diagnostic tests, get vaccinated, receive treatment for the disease, and isolate
or quarantine.

e Enforce these powers through the issuance of Executive Orders.

2.2.3 Structure of Response Leadership

Defining Roles in New Jersey's Response

In an emergency, when swift decision-making and delivery of interventions was necessary, it was
crucial for each response leaders’ authority and jurisdiction to be defined early. While the Governor
led the Statewide COVID-19 response as the final decision-maker, he also needed to organize the
many parties under him leading more specific aspects of emergency response.

In the daily cadence of decision-making and coordination of the response, the Governor relied
heavily on his Chief of Staff, who was deployed to the ROIC and was the visible face of the
response at the ROIC. Commissioner Persichilli and the NJDOH became the policy and subject
matter leads, guiding strategic priorities for health topics and providing input on the health
perspective for policy overall. The NJOEM, in turn, served as the operational lead, ensuring that
NJDOH decisions were implemented in practice. NJOEM was the sole designated entity for
acquiring PPE across the state, and helped distribute PPE, create additional bed capacity at
hospitals and through field medical stations (FMSs), and helped identify and stand up testing and
vaccine sites, among many other priorities. Together, Commissioner Persichilli and Colonel
Callahan served as the co-leaders of the Public Health Emergency.

This model diverged from what was typically considered an emergency management best practice,
which is to generally involve only one incident commander, as having two or more leads can slow
or prevent an effective response. However, the Commissioner and the Colonel quickly developed a
productive working relationship and effectively co-led the charge. Observers attribute this to the
collaborative personalities of the two leaders, rather than institutionalized and practiced teaming,

T N.J.S.A. 26:13-1, et seq.
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as the two offices had not worked extensively together prior to the emergency. The two leaders
also learned and deferred to the respective strengths of their offices: NJDOH was the subject
matter expert lead, coordinating pandemic response to be most effective from a public health
perspective, while NJOEM had the resources and experience to operationalize the response.

Because the EHPA did not designate the NJDOH and the NJOEM as co-leaders of the response,
there had been no plan to integrate command structures into a single Table of Organization for
how the leadership of the NJDOH and the NJOEM would work together. Thus, the two
organizations had to integrate tables of organization while also learning about and responding to
COVID-19.

Outside the core team of the Governor's Office, the NJOEM, and the NJDOH, agencies were
responsible for managing aspects of the response within their mandate. They received expert input
from the NJDOH, select operational support from the NJOEM, and oversight/approval from the
Governor's Office. Many agencies managed unique crises stemming from COVID-19. For example,
the Department of Labor and Workforce Development (DOL) managed a 10-fold increase in
unemployment claims, and the Department of Children and Families (DCF) had to ensure that
children cared for in congregate settings were safe and that families served by the Department had
continued access to services. To manage these types of crises, agencies set up their internal
response structures. DOL's ‘Strike Team’ and DCF's ‘Red Team’ structures allowed the agencies to
work rapidly and adaptively to quickly changing situations.

All agencies, including the NJDOH and the NJOEM, required Governor's Office approval to issue
any COVID-19-related guidance, including answers to Frequently Asked Questions (FAQs) and
changes to administrative processes (e.g., extending deadlines for recertifications). These
guidelines were reviewed by a Governor’s Office policy lead and the counsel assigned to that
agency and then reviewed by the COVID-19 legal team. Guidelines were often referred to others
for further input, including the NJDOH's Communicable Disease Service, other agencies for subject
matter expertise, or the Governor's communications team for tone review. Regardless, agencies
often had difficulty understanding exact timelines or which processes to use for approvals and this
slowed the agencies’ ability to act. For example, DOH reported that delays in obtaining approvals
in rule waivers had to be reviewed on several different levels, delaying the time that such waivers
could be put into effect.

Centralizing Authority

New Jersey's pandemic response was commanded from two locations, DOH and the ROIC. At the
ROIC, key personnel from across the State, including from the NJOEM, the Governor’s Office, the
NJOAG, the New Jersey Hospital Association, and some individuals from the NJDOH were
collocated. Co-location was extremely effective in ensuring that all teams had direct access to key
people and information, and so could contribute to and act on decisions as they were made.

The NJDOH sent emergency response personnel to the ROIC, namely from Public Health
Infrastructure, Laboratories & Emergency Preparedness (PHILEP), but the Commissioner and most
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of her staff operated in the NJDOH building, where they set up their own Emergency Operations
Center (EOC). No one from other agencies collocated with the NJDOH in its EOC at the beginning
of the pandemic, although the Governor’s Office sent a Health Policy Advisor to collocate with the
NJDOH later.

Outside of the two EOCs, decision-making and communication processes were less efficient,
especially when agencies other than the NJDOH and the NJOEM had to coordinate with the
Governor's Office or with one another. At the beginning, the main way that the response leads
communicated with other state agencies was through the Coronavirus Taskforce, which was
created in February 2020 via Executive Order 102. The Taskforce was composed largely of State
Cabinet members and their delegates. It was initially meant to be a collaborative decision-making
body, but quickly became a principal method for the NJDOH to provide updates to other agencies.

Thus, many agencies felt that they were not sufficiently consulted on aspects of the response falling
within their jurisdictions. At several points, agencies found that they were unaware of decisions that
affected their services until after the decisions had been made — occasionally, by hearing the
decisions announced during the daily COVID-19 press conference. While communications between
the emergency response leaders (the Governor's Office, the NJDOH, and NJOEM) went smoothly,
and improved as the pandemic continued, disconnects still occurred. For example, some members
of NJOEM initially assessed that they likely did not have the capabilities to manage PPE donations,
then learned through the Governor's press briefing that they were tasked with performing this
work."

Agencies, including NJDCF, NJDHS, and NJDOC, which were responsible for congregate care (other
than LTCFs), felt they had limited opportunity to provide input on the guidelines that applied to
their populations. This feeling was shared by LHDs, as well as parts of the New Jersey healthcare
system—aside from the largest hospitals—such as nurses, home healthcare workers and other
skilled care providers. It is integral that these agencies be part of the decision-making process in
the future.

Agencies also had limited time to implement mandates coming from the Governor's Office. For
example, some were surprised by the short time they were given to prepare for vaccine mandates
for their workers or implement other emergency guidelines. In some cases, they learned of tasks
assigned to them via the Governor’s daily press conferences. However, in the early pandemic,
decisions were being made so fast that there may have been no time to focus on individual agency
communications.

2.2.4 Delivery of Emergency Services

Besides planning the emergency interventions and services in New Jersey's pandemic response,
leaders also needed to direct a myriad of parties in providing emergency services. As previously

12 Thereafter, the members of NJOEM answered their call to duty and worked tirelessly to activate and improve the
donations portal.
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discussed, NJOEM took the lead in coordinating the logistics of many health interventions on the
ground, most notably in setting field medical stations (FMSs) and mass testing and vaccination sites
and delivering PPE and other supplies.

To do so, NJOEM relied heavily on officials at the local level. This primarily included NJOEM county
coordinators and LHDs. Since New Jersey is a ‘home-rule state,” LHDs were the primary parties
responsible for organizing the State’s pandemic response in their jurisdictions.

During COVID-19, Local Information Network

and Communication System (LINCS) offices Local Authorities in New Jersey

coordinated the LHDs. There are 22 LINCS New Jersey relies on its network of more than 90
offices in the State; during emergencies, those LHDs to deliver public health services, including non-
offices coordinate public health agencies in their ~ COVID-19 contact tracing and health inspections. To
jurisdiction. During the pandemic, the LINCS govern schools, they rely on nearly 700 Local
agencies were in charge of leading COVID-19 Education Agencies (the general term for school
activities, being the primary channel through districts, charters, and private schools). During the
which NJDOH communicated to LHDs what pandemic, these local bodies retained much of their

authority and responsibility for coordinating the

interventions they were assigned to complete. T A
activities within their jurisdictions.

The NJDOH shared 564 messages with LINCS
agencies over the course of the pandemic and
through mid-December 2023. These included public health alerts, advisories, updates, and
information. Most of these messages were to ensure health care providers across New Jersey had
the latest information about the disease, treatment options, vaccines, resources, regulations, and
other guidance.

Though coordinated through LINCS agencies, the LHDs were at the front line of delivering services,
offering support to grieving families, managing contact tracing efforts, helping to stand up testing
and other public sites, collecting data and administering vaccines. County NJOEM coordinators
worked closely with LHDs to support the logistical elements of these activities. They also operated
PPE clearinghouses in each county, which accepted donations of PPE and redistributed them where
need was greatest.

Other state agencies also delivered the non-health aspects of emergency services. For example, the
New Jersey Department of Agriculture (NJDOA) was tasked with maintaining food insecurity
programs like school lunches even after the State shut down. Each agency designated an employee
to be the department’s emergency management liaison, which was a practice started after
Hurricane Sandy. These department emergency managers were the agency's main point of contact
for NJOEM.

To deliver emergency services, the State also used multiple partners outside of state and local
government, which fell into two categories: 1) partners that the State normally relied on, and 2)
those that the State used to fill gaps created by the pandemic.
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The first category consisted of community partners and contracted providers who provided
services and communications to populations, including disabled communities, refugees, people
experiencing homelessness, and communities of color, and many others.

The second category consisted of partners the State used to fill critical capability gaps during this
emergency, and included:

e The New Jersey Hospital Association, which provided critical data collection on hospital bed
capacity and COVID-19 case counts in their facilities.

e McKinsey & Co., which provided consulting services concerning healthcare capacity
management, data analysis and visualization, support for frequent senior level updates and
briefings, options regarding supplies (testing, PPE, and ventilators), input regarding
vaccination plans, situational awareness from other states and countries regarding disease
progress, treatment options and re-opening preparations, and specialized staff
augmentation.

e Regional hospital collaborators, which provided several emergency services including
managing hospital capacity by setting up field medical stations or alternative sites of hospital
beds, redistributing PPE, and administering tests and vaccines.

e Other states and the federal government, which provided critical support, like donating or
lending donating, or providing staff, supplies, funding, and labor to set up FMSs and mass
testing and vaccination sites.

Agencies themselves coordinated with peers in other states and with their federal counterparts to
find creative solutions to continue service delivery. In particular, the Federal Emergency
Management Agency (FEMA) was a major collaborator with NJOEM in operationalizing the State’s
pandemic interventions, and disbursed necessary federal emergency funding. Moreover, the
Governor's Office coordinated closely with the White House and other emergency response
leaders at the federal level to secure the necessary support for New Jersey. Governor Murphy
wrote the first letter to the White House requesting funding for State and local responses and
worked closely with the White House to secure ventilators and other necessary supplies. The
Governor regularly communicated with the White House to receive and relay updates about the
progression of the disease within the State, and ask for federal support, particularly during supply
shortages when New Jersey needed external support to obtain equipment like ventilators and PPE.
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Exhibit 1: The organization of New Jersey’s pandemic response involved several tiers of authority
and partners from multiple jurisdictions

Federal-
Level
Entities

New Jersey Other States

State-Level

Entities DOH and OEM

All other agencies

Local-Level
Entities

— Flow of authority <« Flow of information

3 Comparison to Other States™

As COVID-19 cases arrived in early March, all comparison states (California, Florida, lllinois, New
York, Pennsylvania, Ohio, and Virginia) declared a State of Emergency and/or Public Health
Emergency to grant broader powers to their respective Governors and Departments of Health. All
the comparison states had declared a State of Emergency before the President declared a National
Emergency on March 13.

Many states encountered the same challenges as New Jersey in struggling to delineate the
operational responsibilities between their departments of health and emergency management
agencies. In past emergencies, emergency management agencies were generally responsible for
directing and operationalizing their states’ responses. With COVID-19, all State departments of
health took on larger roles in directing the response. This was a new role, as no state had ever
faced a large-scale public health emergency before COVID-19 in the past 100 years.

3 Benchmark states for Chapter 5 (California, Florida, Illinois, New York, Ohio, Pennsylvania, and Virginia) were
selected based on similar population densities, population age, initial outbreak timing. Additionally, states with
diverse political leanings were chosen to showcase a range of possible priorities when it came to pandemic policies
and interventions. Addition information on the selection process can be found in Appendix.
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State governors also requested Presidential Major Disaster Declarations through FEMA. A major
disaster declaration provides a range of federal assistance programs for individuals and public
infrastructure, including funds for both emergency and permanent work.

Exhibit 2: New Jersey was among the earliest states to issue a FEMA major disaster declaration

Federal
FL

CA

PA

NY

NJ

OH
VA

March April
A Mar 13: National Emergency declared
A Mar 1 Mar 25
A Mar 4 Mar 22
A Mar 6 Mar 30
AMar7 Mar 20
A Mar9 Mar 25
A Mar9 Mar 26
A Mar9 Mar 31
A Mar 12 Apr 2
A State of Emergency and/or Major Disaster Declaration
Public Health Emergency declared declared with Federal Govt

Some states, such as Florida, California, and New York, declared both a State of Emergency and
Major Disaster Declaration with FEMA early in the Initial Surge. Florida was the first to declare a
State of Emergency on March 1, while New York was the first to secure approval for its Major

Disaster Declaration request on March 20. Virginia did not receive approval for a Major Disaster
Declaration request until April 2.

Other states (Pennsylvania, in this peer set) declared a State of Emergency early, but declared a
FEMA Major Disaster Declaration relatively later. Finally, other states (lllinois, Ohio, and Virginia),
declared both a State of Emergency and Major Disaster Declaration relatively later. Virginia was the
last to declare a State of Emergency on March 12 — making the declaration nearly two weeks after
Florida did.

Learnings Across States

In examining the structures of state emergency responses, themes common to several or most
states emerge, which should be considered in the case of a future emergency. They are:

The COVID-19 responses in all states were led by a combination of the Governor's Office,
the particular state’s public health department, and the state’s emergency response team.
The structure of authority varied, but usually a single agency (either the state health
department or emergency management agency) was designated as the incident
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commander, which coordinated the actions of other agencies in the state’'s emergency
response. The Governor was then the final decision-maker.

e Health departments were typically in charge of data and public health expertise, but were
not set up to run the operational aspect of a response. This meant that the state needed to
rely on other agencies (usually the emergency management agency) for operational
implementation of the state’s pandemic response.

e In general, states had never conducted pandemic planning outside of the health
department, leaving governors’ offices, emergency management agencies, and other
agencies without a clear baseline understanding of infectious disease emergencies, and
without a clear playbook for how to respond in a ‘whole-of-government’ response

e The leadership organization and respective responsibilities of the Governor, health
department, emergency management agency, or other state agencies leading emergency
response were often not clearly delineated or codified. In some states, these points of
organizational confusion were exacerbated if individual agency leaders did not have strong
relationships prior to the pandemic. Conversely, in other states, personal relationships
helped overcome the lack of a codified organizational structure.

e In some states, the National Guard, human services, homeland security, or even
budget/treasury departments took more prominent roles in managing the emergency
response, based on the types of responsibilities which they had prior to the outbreak of the
pandemic. This was usually the case when those agencies had taken roles in coordinating
other cross-government efforts prior to COVID-19.

4 Key Strengths and Challenges

New Jersey's success in coordinating its emergency response can be credited to the personalities
leading the response and wise crisis decision-making more than advance planning or preparation
for a health emergency. The State must invest further in creating institutionalized leadership and
decision-making structures for emergency response governance and coordination during a health
emergency.

Strength Collocation of key personnel in the ROIC was critical to coordination and allowed those
collocated to collaborate on quick tactical decision-making within the EOC at the ROIC.

Strength NJDOH Commissioner Persichilli and Colonel Callahan of the NJOEM quickly developed a
strong working relationship, allowing them to effectively leverage their teams' strengths and
negotiate leadership roles. This meant that despite some lack of clarity on roles, the two were able
to respond effectively.

Strength State leadership found a regular cadence of communication through daily calls that was
effective for coordination across teams, helping leadership work through challenges posed by
COVID-19 and lack of planning in real-time.
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Strength New Jersey maintained productive working relationships with other states and the federal
overnment through the Governor’s Office and national associations. This allowed the State to learn
from others’ experiences, receive material support, and harmonize policies with others.

Strength Some agencies stood up innovative and extremely effective ways to manage their internal
operations during the pandemic. Examples include DCF and the DOL. DCF Red Teams and DOL
Strike Teams OIT and Innovation allowed for effective collaboration, delegation, and prioritization
of work.

Challenge Neither NJDOH leadership nor leadership in the Governor's Office used the 2015
Influenza/Flu Plan for guidance. Further, the State had not updated its pandemic/flu plan or its
State Continuity of Operations Plan to reflect the lessons learned from the COVID-19 pandemic. As
employees leave State roles over time, they take the critical emergency response knowledge and
experience with them, to the extent that it has not been codified into a plan.

Challenge The Emergency Health Powers Act was interpreted by the State as meaning that NJOEM
and the NJDOH would co-lead the response; however, the Act, as written, designates the NJDOH
as the primary lead. Although the co-lead approach worked well, many credit this to the two
leaders’ “force of personality.” There were also many instances where there was a lack of clarity
over which agency was responsible for which elements of the response. For a co-lead approach to
work well in future health emergencies, changes would be required of the EHPA to ensure what
worked well during the COVID-19 response is codified and to provide clarity on agency
responsibilities. For example, the statute could specifically lay out that NJOEM will lead on supply
procurement, DOH will lead on medicinal or vaccination efforts, and public health communication
will be streamlined through the Governor’s Office. Further, the EHPA has no enforcement
mechanisms for those who violate rules made under its power. Some State law enforcement
representatives expressed their desire to have more robust criminal and civil enforcement power
built into the EHPA.

Challenge The NJDOH maintained an emergency operations center separate from the State EOC at
the ROIC. This led to a split in the work being done at the NJDOH'’s EOC and the ROIC/State EOC,
and fractured clarity on who was leading the response in its early stages. Though each team and its
EOC developed clear roles and responsibilities as the pandemic response progressed, this
duplication and separation created a challenge in the initial stages.

Challenge External communications management was more effective than internal
communications management. Announcements about policies frequently reached agencies and
the public at the same time. As a result, multiple agencies could not prepare to respond to the
public on newly announced policies, nor implement those policies so that they were in place upon
announcement to the public. For example, updates to guidelines and information would reach the
public before vaccine hotline workers had received that information or received updated scripts.
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Challenge Agencies struggled to communicate with one another or identify contacts within other
agencies to get support. This prevented public-facing agencies from obtaining the support they
needed from ‘service’ agencies and from working collaboratively to solve issues for residents.

Challenge The COVID-19 Taskforce could have been an avenue for input from agencies or for
making decisions across agencies, but its primary actual use was as platform for the NJDOH to
provide updates to others.

New Jersey was able to swiftly organize its emergency response, with the two leads: Commissioner
Persichilli and Colonel Callahan, collaborating successfully and reflecting their respective strengths.
However, it may be a concern for the future that this cooperation was not extensively
institutionalized prior to the pandemic and owed much of its success to the two leads’ force of
personalities. There was uncertainty about the specific authorities and responsibilities of each
leader, which NJDOH and NJOEM needed to define in real time as the pandemic unfolded. To
prepare for the next emergency, the roles of different emergency leaders should be
comprehensively delineated and codified. Decisions such as New Jersey's EOC specific role and
authority should be made beforehand, and a single EOC would foster smoother communications.
Furthermore, while the leaders of the pandemic response in NJDOH and NJOEM communicated
smoothly with each other, agencies, and parties outside of central leaders reported that more
communications and solicitations of input would be helpful in responding to the next emergency.

