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KDHE issues new recommendations for quarantine and isolation of travelers,  

close contacts and those being tested 

 

TOPEKA - The Kansas Department of Health and Environment (KDHE) is issuing new guidance today 

surrounding COVID-19, including travelers, close contacts of confirmed cases and those being tested.  

KDHE is now recommending 14-day home quarantine for Kansans who have: 

• Traveled to a state with known widespread community transmission (currently California, New 

York and Washington state) on or after March 15. 

• Visited Eagle, Summit, Pitkin and Gunnison counties in Colorado within the past week. 

• Traveled on a cruise ship on or after March 15. 

o People who have previously been told by Public Health to quarantine because of their cruise 

ship travel should finish out their quarantine.  

• Traveled internationally on or after March 15.  

o People who have previously been told by Public Health to quarantine because of their 

international travel should finish out their quarantine.  

• Visited Eagle, Summit, Pitkin, and Gunnison counties in Colorado within the past week. 

• Received notification from public health officials (state or local) that you are a close contact of a 

laboratory-confirmed case of COVID-19. You should quarantine at home for 14 days since your 

last contact with the case.  (A close contact is defined as someone who has been closer than 6 feet 

for more than 10 minutes while the patient is symptomatic.)  

 

“We know there are a lot of questions and concerns from people,” Dr. Lee Norman, KDHE Secretary, 

said. “One thing we want to stress is that having contact with someone who may have been exposed to 

someone who may be a COVID-19 case is not a reason to worry or quarantine yourself. Public health 

officials will notify you if you are a close contact of a confirmed case of COVID-19.” 

-continued- 



 

There is no need for returning travelers to notify KDHE about their return. Information on COVID-19 

cases in the U.S. and states with community transmission can be found at 

www.cdc.gov/coronavirus/2019-ncov/index.html.   

Home Quarantine Guidelines 

Those who are under home quarantine should not attend school, work or any other setting where they are 

not able to maintain at about a 6-foot distance from other people.  

If a person under quarantine develops symptoms of COVID-19 during their 14-day quarantine period, 

including a measured fever of 100.4 (F) or higher and lower respiratory symptoms like coughing or 

shortness of breath, they should contact their healthcare provider and tell them about their recent travel or 

other COVID-19 exposure.  

Testing for COVID-19 

Healthcare providers should evaluate exposure history and symptoms and call KDHE if COVID-19 is 

suspected. KDHE only approves COVID-19 testing requests from healthcare providers and local health 

departments. 

People who are currently being tested for COVID-19 should remain in home isolation, or hospital 

isolation if symptoms are severe enough to be hospitalized, until test results are available. If the test result 

is negative, isolation is no longer required. If test results are positive for COVID-19, the person must 

remain in isolation until released by public health.  

Prevention 

There is currently no vaccine to prevent COVID-19. The best way to prevent illness is to avoid spreading 

the virus and to avoid being exposed to the virus. The virus is thought to spread between people who are 

within about 6 feet of each other for at least 10 minutes through droplets from coughing and sneezing.  

 

To reduce risk, everyone should: 

• Wash hands often with soap and water for at least 20 seconds or use a hand sanitizer that contains 

at least 60% alcohol.  

• Avoid touching eyes, nose and mouth with unwashed hands.  

• Stay home if you are sick. 

• Cover coughs and sneezes. 

• Clean and disinfect surfaces daily.    

For more information, please visit the KDHE website at www.kdheks.gov/coronavirus. KDHE has a 

phone bank that is staffed Monday – Friday, 8 a.m. – 7 p.m. The phone number is 1-866-534-3463 (1-866-

KDHEINF). KDHE also has an email address for general inquiries, COVID-19@ks.gov.  Please note 

these contacts are for general questions and cannot provide you with medical evaluations. If you are 

feeling ill, please stay home and call your healthcare provider. 

### 
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Coronavirus Disease 2019 (COVID-19)

Interim US Guidance for Risk Assessment and Public
Health Management of Persons with Potential
Coronavirus Disease 2019 (COVID-19) Exposures:
Geographic Risk and Contacts of Laboratory-
con�rmed Cases
Updated March 7, 2020

Recommendations in this document for actions by public health authorities apply primarily to US jurisdictions that are not
experiencing sustained community transmission. CDC will provide separate guidance for US jurisdictions with sustained
community transmission.

CDC has provided separate guidance for healthcare settings.

Summary of changes

Revisions were made on March 7, 2020, to re�ect the following:

De�ntions for congregate settings and social distancing were revised

Revisions were made on March 5, 2020, to re�ect the following:

Clari�ed that in jurisdictions without sustained community transmission, decisions for public health action should
be based priorities of public health authorities (e.g., surveillance, contact tracing)., In jurisdictions with sustained
community transmission, travelers and other potentially exposed individuals should follow local guidance. Also
provided a rationale for these changes.

