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Summary of Changes 
 

March 15, 2022 

 Updates reflecting removal of Public Health Orders and discontinuation of public health 

case investigations 

o Recommendations for isolation –pg. 13 

o Ongoing surveillance plan – pg. 24 

o Appendix C - process to investigate COVID-19 cases in school and childcare 

settings (pg. 38) 

o Removal of appendices that are no longer applicable 

 COVID Alert App no longer supported in Manitoba 

 

February 16, 2022 

 Updates reflecting changes to case and contact management resulting from the 

termination of Public Health Orders related to self-isolation. Key changes, include: 

o Examples of situations where self-isolation may still be recommended (pg. 21) 

o Management of individuals respiratory symptoms in community – testing and 

treatment guidance (pg. 24) 

o Appendix C - process to investigate COVID-19 cases in school and childcare 

settings (pg. 42) 

o Case and contact management post-Omicron VOC (pg. 73 – 75). 

 

February 1, 2022 

 Updates reflecting: 

o Case and contact management updates (pg. 13 and 23) 

o Contract tracing involving public transportation (pg. 34) 

o Process for validation of COVID-19 fatalities by the MOH (pg. 41) 

 Updates to Appendix A – updates to case and contact management (pg. 42) 

 Updates to Appendix C – process to investigate COVID-19 cases in school and childcare 

settings (pg. 56) 

 Updates to Appendix F – reporting of positive COVID-19 test results (pg. 67) 
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Situation 
 

The strategy outlined in this guidance is intended to focus on case and contact management to 

mitigate the health impacts of COVID-19 on Manitobans. This guidance is set in the Canadian 

context and is based on the available scientific evidence and expert opinion. Manitoba removed 

public health orders related to COVID-19 as of March 15, 2022, and is transitioning from an acute 

response to a longer-term response to ongoing COVID-19 cases in the community, with a focus 

on recovery and preparedness. 

 

Public health measures implemented during the acute phase of the pandemic slowed the 

transmission of COVID-19, reduced associated severe outcomes, and helped to maintain 

capacity in the health care system, but also had other significant impacts on society. Some of 

these impacts have been positive, but many have caused disruption and negative societal 

impacts. Removal of public health restrictions is now possible due to the decreasing incidence of 

infection and associated severe outcomes, high vaccination coverage, infection-acquired 

immunity, and availability of treatments for individuals at high risk of severe outcomes. However, 

ongoing planning is required, including management of ongoing circulation of cases and 

interaction with other respiratory viruses, and potential emergence of new variants of concern 

(VOCs) that may be more transmissible, severe, and/or immune-evasive.   

 

This document was based on the Interim Guidance: Public Health Management of cases and 

contacts associated with novel coronavirus from the Public Health Agency of Canada1, which 

continues to be updated. This guidance will continue to be updated as the situation continues to 

evolve.  

 

Background 
 
First identified in the 1960s, there are now seven known coronaviruses that can infect people. 

While four of these cause mild-to-moderate illness in humans, recently discovered viruses such 

as SARS (severe acute respiratory syndrome) and MERS-CoV (Middle East Respiratory 

Syndrome Coronavirus) can cause severe illness. On January 12, 2020, the World Health 

Organization confirmed China’s detection of a novel coronavirus (COVID-19) with significant 

health impacts.  

 

Current case numbers can be found on the Johns Hopkins coronavirus website 

(www.arcgis.com/apps/opsdashboard/index.html#/bda7594740fd40299423467b48e9ecf6) 

 

Surveillance Case Definitions 
 

                                                
1 PHAC. Interim Guidance:  Public Health Management of cases and contacts associated with novel coronavirus 
(COVID-19) (February 6, 2020) 

http://www.arcgis.com/apps/opsdashboard/index.html#/bda7594740fd40299423467b48e9ecf6


5 
 

2022-03-15 

Surveillance case definitions are provided for the purpose of standardized case classification and 

reporting. They are based on the current level of epidemiological evidence and public health 

response goals, and are subject to change. 

These surveillance case definitions are not intended to replace clinician or public health 

practitioner judgment in individual patient management or testing, or for the purpose of infection 

control triage. For current screening and testing advice, please refer to 

https://manitoba.ca/asset_library/en/coronavirus/screening_tool.pdf  

 
Suspect case –  

A person with symptoms compatible with COVID-19 

AND 

Had close contact with a probable case of COVID-19. 

Note: COVID-19 may present as a co-infection with other pathogens.  At this time, the 

identification of one causative agent should not exclude COVID-19 where the index of 

suspicion may be high. 

 

Probable case –  

A person who:  

1. Has symptoms compatible with COVID-19 

AND  

 Had a high-risk exposure with a confirmed COVID-19 case (i.e. close contact) OR was 

exposed to a known cluster or outbreak of COVID-19**  

AND  

 Has not had a laboratory-based NAAT assay for SARS-CoV-2 completed or the result is 

inconclusive*  

OR  

 Had SARS-CoV-2 antibodies detected in a single serum, plasma, or whole blood sample 

using a validated laboratory-based serological assay for SARS-CoV-2 collected within 4 

weeks of symptom onset (note serological assays are not routinely done for diagnostic 

purposes)*  

OR  

 

2. Had a POC NAAT or POC antigen test for SARS-CoV-2 completed and the result is preliminary 

(presumptive) positive*  

 

OR  

 

3. Had a validated POC antigen test for SARS-CoV-2 completed and the result is positive*  

 

*See Laboratory Comments for further details  

**This includes clusters that are not considered reportable outbreaks.  

 

Confirmed case –  

https://manitoba.ca/asset_library/en/coronavirus/screening_tool.pdf
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A person with confirmation of infection with SARS-CoV-2 documented by:  

 The detection of at least one specific gene target by a validated laboratory-based 
nucleic acid amplification test (NAAT) assay (e.g. real-time PCR or nucleic acid 
sequencing) performed at a community, hospital, or reference laboratory (the 
National Microbiology Laboratory or a provincial public health laboratory)  

OR  

 The detection of at least one specific gene target by a validated point-of-care (POC) 
nucleic acid amplification test (NAAT) that has been deemed acceptable to provide a 
final result (i.e. does not require confirmatory testing)*  

OR  

 Seroconversion or diagnostic rise (at least four-fold or greater from baseline) in viral 
specific antibody titre in serum or plasma using a validated laboratory-based 
serological assay for SARS-CoV-2 (note serological assays are not routinely done 
for diagnostic purposes)*  

 
*See Laboratory Comments for further detail  

Laboratory Testing 
 

Laboratory tests continue to evolve for this emerging pathogen, and laboratory testing 

recommendations will change as new assays are developed and validated. Assays that have 

been licenced by Health Canada are preferred.  

 

Any case classified as probable based on an epidemiological link, which subsequently tests 

negative for the SARS-CoV-2 virus should no longer be classified as a case. Exceptions may be 

made for negative results from a compromised sample or if NAAT testing is delayed (e.g. >10-

14 days following symptom onset), whereby such persons remain as probable cases.  

 

Testing for COVID-19 requires a nasopharyngeal (NP) swab placed in viral transport medium for 

conventional laboratory nucleic acid, or performed in a community facility with approved point of 

care testing. If such a specimen is being collected for ILI or presumed viral RTI, then a second 

swab is not required. Note: There may be some clinical indications for the use of an oropharyngeal 

swab instead of a NP swab, but when possible, a NP swab is the preferred specimen as it is more 

sensitive compared to other specimen types. As well, some of the approved point of care tests 

require a different specimen type and the direction for that particular test should be followed (e.g. 

Abbott ID NOW requires a mid-nasal turbinate swab).  

 

For samples being sent to CPL, include the following information on the CPL General Requisition: 

relevant symptoms, priority group/reason for test, outbreak code if applicable, and request for 

COVID-19. 

 

More severely ill patients may also require deep lung specimens be submitted, such as sputum, 

ETT secretions or broncho-alveolar lavage specimens.  

 

The Respiratory Virus Infections Working Group of the Canadian Public Health Laboratory 

Network has developed laboratory testing best practices for COVID-19 and has updated its 

https://www.canada.ca/en/public-health/services/reports-publications/canada-communicable-disease-report-ccdr/monthly-issue/2020-46/issue-5-may-7-2020/covid-19-health-professional-cphln.html
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protocol on microbiological investigation of emerging respiratory pathogens, including severe 

acute respiratory infections.2,3 

 

Laboratory-Based Tests  

 

At present, a validated reverse transcription polymerase chain reaction (RT-PCR) test on a 

clinically appropriate sample collected by a trained health care provider is the gold standard for 

the diagnosis of SARS-CoV-2 infection. 

 

NAATs must be validated for SARS-CoV-2 detection.  

 

An inconclusive result on a real-time PCR assay is defined as an indeterminate result on a 

single or multiple real-time PCR target(s) without sequencing confirmation, or a positive result 

from an assay for which limited performance data are available.  

 

An indeterminate result on a real-time PCR assay is defined as a late amplification signal in a 

real-time PCR reaction at a predetermined high cycle threshold value. This may be due to low 

viral target quantity in the clinical specimen approaching the limit of detection (LOD) of the 

assay, or may represent nonspecific reactivity (false signal) in the specimen. When clinically 

relevant, indeterminate samples should be investigated further in the laboratory (e.g. by testing 

for an alternate gene target using a validated real-time PCR or nucleic acid sequencing that is 

equally or more sensitive than the initial assay or method used) or by collection and testing of 

another sample from the patient.  

 

Point-of-Care Tests 

 

Validation and evaluation is required for all POC tests (molecular and/or antigen-based), with 

the reference testing done in a licenced/accredited laboratory. If validation is not completed prior 

to clinical use at an individual location, a simultaneous sample should be obtained from the 

individual and tested using a validated laboratory-based NAAT at a licenced/accredited 

laboratory until acceptable performance data are obtained. If discrepant results from 

simultaneous testing are obtained, a case should be re-classified based on the results from the 

laboratory-based NAAT testing.  

 

If reporting occurs prior to completion of validation AND jurisdictional evaluation, or testing 

occurs in a non-licenced setting, a positive POC result should be considered a preliminary or 

                                                
2 Respiratory Virus Infections Working Group. Canadian Public Health Laboratory Network Best Practices for 
COVID-19. Can Commun Dis Rep 2020; 46(5):113–20. [Accessed June 1, 2020] https://www.canada.ca/en/public-
health/services/reports-publications/canada-communicable-disease-report-ccdr/monthly-issue/2020-46/issue-5-
may-7-2020/covid-19-health-professional-cphln.html  
3 Respiratory Virus Infections Working Group. The Canadian Public Health Laboratory Network protocol for 
microbiological investigations of emerging respiratory pathogens, including severe acute respiratory infections. 
Can Commun Dis Rep 2020; 46(6):205–9. [Accessed June 4, 2020] https://doi.org/10.14745/ccdr.v46i06a09   

https://www.canada.ca/en/public-health/services/reports-publications/canada-communicable-disease-report-ccdr/monthly-issue/2020-46/issue-6-june-4-2020/canadian-public-health-laboratory-guidelines-microbiological-investigating-emerging-respiratory-infections.html
https://www.canada.ca/en/public-health/services/reports-publications/canada-communicable-disease-report-ccdr/monthly-issue/2020-46/issue-6-june-4-2020/canadian-public-health-laboratory-guidelines-microbiological-investigating-emerging-respiratory-infections.html
https://www.canada.ca/en/public-health/services/reports-publications/canada-communicable-disease-report-ccdr/monthly-issue/2020-46/issue-5-may-7-2020/covid-19-health-professional-cphln.html
https://www.canada.ca/en/public-health/services/reports-publications/canada-communicable-disease-report-ccdr/monthly-issue/2020-46/issue-5-may-7-2020/covid-19-health-professional-cphln.html
https://www.canada.ca/en/public-health/services/reports-publications/canada-communicable-disease-report-ccdr/monthly-issue/2020-46/issue-5-may-7-2020/covid-19-health-professional-cphln.html
https://doi.org/10.14745/ccdr.v46i06a09
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presumptive positive and the case should be classified as a probable case while awaiting 

results of the validated laboratory-based NAAT.  

 

If no laboratory-based NAAT test result is obtained (or repeat specimen collected >24 hours 

after the preliminary POC collection and laboratory-based result is negative), the case status 

should remain as probable.  

 

Appendix F of this document contains a summary of various tests that are available through the 

Manitoba Health system and guides the interpretation of results.  This does not include 

interpretation for tests completed outside of the Manitoba Health system. As stated above, if 

testing occurs in a non-licenced setting, a positive result should be considered a preliminary or 

presumptive positive and the case should be classified as a probable case while awaiting 

results of the validated laboratory-based NAAT.  

 
This recommendation may change as more data are accumulated on POC antigen test 

performance in Canada.  

 

Serology Tests  

 

SARS-CoV-2 antibody testing must be conducted using a validated assay by a licenced/ 

accredited laboratory. Currently, SARS-CoV-2 IgM and serology POC tests are not widely 

available and are not recommended for use at this time due to a lack of adequate performance 

data. A diagnostic rise in antibody titre can be established using paired acute and convalescent 

sera taken 2-4 weeks apart and tested by an end-point enzyme immunoassay (EIA), 

quantitative EIA, or neutralizing antibody titres (e.g., plaque reduction neutralization (PRN)); 

however, these assays are not yet widely available and are not currently recommended for 

routine diagnostic testing. Since an individual can have detectable antibody levels for many 

months, a single positive serology result (i.e., no documented seroconversion or diagnostic rise) 

may not reflect recent infection.  