For detailed discussion on recommendations to address these concerns, see Recommendations 1-4
and 6-8 in Chapter 7.
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5

A-1

Appendix

Chronology of Events

January 30, 2020: The World Health Organization declared on 2019-nCoV is a "Public
Health Emergency of International Concern.”

February 2, 2020: The United States Department of Homeland Security begins regulating
the travel of persons and aircraft to the United States to facilitate the orderly medical
screening and, where appropriate, quarantine of individuals entering the United States
who may have been exposed to the virus.

February 3, 2020: Coronavirus Task Force (CTF) established. The CTF met regularly after it
was first formed to discuss what was happening overseas and when COVID-19 began to
spread within the United States. After New Jersey had its first confirmed case, the CTF
began to meet daily.

March 4, 2020: The first confirmed case of COVID-19 of a New Jersey resident.

March 9, 2020: The Governor declared a State of Emergency and a Public Health
Emergency.

March 10, 2020: New Jersey reported its first COVID-19 death.

March 16, 2020: The Governors of Connecticut, New York and New Jersey announced a
regional approach to combatting the novel coronavirus throughout the tri-state area.

March 18, 2020: The Governors of Connecticut, New York and New Jersey announced that
the Governor of Pennsylvania is joining their coalition to implement a regional approach
to combating COVID-19.

March 31, 2020: The NJDOH COVID-19 Professional Advisory Committee convened to
provide guidance to the NJDOH to ensure that New Jersey's response to COVID-19 is
based on the latest scientific, medical, ethical, and public health evidence.

April 13, 2020: Governor Murphy announces that New Jersey will join six other

northeastern states to plan how to best scale back the unprecedented restrictions put in
place in the region, to rebound from the Coronavirus outbreak.

May 3, 2020: The Governor, in partnership with other states in the Northeast Pact,
announced a joint multi-state agreement to develop a regional supply chain for personal
protective equipment, other medical equipment, and testing.

March 4, 2022: Governor Murphy lifts the COVID-19 public health emergency.
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A-2 Executive Order 102

EXECUTIVE ORDER NO. 102™

WHEREAS, the novel coronavirus identified as “2019-nCoV” (“the virus”), first discovered in the city
of Wuhan, Hubei Province, People’s Republic of China (“China”), is a severe, potentially fatal
respiratory illness that can result in pneumonia, acute respiratory distress syndrome, septic shock,
and multi-organ failure; and

WHEREAS, since the discovery of the virus in December 2019, more than 10,000 cases have been
confirmed in China, with more than 100 additional cases confirmed across 22 other countries,
including the United States; and

WHEREAS, the spread of the virus indicates that is it being transmitted through human-to-human
contact; and

WHEREAS, outbreaks of the virus in the United States and in other countries across the world are
being addressed through a combination of quarantining, medical monitoring, and community
engagement; and

WHEREAS, the World Health Organization declared on January 30, 2020, that 2019-nCoV is a
"Public Health Emergency of International Concern;” and

WHEREAS, in response to the outbreak, the Centers for Disease Control and Prevention
determined that the virus presents a serious public health threat requiring enhanced entry
screening at select airports in the United States, including Newark Liberty International in New
Jersey, as well as others including Los Angeles International (California), San Francisco International
(California), John F. Kennedy International (New York), Hartsfield-Jackson Atlanta International
(Georgia), Honolulu International (Hawai'i), Chicago’s O'Hare International (lllinois), Seattle-Tacoma
International (Washington), Dulles International Airport (Virginia), Detroit Metropolitan Airport
(Michigan), and Dallas-Fort Worth International Airport (Texas), for travelers from China; and

WHEREAS, effective February 2, 2020, the United States Department of Homeland Security is
regulating the travel of persons and aircraft to the United States to facilitate the orderly medical
screening and, where appropriate, quarantine of individuals entering the United States who may
have been exposed to the virus; and

WHEREAS, preparation for public health hazards such as 2019 nCoV must involve a coordinated
effort across federal, state, county, and local governments, first responders, private organizations,
and the entire healthcare industry in New Jersey; and

WHEREAS, the rapidly evolving outbreak of coronavirus requires State officials to continuously
monitor developments in the United States and around the world in order to take necessary and
appropriate actions to ensure that residents of New Jersey remain safe and secure; and

™ Murphy, P. (2020, February 3). Executive Order No. 102. State of New Jersey.
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WHEREAS, as Governor, it is my duty and responsibility to protect the health and well-being of our
residents by taking all necessary preparatory measures in response to the threats posed to the
public health by the virus;

NOW, THEREFORE, |, PHILIP D. MURPHY, Governor of the State of New Jersey, by virtue of the
authority vested in me by the Constitution and by the Statutes of this State, do hereby ORDER and
DIRECT:

1. There is hereby created a "Coronavirus Task Force” ("CTF") that will report directly to the
Office of the Governor.

2. The CTF shall be chaired by the Commissioner of the New Jersey Department of Health
("DOH").

3. In addition to the DOH, the CTF shall consist of the Commissioners or other agency heads
of the following Executive Branch departments and agencies, or their designees:

- The Department of Human Services;

- The Department of Law & Public Safety;

- The New Jersey State Police;

- The Department of Education; and

- The Office of Homeland Security and Preparedness.

4. The Governor may, as determined to be appropriate, appoint additional members to the
CTF. Al members of the Task Force shall serve without compensation and at the pleasure of
the Governor.

5. The CTF shall meet on an as-needed basis as determined by the Chairperson.

6. The CTF is charged with coordinating all State efforts to appropriately prepare for and
respond to the public health hazard posed by the virus. The Task Force will coordinate with
and, where necessary, call upon other departments and agencies, including representatives
from the Port Authority of New York & New Jersey, the Department of Children and
Families, the Department of Environmental Protection, the Department of Labor and
Workforce Development, the Department of Military and Veterans Affairs, the Department
of Transportation, and New Jersey Transit, and any other department, office, division, or
agency deemed necessary for consultation and advice.

7. The CTF is empowered to create any special advisory panel necessary to develop and
deploy the State’s preparation and response to the virus, including medical professionals
with knowledge and expertise in the areas of public health, medicine, infectious disease, and
related areas.

8. The CTF shall coordinate the State’s partnership with the Federal Government and ensure
effective communications and dissemination of information with all relevant State
departments and agencies.

9. The CTF shall work with hospitals and other health care facilities to manage preparations for
the possible treatment of patients demonstrating coronavirus symptoms or risks.
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10.

M.

12.

13.

14.

15.

[seal]

Attest:

The CTF shall coordinate with local health departments to assess readiness for the
management of patients demonstrating symptoms of the virus and to develop consistent
protocols for monitoring and treatment.

The DOH shall provide staff to support the CTF. The Task Force shall be authorized to call
upon any department, office, division, or agency of this State to supply it with any
information, personnel, or other assistance necessary to discharge its duties under this
Order.

Each department, office, division, and agency of this State is hereby required, to the extent
consistent with law, to cooperate fully with the CTF within the limits of its statutory authority
and to furnish the CTF with such assistance on as timely a basis as is necessary to
accomplish the purposes of this Order.

The CTF may consult with experts or other knowledgeable individuals in the public or
private sector on any aspect of its mission.

The CTF shall be purely advisory in nature and shall periodically report to the Governor to
provide specific recommendations related to this Order.

This Order shall take effect immediately.

GIVEN, under my hand and seal this
3rd day of February,

Two Thousand and Twenty, and of
the Independence of the United
States, the Two Hundred and
Forty-Fourth.

/s/ Philip D. Murphy
Governor

/s/ Robert L. Garrenger Il
Acting Chief Counsel to the Governor
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A-3 Executive Order 103

EXECUTIVE ORDER NO. 103™

WHEREAS, Coronavirus disease 2019 (“COVID-19") is a contagious, and at times fatal, respiratory
disease caused by the SARS-CoV-2 virus; and

WHEREAS, COVID-19 is responsible for the 2019 novel coronavirus outbreak, which was first
identified in Wuhan, the People’s Republic of China in December 2019 and quickly spread to the
Hubei Province and multiple other countries; and

WHEREAS, symptoms of the COVID-19 illness include fever, cough, and shortness of breath, which
may appear in as few as two or as long as 14 days after exposure, and can spread from person to
person via respiratory droplets produced when an infected person coughs or sneezes; and

WHEREAS, on January 30, 2020, the International Health Regulations Emergency Committee of the
World Health Organization declared the outbreak a “public health emergency of international
concern,” which means “an extraordinary event which is determined to constitute a public health
risk to other States through the international spread of disease and to potentially require a
coordinated international response,” and thereafter raised its global risk assessment of COVID-19
from "high” to "very high”; and

WHEREAS, on January 31, 2020, the United States Department of Health and Human Services
Secretary declared a public health emergency for the United States to aid the nation’s healthcare
community in responding to COVID-19; and

WHEREAS, as of March 9, 2020, according to the Centers for Disease Control and Prevention
("CDC"), there were more than 114,000 confirmed cases of COVID-19 worldwide, with over 4,000 of
those cases having resulted in death; and

WHEREAS, as of March 9, 2020, there were more than 500 confirmed cases of COVID-19 in the
United States, with 22 of those cases having resulted in death; and

WHEREAS, as of March 9, 2020, there were 11 presumed positive cases of COVID-19 in New Jersey,
with 24 additional "Persons Under Investigation” spread across the counties of Bergen, Camden,
Cumberland, Essex, Hunterdon, Middlesex, Monmouth, Passaic, Union, and Sussex; and

WHEREAS, as of March 9, 2020, there were 142 positive cases of COVID-19 in the State of New York
and seven presumptive positive cases in the Commonwealth of Pennsylvania; and

WHEREAS, the CDC expects that additional cases of COVID-19 will be identified in the coming days,
including more cases in the United States, and that person-to-person spread is likely to continue to
occur; and

™ Murphy, P. (2020, March 9). Executive Order No. 103. State of New Jersey.
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WHEREAS, if COVID-19 spreads in New Jersey at a rate comparable to the rate of spread in other
affected areas, it will greatly strain the resources and capabilities of county and municipal
governments, including public health agencies, that provide essential services for containing and
mitigating the spread of contagious diseases, such as COVID-19, and the situation may become
too large in scope to be handled in its entirety by the normal county and municipal operating
services in some parts of this State, and this situation may spread to other parts of the State; and

WHEREAS, the spread of COVID-19 may make it difficult or impossible for citizens to obtain
consumer goods and other necessities of life due to supply chain disruption and price increases, as
well as hamper the delivery of essential services such as police, fire, and first aid; and

WHEREAS, the State’s public bidding act, N.J.S.A. 52:34-6 et seq., provides a public exigency
exemption, N.J.S.A. 52:34-10(b), that in the event of a threat to the life, health, or safety to the
public, advertised bidding is not required to obtain those goods and services necessary to address
the public exigency where the Division of Purchase of Property provides preapproval in accordance
with Treasury Circular 18-14-DPP; and

WHEREAS, in the event of a declared emergency pursuant to Treasury Circular 19-10-DPP, the
threshold for delegated purchasing by individual State Departments is raised to $100,000 such that
purchases at or below that amount do not require prior approval or action by DPP; and

WHEREAS, the spread of COVID-19 may disrupt the timely delivery of State contracted goods or
services, the immediate delivery and fulfillment of which is necessary for the life, safety, or health of
the public; and

WHEREAS, the State of New Jersey has been working closely with the CDC, local health
departments, and healthcare facilities to monitor, plan for and mitigate the spread of COVID-19
within the State; and

WHEREAS, through Executive Order No. 102, which | signed on February 3, 2020, | created the
State's Coronavirus Task Force, chaired by the Commissioner of the New Jersey Department of
Health (“DOH"), in order to coordinate the State’s efforts to appropriately prepare for and respond
to the public health hazard posed by COVID-19; and

WHEREAS, it is critical to prepare for and respond to suspected or confirmed COVID-19 cases in
New Jersey, to implement appropriate measures to mitigate the spread of COVID-19, and to
prepare in the event of an increasing number of individuals requiring medical care or
hospitalization; and

WHEREAS, the State of New Jersey also acts as an employer with tens of thousands of employees,
and the spread of COVID-19 requires preparedness for staffing shortages and flexibility in work
rules to ensure that its employees can fully comply with all medically appropriate measures while
also ensuring the continuous delivery of State services performed by Executive branch agencies;
and

WHEREAS, the continuous delivery of services at the county and municipal level performed by
those governments and their employees is also essential; and
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WHEREAS, the spread of COVID-19 within New Jersey constitutes an imminent public health hazard
that threatens and presently endangers the health, safety, and welfare of the residents of one or
more municipalities or counties of the State; and

WHEREAS, it is necessary and appropriate to take action against this public health hazard to
protect and maintain the health, safety, and welfare of New Jersey residents and visitors; and

WHEREAS, the facts as set forth above and consultation with the Commissioner of DOH confirms
that there exists a public health emergency in the State; and

WHEREAS, New Jersey's Consumer Fraud Act, N.J.S.A. 56:8-107 et seq., prohibits excessive price
increases during a declared state of emergency, or for 30 days after the termination of the state of
emergency; and

WHEREAS, the Constitution and statutes of the State of New Jersey, particularly the provisions of
N.J.S.A. 26:13-1 et seq., NJ.S.A. App. A: 9-33 et seq., N.J.S.A. 38A:3-6.1, and N.J.S.A. 38A:2-4 and all
amendments and supplements thereto, confer upon the Governor of the State of New Jersey
certain emergency powers;

NOW, THEREFORE, |, PHILIP D. MURPHY, Governor of the State of New Jersey, in order to protect
the health, safety and welfare of the people of the State of New Jersey, DO DECLARE and
PROCLAIM that a Public Health Emergency and State of Emergency exist in the State of New
Jersey, and | hereby ORDER and DIRECT the following:

16. | authorize and empower the State Director of Emergency Management, who is the
Superintendent of State Police, in conjunction with the Commissioner of DOH, to take any
such emergency measures as the State Director may determine necessary, including the
implementation of the State Emergency Operations Plan and directing the activation of
county and municipal emergency operations plans, in order to fully and adequately protect
the health, safety and welfare of the citizens of the State of New Jersey from any actual or
potential threat or danger that may exist from the possible exposure to COVID-19. The State
Director of Emergency Management, in conjunction with the Commissioner of DOH, is
authorized to coordinate the relief effort from this emergency with all governmental
agencies, volunteer organizations, and the private sector.

17. The State Director of Emergency Management, in conjunction with the Commissioner of
DOH, shall also supervise and coordinate all activities of all State, regional and local political
bodies and agencies in order to ensure the most effective and expeditious implementation
of this order, and, to this end, may call upon all such agencies and political subdivisions for
any assistance necessary.

18. Given the concurrent invocation of both a State of Emergency pursuant to N.J.S.A. App.A.:9-
33 et seq. and a Public Health Emergency as contemplated by N.J.S.A. 26:13-1 et seq., |
reserve the right as specifically contemplated by N.J.S.A. 26:13 3 to exercise the authority
and powers specific to the Emergency Health Powers Act as | deem necessary and
appropriate to ensure the public health for New Jersey's residents.
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19.

20.

21.

22.

23.

24.

25.

26.

It shall be the duty of every person or entity in this State or doing business in this State and
of the members of the governing body and every official, employee, or agent of every
political subdivision in this State and of each member of all other governmental bodies,
agencies, and authorities in this State of any nature whatsoever, to cooperate fully with the
State Director of Emergency Management and the Commissioner of DOH in all matters
concerning this state of emergency.

The Coronavirus Task Force established under Executive Order No. 102 is continued with the
Commissioner of DOH as the chair, and shall provide assistance on the State’s efforts
preparing for and responding to the public health hazard posed by COVID-19.

| authorize and empower the executive head of any agency or instrumentality of the State
government with authority to promulgate rules to waive, suspend, or modify any existing
rule, where the enforcement of which would be detrimental to the public welfare during this
emergency, notwithstanding the provisions of the Administrative Procedure Act or any law
to the contrary for the duration of this Executive Order, subject to my prior approval and in
consultation with the State Director of Emergency Management and the Commissioner of
DOH. Any such waiver, modification, or suspension shall be promulgated in accordance with
N.J.S.A. App. A:9-45.

All state agencies, and specifically the Departments of Banking and Insurance, Health,
Human Services, Education, and the Civil Service Commission are authorized to take
appropriate steps to address the public health hazard of COVID-19, including increasing
access and eliminating barriers to medical care, protecting the health and well-being of
students, and protecting the health and well-being of State, county, and municipal
employees while ensuring the continuous delivery of State, county, and municipal services.

| authorize and empower the State Director of Emergency Management, in conjunction with
the Commissioner of DOH, to order the evacuation of all persons, except for those
emergency and governmental personnel whose presence the State Director deems
necessary, from any area where their continued presence would present a danger to their
health, safety, or welfare because of the conditions created by this emergency.

| authorize and empower the State Director of Emergency Management, in conjunction with
the Commissioner of DOH, to utilize all property, equipment, and facilities owned, rented,
operated, and maintained by the State of New Jersey to house and shelter persons who may
need to be evacuated from a residence, dwelling, building, structure, or vehicle during the
course of this emergency.

| authorize and empower the Adjutant General, in accordance with N.J.S.A. 38 A:2-4 and
N.J.S.A. 38 A:3-6.1, to order to active duty such members of the New Jersey National Guard
who, in the Adjutant General's judgment, are necessary to provide aid to those localities
where there is a threat or danger to the public health, safety, and welfare and to authorize
the employment of any supporting vehicles, equipment, communications, or supplies as
may be necessary to support the members so ordered.

In accordance with the N.J.S.A. App. A:9-34 and N.J.S.A. App. A:9-51, | reserve the right to
utilize and employ all available resources of the State government and of each and every
political subdivision of the State, whether of persons, properties, or instrumentalities, and to
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commandeer and utilize any personal services and any privately-owned property necessary
to protect against this emergency.

27. In accordance with N.J.S.A. App. A:9 40, no municipality, county, or any other agency or
political subdivision of this State shall enact or enforce any order, rule, regulation, ordinance,
or resolution which will or might in any way conflict with any of the provisions of this Order,
or which will in any way interfere with or impede the achievement of the purposes of this
Order.

28. In accordance with N.J.S.A. App. A:9-34, N.J.S.A. App. A:9-40.6, and N.J.S.A. 40A:14-156.4, no
municipality or public or semipublic agency shall send public works, fire, police, emergency
medical, or other personnel or equipment into any non-contiguous impacted municipality
within this State, nor to any impacted municipality outside this State, unless and until such
aid has been directed by the county emergency management coordinator or his or her
deputies in consultation with the State Director of Emergency Management in conjunction
with the Commissioner of DOH.

29. This Order shall take effect immediately and shall remain in effect until such time as it is
determined by me that an emergency no longer exists.

GIVEN, under my hand and seal this
9th day of March,
Two Thousand and Twenty, and of
the Independence of the United
States, the Two Hundred and
Forty-Fourth.
[seal]
/s/ Philip D. Murphy
Governor
Attest:
/s/ Matthew J. Platkin
Chief Counsel to the Governor
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5.3 Public Communications

1. Context and Summary

Effective public communications was an essential goal of every state’'s pandemic response. In the
early days of the pandemic, information about the disease was limited and public concern was
high. On the national level, the Centers for Disease Control and Prevention (CDC) and the White
House gave frequently changing and inconsistent guidance. In addition, communications during
the pandemic presented several unique challenges:

e  First, what was known about the virus changed over time. This meant that leaders had to
continuously educate the public as additional information became available.

e Second, New Jersey had to combat pervasive misinformation and disinformation about
the virus and the safety and efficacy of the vaccine. This meant the State had to monitor
information circulating not only in traditional mediums, such as the press, but also newer
mediums such as social media.

e Third, all New Jerseyans do not consume information the same way and different
communities trust various sources.