Updated de�nitions for self-observation, self-monitoring, and self-monitoring with public health supervision

Provided exposure risk de�nitions and recommended management for countries other than China

Updated recommendations for Crews on Passenger or Cargo Flights

Removed Workplace section

Added links to information on discontinuation of isolation for patients with laboratory-con�rmed COVID-19

Clari�ed that a potentially exposed person’s risk level does not change if symptoms develop

Reorganized tables

Background
CDC is closely monitoring an epidemic of respiratory illness (COVID-19) caused by a novel (new) coronavirus (SARS-CoV-2)
that was �rst detected in Wuhan, Hubei Province, China.  Chinese health o�cials have reported tens of thousands of
illnesses with COVID-19 in China and the virus is spreading from person-to-person in many parts of that country. Cases of
COVID-19 are also being reported in a growing number of international locations, several of which are experiencing
sustained community-level or widespread person-to-person transmission. Cases of COVID-19 without direct links to travel
have been reported in the United States and sustained transmission is occurring in some US communities.

https://www.cdc.gov/
https://www.cdc.gov/coronavirus/2019-nCoV/index.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html
https://www.cdc.gov/coronavirus/2019-ncov/index.html
https://www.cdc.gov/coronavirus/2019-ncov/travelers/index.html
https://www.cdc.gov/coronavirus/2019-ncov/cases-in-us.html
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Purpose
The purpose of this interim guidance to provide public health authorities and other partners in US jurisdictions that are
not experiencing sustained community transmission of COVID-19 with a framework for assessing and managing risk of
potential exposures to SARS-CoV-2 and implementing public health actions based on a person’s risk level and clinical
presentation. Public health actions may include monitoring or the application of movement restrictions, including isolation
and quarantine, when needed to delay the introduction and spread of SARS-CoV-2 in these communities.

The recommendations in this guidance apply to US-bound travelers who may have been exposed to SARS-CoV-2 and
people identi�ed through contact investigations of laboratory-con�rmed cases. CDC acknowledges that state and local
jurisdictions may make risk management decisions that di�er from those recommended here. Public health management
decisions should be based on the situation in the jurisdiction and the priorities of public health authorities. The guidance
will be updated based on the evolving circumstances of the epidemic.

Rationale
The guidance was designed for a “containment” approach in the absence of sustained SARS-CoV-2 transmission in US
communities in order to delay introduction and spread of SARS-CoV-2. It focuses on decreasing the risk of unrecognized
case importation from international locations with sustained transmission and managing contacts of laboratory-con�rmed
cases. In US jurisdictions that are not experiencing sustained community transmission, these activities are still important;
however, a resource-intense containment approach that focuses on international travelers poses a risk of diverting public
health resources from other priority activities, including surveillance and case �nding, contact tracing, and preparing for
community mitigation measures. Allowing health departments the �exibility to prioritize public health actions in their
jurisdictions enables prudent deployment of public health resources where they can have the most bene�t based on the
local situation. State and local health departments are best positioned to make such decisions within their jurisdictions.

In US jurisdictions with sustained community transmission, shifting from containment to mitigation conserves public
health resources and directs them to where they can have the most bene�t. In such jurisdictions, residents may have the
same exposure risk as international travelers from countries with sustained transmission; therefore, applying stringent
containment measures to international travelers (e.g., staying home for 14 days) no longer has a public health bene�t and
would be arbitrary in the context of similar risk among others in the community.  Applying such containment measures
(e.g., asking people to stay home) community-wide would have severe detrimental e�ects on community infrastructure.
When SARS-CoV-2 is spreading in a community, it is also not feasible to identify all people with symptoms compatible with
COVID-19 or identify all potentially exposed contacts. Applying stringent containment measures to people who are tested
and have laboratory con�rmation and their contacts, but not to others who are not tested and their contacts, would have
no public health bene�t. Such an approach could hamper surveillance e�orts and ability of public health authorities to
make data-driven decisions for the implementation of community mitigation measures. Separate CDC guidance is in
development that harmonizes recommendations for people who are tested and con�rmed positive for COVID-19 and
others in the community who are symptomatic but not tested, as well as their contacts.

De�nitions Used in this Guidance
Symptoms compatible with COVID-19, for the purpose of these recommendations, include subjective or measured fever,
cough, or di�culty breathing.

Self-observation means people should remain alert for subjective fever, cough, or di�culty breathing. If they feel feverish
or develop cough or di�culty breathing during the self-observation period, they should take their temperature, self-isolate,
limit contact with others, and seek advice by telephone from a healthcare provider or their local health department to
determine whether medical evaluation is needed.

Self-monitoring means people should monitor themselves for fever by taking their temperatures twice a day and remain
alert for cough or di�culty breathing. If they feel feverish or develop measured fever, cough, or di�culty breathing during
the self-monitoring period, they should self-isolate, limit contact with others, and seek advice by telephone from a
healthcare provider or their local health department to determine whether medical evaluation is needed.
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Self-monitoring with delegated supervision means, for certain occupational groups (e.g., some healthcare or laboratory
personnel, airline crew members), self-monitoring with oversight by the appropriate occupational health or infection
control program in coordination with the health department of jurisdiction. The occupational health or infection control
personnel for the employing organization should establish points of contact between the organization, the self-monitoring
personnel, and the local or state health departments with jurisdiction for the location where personnel will be during the
self-monitoring period. This communication should result in agreement on a plan for medical evaluation of personnel who
develop fever, cough, or di�culty breathing during the self-monitoring period. The plan should include instructions for
notifying occupational health and the local public health authority, and transportation arrangements to a pre-designated
hospital, if medically necessary, with advance notice if fever, cough, or di�culty breathing occur. The supervising
organization should remain in contact with personnel through the self-monitoring period to oversee self-monitoring
activities.

