Joint Guidance for the Florida Fire Service

General Guidance

Fire service employers and fire service employees should ensure the following general principles are being used in the
workplace:
• Employees should clean their hands often.
o Wash your hands often with soap and water for at least 20 seconds especially after you have been in a public
place, or after blowing your nose, coughing, or sneezing.
o If soap and water are not readily available, use a hand sanitizer that contains at least 60% alcohol. Cover all
surfaces of your hands and rub them together until they feel dry.
• Avoid touching your eyes, nose, and mouth with unwashed hands.
• Follow respiratory hygiene and cough etiquette principles. Always cover your mouth and nose when coughing or
sneezing and wash your hands thoroughly afterward.
• When possible, avoid close contact with other people by maintaining a distance of 6 feet between each other.
• Clean AND disinfect frequently touched surfaces daily. This includes tables, doorknobs, light switches, countertops,
handles, desks, chairs, phones, keyboards, toilets, faucets, and sinks. If surfaces are dirty, clean them: Use detergent or
soap and water prior to disinfection.
• Employers should develop sick-leave policies for personnel that are non-punitive, flexible, and consistent with public
health guidance.
• Employees should stay home if they are sick, except to get medical care.
• Employers should review and update their exposure control plan and employees should be familiar with the exposure
control plan.
• Employers should plan for isolation of employees NOW, before it happens. Employers should develop a plan for
possible self-isolation of employees that may be exposed ON or OFF-DUTY.
• Employees that have traveled internationally, to areas with COVID-19 outbreaks, or returned from a cruise should
self-monitor for 14 days
• Employers should ensure that EMS clinicians are educated, trained, and have practiced the appropriate use of PPE
prior to caring for a patient, including attention to correct use of PPE and prevention of contamination of clothing,
skin, and environment during the process of donning and doffing such equipment.
• Employers should maintain an adequate supply of N-95 masks, eye shields, gowns, gloves, and surgical masks and
monitor the availability of these items with their medical supply vendors.
• Employers should maintain an adequate supply of or access to EPA-registered hospital grade disinfectants for
adequate decontamination of EMS transport vehicles and their contents.
• Employees should use personal protective equipment (PPE) whenever there is an expectation of possible exposure.
This includes wearing a mask or respirator, eye protection and/or a face shield, gloves, a gown and/or a protective
outer garment.
• Employees should properly handle, clean, and disinfect individual care equipment, instruments, and devices. Any
items that are not disposable and come into contact with an individual who potentially may be infected must be
cleaned and disinfected. This includes, but is not limited to portable radios, pens, laptops, clipboards, etc. Items that
are disposable must be disposed of properly.
• Employers should consider establishing an ON-SHIFT Safety/Infection Control Officer (ICO). This individual could
respond to pertinent calls, remain in the “warm zone” and monitor radio traffic, act as a liaison with the
communication center (dispatch) to make sure protocols and procedures are being followed, donning/doffing of PPE,
and decontamination procedures.
• Employers should consider implementing an additional “doorway triage” in which the responder remains outside the
structure, at least six feet away from the patient, if possible, and verifies that the occupants of the structure are not
infected, exposed, or experiencing symptoms.
• Employees should minimize patient contact until a facemask is on the patient.

BE SAFE
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911 Public Safety Answering Points (PSAP)
Every PSAP and/or Emergency Medical and Fire/Rescue Dispatch center should question ALL callers to
determine the possibility that this call involves a person who may have signs or symptoms and risk
factors for COVID-19.
PSAPs and Emergency Medical and Fire/Rescue Dispatch centers should complete Box 1 AND Box 2:
BOX 1(MED-ALERT if caller answers YES to 2 or more of these questions)
¨ Does anyone on scene have a fever (or hot to touch in room temperature)?
¨ Does anyone on scene have a cough?
¨ Does anyone on scene have difficulty breathing or shortness of breath?
¨ Does anyone on scene have any other flu-like symptoms (Sore throat, body aches,
diarrhea)?

