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Abstract
Background

The Coronavirus Disease 2019 (COVID-19) pandemic, caused by Severe Acute Respira-
tory Syndrome Coronavirus 2 (SARS-CoV-2), evolved rapidly in the United States. This
report describes the demographic, clinical, and epidemiologic characteristics of 544 U.S.
persons under investigation (PUI) for COVID-19 with complete SARS-CoV-2 testing in the
beginning stages of the pandemic from January 17 through February 29, 2020.

Methods

In this surveillance cohort, the U.S. Centers for Disease Control and Prevention (CDC) pro-
vided consultation to public health and healthcare professionals to identify PUI for SARS-
CoV-2 testing by quantitative real-time reverse-transcription PCR. Demographic, clinical,
and epidemiologic characteristics of PUI were reported by public health and healthcare pro-
fessionals during consultation with on-call CDC clinicians and subsequent submission of a
CDC PUI Report Form. Characteristics of laboratory-negative and laboratory-positive per-
sons were summarized as proportions for the period of January 17-February 29, and char-
acteristics of all PUl were compared before and after February 12 using prevalence ratios.

Results

A total of 36 PUI tested positive for SARS-CoV-2 and were classified as confirmed cases.
Confirmed cases and PUI testing negative for SARS-CoV-2 had similar demographic,
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state and date of positive test or date report to
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clinical, and epidemiologic characteristics. Consistent with changes in PUI evaluation crite-
ria, 88% (13/15) of confirmed cases detected before February 12, 2020, reported travel
from China. After February 12, 57% (12/21) of confirmed cases reported no known travel- or
contact-related exposures.

Conclusions

These findings can inform preparedness for future pandemics, including capacity for rapid
expansion of novel diagnostic tests to accommodate broad surveillance strategies to assess
community transmission, including potential contributions from asymptomatic and presymp-
tomatic infections.

Introduction

The pandemic of Coronavirus Disease 2019 (COVID-19), caused by Severe Acute Respiratory
Syndrome Coronavirus 2 (SARS-CoV-2), evolved rapidly after the first cases were reported in
Wuhan, Hubei Province, China, in December 2019. By February 29, 2020, 85,403 confirmed
COVID-19 cases were reported globally: 66,337 from Hubei Province, China, 13,057 from
other provinces in China, and 6,009 from 53 other countries [1]. During February, COVID-19
transmission globally was shifting from importation by travelers from China to sustained
within-country community transmission and importation from countries other than China
[2]. By March 11, 2020, COVID-19 had been detected in 113 countries and the World Health
Organization (WHO) declared the COVID-19 outbreak a global pandemic [3]. Aggressive
containment measures were implemented in the United States to slow COVID-19 introduc-
tion, including screening travelers entering the United States, restrictions on international
travel outbound from the United States, quarantine of persons thought to be exposed to
COVID-19, isolation of laboratory-confirmed COVID-19 cases, and contact tracing [4, 5].

In the early stages of the pandemic, the U.S. Centers for Disease Control and Prevention
(CDC) worked with state, local, and territorial partners to identify and test persons thought to
be at risk for COVID-19 using the CDC COVID-19 persons under investigation (PUI) evalua-
tion criteria (Table 1) [6]. This report describes demographic, clinical, and epidemiologic char-
acteristics among 544 PUI reported to the CDC during January 17-February 29, 2020,
including 36 confirmed COVID-19 cases.

Materials and methods
Study design and participants

The surveillance cohort consisted of PUI reported to CDC by public health officials and
healthcare personnel during January 17-February 29, 2020. CDC on-call clinicians provided
consultation to state, local, and territorial health department officials and healthcare personnel
to make case-by-case determinations of COVID-19 risk and facilitated subsequent testing for
SARS-CoV-2.

PUI determination and SARS-CoV-2 testing recommendation was guided by the CDC
COVID-19 PUI evaluation criteria (Table 1), which were developed by CDC and subject to
clinical judgement. PUI evaluation criteria changed according to the evolving understanding
of signs, symptoms, and epidemiologic exposures thought to be associated with COVID-19.
On January 31, the travel-related exposure criterion expanded from Wuhan, Hubei Province,
China, to all regions of China [6]. On February 12, a criterion was added as a footnote for
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Table 1. CDC COVID-19 persons under investigation evaluation criteria, United States, January 17-February 29, 2020°.

