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The international community has witnessed the emer-
gence of novel coronavirus–associated respiratory

diseases, including severe acute respiratory syndrome
(SARS) in 2002 to 2003 and Middle East respiratory syn-
drome (MERS) in 2012 to 2013. In 2014, Ebola emerged
in western Africa, where it had not previously been seen.
Now, 18 years after SARS, we are in the midst of an epi-
demic known as coronavirus disease 2019 (COVID-19),
caused by the novel SARS coronavirus 2 (SARS-CoV-2).
With these infections come significant morbidity and mor-
tality, tremendous health care disruptions and resource
use, and collateral economic and societal costs.

In the first 6 weeks of the current epidemic, the
number of cases of COVID-19 has surpassed those of
SARS and MERS during the course of those epidemics,
raising questions about strategies to control the spread
of infection. A major strategy has focused on “macro”
public health responses, such as travel restrictions,
public gathering and school closures, and city quaran-
tines. However, experience with other respiratory vi-
ruses suggests that travel restrictions have a limited
effect. Mateus and colleagues (1) found that such re-
strictions decreased new cases of influenza by only 3%
and delayed but did not prevent influenza epidemics.
Similarly, Errett and colleagues (2) identified minimal
evidence to support the effectiveness of travel bans as
a control measure for emerging infectious diseases.
Read and colleagues (3) suggest that, because only 5%
of infections have been identified, even a travel reduc-
tion that is 99% effective may reduce the epidemic out-
side Wuhan province by no more than 24.9%. Other
investigators (4) estimate that almost 59 000 cases oc-
curred in Wuhan and 3500 in other regions of China
before the travel ban was implemented. Hence, the
ban may simply reduce the progression of the outbreak
by only 3 to 5 days within China. Finally, a recent report
(5) suggests that 46% of cases would be missed by
airport-based screening because of COVID-19's incu-
bation period, the spectrum of symptoms, and the time
during the incubation period in which persons may fly.
Available data specific to COVID-19 suggest that
screening and restricting travelers may have a limited
effect on containment.

Because travel interventions will not prevent trans-
mission to new regions, vigilant infection control mea-
sures are critical: aggressive patient screening, active
contact tracing, and isolation. Ebola, SARS, MERS, and
COVID-19 all have nonspecific clinical presentations,
but each emerged in a specific geographic area, and
the epidemiologic links to these regions were key in
guiding clinicians to implement proper barrier protec-
tions and patient evaluation. This led public health

agencies, including the World Health Organization and 
U.S. Centers for Disease Control and Prevention, to rec-
ommend a systematic approach to patients presenting 
with a relevant exposure and symptoms of an acute 
respiratory viral infection, such as SARS-CoV or MERS-
CoV. Early recognition of potential cases was critical in 
limiting transmission by enabling enhanced prevention 
and control of infections and preemptive care. Mathe-
matical models developed during the SARS and MERS 
outbreaks support the effectiveness of such strategies. 
Identifying patients with potential exposure or symp-
toms facilitated prompt isolation and, in health care set-
tings, led to additional prevention and case-finding 
measures. Of note, it triggered health care personnel 
to use personal protective equipment, patient isolation, 
and hand hygiene. In the SARS outbreak, these mea-
sures prevented transmission of SARS-CoV even with-
out the availability of effective vaccines and therapy. 
Indeed, these interventions have demonstrated supe-
rior efficacy over travel restrictions: Respiratory virus 
infections were reduced by 46% through hand hygiene, 
77%through masks or respirators, and 32% to 33% 
through gowns and gloves (6).

Climate change, increasing global travel, and an
evolving human–animal interface are likely to increase
the frequency of novel infectious diseases. Although
early identification of acute respiratory viral illness is
key to trigger actions to interrupt the chain of transmis-
sion, it is often delayed. Surveillance systems using ar-
tificial intelligence are promising, as is more effective
personal protective equipment, but patient vital signs
are available now as powerful indicators of how quickly
we need to intervene and what path to take.

Vital signs—temperature, heart rate, respiratory
rate, and blood pressure—help us assess a patient's
health status, triage the patient to appropriate care, de-
termine potential diagnoses, and predict recovery.
Given the increasing frequency of emerging infectious
diseases that are geographically linked, is it time to add
a “fifth vital sign”? A simple, targeted travel history can
help us put symptoms of infection in context and trig-
ger us to take a more detailed history, do appropriate
testing, and rapidly implement protective measures. An
expanded set of vital signs may signal a lurking com-
municable infection and flag potential risks to health
care personnel and other patients. Furthermore, elec-
tronic health records can integrate travel history with
computerized decision support to suggest specific di-
agnoses in febrile returning travelers (7, 8).

The lessons from SARS, MERS, and Ebola tell us
that early case identification is critical to protect both
patients and those caring for them. In 2014, a patient
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presented to a Dallas emergency department after re-
turning from Liberia with low-grade fever, abdominal
pain, dizziness, nausea, and headache (9). The patient
had Ebola. Because clinicians did not obtain the 1 po-
tentially distinguishing clinical clue—a travel history—
patient and caregiver well-being was compromised.

All members of the health care team need training
on how to integrate key epidemiologic information,
such as travel history, into their risk assessments, in the
same way they are trained to ask about tobacco expo-
sure to assess risks for cancer and heart disease. They
need a simple script to elicit clues for emerging infec-
tious diseases and must be informed about current
emerging pathogenic threats, such as COVID-19. Travel
history could serve as a warning sign that prompts protec-
tive measures. Of course, we must implement such a
change thoughtfully, with attention to unintended conse-
quences—as shown by the inclusion of pain scores as a
vital sign, which may have contributed to the opioid mis-
use crisis. However, we believe that the urgent threat of
communicable diseases makes collection of travel history
necessary. The current novel coronavirus is a troublesome
reminder—on the heels of SARS, MERS, and Ebola—that
national, regional, and institutional planning must learn
from the past and remain vigilant and focused on vital
measures to protect us all.
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