 

In populations with low disease prevalence (<5%) or in individuals with a low pre-test 

probability, there is a risk of false positive results, even with an assay with high performance 

characteristics. In such cases, an orthogonal testing algorithm may be considered to increase 

the positive predictive value (PPV). In an effective orthogonal algorithm, a specimen that tests 

positive initially is tested with a second unique assay (i.e., uses a different antigen).  

 

At this time, serology testing should not be used for classification of cases who have been 

previously diagnosed with COVID-19 or who have received a SARS-CoV-2 vaccination. SARS-

CoV-2 serology tests should not be used for screening or the routine diagnosis of acute infection. 

It may be considered as an adjunct to SARS-CoV-2 NAAT in individuals with compatible 

symptoms who present late and therefore may test negative, and in the diagnosis of multisystem 

inflammatory syndrome in children (MIS-C) and multisystem inflammatory syndrome in adults 

(MIS-A).  
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At present, a validated reverse transcription polymerase chain reaction (RT-PCR) test on a 

clinically appropriate sample collected by a trained health care provider is the gold standard for 

the diagnosis of SARS-CoV-2 infection. 

 

Contact Definitions 
 
Period of communicability4 - The period extending from 48 hours prior to the development of 

overt symptoms in the case until the case is classified as no longer infectious.  

 

Close contact – A person who, within the period of communicability 

 provided care for the case, including HCWs, family members or other caregivers, or who had 

other similar close physical contact without consistent and appropriate use of personal 

protective equipment, OR 

 who lived with or otherwise had close prolonged* contact (within 2 metres) with a probable or 

confirmed case while the case was infectious, OR 

 had direct contact with infectious body fluids of a probable or confirmed case (e.g., was 

coughed or sneezed on) while not wearing recommended personal protective equipment. 

 

*As part of the individual risk assessment, consider the duration of the contact’s exposure (e.g., a longer exposure 
time likely increases the risk), the case’s symptoms (coughing or severe illness likely increases exposure risk) and 
whether exposure occurred in a health care setting. Prolonged exposure is defined as lasting for more than 10 
minutes, cumulative over 24 hours. 

 

Public Health Management of Cases 
 
Suspect, probable and confirmed cases well enough to be managed at home 
 
Epidemiologic evidence suggests that the majority of people who develop COVID-19 will have 

mild illness and will not require care in a hospital. Cases whose clinical condition does not require 

hospital care may be cared for in the home environment.  

 

With the widespread availability of rapid antigen tests and updated recommendations for PCR 

testing based on whether a positive or negative result will inform decisions about treatment or 

care, most cases of COVID-19 are now self-identified and self-managed in the community. Public 

health will no longer be contacting cases for case investigations effective March 15, 2022. The 

following guidance is provided to guide management of cases which may still be required in some 

situations (e.g. high risk outbreaks, health care settings including PCH’s), and for guidance for 

cases in the community.  

 

                                                
4 Evidence is limited on transmission of the infection during the incubation period or during asymptomatic 
infection.  There are a small number of case reports suggesting asymptomatic transmission can occur. 
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In the community, isolation locations are now less likely to be directed by public health. The below 

guidance can be used for consideration of suitable isolation locations. 

 

Considerations for a suitable environment will depend on individual or household living situations 

and may vary depending on the sex, gender, or other socioeconomic or identity factors of cases.  

Cases should be isolated away from others in the home or co-living setting, including household 

members (i.e. not to go out unless to seek medical care, not to take public transportation to seek 

medical care and to avoid contact with others). 

 

When determining the location, several factors to determine the suitability of the home setting are 

described below.   

 Ability to self-manage: Symptomatic and asymptomatic cases should be able to 

monitor themselves for symptoms, maintain proper personal hygiene practices (i.e., 

hand hygiene, respiratory etiquette, clean and disinfect high-touch surfaces) and isolate 

away from others (See Appendix 1), which will be impacted by: 

o Household social and economic circumstances such as insecurity, violence or abuse;  

o Inadequate housing conditions (e.g. lack of access to clean water and appropriate 

supplies), economic barriers (e.g., inability to purchase larger quantities of needed 

supplies at one time, unstable employment or inflexible working conditions);  

o Individual skills, abilities and vulnerabilities such as difficulty reading, speaking, 

understanding or communicating, physical or psychological difficulty undertaking 

preventive activities and using protective equipment, need for assistance with 

personal or medical care activities or supplies, or need for ongoing supervision.  

o Social or geographic isolation such as lacking family or community contacts for 

support or residing in an area with reduced access to services or supports; 

o The ability for the case to access plain-language instructions in the appropriate 

languages on: proper personal hygiene practices, how to self-isolate away from 

others, how to self-monitor symptoms, and when to seek help. Note that male gender 

cases are more likely to live alone and may be less likely to seek help. 

 Severity of illness. The case is exhibiting mild symptoms that do not require 

hospitalization, taking into consideration their baseline health status and the presence of 

risk factors for severe disease or outcomes (i.e., older adults, chronic medical 

conditions, immunocompromised, or obesity (BMI of 30 or higher)).  Instructions should 

be provided on self-monitoring of symptoms and when/how to seek medical care. 

 Household configuration. Cases will be in varying household configurations that may 

hinder their ability to isolate themselves. This includes single-parent households, and 

multi-generational households with shared child care and elder care responsibilities. It 

also includes situations where child care is shared between two homes. In this context, 

the children should remain in the household that does not have a case for the duration of 

the isolation.   

 Suitable home care environment. In the home, the case should stay in a room of their 

own so that they can be isolated from other household members. If a separate room is 

not feasible, ensure that shared spaces are well ventilated (e.g. windows open, as 

file:///C:/Users/ckurbis/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/EA6X2O2R/Case%20and%20contact%20revised_%20Aug5%20for%20SAC.docx%23app1
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weather permits) and that there is sufficient room for other members of the home setting 

to maintain a two-metre distance from the case whenever possible. If the ill person is 

sleeping in the same room as other persons, it is important to maintain at least 2 meters 

of separation from others (e.g. separate beds and have people sleep head-to-toe, if 

possible).  If a separate bathroom is not available, the bathroom should be cleaned and 

disinfected frequently.   

 Cohorting cases in co-living settings (e.g. those living in university dormitories, 

shelters, overcrowded housing). Special consideration is needed to support cases in 

these settings when isolating.  If residing in a dormitory, such as at a post-secondary 

institution or where there is overcrowded housing, the preferred option is to provide the 

case with a single room (e.g. relocate any other roommates to another location) with a 

private bathroom. If it is not possible to provide the case with a single room and a private 

bathroom or to relocate the case outside of the home, ensure that shared spaces are 

well ventilated (e.g., windows open, as weather permits) and that there is sufficient room 

for other members of the home setting to maintain a two-metre distance from the case. If 

the case cannot be isolated in their own room, hanging a sheet from the ceiling to 

separate the ill person from others may be considered. If the ill person is sleeping in the 

same room as other persons, it is important to maintain at least 2 metres distance from 

others (e.g. separate beds and have people sleep head-to-toe). If a separate bathroom 

is not available, the bathroom should be cleaned and disinfected frequently. Efforts 

should be made to cohort ill persons together.  If there are two cases who reside in a co-

living setting and single rooms are not available, they could share a double room. Note 

that confirmed positives can be cohorted together. However, do not cohort confirmed 

positives with symptomatic individuals waiting for test results (or not being tested).   

Cases in these settings are a priority to move to alternate accommodations if required.  

 Access to supplies and necessities. The case must have access to food, running 

water/hand hygiene supplies, drinking water, and supplies (see Supplies for the home 

when isolating in appendix A) for the duration of the period of isolation. Those residing in 

remote and isolated communities may wish to consider stockpiling the needed supplies, 

as well as food and medications usually taken, if it is likely that the supply chain may be 

interrupted or unreliable. Resources are available to assist individuals who require 

supports to isolate in the home, including access to food and supplies. 

 Risk to others in the home. Household members with conditions that put them at 

greater risk of complications of COVID-19 (e.g. older adults, underlying chronic or 

immunocompromising conditions, or obesity (BMI of 30 or higher) should not provide 

care for the case, and alternative living arrangements for the household member(s) or 

case may be necessary. This could include temporarily relocating these individuals or 

the case outside of the home to a location determined by public health, such as a 

designated hotel. For breastfeeding mothers:  considering the benefits of breastfeeding 

and that the virus has not been found in breastmilk, breastfeeding can continue. If the 

breastfeeding mother is a case, she should wear a medical/procedure mask when near 

the baby or if not available, a non-medical mask or facial covering (e.g., homemade cloth 

mask, dust mask, bandana) when in close contact with the baby, especially during 

feeding. The mother should adhere to respiratory etiquette, and perform hand hygiene 
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as well as washing the mother’s chest/breast area before and after close contact with 

the baby5. Never place a mask on a child under two years of age. 

 Access to care.  While it is expected that the case/ convalescing at home will be able to 

provide self-care and follow the recommended preventative measures, some 

circumstances may require care from a household member (e.g. the case/ is a child).  

The caregiver should be willing and able to provide the necessary care and monitoring of 

the case, and be prepared to self-isolate (quarantine)6 for 10 days from the last known 

contact with the case.   

 Psychosocial Considerations:  Public health should encourage individuals, families 

and communities to create a supportive environment for people who are isolating to 

minimize stress and hardship associated with isolation as the financial, social, and 

psychological impact can be substantial. Obtaining and maintaining public trust are key 

to successful implementation of these measures; clear messages about the criteria and 

justification for and the role and duration of isolation or self-isolation (quarantine) and 

ways in which persons will be supported during the isolation or self-isolation (quarantine) 

period will help generate public trust. Additional information on the psychological impacts 

of COVID-19 is available. 

 

Alternative Isolation Accommodations (AIA) have been available in Manitoba and were 

recommended for cases and contacts that could not be suitably isolated or self-isolated 

(quarantined) within their home or living arrangements. Further information is available at 

https://sharedhealthmb.ca/covid19/providers/alternative-isolation-accommodations/. The need 

for AIA has been decreasing with the changes to public health recommendations, and planning 

is underway for phased reduction of AIA supports. 

For cases being cared for in the home environment, the following measures and activities are 

recommended. Refer to Appendix A Instructions for Self-Isolating the home or co-living 

situation, and Appendix H Supports for Community Members.  

 

 Advice to the case and household (or co-living setting) contacts on individual measures 

including self-monitoring, infection prevention and control, and environmental cleaning of 

the home setting. See Appendix A 

 Cases should be advised to call Health Links Info Santé if symptoms worsen, or if they 

have additional questions.  

 

Discontinuation of home isolation 

                                                
5 WHO. Home care for patients with suspected novel coronavirus (nCoV) infection presenting with mild symptoms 
and management of contacts. [Online] 4 February 2020. [Accessed on 7 February 2020] 
https://www.who.int/publications-detail/home-care-for-patients-with-suspected-novel-coronavirus-(ncov)-
infection-presenting-with-mild-symptoms-and-management-of-contacts  
6 Quarantine is also referred to publicly as ‘self-isolation’. This document will use ‘self-isolation (quarantine)’ to 
refer to quarantine recommendations for people who are well but have been potentially exposed to COVID-19. 
The term ‘isolation’ will refer to recommendations for individuals with symptoms that are suspected of having, or 
known to have, COVID-19. 

https://cpa.ca/psychology-works-fact-sheet-psychological-impacts-of-the-coronavirus-covid-19/
https://cpa.ca/psychology-works-fact-sheet-psychological-impacts-of-the-coronavirus-covid-19/
https://sharedhealthmb.ca/covid19/providers/alternative-isolation-accommodations/
https://www.who.int/publications-detail/home-care-for-patients-with-suspected-novel-coronavirus-(ncov)-infection-presenting-with-mild-symptoms-and-management-of-contacts
https://www.who.int/publications-detail/home-care-for-patients-with-suspected-novel-coronavirus-(ncov)-infection-presenting-with-mild-symptoms-and-management-of-contacts
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Many jurisdictions, including Manitoba, have adopted reduced isolation periods after the 

introduction of the Omicron variant of concern. The potential to transmit SARS-CoV-2 begins 

prior to the development of symptoms and is highest early in the course of illness; the risk of 

transmission decreases thereafter. Transmission after 7 to 10 days of illness is unlikely, 

particularly for otherwise immunocompetent patients with non-severe infection. Infected 

individuals are more likely to be contagious in the earlier stages of illness when viral RNA levels 

from upper respiratory specimens are the highest 7 8 9 10 11 12 13 

 

Reduced isolation periods are being recommended for community cases in general to balance 

the need to manage COVID-19 cases and reduce transmission, with minimizing the impact on 

social, economic, and educational factors and encouraging adherence to recommendations.  

 

NOTE: The reduced isolation period may not apply to individuals in all settings including 

individuals from First Nations communities or personal care homes. Individuals in these settings 

should follow facility or local public health guidance. 

 

Isolation is recommended when testing positive on a laboratory based (e.g. PCR) test, on a 

rapid antigen test, or if symptomatic without testing. The below recommendations are regardless 

of vaccination status: 

 Isolate for 5 days after symptom onset and until other symptoms have improved 

over the past 24 hours, including no fever. 

 If asymptomatic and test positive, isolate for 5 days after the test date. 

 

Avoid non-essential visits to high-risk settings (e.g. personal care homes, health care facilities, 

etc.) and non-essential contact with individuals at high risk of severe outcomes for 10 days after 

symptom onset, or if asymptomatic, for 10 days after the test date. A well-made, well-fitted mask 

should be worn during this 10 day period when there is close contact with others. 