Date Signs and symptomsb AND | Epidemiologic exposure*
January 17- | Fever AND | History of travel from Wuhan
31 AND OR
Symptoms of lower respiratory tract illness Close contact with a U.S. laboratory-

February Fever
1-12 OR

confirmed COVID-19 case or ill PUI

AND | Close contact with a U.S. laboratory-
confirmed COVID-19 case

Symptoms of lower respiratory illness

Fever
AND

AND | Travel from Hubei Province, China

Symptoms of lower respiratory illness

Fever
AND

AND | Travel from mainland China

Symptoms of lower respiratory illness requiring hospitalization

February 13- | Fever
27¢ OR

AND | Close contact with a U.S. laboratory-
confirmed COVID-19 case

Symptoms of lower respiratory illness

Fever
AND

AND | Travel from Hubei Province, China

Symptoms of lower respiratory illness

Fever
AND

AND | Travel from mainland China

Symptoms of lower respiratory illness requiring hospitalization

February 28- | Fever
29 OR

AND | Close contact with a U.S. laboratory-
confirmed COVID-19 case

Symptoms of lower respiratory illness

Fever
AND

AND | Travel from affected geographic areas®

Symptoms of lower respiratory illness

Fever with severe acute lower respiratory illness (e.g., pneumonia, acute respiratory distress AND | No known exposure
syndrome) requiring hospitalization and without alternative explanatory diagnosis (e.g.,

influenza)

*The criteria are intended to serve as guidance for evaluation. Patients were evaluated and discussed with public health departments on a case-by-case basis.

"Signs and symptoms of lower respiratory illness included cough, shortness of breath, tachypnea, hypoxemia, or infiltrate observed on chest x-ray.

“Epidemiologic exposure must have occurred within the 14 days preceding illness onset.

40n February 12, a modification was added in the form of a footnote; this change was for addition of a criterion for patients with severe unexplained respiratory illness,

regardless of epidemiologic exposures. This modification was implemented on February 13 and added to the main body of the PUI evaluation criteria on February 28.

€As of February 29, affected geographic areas were China, Iran, Italy, Japan, and South Korea. Affected geographic areas expanded as the outbreak evolved.

https://doi.org/10.1371/journal.pone.0249901.t001

patients with severe unexplained respiratory illness, regardless of epidemiologic exposures. On
February 28, the travel-related exposure criterion was further expanded to include any geo-
graphic area affected by COVID-19, and the criterion for patients with severe unexplained
respiratory illness, regardless of epidemiologic exposures, was added to the main body of the
listed criteria [7]. After further local investigation, some persons initially reccommended for
SARS-CoV-2 testing were ultimately determined to not be PUI by state, local, or territorial
public health officials for various reasons, including alternative explanation for symptoms or
lack of known exposures. No SARS-CoV-2 testing was performed for these individuals.
Respiratory specimens were collected from all PUI for SARS-CoV-2 testing (i.e., nasopha-
ryngeal and oropharyngeal swabs for all, sputum for PUI with productive cough, and bronch-
oalveolar lavage if clinically indicated). PUI identified in association with the SARS-CoV-2
outbreak on the Diamond Princess cruise ship were expected to have unique epidemiologic
characteristics in comparison to other PUI and therefore were excluded from this analysis [8].
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Data collection

State, local, and territorial health department officials and healthcare personnel from local hos-
pitals reported demographic, clinical, and epidemiologic data on PUI during consultation with
on-call CDC clinicians and by subsequent submission of a CDC PUI Report Form [9]. Data
elements included sex, age, healthcare personnel status, travel history, close contact with U.S.
laboratory-confirmed COVID-19 cases, hospitalization, presenting signs and symptoms, and
diagnoses for pneumonia or acute respiratory distress syndrome.

When possible, CDC data managers contacted public health professionals or healthcare
personnel initially reporting PUI to complete missing data elements. Discrepancies between
consultation call data and CDC PUI Report Form data were addressed through consultation
with submitting health departments; when this was not possible, the source most directly con-
nected to the PUT was used.

Quantitative real-time reverse transcription PCR for SARS-CoV-2
detection and reporting

All SARS-CoV-2 diagnostic testing was performed using quantitative real-time reverse-tran-
scription PCR (RT-qPCR) as described previously [10]. Data for laboratory testing results
reported to CDC as of March 9 were included in this analysis.