AND
BOX 2(MED-ALERT if caller answers YES to 1 or more of these questions)
¨ Has anyone on scene been tested for Coronavirus/COVID-19 or currently under
investigation/isolation for Coronavirus/COVID-19 by public health or any other health
care provider?
¨ Has anyone on scene been in close contact with someone known to be sick with or
under public health investigation/isolation for Coronavirus/COVID-19?
If the caller’s answers result in a MED-ALERT:
Document the CAD and notify ALL responders that the patient or someone on scene meets pre-arrival
screening criteria for Coronavirus/COVID-19.
Instruct the caller and/or patient to wait OUTSIDE if possible and isolate themselves from close contact
with others until FIRE/EMS arrival.
Instruct the patient NOT to approach Fire/EMS personnel.
Instruct the caller (if other than patient) to stay at least 6 feet away from the patient.
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Response to Persons under Investigation for COVID-19
•

•

•

•

•

•

•
•

•
•

•

If PSAP call takers advise that the patient is suspected of having COVID-19, EMS clinicians should put on appropriate
PPE before entering the scene. To the extent possible, EMS providers should limit the number of responders in direct
contact with the patient.
If information about potential for COVID-19 has not been provided by the PSAP, EMS clinicians should exercise
appropriate precautions when responding to any patient with signs or symptoms of a respiratory infection. Initial
assessment should begin from a distance of at least 6 feet from the patient, if possible. Patient contact should be
minimized to the extent possible until a facemask is on the patient.
o If COVID-19 is suspected, all PPE as described below should be used.
o If COVID-19 is not suspected, EMS clinicians should follow standard procedures and use appropriate PPE for
evaluating a patient with a potential respiratory infection.
A facemask should be worn by the patient for source control.
o If a nasal cannula is in place, a facemask should be worn over the nasal cannula.
o Alternatively, an oxygen mask can be used if clinically indicated.
EMS clinicians who will directly care for a patient with possible COVID-19 infection or who will be in the compartment
with the patient should follow Standard, Precautions and use the PPE as described below. Recommended PPE
includes:
o N-95 or higher-level respirator or facemask (if a respirator is not available),
§ N95 respirators or respirators that offer a higher level of protection should be used instead of a
facemask when performing or present for an aerosol-generating procedure
o Eye protection (i.e., goggles, safety glasses, or disposable face shield that fully covers the front and sides of the
face). Personal eyeglasses and contact lenses are NOT considered adequate eye protection.
o A single pair of disposable patient examination gloves and isolation gown. Change gloves if they become torn
or heavily contaminated.
§ If there are shortages of gowns, they should be prioritized for aerosol-generating procedures, care
activities where splashes and sprays are anticipated, and high-contact patient care activities that
provide opportunities for transfer of pathogens to the hands and clothing of EMS clinicians (e.g.,
moving patient onto a stretcher).
When possible, use vehicles that have isolated driver and patient compartments. If possible, isolate the driver from
the patient compartment and keep pass-through doors and windows tightly shut, if there is not a barrier consider
installing a temporary, airtight barrier using plastic, “plexiglass”, etc.
After completing patient care and before entering an isolated driver’s compartment, the driver should remove and
dispose of PPE and perform hand hygiene to avoid soiling the compartment. If the transport vehicle does not have an
isolated driver’s compartment, the driver should remove the face shield or goggles, gown and gloves and perform
hand hygiene. A respirator or facemask should continue to be used during transport.
On arrival, after the patient is released to the facility, EMS clinicians should remove and discard PPE and perform
hand hygiene. Used PPE should be discarded in accordance with routine procedures.
EMS clinicians should notify the receiving healthcare facility that the patient has an exposure history and signs and
symptoms suggestive of COVID-19, using terminology approved and agreed upon by the local authorities, so that
appropriate infection control precautions may be taken prior to patient arrival.
Family members and other contacts of patients with possible COVID-19 should not ride in the transport vehicle, if
possible. If riding in the transport vehicle, they should wear a facemask.
Documentation of patient care should be done after EMS clinicians have completed transport, removed their PPE, and
performed hand hygiene.
EMS documentation should include a listing of EMS clinicians and public safety providers involved in the response and
level of contact with the patient (for example, no contact with patient, provided direct patient care).
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Cleaning EMS Transport Vehicles after Transporting a PUI*
Or a Patient with Confirmed COVID-19
*Person of Interest
•