Self-monitoring with public health supervision means public health authorities assume the responsibility for oversight of
self-monitoring for certain groups of people. The ability of jurisdictions to initiate or provide continued oversight will
depend on other competing priorities (e.g., contact tracing, implementation of community mitigation strategies).
Depending on local priorities, CDC recommends that health departments consider establishing initial communication with
these people, provide a plan for self-monitoring and clear instructions for notifying the health department before the
person seeks health care if they develop fever, cough, or di�culty breathing. As resources allow, health authorities may
also check in intermittently with these people over the course of the self-monitoring period. If travelers for whom public
health supervision is recommended are identi�ed at a US port of entry, CDC will notify state and territorial health
departments with jurisdiction for the travelers’ �nal destinations.

Active monitoring means that the state or local public health authority assumes responsibility for establishing regular
communication with potentially exposed people to assess for the presence of fever, cough, or di�culty breathing. For
people with high-risk exposures, CDC recommends this communication occurs at least once each day. The mode of
communication can be determined by the state or local public health authority and may include telephone calls or any
electronic or internet-based means of communication.

Close contact is de�ned as:

a) being within approximately 6 feet (2 meters) of a COVID-19 case for a prolonged period of time; close contact can occur
while caring for, living with, visiting, or sharing a healthcare waiting area or room with a COVID-19 case

– or –

b) having direct contact with infectious secretions of a COVID-19 case (e.g., being coughed on)

Public health orders are legally enforceable directives issued under the authority of a relevant federal, state, or local entity
that, when applied to a person or group, may place restrictions on the activities undertaken by that person or group,
potentially including movement restrictions or a requirement for monitoring by a public health authority, for the purposes
of protecting the public’s health. Federal, state, or local public health orders may be issued to enforce isolation, quarantine
or conditional release. The list of quarantinable communicable diseases for which federal public health orders are
authorized is de�ned by Executive Order and includes “severe acute respiratory syndromes.” COVID-19 meets the
de�nition for “severe acute respiratory syndromes” as set forth in Executive Order 13295, as amended by Executive Order
13375 and 13674, and, therefore, is a federally quarantinable communicable disease.

Isolation means the separation of a person or group of people known or reasonably believed to be infected with
a communicable disease and potentially infectious from those who are not infected to prevent spread of the
communicable disease. Isolation for public health purposes may be voluntary or compelled by federal, state, or local public
health order.

Quarantine in general means the separation of a person or group of people reasonably believed to have been exposed to
a communicable disease but not yet symptomatic, from others who have not been so exposed, to prevent the possible
spread of the communicable disease.

Conditional release de�nes a set of legally enforceable conditions under which a person may be released from more
stringent public health movement restrictions, such as quarantine in a secure facility. These conditions may include public
health supervision through in-person visits by a health o�cial or designee, telephone, or any electronic or internet-based

https://www.cdc.gov/quarantine/aboutlawsregulationsquarantineisolation.html
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means of communication as determined by the CDC Director or state or local health authority. A conditional release order
may also place limits on travel or require restriction of a person’s movement outside their home.

Controlled travel involves exclusion from long-distance commercial conveyances (e.g., aircraft, ship, train, bus). For people
subject to active monitoring, any long-distance travel should be coordinated with public health authorities to ensure
uninterrupted monitoring. Air travel is not allowed by commercial �ight but may occur via approved noncommercial air
transport. CDC may use public health orders or federal public health travel restrictions to enforce controlled travel. CDC
also has the authority to issue travel permits to de�ne the conditions of interstate travel within the United States for
people under certain public health orders or if other conditions are met.

Congregate settings are crowded public places where close contact with others may occur, such as shopping centers,
movie theaters, stadiums.

Social distancing means remaining out of congregate settings, avoiding mass gatherings, and maintaining distance
(approximately 6 feet or 2 meters) from others when possible.

Exposure Risk Categories
These categories are interim and subject to change.

CDC has established the following exposure risk categories to help guide public health management of people following
potential SARS-CoV-2 exposure in jurisdictions that are not experiencing sustained community transmission. These
categories may not cover all potential exposure scenarios. They should not replace an individual assessment of risk for the
purpose of clinical decision making or individualized public health management.

All exposures apply to the 14 days prior to assessment.

For country-level risk classi�cations, see Coronavirus Disease 2019 Information for Travel.

CDC has provided separate guidance for healthcare settings.

Table 1. Risk Categories for Exposures Associated with International Travel or Identi�ed during Contact Investigations of
Laboratory-con�rmed Cases

Risk Level

Geographic (Travel-
associated)
Exposures

Exposures Identi�ed through Contact Investigation

High Travel from Hubei
Province, China

Living in the same household as, being an intimate partner of, or providing
care in a nonhealthcare setting (such as a home) for a person with
symptomatic laboratory-con�rmed COVID-19 infection without using
recommended precautions for home care and home isolation

*

https://www.cdc.gov/quarantine/travel-restrictions.html
https://www.cdc.gov/coronavirus/2019-ncov/travelers/index.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-home-care.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-prevent-spread.html
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Risk Level

Geographic (Travel-
associated)
Exposures

Exposures Identi�ed through Contact Investigation

Medium
(assumes no
exposures in
the high-risk
category)

Travel from
mainland China
outside Hubei
Province or Iran

Travel from a
country with
widespread
sustained
transmission,
other than China
or Iran