  

                                                
7 Zou L, Ruan F, Huang M, et al. SARS-CoV-2 Viral Load in Upper Respiratory Specimens of Infected Patients. N Engl 
J Med 2020; 382:1177. 
8 To KK, Tsang OT, Leung WS, et al. Temporal profiles of viral load in posterior oropharyngeal saliva samples and 
serum antibody responses during infection by SARS-CoV-2: an observational cohort study. Lancet Infect Dis 2020; 
20:565. 
9 Wölfel R, Corman VM, Guggemos W, et al. Virological assessment of hospitalized patients with COVID-2019. 
Nature 2020; 581:465. 
10 He X, Lau EHY, Wu P, et al. Temporal dynamics in viral shedding and transmissibility of COVID-19. Nat Med 2020; 
26:672. 
11 COVID-19 Investigation Team. Clinical and virologic characteristics of the first 12 patients with coronavirus 
disease 2019 (COVID-19) in the United States. Nat Med 2020; 26:861. 
12 Jones TC, Biele G, Mühlemann B, et al. Estimating infectiousness throughout SARS-CoV-2 infection course. 
Science 2021; 373. 
13 Ge Y, Martinez L, Sun S, et al. COVID-19 Transmission Dynamics Among Close Contacts of Index Patients With 
COVID-19: A Population-Based Cohort Study in Zhejiang Province, China. JAMA Intern Med 2021; 181:1343. 

https://www.uptodate.com/contents/covid-19-epidemiology-virology-and-prevention/abstract/109
https://www.uptodate.com/contents/covid-19-epidemiology-virology-and-prevention/abstract/109
https://www.uptodate.com/contents/covid-19-epidemiology-virology-and-prevention/abstract/110
https://www.uptodate.com/contents/covid-19-epidemiology-virology-and-prevention/abstract/110
https://www.uptodate.com/contents/covid-19-epidemiology-virology-and-prevention/abstract/110
https://www.uptodate.com/contents/covid-19-epidemiology-virology-and-prevention/abstract/111
https://www.uptodate.com/contents/covid-19-epidemiology-virology-and-prevention/abstract/111
https://www.uptodate.com/contents/covid-19-epidemiology-virology-and-prevention/abstract/112
https://www.uptodate.com/contents/covid-19-epidemiology-virology-and-prevention/abstract/112
https://www.uptodate.com/contents/covid-19-epidemiology-virology-and-prevention/abstract/113
https://www.uptodate.com/contents/covid-19-epidemiology-virology-and-prevention/abstract/113
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https://www.uptodate.com/contents/covid-19-epidemiology-virology-and-prevention/abstract/115
https://www.uptodate.com/contents/covid-19-epidemiology-virology-and-prevention/abstract/115
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Lingering symptoms such as cough, fatigue or loss of taste or smell can persist beyond the 

isolation period, and if present, are not reasons for continuing isolation. 

 

Note: individuals who have travelled internationally, must follow Federal testing and isolation/ 

self-isolation (quarantine) requirements. 

 

 Clients on home isolation with worsening symptoms should have a prompt clinical 

assessment. Note that clinical deterioration has more commonly occurred around 8 to 10 

days post-symptom onset. 

 Anyone with persistent symptoms at the end of their isolation period e.g. fever, 

increasing shortness of breath, fatigue), aside from a reactive airway cough or loss of 

taste and/or smell, should have a prompt clinical assessment.  

 

In general, repeat testing (i.e., a negative test result either laboratory-based or self-

administered) as the basis for discontinuing home isolation is not recommended.  

 

This criteria does not apply to hospitalized patients. Seriously ill patients can have prolonged 

shedding of infectious virus and thereby may have a longer period of communicability. Decisions 

on discontinuing isolation should be made in conjunction with the case’s health care providers 

and hospital IP&C, considering both the clinical and laboratory findings. Information on 

discontinuing precautions in hospitalized cases can be found in the COVID-19 Specific Disease 

Protocol (Provincial) – Acute and Community Settings - https://sharedhealthmb.ca/files/IPC-

acute-care-manual-provincial.pdf. This would also apply for cases who were seriously ill, but 

being discharged from the hospital prior to completing their isolation. 

 

 For cases that are discharged from hospital, who are not immunocompromised and who 

did not require ICU admission or Optiflow (in and out of ICU) for COVID-19 management 

and/or treatment, and require ongoing isolation for COVID-19 in the community, they can 

discontinue home isolation following the same criteria as for individuals who never 

required hospitalization. This is regardless if the case required hospitalization for 

management and/or treatment of COVID-19 or for another reason.  

 

Health Care Workers (HCWs): Those who work in health care settings may need to meet 

additional requirements before returning to their workplace. Further information is available here: 

https://sharedhealthmb.ca/covid19/providers/oesh-resources/  

 

 

Infection Prevention and Control  
 
Healthcare Workers 

 For healthcare workers providing health care services in the home, virus-specific IPC 

guidance for acute health care settings is applicable. 

https://travel.gc.ca/travel-covid
https://sharedhealthmb.ca/files/IPC-acute-care-manual-provincial.pdf
https://sharedhealthmb.ca/files/IPC-acute-care-manual-provincial.pdf
https://sharedhealthmb.ca/covid19/providers/oesh-resources/
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 In addition to routine practices, healthcare workers should follow Enhanced Contact and 

Droplet precautions when within two metres of the case. See provincial coronavirus 

resources for staff at https://www.gov.mb.ca/covid19/restoring/industry-sectors.html  For 

aerosol-generating medical procedures14 (e.g., case is receiving nebulized therapy) the use 

of additional precautions, including using a N95 respirator, is recommended. See 

https://sharedhealthmb.ca/files/N95-respirator-FAQ-for-managers.pdf 

 Medical equipment should be cleaned, disinfected or sterilized in accordance with routine 

practices. 

 

Caregivers and others sharing the living environment   

 If possible caregivers should be vaccinated 

 If direct contact care must be provided, the case should wear a surgical/procedure mask and 

follow respiratory etiquette.  

 The caregiver providing direct contact care to the case should also wear a procedure/ 

surgical mask and eye protection when within two metres of the case and perform hand 

hygiene after contact.  

 Masks should not be touched or handled during use.  If the mask gets wet or dirty with 

secretions, it should be changed immediately.  After discarding the mask, hand hygiene 

should be performed.   

 Direct contact with body fluids, particularly oral, and respiratory secretions should be 

avoided. Use disposable gloves to provide oral or respiratory care, and when handling stool, 

urine and waste, if possible. Perform hand hygiene following all contact. 

 Anyone who is at higher risk of developing complications from infection should avoid caring 

for or come in close contact with the case. This includes people with underlying chronic or 

immunocompromising conditions. 

 Persons caring for a case should limit their contact with other people as much as possible 

and monitor themselves for any signs of illness for 14 days from last close contact.  

 Additional provincial Infection Prevention and Control guidance documents are available at 

https://sharedhealthmb.ca/covid19/providers/ipc-resources/  

 

Clinical Management/Treatment 

 The treating health care provider will provide clinical management of the case (whether in 

the home or in an acute care setting) based on their condition and at the discretion of the 

health care provider. Canadian guidance on the clinical management of patients with 

COVID-19 is available.  

 https://www.canada.ca/en/public-health/services/diseases/2019-novel-

coronavirus-infection/clinical-management-covid-19.html  

                                                
14 Aerosol-generating medical procedures (AGMPs): AGMPs are medical procedures that can generate aerosols as 

a result of artificial manipulation of a person’s airway. There are several types of AGMPs which have been 
associated with a documented increased risk of tuberculosis (TB) or SARS transmission: Intubation and related 
procedures (e.g. manual ventilation, open endotracheal suctioning), Cardiopulmonary resuscitation, 
Bronchoscopy, Sputum induction, Nebulized therapy, Autopsy, Non-invasive positive pressure ventilation (CPAP, 
BiPAP). https://sharedhealthmb.ca/files/N95-respirator-FAQ-for-managers.pdf  

https://www.gov.mb.ca/covid19/restoring/industry-sectors.html
https://sharedhealthmb.ca/files/N95-respirator-FAQ-for-managers.pdf
https://sharedhealthmb.ca/covid19/providers/ipc-resources/
https://www.ammi.ca/Content/Clinical%20Care%20COVID-19%20Guidance%20FINAL%20April2%20ENGLISH%281%29.pdf
https://www.ammi.ca/Content/Clinical%20Care%20COVID-19%20Guidance%20FINAL%20April2%20ENGLISH%281%29.pdf
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/clinical-management-covid-19.html
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/clinical-management-covid-19.html
https://sharedhealthmb.ca/files/N95-respirator-FAQ-for-managers.pdf
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 HCWs providing care for a case should follow relevant guidance developed for infection 

prevention and control including Routine Practices and Additional Precautions15,16, 

and COVID-19-specific infection prevention and control (IPC) guidance17. Any aerosol-

generating medical procedures (AGMP), such as nebulized medications, should be avoided 

in the home environment. If an AGMP is required, consideration should be given to 

transferring the case to hospital due to the need for Additional Precautions. 

 Treatment is available for clients at high risk of severe outcomes due to medical condition 

and/or age, including those who have been vaccinated. All cases should be assessed for 

eligibility for treatment and referred if eligible. Further information on eligibility and referral 

pathways is available at https://manitoba.ca/covid19/treatment/index.html  

 

Testing Individuals After Death 
In the interest of identifying all deaths related to COVID-19 and to better understand the burden 

of disease in Manitoba, collection of a post-mortem nasopharyngeal (NP) swab for COVID-19 

testing should be considered if the following are true: 

Part A: Prior testing 

1)      The deceased did not have a NP swab positive for COVID-19 prior to death 

OR 

2)      The deceased did not have two or more NP swabs negative for COVID-19 in the past 

week 

AND 

Part B: Symptoms or cause of death 

1)      Death was preceded by influenza-like illness (ILI), upper or lower respiratory tract 

infection, or any symptoms compatible with COVID-19, even if very mild 

OR 

2)      Cause of death is unclear 

If a previous swab was positive, no further testing is required.  

 

Process for acquiring the NP swab:  

For deaths occurring in a health care facility: 

        If the death is reportable to Office of the Chief Medical Examiner (OCME), the NP swab 

can be obtained without prior permission from the OCME, unless the death is a homicide 

or suspicious in nature with police involvement. It should be communicated to the OCME 

that the swab has been taken when the death is reported 

                                                
15 Routine Practices and Additional Precautions for Preventing the Transmission of Infection in Healthcare Settings 
[Online] September 2017[Accessed on 30 March 2020] https://www.canada.ca/en/public-
health/services/publications/diseases-conditions/routine-practices-precautions-healthcare-associated-
infections.html  
16 https://sharedhealthmb.ca/covid19/providers/  
17 PHAC. Infection prevention and control for novel coronavirus (2019-nCoV): Interim guidance for acute healthcare 
settings. [Online] February 24, 2020. [Accessed April 5, 2020] https://www.canada.ca/en/public-
health/services/diseases/2019-novel-coronavirus-infection/health-professionals/interim-guidance-acute-
healthcare-settings.html  

https://www.canada.ca/en/public-health/services/publications/diseases-conditions/routine-practices-precautions-healthcare-associated-infections/part-b.html#B.III
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/interim-guidance-acute-healthcare-settings.html
https://www.canada.ca/en/public-health/services/publications/diseases-conditions/routine-practices-precautions-healthcare-associated-infections.html
https://manitoba.ca/covid19/treatment/index.html
https://www.canada.ca/en/public-health/services/publications/diseases-conditions/routine-practices-precautions-healthcare-associated-infections.html
https://www.canada.ca/en/public-health/services/publications/diseases-conditions/routine-practices-precautions-healthcare-associated-infections.html
https://www.canada.ca/en/public-health/services/publications/diseases-conditions/routine-practices-precautions-healthcare-associated-infections.html
https://sharedhealthmb.ca/covid19/providers/
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/interim-guidance-acute-healthcare-settings.html
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/interim-guidance-acute-healthcare-settings.html
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/interim-guidance-acute-healthcare-settings.html
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        If the death is not reportable to the OCME, follow facility processes for post-mortem 

procedures. 

For deaths occurring outside of a health care facility:  

        Current process by OCME for deaths reportable to their office should continue. The OCME 

has been bringing in every decedent with any indication of ILI, respiratory difficulty, 

exposure to a known COVID-19 case, recent travel, etc. for an external examination and 

acquisition of NP swab. 

 

 

Reinfections 

There is limited evidence regarding duration of immunity following infection with SARS-CoV-2 and 

worldwide there have been a small number of reports of reinfection. The risk of reinfection may 

also be affected by the emergence of variants of concern with mutations enabling immune 

escape. The frequency of reinfection may be higher with the Omicron variant of concern. Based 

on our understanding of other human coronaviruses and the evidence regarding SARS-CoV-2 to 

date, individuals appear to be susceptible to reinfection around 6 months after initial infection. 

Reinfection can occur within the 6 months of previous infection or afterwards, but appears to be 

uncommon. However, the frequency of occurrence remains uncertain. Some reports of reinfection 

have completed whole genome sequencing documenting two phylogenetically distinct strains of 

SARS-CoV-2. For some, milder illness or asymptomatic cases were reported, but for a few 

individuals, reinfection resulted in more severe disease. At this time, little can be concluded other 

than reinfection can occur. Nucleic acid amplification tests can continue to detect virus long after 

the period of communicability, so repeat testing needs to be considered carefully. National 

guidance for repeated PCR testing in individuals previously positive for COVID-19 is available at 

https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-

infection/guidance-documents/repeated-pcr-testing-individuals-previously-positive-covid-

19.html. 

 

Individuals who have recovered from COVID-19 generally should not undergo PCR testing if they 

are asymptomatic. If a test is done in a recovered individual with no symptoms and no known 

exposure and the result is positive, it should generally not be considered a new infection and 

should not trigger public health actions unless there are additional factors, such as a new 

exposure or new symptoms. This may not be applicable to very high-risk situations such as 

outbreaks in long term care homes. 