•

•
•

•
•
•

Routine cleaning and disinfection procedures (e.g., using cleaners and water to pre-clean surfaces
prior to applying disinfectant) should occur daily to all frequently touched surfaces or objects,
including patient-care areas of ambulances.
After transporting the patient, leave the rear doors of the transport vehicle open to allow for
sufficient air changes to remove potentially infectious particles. The time to complete transfer of
the patient to the receiving facility and complete all documentation should provide sufficient air
changes.
When cleaning the vehicle, EMS clinicians should wear a disposable gown and gloves. A face shield
or facemask and goggles should also be worn if splashes or sprays during cleaning are anticipated.
Clean and disinfect the vehicle in accordance with standard operating procedures. All surfaces that
may have come in contact with the patient or materials contaminated during patient care (e.g.,
stretcher, rails, control panels, floors, walls, work surfaces) should be thoroughly cleaned and
disinfected using an EPA-registered hospital grade disinfectant in accordance with the product
label.
Clean and disinfect reusable patient-care equipment before use on another patient, according to
manufacturer’s instructions.
Follow standard operating procedures for the containment and disposal of used PPE and
regulated medical waste.
Follow standard operating procedures for containing and laundering used linen. Avoid shaking the
linen.

NEW “CLOSE CONTACT” DEFINITION BY CDC
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Guidelines for Community Related Exposures

Fire Service Personnel should follow FFCA-FPF Joint Guidance for Workplace Exposures which is based on CDC’s Interim U.S. Guidance for Risk
Assessment and Work Restrictions for Healthcare Personnel with Potential Exposure to COVID-19 regarding work restrictions if they have potential
workplace exposures to people with COVID-19. However, such personnel should also follow this Guidance for Community-Related Exposure for
community related exposures. See CDC Community Related Exposure Guidance.
There is growing evidence of transmission risk from infected people without symptoms (asymptomatic) or before the onset of recognized symptoms
(pre-symptomatic).
Current guidance based on community exposure, for asymptomatic persons exposed to persons with known or suspected COVID-19 or possible
COVID-19
Person
Exposure to
Recommended Precautions for the Public
Individual who has
had close contact (<
6 feet)** for ≥15
minutes***

•

•

Person with COVID-19 who has symptoms (in the period
from 2 days before symptom onset until they meet criteria
for discontinuing home isolation; can be laboratoryconfirmed or a clinically compatible illness) or,
Person who has tested positive for COVID-19 (laboratory
confirmed) but has not had any symptoms (in the 2 days
before the date of specimen collection until they meet
criteria for discontinuing home isolation).

•
•

•
Note: This is irrespective of whether the person with COVID-19 or the
contact was wearing a cloth face covering or whether the contact was
wearing respiratory personal protective equipment (PPE)

•

Stay home until 14 days after last exposure
and maintain social distance (at least 6 feet)
from others at all times and,
Self-monitor for symptoms
o Check temperature twice a day
o Watch for fever*, cough, or
shortness of breath, or
other symptoms of COVID-19 and,
Avoid contact with people at higher risk for
severe illness from COVID-19 and,
Follow CDC guidance if symptoms develop

*For the purpose of this guidance, fever is defined as subjective fever (feeling feverish) or a measured temperature of 100.4°F or higher. Note
that fever may be intermittent or may not be present in some people, such as those who are elderly, immunocompromised, or taking certain
fever-reducing medications (e.g., nonsteroidal anti-inflammatory drugs [NSAIDS]).
UPDATED DEFINITION OF CLOSE CONTACT PER CDC GUIDELINES:
**Someone who was within 6 feet of an infected person for a cumulative total of 15 minutes or more over a 24-hour period starting from 2 days
before illness onset (or, for asymptomatic patients, 2 days prior to test specimen collection). Individual exposures should be added together over a
24-hour period (e.g., three 5-minute exposures for a total of 15 minutes). Data are limited, making it difficult to precisely define “close contact;”
however, 15 cumulative minutes of exposure at a distance of 6 feet or less can be used as an operational definition for contact investigation. Factors
to consider when defining close contact include proximity (closer distance likely increases exposure risk), the duration of exposure (longer exposure
time likely increases exposure risk), whether the infected individual has symptoms (the period around onset of symptoms is associated with the
highest levels of viral shedding), if the infected person was likely to generate respiratory aerosols (e.g., was coughing, singing, shouting), and other
environmental factors (crowding, adequacy of ventilation, whether exposure was indoors or outdoors). Because the general public has not received
training on proper selection and use of respiratory PPE, such as an N95, the determination of close contact should generally be made irrespective of
whether the contact was wearing respiratory PPE. At this time, differential determination of close contact for those using fabric face coverings is not
recommended. https://www.cdc.gov/coronavirus/2019-ncov/php/contact-tracing/contact-tracing-plan/appendix.html#contact