Travel from a
country with
sustained
community
transmission

Close contact with a person with symptomatic laboratory-con�rmed
COVID-19

On an aircraft, being seated within 6 feet (two meters) of a traveler
with symptomatic laboratory-con�rmed COVID-19 infection; this
distance correlates approximately with 2 seats in each direction

Living in the same household as, an intimate partner of, or caring for
a person in a nonhealthcare setting (such as a home) to a person with
symptomatic laboratory-con�rmed COVID-19 infection while
consistently using recommended precautions for home care and
home isolation

Low
(assumes no
exposures in
the high-risk
category)

 Travel from any other
country

Being in the same indoor environment (e.g., a classroom, a hospital waiting
room) as a person with symptomatic laboratory-con�rmed COVID-19 for a
prolonged period of time but not meeting the de�nition of close contact

No identi�able
risk

Not applicable Interactions with a person with symptomatic laboratory-con�rmed COVID-
19 infection that do not meet any of the high-, medium- or low-risk
conditions above, such as walking by the person or being brie�y in the
same room.

In general, geographic exposure categories do not apply to travelers who only transit through an airport.

*

*

Recommendations for Exposure Risk Management
State and local authorities have primary jurisdiction for isolation and other public health orders within their respective
jurisdictions. Federal public health authority primarily extends to international arrivals at ports of entry and to preventing
interstate communicable disease threats.

CDC recognizes that decisions and criteria to use such public health measures may di�er by jurisdiction. Consistent with
principles of federalism, state and local jurisdictions may choose to make decisions about isolation, other public health
orders, and monitoring that exceed those recommended in federal guidance. As the domestic COVID-19 situation evolves,
public health authorities should base their decisions about application of individual-level monitoring or movement
restrictions on the situation in their jurisdictions, including whether sustained community transmission is occurring and
competing priorities.

The issuance of public health orders should be considered in the context of other less restrictive means that could
accomplish the same public health goals. People under public health orders must be treated with respect, fairness, and
compassion, and public health authorities should take steps to reduce the potential for stigma (e.g., through outreach to
a�ected communities, public education campaigns). Considerable, thoughtful planning by public health authorities is
needed to implement public health orders properly.  Speci�cally, measures must be in place to provide shelter, food,
water, and other necessities for people whose movement is restricted under public health orders, and to protect their
dignity and privacy.

https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-home-care.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-prevent-spread.html
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CDC’s recommendations for public health management of international travelers with potential exposure to SARS-CoV-2
and people identi�ed through contact investigations of laboratory-con�rmed cases, including monitoring and the
application of travel or movement restrictions, are summarized in Table 2.

Additional recommendations in speci�c groups or settings are provided below.

Crews on Passenger or Cargo Flights
CDC and the Federal Aviation Administration have jointly provided interim health guidance for air carriers and crews
. This FAA-CDC guidance includes recommendations for air crews to self-monitor under the supervision of their employer’s
occupational health program and to remain in their hotel rooms and practice social distancing while on overnight layovers
in the United States (applies to US-based crews and crews based in other countries) or internationally (applies to US-based
crews). These recommendations were made because SARS-CoV-2 is spreading in all regions internationally as well as in the
United States. Also, the rapidly changing situation means country-level geographic risk assessments cannot be relied on to
accurately judge the risk to crewmembers in any given location. As long as they remain asymptomatic, crew members may
continue to work on �ights into, within, or departing from the United States. Crew members who follow their carrier’s
occupational health plan as well as the FAA-CDC guidance are not subject to restrictions applied to other travelers. If they
develop fever, cough, or di�culty breathing, crew members should self-isolate and be excluded from work on commercial
�ights immediately, and remain excluded until cleared to work by their occupational health program and public health
authorities.

Regardless of residence or travel history, crew members who have known exposure to persons with COVID-19 should be
assessed and managed on a case-by-case basis.

Personnel in Critical Infrastructure Positions
Some personnel (e.g., emergency �rst responders) �ll essential (critical) infrastructure roles within communities. Based on
the needs of individual jurisdictions, and at the discretion of state or local health authorities, these personnel may be
permitted to continue work following potential exposure to SARS-CoV-2 (either travel-associated or close contact to a
con�rmed case), provided they remain asymptomatic. Personnel who are permitted to work following an exposure should
self-monitor under the supervision of their employer’s occupational health program including taking their temperature
before each work shift to ensure they remain afebrile. On days these individuals are scheduled to work, the employer’s
occupational health program could consider measuring temperature and assessing symptoms prior to their starting work.
Exposed healthcare personnel who are considered part of critical infrastructure should follow existing CDC guidance.

People with Laboratory-Con�rmed COVID-19 and Symptomatic People
Under Investigation for COVID-19
CDC has established criteria for determining when an individual can be considered non-infectious to guide discontinuation
of transmission-based precautions for hospitalized patients or home isolation. While individuals are considered infectious,
local or long-distance travel should occur only by medical transport (e.g., ambulance or air medical transport) or private
vehicle. Isolation and travel restrictions are removed upon determination by public health authorities that the person is no
longer considered to be infectious.

Symptomatic people who meet CDC’s de�nition of Persons Under Investigation (PUI) should be evaluated by healthcare
providers in conjunction with local health authorities.  PUIs awaiting results of rRT-PCR testing for COVID-19 should remain
in isolation at home or in a healthcare facility until their test results are known.  Depending on the clinical suspicion of
COVID-19, PUIs for whom an initial rRT-PCR test is negative may be candidates for removal of any isolation and travel
restrictions speci�c to symptomatic people, but any restrictions for asymptomatic people according to the assigned risk
level should still apply.  Management decisions of PUIs who are not tested should be made on a case-by-case basis, using
available epidemiologic and clinical information, in conjunction with CDC guidance.