To meet these challenges, state leaders used a variety of communications platforms to educate the
public about the grave threat posed by the virus, what the State was doing to protect them, and
actions New Jerseyans could take to protect themselves.

Informing the Public During COVID-19

In New Jersey, the State’s most regular communications came through the Governor's televised
and streamed Coronavirus press conferences. The first press conference took place on March 2,
2020. At the time, only eight New Jerseyans had been tested for COVID-19, and all eight tests were
negative.

As the New Jersey Department of Health (NJDOH) Commissioner expressed during this conference:

"Although this novel virus is understandably a cause for concern, it is important for New
Jersey residents to know that the risk to the general public is still low. We are working closely
with the CDC and our public health and healthcare partners to ensure our preparedness
levels for this novel virus.”

The State Infectious Disease Epidemiology Program Coordinator added:

“CDC is not recommending the routine use of facemasks or respiratory respirators outside of
the workplace setting, meaning in the community; these are reserved for our healthcare
providers. Most often, the spread of respiratory viruses from person-to-person happens
among close contacts, meaning about within six feet, and with prolonged contact... You
should only be wearing a mask if a healthcare professional recommends it, and this may
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happen when an individual is sick and is being evaluated in the healthcare setting, and again,
this is to help protect others from getting infected from that individual that is ill.”

Two days after this first press conference, the first presumptive case of COVID-19 in a New Jersey
resident was announced. The numbers would increase exponentially over the coming months. On
March 7, Governor Murphy increased the frequency of his press conferences to every weekday,
most lasting for hours at a time.

By April 2020, the messaging from the Governor's Office had come a long way from the virus
being of “low risk.” On April 4, 2020, during a press conference, Governor Murphy conveyed that
the risk to residents was now known to be high:

"Since yesterday, we have been notified that another 4,331 residents have tested positive for
the coronavirus. That brings our statewide total to 34,124...it's fair to say with all the
challenges we have on ventilators where we're short, PPE where we're short, beds where we're
short... We need all the help we can get. So, please keep raising your hand and add your
name to the many thousands who have come forward and say that you're willing to help.”

The Governor's daily briefings were important because scientific understanding regarding how the
virus spread evolved over time. For example, in February 2020, the Director-General of the World
Health Organization (WHO) said that COVID-19 spread only through droplets or respiratory
transmission.’ Even in late March 2020, the WHO tweeted:

"FACT: COVID-19 is NOT airborne. The coronavirus is mainly transmitted through droplets
generated when an infected person coughs, sneezes or speaks."?

On July 6, 2020, a group of scientists signed an open letter asking the WHO to update its guidance
to warn about airborne transmission.? The CDC did not update its guidance until October 5, 2020.%

The public health consensus on masking also evolved over time. On February 29, 2020, U.S.
Surgeon General Dr. Jerome Adams tweeted (and later deleted the post) that masks were not

"World Health Organization. (2020). WHO audio emergencies coronavirus full press conference - 11 February 2020
[Transcript]. https://www.who.int/docs/default-source/coronaviruse/transcripts/who-audio-emergencies-
coronavirus-full-press-conference-11feb2020-final.pdf

2World Health Organization. @WHO (2020, March 29). The coronavirus is mainly transmitted through droplets
generated when an infected person coughs, sneezes or speaks. Tweet.
https://twitter.com/WHO/status/1243972193169616898

3 Centers for Disease Control and Prevention. (n.d.). “COVID-19 timeline” David J. Sencer CDC Museum.
https://www.cdc.gov/museum/timeline/covid19.html#Early-2020

Lidia Morawska, Donald K Milton, It Is Time to Address Airborne Transmission of Coronavirus Disease 2019
(COVID-19), Clinical Infectious Diseases, Volume 71, Issue 9, 1 November 2020, Pages 2311-2313,
https://doi.org/10.1093/cid/ciaa939

4 Centers for Disease Control and Prevention, "COVID-19 timeline," David J. Sencer CDC Museum, accessed
February 27, 2024, https://www.cdc.gov/museum/timeline/covid19.html#Early-2020
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effective in preventing the general public from contracting COVID-19.° Even in late March 2020,
the CDC was still advising that masks should be saved for caregivers, and that healthy people not
working in the healthcare sector and not taking care of an infected person at home did not need
to wear masks.

On April 2, 2020, the following exchange regarding masks occurred during a daily Coronavirus
press conference:

Governor Phil Murphy: “How about masks, any comments on masks?”

Commissioner of Health Judith Persichilli: “Well, we did mandate universal masking for
employees going into long-term care facilities. Based on the experience of Washington State
and as | have reported, | spoke with the Department of Health in Washington State and they
(dentified the spread of COVID-19 coming into the facility by the employees. We believe that
(s the same situation here in New Jersey, so to protect that most vulnerable population that
we have, we are mandating that the employees mask when they come into the facility[.]"

Brent Johnson, Star-Ledger: "But nothing for the general public yet?"
Commissioner of Health Judith Persichilli: “Not for the general public yet."

Governor Phil Murphy: "By the way, Brent, | do not want to overstate this — again, we are
short ventilators, we are short PPE, we are short beds, we are short workers. If we flipped the
switch and said, "General public, you need to wear masks,” we don't have the masks. And
that's a federal reality, right? So, you've seen articles today saying the federal stockpile is
diminishing with that extraordinary outpouring of donations and manufacturing. But fair to
say we're not remotely close to being able to mask everybodly.

Brent Johnson, Star-Ledger: “Is it a bad idea for people to do that if they can use a scarf or
something else?”

Commissioner of Health Judith Persichilli: “/'ll let Dr. Tan talk about scarves. We have to
understand that if you're taking care of a COVID-19 patient you should be wearing an N95.
They're in very, very short supply.

Masks are generally to protect people from you, not necessarily to protect you from what's
around you. So, it doesn't take the place of social distancing, it doesn't take the place of
staying at home. The mask protects other individuals. There's some level of protection, you
can read about that in general newspapers but at the end of the day it's more to protect
others. And it can be cloth or it can be flat-face, surgical.

> @Surgeon_General Twitter. 2020. Feb 29, Seriously people - stop buying masks! They are not effective in
preventing general public from catching #Coronavirus, but if healthcare providers can't get them to care for sick
patients, it puts them and our communities at risk! http://bit.ly/37Ay6Cm; https://twitter.com/Surgeon General/
status/1233725785283932160. See also https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7252198/#ref19.
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The next day, on April 3, 2020, the White House Coronavirus Task Force and CDC changed course
and for the first time recommended the individual use of cloth masks to slow the spread of COVID-
19 for the general public.® Once state leaders had better information regarding the efficacy of
masking, they had the difficult job of recommending that individuals use cloth masks to slow the
spread for the general public while struggling to supply frontline workers with appropriate Personal
Protective Equipment (PPE).

By April 30, 2020, when the global supply chain began to recover and more PPE was available for
use outside of hospitals, Governor Murphy stated during a press conference:

"Personal request, please put a mask or face covering on, in addition to keeping social
distancing. Do the right things. Don't let a few knuckleheads ruin it for the rest of us.”

Given the pace at which the public health situation was changing during the early months of the
pandemic, frequent communication was critically important to keep residents current with the
latest and best information in the fight against the virus. Several state agencies played important
roles in delivering comprehensive yet understandable medical information to residents.

2. New Jersey's Response
2.1. Key Agencies Involved

All state agencies played important roles in public communications during the pandemic. Their
involvement varied, depending on the type of information being shared. Each also leveraged a
different combination of channels to share that information.

The Governor's Office took responsibility for communicating the most important and broadly
relevant information about COVID-19, including education about the virus itself, its impact in New
Jersey, and statewide policy changes.

The types of information that Governor Murphy provided, often with the NJDOH and the Office of
Emergency Management (NJOEM) in joint press conferences, generally fell into one of three
categories:

o  Education about COVID-19 as a disease (e.g., how it spreads, how to avoid becoming
infected, symptoms, and risks of contraction).

e Impact of COVID-19 on a state level (e.g., case, hospitalization, and death counts).

® Centers for Disease Control and Prevention. (n.d.). Use of cloth face coverings to help slow the spread of COVID-
19., from https://archive.cdc.gov/#/details?q=https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-
sick/cloth-face-cover.html&start=0&rows=10&url=https://www.cdc.gov/coronavirus/2019-
ncov/community/homeless-shelters/infection-control-inventory-planning-tool.pdf
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o High-level policy, especially those enacted via Executive Order (EO) such as business
closures, and statewide mask mandates.

The Governor's Office communications were released through five channels: press conferences,
social media, press releases, the Office of Innovation’s (Innovation) COVID-19 Information Hub
website, and opt-in email programs.

The NJDOH, through Commissioner Persichilli, focused its COVID-19 messaging on education
about the disease and its impact on the State. However, the messaging was significantly more
technical than the Governor's communications. The NJDOH also communicated about public
health-specific resources and conducted much more targeted outreach, including outreach to
some underserved communities. It also supported the Governor’s Office in crafting more technical
communications about health and public safety information.

In addition to its presence at daily press conferences, the NJDOH used its own website to present
detailed information about the disease and dashboards that reflected the disease’s impact on New
Jersey. The NJDOH website also hosted information resources for the general public, public health
providers, businesses, and schools. The information included the latest CDC guidance, infographics,
and messaging written by trained health educators. The NJDOH also used paid media ad
campaigns to publicize resources.

NJOEM, like the NJDOH, was present at the daily press conferences. Outside of those press
conferences, OEM managed communications about policy and state resources, especially as it
pertained to public safety and in-person services such as testing and vaccination. OEM also used its
expertise to combat disinformation through its Public Information Officers (PIOs), who frequently
used social media to publicly “"debunk” false health information.

For additional information on how state agencies communicated internally and externally, see
Section 5.14 Continuity of Government Services.

2.2. Key Decisions’
2.2.1. New Jersey's Overall Approach to Public Communications

The State's overall approach to public communications was shaped by the Governor's guiding
principle that in a crisis, “overcommunication” is essential. The Governor prioritized communicating
frequently and fostering communications with as many parties as possible, including numerous
stakeholders and community members. This principle was reflected by the Governor holding press
conferences every weekday, with more press conferences than most other states in the country,
and setting a tone of transparency and empathy to convey the State’s willingness to engage the
media and constituents. This overall “overcommunication” strategy, which came up in interviews

7 Communications around vaccination efforts, including the public campaigns to encourage people to get
vaccinated, are covered in the Section 5.10 Vaccinations.
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with multiple senior government officials, set clear expectations for state leaders involved in
responding to the pandemic on how frequently to speak to the public, even if there was no added
information.

2.2.2. Visibility of NJOEM and the NJDOH in Public Communications

While Governor Murphy remained the public face of New Jersey’'s COVID-19 response throughout
the pandemic, the State's communications strategy placed NJDOH Commissioner Persichilli and
NJSP Superintendent Colonel Callahan in visible positions as well. The Commissioner and the
Colonel presented with the Governor in every press conference. Their presence conveyed that the
State’s pandemic response was a team effort that was following a whole-of-government approach.

Press conferences usually followed a consistent format. While the Governor opened his briefings by
sharing updated metrics on the progression of the disease (e.g., the number of cases,
hospitalizations, and deaths), Commissioner Persichilli supplemented these summarized metrics
with additional detail, such as the racial and ethnic breakdown of total cases and deaths. The
Governor usually deferred to the Commissioner to discuss the State’s health guidance and policy,
including calls to wash hands and social distance and updates on business shutdowns and
reopening restrictions. In allowing the Commissioner to take the lead on explaining health
guidance, the State conveyed the message that New Jersey's pandemic response was based on
public health expertise.

Colonel Callahan’s reports focused on compliance with EOs and updates on NJOEM's activities,
such as the status of field medical stations and morgue capacity. At each briefing, the Colonel
listed the EO violations that had occurred since the last briefing. These near-daily reports served as
a reminder of the repercussions of violating EOs and provided an opportunity for the State to
remind the public to comply.

2.2.3. Channels of Public Communications

Press conferences and releases

More than 250 press conferences were held from the first reported case on March 4, 2020.
Throughout the pandemic, Governor Murphy held among the most press conferences of any
governor across the United States. At the peak of the pandemic, tens of thousands of people
watched the daily press conferences. Initially, briefings were carried live on major news networks,
including broadcast local affiliates like NJ Spotlight News and major cable news channels such as
CNN and NBC.

A second key part of the State’s communications strategy was the frequent use of press releases,
which often complemented information shared during press conferences. For example, in his
August 26, 2020 Coronavirus Briefing, Governor Murphy announced that New Jersey would be
applying for the Federal Emergency Management Agency (FEMA) Lost Wages Program, a federal
unemployment benefits program. A press release made available the same day shared the same
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information in a more condensed way.®® Full transcripts of every COVID-19 briefing were also
uploaded online along with other press releases. "

Online resources on state websites

To manage the large volume of updates issued during the pandemic, the State created websites to
centralize information. With the assistance of Innovation, the Governor’s Office launched the
COVID-19 Information Hub on March 21, 2020. The COVID-19 Information Hub contained the most
up-to-date information on reopening, testing, contact tracing, therapeutics, public assistance and
benefits, travel guidance, business assistance, and resources available statewide.

After Governor Murphy enacted EOs, directives, or waivers, the Governor's Office contacted
Innovation to update the COVID-19 Information Hub. The COVID-19 Information Hub also
provided detailed health information about the virus and how it is spread, and included a data
dashboard that reported cases, hospitalizations, deaths, testing, contact tracing, vaccination data,
and outbreaks in long-term care facilities (LTCFs) and schools.

8 Office of the Governor. (2020, August 26). Transcript: August 26th, 2020 Coronavirus Briefing Media. Retrieved
from https://www.nj.gov/governor/news/news/562020/approved/20200826c.shtml

9 Office of the Governor. (2020, August 26). New Jersey applies for lost wages assistance funds. State of New
Jersey. Retrieved from https://www.nj.gov/governor/news/news/562020/approved/20200826b.shtml

10 Office of the Governor. (n.d.). Press releases. State of New Jersey. Retrieved from
https://www.nj.gov/governor/news/news/562020/approved/news_archive.shtml
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Exhibit 1: The COVID-19 Information Hub consolidated data and updates for the public

(view from May 15, 2021)"
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Data are provisional and subject to revision with further investigation.

Once vaccines became available, the website also offered vaccine-focused information, including
vaccination mandates and eligibility categories. Innovation used website analytics, search data, 211
call center traffic, Google search trends, and other sources of data to anticipate questions the
public had about the virus and related resources.

Traditional and social media

To make the public aware of New Jersey's pandemic initiatives, state agencies relied on a mix of
traditional media (including billboards, TV, and radio) and social media. For example, Governor
Murphy used social media to amplify information shared via press conferences in two ways:

e First, the Governor's communications team live-tweeted information shared during press
conferences on Twitter and livestreamed the conferences on YouTube to reach those who

" New Jersey Department of Health. (2021, May 15). Data Dashboard. Retrieved from
https://web.archive.org/web/20210515022017/https://covid19.nj.gov/forms/datadashboard
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did not or could not watch each briefing on television. This also allowed the communications
team to track public engagement directly through views, likes, and shares.

e Second, Governor Murphy’s communications team used social media for more targeted
outreach to communities that did not regularly tune in to network television, including non-
English speakers. These channels largely included WhatsApp and Facebook.

The NJDOH Communications Team also used social media in its communications strategy. The
NJDOH organized Facebook Live events and participated in virtual town halls to raise awareness of
the disease, deliver timely public health information, and build trust with New Jerseyans. They also
used media channels including billboards, TV, and radio for public awareness campaigns. The
NJDOH worked with outside firms to assess the reach and impact of each advertisement and adjust
its communications strategy as needed.

Direct outreach to constituents

Innovation created the Statewide Update email program to which New Jersey residents could opt
in. Innovation then facilitated the distribution of issue-specific emails and partnered with the
NJDOH to execute a multi-month email campaign aimed at overcoming vaccine hesitancy.
Innovation sent 42 million emails to 5.4 million unique email addresses, resulting in 18.7 million
impressions (opens), and driving more than 132,000 visits to the Vaccine Appointment Finder. This
campaign also resulted in more than 200,000 additional visits to the COVID-19 Information Hub.

2.2.4. Tone and Format of Regular Communications

Governor Murphy and his communications team relayed health information and data in a
consistent and objective manner (e.g., focusing on facts and medical findings, rather than
editorializing) to communicate trustworthiness and stability. The Governor's communications team
focused on:

e Regular format and cadence of press conferences.

e Relying on Commissioner Persichilli and NJDOH doctors to explain medical information.

e Presenting data to the public. For example, New Jersey's Chief Epidemiologist was able to
extrapolate how many deaths were probable and decided to share these projections with
the public.

Governor Murphy did not, however, let projections and data eclipse the human impact of the
pandemic. During press conferences, he also highlighted the lives of New Jerseyans who had
passed away due to COVID-19."

12 See, for example, the December 8, 2021 briefing, which shows that this practice was maintained throughout the
pandemic. Office of the Governor of New Jersey. (2021, December 8). December 8th, 2021 Coronavirus Briefing
Media. State of New Jersey. https://www.nj.gov/governor/news/news/562021/approved/20211208c.shtml
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2.2.5. Internal Coordination of Public Communications

Throughout the pandemic, state agencies had to coordinate public communications while working
remotely. As soon as Governor Murphy issued the stay-at-home order, agencies adapted their
methods of working and communication, often holding daily internal meetings to discuss problems
and coordinate their emergency response.

The patterns of communication between agencies and stakeholders also changed with the need to
work remotely. Many of the State’s agencies already worked closely together and with community
groups before the pandemic hit. The uncertainty brought about by COVID-19 made these
relationships even more critical, as agencies served as resources and guides for each other and for
the communities they serve. Agency heads sought to coordinate with major stakeholders,
providing interpretations of policies and EOs. For example, the Board of Public Utilities (BPU)
president was in constant communications with utilities leaders to ensure that their workers had
access to PPE and the resources they needed to safely perform their jobs. Other agencies, such as
NJDCA's Department of Housing and Community Resources, Department of Labor (DOL),
Department of State (NJDOS), and the Department of Banking and Insurance (NJDOBI)
communicated with their concerned constituents through call centers.

Local health departments (LHDs) also played a vital role in disseminating information from the
State. The NJDOH sent messages to Local Information Network and Communications System
(LINCS) agencies about vaccines, resources, regulations, and other guidance, which LINCS and
LHDs could then use to shape their communications with the public.

2.2.6. Combating False Information and Prioritizing Fact-Based Communications

The pandemic also brought the wide circulation of
misinformation (false or inaccurate information) and
disinformation (false information that is intentionally
spread to mislead).”™ Examples include theories that 5G disinformation means false

cell phone technology caused the coronavirus, drinking information that is intentionally

bleach was an effective way to treat it, vaccine trial spread to mislead.

participants died after taking a candidate COVID-19

vaccine, and the pandemic was a conspiracy or a bioweapon. States took a variety of approaches
to combat misinformation and disinformation. New Jersey, for example, set up an online portal to
address Frequently Asked Questions (FAQs), and posted fact-checks that debunked false
information on social media and state websites.