NEW “CLOSE CONTACT” DEFINITION BY CDC
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GUIDELINES FOR POTENTIAL EXPOSURES
TO COVID-19 AT WORK

Because of our extensive and close contact with vulnerable individuals in patient care settings, a conservative approach to Fire Service Personnel
monitoring and applying work restrictions is recommended to prevent transmission from potentially contagious responders to patients and other
employees. Occupational health programs should have a low threshold for evaluating symptoms and testing Fire Service Personnel.
This guidance applies to personnel with potential exposure to patients or other employees with confirmed COVID-19. Exposures can also occur from
a suspected case of COVID-19 or from a person under investigation (PUI) when testing has not yet occurred or if results are pending. Work
restrictions described in this guidance might be applied to personnel exposed to a PUI if test results for the PUI are not expected to return within 48
to 72 hours. Therefore, a record of personnel exposed to PUIs should be maintained. If PUI test results will be delayed more than 72 hours or the
patient is positive for COVID-19, then the work restrictions described in this document should be applied.

All agencies should develop “universal source control” practices to help limit and avoid exposures.
PLACE A MASK ON ALL PATIENTS
Personal Protective Equipment
(any of these)

Exposure
Personnel who had
prolonged close
contact* with a
patient or employee
with confirmed
COVID-19***

•
•

Personnel other than
those with exposure
risk described above

•

•

Work Restrictions

Personnel not wearing a respirator or facemask** or,
Personnel not wearing eye protection if the person with
COVID-19 was not wearing a cloth face covering or
facemask or,
Personnel not wearing all recommended PPE (i.e.,
gown, gloves, eye protection, respirator) while
performing an aerosol-generating procedure

•
•

N/A

•
•

•

Exclude from work for 14 days after last exposure and,
Advise personnel to monitor themselves for fever or symptoms
consistent with COVID-19 and,
Any personnel who develop fever or symptoms consistent with
COVID-19 should immediately contact their established point of
contact (e.g., occupational health program) to arrange for
medical evaluation and testing.

No work restrictions
Follow all recommended infection prevention and control
practices, including wearing a facemask for source control while
at work, monitoring themselves for fever or symptoms consistent
with COVID-19 and not reporting to work when ill, and
undergoing active screening for fever or symptoms consistent
with COVID-19.

Personnel with travel or community exposures should inform their occupational health program for guidance on need for work restrictions and reference FFCA-FPF
Joint Guidance for Potential Community Exposures to COVID-19 by Fire Service Personnel