Contacts of Asymptomatic People Exposed to COVID-19
CDC does not recommend testing, symptom monitoring or special management for people exposed to asymptomatic
people with potential exposures to SARS-CoV-2 (such as in a household), i.e., “contacts of contacts;” these people are not
considered exposed to SARS CoV 2

 

https://www.faa.gov/other_visit/aviation_industry/airline_operators/airline_safety/safo/all_safos/media/2020/SAFO20003.pdf
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-hospitalized-patients.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/disposition-in-home-patients.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/clinical-criteria.html
https://www.cdc.gov/coronavirus/2019-ncov/lab/index.html
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considered exposed to SARS-CoV-2.
Table 2. Summary of CDC Recommendations for Management of Exposed Persons with by Risk Level and Presence of
Symptoms

The public health actions recommended in the table below apply to people who have been determined to have at least
some risk for COVID-19. People who are being managed as asymptomatic in a particular risk level who develop signs or
symptoms compatible with COVID-19 should be moved immediately into the symptomatic category in the same risk level
and be managed accordingly. The risk level does not change if symptoms develop.

Risk Level Management if Asymptomatic Management if Symptomatic

High risk Quarantine (voluntary or under
public health orders) in a
location to be determined by
public health authorities.

No public activities.

Daily active monitoring, if
possible based on local priorities

Controlled travel

Immediate isolation with consideration of public
health orders

Public health assessment to determine the need for
medical evaluation; if medical evaluation warranted,
diagnostic testing should be guided by CDC’s PUI
de�nition

If medical evaluation is needed, it should occur with
pre-noti�cation to the receiving HCF and EMS, if EMS
transport indicated, and with all recommended
infection control precautions in place.

Controlled travel: Air travel only via air medical
transport. Local travel is only allowed by medical
transport (e.g., ambulance) or private vehicle while
symptomatic person is wearing a face mask.

Medium risk Close contacts in this category:
Recommendation to remain at
home or in a comparable setting

Practice social distancing

Active monitoring as determined
by local priorities

Recommendation to postpone
long-distance travel on
commercial conveyances

Self-isolation

Public health assessment to determine the need for
medical evaluation; if medical evaluation warranted,
diagnostic testing should be guided by CDC’s PUI
de�nition

If medical evaluation is needed, it should ideally occur
with pre-noti�cation to the receiving HCF and EMS, if
EMS transport indicated, and with all recommended
infection control precautions in place.

Controlled travel: Air travel only via air medical
transport. Local travel is only allowed by medical
transport (e.g., ambulance) or private vehicle while
symptomatic person is wearing a face mask.

Travelers from mainland China
(outside Hubei Province) or Iran

Recommendation to remain at
home or in a comparable setting

Practice social distancing

Self-monitoring with public
health supervision as
determined by local priorities

Recommendation to postpone
additional long-distance travel
on commercial conveyances
after they reach their �nal
destination

1

https://www.cdc.gov/coronavirus/2019-ncov/hcp/clinical-criteria.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/infection-control.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/clinical-criteria.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/infection-control.html
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Risk Level Management if Asymptomatic Management if Symptomatic

Travelers from other country with
widespread transmission

Recommendation to remain at
home or in a comparable setting,

Practice social distancing

Self-monitoring

Recommendation to postpone
additional long-distance travel
on commercial conveyances
after they reach their �nal
destination

Travelers from country with sustained
community transmission

Practice social distancing

Self-observation

Low risk  No restriction on movement

Self-observation

Self-isolation, social distancing

Person should seek health advice to determine if
medical evaluation is needed.

If sought, medical evaluation and care should be
guided by clinical presentation; diagnostic testing for
COVID-19 should be guided by CDC’s PUI de�nition.

Travel on commercial conveyances should be
postponed until no longer symptomatic.

No identi�able
risk

None Self-isolation, social distancing

Person should seek health advice to determine if
medical evaluation is needed.

If sought, medical evaluation and care should be
guided by clinical presentation; diagnostic testing for
COVID-19 should be guided by CDC’s PUI de�nition.

Travel on commercial conveyances should be
postponed until no longer symptomatic.

EMS = emergency medical services; HCF = healthcare facility; PUI = Person Under Investigation for COVID-19

For the purpose of this document: subjective or measured fever, cough, or di�culty breathing.

Note: The public health management recommendations made above are primarily intended for jurisdictions not
experiencing sustained community transmission. In jurisdictions not experiencing sustained community transmission, CDC
recommends that post-exposure public health management for asymptomatic exposed individuals continue until 14 days
after the last potential exposure; however, these decisions should be made based on the local situation, available
resources, and competing priorities. These factors should also guide decisions about managing symptomatic exposed
individuals.

International travelers and other potentially exposed individuals in jurisdictions experiencing sustained community
transmission should follow local guidance.

For country-level risk classi�cations, see Coronavirus Disease 2019 Information for Travel.

CDC has provided separate guidance for healthcare settings.