CDC laboratories performed nearly all SARS-CoV-2 testing during the surveillance period
and reported results to the CDC PUI Team. Between February 6, 2020 and February 28, 2020,
two states were performing SARS-CoV-2 testing independent of CDC. From February 28,
2020 to March 2, 2020, 35 laboratories in 26 U.S. states began performing SARS-CoV-2 testing
independently; for these samples, only positive results were reported to CDC. Laboratory
results were considered missing if testing was performed locally and a result was not commu-
nicated to CDC or if inconsistent or missing information in linking variables did not allow for
matching between CDC laboratory and epidemiologic databases.

Data analysis

Individuals determined to be a PUI from January 17-February 29, 2020 were included in this
analysis. The presence of symptoms was indicated by a check box on data collection instru-
ments; a checked box indicated the symptom was reported whereas an unchecked

box indicated that the symptom was either not reported or missing. All analyses were con-
ducted as “present” or “no/missing”. All PUI were classified by case type and test status. Com-
munity spread was defined as PUI with neither travel- nor contact-related exposures reported.
Characteristics of laboratory-negative PUI and confirmed COVID-19 cases were summarized
as percentage or means and ranges for the period of January 17—February 29. All PUI with lab-
oratory results available were compared before and after February 12, which corresponded to a
PUI evaluation criteria change and approximated the shift in detected epidemiologic expo-
sures from primarily travel-related exposure with travel from China to a greater degree of
community spread within the United States and travel-related exposures from countries other
than China. Prevalence ratios (PR) were calculated for comparison of categorical variables
between these two time periods, and pooled t-tests were used to assess difference in means for
continuous data. All data analyses were performed in SAS 9.4 (SAS Institute, Cary, NC). The
CDC Human Research Protection Office determined that this work was exempt from human
subjects research regulations since all information was collected in response to a public health
emergency. Data were collected in compliance with applicable Office of Management and
Budget approvals (OMB Control # 0920-1011).
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Fig 1. Epidemiologic curve of persons under investigation for COVID-19: Frequency by determination date,
SARS-CoV-2 test status, and COVID-19 case type, United States, January 17-February 29, 2020 (N = 711). 1: CDC
activates the Emergency Operations Center. 2: WHO declares COVID-19 outbreak a public health emergency of
international concern, and persons under investigation (PUI) evaluation criteria change to expand the travel-related
epidemiologic exposure criterion (Table 1). 3: The United States introduces travel restrictions for foreign nationals
with travel from China in the last 14 days. 4: PUI evaluation criteria changed to include a criterion for testing of
persons with severe unexplained respiratory illness by addition of a footnote. 5: PUI evaluation criteria changed to
expand the travel-related exposure criterion to include any geographic area affected by COVID-19, and the criterion
for patients with severe unexplained respiratory illness, regardless of epidemiologic exposures, was moved into the
main body of the PUI evaluation criteria. “Missing” = testing was performed locally and a result was not
communicated to CDC, or inconsistent or missing information in linking variables did not allow for matching
between CDC laboratory and epidemiologic databases. Community spread cases had no known travel- or contact-
related exposures.

https://doi.org/10.1371/journal.pone.0249901.9001

Results

From January 17-February 29, 2020, CDC received 2,192 consultation calls, from which 765
potential PUI were identified. Among these, 54 (7%) were determined not to be PUT after fur-
ther local investigation, leaving 711 PUI with submitted specimens for testing (Fig 1). An addi-
tional 167 (22%) had missing SARS-CoV-2 RT-qPCR test results as of March 9. The 544 PUI
with test results reported to CDC that could be matched to PUI epidemiologic data represent
patients from 42 U.S. states and the U.S. Virgin Islands; among these, 36 (7%) were confirmed
COVID-19 cases.

Opverall, laboratory-negative PUI and confirmed COVID-19 cases presented with similar
demographic characteristics (Table 2). Proportions of males and females were similar for both
confirmed COVID-19 cases and laboratory-negative PUIL Confirmed COVID-19 cases were
slightly older compared to laboratory-negative PUI during this time period (mean in years
[range]: 46 [15-77] versus 37 [<1-92]). Among 62 PUI under age 18 years tested for SARS--
CoV2; 6 (10%) were positive. Among 67 healthcare personnel tested for SARS-CoV-2, 2 (3%)
were positive, and neither had known exposure in a U.S. healthcare setting.

Laboratory-negative PUI and confirmed COVID-19 cases also showed similar clinical pre-
sentation at the time of PUI report; however, a higher proportion of confirmed COVID-19
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Table 2. Characteristics of U.S. laboratory-negative persons under investigation and confirmed COVID-19 cases, January 17-February 29, 2020°.