Misinformation and disinformation
Misinformation refers to false or
inaccurate information, while

B Himelein-Wachowiak, M., Giorgi, S., Devoto, A, Rahman, M., Ungar, L., Schwartz, H. A, Epstein, D. H., Leggio, L.,
& Curtis, B. (2021). Bots and misinformation spread on social media: Implications for COVID-19. Journal of Medical
Internet Research, 23(5), e26933. https://doi.org/10.2196/26933
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To combat misinformation™ and disinformation and assure that it did not creep into information
disseminated by New Jersey, Governor Murphy mandated two levels of approval for all
communications issued from the State:

e First, agencies were required to obtain approval for responses to COVID-19-related media
requests. These were vetted by the communications, legal, and policy teams.

e Second, any pandemic-related guidance or information issued by agencies and
communicated to the public (including answers to FAQs) had to be approved by counsel and
policy teams in advance, though not by the communications team. Sometimes, the approval
process for more technical content involved soliciting the NJDOH's assistance to verify,
interpret, and approve content.

To correct misinformation regarding the virus, vaccine, and related issues, NJOEM's PIOs
coordinated with state and federal agencies to ensure that COVID-19-related information was
verified before releasing it to the public. The State Police also worked with trusted community
leaders, such as the NJDOH's Community Ambassadors, to combat misinformation on the ground.

NJOEM partnered with NJOHSP to create a Disinformation Page on its website, where NJOEM
posted infographics with false information on one side and correct information on the other. These
infographics were also posted on NJOEM's social media sites and were sometimes passed to
Governor Murphy to discuss during daily press conferences.

“American Psychological Association. (n.d.). Misinformation and disinformation. Retrieved February 12, 2024, from
https://www.apa.org/topics/journalism-facts/misinformation-disinformation
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Exhibit 2: This NJOHSP social media uses credible sources to correct incorrect information

, New Jersey Office of Homeland Security and Preparedness

(%)

Be wary of emails and social media posts describing a self-check exercise to determine if an
individual has COVID-19. The World Health Organization issued a statement noting the best way
to confirm COVID-19 infection is with a laboratory test. Self-check assessments are not
recommended.

State of New Jersey
Rumor Control and Disinformation
COVID-19

UNCLASSIFIED
MISINFORMATION
COVID-=19 cannol be seli-diagnised wilh this hreathing exercise Emails and social media postings circulating online describe a self-check

Suocesslul or unsuccessiul compbetion of this exercise is nol an indicator off exercise 1o determine if an ndividual has COVID-19

infiection

Supposed experts from Taiwean are suggesting o “take a dizep breath and
The World Health Organization issued a statement noting the best way 1o Tald your breath for more than 10 seconds. il vou do this suceessfully

confirm COVID-19 imfestion is with a laboratory test. Sell-check withoul coughing, it shows that you do not have Nbrosis and gencrally
issEssmes are nol recommendisd indicate [#ic] no infection.”

rin of FACT:

, BmOnet g o hald yus beeath Toi

you haw
s wiress producing COVID-19
disease i with & laboratory test
Yoo cannod confiem if with this
breathing exercize, which can
even be dangerous,

@ seanminn sconns T

Find additional res es regarding COVID-19 at covid19.n) gov
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Exhibit 3: This NJOHSP post against disinformation uses stronger language

ALERT: Beware of fraudulent exemption cards that claim individuals with disabilities are not
required to wear face masks in states that mandate their use as the #COVID19 pandemic surges in
parts of the United States.

State of New Jersey
Disinformation and Rumor Control
COVID-19

UNCLASSIFIED
DISINFORMATION

. I ion cands claim individuals with disabilities are ot
sk in stutes that mondate their use as the COVID-
19 peinclemi surges in parts of the United States

T CARD

—

e of the cords contning a fake Department of Justice (DO seal and o FACE MASK EXEMP
iu{{xs ol a proug called the Freedom To Bresthe .-\b"'l':lll:\, whose websie has
been taken down The homemade cands circulating on social media state : 2

that wearing a face covering poses a physical or menial risk io the holder

The XM is aware of Postings o Myers on the Faemet ""E""'I”'E- (15
Americans with Disabilities Act (ADA) and the use of face masks due 1o
the COVID-19 pandemic. These postings were nol issued or endorsed by .

the DML IF on imchivadual camme! wenr :! finee mask al a w.'l-:s1:' that recuemes E?ﬂ ey

ore, the ADA stales the store must ofler sonable modifications 1o the S -y lﬂme':::mw;z,
policy. Cilizens are encouraged to visit ADA gow for information BLFLME LA (1 A R TR ﬁﬁl‘ﬁmqul?:ﬁ'mﬂ?r

WIS TaERE 38 I TIaR
i gt v i ap

NEWHSP strongly wrges ihe public to nse legitimae and credible organizalions
Jor aoctirate infermation, ax well as fo fircl check claims from oonmpeting
vrrees. Rumors oo p.’llﬂfp efreulate witfn conmmenities .-ﬂ-J.".llp;_r o crisls, amd
e A.E'M'.'m.l' af dizimformarion e he \.'.lulrl;u'u' .":51 r'.l'nnm'n‘\_l prrsied sowrces of

Find additional resources regarding COVID-19 disinformation at

Governor Murphy's communications team assessed whether misinformation and disinformation
needed to be addressed during the daily press briefings on a case-by-case basis, considering the
level of risk presented by a given false narrative as well as its source. For example, without referring
to President Trump by name, Governor Murphy directly addressed his dangerous and inaccurate
suggestion that the Coronavirus could be treated by injecting disinfectant into the body.™

An additional communications challenge for the State was that some immigrants did not look to
domestic authorities for guidance. Rather, they looked to their home countries, which meant that
New Jersey also needed to combat international misinformation and disinformation.

5 Office of the Governor. (2020, April 24). Transcript: April 24th, 2020 Coronavirus Briefing Media. State of New
Jersey. https://www.nj.gov/governor/news/news/562020/approved/20200424f.shtml

Page 228


https://www.nj.gov/governor/news/news/562020/approved/20200424f.shtml

2.2.7. Community Outreach

The Governor's Office also communicated with specific stakeholder groups in targeted ways,
engaging with public sector unions, farmworkers, stadium-operators, small business owners, and
others to answer sector-specific questions about workplace health and safety.

Relationships with stakeholders were essential to the success of the State’s health interventions.
The Governor's Office, NJOEM, and the NJDOH worked collaboratively with Community
Ambassadors to educate stakeholders about vaccines, testing, and contact tracing. The Governor's
Office also worked with local advocacy organizations, religious leaders, labor leaders, and mayors
to identify community needs and promote local events like vaccination or testing pop-ups. The
NJDOH also created informational flyers, which NJOEM helped distribute at pop-up sites.

For more detail, see Section 5.10 for the role of stakeholder communications in increasing demand
for vaccinations, and Section 5.12 for how relationships with constituent groups helped to identify
and administer economic assistance.

2.3. Equity and Access

There were special challenges associated with ensuring that accurate information about public
health and various public assistance programs reached underserved communities during the
pandemic. The State sought to overcome these hurdles by establishing a task force focused on
COVID-19's disproportionate impact on racial minority groups and other underserved populations,
and by launching communications campaigns that sought to meet New Jerseyans in their own
communities, address language barriers, combat misinformation and disinformation, and account
for the needs of constituents with disabilities.

2.3.8. Establishing the Racial Disparities Task Force

Mindful that the pandemic hit some New Jersey communities harder than others, on June 11, 2021,
the Senate and General Assembly enacted New Jersey Session Law Chapter 106 (Assembly 4004),
which established the Coronavirus Disease 2019 (COVID-19) Pandemic Task Force on Racial and
Health Disparities (Racial Disparities Task Force).™ The purpose of the Racial Disparities Task Force
was to conduct a thorough and comprehensive study on the ways in which, and the reasons why,
COVID-19 disproportionately affected the State’s minority and underserved communities.

The Racial Disparities Task Force — consisting of 23 government officials and members of the public
with relevant expertise and experience — convened five public hearings: four in person in different
parts of the State and one virtual meeting."” At these hearings, members of the State’s
disadvantaged communities were invited to give testimony based on their experiences during the

162021 NJ Sess. Law Serv. Ch. 106 (Assembly 4004).
7 New Jersey Department of Health. (n.d.). NJ COVID-19 Task Force on Racial and Health Disparities. Retrieved
February 27, 2024, from https://www.nj.gov/health/njcdtf/
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pandemic. Many spoke about the need for New Jersey to do a better job of conveying critical
public health information to their communities in a timely, reliable fashion.

2.3.9. Attending to New Jersey's Racial, Linguistic, and Cultural Diversity

“Meeting People Where They Are”

Stakeholders and state officials emphasized the importance of conveying critical information to
underserved communities by “meeting people where they are.” Community health workers
reported success in contacting disadvantaged communities at schools, places of worship,
community centers, barber shops, and hair and nail salons. Many members of these communities
work during the day in jobs where they do not have access to their phones for personal use. Many
attend classes at night or on the weekends to learn English or progress towards a degree. While it
was not always easy to contact members of these communities, the State often found creative
ways to do so.

To make sure public health information was getting to these harder-to-reach communities, the
NJDOH launched the COVID Community Corps in March 2021 to meet underserved communities
in their own neighborhoods, help educate them about the vaccine, and assist with testing and
scheduling vaccination appointments. The Governor’s Office and the NJDOH also targeted media
markets across New Jersey, buying advertising space in the greater New York and Philadelphia
areas, as well as in smaller urban, suburban, and rural markets. Moreover, the Governor’s Office
and the NJDOH participated in conversations carried on radio stations with a traditionally Black
listenership. Despite these efforts, many New Jerseyans who testified before the Racial Disparities
Task Force felt the State’s outreach to underserved groups did not go far enough. Differences in
infection and vaccination rates also suggested that critical public health messages were penetrating
some groups more effectively than others.

The State failed to persuade all of its communities to take stay-at-home orders and social
distancing guidelines seriously, and these failures of communication had deadly consequences. For
example, Lakewood's ultra-Orthodox Jewish community continued to congregate in large groups
during the pandemic, and accordingly suffered high rates of infection and many preventable
deaths from COVID-19.%

State officials acknowledged in interviews, however, that there are times when a government entity
is not going to be the best messenger for particular messages directed to particular communities.

'8 Anastasia Tsioulcas, At Least 5 Rabbis From Ultra-Orthodox N.J. Community Have Died From Coronavirus, NPR
(Mar. 31, 2020), https://www.npr.org/sections/coronavirus-live-updates/2020/03/31/824701633/at-least-5-rabbis-
from-ultra-orthodox-n-j-community-have-died-from-coronavirus; Sam Sutton and Samantha Maldonado, Spike in
Covid cases within New Jersey's Orthodox communities raises concern, Politico (Sep. 25, 2020),
https://www.politico.com/states/new-jersey/story/2020/09/25/uptick-in-covid-19-cases-within-new-jerseys-
orthodox-jewish-communities-raise-concern-1318593
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While sending a government employee door-to-door might be an effective strategy for reaching
many elderly New Jerseyans, that same knock on the door might be terrifying to an undocumented
immigrant family. Legacies of violence and oppression have left some groups understandably
fearful or distrustful of government.™

To be sensitive to these tensions, stakeholders and state officials emphasized the importance of
partnering with trusted community members to convey critical public health information.
Stakeholders testifying before the Racial Disparities Task Force explained that the State was more
likely to get buy-in from the Black community for a public health initiative if that initiative is
associated with a "Black face” and from the Latino community if the initiative is associated with a
“Latino face.”*® Without this representation, members of these communities may be less inclined to
trust the message being conveyed. Members of the clergy and other faith leaders may be
particularly effective messengers for these communities. In interviews, state officials recognized the
importance of partnering not only with the community leaders who were most easily accessible
and friendliest to government, but also with leaders who made it their business to be something of
a "thorn in the side” of government in zealously advocating for their communities.

During interviews, representatives of LHDs expressed some frustration that the State did not make
better use of their existing community networks, a valuable resource they said went untapped
during the pandemic. LHDs also reported that they already had strong connections to trusted
community leaders when the pandemic hit, but that New Jersey's government did not make
effective use of them. The LHDs saw this as a missed opportunity that hampered efforts to educate
the public about masking, testing, and vaccination.

Y See, e.g., Giles R. Wright, Afro-Americans in New Jersey: A Short History, NEW JERSEY HISTORICAL
COMMISSION, DEPARTMENT OF STATE (1988) https://nj.gov/state/historical/assets/pdf/topical/afro-americans-in-
nj-short-history.pdf (chronicling the state’s long history of sanctioning the enslavement, segregation, and
disenfranchisement of Black New Jerseyans); Immigrant Advocates Protest Against ICE Raids, NJ SPOTLIGHT NEWS
(Jan. 7, 2016), https://www.njspotlightnews.org/video/immigrant-advocates-protest-against-ice-raids/ (describing
law enforcement spreading fear in immigrant communities after breaking down doors of “terrorized” Latino
families during raids).

20 A word on language and identity: The reader will note that the authors of this report do not always use the same
words to refer to the same racial or ethnic group. In describing the way in which an individual member of a
particular group refers to her own racial or ethnic identity, we have elected to the individual’s choice of language is
used. When reporting on categories of data maintained by state agencies, we adopt the language used internally
by the agency to avoid confusion. When neither of these considerations apply, we use “Latino/a” to refer to people
of Latin-American origin living in the United States. The alternative “"Hispanic” has colonialist connotations and the
more recent, gender-neutral additions to the lexicon “Latinx” and “Latine” have not been broadly adopted by
members of the community these words purport to describe. We have elected to capitalize both Black and White,
as both are historically created racial identities, not natural categories based on skin color alone.
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Language access

During the pandemic, the NJDHS Office of New Americans worked with various state agencies to
emphasize the importance of language access for New Jerseyans who do not speak English. The
NJDOH organized a series of multilingual public awareness campaigns and used social media to
make sure critical public health messages were reaching the broadest possible audience. NJOEM
partnered with FEMA to translate EOs into the top seven foreign languages spoken in New Jersey.
NJDOL developed targeted, plain-language, digital and print materials in more than 12 languages
to assist New Jerseyans with accessing cash benefits and job protection programs. Despite these
efforts, however, stakeholders have criticized the State for not doing enough to expand access to
up-to-date public health information for the full range of non-English-speaking New Jerseyans,
noting that members of New Jersey's Mexican community, for example, speak many different
indigenous languages and dialects, not only Spanish.

When the pandemic hit, the Office of New Americans conducted an initial assessment to determine
how to best reach immigrant communities that do not regularly consult mainstream news sources.
The Office determined that these communities primarily rely on community groups and social
media platforms such as Facebook and WhatsApp for their information. The Office worked with
various state agencies to make them aware of these alternate modes of communication. The
Governor's Office and the NJDOH successfully adjusted their outreach strategy: for example, they
hosted a Facebook Live event with a Haitian doctor who spoke in Creole to convey public health
messages, rather than relying on Governor Murphy’s press conferences to reach Haitian
communities.

Combatting misinformation and disinformation

According to state officials interviewed during the course of this review, many of the social media
channels that immigrant communities relied on were rife with misinformation and disinformation.
Some of this misinformation and disinformation came from immigrants’ countries of origin in non-
English languages, making it particularly difficult to identify and mitigate.

Stakeholders pointed out that, as useful as the Internet is for disseminating information, not
everyone is equipped to sift through the misinformation that abounds on social media. In some
communities, it may be more effective to print out hard copies of up-to-date public health
literature and make them available in frequented community spaces. With hard copies, of course, it
is important to promptly dispose of out-of-date literature and replace it with literature reflecting
the most current public health guidance.

As described above, the Governor's Office and the Office of New Americans in the NJDHS actively
monitored misinformation being consumed by New Jersey's disadvantaged communities on social
media during the pandemic. They intervened in online discussions to offer real-time context and
corrections.
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The NJDOH mobilized the Office of Minority and Multicultural Health and used social media and
television advertising in different languages to target misinformation. The NJDOH also relied on
strong, established church and community leaders to serve as trusted messengers for accurate
public health information in minority communities.

Attending to New Jersey's ability diversity

State agencies worked to ensure that critical public health information being communicated via live
press briefings and in writing was accessible to New Jerseyans with disabilities during the
pandemic.

The Governor's Office, with support from NJDHS's Division of the Deaf and Hard of Hearing,
arranged for American Sign Language (ASL) interpreters to contemporaneously translate each of
Governor Murphy's COVID-19 press briefings. NJOEM worked with an Access and Functional Needs
Coordinator and the Association for the Blind to ensure that information regarding pandemic-
related EOs was communicated to the public in ways with which New Jerseyans with disabilities
could identify.

3. Comparison to Other States?'

States took different approaches to public communications during the pandemic.

Frequency of governors’ press conferences

In the initial months of the pandemic, from March 1, 2020 to May 31, 2020, most governors
(including Governor Murphy) in the set of benchmark states consistently held daily weekday press
conferences.? All states except New York and Florida held between 71 and 75 press conferences in
the Initial Surge. Governor Cuomo of New York was an exception, holding 92 daily press
conferences, including on weekends. Governor DeSantis of Florida held 48 press conferences — the
fewest of comparison state governors.

Thus, during the Initial Surge, New Jersey held roughly the same number of press conferences as
most of its peers, but fewer than New York.

21 Benchmark states for Chapter 5 (California, Florida, Illinois, New York, Ohio, Pennsylvania, and Virginia) were
selected based on similar population densities, population age, initial outbreak timing. Additionally, states with
diverse political leanings were chosen to showcase a range of possible priorities when it came to pandemic policies
and interventions. Addition information on the selection process can be found in Appendix.

22 |t should be noted that in early March 2020, Governor Murphy had kidney surgery and was hospitalized for a
short period of time. During this time Gov. Sheila Oliver initially filled his role in press briefings.
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4. Key Strength and Challenges

Overall, New Jersey state agencies were individually effective in disseminating COVID-19-related
information and resources to their respective stakeholders. Nonetheless, agencies faced internal
and external challenges, such as coordinating inter-agency communications and combating
misinformation and disinformation.

The following section highlights both the strengths of and gaps in New Jersey's COVID-19
communications response.

Strength Governor Murphy'’s frequent communications kept the public well-informed, at a high
level, about the State’s pandemic policies. In a poll taken at the height of the Initial Surge, in April
2020 - a time when the State had been active in issuing EOs?® — respondents were given a list of
executive actions, and asked whether it was true that the actions had been taken. The majority of
respondents answered correctly for every listed action.*

Strength Governor Murphy aimed to “overcommunicate” information to the public by holding daily
press conferences for most of the pandemic. By including both the Commissioner of the
Department of Health and the Superintendent of the State Police, the Governor conveyed that the
State's pandemic response was a team effort and that the State was following a whole-of-
government approach. The press conferences projected empathy and stability, promoted
transparency, and shared science-based decisions with the public.

Strength The Governor's Office and state agencies were creative in developing tailored channels
and content to reach different populations. There was a significant and concerted effort to target
hard-to-reach groups through social media channels and community partners on the ground. Each
agency developed an approach customized to the populations most likely to be impacted by the
interventions it managed. Furthermore, the State’s partners also found innovative solutions to
reach different populations — for example, Inspira used its translation software to bridge
communication gaps with non-English speaking migrant farmworkers to obtain informed consent
for vaccines.

Strength Officials were faced with disinformation on all fronts, including international
disinformation being consumed by New Jersey’s diverse immigrant population. The State and its
agencies took a coordinated, effective approach to combating disinformation.