1

1
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Coronavirus Disease 2019 (COVID-19)

Interim Guidance for Emergency Medical Services
(EMS) Systems and 911 Public Safety Answering Points
(PSAPs) for COVID-19 in the United States

Updated March 10, 2020

Summary of Key Changes for the EMS Guidance:
Updated PPE recommendations for the care of patients with known or suspected COVID-19:

Facemasks are an acceptable alternative until the supply chain is restored. Respirators should be prioritized for
procedures that are likely to generate respiratory aerosols, which would pose the highest exposure risk to HCP.

Eye protection, gown, and gloves continue to be recommended.
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 HCP.

When the supply chain is restored, �t-tested EMS clinicians should return to use of respirators for patients with
known or suspected COVID-19.

Updated guidance about recommended EPA-registered disinfectants to include reference to a list now posted on the
EPA website.

Background
Emergency medical services (EMS) play a vital role in responding to requests for assistance, triaging patients, and providing
emergency medical treatment and transport for ill persons. However, unlike patient care in the controlled environment of
a healthcare facility, care and transports by EMS present unique challenges because of the nature of the setting, enclosed
space during transport, frequent need for rapid medical decision-making, interventions with limited information, and a
varying range of patient acuity and jurisdictional healthcare resources.

When preparing for and responding to patients with con�rmed or possible coronavirus disease 2019 (COVID-19), close
coordination and e�ective communications are important among 911 Public Safety Answering Points (PSAPs)— commonly
known as 911 call centers, the EMS system, healthcare facilities, and the public health system. Each PSAP and EMS system
should seek the involvement of an EMS medical director to provide appropriate medical oversight. For the purposes of this
guidance, “EMS clinician” means prehospital EMS and medical �rst responders. When COVID-19 is suspected in a patient
needing emergency transport, prehospital care providers and healthcare facilities should be noti�ed in advance that they
may be caring for, transporting, or receiving a patient who may have COVID-19 infection.

Updated information about COVID-19 may be accessed at https://www.cdc.gov/coronavirus/2019-ncov/index.html.
Infection prevention and control recommendations can be found here: https://www.cdc.gov/coronavirus/2019-
nCoV/hcp/infection-control.html. Additional information for healthcare personnel can be found at
https://www.cdc.gov/coronavirus/2019-nCoV/guidance-hcp.html.

Case De�nition for COVID-19

This guidance applies to all �rst responders, including law enforcement, �re services, emergency medical services, and
emergency management o�cials, who anticipate close contact with persons with con�rmed or possible COVID-19 in
the course of their work.

https://www.cdc.gov/
https://www.cdc.gov/coronavirus/2019-nCoV/index.html
https://www.cdc.gov/coronavirus/2019-ncov/index.html
https://www.cdc.gov/coronavirus/2019-nCoV/hcp/infection-control.html
https://www.cdc.gov/coronavirus/2019-nCoV/guidance-hcp.html
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CDC’s most current case de�nition for a person under investigation (PUI) for COVID-19 may be accessed at
https://www.cdc.gov/coronavirus/2019-nCoV/clinical-criteria.html.

Recommendations for 911 PSAPs
Municipalities and local EMS authorities should coordinate with state and local public health, PSAPs, and other emergency
call centers to determine need for modi�ed caller queries about COVID-19, outlined below.

Development of these modi�ed caller queries should be closely coordinated with an EMS medical director and informed
by local, state, and federal public health authorities, including the city or county health department(s), state health
department(s), and CDC.

Modi�ed Caller Queries
PSAPs or Emergency Medical Dispatch (EMD) centers (as appropriate) should question callers and determine the possibility
that this call concerns a person who may have signs or symptoms and risk factors for COVID-19. The query process should
never supersede the provision of pre-arrival instructions to the caller when immediate lifesaving interventions (e.g., CPR or
the Heimlich maneuver) are indicated. Patients in the United States who meet the appropriate criteria should be evaluated
and transported as a PUI. Information on COVID-19 will be updated as the public health response proceeds. PSAPs and
medical directors can access CDC’s PUI de�nitions here.

Information on a possible PUI should be communicated immediately to EMS clinicians before arrival on scene in order to
allow use of appropriate personal protective equipment (PPE). PSAPs should utilize medical dispatch procedures that are
coordinated with their EMS medical director and with the local or state public health department.

PSAPs and EMS units that respond to ill travelers at US international airports or other ports of entry to the United States
(maritime ports or border crossings) should be in contact with the CDC quarantine station of jurisdiction for the port of
entry (see: CDC Quarantine Station Contact List) for planning guidance. They should notify the quarantine station when
responding to that location if a communicable disease is suspected in a traveler. CDC has provided job aids for this
purpose to EMS units operating routinely at US ports of entry. The PSAP or EMS unit can also call CDC’s Emergency
Operations Center at (770) 488-7100 to be connected with the appropriate CDC quarantine station.

Recommendations for EMS Clinicians and Medical First Responders
EMS clinician practices should be based on the most up-to-date COVID-19 clinical recommendations and information from
appropriate public health authorities and EMS medical direction.

State and local EMS authorities may direct EMS clinicians to modify their practices as described below.

Patient assessment
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. EMS clinicians should consider the signs, symptoms, and risk factors of COVID-19
(https://www.cdc.gov/coronavirus/2019-nCoV/clinical-criteria.html).