Characteristic Laboratory-negative PUI, n = 508 Confirmed COVID-19 cases, n = 36
Sex, no. (%)

M 271 (53.4) 17 (47.2)

F 237 (46.7) 17 (47.2)

Unknown 0(0.0) 2(5.9)

Age
Age <18 years, no. (%) 56 (11) 6(16.7)
Age in years, mean (range) 37.3(1-92) 46.1 (15-77)
Healthcare personnel, no. (%) 65 (12.8) 2 (5.6)
Hospitalized at PUI report, no. (%)° 144 (28.4) 16 (44.4)
Presenting symptoms, no. (%)

Any 501 (98.6) 30 (83.3)

Shortness of breath 140 (27.6) 10 (27.8)

Objective or subjective fever 344 (67.7) 21 (58.3)

Mean temperature for objective fever 101.2 101.6

Sore throat 207 (40.7) 11 (30.6)

Gastrointestinal symptoms* 102 (20.1) 3(8.3)

Mean temperature for objective fever, “F 101.2 101.6

Signs and clinical diagnoses, no. (%)

Any signs 354 (69.9) 24 (66.7)

Abnormal chest x-ray 38 (7.5) 5(13.9)

Pneumonia diagnosed (clinical or radiologic) 51 (10.0) 5(13.9)

Acute respiratory distress diagnosed 11(2.2) 2 (5.6)

Epidemiologic exposures, no. (%)

Any travel-related exposured 392 (77.2) 19 (52.8)
Travel from Hubei Province, China® 186 (36.6) 12 (33.3)
Other travel from China (not Hubei) 170 (33.5) 3(8.3)
Travel from countries other than China 36 (7.1) 4(11.1)

Contact with a U.S. confirmed COVID-19 case® 109 (21.4) 8(22.2)

Both travel- and contact-related exposures 30 (5.9) 3(8.3)

No known travel- or contact-related exposure 36 (7.1) 12 (33.3)

* Table 2 includes only persons under investigation (PUI) who had complete COVID-19 test results reported to the CDC. This included repatriation missions from
Hubei Province, China but not the Diamond Princess cruise ship.

® Most patients were hospitalized for severity of illness, but some were hospitalized for isolation purposes.

¢ Gastrointestinal symptoms included nausea, vomiting, diarrhea, and abdominal pain. The confirmed COVID-19 case reporting gastrointestinal symptoms reported
abdominal pain.

4 Includes the 33 persons with both travel- and contact-related exposures.

¢ Includes persons on Wuhan repatriation flights. There were 25 laboratory-negative PUI and 3 confirmed COVID-19 cases with travel from Hubei Province on Wuhan
repatriation flights.

f Asymptomatic contacts under investigation were not included in this analysis.

https://doi.org/10.1371/journal.pone.0249901.t002

cases were hospitalized compared to laboratory-negative PUT (44% [16/36] versus 28% [144/
508]). Consistent with the PUI evaluation criteria, confirmed COVID-19 cases most com-
monly presented with cough (75% [27/36]) or fever (58% [21/36]), and less commonly with
shortness of breath (28% [10/36]), sore throat (31% [11/36]), or gastrointestinal symptoms
(8% [3/36]).

Overall, a similar proportion of laboratory-negative PUI and confirmed COVID-19 cases
reported travel from Hubei Province, China; travel from countries other than China; and
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Table 3. Characteristics of persons under investigation for COVID-19, United States, January 17-February 12 and February 13-29, 2020.

Characteristic

Sex, no. (%)
Male
Female
Unknown Sex
Age in years, mean (range)
Healthcare personnel, no. (%)
Epidemiologic exposures, no. (%)
Any travel-related exposure®
Travel from Hubei Province
Other travel from China (not Hubei)
Travel from countries other than China

Contact with a U.S. confirmed COVID-19
case®

Both travel- and contact-related exposure

No known travel- or contact-related
exposure

Presenting symptoms, no. (%)
Cough
Objective or subjective fever
Sore throat
Shortness of breath
Confirmed COVID-19 cases, no. (%)

*p<0.001
®p<0.05; all others had p>0.05.