Challenge Approval processes for public-facing communications were slow and deliberate, which
led to delays in information reaching the public. To ensure accurate and aligned messaging across
agencies, the Governor's Office required agencies to submit all pandemic-related communications
for approval before they were released, sometimes requiring the approval of the NJDOH and the

23 See Section 5.6 on Closures and Guidance to Prevent the Spread of COVID-19 for more details.
24Monmouth University. (2020, April 21). New Jersey: Broad support for social distancing. Retrieved from
https://www.monmouth.edu/polling-institute/documents/monmouthpoll nj 042120.pdf/
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Office of the Attorney General as well. High volumes of requests and limited staff capacity often
resulted in communications being delayed.

Challenge Agencies set translation standards and processes independently of one another. Had
there been a standardized list of languages, shared criteria for what types of information needed to
be translated, and potentially one statewide translation service, agencies could have achieved
greater consistency in their outreach to non-English speakers.

Challenge There was no cohesive outreach strategy for hard-to-reach populations across agencies.
Each agency developed its own strategy for communicating with disadvantaged or hard-to-reach
populations. In some cases, this created duplicative work and left gaps in outreach to certain
groups.

Overall, New Jersey was successful in executing a thorough and consistent public communications
strategy. Governor Murphy'’s “overcommunication” strategy proved effective. The State was also
reasonably successful in countering misinformation and disinformation. However, New Jersey's
internal coordination of communications, particularly between different agencies, was at times
disjointed and slow. The State also struggled to reach some of its more insular, underserved
groups during the pandemic.

Recommendations on how to address these gaps are explored in Chapter 7, particularly in
Recommendations 15 and 25.
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5.4 Budget and Finance

1. Context and Summary

During the COVID-19 pandemic, states faced challenges in budgeting and financing government
services. Not only did states face extreme fiscal uncertainty and revenue losses, but they also
needed to quickly collect, budget, and spend unprecedented amounts of relief funding after the
federal government made it available. As businesses shut down at the beginning of the pandemic,
states quickly experienced significant losses in tax revenue and needed to identify solutions to
remain solvent and continue providing essential services. Moreover, the health impact of COVID-19
meant that states needed to quickly finance the demand for immediate emergency needs, such as
expanding healthcare capacity.

COVID-19 struck when New Jersey was nearing the end of its 2020 fiscal year (FY20); typically, the
fiscal year end in the State is June 30. The State needed to create a plan to reallocate funds
originally budgeted for the remainder of FY20, to finance the cost of COVID-19 between March
and June 2020. This created a complex situation for states from a budgeting perspective, as they
had to both reduce revenue losses (i.e., by identifying areas to reduce spending or tap into
reserves while maintaining essential services) and support additional spending on emergency
needs for their populations (e.g., financing the demand for increased government services, whether
for public health needs or economic support from programs like moratoria on taxes, rent, utilities,
and debt).

States also faced high uncertainty about the revenue levels they could expect to receive to balance
in the next fiscal year's budget. Further, they needed to update their revenue projections based on
frequently changing information about the pandemic’s economic impact. Most states, including
New Jersey, are required to pass a balanced budget — meaning the State’s spending plan must
equal its revenue projections for the fiscal year. The uncertainty associated with COVID-19 meant it
was difficult for states to gauge how much tax revenue to expect, particularly after New Jersey shut
down and businesses closed. Furthermore, at the beginning of the pandemic, it was unclear
whether federal aid legislation would be passed, and therefore, how much the State could afford to
spend in the next fiscal year.

States like New Jersey needed to develop updated budgets that considered both of these
concerns, often on a more accelerated timeline than their budgeting infrastructure could
accommodate. Some strategies states took included:

e Writing a temporary or modified budget (often in the form of supplemental appropriations
bills) to create spending plans for immediate health needs in 2020 and be more responsive
to changing economic information.

e Moving money from reserve funds into the General Fund.
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e Scaling down public programs to reduce spending. Early on, New Jersey took steps to create
and implement a temporary budget for FY20.

On April 14, 2020, Governor Murphy signed the COVID-19 Fiscal Mitigation Act into law, extending
FY20 to end on September 30 rather than on June 30 and allowed the State to create a temporary
budget for the months of July through September 2020. A month later, on May 28, 2020, Treasury
testified before the New Jersey Assembly Budget Committee (the legislative subcommittee that
debates and votes on budget proposals from the Executive Branch), presenting its revised budget
projections and a spending plan for the temporary 3-month budget period. Thereafter, on July 30,
2020, Governor Murphy signed the 3-month budget for the extended 2020 fiscal year.

New Jersey had difficulties managing the State’s budget deficit, even before the COVID-19
pandemic. Thus, the budgeting demands of COVID-19 introduced additional dimensions to
challenges that existed before the pandemic. One of Governor Murphy’s priorities before the onset
of the pandemic was to reform New Jersey's approach to government spending, including
bolstering the State’s Surplus Revenue Fund (also called the “Rainy-Day Fund”)," which had been
empty since the Great Recession of 2008. This limited surplus fund meant that during COVID-19,
New Jersey needed to rely on other sources of funding to respond to the costs of the emergency.
Further, the State borrowed approximately $4B through the municipal bond market to meet
revenue losses.

Pandemic relief packages from the Federal Government distributed an unprecedented amount of
funding to state and local governments. Legislation, including the CARES Act, American Rescue
Plan, and various appropriations packages, provided more than $4T total in federal pandemic aid
to states and individuals. New Jersey received more than $100B? in total federal aid during the
pandemic, with some paid directly to individuals and some going to the State.

States needed to allocate the federal funds they received to balance their immediate needs with
longer term priorities while ensuring that they remain within the federal requirements for how
those funds could be used.* Jurisdictions that received American Rescue Plan Act (ARPA) funds
were required to obligate their funds by December 31, 2024, and liquidate them by December 31,

" New Jersey Office of the Governor. (2019, June 21). Governor Murphy Underscores the Need for Responsible
Budget Practices Lacking in Legislature’s Spending Bill, Retrieved from
https://www.nj.gov/governor/news/news/562019/20190621c.shtml

2 New Jersey Department of the Treasury. (2019, May 13). Murphy Administration Poised to Make First Deposit in
Rainy Day Fund Since Great Recession Dried it up More Than a Decade Ago, Retrieved from
https://www.nj.gov/treasury/news/2019/05132019a.shtml

3 New Jersey Governor's Disaster Recovery Office. (2023, December 31). COVID-19 Oversight Financial Summary.
Retrieved from

https://gdro.nj.gov/tp/en/financial-analysis/financial-summary

4 For example, funds from the American Rescue Plan Act’s State and Local Fiscal Relief Fund had defined
categories of acceptable emergency relief and recovery spending, which included spending related directly to
public health impacts, economic recovery, or others related to the impact of the pandemic.
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2026. According to the U.S. Government Accountability Office (GAO), as of March 2023, more than
half of the total funds given to ARPA recipients was not spent.® Part of state decision-making
involved designating federal funds for immediate and more long-term needs. States were also
given certain requirements or guidelines regarding how federal funds were allowed to be spent.
This further informed state decisions on how to budget federal relief.

2. New Jersey’s Response

2.1. Key Agencies Involved

The New Jersey Department of Treasury's (Treasury) general mission is to formulate and manage
New Jersey's budget, generate and collect revenues, disburse the appropriations used to operate
state government, manage the State’s physical and financial assets and provide statewide support
services to state and local government agencies as well as to the citizens of New Jersey. As such, it
was the primary state agency involved with budget and finance during the pandemic. It was also
tasked with ensuring that New Jersey remained solvent during the pandemic. In response, Treasury
provided regularly updated revenue forecasts and modified the State’s budgets in anticipation of
changing revenue expectations and spending needs.

The Governor's Office coordinated state and federal spending proposals and issued EOs aiming to
ensure greater oversight and accountability of the State’s administration of federal funding. The
Governor's Office also worked with Treasury on preparing and updating budgets and with the
legislature to pass bills related to specific budget priorities. The Governor's Disaster Recovery Office
(GDRO) also oversaw the disbursement of federal aid to agencies, ensuring compliance with
federal requirements. GDRO ensured that proposed appropriations projects were eligible for
federal funding.

The Office of the State Comptroller (OSC) serves as an advisory and oversight entity for all
government spending and compliance in the realm of contract requirements, procurement, and
investigations into possible fraud, abuse, and mismanagement. As such, Governor Murphy tasked it
with overseeing spending of government funds during the pandemic, including both state and
federal funds. OSC was also empowered to work with the Governor's COVID-19 Compliance and
Oversight Taskforce and develop programs for oversight and monitoring of government funds.

Other New Jersey agencies were involved in proposing and implementing programs to spend the
federal funding they had received. Notably, this included the Economic Development Authority
(NJEDA), which was responsible for distributing millions of dollars of relief for small businesses. For
more detail, see Section 5.12 Economic Impact Mitigation.

> U.S. Government Accountability Office. (2023, October 11). COVID-19 Relief: States’ and Localities’ Fiscal Recovery
Funds Spending as of March 31, 2023. Retrieved from https://www.gao.gov/assets/d24106753.pdf
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2.2. Key Decisions in New Jersey
2.2.1. Easing Fiscal Impact of the Pandemic

New Jersey's typical fiscal year runs from July 1to June 30. The Governor usually releases the initial
budget proposal for the next fiscal year in February, after which the Legislature writes and debates
the budget bill. The Governor then approves the final budget bill in late June.

Because COVID-19 hit states in March 2020, Governor Murphy had already released his budget
proposal for FY2021, which was created on the basis of the State’s estimates for revenues collected
by fiscal year-end 2020 made before the pandemic first struck. Thus, COVID-19 rendered those
prior revenue estimates out-of-date. By March 2020, the State was close to three-fourths of the
way through its 2020 fiscal year, and had used approximately two-thirds of its FY2020 budget. As
New Jersey shut down and businesses closed, the State began to see tax revenue plummet as
quickly as late March and early April 2020. This decline in revenues spurred the agency to enact
emergency budgeting measures meant to respond to short-term losses.

Treasury took several measures designed to maintain liquidity and manage potential liabilities,
particularly in anticipation of New Jersey’s expected revenue losses from decreased economic
activity as the pandemic continued.

2.2.2. Immediate Fiscal Actions in 2020

After New Jersey shut down in March 2020, the State's revenue losses posed a significant threat to
its ability to fund programs at the same level as previously budgeted.

To balance state spending with its projected revenue decreases, Treasury froze $900M of
appropriations and placed the funds in reserves as an immediate measure before Governor
Murphy finalized and released a full updated spending plan. Treasury focused on freezing FY20
appropriations with funds that were still uncommitted in the budget. Specifically:

e 50% of all uncommitted non-salary operating funds, excluding funding necessary to provide
24/7 care at State institutions.

e 50% of all uncommitted revolving and dedicated funding.

e 100% of all non-entitlement, discretionary grants-in-aid and State aid funding.

Examples of these appropriations included 50% of college operating aid and other tuition
assistance programs.

For the State to quickly identify sources of available revenue to meet its projected losses, it needed
to make accurate estimates of losses in the first place. However, this was difficult, given the
extreme uncertainty of COVID-19. New Jersey was uncertain how severe and long the pandemic
was expected to be, and what the economic impacts would be as a result. Legislation in April had
extended FY20 to end on September 30, instead of the usual fiscal year end date of June 30, to

Page 241



allow New Jersey more time to assess its revenues during a period of uncertainty and evolving
conditions and modify its spending plan accordingly. This gave Treasury a longer period to receive
information about the State’s expected revenues for FY21, particularly as tax filing deadlines had
been postponed and the amount of federal aid New Jersey could expect had yet to be confirmed.

In May 2020, Treasury testified in legislative budget hearings about the initial steps it had taken to
maintain solvency. Treasury reported that its projected revenues for FY21 would be 22% lower than
what the State had budgeted for in the Governor’s FY21 budget proposal. Combining revenue
losses for the remainder of FY20 and the projected losses for FY21, Treasury estimated a total
shortfall of nearly $10B between FY20 and FY21. This shortfall estimate informed Treasury's
subsequent budget decisions.

In May 2020, Treasury also announced its spending plan for the remainder of FY20, as well as the
months of July — September 2020. Governor Murphy's initial FY21 budget proposal, released in
February 2020, had anticipated that the State would end the FY20 fiscal year with a closing surplus
of $1.5B. Treasury’s May update of the FY21 proposal estimated revenue losses of $2.7B through
June 30, 2020, meaning that New Jersey would begin FY21 with a negative balance. Thus,
Treasury's temporary spending plan needed to:

e Reduce agency spending in the remainder of FY20 to soften its losses.

e Free up enough cash between July and September to ensure a positive fund balance at the
revised October start of FY21.

e Gain sufficient time to receive additional information so the FY21 budget reflected accurate
expected revenues.

New Jersey had additional considerations: the uncertainty around federal aid, and ambiguous
federal requirements for spending. First, it was unclear at the beginning of the pandemic whether
federal aid would be made available. Thus, New Jersey needed to budget under the assumption
that federal aid would not be provided, preparing for the worst-case scenario. By May, CRF funds,
as well as other federal grant aid (e.g., FEMA emergency funds), had been distributed. However,
the funds were disbursed with guidelines that were often vague, making it difficult for Treasury to
create accurate spending plans. For example, the full guidelines were only about a page long and
could be open to loose interpretation. Given the lack of clarity about what federal funds could be
used for, federal funds during this period were mostly used for specific emergency spending, such
as procuring PPE or ventilators. State revenues were to be used for more general purposes, such as
addressing revenue loss.

Treasury's actions to change New Jersey's spending before and up to June 30 ultimately included:

e Transferring the entirety $421M of its Surplus Revenue Fund (also referred to as the Rainy-
Day Fund) into its undesignated General Fund balance.

¢ Implementing a statewide hiring freeze.

e The $900M appropriations freeze announced in March.
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e Deferring other planned FY20 spending.

e $1.3B in de-appropriations (or reversals in originally planned appropriations).

e Holding all other operating reserves not currently considered for de-appropriation.

e Authorizing the New Jersey Treasury’s Office of Management and Budget (OMB) to engage
in “ongoing review and approval” of department spending.

Treasury's spending plan for the supplemental budget between July and September 2020 then
included:

e Scaling down the Governor's initially proposed spending priorities for FY21 by $849.7M.
e Cutting or delaying $3.2B in appropriations originally planned for Q1 FY21.

When Treasury unveiled its proposed spending plan in May, it also stressed that although the plan
would result in a positive fund balance for FY21, it was insufficient during an emergency. Treasury
cited a number of scenarios that could quickly necessitate additional liquidity, including continued
or increased economic volatility, more public health costs to mitigate the effects of the disease, and
claw-backs of CRF grants, should the State fail to follow federal guidelines, which were incomplete
and unclear at that time (in other words, the grant could be taken back by the Federal Government
because of misuse).® Furthermore, the CARES Act could not be used for revenue replacement,
which was the most pressing fiscal matter at the time for New Jersey. Thus, Treasury called for
borrowing and increased federal aid to obtain additional cash.

In July 2020, New Jersey passed the COVID-19 Emergency Bond Act, which authorized Governor
Murphy to borrow more than $9B in emergency funding from the Federal Government.” The State
was unsure what revenue losses to expect during the remainder of 2020 and sought funds to cover
Treasury's initial projections of revenue loss. New Jersey planned to borrow around the same
amount that Treasury had projected to be the total combined revenue loss in the remainder of
FY20 and in FY21 (approximately $10B). With little information available regarding economic
conditions and what the State could expect for its collected revenues, New Jersey became one of
the first states to initiate the use of federal emergency borrowing.

2.2.3. Creating an Updated Budget for FY21

After the 3-month budget had been approved, Treasury and the Governor's Office began
preparing the updated budget for a 9-month FY21. After taxes had been filed by the extended

& New Jersey Department of the Treasury. (2020, May 28). Treasurer Muoio Testifies Before Assembly Budget
Committee on Revised Fiscal Plan to Weather COVID-19 Crisis. Retrieved from https://www.nj.gov/treasury/
news/2020/05282020.shtml

" New Jersey Office of the Governor. (2010. July 16). Governor Murphy Signs COVID-19 Emergency Bond Act.
Retrieved from https://www.nj.gov/governor/news/news/562020/20200716b.shtml#: ~:text=%E2%80%9C
The%20'New%20Jersey%20COVID%2D,is%20unpredictable%20and%20changing%20rapidly
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deadline in July, revenue collections for FY21 were significantly higher than Treasury had initially
projected in May. This gave the State much more flexibility in its planned spending. New Jersey's
revenue shortfall now amounted to $5.7B instead of the projected $10B.

The State discovered that this improved fiscal outlook after the COVID-19 Emergency Bond Act was
challenged as an unconstitutional overreach of the Governor’s powers. The State appeared in the
New Jersey Supreme Court, and as part of its argument that emergency borrowing was necessary,
was required to issue a revenue certification relaying updated shortfall projections. As filed tax
information had become available, analysis for the revenue certification showed that the State’s tax
revenues were higher than initially expected®. Further, the tax information indicated that the
pandemic’s negative economic impacts were concentrated on lower-income earners. A large part
of New Jersey's total tax revenue relied on the General Income Tax (GIT). High earners, by virtue of
having larger taxable incomes, contributed more to the total GIT; therefore, when higher income
individuals lost earnings, it created a larger negative impact for the State than when lower-income
individuals lost earnings.

Since the negative impact was concentrated on low-income workers, the total revenue losses were
not as severe as expected. Thus, New Jersey had greater flexibility to spend in FY21 than initially
anticipated, but still needed to address the revenue loss. Furthermore, it could not ignore the
possibility of additional pandemic surges, which would lead to even more economic and health
costs. The State enacted spending cuts to decrease revenue loss and free up liquidity in
anticipation of potential future losses. In July 2020, Treasury asked each state agency to identify
10% of its state-funded, non-personnel budget to cut. For example, the Department of Children
and Families (DCF) identified $50M in total spending reductions. This exercise provided New Jersey
with greater information about what Department functions would be impacted by cuts in the FY21
budget.

The FY21 budget ultimately implemented spending cuts totaling $1.25B, which included Medicaid
appropriations for the NJDHS, the NJDOC inmate population initiative, and DCF investment in
Children’s System of Care. However, the State’s 2020 fiscal actions helped prevent steeper
spending cuts, which in turn allowed the State to prioritize and invest in equity initiatives. For
example, the FY21 budget preserved programs like K-12 and operating aid for public colleges and
universities. It restored funding for the previously frozen appropriations, like the Homestead
Benefit (a recurring state program providing property tax relief), and included a statewide Baby
Bonds initiative for low- and middle-income families (which deposited $1,000 into a state account
for every child born to a household with an income under 500% of the Federal Poverty Line, to be
withdrawn after the child turned 18).

To increase revenues, the State relied on a mixture of borrowing and targeted taxes. The FY21
budget also authorized the State to borrow $4.3B in General Obligation bonds (municipal bonds

8 New Jersey Department of the Treasury. (2020, November 6). Certification Required by New Jersey Republican
State Committee v. Murphy. Retrieved from https://www.nj.gov/treasury/pdf/GovernorRevenueCertification11-6-

20.pdf
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issued by New Jersey), using the state bond market instead of $9B from the Federal Municipal
Liquidity Fund, like previously planned in the COVID-19 Emergency Bond Act. The FY21 budget also
included more revenue-raising measures concentrating on high earners, such as tax increases on
high-income individuals and additional sales tax on non-essential goods (e.g., luxury goods such as
boats and limousines).