 

Individuals who have recovered from COVID-19 and have a positive rapid antigen test (RAT) 

should consider themselves as having a new COVID-19 infection. Rapid antigen tests should not 

continue to be positive in individuals who have recovered from COVID-19. Individuals who have 

finished reduced isolation periods may continue to be positive on RATs, but most should no longer 

be positive after 10 days. Further consultation may be required if individuals are 

immunocompromised. 

Laboratory consultation and additional testing: 

https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/guidance-documents/repeated-pcr-testing-individuals-previously-positive-covid-19.html
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/guidance-documents/repeated-pcr-testing-individuals-previously-positive-covid-19.html
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/guidance-documents/repeated-pcr-testing-individuals-previously-positive-covid-19.html
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PCR positivity is a necessary but not a sufficient condition for the diagnosis of reinfection due to 

evidence of prolonged detection that can last months after symptom resolution.  

 

 PCR cycle threshold (Ct) values: the higher the Ct value required to detect a gene 

target, the lower the number of viral copies present in a sample. Higher Ct values in the 

setting of new acute symptom onset may be more suggestive of old/persistent viral 

shedding. However, Ct values may also be higher with early case detection, and re-

testing 48 hours later may be considered to assist with interpretation. If the Ct value on a 

subsequent sample is lower, this would add support for a diagnosis of a new acute 

infection. Ct values and cut-offs vary dependent upon the assay used and should be 

reviewed with the laboratory that performed the testing. 

 Genomic analysis: whole genome sequencing of virus from suspected separate 

episodes of infection can be used for comparative phylogenetic analysis to determine 

whether viruses are genetically distinct enough to support a diagnosis of reinfection. 

Results of VOC screening tests may also support this assessment, and are available 

earlier in the investigation. Current VOC’s circulating in Manitoba were not known to be 

present prior to February 2021.  

 

If the new investigation is determined to NOT be a reinfection, the case classification on 

the new investigation can be changed to “Not a case”. This will ensure the case is not counted 

as a reinfection. However, with public health case investigation no longer being performed 

routinely, it is unlikely that cases of reinfection will be identified in the public health data. 

 

If a new investigation is assessed to be a remote infection, and there is no previous documented 

investigation for COVID-19, the case classification should remain as lab confirmed. This will 

ensure the case is counted, but will not be considered an active case. 

 

Individual (Previously a Case) With New Symptoms of COVID-19: 

 

If an individual, who was previously a confirmed or probable case, has new onset of symptoms 

consistent with COVID-19, but no new exposure, the following can be considered: 

o How long has passed since they were a confirmed or probable case?  

o Are they requiring hospital admission because of their symptoms? 

o Is there an alterative diagnosis?  

o Do they work in a setting with high risk or vulnerable populations (e.g. long-term 

care, corrections, residential facilities, shelters, etc.)?  

 

If it has been less than six months since they were determined to be a confirmed or probable 

case, they do not require hospitalization for their new symptoms, and there is an alternative 

diagnosis (either by clinical assessment or confirmed by investigation) then rapid antigen tests 

are recommended, or if unavailable, the individual should isolate until their symptoms have 

resolved for 24 hours. If rapid antigen tests are available, the individual should test twice (24 - 48 

hours between the tests), and if both negative, the individual can finish isolation when their 

symptoms have improved and fever resolved for 24 hours.  
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If it has been less than six months since they were determined to be a confirmed or probable case 

and they require hospitalization for their new symptoms, PCR testing for COVID-19 should be 

considered. COVID-19 testing should be done if they require admission to the intensive care unit 

for their symptoms. The laboratory requisition should say “possible reinfection” under testing 

indication. 

 

If it has been six months or more since they were determined to be a confirmed or probable case, 

they should isolate and go for COVID-19 testing if eligible for testing. If eligible for PCR testing, 

they should advise the collection site/provider that they are being tested for possible reinfection, 

which should be included on the requisition. 

 

 

Individual (Previously a Case) with no new symptoms or exposures, but tested by PCR for 

other reasons and COVID-19 is detected: 

 
If an individual who was previously a confirmed or probable case, is tested by PCR again for 

COVID-19 (e.g. prior to surgery or travel) and has a positive result, the following should be 

considered: 

 How long has passed since they were a confirmed or probable case? 

 Are they symptomatic (assess for mild symptoms?) 

 Did they have any potential exposures? 

 Do they work or live/reside in a setting with high risk or vulnerable populations (e.g. long-

term care, corrections, residential facilities, shelters, etc.)? 

 Is the CT value available for the lab test? If yes, does it suggest a more remote 

infection? 

 

If the individual is asymptomatic and it was less than six months since they were determined to 

be a confirmed or probable case, and the review above does not suggest a new infection, they 

do not need to isolate, but should self-monitor for symptoms.  Should they develop symptoms of 

COVID-19, the individual should isolate. If the individual is asymptomatic and does not have any 

new exposures, and it was more than six months since they were determined to be a confirmed 

or probable case, they should follow isolation guidance, unless advised otherwise based on 

assessment by a healthcare provider.  

 

If the individual works or resides in a setting with high risk or vulnerable populations, they 

should consult with their workplace’s occupational health and safety and/or Infection Prevention 

and Control to determine whether additional precautions are warranted.  

 

In general, asymptomatic PCR COVID-19 testing should not be performed on clients who were 

previous cases, unless clearly indicated.  Since individuals have been shown to test positive for 

COVID-19 longer than six months after the infection, a decision cannot be made on reinfection 

strictly based on time frame.   
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Public Health Management of Contacts 
 
With the emergence of the Omicron variant of concern, with shorter incubation periods and high 

transmissibility, contact tracing is less effective. 

The purpose of contact management is: 

1. to facilitate rapid identification of new cases and to reduce community spread by: 

o identifying and isolating any symptomatic contacts as quickly as possible; and 

o reducing the opportunity for transmission to others in the community from those with 

infection but without symptoms or with mild symptoms that may go unnoticed, and by 

providing contacts with information regarding infection prevention and control 

measures they should follow, and what to do if they develop symptoms. 

2. to gain a better understanding of the epidemiology of this coronavirus. 

Contact tracing should include: 

 identifying people who were in contact with a symptomatic case starting 48 hours prior to 

the case developing a symptom consistent with COVID-19. 

 identifying people who were in contact with a laboratory confirmed asymptomatic case 

starting 48 hours prior to the day their positive specimen was collected. 

As of December 20, 2021, due to the high transmissibility of the Omicron variant of concern, 

cases were asked to notify their own close contacts. Public health assisted with contact and/or 

outbreak management in settings at higher risk of transmission or severe outcomes, which 

included schools/daycares, health and community care facilities, congregate settings without 

occupational health/COVID-19 response (e.g. shelters, assisted living), and current outbreak 

settings. 

As of February 15, 2022, the public health orders for self-isolation (quarantine) of close contacts 

were removed. Individuals are no longer required to self-isolate (quarantine) if they had close 

contact with a case. Household members of a case are advised to self-monitor for symptoms for 

14 days after their last contact with a case, isolate if symptoms develop and check the online 

COVID-19 Screening Tool to determine if testing is recommended for them. Household 

members are also advised to take precautions to avoid non-essential contact with individuals at 

higher risk of severe outcomes, and avoid non-essential visits to health care and congregate 

settings during this time. 

Follow acute care and long term care guidelines for management of residents identified as close 

contacts in these facilities. Workers in health care and congregate settings should also consult 

with occupational health or their workplace manager for further guidance. 

Self-isolation (quarantine) may be recommended for close contacts in certain high-risk 

situations by the Medical Officer of Health. This may include outbreak settings, particularly in a 

setting with individuals at higher risk for severe outcomes. As well, IP&C may have different 

recommendations for close contacts within facilities (hospitals and PCHs). Some First Nation 

communities may also provide further recommendations for community members. 

If self-isolation (quarantine) is recommended, close contacts should self-isolate (quarantine) for 

10 days from the last exposure to the case. 
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Variants of Concern 

COVID-19 variants of concern, such as those first identified in the UK, South Africa and Brazil, 
continue to spread globally. The first variant of concern, originally found in the United Kingdom, 
was detected in Canada in December 2020. Since then cases of COVID-19 due to variants of 
concern have been identified in a number of Canadian provinces.  

Knowledge and understanding of these variants continues to evolve is a focus for ongoing 
surveillance.  
 

 

Persons possibly exposed through travel 

 

As of March 25, 2020, all travellers incoming to Canada are subject to mandatory quarantine (self-

isolation) enforceable through an emergency order under the Quarantine Act: Minimizing the Risk 

of Exposure to COVID-19 in Canada - Order (Mandatory Isolation). Therefore, all incoming 

travellers without symptoms are required to quarantine (self-isolate) at home (or another 

designated location) where they will have no contact with vulnerable people for 14 days following 

their arrival to Canada. Travellers should: 

 Follow good respiratory etiquette and hand hygiene practices. 

 Wear a non-medical mask or face covering while travelling to the place of self-
isolation (quarantine),  

 Self-monitor for the appearance of symptoms consistent with COVID-19. 

 Take and record temperature daily and avoid the use of fever reducing medications 

(e.g., acetaminophen, ibuprofen) as much as possible. These medications could 

mask an early symptom of COVID-19. 

 Isolate within the quarantine setting as quickly as possible should symptoms 

develop, and follow directions provided by public health, which will include: 

o Go for COVID-19 testing 

o where to go for care (if required), 

o appropriate mode of transportation to use, and 

o IPC precautions to be followed. 

o Arrange to have someone pick up essentials like groceries or medication, 

or order deliveries,  

o Not have visitors, 

o Stay in a private place (i.e., yard or balcony) for fresh air, 

o Keep a distance of at least 2 metres from others 

According to the Federal Order, asymptomatic international travellers who develop symptoms or 

test positive for COVID-19 while in the 14 day quarantine period must extend quarantine to 10 

days following the date of the positive test result or appearance of symptoms. 

 

Effective January 6, 2021, all air passengers five years of age or older, including Canadians, will 

be required to show a negative COVID-19 test result taken within 72 hours prior to boarding their 

scheduled departure to Canada, unless they are travelling from a destination temporarily 

https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/latest-travel-health-advice.html#f
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/latest-travel-health-advice.html#f
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/latest-travel-health-advice.html#f
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/latest-travel-health-advice.html#f
https://www.canada.ca/en/transport-canada/news/2021/01/covid-19-pre-departure-testing-and-transport-canadas-interim-order.html
https://www.canada.ca/en/transport-canada/news/2021/01/new-pre-departure-covid-19-testing-requirements-come-into-effect-for-all-air-travellers-flying-into-canada.html
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exempted from this measure. Federal orders have also been updated to include test requirements 

on arrival and toward the end of the quarantine period. For more information, see: 

https://travel.gc.ca/travel-covid/travel-restrictions/flying-canada-checklist/covid-19-testing-

travellers-coming-into-canada#arrival-testing  

 

Exemptions from the mandatory quarantine due to travel outside of Canada have been made for 

certain individuals who provide essential services as long as they are asymptomatic. Included 

are individuals who cross the border regularly to ensure the continued flow of goods and 

essential services, or those who provide other essential services to Canadians (e.g., health care 

workers, truck drivers, airplane crews).  

These individuals should: 

o follow good respiratory etiquette and hand hygiene practices 

o practice physical distancing from others, and avoid settings where physical 

distancing is not possible 

o self-monitor for symptoms of COVID-19, and  

o isolate within the home-setting should symptoms develop and go for COVID-19 

testing 

o take appropriate precautions to protect close contacts who are at highest risk of 

serious complications from COVID-19 (i.e., people older than 60 years and those 

living with chronic conditions), including the requirement to self-isolate for 14-days 

prior to visiting persons in an acute care or long-term care facility. 

 

Any traveller who develops symptoms compatible with COVID-19 within the 14-day mandatory 

self-isolation (quarantine) period should be considered and managed as a suspect case.  

 If laboratory testing is conducted and the results are negative for COVID-19, the individual 

is no longer considered a suspect case but must continue their mandatory self-isolation 

(quarantine) for the remainder of the 14-day monitoring period as per the emergency 

order, and 24 hours after symptoms have resolved. The traveller may be considered for 

re-testing if they have worsening /progression of symptoms.  

 If laboratory testing is not conducted, the symptomatic traveller should extend their 

isolation 10 days from the appearance of symptoms (as per the Mandatory Isolation 

Order).  

 If the symptomatic traveller requires transfer to acute care or further medical assessment, 

they should call ahead to the receiving facility to ensure the appropriate IPC measures are 

in place. 

 

Domestic travel 

 

Domestic travellers from outside Manitoba are no longer required to self-isolate (quarantine) for 

14 days. International travellers should follow federal guidance for COVID-19 testing and 

quarantine requirements (https://travel.gc.ca/travel-covid#ua).  

 

Individuals Who Demonstrate an Intent to Travel Internationally while in Isolation 

https://www.canada.ca/en/transport-canada/news/2021/01/new-pre-departure-covid-19-testing-requirements-come-into-effect-for-all-air-travellers-flying-into-canada.html
https://travel.gc.ca/travel-covid/travel-restrictions/flying-canada-checklist/covid-19-testing-travellers-coming-into-canada#arrival-testing
https://travel.gc.ca/travel-covid/travel-restrictions/flying-canada-checklist/covid-19-testing-travellers-coming-into-canada#arrival-testing
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/latest-travel-health-advice.html#f
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/latest-travel-health-advice.html#f
https://orders-in-council.canada.ca/attachment.php?attach=39482&lang=en
https://orders-in-council.canada.ca/attachment.php?attach=39482&lang=en
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Travelers who demonstrate an intent to travel internationally while in isolation can be identified to 

the Public Health Agency of Canada (PHAC)’s Compliance and Enforcement group through their 

isolation inbox (phac.isolation-isolement.aspc@canada.ca). With the discontinuation of case 

investigations, this situation is unlikely to be identified, but the process is included in this document 

for reference. 