January 17-February 12, February 13-February 29, Prevalence ratio (PR) (95% CI) or t-test P-

n =420 n=124 value
229 (54.5) 59 (47.6) 0.80 (0.6-1.1)
191 (45.5) 63 (50.8)
0(0.0) 2(1.6)
36.4 (1-92) 43 (2-87) 0.0005
49 (11.7) 18 (14.5) 1.2 (0.8-1.9)
329 (78.3) 83 (66.9) 0.8 (0.6-1.2)
182 (43.3) 16 (12.9) 0.25 (0.16-0.43)*
140 (33.3) 33 (26.6) 0.78 (0.55-1.11)
7 (1.6) 34 (27.4) 4.6 (3.7-5.9)*
105 (25.0) 12 (9.6) 0.5 (0.3-1.0)
29 (6.9) 4(3.2) 0.5 (0.2-1.3)
15 (3.6) 33 (26.6) 3.7 (2.9-4.9)°
375 (89.3) 102 (82.3) 0.65 (0.44-0.95)°
291 (69.3) 74 (59.7) 0.73 (0.53-0.99)°
173 (42.3) 45 (36.3) 0.9 (0.62-1.17)
101 (24.1) 49 (39.5) 1.71 (1.26-2.33)
15 (3.6) 21(16.9) 2.8 (2.1-4.0)*

¢ Includes the 33 persons with both travel- and contact-related exposures.

https://doi.org/10.1371/journal.pone.0249901.t003

contact with a U.S. confirmed COVID-19 case (Table 2). However, compared to laboratory-
negative PUI, a higher proportion of confirmed COVID-19 cases traveled from Hubei Prov-
ince, China, than from other provinces of China (33% [12/36] versus 8% [3/36]). Among the
36 confirmed COVID-19 cases, 16 (44%) reported only travel, 5 (14%) reported only being
contacts of a confirmed case, 3 (8%) reported both travel and being a contact, and 12 (33%)
reported no known exposures, indicating possible community spread.

A comparison of the demographic, clinical, and epidemiologic characteristics of all PUI
before and after the February 12 PUI evaluation criteria change is presented in Table 3. Consis-
tent with changes in PUI evaluation criteria, PUI reported after February 12 were less likely to
report travel from Hubei Province, China (PR: 0.2, p<0.001) and more likely to report either
travel from a country other than China (PR: 4.6, p<0.001) or having no known travel- or con-
tact-related exposures (PR: 3.7, p<0.001). PUI reported after February 12 also tended to be
older (mean in years [range]: 43 [2-87] versus 36 [<1-92]) and more likely to report shortness
of breath (PR: 1.7, p<0.001), but they were less likely to report cough (PR: 0.6, p<0.05) or
tever (PR: 0.7, p<0.05). A higher proportion of PUI were confirmed COVID-19 cases after
February 12 (PR: 2.8, p<0.001).

As depicted in Fig 1, 15 confirmed COVID-19 cases were reported during January 17 to
February 12: 11 (73%) reported travel-related exposure only, 2 (13%) reported contact with a
U.S. confirmed COVID-19 case only, and 2 (13%) reported both travel- and contact-related
exposure. All travel-related exposures during this time were travel from China including travel
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from Wuhan, Hubei Province, on repatriation mission flights, and 1 travel-related case was
among a repatriated person who worked as a healthcare personnel in Hubei Province, China.

During February 13 to February 29, more than half of confirmed COVID-19 cases reported
no known travel- or contact-related exposure and were therefore likely associated with com-
munity spread (Fig 1). A total of 21 confirmed COVID-19 cases were reported during this
time: 12 (57%) were associated with community spread and identified on or after February 23;
3 (14%) reported contact with a U.S. confirmed COVID-19 case only; 5 (24%) reported travel-
related exposure only; and 1 (5%) reported both travel and contact-related exposure. Travel-
related cases reported travel from China, South Korea, and Egypt. One case of community
spread occurred in someone identified as a U.S. healthcare personnel.

Discussion

This report provides a description of PUI during the early stages of the COVID-19 pandemic
in the United States. Overall, the demographic, clinical, and epidemiologic characteristics of
laboratory-negative PUI and confirmed COVID-19 cases were similar and generally align with
other reports from similar time periods. Confirmed COVID-19 cases presented commonly
with cough and/or fever [11-13] and less often with shortness of breath, sore throat or gastro-
intestinal symptoms [11, 13]. Further, most cases occurred in middle- to older-aged adults
[14]. However, 16.7% of U.S. confirmed COVID-19 cases, identified by February 29, 2020,
were children under 18 years of age, which is higher than reported in China [14]. During the
first few months of the U.S. pandemic, pediatric COVID-19 cases presented with less severe ill-
ness and fewer symptoms than adults [15]. Further investigation will help to understand the
true range of clinical presentations and distribution of SARS-CoV-2 infection among all age
groups including those with symptomatic and asymptomatic infection.