Finally, the budget emphasized rebuilding New Jersey's surplus budget reserves after it had been
emptied earlier in the year. The State deposited $2.2B into its Rainy-Day Fund. This was to prepare
for the possibility of another COVID-19 surge, and to underscore the importance of having reserves
funds in the case of a general emergency, which would alleviate pressure to cut spending or
borrow.

2.2.4. Budgeting for FY22 and Beyond

While Treasury had projected combined revenue losses of $10B in FY20 and FY21, actual revenue
loss was not as sustained and long-term as the State had expected. By the beginning of FY21, data
indicated to Treasury that New Jersey's revenue shortfalls would be less severe than initially feared.
By June 2021, Treasury saw higher revenues in almost every tax category and higher total revenues
than it had projected in the State’s initial FY22 budget proposal.

New Jersey's budgeting considerations shifted from mitigating a worst-case scenario of revenue
losses to assessing the State’s losses relative to its pre-COVID-19 circumstances. The State also still
had to plan for its expenditures immediately related to the pandemic, such as testing employees.
Treasury adjusted its state spending plans for FY222in response to these two considerations by:

e Increasing the funds retained in the Surplus Revenue Fund, rather than transferring reserves
into the General Fund, like the State had initially proposed for FY22.

e Increasing the State’s planned appropriations from the Governor's initial proposal in February
2021.

The final budget included spending increases such as:

¢ Increases to funding for both K-12 and higher education.

e Increases to New Jersey’'s pension fund.

e Further expansions of tax relief programs like the Homestead Rebate Program and EITC.

e These increases were paired with actions to manage government debt, including setting
aside $2.5B to retire state debt and replacing current or future debt issuances with $1.2B for
capital construction.

® New Jersey Office of the Governor. (2021, June 29). Governor Murphy Signs Fiscal Year 2022 Appropriations Act
into Law. Retrieved from https://www.nj.gov/governor/news/news/562021/20210629b.shtml
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The State's ability to make appropriations for more long-term investment reflected its significantly
improved fiscal outlook, as there was no longer a critical need for direct revenue replacement.
Moreover, the revenue uncertainty of 2020 had emphasized the need to invest in structurally
balanced budgets for the future and to strengthen New Jersey’s preparedness for times of
uncertainty. These key findings led to the billions of dollars invested in a debt defeasance fund, a
fund aimed to help New Jersey pay off its existing debt, including general obligation bonds, as well
as to fund future capital projects (which would otherwise have been funded through state bonds).

At the end of FY22, the State once again collected higher revenues than expected. Compared to a
FY20 baseline, New Jersey saw a 38% growth in revenues. Treasury took advantage of the
unexpected revenue boom to support programs that had fallen below the statutory requirements
for funding during COVID-19, such as pensions and education.

The extreme uncertainty during COVID-19 pushed the State to prioritize budget decisions that
promoted long-term fiscal responsibility, such as budgeting large revenue surpluses and making
continued increases to the debt defeasance fund. Both the FY23 and FY24 annual budgets included
historically large surpluses. The FY23 budget planned for a record $6.8B surplus'™, which was
surpassed the following year by a $8.3B surplus in the FY24 budget”. This exceeded Treasury's own
surplus goal for FY24; it had aimed for a revenue surplus equal to 10% of annual appropriations,
but the total $8.3B amounted to 15%. Having robust surplus funds was thus one of the major
learnings from the pandemic, as the flexibility of a large surplus would have meaningfully alleviated
fiscal pressures from revenue loss and allowed New Jersey to spend more freely on emergency
interventions.

2.3. Appropriating Federal Funds for Emergency Response and Recovery
2.3.1. Allocating CARES Act Funds in New Jersey

When the New Jersey Treasurer testified to the Assembly Budget Committee on May 28, 2020,
Treasurer Muoio noted that the U.S. Treasury had not yet released guidance for spending CRF
money. Since the State did not fully know what uses of CRF money would be allowed, it could not
finalize its spending plan yet at that point. Thus, New Jersey's spending plan was preliminary at that
point.

0 New Jersey Office of the Governor. (2022, June 30). Governor Murphy Signs Fiscal Year 2023 Appropriations Act
into Law. Retrieved from https://www.nj.gov/governor/news/news/562022/20220630a.shtml

" New Jersey Office of the Governor. (2023, June 30). Governor Murphy Signs Fiscal Year 2024 Budget into Law.
Retrieved from https://www.nj.gov/governor/news/news/562023/approved/20230630f.shtml#:~:text=
The%20%2454.5%20billion%20budget%20for,surplus%20inherited%20five%20years%20ago

2 New Jersey Department of the Treasury. (2020, May 28). Treasurer Muoio Testifies Before Assembly Budget
Committee on Revised Fiscal Plan to Weather COVID-19 Crisis. Retrieved from https://www.nj.gov/treasury/
news/2020/05282020.shtml
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Most of the $2.4B New Jersey received in CRF funding targeted economic recovery. The State did
not have a pre-existing formulaic process to allocate the total amount of funds, and based their
decisions on assessments of which industries would be most affected (e.g., retail), as well as
ensuring that enough funding would be used for the State’s health response. The State’s Office of
Management and Budget (OMB) within Treasury was responsible for ensuring that the full $2.4B
that New Jersey received in CRF funds were spent by the deadline.

The State also needed to fund emergency needs in counties that weren't eligible for CRF money.
Smaller counties within New Jersey did not receive CRF money directly, as only local jurisdictions
with a population exceeding 500,000 were large enough to be eligible for direct payment from the
Federal Government. This meant that the State itself needed to allocate federal funds to some
counties. It based its decisions on health needs, particularly to support or expand testing and
contact tracing within local health departments.

2.3.2. New Jersey's Budget Appropriations Using American Rescue Plan Act Funds

The American Rescue Plan Act (ARPA) distributed additional federal aid to states in early 2021. One
key fund from the Plan was the State Fiscal Relief Fund (SFRF). In New Jersey, planned spending of
SFRF money became part of the State’s FY22 budgeting cycle. Appropriations made using federal

funds in the state budget also needed to first be approved by GDRO as eligible for federal funding.

The State’s FY22 budget, ® signed at the end of June 2021, appropriated $2.4B of New Jersey's
$6.2B in total SFRF money. The State’s uses of SFRF funds for immediate responses focused on
mitigating the pandemic’s economic impact. SFRF appropriations for more long-term investments
were focused on public health and other infrastructure. To prioritize SFRF spending, the Governor's
Office identified the most urgent COVID-19 response and recovery needs by speaking to state
agencies and partners in the legislature, and by creating public "listening" sessions in which he
received feedback from hundreds of individuals and community organizations, and from an online
portal for comments. Notably, New Jersey's decision to invest SFRF funds in its hospitals added to
its preparedness for future emergencies.

One way to identify how states prioritized allocating their ARPA funding is to look at how SFRF
funds were divided among Expenditure Categories (ECs). The U.S. Treasury had delineated in its
guidelines for spending federal funds™ several ECs of acceptable SFRF uses, under which states
needed to classify and report their SFRF-funded projects. New Jersey consistently committed the
biggest percentage of its SFRF funds to the Economic Impacts EC, which included more immediate

3 New Jersey Office of the Treasury. (2021, June 29). P.L. 2021, Chapter 133, Anticipated Resources for the Fiscal
Year 2021-2022. Retrieved from https://www.nj.gov/treasury/omb/publications/22bill/AppropriationsActFY22.pdf
" U.S. Department of the Treasury. (2023, December 14). Compliance and Reporting Guidance — State and Local
Fiscal Recovery Funds. Retrieved from https://home.treasury.gov/system/files/136/SLFRF-Compliance-and-
Reporting-Guidance.pdf
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economic assistance and more long-term economic recovery projects. With reference to these ECs,
New Jersey's FY22 budget appropriated SFRF funds™ in the following ways:

e The largest share (41%) of the State's FY22 SFRF appropriations fell under the Negative
Economic Impacts EC. This included funding rental and utilities assistance (see Section 5.12
Economic Impact Mitigation for greater detail).

e 30% of FY22 SFRF appropriations fell under the Services to Disproportionately Impacted
Communities EC, including special education services and a Child Care Revitalization Fund,
while 27% went to public health investments in emergency preparedness infrastructure and
HVAC and water systems.

e Unlike some states, New Jersey did not allocate SFRF funds under the Revenue Replacement
EC. The Revenue Replacement EC was a broad category that allowed states to use SFRF
money to fund state services which would otherwise be funded by lost state revenue. States
could use SFRF to fund day-to-day agency functions, including operating costs like staff
salaries, up to the amount of revenue the state lost as the result of the pandemic. As the
result of the State’s immediate budget decisions in 2020, which was able to balance the
shortfall Treasury had projected for FY20 and FY21, the need for immediate revenue
replacement had decreased. New Jersey instead prioritized targeted, direct impact,
particularly focusing on economic development.

Another of New Jersey's key considerations in allocating SFRF funds was to ensure that SFRF
appropriations would not create long-term funding obligations. In recognizing that the federal aid
was a one-time influx of dollars, the State identified investments that would be impactful for the
long-term economic future but would not weaken New Jersey's structural fiscal sustainability.

New Jersey had written into its FY22 budget bill that SFRF appropriations exceeding a certain
amount needed approval from the Joint Budget and Oversight Committee, thus handing
budgeting authority to the legislature rather than allowing executive offices complete control over
federal funds. Through this mechanism, the State was able to make appropriations using SFRF
funds beyond what was specified in the annual budget. By the end of FY23, New Jersey had
appropriated $5B and deployed $1B of its total $6.2B SFRF funds.

Note that ARPA funds had a longer deadline than CRF funds. States are required to appropriate
their funds by December 2024 and spend them by December 2026. Because New Jersey's fiscal
conditions had improved by 2021, it did not rely on SFRF funds for immediate revenue
replacement, and could afford to appropriate its SFRF funds on a longer timeline.

> New Jersey Office of the Governor. (2021, August 31). State of New Jersey 2021 Recovery Plan Performance
Report. Retrieved from https://gdro.nj.gov/tpbackend/documents/FINAL%20NJ%20Recovery%20
Plan%208.31.21.pdf
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Mitigating economic impacts continued to be the State’s top priority with SFRF funds. Of the total
$5B New Jersey has appropriated thus far (as of the end of FY23)," the Negative Economic Impacts
Expenditure Category remains the largest category of total appropriations."” The State’s SFRF
projects categorized under Negative Economic Impacts made up 49% of total SFRF appropriations.
This suggests that New Jersey's needs were less concentrated on Revenue Replacement, and that it
had sufficiently secured other sources of funding to meet its full funding needs for public health
interventions.

Public Health EC appropriations were the second largest category, at 22% of total SFRF
appropriations. These continued to include long-term investment in hospital and county health
department infrastructure.

2.3.3. Effectively Spending Federal Funds

The State’s role in budgeting its federal funds did not end with making fiscal appropriations. After
federal funds were allocated to agencies or local jurisdictions, the State then needed to ensure that
the funds were spent appropriately. Federal funds generally came with restrictions on how they
could be spent, and if agencies violated federal guidelines, then they risked not being able to
receive reimbursements for purchases made using federal funds. Part of the State’s budgeting
decisions had to consider how to stay apprised of which agencies received federal money, how
those agencies used their funds, and what remaining federal funds could be utilized.

2.3.4. Spending CRF Funds

When CARES Act funds were distributed to states in 2020, the Federal Government was still in the
process of developing guidelines for using the funds. This created confusion over how states could
use CRF funds appropriately. Because CRF guidelines were not robust and often unclear to
decipher, the risk of benefits duplication was high. Eliminating fiscal waste was key to ensuring the
State had sufficient funds at their disposal for emergency response and recovery. New Jersey put
several compliance mechanisms in place to ensure that funds were monitored for appropriate use
and tracked for the status of their spending. These included:

e The establishment of the GDRO to oversee federal funds compliance. The GDRO resumed
the activities of the previous Governor's Office of Recovery and Rebuilding, which
coordinated recovery programs from Hurricane Sandy.

6 New Jersey Office of the Governor. (2023, July 31). New Jersey Recovery Plan — State and Local Fiscal Recovery
Funds 2023 Report. Retrieved from https://gdro.nj.gov/tpbackend/documents/New Jersey 2023 Recovery Plan
Performance Report 7 31 23 FINAL.pdf

7 Note: in 2022, the U.S. Treasury changed its guidelines under the assumption that appropriations under the
Public Health and Economic Impacts ECs would reach a broad swath of populations who had been “impacted” or
"disproportionately impacted” by the pandemic, and thus stopped separately delineating a “Services to
Disproportionately Impacted Communities” category.
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e The creation of the COVID-19 Compliance and Oversight Taskforce, to advise agencies on
the proper use of federal funds.

e Using Integrity Monitors (IMs) and Accountability Officers (AOs) to audit agency projects for
fraud.

- AOs were senior staff members of State agencies who acted as the agency’s liaison to
GDRO and OSC. AOs conducted internal reviews of agency spending to ensure
responsible spending of COVID-19 recovery funds.

- IMs were independent auditors who, over the course of 6 — 9 months, reviewed
program spending as agencies administered them.

The GDRO was responsible for ensuring that appropriations and projects fell within the eligibility
requirements of all the federal funding sources available. This was a critical role because of the
claw-back provision of CRF funds, which was more difficult to comply with, given the vague federal
guidelines for CRF usage. Furthermore, CRF funds had a shorter timeline to be spent than SFRF
funds, meaning that more proactive fund management was important in preventing waste.

Less restrictive guidance around CRF usage meant there was a high potential for benefits
duplication. Thus, an important responsibility of GDRO was to keep track of all existing State
programs using federal funding to avoid overlap. Given that GDRO was the main entity in charge
of approving and tracking the use of CRF funds, it was able to centrally take stock of all State
programs and verify that they were not duplicative.

GDRO leveraged its knowledge of the diverse types of federal funds and their restrictions, working
with State agencies to identify the most suitable source and most efficient use of federal funding
for their projects. The GDRO coordinated agency spending such that the most restricted federal
money was allocated and spent first, thereby allowing the use of funds with more flexible
restrictions at a later time. For example, when state agencies came to the GDRO to verify the
eligibility of a project for federal grant funding, GDRO could identify whether the project was
eligible for FEMA or CDC grants made for specific purposes, which would be more efficient to
exhaust before turning to the more flexible CRF funds.

2.3.5. Spending SFRF Funds

In contrast to CRF funds, ARPA had stringent requirements regarding what states were allowed to
use funds for. GDRO and the Department of Community Affairs Division of Disaster Recovery and
Mitigation (DRM) were responsible for standing up SFRF-funded programs appropriated in the
annual State budget. GDRO leadership and DRM had experience navigating complex federal fund
requirements, and managed recovery programs or emergency funds during Hurricane Sandy.

DRM became the fund manager for SFRF, tracking the current spending status of state agency and
county programs using SFRF funds. While this prior expertise predisposed DRM to handle the high
number of guidelines that came with SFRF, SFRF funds were still more complex and broader in

Page 250



scope than what DRM had previously handled (which was mostly DEP-related projects during
Hurricane Sandy).

DRM administered SFRF grants to agencies in increments, in order to monitor compliance
throughout the length of the funded project and minimize wasting funds. Agencies were provided
with 25% of the total appropriation upfront, then received additional 25% after proof of correct
spending. Local jurisdictions were also required to submit spending plans and reports to DRM to
further ensure proper use of funds.

DRM'’s grant-managing capabilities were significantly increased as the result of its responsibilities
during COVID-19. Spending on emergency health needs, like vaccine and testing sites, was mostly
funded with CRF and FEMA funds, in the form of New Jersey Emergency Management grants made
to state agencies and counties.

CRF and FEMA funding was made directly to NJOEM and State Police, which then managed
disbursement to agencies and counties. Emergency grants were reimbursement-based. State
agencies and counties fronted the cost of their emergency projects, then submitted documentation
to the State Police for reimbursement. Importantly, state agencies and counties needed to follow
federal guidelines to be able to receive reimbursement for their costs. GDRO acted as a resource to
answer questions from agencies about federal requirements.

Through EO 166, the Governor Murphy established the COVID-19 Compliance and Oversight
Taskforce, led by the Office of the State Comptroller and including GDRO, to audit agency
spending during the pandemic and whether they followed state and federal requirements. The
Taskforce led trainings to educate State agencies on federal requirements and released reports of
state spending using federal funds.

3. Comparison to Other States

During the pandemic, states’ budget decisions related mostly to how they responded to immediate
fiscal uncertainty in the beginning of the pandemic and allocated federal funds in 2021 and
beyond. These decisions impacted the speed of states’ recovery as well as their post-pandemic
fiscal health. Benchmark states, which include California, Florida, Illinois, New York, Ohio,
Pennsylvania, and Virginia, ™ are thus compared based on the actions they took when it came to
2020 fiscal strategies, as well as how they spent their SFRF funds.

In summary, benchmark states generally fell into three broad categories of budgeters:

'8 Benchmark states for Chapter 5 (California, Florida, lllinois, New York, Ohio, Pennsylvania, and Virginia) were
selected based on similar population densities, population age, initial outbreak timing. Additionally, states with
diverse political leanings were chosen to showcase a range of possible priorities when it came to pandemic policies
and interventions. Addition information on the selection process can be found in Appendix.
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e States that budgeted conservatively early in the pandemic: New Jersey, Ohio, and Florida.

— Both New Jersey and Ohio decreased their planned appropriations and did not spend
more than they cut. In contrast to New Jersey, however, Ohio was a more cautious
emergency borrower, while New Jersey depended on emergency borrowing to respond
to immediate revenue shortfalls in 2020. Budgetary caution early in the pandemic
allowed both these states to later prioritize economic recovery projects with their SFRF
funds, many of which were long-term investments for the state’s economic future.

- Florida, while budgeting conservatively, took a different path later in the pandemic with
its SFRF funds. Instead of prioritizing new economic recovery projects, like New Jersey
and Ohio, Florida used most of its SFRF money for revenue replacement.

e States that made limited budgetary changes: Pennsylvania, Virginia, and lllinois.

— Pennsylvania maintained its total state funding levels in the temporary budget it passed
in 2020; later in the pandemic, the state prioritized revenue replacement with SFRF
funds.

— Virginia and lllinois also mostly maintained their budgets in the beginning of the
pandemic. Neither state made significant changes to their surplus revenue funds and
avoided significant budget cuts. Unlike Pennsylvania, however these states later spent
the biggest portion of their SFRF funds on economic impact projects , rather than
revenue replacement.

e States that were initial emergency spenders: California and New York.

— Early in the pandemic, California and New York focused on spending to address
immediate health emergency needs. This initial spending may have factored into their
later prioritization of SFRF funds for revenue replacement rather than economic
recovery projects, as their spending needed to be balanced with more revenue.

3.1. Immediate Fiscal Strategies in 2020

During the Initial Surge in early 2020, all states experienced high economic uncertainty. They
generally expected tax revenues to decline significantly because of the pandemic, and thus acted
quickly to increase liquidity and remain solvent between March and June 2020. This was especially
difficult, as many states, including New Jersey, were at the end of their annual or biennial budget
cycle.

Despite their limited resources, these states had to take immediate action and revise their budgets
on a shorter timeline than usual. These revised or temporary budgets then employed a variety of
budgeting tools to quickly respond to lost revenues, including drawing on Rainy Day Funds,
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decreasing expenditures through spending cuts or freezes, and utilizing external sources of
funding.