UPDATED DEFINITION OF CLOSE CONTACT PER CDC GUIDELINES:
*Someone who was within 6 feet of an infected person for a cumulative total of 15 minutes or more over a 24-hour period starting from 2 days before
illness onset (or, for asymptomatic patients, 2 days prior to test specimen collection). Individual exposures should be added together over a 24-hour
period (e.g., three 5-minute exposures for a total of 15 minutes). Data are limited, making it difficult to precisely define “close contact;” however, 15
cumulative minutes of exposure at a distance of 6 feet or less can be used as an operational definition for contact investigation. Factors to consider
when defining close contact include proximity (closer distance likely increases exposure risk), the duration of exposure (longer exposure time likely
increases exposure risk), whether the infected individual has symptoms (the period around onset of symptoms is associated with the highest levels
of viral shedding), if the infected person was likely to generate respiratory aerosols (e.g., was coughing, singing, shouting), and other environmental
factors (crowding, adequacy of ventilation, whether exposure was indoors or outdoors). Because the general public has not received training on
proper selection and use of respiratory PPE, such as an N95, the determination of close contact should generally be made irrespective of whether
the contact was wearing respiratory PPE. At this time, differential determination of close contact for those using fabric face coverings is not
recommended. https://www.cdc.gov/coronavirus/2019-ncov/php/contact-tracing/contact-tracing-plan/appendix.html#contact
**While respirators confer a higher level of protection than facemasks and are recommended when caring for patients with COVID-19, facemasks
still confer some level of protection to personnel, which was factored into this risk assessment. Cloth face coverings are not considered PPE
because their capability to protect responders is unknown.
***Consider the exposure window to be 2 days before symptom onset (or positive test results for asymptomatic individuals) through the time period
when the individual meets criteria for discontinuation of Transmission-Based Precautions
Further guidance on this subject: https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html
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SUMMARY OF CURRENTLY RECOMMENDED RETURN TO WORK PROCEDURES
This Joint Guidance is meant to serve as a quick reference summary of current (as of published
date) quarantine/isolation timelines for Florida Fire Service personnel, as recommended by CDC.
Please refer to the appropriate FFCA/FPF Joint Guidance and CDC for more comprehensive
information. Additionally, CDC has an extensive FAQ page for healthcare providers/personnel.
Workplace and/or Community Based Exposures:
• Quarantine for 14 days from date of exposure
• Monitor for symptoms
Exposed -------------------------------------------14 days with no symptoms-----------------------------------> Return to Work
Personnel with mild to moderate SARS-CoV-2 infection (Symptomatic):
• Exclude from work for least 10 days since symptoms first appeared and
• At least 24 hours have passed since last fever without the use of fever-reducing medications and
• Symptoms (e.g., cough, shortness of breath) have improved
Symptoms Appear------At least 10 Days &-------24 hours no fever &------Improved Symptoms------>Return to Work
Personnel with SARS-CoV-2 infection (NOT Symptomatic):
• Exclude from work for least 10 days since positive test
Positive Test-----------------------At least 10 Days --------------------No Symptoms-------------------------->Return to Work
Personnel with severe to critical SARS-CoV-2 infection or who are severely immunocompromised (Symptomatic):
• Exclude from work for at least 20 days since symptoms first appeared and
• At least 24 hours have passed since last fever without the use of fever-reducing medications and
• Symptoms (e.g., cough, shortness of breath) have improved
Symptoms Appear------At least 20 Days &-------24 hours no fever &------Improved Symptoms------>Return to Work
Severely Immunocompromised Personnel with SARS-CoV-2 Infection (NOT Symptomatic):
• Exclude from work for least 20 days since positive test
Positive Test-----------------------At least 20 Days --------------------No Symptoms-------------------------->Return to Work
Personnel with SARS-CoV-2 Infection for whom concerns exist that the employee could be infectious for more than 20
days (Symptomatic):
• Test-Based Strategy (See FFCA-FPF Guidance: Return to Work for SARS-CoV-2 infected personnel)
Symptoms Appear--- At least 10 Days ---No fever &----Improved Symptoms &---2 negative tests--->Return to Work
Personnel with SARS-CoV-2 Infection for whom concerns exist that the employee could be infectious for more than 20
days (NOT Symptomatic):
• Test-Based Strategy (See FFCA-FPF Guidance: Return to Work for SARS-CoV-2 infected personnel)
Positive Test------------------- At least 10 Days ------------------------2 negative tests----------------------->Return to Work

UPDATED: 7/22/20
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RETURN TO WORK PROCEDURES FOR SARS-COV-2 INFECTED PERSONNEL
•

•

SUBSTANTIAL CHANGES IN THIS UPDATE INCLUDE:
Except for rare situations, a test-based strategy is no longer recommended by CDC to determine when to allow
personnel to return to work because, in the majority of cases, it results in excluding personnel from work who
continue to shed detectable SARS-CoV-2 RNA but ARE NO LONGER INFECTIOUS. See CDC Decision Memo here
For personnel with severe to critical illness or who are severely immunocompromised, the recommended duration for
work exclusion has been extended to 20 days after symptom onset (or, for asymptomatic severely
immunocompromised personnel, 20 days after their initial positive SARS-CoV-2 diagnostic test).

DECISIONS ABOUT RETURN TO WORK FOR PERSONNEL WITH SARS-COV-2 INFECTION SHOULD BE MADE IN
CONSULTATION WITH YOUR MEDICAL DIRECTOR AND/OR DEPARTMENT PHYSICIAN. IN GENERAL, A SYMPTOMBASED STRATEGY SHOULD BE USED AS DESCRIBED BELOW. THE TIME PERIOD USED DEPENDS ON THE EMPLOYEE’S
SEVERITY OF ILLNESS AND IF THEY ARE SEVERELY IMMUNOCOMPROMISED.
SYMPTOM-BASED STRATEGY:
Personnel with mild to moderate illness who ARE NOT severely immunocompromised:
•
•
•
•

At least 10 days have passed since symptoms first appeared and
At least 24 hours have passed since last fever without the use of fever-reducing medications and
Symptoms (e.g., cough, shortness of breath) have improved
Note: Personnel who are not severely immunocompromised and were asymptomatic throughout their infection may
return to work when at least 10 days have passed since the date of their first positive viral diagnostic test.