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. If COVID-19 is suspected, all PPE as described
below should be used. 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. If a nasal cannula is in place, a facemask should be
worn over the nasal cannula. Alternatively, an oxygen mask can be used if clinically indicated. If the patient requires
intubation, see below for additional precautions for aerosol-generating procedures.

https://www.cdc.gov/coronavirus/2019-nCoV/clinical-criteria.html
https://www.cdc.gov/coronavirus/2019-ncov/hcp/clinical-criteria.html?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fcoronavirus%2F2019-ncov%2Fclinical-criteria.html
https://www.cdc.gov/quarantine/quarantinestationcontactlistfull.html
https://www.cdc.gov/coronavirus/2019-nCoV/clinical-criteria.html
https://wwwdev.cdc.gov/coronavirus/2019-ncov/hcp/guidance-for-ems.html#recommended-ppe
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During transport, limit the number of providers in the patient compartment to essential personnel to minimize
possible exposures.

Recommended Personal Protective Equipment (PPE)
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:

N-95 or higher-level respirator or facemask (if a respirator is not available),
N95 respirators or respirators that o�er a higher level of protection should be used instead of a facemask
when performing or present for an aerosol-generating procedure

Eye protection (i.e., goggles 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.

A single pair of disposable patient examination gloves. Change gloves if they become torn or heavily
contaminated, and isolation gown.,

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 the supply chain is restored, �t-tested EMS clinicians should return to use of respirators for patients with
known or suspected COVID-19.

Drivers, if they provide direct patient care (e.g., moving patients onto stretchers), should wear all recommended PPE.
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.

All personnel should avoid touching their face while working.

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.

Other required aspects of Standard Precautions (e.g., injection safety, hand hygiene) are not emphasized in this
document but can be found in the guideline titled Guideline for Isolation Precautions: Preventing Transmission of
Infectious Agents in Healthcare Settings.

Precautions for Aerosol-Generating Procedures
If possible, consult with medical control before performing aerosol-generating procedures for speci�c guidance.

An N-95 or higher-level respirator, instead of a facemask, should be worn in addition to the other PPE described
above, for EMS clinicians present for or performing aerosol-generating procedures.,

EMS clinicians should exercise caution if an aerosol-generating procedure (e.g., bag valve mask (BVM) ventilation,
oropharyngeal suctioning, endotracheal intubation, nebulizer treatment, continuous positive airway pressure (CPAP),
bi-phasic positive airway pressure (biPAP), or resuscitation involving emergency intubation or cardiopulmonary
resuscitation (CPR)) is necessary.

BVMs, and other ventilatory equipment, should be equipped with HEPA �ltration to �lter expired air.

EMS organizations should consult their ventilator equipment manufacturer to con�rm appropriate �ltration
capability and the e�ect of �ltration on positive-pressure ventilation.

If possible, the rear doors of the transport vehicle should be opened and the HVAC system should be activated during
aerosol-generating procedures. This should be done away from pedestrian tra�c.

EMS Transport of a PUI or Patient with Con�rmed COVID-19
to a Healthcare Facility (including interfacility transport)

https://www.cdc.gov/infectioncontrol/guidelines/isolation/index.html
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If a patient with an exposure history and signs and symptoms suggestive of COVID-19 requires transport to a healthcare
facility for further evaluation and management (subject to EMS medical direction), the following actions should occur
during transport:

EMS clinicians should notify the receiving healthcare facility that the patient has an exposure history and signs and
symptoms suggestive of COVID-19 so that appropriate infection control precautions may be taken prior to patient
arrival.

Keep the patient separated from other people as much as possible.

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.

Isolate the ambulance driver from the patient compartment and keep pass-through doors and windows tightly shut.

When possible, use vehicles that have isolated driver and patient compartments that can provide separate ventilation
to each area.

Close the door/window between these compartments before bringing the patient on board.

During transport, vehicle ventilation in both compartments should be on non-recirculated mode to maximize air
changes that reduce potentially infectious particles in the vehicle.

If the vehicle has a rear exhaust fan, use it to draw air away from the cab, toward the patient-care area, and out
the back end of the vehicle.

Some vehicles are equipped with a supplemental recirculating ventilation unit that passes air through HEPA
�lters before returning it to the vehicle. Such a unit can be used to increase the number of air changes per hour
(ACH) (https://www.cdc.gov/niosh/hhe/reports/pdfs/1995-0031-2601.pdf ).

If a vehicle without an isolated driver compartment and ventilation must be used, open the outside air vents in the
driver area and turn on the rear exhaust ventilation fans to the highest setting. This will create a negative pressure
gradient in the patient area.

Follow routine procedures for a transfer of the patient to the receiving healthcare facility (e.g., wheel the patient
directly into an examination room).

Documentation of patient care
Documentation of patient care should be done after EMS clinicians have completed transport, removed their PPE,
and performed hand hygiene.

Any written documentation should match the verbal communication given to the emergency department
providers at the time patient care was transferred.

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). This
documentation may need to be shared with local public health authorities.

Cleaning EMS Transport Vehicles after Transporting a PUI or
Patient with Con�rmed COVID-19
The following are general guidelines for cleaning or maintaining EMS transport vehicles and equipment after transporting
a PUI:

After transporting the patient, leave the rear doors of the transport vehicle open to allow for su�cient 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 su�cient 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.