Modifications to the Fiscal Year Schedule

In early 2020, when COVID-19 first reached the United States, nearly all states had already released
a budget proposal for FY21. In response to the economic uncertainty of the first half of 2020, states
modified their FY21 budget plans, often through supplemental appropriations, to respond to the
emergent needs caused by the pandemic, outside the fiscal cycle. This allowed states to take
actions like using surplus reserve funds, enacting spending cuts, or budgeting for external funding
beyond what was specified in their FY21 budget plan. However, states differed in how they created
this budget cycle flexibility, and on which priorities to focus their supplemental appropriations.

Like New Jersey, both New York and Pennsylvania enacted a more flexible budget timeline, and
were therefore able to receive more economic information before planning their state’s
expenditures. Pennsylvania introduced a temporary 5-month spending plan,™ which was similar to
New Jersey's approach of extending the fiscal year. New York specified in its FY21-enacted budget
mechanisms#® to determine a more dynamic budget modification process that involved constant
monitoring of state revenues and expenditures and collaborations with the legislature to allow for
periodic adjustments to the State's fiscal plan outside of its annual budget cycle.

Unlike New Jersey, California’s modification of the fiscal cycle was mostly intended to allow for
increased spending on emergency needs. In March 2020, California passed legislation allowing the
Governor to spend up to a $1B for “any purpose related to his coronavirus emergency
declaration.”?' Subsequent supplemental appropriations were mostly used to purchase medical
supplies and care for COVID-19 patients.

Availability and Use of Surplus Reserve Funds

Generally, when states were able, they drew on their surplus reserves funds first as a means of
meeting budget shortfalls caused by the pandemic in 2020. If states had enough surplus reserve
funds available, they had less need to utilize other budget strategies, such as steeper cuts or
greater borrowing. New Jersey had relatively less reserves available at the start of the pandemic
than other states.

¥ National Association of State Budget Officers. (2020, June 26). State Work to Finalize Fiscal 2021 Budgets
(Updated October 1). Retrieved from
https://budgetblog.nasbo.org/budgetblogs/blogs/brian-sigritz/2020/06/26/states-work-to-finalize-fiscal-2021-
budgets-update

20 New York State Division of the Budget. (2021). FY 2021 Budget Publications. Retrieved from
https://www.budget.ny.gov/pubs/archive/fy21/index.html

21 KCRA. (2020, March 16). California Legislature OKs $1 billion for coronavirus. Retrieved from
https://www.kcra.com/article/california-legislature-oks-dollar1-billion-for-coronavirus/31683858
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Exhibit 1: New Jersey’s Rainy-Day fund before the pandemic was low compared to benchmark
states??

Days State Can

Rainy Day Operate On
State Fund ($) Rainy Day Fund Rainy Day Fund as % of General Expenditure Fund in FY 2019
OH 2.698 294 — 8.0%
FL 1488 16.3 _4.5%
VA 0.798 135 - 3.7%
NY 2.058 103 - 2.8%
NJ 0.42B 4.0 . 1.1%
PA 22.0M 0.2 0.1%
IL 3.6M 0.0 0.0%

Source: Pew Research Center "Fiscal Survey of the States"

Depending on factors like the size of states’ existing surplus reserve funds (“Rainy Day Funds”), and
their expectations of the amount of federal aid they would receive and when it became available,
states either emptied their surplus reserve fund entirely, withdrew a relatively small portion of it,
avoided using surplus reserve funds, or made deposits into their surplus reserve funds in
anticipation of prolonged uncertainty later in the pandemic.

New Jersey used its Rainy-Day Fund, transferring the entire $421M from the Surplus Revenue Fund,
to address budget shortfalls in FY 2020. However, even before the pandemic, its Rainy-Day Fund
had been small relative to total appropriations.

Other states withdrew a smaller portion of their surplus reserve funds. For example, Florida
exercised caution and focused more on budget cuts rather than extensively tapping into its reserve

2 Data in graph taken from the Pew. (2013, November 27). Fiscal 50: State Trends and Analysis, Retrieved from
https://www.pewtrusts.org/en/research-and-analysis/data-visualizations/2014/fiscal-50#ind5 which collected data
from the National Association of State Budget Officers. (n.d.) Archive of Fiscal Survey of the States. Retrieved from
https://www.nasbo.org/mainsite/reports-data/fiscal-survey-of-states/fiscal-survey-archives. This may differ from
budget data used in other sections of this report, which are taken directly from state budget documents, due to
reporting differences (particularly if data are reported at different points in time, and supplemental appropriations
have been enacted throughout the year).
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fund, committing a larger amount of funding into its total reserves in the FY21 budget?® than FY20
($6.3B vs $5.4B, respectively). California had significant portions in combined reserves, including its
Rainy-Day Fund, Safety Net Reserve, and Public School System Stabilization Account.?* California
utilized $8.8B for its budget needs, including $7.2B primarily from the Rainy-Day Fund. However,
this was minor compared to its total reserves levels, which was more than $23B in 2019.

New York, Virginia, Ohio, and Illinois preserved their surplus reserve funds. New York made no
deposits or withdrawals into its $2.5B emergency reserves fund in 2020. Virginia made nominal
changes to its budget reserves,®> choosing to mostly preserve reserves levels. Ohio chose to meet
its budget shortfall through spending reductions, making no withdrawals from its Budget
Stabilization Fund.?® lllinois, like New Jersey, had one of the smallest surplus reserve funds and
would not derive significant value from the fund, so did not withdraw from it. It deposited 10% of
cannabis sales into the fund.?’

Spending Cuts or Freezes

To free liquidity for projected revenue shortfalls, many states reduced spending on state programs.
These often included cutting appropriations that had been made earlier in the year for FY21. New
Jersey implemented significant budget cuts in early 2020 to address its budget shortfall (except for
COVID-19 related needs), along with a state-wide hiring freeze and deferrals in planned
department spending. Its temporary spending plan for 2020 was cautious and did not include
increased spending. States either similarly made cuts, maintained funding levels, or balanced
spending cuts with increased spending on other services, often related directly to pandemic
emergency needs.

2 Florida Office of the Governor. (2020). Statewide Overview and Taxes. Retrieved from
https://www.flgov.com/wp-content/uploads/2020/06/2020-Budget-Highlights.pdf

24 California Office of the Governor. (2020, June 29). Governor Newsom Signs 2020 Budget Act. Retrieved from
https://www.gov.ca.gov/2020/06/29/governor-newsom-signs-2020-budget-act/

2 Virginia Office of the Governor. (2020). Resources. Retrieved from
https://budget.lis.virginia.gov/sessionreport/2020/1/2210/

26 Ohio Office of the Governor. (2020, May 5). COVID-19 Update: State Budget Impact. Retrieved from
https://governor.ohio.gov/media/news-and-media/covid19-update-may-5-2020

2 Medium. (2022, March 28). Reviving the Rainy Day Fund. Retrieved from
https://medium.com/gdgf/reviving-the-rainy-day-fund-ca83841b4148
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Like New Jersey, Florida, and Ohio both decreased planned spending levels for FY21
appropriations. Florida vetoed $1.5B of the FY21 state budget it had proposed earlier in the year,
opting for spending cuts.?® 2% 30 ¥

Other states balanced spending decreases with increased spending in other areas. New York,
facing significant budget shortfalls, made reductions in state support for school districts and
Medicaid funding. However, unlike New Jersey's more conservative approach, it also enacted the
largest budget in the State’s history for FY21, with high spending on education, relief programs,
and other sectors impacted by the pandemic to prioritize recovery. California also froze certain
programs as part of its financial strategy. This decision was to address both its budget shortfall and
its increased spending on emergency response, public health, and economic recovery.

Reliance on External Sources of Funding

For states that did not utilize their Rainy-Day Fund reserves to cover projected revenue shortfalls,
external sources of revenue — often from the Federal Government — were key to remaining solvent.
Some states enacted emergency borrowing, either from the Federal Government or through a
statewide bond measure, while others relied on federal relief aid.

Like New Jersey, lllinois and New York utilized emergency borrowing. lllinois secured loans totaling
$3.2B,% while New York borrowed $11B, with $8B in short-term and $3B in long-term borrowing.

Ohio also borrowed from the Federal Government, but on a smaller scale and in a more targeted
manner. It borrowed $1.5B to pay unemployment benefits,** rather than for broad revenue
replacement.

28 Florida Office of the Governor. (2020). 2020 Veto List. Retrieved from https://www.flgov.com/wp-
content/uploads/2020/06/2020-Veto-List.pdf

29 Ohio Office of the Governor. (2020, May 5). COVID-19 Update: State Budget Impact. Retrieved from
https://governor.ohio.gov/media/news-and-media/covid19-update-may-5-2020#: ~ :text=Due%20to%20
the%20economic%20impact,which%20ends%200n%20June%2030

30 Spotlight PA. (2020, May 26). Facing Nearly $5 billion shortfall, Pa. lawmakers plan to pass short-term budget.
Retrieved from https://www.spotlightpa.org/news/2020/05/pennsylvania-short-term-budget-revenue-shortfall-
coronavirus/

31 Spotlight PA. (2020, May 26). Facing Nearly $5 billion shortfall, Pa. lawmakers plan to pass short-term budget.
Retrieved from https.//www.spotlightpa.org/news/2020/05/pennsylvania-short-term-budget-revenue-shortfall-
coronavirus/

32 llinois Office of the Governor. (2021, May 20). lllinois Leaders Agree to Early Deby Repayment Plan. Retrieved
from https://www.illinois.gov/news/press-release.23339.html#:~:text=The%20State%20borrowed%20%243.2%20
billion,0f%20the%20COVID%2D19%20pandemic

33 Ohio Office of the Governor. (2021, September 1). Ohio Pays Off Federal Unemployment Loan, Saving Employers
from Unemployment Tax Increase. Retrieved from
https://governor.ohio.gov/media/news-and-media/Ohio-Pays-Off-Federal-Unemployment-Loan-Saving-
Employers-from-Unemployment-Tax-Increase-09012021#: ~:text=(COLUMBUS%2C%200hi0)%20%2
D%2D%200hio,eligible%200hioans%20during%20the%20pandemic
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Pennsylvania, Florida, California, and Virginia avoided emergency borrowing. Pennsylvania’s
strategy centered on leveraging federal aid, particularly from the CARES Act and coronavirus relief
aid, without resorting to major new taxes or emergency borrowing. Florida’s fiscal management did
not involve emergency borrowing, as it relied on federal assistance and stable revenue streams.
California relied on a mix of reserves, federal funds, new revenues, and other financial mechanisms.
Virginia also relied on federal aid and effective reserves management.

3.2. Appropriating SFRF Funds

By the time SFRF funds became available from ARPA, states had passed the immediate budget
actions they took in 2020 to remain solvent, and many saw greater revenue collections than initially
projected. States’ budget actions in 2020 and fiscal outlooks in 2021 informed how they allocated
SFRF funds; the flexibility of SFRF funds meant that states could tailor federal funding to their
priorities and meet their short- or long-term needs. States had three key considerations regarding
how they would allocate their SFRF funds:

e Whether their appropriations would create long-term funding obligations, thereby increasing
risk of fiscal cliffs

e When they would appropriate SFRF funds, keeping in mind the deadline to do so

e What funding priorities to fund with SFRF

Risk of Fiscal Cliff

States increased their risk of future budgetary shortfalls (referred to as a “fiscal cliff") if they used
SFRF funds for recurring costs,** such as increases to the rates which they paid for Medicaid
services rather than for one-time projects, including capital investment and temporary bonus/relief
programs. Part of New Jersey's fund allocation decisions included using SFRF funds for projects
receiving one-time funding to avoid on-going dependence on finite federal funds. Some other
states, however, used SFRF funds for recurring government operations or services.

California, lllinois, New York, and Pennsylvania used SFRF funds to cover recurring costs equivalent
to 2.5% or more of their FY22 general fund expenditures, incurring a moderate to elevated risk of a
fiscal cliff. Ohio, Virginia, and Florida, along with New Jersey, were at lower risk of a fiscal cliff, as
their lump-sum allocation of SFRF funds to the general fund or to public health and safety
operations was less than 2.5% of their FY22 general fund expenditures.

3 The Volcker Alliance. (2023, September 26). On the Edge. Retrieved from https://www.volckeralliance.org/
resources/on-the-edge-0
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Amount of SFRF Funds States Have Used

SFRF funds must be obligated by December 31, 2024. As of July 2022, New Jersey had
appropriated 83% of their total SFRF funds.

By July 2022, New York, Ohio, and Virginia had appropriated less of their total SFRF funds than
New Jersey. They had respectively appropriated 36%, 65%, and 82%.

Other benchmark states had appropriated more of their total SFRF funds than New Jersey. Florida
had appropriated 96% by July 2022, while lllinois, California, and Pennsylvania had appropriated
100% of their SFRF.

Though states varied in their use of SFRF funds, all benchmark states appropriated the largest
share of their total SFRF funds for either the Negative Economic Impacts or Revenue Replacement
Expenditure Categories (Expenditure Categories defined in “Key Decisions”).

New Jersey, Ohio,* Virginia,*® and lllinois®” appropriated the largest share of their SFRF funds for
Negative Economic Impacts, which included projects such as unemployment insurance or tax
credits.

California,® Florida,* New York,“° and Pennsylvania®' appropriated the largest share of their SFRF
funds for Revenue Replacement, a broad category of spending that states can use to fill in funding
gaps from the pandemic, such as state salaries or operating expenses.

% Ohio Office of the Governor. (2023). State of Ohio Recovery Plan — State and Local Fiscal Recovery Funds 2023
Report. Retrieved from https://archives.obm.ohio.gov/Files/Budget and Planning/Ohio Recovery Plan/

SFY 2023 Recovery Plan.pdf

% Virginia Office of the Governor. (2023, July 31). Commonwealth of Virginia American Rescue Plan Act - State and
Local Fiscal Recovery Funds Recovery Plan Performance Report. Retrieved from https://www.doa.virginia.gov/
reports/AmericanRescue/Virginia-Recovery-Plan-Performance-Report-July-2023.pdf

3" llinois Office of the Governor. (2023, June 30). State of lllinois Recovery Plan — State and Local Fiscal Recovery
Fund Governor's Office of Management and Budget 2023 Report. Retrieved from https://budget.illinois.gov/
content/dam/soi/en/web/budget/documents/arpa/Final%202023%20IL%20Annual%20Recovery%20Plan%20Perfo
rmance%20Report%208.3.23.pdf

38 California Office of the Governor. (2023). California Recovery Plan — State and Local Fiscal Recovery Funds 2023
Report. Retrieved from https://dof.ca.gov/wp-content/uploads/sites/352/2023/07/2023-Recovery-Plan-FINAL-
2022-07-29.pdf

3 Florida Office of the Governor. (2022, July 31). State of Florida Recovery Plan — State and Local Fiscal Recovery
Funds 2022 Report. Retrieved from https://www.floridadisaster.org/contentassets/021d63b30a604432a77
d8905d14c1989/fl-slfrf-recovery-plan-performance-report-final-07292022.pdf

40 New York Office of the Governor. (n.d.). State and Local Fiscal Recovery Funds. Retrieved from
https://openbudget.ny.gov/covid-funding/slfrf.html

41 Pennsylvania Office of the Governor. (2023, July 31). Commonwealth of Pennsylvania Recovery Plan — State and
Local Fiscal Recovery Funds 2023 Report. Retrieved from https://www.budget.pa.gov/Publications%20and
%20Reports/ARPA/Documents/SLFRF-Recovery-Plan-Performance-Report-07-31-23.pdf
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Exhibit 2: Benchmark states either prioritized mitigating Negative Economic Impacts (like New
Jersey) or Revenue Replacement
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4. Key Strengths and Challenges

The key decisions New Jersey took to manage its budget and spending during COVID-19 (easing
fiscal impact of the pandemic, appropriating federal funds, and spending federal funds) were
implemented with varying degrees of success.

Overall, New Jersey exhibited resourcefulness in maximizing available liquidity in 2020 (e.g.,
creating a temporary budget, decreasing spending, and using emergency borrowing), and
leveraging its improved fiscal health in 2021 and beyond. It was successfully able to leverage the
federal funds it received to both target and meet its short-term needs and make investments in its
economic future.

Strength Treasury exhibited flexibility in creating a 3-month budget, despite the significant
constraints of existing infrastructure; Treasury was not equipped with a budget system that allowed
for a short timeline. Creating a temporary budget so quickly was an accomplishment, even if the
economic conditions remained uncertain through multiple budget cycles.

Strength Treasury, particularly OMB, was also successful in quickly identifying and then budgeting
the $900M of appropriations initially frozen in 2020, without having had the precedent of
“standard” areas of spending to cut.

Page 259



Strength The State’s borrowing measures freed enough liquidity for immediate revenue
replacement that the state was able to avoid steeper budget cuts in FY21 and beyond. New Jersey
successfully defended this decision before the Supreme Court.

Strength Decisions made at the beginning of the pandemic allowed New Jersey to take measures
for future fiscal resilience and preparedness in FY22 and beyond. Later fiscal measures included
investing in State reserves and adding provisions to reduce public debt.

Strength By the time ARPA funds were disbursed to states, New Jersey had less need for
immediate revenue replacement and was therefore able to utilize the flexibility of SFRF funds for
targeted investments, primarily in economic recovery.

Strength The State was careful to appropriate SFRF funds for one-time funding obligations to avoid
long-term funding dependence on the recovery funds.

Strength While the federal requirements regarding appropriate spending of federal funds were
challenging to follow, the State was generally able to establish mechanisms to effectively spend
federal aid. New Jersey was able to effectively disburse and spend the entire amount of CRF funds
it received, despite the short timeline to do so and vague federal requirements.

Strength New Jersey set up GDRO and DCA DDRM such that it effectively incorporated lessons
learned and capabilities from Hurricane Sandy. The two agencies’ experiences in managing
recovery funds from Hurricane Sandy made them well-positioned to interpret the robust set of
federal requirements associated with SFRF funds.

Strength New Jersey successfully made improvements to Integrity Monitors and other compliance
programs after Hurricane Sandy. For example, the amount of time IMs were obligated to review
spending was shortened to either 6 or 9 months; it was possible for IMs to conduct reviews
indefinitely for Sandy programs. Furthermore, the use of IMs was a general success in ensuring that
departments were compliant, particularly as some departments lacked the capacity to manage the
influx of federal funds. IMs helped to ensure that funds were allocated and spent appropriately.

Challenge The absence of robust emergency reserve funds meant that New Jersey had limited
options to address sudden revenue declines in the face of an emergency. Other means of
increasing liquidity, like tax increases or spending cuts, do not show immediate results in an
emergency. It would not have been possible to raise revenues through higher taxes in time to
respond to the first wave of the pandemic. The State’s spending cuts were not drastic enough to
fully cover projected revenue losses from economic disruption, nor could they be without
significantly impacting government services. Furthermore, New Jersey's reliance on the gross
income tax for its revenues meant that economic uncertainty presented heightened volatility for
the State’s liquidity.

Challenge Although Treasury was flexible in creating a top-down state plan to cut spending (in
both the $900M appropriations freeze and cuts for the subsequent FY21 budget), agencies found it
difficult to follow Treasury's direction to choose further program cuts on the timeline provided.
Some agencies, for example, support most of their programs with federal funds, meaning they
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have limited options to save state funds. Given the short timeline, agencies found it challenging to
shift their operations to meet spending cuts.