Personnel with severe to critical illness OR who ARE severely immunocompromised:
•
•
•
•

At least 20 days have passed since symptoms first appeared and
At least 24 hours have passed since last fever without the use of fever-reducing medications and
Symptoms (e.g., cough, shortness of breath) have improved
Note: Personnel who are severely immunocompromised but who were asymptomatic throughout their infection may
return to work when at least 20 days have passed since the date of their first positive viral diagnostic test.
TEST-BASED STRATEGY:

A test-based strategy could be considered for some personnel, in consultation with local infectious disease experts, if concerns
exist for the employee being infectious for more than 20 days.
Personnel who ARE symptomatic:
• Resolution of fever without the use of fever-reducing medications and
• Improvement in symptoms (e.g., cough, shortness of breath), and
• Results are negative from at least two consecutive respiratory specimens collected ≥24 hours apart (total of two
negative specimens) tested using an FDA-authorized molecular viral assay to detect SARS-CoV-2 RNA.
Personnel who ARE NOT symptomatic:
•

Results are negative from at least two consecutive respiratory specimens collected ≥24 hours apart (total of two
negative specimens) tested using an FDA-authorized molecular viral assay to detect SARS-CoV-2 RNA.

After returning to work, personnel should: Wear a facemask instead of a cloth face covering for source control at all times while in the station/apparatus until
all symptoms are completely resolved. After this time period, these personnel should revert to their Department policy regard ing universal source control
during the pandemic. Facemasks and cloth face coverings DO NOT replace the need to wear PPE when providing patient care.
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Reimbursement for Sheltering of First Responders
Subsequent to the March 13, 2020, Nationwide Emergency Declaration for Coronavirus 2019 (COVID-19),
the U.S. Department of Homeland Security’s Federal Emergency Management Agency (FEMA) has
recognized that non-congregate sheltering (such as hotels, motels, dormitories, etc.) may be necessary in
this Public Health Emergency to protect public health.
FEMA has issued guidance, which states that non-congregate sheltering of healthcare workers and first
responders who require isolation MAY be eligible for reimbursement under Category B of FEMA’s Public
Assistance Program when the following criteria is met:
1. The non-congregate sheltering must be at the direction of and documented through an official
order signed by a state, local, tribal, or territorial public health official.
2. Any approval is limited to that which is reasonable and necessary to address the public health
needs of the event and should not extend beyond the duration of the Public Health Emergency.
3. Applicants must follow FEMA’s Procurement Under Grants Conducted Under Exigent or
Emergency Circumstances guidance and include a termination for convenience clause in their
contracts.
4. Prior to approval, the applicant must provide an analysis of the implementation options that were
considered and a justification for the option selected.
5. The funding for non-congregate sheltering to meet the needs of the Public Health Emergency
cannot be duplicated by another federal agency, including the U.S. Department of Health and
Human Services or Centers for Disease Control and Prevention.
6. Applicable Environmental and Historic Preservation laws, regulations, and executive orders apply
and must be adhered to as a condition of assistance.
To apply for reimbursement for non-congregant housing for fire service employees, we encourage you to
utilize the guidance and forms posted in the “COVID Non-Congregate Sheltering Guidance and Templates”
area of the FFCA Coronavirus (COVID-19) Resource page here:
https://www.ffca.org/coronavirus-resources

Updated: 4/9/2020
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List of varying levels of Respiratory Protection from COVID-19
The FFCA and FPF recommend that ALL decisions regarding PPE usage be made in consultation
with your agency’s Medical Director, Infection Control Officer, and the most recent CDC guidance for
Healthcare Professionals. This Joint Guidance has been created to educate the Fire Service on common
respiratory protection devices that can be used as PPE becomes scarce.
Additional considerations:
•
•
•
•
•
•
•

PPE availability, sustainability and reusability
Mobility of the responder
Decontamination procedures
Visibility limitations
Procedures being performed
Work environment (indoors, outdoors, temperature, during transport, etc)
Authenticity of products (counterfeit masks have been discovered in FL)

Respiratory protection levels in descending order of protection
1.
2.
3.
4.
5.
6.
7.