  

For the process to add someone to a public health travel restriction (PHTR) which can be an 

addition to the “do not board” list or a Canadian Border Services Agency “lookout”, Public Health 

can email the PHAC’s  Central Notification System at phac.cns-snc.aspc@canada.ca with their 

case for consideration. To be added to the ‘Do not board’ list, three requirements must be met: 

1)            Infectiousness  

2)            Non-compliance 

3)            Intention to travel internationally 

 

Health Care Workers 

 

Further information on health care workers and return to work is available at 

https://sharedhealthmb.ca/covid19/providers/oesh-resources/  

 

Management of Individuals with Respiratory Symptoms in the Community without 

Exposures (not Self-Monitoring or Self-Isolating) 

 

All individuals who have symptoms compatible with COVID-19, should isolate and assess whether 

they should get tested for COVID-19 based on testing and treatment guidance. In general, 

individuals should seek testing if it is relevant to their ongoing medical management, or due to 

their workplace setting (e.g. healthcare, congregate settings, group homes). All other individuals 

are advised to isolate according to the public health recommendations. Isolation is recommended 

to lower the chance of spreading the illness to other people.  

 

Rapid antigen tests are widely available to assist with self-management of COVID-19. If using a 

rapid antigen test, because of the lower sensitivity in the early stages of infection, a repeat rapid 

antigen test is recommended 24 hours after the first negative rapid antigen test, and can be 

repeated again in another 24 hours if still negative. Regardless of the type of test (and even if 

they only did one rapid antigen test), if the COVID-19 test results are negative, individuals should 

stay home until symptoms have improved for 24 hours, and they no longer have a fever.  

 

If not tested, it should be assumed that the individual has COVID-19 and guidance for isolation of 

cases should be followed.  

 

Notification of cases involving public transportation  

 

With the discontinuation of Public Health case investigation, notification and follow-up of 

exposures during transportation in flights, trains, and buses will no longer be reported to PHAC.  

 

mailto:phac.isolation-isolement.aspc@canada.ca
mailto:phac.cns-snc.aspc@canada.ca
https://sharedhealthmb.ca/covid19/providers/oesh-resources/
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Process for Notification and Posting of Public Exposures 

 
Public notification and follow-up of public exposures is no longer routinely recommended, given 

the current COVID-19 context including vaccination.  

Reporting Cases and Contacts – Ongoing Surveillance 
 
To monitor the ongoing epidemiology, including severe outcomes (through ADT linage) of COVID-

19 going forward, the following standard operating protocol outlines the MHSU process for 

documentation of positive laboratory results reported to MHSU via lab interface or fax using the 

COVID-19 Test Report form. 

 

1. MHSU will refer all lab positive results (probable or lab-confirmed) for clients with COVID-19 

to the region of residence. To search a client and determine the responsible organization for 

referral, follow the Public Health Information Management System (PHIMS) process under 

QRC 7.1a http://www.phimsmb.ca//files/pan-qrc-7.1a.pdf 

2. For Provincial RHA’s, First Nation Inuit Health Branch (FNIHB) and Correctional Services 

Canada, MHSU will refer COVID-19 probable or lab-confirmed reports according to the 

following guidelines.  

a. Link the lab to an investigation in PHIMS.  

i. Case classification = Case-Probable OR Case-Lab Confirmed (depending on 

type of test; refer to Appendix F of the Interim Public Health Measures Guide 

ii. Investigation disposition: Pending  

iii. Status: Open  

iv. If a subsequent lab result is received within 60 days of the first (based on 

specimen collection date), link to the existing investigation and update the 

case classification where applicable.  

3. Manitoba resident tested within their region of residence.  

a. Refer the lab/investigation through PHIMS (FNIHB -- Fax lab report) to region of 

residence. 

4. Clients ‘confined’ to Stony Mountain Institution (Minimum, Medium or Maximum)  

a. Fax lab report directly to Stony Mountain Institution 

5. Manitoba resident tested outside their region of residence.  

a. Patient tests outside their region of residence in a hospital, doctor’s office or clinic, 

refer the lab/investigation to the region of residence (via PHIMS; fax to FNIHB). A 

nursing station is a clinic.  

 

COVID-19-Associated Hospital and ICU Admissions 

All laboratory-confirmed COVID-19 cases who were admitted to hospitals in Manitoba within 14 

days before or after the specimen collection date for at least an overnight stay are defined by 

linking surveillance data to the system of Admission, Discharge and Transmission (ADT). Note 

that the reason for hospitalization and ICU admission does not have to be attributable to COVID-

19. A positive laboratory test is sufficient for reporting. The provincial Epidemiology and 

https://www.gov.mb.ca/health/publichealth/surveillance/docs/mhsu_0001.pdf
http://www.phimsmb.ca/files/pan-qrc-7.1a.pdf
https://manitoba.ca/asset_library/en/coronavirus/interim_guidance.pdf
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Surveillance Unit (E&S) will conduct the data linkage. The identified severe outcomes will be 

entered into PHIMS by E&S.  

 Enter outcomes (“Hospitalization admission” and “ICU admission”) and outcome 

dates;  

 For each entry of “ICU admission”, there should be at least one entry of 

“Hospitalization admission”.  

 

COVID-19 Associated Fatality  

COVID-19 associated deaths are defined as all laboratory-confirmed COVID-19 cases who have 

died within 10 days before or 30 days after the earliest specimen collection date in the most recent 

investigation. Note that the reason for death does not have to be attributable to COVID-19. A 

positive laboratory test is sufficient for reporting. E&S will conduct data linkage and identify 

COVID-19-associated deaths that occurred IN hospitals. RHAs are expected to report COVID-

associated deaths that occur OUTSIDE of hospitals, such as in community or long-term care 

facilities and document directly within PHIMS, or complete a clinical notification form and fax to 

the Manitoba Health Surveillance Unit who will document the death in PHIMS. The process by 

which these deaths are identified in community or in LTC facilities is deferred to the RHAs.  

https://www.gov.mb.ca/health/publichealth/cdc/protocol/mhsu_0013.pdf 

 

Role of Regional Public Health Team 

1. Run laboratory workload and investigation search reports to identify circulating COVID-19 

activity in the region for awareness/monitoring.  

2. There is no expectation that investigation disposition and/or status will be updated.  

3. RHAs are expected to report COVID-associated deaths that occur OUTSIDE of hospitals, 

such as in community or long-term care facilities and document directly within PHIMS, or 

complete a clinical notification form and fax to the Manitoba Health Surveillance Unit who 

will document the death in PHIMS. The process by which these deaths are identified in 

community or in LTC facilities is deferred to the RHAs.  

 

Inter-jurisdictional Notifications: 

 Inter-jurisdictional notifications will no longer be provided, or actioned if received by the 

Surveillance Unit. 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.gov.mb.ca/health/publichealth/cdc/protocol/mhsu_0013.pdf
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APPENDIX A:  Instructions for Isolating a case in the home or co-
living setting 
 

Isolating in the home setting 
 

Stay at home 

 

The case (confirmed, probable, or suspect) should isolate themselves in the home setting.  
 
Isolation is recommended when you test positive on a laboratory based (e.g. PCR) test, on a 

rapid antigen test, or if you have symptoms without testing: 

 

 You should isolate for 5 days after your symptoms started and until you have no fever 

and your other symptoms have improved over the past 24 hours. 

 If you don't have symptoms and test positive, you should isolate for 5 days after your test 

date. 

 

You should also avoid non-essential visits to high-risk settings (e.g. personal care homes, 

health care facilities, etc.) and non-essential contact with individuals at high risk of severe 

outcomes for 10 days after your symptoms started, or if you don’t develop symptoms, for 10 

days after your test date. As well, you should wear a well-made, well-fitted mask during this 10 

day period if/when you have contact with other people. For information on how to choose, use 

and care for a mask please visit https://www.gov.mb.ca/covid19/resources/masks.html or 

https://www.canada.ca/en/public-health/services/publications/diseases-conditions/covid-19-

safely-use-non-medical-mask-face-covering.html 

 

Lingering symptoms such as cough or loss of taste or smell can persist beyond the isolation 

period, and if present, are not reasons for continuing isolation. 

 

Individuals who have travelled internationally, must follow Federal testing and isolation/ self-

isolation (quarantine) requirements.  

 

NOTE: The isolation recommendations may not apply to individuals in all settings including 

individuals from First Nations communities or personal care homes. Individuals in these settings 

should follow facility or local community guidance. 

 

This criteria does not apply to hospitalized patients. Seriously ill patients can have 

prolonged shedding of the virus. Decisions on discontinuing isolation should be made with the 

case’s health care providers. 

  

Staying at home means: 

 Not going out unless directed to do so (i.e. to seek medical care) 

 Not going to school, work, or other public areas 

 Not using public transportation (e.g. buses, subways, taxis)  
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Personal protective measures for infection prevention and control 

The case should follow good respiratory etiquette and hand hygiene practices. 

 

Respiratory etiquette 
Respiratory etiquette describes a combination of measures intended to minimize the dispersion 

of respiratory droplets when coughing, sneezing and talking.   

 Cover coughs and sneezes with a medical /procedure mask, or if not available, a non-

medical mask or facial covering, (e.g., homemade cloth mask, dust mask, bandana) or 

tissue.  Dispose of tissues in a lined waste container and perform hand hygiene 

immediately after a cough or sneeze 

OR 

 Cough/sneeze into the band of your arm, not your hand 

 

Hand hygiene  
Hand hygiene refers to hand washing or using an alcohol-based hand sanitizer and actions taken 

to maintain healthy hands and fingernails.  It should be performed frequently with soap and water 

for at least 15-20 seconds: 

o Before and after preparing food; 

o Before and after eating; 

o After using the toilet; 

o Before and after using a medical/procedure mask 

o After disposing of waste or handling contaminated laundry; 

o Whenever hands look dirty. 

Handwashing with plain soap and water is the preferred method of hand hygiene, since the 

mechanical action is effective at removing visible soil and microbes.  

 

If soap and water are not available, hands can be cleaned with an alcohol-based hand sanitizer 

(ABHS) that contains at least 60% alcohol, ensuring that all surfaces of the hands are covered 

(e.g. front and back of hands as well as between fingers) and rub them together until they feel 

dry.  

 

When drying hands, disposable paper towels are preferred, but a dedicated reusable towel may 

be used and replaced when it becomes wet. 

 

Monitor your symptoms.   

The case should monitor their symptoms. If symptoms worsen, contact Health Links for further 

assessment, or call 911 if symptoms are severe.  Cases should notify health care providers that 

they have, or may have, COVID-19. During travel, the ill person should wear a medical/procedure 

mask, or if not available, a non-medical mask or facial covering, (e.g., homemade cloth mask, 

dust mask, bandana), if tolerable or cover their nose and mouth with a tissue. Those transporting 

the ill person should use appropriate personal protective equipment when within 2 metres of the 

ill person (details below). 

 

Limit contact with other people.  
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The case should avoid being in close proximity (within 2 metres) of other people, including 

household members and visitors who do not have an essential need to be in the home, with the 

exception of individuals providing care or delivering supplies or food.  

 

When interactions within 2 metres are unavoidable, these should be as brief as possible, and the 

case should wear a medical mask, or if not available, a well made, well fitting non-medical mask 

or facial covering, (e.g., homemade cloth mask, dust mask, bandana). If possible, the ill person 

or caregiver should arrange to have supplies dropped off at their front door to minimize direct 

contact. If the case must leave the home setting, a mask should be worn. 

 

Masks 

Masks provide a physical barrier that helps prevent the transmission of the virus from an ill person 

to a well person by blocking large particle respiratory droplets propelled by coughing, sneezing 

and talking. However, using a mask alone is not enough to stop transmission and must be 

combined with other prevention measures including physical distancing, respiratory etiquette and 

hand hygiene. 

 

The following steps will help to ensure masks are used effectively: 

 Medical masks are recommended for cases of COVID-19 and for any household member 

providing direct care to a case; the coloured side of the mask should be worn facing out. 

 If medical masks are not available for home use, non-medical masks or facial coverings, 

(e.g. homemade cloth masks, dust mask, bandanas) worn by the ill person, if tolerable, 

to cover their mouth and nose may prevent respiratory droplets from contaminating 

others or landing on surfaces. These non-medical masks may also be worn by any 

household member providing care to a case. Children under 2 years of age should not 

wear a mask. Children ages 2 years and above should wear a child-sized medical mask 

or if not available, a non-medical mask or cloth face covering adapted to their size where 

feasible. 

 Before putting on a mask, wash hands with soap and water or ABHS. 

 Cover mouth and nose with mask and make sure there are no gaps between your face 

and the mask, press the mask tight to your face using your fingers to secure along the 

perimeter of the mask, pressing firmly over the bridge of your nose. After putting on a new 

mask, wash hands again with soap and water or ABHS. 

 Avoid touching the mask while using it; if you do, clean your hands with soap and water 

or alcohol-based hand sanitizer. 

 Replace the mask with a new one as soon as it is damp or dirty with secretions. Do not 

re-use single-use masks. 

 Non-medical masks should be carefully removed and replaced when soiled or damp and 

laundered in hot water and then dried thoroughly. 

 To remove the mask, remove both straps from behind the ears or untie from behind head. 