While healthcare personnel are at higher risk of exposure to COVID-19 than the general
public [16], infection among healthcare personnel was relatively rare in the United States dur-
ing the early stage of the pandemic. Similarly, Ghinai et al. and Heinzerling et al. found that
more than half of the 331 healthcare personnel who provided care to two COVID-19 patients
reported medium- or high-risk exposures to the COVID-19 patients, yet only 3 tested positive
[17, 18]. As the number of cases in the United States has risen, so too has the number of health-
care personnel affected [19]. Additional studies of healthcare personnel will elucidate the cir-
cumstances and settings that facilitate or protect against SARS-CoV-2 transmission.

Finally, this report describes a shift in detected epidemiologic exposures before and after
February 12, 2020, corresponding to a change in the PUI evaluation criteria in the United
States. Before February 12, epidemiologic exposures among PUT were primarily travel-related
with travel from China. After February 12, a greater proportion of PUT had either travel-
related exposures with travel from countries other than China or no known travel- or contact-
related exposures. While these shifts in detected epidemiologic exposures likely reflected in
part the global spread of COVID-19, including more community transmission within the
United States, these results were also likely driven by travel restrictions and changes in PUI
evaluation criteria made during this period. Beginning February 2, travel restrictions were put
into place that denied entry into the U.S. for foreign nationals with travel from China in the 14
days before their arrival, and expansion of the travel-related exposure criterion to any geo-
graphic area affected by COVID-19 was added to the PUI evaluation criteria on February 28.
In addition, an official criterion for patients with severe unexplained respiratory illness,
regardless of epidemiologic exposure, was added to the PUI evaluation criteria as a footnote
on February 12 and into the main body of the PUI evaluation criteria on February 28. While
the criterion may not have been widely recognized prior to its addition into the main body of
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the PUI criteria, deferral to clinical judgment allowed for testing of persons not fully meeting
the PUI evaluation criteria throughout this time period.

A better understanding of when and how the pandemic shifted from primarily travel-
related cases to community transmission in the United States, including work such as that
undertaken by Jorden and colleagues demonstrating limited early spread [20], will benefit
future planning for other novel pathogens with rapidly changing epidemiology. Several factors
likely contributed to the rapid acceleration of the COVID-19 pandemic in the United States,
including cryptic transmission within the community due to limited laboratory testing and
spread by persons with asymptomatic or presymptomatic infection [21]. While PUI evaluation
criteria changed as our understanding of COVID-19 epidemiology evolved, the criteria guided
detection of persons with known epidemiologic exposures and signs and symptoms of lower
respiratory illness. Knowledge of transmission by asymptomatic and presymptomatic persons
was limited early in the pandemic; therefore, they were not targeted for testing during this
time. In addition, there was limited testing in the early phases of the outbreak, focused primar-
ily on those with severe illness or PUT thought to have known high-risk epidemiologic expo-
sures. Taken together, these factors likely contributed to underdetection of COVID-19 early in
the pandemic.

This analysis is subject to several limitations. Evaluation of PUI was based on patient pre-
sentation at the time of consultation with CDC’s PUI clinical call team; no follow-up data were
received. Further, patients with atypical presentations not included in the PUI evaluation crite-
ria such as GI illness without fever and cough may not be represented in this analysis. There-
fore, the full spectrum of COVID-19 clinical illness may not be represented in these data. PUI
who tested negative for SARS-CoV-2 might have been underreported during the last week of
the surveillance period, since 26 jurisdictions began testing independently but were submitting
reports only for PUI who tested positive for SARS-CoV-2. All missing data for variables
recorded using check boxes were treated as a “no” response, which might lead to underestima-
tion of prevalence if some were unknown or truly missing responses. This report includes a
relatively small number of confirmed COVID-19 cases, which may not be generalizable to
later cases, especially given the ongoing evolution of COVID-19 epidemiology in the United
States and globally.

Conclusions

Infectious disease outbreaks with a central geographic locus allow for targeted intervention
such as travel restrictions and testing of persons with defined epidemiologic links. However,
given the nature of global travel, widespread dissemination to a global pandemic can occur
rapidly. An understanding of the beginning stages of the pandemic within the United States,
can provide insight into its ultimate evolution toward widespread community transmission.
The description of this early response to COVID-19 within the United States can inform future
pandemic preparedness planning, including preparation of healthcare systems and public
health laboratories for early and rapid expansion of testing for novel pathogens, implementa-
tion of broader testing criteria, and early testing of asymptomatic contacts.
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