Self Contained Breathing Apparatus (SCBA)
Powered Air Purifying Respirator (PAPR)
SCBA Mask with P100 filter cartridge
SCBA Mask with N95 filter cartridge
P100 Respirator
N95 Respirator
Surgical mask as certified by the FDA (Acceptable for source control on the patient and provides some
protection to wearer)

There are international alternatives that CDC lists as comparable in filtering capability to an N95 mask such as
FFP2, FFP3, KN95. These designations are for filtering ability, not necessarily an indication of the tight fit
necessary to be used as a “respirator”. International alternatives should be authenticated in accordance with the
FDA Emergency Use Authorization issued on 4/3/2020. Some of these may offer filtering levels superior to the
surgical mask but there are fraudulent products on the market and you are relying on foreign certification systems.

Mask vs Respirator
Surgical Mask: Fluid resistant and provides the wearer protection against large droplets, splashes, or sprays of
bodily or other hazardous fluids. Protects the patient from the wearer’s respiratory emissions.
N95 Respirator: Reduces wearer’s exposure to particles including small particle aerosols and large droplets (only
non-oil aerosols)
(Note: Some N95 Respirators are also Surgical Masks and can provide the protection of both devices)
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Joint Guidance for the Florida Fire Service
Guidance to Protect Employees from Community Spread within Fire Stations
and
Sample Self-Monitoring Form
•

Fire Service providers are encouraged to take proactive measures to keep the COVID-19 disease from
spreading through our workplaces by having employees self-monitor their temperature and the absence
of specific symptoms related to COVID-19.

•

Employees should, prior to reporting to work, and immediately upon reporting to work each shift (or
at any change of shifts for other reasons), take their temperature and record the results as well as the
absence of specific symptoms on a daily Self-Monitoring Log*. This process should be repeated
approximately halfway through the shift.

•

Should an employee have a temperature of 100.0 F** or higher, or have any of the specific COVID-19
symptoms, they should immediately don a facemask, separate themselves from other workers and notify
the on-duty Infection Control / Safety Officer.

•

For employees who appear sick at work, supervisors should immediately take steps to separate the
employee from others, have the employee wear a facemask, and ensure that the on-duty Infection
Control / Safety Officer is notified.

*See attached sample Self-Monitoring Form
* Fever is either measured temperature >100.0oF or subjective fever. Note that fever may be intermittent
or may not be present in some patients, such as those who are elderly, immunosuppressed, or taking
certain medications (e.g., NSAIDs). Clinical judgment should be used to guide testing of patients in such
situations. Respiratory symptoms consistent with COVID-19 are cough, shortness of breath, and sore
throat. Medical evaluation may be recommended for lower temperatures (<100.0oF) or other symptoms
(e.g., muscle aches, nausea, vomiting, diarrhea, abdominal pain headache, runny nose, fatigue) based on
assessment by public health authorities.
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Self Monitoring Form
Employees should record their temperature and check the boxes if they HAVE NOT had these
symptoms in the last 12 Hours
Notify Safety Officer / Infection Control Officer if you have a temperature of 100.0 or higher, or HAVE experienced any
of these symptoms in the last 12 hours

Date

Name

Time
800
2000
800
2000
800
2000
800
2000
800
2000
800
2000
800
2000
800
2000
800
2000
800
2000
800
2000
800
2000
800
2000
800
2000
800
2000
800
2000
800
2000
800
2000

Temp F°

Cough
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

Sore
Throat

Short of
Breath

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

Joint Guidance for the Florida Fire Service
on Governor DeSantis’
Executive Order Number 20-112
In the interest of supporting Governor Ron DeSantis’ Executive Order 20-112 and keeping our
communities safe, we encourage the Florida Fire Service to assist business owners in determining
maximum capacity in their facilities. These services should be provided as a courtesy to the business
communities we serve and protect to assist them in achieving a level of compliance in the interest of
promoting community risk reduction.
Executive Order 20-112 allows individual businesses to reopen in Florida with limitations on occupancy.
The order limits occupancy to 25% of capacity in retail spaces and restaurants. Most restaurants have an
occupancy load sign posted when approved occupancy is 50 persons or greater. However, most retailers
do not have an occupant load posted and may not know how to identify 25% of their capacity.
The FFCA, FFMIA and FPF leadership reminds fire and code enforcement officials across Florida that the
Florida Fire Prevention Code, specifically NFPA 101®, Chapter 7.3.1.2 should be used to assist business
owners with calculating their new 25% maximum capacity. We recognize that it is not within the scope
of fire officials to enforce the Governor’s order(s) as it pertains to restaurants and food establishments
as that responsibility lies with the Department of Business and Professional Regulation. Still, we
encourage local fire and code enforcement officials to assist appropriate agencies and the property
owners within your communities to achieve compliance with this directive. Consistent application across
Florida will ensure this directive is uniformly applied.