Do not touch the front of mask, and ensure that the front of the mask does not touch your 

skin or any surfaces before you discard it in a waste container or place it in a hamper for 

laundering. Wash hands with soap and water or ABHS. 

 

Limit contact with animals 
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From the limited information available, it appears that some animals can get sick, therefore, it is 

recommended that the case also refrain with contact with pets and, if possible, have another 

member of the household look after them. If this is not possible, practice good hand hygiene 

before and after touching animals, and their food/supplies, as well as good respiratory etiquette. 

Restrict the pet's contact with other people and animals outside the household while the case is 

in isolation. 

 

Avoid Sharing Personal Household Items 

 

The case should not share personal items with others, such as toothbrushes, towels, washcloths, 

bed linen, cigarettes, unwashed eating utensils, drinks, phones, computers, or other electronic 

devices. 

 

In the event that the case must prepare food for others (e.g. single parent with young children), 

the case should perform hand hygiene before and after, adhere to respiratory etiquette, including 

wearing a mask, during meal preparation. Clean all high-touch surfaces 

 

Disinfectants can kill the virus making it no longer possible to infect people. High-touch areas 

such as toilets, bedside tables and door handles should be cleaned daily using approved hard-

surface disinfectants that have a Drug Identification Number (DIN). A DIN is an 8-digit number 

given by Health Canada that confirms the disinfectant product is approved and safe for use in 

Canada.  

 While most disinfectants will work against coronavirus, Health Canada has created a list 

of hard-surface disinfectants that are supported by evidence demonstrating that they are 

likely to be effective and may be used against SARS-CoV2. 

 Always read and follow the directions on the label to ensure safe and effective use, 

including information about how long the surface should be visibly wet to be disinfected. 

 You can also find more information on all other approved disinfectants and other drug 

products on Health Canada’s searchable Drug Product Database 

 

When approved hard surface disinfectants are not available, for household disinfection, a 

diluted bleach solution can be prepared in accordance with the instructions on the label, or in a 

ratio of 5 millilitres (mL) of bleach per 250 mL of water OR 20 mL of bleach per litre of water. 

This ratio is based on bleach containing 5 % sodium hypochlorite, to give a 0.1 % sodium 

hypochlorite solution.  Follow instructions for proper handling of household (chlorine) bleach. Be 

sure to prepare the solution fresh, when you are intending to use it, and only dilute bleach in 

water (and not with additional chemicals). Check the labelled intended use- some bleaches, 

such as those designed for whitening laundry, may not be suitable for disinfection. Ensure the 

product is not past its expiration date. Disinfectants, household cleaners, and bleach are meant 

to be used to clean surfaces. Never use these products on the skin or internally (e.g. by 

swallowing or injecting these products) as this could cause serious harm. 

 

Find more information on Health Canada's website about using household chemicals safely and 

protect yourself and your family from poisonings when using disinfectants, household cleaning 

products and bleaches. 

 

https://www.canada.ca/en/health-canada/services/drugs-health-products/disinfectants/covid-19/list.html
https://www.canada.ca/en/health-canada/services/drugs-health-products/disinfectants/covid-19/list.html
https://health-products.canada.ca/dpd-bdpp/index-eng.jsp
https://www.ccohs.ca/oshanswers/chemicals/bleach.html
https://healthycanadians.gc.ca/recall-alert-rappel-avis/hc-sc/2020/72983a-eng.php
https://www.canada.ca/en/health-canada/services/home-safety/household-chemical-safety.html#a0
https://www.canada.ca/en/health-canada/services/home-safety/household-chemical-safety.html#a0
https://healthycanadians.gc.ca/recall-alert-rappel-avis/hc-sc/2020/72983a-eng.php
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If they can withstand the use of liquids for disinfection, high-touch electronics such as phones, 

computers and other devices may be disinfected with 70% alcohol (e.g. alcohol prep wipes) 

following recommended manufacture contact time.18  
 

Disposable gloves should be used when cleaning or handling surfaces, clothing, or linen soiled 

with body fluids. Dormitories and co-living settings where ill persons are convalescing should be 

cleaned and disinfected daily. 

 

Toys and other objects children may have contact with that may have been contaminated by a 

case should be cleaned and disinfected daily. 

 

All used disposable contaminated items should be placed in a lined container before disposing of 

them with other household waste.     

 

Self-care while convalescing 
 

Treatment 

 

Treatment for COVID-19 is available for clients at high risk of severe outcomes, even if they have 
been vaccinated. All cases should be assessed for eligibility for treatment and referred if eligible. 
More information is available at  
https://gov.mb.ca/covid19/treatment/index.html. 

 

The case should rest, eat nutritious food, stay hydrated with fluids like water, and manage their 

symptoms. Over the counter medication can be used to reduce fever and aches. If using vitamins 

or alternative medicines, the case should check with their healthcare provider whether they should 

continue use while awaiting test results. 

 

Monitor temperature regularly.  

The case can monitor their temperature daily, or more frequently if they have a fever (e.g., 

sweating, chills), or if their symptoms are changing. If the case is taking acetaminophen (e.g. 

Tylenol) or ibuprofen (e.g. Advil), the temperature should be recorded at least 4 hours after the 

last dose of these fever-reducing medicines.19 

 

Maintain a suitable environment for recovery.  

The environment should be well ventilated and free of tobacco or other smoke. Ventilation can be 

improved by opening windows and doors to the outside, as weather permits.  

 

Stay connected.  

                                                
18 WHO. Global surveillance for COVID-19 caused by human infection with COVID-19 virus Interim guidance. 
[Online] 20 March 2020. Accessed on April 7, 2020. https://www.who.int/publications-detail/global-surveillance-
for-human-infection-with-novel-coronavirus-(2019-ncov)  
19 The peak effect of temperature reduction was found to be 2.5-3.0 hours after ingestion for both acetaminophen 
and ibuprofen treatments in a systematic review of antipyretic effect of ibuprofen and acetaminophen in children. 
Wahba H. The antipyretic effect of ibuprofen and acetaminophen in children. Pharmacotherapy: The Journal of 
Human Pharmacology and Drug Therapy. 2004 Feb; 24 (2):280-4. 

https://gov.mb.ca/covid19/treatment/index.html
https://www.who.int/publications-detail/global-surveillance-for-human-infection-with-novel-coronavirus-(2019-ncov)
https://www.who.int/publications-detail/global-surveillance-for-human-infection-with-novel-coronavirus-(2019-ncov)
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Staying at home and not being able to do normal everyday activities outside of the home can be 

socially isolating. Public health can encourage people who are isolating themselves at home to 

connect with family and friends by phone or computer.  

 

Precautions for household members (e.g. caregivers, roommates) to reduce 

risk of transmission to others in the home  
 

For caregivers of a case, it is important to take appropriate steps to protect yourself and others in 

the home environment from contracting COVID-19.   

 Perform Regular hand hygiene. The ill person and the household members should 

perform hand hygiene regularly. 

 Practice good respiratory etiquette followed by hand hygiene.   

 Limit the number of caregivers. Ideally, the ill person should be able to care for 

themselves. Caregiving within 2 meters of the ill person should be limited to one person. 

Household members with risk factors for severe disease or outcomes (i.e., older adults, 

chronic medical conditions, immunocompromised, or obesity (BMI of 30 or higher)) should 

not provide care for the case and should stay elsewhere if feasible.  

 Prevent exposure to contaminated items and surfaces. Do not use personal items that 

belong to the case such as toothbrushes, towels, washcloths, bed linen, cigarettes, 

unwashed eating utensils, drinks, phones, computers, or other electronic devices.  The lid 

of the toilet should be down before flushing to prevent contamination of the environment.  

 Frequent cleaning and disinfecting. High-touch areas such as toilets, bedside tables and 

door handles should be cleaned daily using approved hard-surface disinfectants that have a 

Drug Identification Number (DIN). A DIN is an 8-digit number given by Health Canada that 

confirms the disinfectant product is approved and safe for use in Canada. When approved 

hard surface disinfectants are not available, for household disinfection, a diluted bleach 

solution can be prepared in accordance with the instructions on the label, or in a ratio of 5 

millilitres (mL) of bleach per 250 mL of water OR 20 mL of bleach per litre of water. This ratio 

is based on bleach containing 5 % sodium hypochlorite, to give a 0.1 % sodium hypochlorite 

solution.  

 Disposing of waste.  All used disposable contaminated items should be placed in a lined 

container before disposing of them with other household waste.     

 Use precautions when doing laundry. Contaminated laundry should be placed into a 

laundry bag or basket with a plastic liner and should not be shaken. Gloves and a 

surgical/procedure mask should be worn when in direct contact with contaminated laundry. 

Clothing, linens and non-medical masks belonging to the ill person can be washed together 

with other laundry, using regular laundry soap and hot water (60-90°C). Laundry should be 

thoroughly dried. Hand hygiene should be performed after handling contaminated laundry 

and after removing gloves. If the laundry container comes in contact with contaminated 

laundry, it can be disinfected using approved hard-surface disinfectants that have a Drug 

Identification Number (DIN). A DIN is an 8-digit number given by Health Canada that 

confirms the disinfectant product is approved and safe for use in Canada. When approved 

hard surface disinfectants are not available, for household disinfection, a diluted bleach 

solution can be prepared in accordance with the instructions on the label, or in a ratio of 5 

millilitres (mL) of bleach per 250 mL of water OR 20 mL of bleach per litre of water. This 

https://www.canada.ca/en/health-canada/services/drugs-health-products/disinfectants/covid-19.html
https://www.canada.ca/en/health-canada/services/drugs-health-products/disinfectants/covid-19.html
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ratio is based on bleach containing 5 % sodium hypochlorite, to give a 0.1 % sodium 

hypochlorite solution.  

 Use of personal protective equipment. If household members have direct contact with 

the case, they should wear a medical/procedure mask or if not available, a non-medical 

mask or facial covering, (e.g., homemade cloth mask, dust mask, bandana) and eye 

protection when within two meters and should perform hand hygiene after contact. 

Caregivers should wear disposable gloves when in direct contact with the ill person, or 

when in direct contact with the ill person’s environment as well as soiled materials and 

surfaces. Hand hygiene should be performed before putting gloves on and after removing 

them. 

 Use of personal protective equipment. Household members, who have direct contact with the 

case, should wear a medical mask, or if not available, a non-medical mask or cloth face 

covering (i.e., constructed to completely cover the nose and mouth without gaping, and 

secured to the head by ties or ear loops) and eye protection when within two metres and 

should perform hand hygiene after contact. Caregivers should wear disposable gloves, if 

available, when in direct contact with the ill person, or when in direct contact with the ill 

person's environment as well as soiled materials and surfaces. Hand hygiene should be 

performed before putting gloves on and after removing them. 

 

Eye Protection  

Eye protection is recommended to protect the mucous membranes of the eyes during case care 

or activities likely to generate splashes or sprays of body fluids including respiratory secretions.    

 

 Eye protection should be worn over prescription eye glasses. Prescription eye glasses 

alone are not adequate protection against respiratory droplets. 

 Protective eye wear should be put on after putting on a mask.   

 After applying eye protection, gloves should be donned (see above).   

 To remove eye protection, first remove gloves and perform hand hygiene.  Then remove 

the eye protection by handling the arms of goggles or sides or back of face shield. The 

front of the goggles or face shield is considered contaminated. 

 Discard the eye protection into a plastic lined waste container.  If the eye protection is not 

intended for single use, clean it with soap and water and then disinfect it with approved 

hard-surface disinfectants that have a Drug Identification Number (DIN). A DIN is an 8-

digit number given by Health Canada that confirms the disinfectant product is approved 

and safe for use in Canada. When approved hard surface disinfectants are not available, 

for household disinfection, a diluted bleach solution can be prepared in accordance with 

the instructions on the label, or in a ratio of 5 millilitres (mL) of bleach per 250 mL of water 

OR 20 mL of bleach per litre of water. This ratio is based on bleach containing 5 % sodium 

hypochlorite, to give a 0.1 % sodium hypochlorite solution, a store bought disinfectant, or if 

not available, a diluted bleach solution of one part bleach to 9 parts water, being mindful 

not to contaminate the environment with the eye protection.  

 Perform hand hygiene.  

 

Gloves 

 

Disposable single use gloves, if available, should be worn when in direct contact with the ill 

person, cleaning contaminated surfaces, and handling items soiled with body fluids, including 
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dishes, cutlery, clothing, laundry, and waste for disposal.  Gloves are not a substitute for hand 

hygiene; caregivers must perform hand hygiene before and after putting on and taking off gloves.  

 

o Gloves should be removed, hand hygiene performed, and new gloves applied 

when they become soiled during care. 

o To remove gloves safely, with one of your gloved hands pull off your glove for the 

opposite hand from the fingertips, as you are pulling, form your glove into a ball 

within the palm of your gloved hand. To remove your other glove, slide your 

ungloved hand in under the glove at the wrist and gently roll inside out, and away 

from your body. Avoid touching the outside of the gloves with your bare hands. 

o Gloves must be changed and hand hygiene performed when they are torn.  

o Discard the gloves in a plastic-lined waste container.  

o Perform hand hygiene.  

o Double-gloving is not necessary.  

 

Reusable utility gloves may be used; however, they must be cleaned with soap and water and 

decontaminated after each use with approved hard-surface disinfectants that have a Drug 

Identification Number (DIN). A DIN is an 8-digit number given by Health Canada that confirms the 

disinfectant product is approved and safe for use in Canada. When approved hard surface 

disinfectants are not available, for household disinfection, a diluted bleach solution can be 

prepared in accordance with the instructions on the label, or in a ratio of 5 millilitres (mL) of bleach 

per 250 mL of water OR 20 mL of bleach per litre of water. This ratio is based on bleach containing 

5 % sodium hypochlorite, to give a 0.1 % sodium hypochlorite solution. 