Challenge The State’s emergency grant management capabilities prior to the pandemic were not
extensive and demanded expansion during COVID-19. While the State had prior experience
managing emergency funds during Hurricane Sandy, there was confusion about which state
agency would act as the grant manager during COVID-19, and approve and track the use of federal
emergency relief and recovery funding. While the DCA’s DDRM had managed FEMA recovery
funds during Sandy, this was not institutionalized. When CARES Act funds first became available,
the responsibility initially fell to Treasury although it did not have the necessary infrastructure to act
as a grants manager. Even after DCA’'s DDRM and GDRO were designated federal funds managers,
the State’s recovery fund management infrastructure could have been expanded with more staff,
particularly with individuals well-experienced in grant processes.

Despite the chaos of economic uncertainty and significant revenue loss in the Initial Surge, the
State was ultimately able to overcome its fiscal challenges. While most states made short-term
modifications to their budgeting processes to respond to immediate revenue loss in 2020, doing
so was taxing in New Jersey, as the State did not have the existing infrastructure to make shorter
temporary budgets. New Jersey's lack of a robust Surplus Revenue Fund in 2020 significantly
limited its options to respond to economic and fiscal uncertainty, pushing it to instead rely on
emergency borrowing. By 2021, its revenue losses were much less severe than initially anticipated,
which allowed the State more flexibility to make longer-term investments, prioritizing economic
recovery and equity with SFRF funds to a greater extent than some other states using SFRF funds
for more immediate revenue losses.

For further discussion on how to respond to these issues, see Recommendation 33 in Chapter 7.
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5. Appendix

A-1 Chronology of Events in New Jersey

The following is a chronology of events related to New Jersey's budgeting during the COVID-19
pandemic.

Initial Surge (March 2020 to June 2020)

e February 25, 2020: The first State budget for FY21 was introduced.

e March 16, 2020: Treasury reported that February revenue collections for major taxes were up
9.4% compared to February 2019, and 6.4% year-to-date (YTD) compared to the same
period the prior year. Treasury monitored closely the evolving situation surrounding COVID-
19 and sharp declines in the stock market.

e March 23, 2020: Treasury provided its first “voluntary disclosure” update about the State of
New Jersey's fiscal health and spending plan. It announced that it would freeze $900M of
appropriations to place into reserves. As a result, various state programs, including college
tuition assistance and the Homestead Benefit Program, stopped operating.

e March 25, 2020: Congress passed the Coronavirus Aid, Relief, and Economic Security (CARES)
Act, providing fast and direct economic assistance for American workers, facilities, small
businesses, and industries. The CARES Act implemented a variety of programs to address
pandemic-related issues. Among the full breadth of funds established, the CARES Act created
the $150B Coronavirus Relief Fund (CRF), which made federal aid payments to states. New
Jersey received $2.4B in federal CRF funds. The Treasury Office of Management and Budget
was tasked with overseeing and fully expending the entire $2.4B of CRF aid awarded by the
Federal Government.

e April 14, 2020: Governor Murphy signed the COVID-19 Fiscal Mitigation Act into law,
extending FY20 to end on September 30 rather than on June 30. This extension allowed the
State to create a temporary budget for the months of July through September 2020. It also
pushed back tax filing deadlines.

e April 15, 2020: Treasury reported that March revenue collections for major taxes were 3.6%
higher than those of the previous March, and 3.2% YTD compared to the same period the
year prior. Treasury expected that the impact of COVID-19 on the State’s finances would
likely start to materialize the following month, as many major revenues report with a 1-month
lag. The Governor and Legislature agreed to extend the April 15 tax filings and payments to
July 15 to mirror the federal extension, which would likely postpone billions of dollars in tax
collections.

e May 13, 2020: Treasury reported that April revenue collections for major taxes were down an
unprecedented 59.7% below the previous April and down 8.1% YTD, compared to the same
period the year prior. April revenue collections largely reflected March economic behavior
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and the social and commercial restrictions implemented due to COVID-19, as well as the
extension of the tax filing and payment deadline from April 15 to July 15.

e May 13, 2020: Treasury provided an update on projected revenue, estimating a combined
$10.104B revenue shortfall over the remaining months of FY20 through the end of FY21. FY20
budget revenues of $36.708B were projected to be $2.757B, or 7%, lower than previously
announced. FY21 budget revenues of $33.815B were projected to be $7.346B, or 17.8%, lower
than previously announced.

e May 22, 2020: Treasury announced that it had taken initial steps to ensure that the State
would remain in a solvent financial position. These steps included a review of State spending,
placement of approximately $1B into reserve, transfer of the entire $421M Surplus Revenue
Fund into the General Fund, and implementing a statewide hiring freeze. The administration
also proposed to decrease planned spending by more than $5B.

e May 28, 2020: Treasury testified before the New Jersey Assembly Budget Committee (the
legislative subcommittee that debates and votes on budget proposals from the Executive
Branch). Treasury presented its revised budget projections and a spending plan for the
temporary 3-month budget period. Without federal guidance on how CARES Act funds could
be spent, the spending plan was preliminary at that time.

e June 12, 2020: Treasury reported that May revenue collections were down 13.5% below the
previous May and down 8.5% YTD compared to the same period the year prior. Treasury also
reduced the FY 2020 revenue forecast by $2.7B due to fallout from the pandemic.

e June 30, 2020: Governor Murphy signed a 3-month budget for the extended 2020 fiscal year.

Second Surge (July 2020 to May 2021)

e July 16, 2020: Governor Murphy signed the New Jersey COVID-19 Emergency Bond Act,
which authorized more than $9B in emergency borrowing from the Federal Government.

e July 17, 2020: Governor Murphy issued EO 166, which aimed to ensure greater oversight and
accountability in the State’s administration of federal funding. Treasury reported that June
revenue collections were down 14.7% below the previous June and down 9.2% YTD
compared to the same period in the prior year.

e August 12, 2020: The COVID-19 Emergency Bond Act was contested in the Supreme Court;
the Court found it lawful.

e August 13, 2020: Treasury reported that July revenue collections were up 120.1% over the
previous July, representing anticipated and inflated growth due to the change in State law
that allowed taxpayers to defer certain payments from April to July, given the COVID-19
pandemic. Total collections were down 1.8% YTD compared to the same period in the year
prior.

e August 25, 2020: Governor Murphy announced a revised budget proposal for FY 2021,
addressing spending for the 9-month period from October 1, 2020 to June 30, 2021. The
revised budget included targeted cuts across State government, revenue raisers, an
emergency borrowing proposal, and additional plans to invest federal funding. It also
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proposed to borrow $4B to help address the massive economic fallout from the pandemic
and better position the State to weather future public health and economic uncertainties.
September 16, 2020: Treasury reported that August revenue collections were down 5.7%
below the previous August and down 14.9% YTD compared to the same period in the year
prior.

September 22, 2020: Treasury announced that the State was authorized to issue up to $4.5B
in General Obligation (GO) bonds to help navigate the steep decline in State revenue due to
the COVID-19 pandemic.

September 29, 2020: Governor Murphy signed the state budget for FY21, which included
revenue-raising measures like tax increases on high-income earners.

October 15, 2020: Treasury reported that September revenue collections were down 4.4%
below the previous September and down 8.7% YTD compared to the same period in the year
prior.

November 6, 2020: Governor Murphy issued a revenue certification, as required before any
General Obligation bonds can be issued. The overall revenue outlook was $398M above the
amount certified in the FY 2021 Appropriations Act at the end of September 2020.
November 18, 2020: Treasury reported that October revenue collections were down 5.2%
below the previous October and down 7.7% YTD, compared to the same period in the year
prior.

December 15, 2020: Treasury reported that November revenue collections were up 5.8%
above the previous November and down 5% YTD, compared to the same period the year
prior. This November's collections were buoyed by changes to the Gross Income Tax and
Petroleum Products Gross Receipts Tax; otherwise, revenues would have declined in
November.

December 30, 2020: Initial deadline for spending CRF funds provided through the CARES Act.
January 20, 2021: Treasury reported that December revenue collections were up 44.8% above
the previous December and up 5.6% YTD, compared to the same period the year prior.
Growth was largely due to the new Pass-Through Business Alternative Income Tax (PT-BAIT)
that the state enacted the previous January.

February 16, 2021: Treasury reported that January revenue collections were up 0.3% above
the previous January and up 4.4% YTD, compared to the same period the year prior.
Treasury also noted that revenue collections continued to be substantially higher than the
previous year, primarily because of the new PT-BAIT law.

March 12, 2021: Treasury reported that February revenue collections were up 7.4% above the
previous February and up 4.8% YTD, compared to the same period the year prior. YTD FY
2021 revenue growth was in line with the recently revised year-end growth targets that had
been released by the Governor in February.

April 16, 2021: Treasury reported that March revenue collections were up 49.4% over the
previous March and up 8.6% YTD, compared to the same period the year prior. The new PT-
BAIT accounted for nearly three-quarters of the YTD revenue increase. In addition, federal
stimulus enacted the previous year and the improved COVID-19 outlook strengthened
economic activity and enhanced tax collections.
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e March 11, 2021: President Biden signed the American Rescue Plan into law, establishing the
Coronavirus State and Local Fiscal Recovery Funds and giving $350B in relief funding to state
and local governments.

e May 14, 2021: Treasury reported that April revenue collections were up 90.5% over the
previous April, which had been severely impacted by widespread economic shutdown and
deferred taxpayer filings. YTD revenue collections were up 16.3%, compared to the same
period the year prior.

Delta & Omicron Wave (June 2021 to March 2022)

e June 9, 2021: The New Jersey State Treasurer announced that revenue collections were
expected to hit an all-time high, bolstered by economic activity that had recovered more
than a year earlier than national forecasters had predicted. Treasury projected that baseline
revenues for FY 2021 would reach almost $44B (excluding COVID-19 Emergency Borrowing
proceeds), compared to the FY 2019 pre-pandemic peak of $38.3B.

e June 29, 2021: Governor Murphy signed the State’s FY22 budget into law.

e August 13, 2021: Treasury reported that July revenue collections were down 51.5% below last
July. This decline was anticipated since last July was atypical with heightened collections from
the extension of the tax filing deadline from April 15 to July 15. Total revenues YTD were up
16.9% compared to the same period the year prior.

e December 31, 2021: The Consolidated Appropriations Act of 2021 extended the deadline for
spending CRF funds to December 31, 2022.

e February 14, 2022: Treasury reported that January revenue collections were up 15.2% above
the previous January and up 21.7% YTD, compared to the same period the year prior.
Treasury expected revenue growth to slow in second half of FY 2022 due to PT-BAIT credit
claims that were due, as well as new or expanded tax relief programs enacted in budget.
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5.5 Personal Protective Equipment

1. Context and Summary

From the onset of the pandemic, it quickly became apparent that COVID-19 was an extremely
contagious disease. Coupled with the virus' severity — particularly for the first strains that entered
the U.S. — personal protective equipment (PPE), including gloves, gowns, surgical masks, N95
masks, and face shields, was vital in preventing transmission and protecting healthcare workers and
the general population. Given the rapid and unexpected spread of COVID-19 within the country,
there was an urgent need to secure large quantities of PPE.

Because New Jersey was one of the first states to experience a peak in COVID-19 cases during the
Initial Surge period, its hospital systems experienced more significant PPE demand earlier in the
pandemic. As a result, the State played a very active role in procuring PPE for its own agencies and
the statewide healthcare system, including hospitals, long-term care facilities, and Veterans’ homes.

Going into the pandemic, New Jersey's stockpile of PPE was inadequate. As a result, the State took
an ad hoc approach in response to the growing demand. On or around March 23, 2020, New
Jersey centralized PPE procurement for the State to avoid competition for supply and to allow the
New Jersey's Department of Health (NJDOH) and New Jersey's Office of Emergency Management
(NJOEM) to direct PPE to where they assessed it was most needed. Shortly thereafter, on March 26,
2020, New Jersey also announced the launch of its PPE donation program, where interested parties
could submit donation offers through an online portal from which the State could route the
donations to identified recipients. By April 30, 2020, NJOEM secured a decontamination system to
assist with the decontamination and preservation of N95 respirators statewide.

State and Federal Supply Chain Breakdowns

Before the pandemic, the U.S. had relied heavily on global supply chains for most materials related
to PPE. For example, in 2019, more than 70% of PPE came from China. However, existing supply
chains had limited capacity to keep up with a simultaneous and rapid increase in global demand
for PPE. In addition, as COVID-19 spread globally, outbreaks occurred in the regions where much
of the world’s PPE was manufactured. AlImost immediately, global supply chains collapsed as
manufacturing facilities abroad shuttered.

Existing emergency PPE supplies stockpiled by the U.S. federal government, individual states, and
healthcare facilities were inadequate for the sheer spread and duration of the COVID-19 pandemic.
Pre-COVID-19, the acute healthcare community would use roughly 25 million N-95 masks annually.
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By July 2020, 4 months into the COVID-19 pandemic, the healthcare community had gone through
more than 300 million."

The urgency to secure an adequate PPE supply became a top priority as the world grappled with
the unprecedented challenges posed by the pandemic. In New Jersey, at the forefront of COVID-
19's entry into the U.S., reports emerged that healthcare workers were wearing trash bags as
gowns, trying to disinfect and reuse single-use equipment, and using masks and gloves after they
no longer were effective. Despite the lack of adequate protection, healthcare workers were treating
sick patients and put at significantly heightened risk of contracting COVID-19. During the height of
the Initial Surge in New Jersey, when thousands of people were dying weekly, healthcare workers
were putting their own lives at risk to treat a disease that even the CDC knew little about. The lack
of PPE had a direct impact on the number of people who contracted COVID-19, and as a result,
meant that shortages led to higher death rates.

According to a survey conducted by the Health Professionals and Allied Employees (HPAE) union,
the majority of New Jersey healthcare workers surveyed reported providing direct patient care to
COVID-19 patients without appropriate PPE during the initial stages of COVID-19, with 63%
reporting using their own PPE at work to stay safe, and 78% percent reusing their N95 respirators
(against protocol and safety standards). The HPAE survey results further revealed that some
healthcare workers were required to return to work before the federal guidelines for quarantine
were announced. They were discouraged from using protective masks in the early days of the
pandemic due to it sending the “wrong message” and scaring people. According to the President
of the HPAE:

"The critical failure to develop standard pandemic plans and keep supplies stockpiled, along
with a defunded system, left us, the front-line caregivers, unprotected and exposed."?

As discussed in more detail in Chapter 6 Congregate Settings, the lack of PPE and inconsistent
policies regarding its usage also became prominent issues for the State’s Veterans homes and
other long-term care facilities (LTCFs) early in the pandemic. For example, in March 2020, the CEO
of New Jersey Veterans Memorial Home at Menlo Park advised staff not to wear masks. This
contradicted emerging public health advice but reflected concerns about the limited supply of
masks in the facility. Although the State prioritized LTCFs in its allocation of PPE, the amount
distributed was not enough to prevent the high number of deaths in these high-risk settings, and
New Jersey ultimately faced criticism and challenges for prioritizing hospitals over LTCFs for PPE
distribution.

TKing, R. (2020, July 10). Hospitals turn to reprocessing to shore up PPE stockpile as COVID-19 cases rise.
FierceHealthcare. Retrieved from https://www.fiercehealthcare.com/hospitals/hospitals-turn-to-reprocessing-to-
shore-up-ppe-stockpile-as-covid-19-cases-rise

2 Health Professionals and Allied Employees. (2020, October). COVID-19 White Paper. Retrieved from
https://www.hpae.org/wp-content/uploads/2020/10/HPAE-COVID-19-White-Paper FINAL Revl.pdf
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Increasing Access to PPE Amid Shortages

In March 2020, because of the shortage of PPE, the Trump Administration issued a ban on PPE
exports to preserve domestic supply. The federal government also offered economic incentives for
firms to produce PPE, including increasing production through the Defense Production Act and
partnering with private companies that committed to producing PPE. However, these measures did
not resolve the nationwide PPE shortage during the pandemic’s initial stages. As a result,
governments, hospitals, and the public began competing for limited supply. The widespread
shortages of PPE included masks, gloves, gowns, coveralls/protective suits, and face shields.

Like many other states, New Jersey did not have an adequate PPE stockpile before COVID-19, and
much of the available PPE in those already limited stockpiles had expired and was unusable.> While
the State had disaster response contracts in place in the wake of Hurricane Sandy,” these
contracts® were no match for the massive increase in demand for PPE in New Jersey during the first
wave of the pandemic. New Jersey received PPE directly from the federal government.® However,
the supply was insufficient to meet the influx of PPE demand the State faced. With limited federal
support, states often had to compete with one another (and occasionally the federal government)
to secure the PPE they all required.

During this phase, states did everything and anything they could to secure PPE — they worked with
established suppliers and sourced new ones. They also incentivized local PPE production, solicited
donations, and requisitioned supplies statewide. States also developed guidance about extending
the life of PPE via reuse, sanitization, and other emergency measures. States developed many ad
hoc solutions as they raced to meet urgent demand. In New Jersey, the state government
coordinated with other Northeast states to align messaging on PPE mandates and
recommendations.

Inevitably, when that demand could not be fully met, there was also a need to prioritize allocating
available equipment. This necessitated developing guidelines and protocols for equitable
distribution and to ensure that PPE reached those in urgent need. New Jersey initially prioritized
healthcare workers, first responders, and other frontline workers at higher risk of exposure to
COVID-19.

3 At present, the NJOEM is estimated to hold approximately six months’ worth of PPE in inventory. Some other
agencies continue to maintain their own stockpiles as well, including New Jersey Transit, DEP (6 months’ worth),
and DHS' Division of Developmental Disabilities (3 months’ worth).

* These disaster response contracts were put in place by DPP. Additional information can be found in Section 5.15
Procurement.

> Several State departments were regular purchasers of PPE, and there were facility-specific stockpiles. However,
this differed greatly; for example, the Department of Children and Families (DCF) had approximately two hundred
and four (204) N95s in total, and the NJOEM maintained a modest inventory of specialized PPE for chemical and
biological hazard threats for its own staff, while the Department of Human Services (DHS) had dispersed supplies
and their own contractual arrangements with vendors.

& By May 15, 2020, the federal government had provided the State with approximately 3.5 million N95 respirators,
7.1 million gloves, 0.5 million face shields, 1.3 million surgical masks, and over 1,000 ventilators.

Page 270



At the same time, in an attempt to help preserve the PPE supply for healthcare and frontline
workers, the federal government issued guidance discouraging the public from purchasing N95
and surgical masks. This resulted in conflicting guidance from the federal government on whether
wearing masks was effective.

Ensuring Continued Access to PPE

In summer 2020, as cases decreased, states had an opportunity to formalize a system that could
reliably provide PPE in the face of future COVID-19 surges or global supply chain collapses. They
defined stockpile goals for government agencies, healthcare systems, and other state-run facilities,
formalized warehousing contracts and operations, and optimized distribution. In addition to their
strategic stockpiles, most states, including New Jersey, required healthcare providers to maintain a
minimum operational inventory of PPE and report the levels in their stock regularly. These
regulations were designed to ensure that healthcare providers had adequate supplies of PPE to
protect themselves and their patients.

As global PPE supply chains recovered through the summer and autumn of 2020, states turned
their attention from securing scarce items to orchestrating large-scale distribution in areas, like
schools, that needed a large and consistent supply of PPE. When the federal government'’s
declared Public Health Emergency ended, states also had to grapple with the significant costs of
maintaining and warehousing large stockpiles that would no longer be eligible for federal funding.

These distinct phases of response and associated decision-making are captured in the following
sections. They reflect the phased nature of the response and how decision-making had to be
cyclical. The procurement, warehousing, and distribution of PPE placed significant operational
burdens on s