Ensure that environmental cleaning and disinfection procedures are followed consistently and correctly, to include
the provision of adequate ventilation when chemicals are in use. Doors should remain open when cleaning the
vehicle.



https://www.cdc.gov/niosh/hhe/reports/pdfs/1995-0031-2601.pdf
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Routine cleaning and disinfection procedures (e.g., using cleaners and water to pre-clean surfaces prior to applying an
EPA-registered, hospital-grade disinfectant to frequently touched surfaces or objects for appropriate contact times as
indicated on the product’s label) are appropriate for severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2) in
healthcare settings, including those patient-care areas in which aerosol-generating procedures are performed.

Products with EPA-approved emerging viral pathogens claims are recommended for use against SARS-CoV-2. Refer to
List N  on the EPA website for EPA-registered disinfectants that have quali�ed under EPA’s emerging viral
pathogens program for use against SARS-CoV-2.

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, �oors,
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.

Follow-up and/or Reporting Measures by EMS Clinicians
After Caring for a PUI or Patient with Con�rmed COVID-19
EMS clinicians should be aware of the follow-up and/or reporting measures they should take after caring for a PUI or
patient with con�rmed COVID-19:

State or local public health authorities should be noti�ed about the patient so appropriate follow-up monitoring can
occur.

EMS agencies should develop policies for assessing exposure risk and management of EMS personnel potentially
exposed to SARS-CoV-2 in coordination with state or local public health authorities. Decisions for monitoring,
excluding from work, or other public health actions for HCP with potential exposure to SARS-CoV-2 should be made in
consultation with state or local public health authorities. Refer to the Interim U.S. Guidance for Risk Assessment and
Public Health Management of Healthcare Personnel with Potential Exposure in a Healthcare Setting to Patients with
Coronavirus Disease 2019 (COVID-19) for additional information.

EMS agencies should develop sick-leave policies for EMS personnel that are nonpunitive, �exible, and consistent with
public health guidance. Ensure all EMS personnel, including sta� who are not directly employed by the healthcare
facility but provide essential daily services, are aware of the sick-leave policies.

EMS personnel who have been exposed to a patient with suspected or con�rmed COVID-19 should notify their chain
of command to ensure appropriate follow-up.

Any unprotected exposure (e.g., not wearing recommended PPE) should be reported to occupational health
services, a supervisor, or a designated infection control o�cer for evaluation.

EMS clinicians should be alert for fever or respiratory symptoms (e.g., cough, shortness of breath, sore throat). If
symptoms develop, they should self-isolate and notify occupational health services and/or their public health
authority to arrange for appropriate evaluation.

EMS Employer Responsibilities
The responsibilities described in this section are not speci�c for the care and transport of PUIs or patients with con�rmed
COVID-19. However, this interim guidance presents an opportunity to assess current practices and verify that training and
procedures are up-to-date.

EMS units should have infection control policies and procedures in place, including describing a recommended
sequence for safely donning and do�ng PPE.



https://www.epa.gov/pesticide-registration/list-n-disinfectants-use-against-sars-cov-2
https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-risk-assesment-hcp.html
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Provide all EMS clinicians with job- or task-speci�c education and training on preventing transmission of infectious
agents, including refresher training.

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 removing such equipment.

Ensure EMS clinicians are medically cleared, trained, and �t tested for respiratory protection device use (e.g., N95
�ltering facepiece respirators), or medically cleared and trained in the use of an alternative respiratory protection
device (e.g., Powered Air-Purifying Respirator, PAPR) whenever respirators are required. OSHA has a number of
respiratory training videos .

EMS units should have an adequate supply of PPE.

Ensure an adequate supply of or access to EPA-registered hospital grade disinfectants (see above for more
information) for adequate decontamination of EMS transport vehicles and their contents.

Ensure that EMS clinicians and biohazard cleaners contracted by the EMS employer tasked to the decontamination
process are educated, trained, and have practiced the process according to the manufacturer’s recommendations or
the EMS agency’s standard operating procedures.

Additional Resources
The EMS Infectious Disease Playbook, published by the O�ce of the Assistant Secretary for Preparedness and Response’s
Technical Resources, Assistance Center, Information Exchange (TRACIE) is a resource available to planners at
https://www.ems.gov/pdf/ASPR-EMS-Infectious-Disease-Playbook-June-2017.pdf .
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TOPEKA, Kan. – The Kansas Insurance Department has been in communication with all major 
medical insurance carriers offering fully insured health plans in Kansas regarding the Novel 
Coronavirus (COVID-19). As of today, the department confirmed that all major medical 
insurance carriers for fully insured plans are committed to waiving the cost sharing for Novel 
Coronavirus testing. 

“I would like to commend the carriers in Kansas for taking this critical step,” Commissioner 
Vicki Schmidt said. “While there are number of moving parts in response to the coronavirus, I 
am pleased the carriers in Kansas took this approach to alleviate at least one of the many 
concerns on the minds of Kansans.” 

Other states mandated the waiving of the cost sharing action, but major medical health insurance 
carriers in Kansas voluntarily took a proactive step to protect Kansans by ensuring the cost of the 
test was covered. For those Kansans who are insured through an employer-based, self-funded 
plan, it is advised they consult with their human resource department. 
For any Kansan who experiences difficulties with their insurance carrier, they are encouraged to 
contact the consumer assistance division of the Kansas Insurance Department through 
insurance.kansas.gov or by calling 1-800-432-2484. 
 

http://insurance.kansas.gov/

	Traveler Guidance
	Risk Assessment and Public Health Management of Persons with Potential Coronavirus Disease 2019 (COVID-19) Exposures
	EMS-PSAPS
	insurance article