 

Supplies for the home when isolating  

 

 Medical mask, or if not available, a non-medical mask or facial covering, (e.g., homemade 

cloth mask, dust mask, bandana) for case and others in the home 

 Disposable Gloves 

 Eye protection 

 Thermometer 

 Fever-reducing medications 

 Running water  

 Hand soap  

 Alcohol based hand sanitizer (ABHS) containing at least 60% alcohol. 

 Tissues 

 Waste container with plastic liner  

 Regular household cleaning products 

 Approved hard-surface disinfectants that have a Drug Identification Number (DIN). or if an 

approved hard surface disinfectant is not available, bleach containing 5 % sodium 

hypochlorite, and a separate container for dilution.   

 Alcohol (70%) prep wipes or cleaners suitable for cleaning high- touch electronics (e.g., 

phones) 

 Regular laundry soap 

 Dish soap 

 Disposable paper towels 

 

https://www.canada.ca/en/health-canada/services/drugs-health-products/disinfectants/covid-19.html
https://www.canada.ca/en/health-canada/services/drugs-health-products/disinfectants/covid-19.html
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APPENDIX B: Definitions and Management of COVID-19 
Outbreaks and Clusters20  
 
Due to the high transmissibility of the Omicron variant of concern, widespread community 

transmission, and discontinuation of public health case investigation, the below definitions are 

only relevant for high risk settings where containment of transmission remains a goal (e.g. health 

care facilities, PCH’s, other high risk congregate settings). In other settings, case numbers will 

mirror the community rates, and management of settings with high transmission rates should 

follow general advice on community measures to decrease transmission. 

 

A COVID-19 cluster is defined as two21 or more confirmed cases aggregated in time and by 

geographic location or setting, without a known epidemiological link22, or until an 

epidemiological link is established. Aggregated in time means that cases’ symptom onset date 

or if asymptomatic, the date that the diagnostic laboratory sample was collected, occurred within 

14 to 28 days (i.e., one to two incubation periods). This definition excludes two or more cases 

found in one household if/where the risk of transmission is contained. The identification of a 

cluster considers the setting/location, type and level of community transmission, and is at the 

discretion of the investigating health authority. Identification of a cluster may trigger an 

investigation to determine if an outbreak is confirmed and should be declared.  

 

For the process of and assignment of cluster codes, refer to Standard Operating Procedure. 

Regional Management of Outbreaks and Clusters in PHIMS: COVID-19. 

 

Reasonable evidence of transmission at a setting could include:  

 Close and prolonged contact with a known case who was communicable at the setting, 

 Exposure to a setting where known cases were present within a reasonable time 

period, given the incubation period of COVID-19, 

 The person has been located within a closed setting (e.g., admitted to hospital, or 

residing at a work camp, correctional facility, or rural/remote community) for ≥7days 

before symptom onset or collection of a diagnostic laboratory sample,  

 No obvious source of exposure other than at the setting, or 

 Other exposure scenarios, at the discretion of the investigating health authority. 

 

A COVID-19 Outbreak is defined as two or more confirmed cases of COVID-19, 

epidemiologically linked to a specific setting and/or location. This definition excludes household 

cases (since household cases may not be declared or managed as an outbreak if the risk of 

transmission is contained); and, cases that are geographically clustered (e.g., in a region, city, 

or town) but are not epidemiologically linked, with these cases attributed to community 

transmission. Confirmation and declaration of an outbreak is at the discretion of public health 

                                                
20 Adapted from National case definition: Coronavirus disease (COVID-19) - Canada.ca  
21 In many instances, two or more cases may/may not generate a cluster or outbreak response; this is at the discretion of the investigating 
health authority based on the setting/location, type and level of community transmission. 
22 An epidemiological link is an exposure at a common setting, presence at a gathering, or time spent in a common location or venue, where 

there is reasonable evidence that transmission could have occurred. 

https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/assumptions.html#a2
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/national-case-definition.html#nat
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and/or Infection Prevention and Control (IP&C) in the health authority where the setting or 

location is located.  

 

For the process of and assignment of outbreak codes, refer to Standard Operating Procedure. 

Regional Management of Outbreaks and Clusters in PHIMS: COVID-19. 

 

In a (highly) vulnerable setting, a single laboratory-confirmed case of COVID-19 in a staff 

member, volunteer, or resident may define an outbreak at the discretion of the Medical Officer of 

Health after consultation with IP & C and the Office of the Chief Provincial Public Health Officer. 

However, in general, public health would follow established setting-specific definitions and 

guidelines. 

 

Examples of vulnerable settings include (but are not limited to): 

 Acute care settings 

 Long term care facilities and personal care homes 

 Congregate living settings (e.g., correctional facilities, group homes/assisted 

living facility, transitional living settings, shelters etc.) 

 Certain work places  

 

Upon declaration of an outbreak, regional Public Health is responsible to document the 

existence of a COVID-19 outbreak in PHIMS.  

 

Outbreak Management in Personal Care Homes 

LTCH residents are vulnerable to infection with COVID-19 due to behavioral factors, shared 

spaces, and transit between other healthcare facilities. Older adults and those with pre-existing 

medical conditions are also at risk for more severe disease and have higher mortality when 

infected with COVID-19.  

 

Outbreak management strategies and definitions are listed in COVID-19 Infection Prevention 

and Control Guidance for Personal Care Homes https://sharedhealthmb.ca/files/covid-19-

ipc-guidance-for-pch.pdf. Strategies include (see document for complete list): 

 Immediate isolation of residents with signs or symptoms or potential exposures.   

 Determination of applying outbreak precautions to the affected unit or entire PCH 

based on knowledge of the PCH and staffing, and in accordance with provincial 

public health guidance and directives. 

 Increased frequency of cleaning and disinfecting with a focus on high-touch surfaces. 

 Further restriction of movement of residents within the PCH, with discontinuation of 

all non-essential activities, including communal activities. 

 New resident admissions are generally not recommended in the context of an 

outbreak of COVID-19. 

 Increased frequency of active screening for COVID-19 symptoms in residents. 

 Reviewing and reinforcing visitor restrictions. 

 Consultation with their regional IPC staff regarding resident and staff cohorting. 

 

https://sharedhealthmb.ca/files/covid-19-ipc-guidance-for-pch.pdf
https://sharedhealthmb.ca/files/covid-19-ipc-guidance-for-pch.pdf
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 Testing strategies 

 PCHs must test all individuals who have symptoms compatible with COVID-19.  

 To identify additional cases of COVID-19, testing of asymptomatic residents who are 

in potential contact with the case, or who may have contact with the same staff may 

be considered. This will be dependant on the layout and processes within the facility.  

 To identify additional cases of COVID-19 in staff, testing of asymptomatic staff who 

may have been in potential contact with the resident or staff cases may be 

considered. This will also be dependant on the layout and processes within the 

facility.  

 Testing may include fully immunized staff and residents. 

 If asymptomatic testing is done, a systematic concentric circle approach to testing is 

recommended, sampling from highest transmission risk to lowest transmission risk, 

with expanding circles as required. 

 
Other Vulnerable Settings 

Other high-risk settings based on increased transmission risk or populations at risk of severe 

outcomes, include health-care facilities, correctional centres and shelters. These facilities may 

implement similar measures, based on the situation and setting.  

 

For school and child care settings, see appendix C. 

 

Workplace Clusters and Outbreaks 

With the high transmissibility of the Omicron variant of concern, and widespread community 

transmission, containment and mitigation of transmission is not feasible in most cases, and 

aggressive containment measures should be reserved for high risk settings, or where advised 

by Workplace Safety and Health. Case numbers will mirror the community rates, and all 

workplaces should follow general advice on community measures to decrease transmission as 

much as possible.  

 Larger workplaces may have more complex workplace interactions, and require further 

assessment. Workplace Safety and Health and the Chief Occupational Medical Officer 

should be involved in management of clusters and outbreaks as indicated in Workplace 

Cluster Guidance. 

 Consider use of point of care testing for early identification of cases in the workforce. 

Targeted vaccination strategies should also be considered where possible if vaccine 

uptake is low and there are barriers for the population to access vaccine sites. 

 When workplace clusters are reported, public health should communicate with the 

reporting workplace, review case information reported to the workplace, and review 

mitigation strategies with the workplace. A number of workplace resources have been 

created by the Chief Occupational Medical Officer to assist with this. 

 It is anticipated that issuing health protection orders by regional MOH’s to close 

workplaces is no longer required. If a health protection order under the Public Health Act 

is required, consultation with civil legal services and the office of the CPPHO is required, 

in addition to working with Workplace Safety and Health and the Chief Occupational 

Medical Officer. 
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APPENDIX C: Process for investigating COVID-19 cases in school/ 
child care settings 
 
1. In general, testing of children and staff who are not at risk of severe outcomes is no longer 

recommended. As a result, few individual cases will be reported to public health for 

surveillance, and case investigation will no longer be occurring. The school dashboard will 

be decommissioned as of the end of March 2022. Please see the Toolkit for Notification of 

Cases in Schools at 

https://www.edu.gov.mb.ca/k12/covid/docs/toolkit_exposure_notification.pdf. The Early 

Learning and Child Care Practice Guideline is available at https://manitoba.ca/fs/pubs/covid-

19-elcc-practice-guide-jan-2022.pdf.  

2. Schools and child care facilities are not required to identify or notify close contacts. Cases are 

encouraged to self-report to schools or child care facilities. Students, children or 

staff/volunteers exposed to COVID-19 in a school or child care facility or in other settings 

(including if they are a household contact of a case) may continue to attend if they are 

asymptomatic regardless of their immunization status.  

3. Schools and child care facilities will monitor their absenteeism and self-reported cases.  

4. If the school or child care facility identifies higher than expected absenteeism, or higher 

than expected number of cases, including for individual classes/cohorts, schools and child 

care facilities can reach out to their local public health office for support. The alert (e-form) 

will be discontinued.  

5. Public health (CD coordinator and MOH) should review the information provided by the 

school or child care facility. If the information suggests COVID-19 transmission is above 

expected levels, public health may recommend: 

a. Further preventive measures such as re-introducing mask recommendations and 

physical distancing, pausing extra-curricular activities, field trips, assemblies, and 

moving to low-risk activities during physical education and music classes. 

b. Further surveillance testing if new patterns of disease presentation or transmission 

are emerging. 

c. Communication to the school community with advice on monitoring for symptoms 

and isolating if sick. Based on the sample template, public health will issue 

community notification letters for schools to send out for distribution as required.  

d. Remote learning is a measure of last resort, and is not anticipated to be 

recommended for ongoing COVID-19 management, unless exceptional 

circumstances arise.  

Schools may distribute rapid antigen test kits in K-12 schools, with instructions to use if 

children or staff become symptomatic. Rapid antigen test kits are also widely available in 

the community.  

6. If there are exceptional circumstances and remote learning is recommended, a one week 

period of remote learning is recommended to minimize the time in remote learning, allow 

most cases to finish isolation, and interrupt transmission chains. This may be extended in 

exceptional circumstances. If not recommended by public health, schools should review 

requests for moving to remote learning for operational issues with Manitoba Education. 

https://www.edu.gov.mb.ca/k12/covid/docs/toolkit_exposure_notification.pdf
https://www.edu.gov.mb.ca/k12/covid/docs/toolkit_exposure_notification.pdf
https://www.edu.gov.mb.ca/k12/covid/docs/toolkit_exposure_notification.pdf
https://manitoba.ca/fs/pubs/covid-19-elcc-practice-guide-jan-2022.pdf
https://manitoba.ca/fs/pubs/covid-19-elcc-practice-guide-jan-2022.pdf
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Public health should indicate whether data suggests high transmission rates that supports 

moving to remote learning.  

7. When a school or child care facility is determined to have high transmission rates, an 

investigation should be created for the school/child care facility in the PHIMS outbreak 

module. In general, the outbreak investigation should remain open for 2 weeks, and should 

be reviewed at the end of that period to determine if there is a need to extend. Notes should 

be added under the outbreak to reflect discussions with schools or child care facilities. 

a. The classification should be “actively under investigation”.  

b. Record the interventions as applicable: 

i. Public health advisory – community advisory issued (if community notification 

letter sent) 

ii. Testing – other testing recommended  

iii. Exclusion from work/school/child care – exclusion recommended (if remote 

learning recommended) 

 

Assessment of Multiple Cases in a School or Child Care Facility 

With the widespread transmission of COVID-19, previous containment outbreak definitions are 

no longer applicable.  

 

A school or child care facility COVID-19 high transmission rate is defined as: 

COVID-19 cases and or respiratory disease activity in a school or child care facility that is higher 

than expected as compared to the surrounding community, or results in impacts to school or 

child care facility operations. The alert may be class/cohort specific, or extend to the entire 

school or child care facility. The assessment is primarily based on the below data, but also takes 

into consideration additional factors identified by the school:  

 School absenteeism data and trends as monitored and reported by the school (i.e. self 

reported positive rapid antigen tests or respiratory illness). 

 Child care facility absenteeism data of self-reported COVID-19 cases and respiratory 

illness. 

 

When concerned about unexpected or unusual COVID-19 activity going on in the school, 

assess if: 

 The school appears to be the source of transmission linked to school cases (e.g. cases 

don’t identify other types of contact such as household cases). 

 There is a high number of reported positive cases in a specific class or cohort.  

 There is unexpected absenteeism related to COVID-19 activity in school (note that with 

high COVID-19 activity, absenteeism of 20-40% is not unexpected, but may vary by 

school and community). 

 Operational concerns, such as staffing shortages, where a school is unable to operate.  