Joint Memorandum from the Florida
Fire Chiefs Association &
Florida Professional Firefighters
COVID-19 Vaccines

Issued: 12/11/20

With the FDA authorization of the first COVID-19 vaccine and the prioritization of first responders for vaccination, we wanted to provide
you with some facts about the vaccine and its development from the CDC. As always, we encourage all fire/rescue personnel to get
vaccinated against diseases that they are likely to encounter at work and have included some credible sources of information so that you
can make an informed decision on protecting yourself, your family, and your coworkers from COVID-19.

FACT: Receiving an mRNA vaccine will not alter your DNA
mRNA stands for messenger ribonucleic acid and can most easily be described as instructions for how to make a protein or even just a piece of a
protein. mRNA is not able to alter or modify a person’s genetic makeup (DNA). The mRNA from a COVID-19 vaccine never enter the nucleus of the
cell, which is where our DNA are kept. This means the mRNA does not affect or interact with our DNA in any way. Instead, COVID-19 vaccines that
use mRNA work with the body’s natural defenses to safely develop protection (immunity) to disease. Read more here or in the links below.

FACT: Getting vaccinated can help prevent getting sick with COVID-19
While many people with COVID-19 have only a mild illness, others may get a severe illness or they may even die. There is no way to know how
COVID-19 will affect you, even if you are not at increased risk of severe complications. If you get sick, you also may spread the disease to friends,
family, and others around you while you are sick. COVID-19 vaccination helps protect you by creating an antibody response without having to
experience sickness.

FACT: COVID-19 vaccines will not give you COVID-19
None of the COVID-19 vaccines currently in development in the United States use the live virus that causes COVID-19. There are several different
types of vaccines in development. However, the goal for each of them is to teach our immune systems how to recognize and fight the virus that
causes COVID-19. Sometimes this process can cause symptoms, such as fever. These symptoms are normal and are a sign that the body is
building immunity. Learn more about how COVID-19 vaccines work. It typically takes a few weeks for the body to build immunity after vaccination.
That means it’s possible a person could be infected with the virus that causes COVID-19 just before or just after vaccination and get sick. This is
because the vaccine has not had enough time to provide protection.

FACT: COVID-19 vaccines will not cause you to test positive on COVID-19 viral tests
Vaccines currently in clinical trials in the United States won’t cause you to test positive on viral tests, which are used to see if you have a current
infection. If your body develops an immune response, which is the goal of vaccination, there is a possibility you may test positive on some antibody
tests. Antibody tests indicate you had a previous infection and that you may have some level of protection against the virus. Experts are currently
looking at how COVID-19 vaccination may affect antibody testing results.

FACT: People who have gotten sick with COVID-19 may still benefit from getting vaccinated
Due to the severe health risks associated with COVID-19 and the fact that re-infection with COVID-19 is possible, people may be advised to get a
COVID-19 vaccine even if they have been sick with COVID-19 before. At this time, experts do not know how long someone is protected from getting
sick again after recovering from COVID-19. The immunity someone gains from having an infection, called natural immunity, varies from person to
person. Some early evidence suggests natural immunity may not last very long. We won’t know how long immunity produced by vaccination lasts
until we have a vaccine and more data on how well it works. Both natural immunity and vaccine-induced immunity are important aspects of COVID19 that experts are trying to learn more about, and CDC will keep the public informed as new evidence becomes available.

Credible Links:

CDC: Facts vs. Myths about COVID-19 vaccines
Mayo Clinic: COVID-19 Vaccine Facts
FDA: Emergency Use Authorization Process for Vaccines
CDC: Understanding mRNA Vaccines
University of California: Guide to finding Credible Health Information Online
NYT: Tracker of all COVID Vaccines AND How the Pfizer/BioNTech Vaccine works
FDA: Briefing Document on Pfizer/BioNTech Vaccine for 12/10/20 meeting
FDA: Meeting Materials, Vaccines and Related Biological Products Advisory Committee
Children’s Hospital of Philadelphia: Questions and Answers about COVID-19 Vaccines
The Research Journal Nature: List of scientific literature on COVID-19 — and summaries of key research papers as they appear
Florida Dept of Health: COVID-19 Response Page
Video: State of Florida EMS Medical Director Dr Ken Scheppke with Q&A