 

An alert is not required when school members are isolating due to COVID-19 activity in the 

community and haven’t attended school. Schools can continue to monitor and ensure people do 

not attend with COVID-19 symptoms.  
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APPENDIX D: Direct COVID-19 Tests in Manitoba  
 
Reporting positive COVID-19 test results, including point of care/rapid tests when 
administered by a health care provider:  
 
There are three reporting pathways for COVID-19 positive results from tests performed by 
laboratories or health care providers: 
1. Via the PHIMS lab interface if/when reported via CPL, DSM, Dynacare Winnipeg, Dynacare 

Brampton, or BioScision. 
2. FNIHB data transfer via Axway (Monday to Friday) 
3. COVID-19 Case Report Form for COVID-19 Testing 

(https://www.gov.mb.ca/health/publichealth/surveillance/docs/mhsu_0001.pdf) 
 
 
Self-administered rapid antigen tests (RATs) 
 

 Self-administered RATs are not reported to Manitoba Health. If confirmatory testing is done and 

is positive, the result will be reported via reporting path #1 above. 

 If self-administered RATs are being deployed within communities (e.g., remote northern and/or 

First Nations communities) and public health wishes to document the case to inform the 

community response, a probable COVID-19 investigation can be created in PHIMS with 

documentation in the notes that a positive self-administered RAT has been reported. If 

subsequently confirmed by a laboratory-based or health care administered test, the lab result 

will be entered and classification updated to lab confirmed.  

 

User’s Guide to Characteristics and Interpretation  

 

 The following table is to help healthcare providers and public health practitioners interpret 

results from the various tests that are available and that have been validated through the 

Manitoba Health system. This does not include interpretation for tests completed outside of the 

Manitoba Health system or tests that have not been validated through the Manitoba Health 

system. This document will be updated as information becomes available. 

 Considerations for tests completed by a non-licenced private laboratory and/or settings outside 

of the Manitoba Health system and/or tests that have not been validated through the Manitoba 

Health system (i.e. tests not listed in the table below):  

o Positive results – should be classified as Lab Probable and confirmatory testing by RT-

PCR through the Manitoba Health system is recommended. The individual should go for 

re-testing as soon as possible. 

 If the confirmatory RT-PCR is positive, regional public health can change the 

classification to Lab Confirmed. 

 If the confirmatory RT-PCR is negative, this would most likely be considered NOT 

a case, but regional public health should complete a risk assessment to make 

this determination between Lab Probable and Not a Case. This risk assessment 

should include timing between the initial and confirmatory test, type of exposure, 

symptoms, and the impact to the setting (e.g. communal living, work camp). 

https://www.gov.mb.ca/health/publichealth/surveillance/docs/mhsu_0001.pdf
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 Under the Orders Requiring Vaccination or Testing for Designated Persons, the 

order requires that an individual who has tested positive by rapid antigen test 

goes for confirmatory PCR testing. Public health will initiate case and contact 

management when a positive PCR result is received. There is no requirement to 

notify public health of positive rapid antigen test results.  

o Negative results – confirmation is not required, but considerations for:  

 If tested when symptomatic, consider retesting if symptoms worsen/is 

significantly ill. 

 If tested when asymptomatic, retesting is warranted if symptoms develop. 

 

 

 

 

https://manitoba.ca/asset_library/en/proactive/20212022/orders-soe-vaccination-testing-designated-persons-09242021.pdf


Assay 
name 

Method Intended 
Use 

Targets Specimen type Sens. 
relative to 

GS/Ref 

Spec. Comments/Considerations for 
Interpretation of Results 

Case Classification 
(Positive Result) 

Action if Negative Result 

Lab 
Developed 
Test (LDT) 
– based on 
CDC +/or 
WHO 

RT-PCR Lab E gene Nasopharyngeal 
(NP) 

reference >99% Gold standard (GS): considered 
~95% sens, 99% spec, subject to 
collection, transport, etc. Requires 
batching.  

 NP swab is the preferred 
specimen. 

 False negatives (FN) are more 
likely if NP swab done when 
asymptomatic or in first 24 hours 
of symptoms. 

 Can continue to detect low levels 
of virus for weeks after infection 

Lab Confirmed for both 
symptomatic and 
asymptomatic. 
If previously a case, 
needs review to 
determine if this positive 
is due to persistent virus 
shedding or is indicative 
of new infection (i.e. re-
infection)  

No confirmation required, 
but considerations for: 

 If tested when 
symptomatic, consider 
retesting if symptoms 
worsen/is significantly 
ill. 

 If tested when 
asymptomatic, retesting 
is warranted if 
symptoms develop. 

 

Throat 90% >99% 

Swish & gargle 92% >99% 

GeneXpert 
-– COVID 

RT-PCR Lab 
POCT 

E, N2 NP reference 99% Comparable to GS: positives and 
negatives both reliable. Run one at a 
time or four at a time. Supply issues 
for kits. 

Lab Confirmed – same 
considerations as GS 

Same considerations as 
GS Throat   

   

GeneXpert 
– FluVID 

RT-PCR Lab  
POCT 

E, N2 NP TBD TBD TBD. In addition to COVID-19, kit 
also tests for influenza A and B and 
RSV. Competition with other viruses 
may cause FN with COVID-19 at limit 
of detection (LOD).  

Lab Confirmed – same 
considerations as GS 

Same considerations as 
GS Nasal   

   

Roche 
COBAS - 
COVID 

RT-PCR Lab E, 
ORF1A 

NP reference >99% Comparable to GS: positives and 
negatives both reliable. Requires 
batching. 

Lab Confirmed – same 
considerations as GS 

Same considerations as 
GS Throat  

Hologic 
TMA 

TMA NAAT1 Lab ORF1ab 
(2 
targets) 

NP  >99% Comparable to GS: positives and 
negatives both reliable. Does not 
provide a Ct value.  

Lab Confirmed – same 
considerations as GS 

Same considerations as 
GS 

Abbott ID 
NOWTM 
COVID-19 
Assay 

Isothermal 
NAAT2 

Lab 
POCT 

RdRp 
gene 

Nasal* 97% in first 
5-7 days of 
symptoms 
 

~99% Less sensitive than GS: most reliable 
if symptomatic and collected in the 
first 7 days of symptoms, but 
negative tests should be confirmed. 

Lab Confirmed – if tested 
in Shared Health lab.  
 

If tested when 
symptomatic, result 
should be confirmed by 
RT-PCR. Ideally, the 
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50-67% 
overall 

 
Specificity is described as ~99.4%, 
which means that ~1 in 150 
specimens could be false positive.  
 
*Per manufacturer, can also use NP 
or throat swab, but kit only comes 
with nasal swab. 

Lab Probable – if tested 
in any other setting. 
Needs confirmation by 
RT-PCR regardless if 
symptomatic or 
asymptomatic testing.  
If confirmatory RT-PCR is 
positive  change 
classification to Lab 
Confirmed.  
If confirmatory RT-PCR is 
negative  change 
classification to NOT a 
case3 

confirmatory sample 
should be taken within 24 
hours of the first sample.   
 
If tested when 
asymptomatic, retesting is 
warranted if symptoms 
develop. 

Hyris 
bCUBE  
bKIT Virus 
Finder 
COVID-19 

RT-PCR Lab 
POCT 

N gene (2 
targets) 

NP   TBD, preliminary validation data 
seems to suggest it is similar to the 
Abbott ID NOW. 

Lab Confirmed – same 
considerations as GS 

If tested when 
symptomatic and:  
(1) Test positivity < 15% 
No confirmation required, 
but consider retesting if 
symptoms worsen/is 
significantly ill. 
(2) Test positivity ≥ 15%. 
Needs confirmation by 
another RT-PCR method. 
Ideally, the confirmatory 
sample should be taken 
within 24 hours of the 
first sample. 
 
If tested when 
asymptomatic, retesting 
is warranted if symptoms 
develop. 
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Abbott 
Panbio 
COVID-19 
Ag Rapid 
Test 

Antigen 
(Lateral flow 
assay) 

POCT Nucleoca-
psid (N) 
protein 

NP 
Nasal 

67% overall 
in local 
studies 

 TBD, less sensitive than GS 
Positives need to be confirmed  
If symptomatic and collected in the 
first 7 days of symptoms positives 
are likely reliable  

Lab Probable 
Needs confirmation by 
RT-PCR regardless if 
symptomatic or 
asymptomatic testing. 
If confirmatory RT-PCR is 
positive  change 
classification to Lab 
Confirmed.  
If confirmatory RT-PCR is 
negative  change 
classification to NOT a 
case3 

If tested when 
symptomatic, needs 
confirmation by RT-PCR. 
Ideally, the confirmatory 
sample should be taken 
within 24 hours of the 
first sample. 
 
If tested when 
asymptomatic, retesting 
is warranted if symptoms 
develop. 

BD Veritor 
System for 
Rapid 
Detection 
of SARS-
CoV-2 

Antigen 
(Chromatogr-
aphic assay) 

POCT Nucleoca-
psid (N) 
protein 

Nasal 67% overall 
in local 
studies  

 Similar to Abbott Panbio COVID-19 
Ag Rapid Test 

Lab Probable 
Needs confirmation by 
RT-PCR regardless if 
symptomatic or 
asymptomatic testing. 
If confirmatory RT-PCR is 
positive  change 
classification to Lab 
Confirmed.  
If confirmatory RT-PCR is 
negative  change 
classification to NOT a 
case3 

If tested when 
symptomatic, result 
should be confirmed by 
RT-PCR. Ideally, the 
confirmatory sample 
should be taken within 24 
hours of the first sample. 
 
If tested when 
asymptomatic, retesting 
is warranted if symptoms 
develop. 



1TMA = transcription-mediated amplification; NAAT = nucleic acid amplification test 
2NAAT = nucleic acid amplification test 
3There have been infrequent situations where the Abbott ID NOWTM COVID-19 Assay has provided a positive test, but the confirmatory RT-PCR is negative. As long as the RT-PCR was completed 
from a sample taken on the same day as the Abbott ID NOWTM COVID-19 Assay, this is most likely a false positive and should be classified as NOT a case. However, retesting may be indicated 
based on risk assessment including exposure, symptoms, and the impact to the setting (e.g. communal living, work camp). 
 
Definitions:  
Gold Standard (GS) in diagnostics refers to the benchmark test by which the performance of all other tests are measured against. It is not necessarily a perfect test, but is the best one available 

that has standards with known results.  

Reference (Ref) refers to the diagnostic test, in the absence of a gold standard, that has standards with known results that is likely very close to the gold standard and by which other diagnostic 

tests can be measured against. 

Sensitivity (Sens) refers to how accurate the test is in identifying disease in individuals who actually have the disease or the proportion of individuals with disease who have a positive test. 

Specificity (Spec) refers to how accurate the test is in identifying individuals who actually do not have the disease or the proportion of individuals without disease who have a negative test. 

 

 

 

 

 



APPENDIX E: Recommendations for COVID-19 Variants of 
Concern 
 

Background: 

 Variants of concern (VOCs) are those with a mutation in the SARS-CoV-2 genome 

where there is convincing evidence that it will have an impact on public health and the 

health care system, including impacts on transmission, virulence, and vaccine efficacy.  

 The emergence of new variants better adapted to human-to-human transmission is 

expected. 

 VOC’s that were predominant in previous waves in Manitoba have included: 

o B.1.1.7 (Alpha): First identified in the United Kingdom (UK) 

o B.1.351 (Beta): First identified in South Africa 

o P.1 (Gamma): First identified in Brazil 

 In the Fall of 2021, the above VOC’s were replaced with one predominant circulating 

strain:  

o B.1.617 lineage (Delta variant): First identified in India. This includes multiple 

sub-lineages.  

 In November 2021, the Omicron variant was declared a variant of concern. As a result 

of this variant being highly transmissible, and thereby making contact tracing ineffective, 

a number of changes to case and contact management have been made. 

 Information continues to evolve on their impacts 

 23 A SARS-CoV-2 variant is a variant of interest (VOI) if it: 

o has a genome with mutations associated with changes in epidemiology, 

antigenicity, or virulence, or changes that potentially have a negative impact on 

available diagnostics, vaccines, therapeutics, or public health measures; and  

o is known to cause community transmission/multiple COVID-19 cases/clusters in 

Canada or has been detected in multiple countries; or is otherwise assessed to 

be a VOI by WHO; or 

o is otherwise assessed to be a VOI by the Canadian SARS-CoV-2 Variant 

Surveillance Group (CSVSG).  

 A SARS-CoV-2 variant is a VOC if, through a comparative assessment, it has been 

demonstrated to be associated with one or more of the following: 

o increased transmissibility or detrimental change in COVID-19 epidemiology; 

o increased virulence or change in clinical disease presentation;  

o decreased effectiveness of available diagnostics, vaccines, therapeutics, or 

public health measures; or 

o is otherwise assessed to be a VOC by WHO; or 

o is otherwise assessed to be a VOC by the CSVSG.  

                                                
23 SARS-CoV-2 variants: National definitions, classifications and public health actions. Updated May 14, 2021. 
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-
professionals/testing-diagnosing-case-reporting/sars-cov-2-variants-national-definitions-classifications-public-
health-actions.html#a3  

https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/testing-diagnosing-case-reporting/sars-cov-2-variants-national-definitions-classifications-public-health-actions.html#a3
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/testing-diagnosing-case-reporting/sars-cov-2-variants-national-definitions-classifications-public-health-actions.html#a3
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/testing-diagnosing-case-reporting/sars-cov-2-variants-national-definitions-classifications-public-health-actions.html#a3
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Laboratory Measures: 

 

SARS-CoV-2 Variants of Concern (VOC) screening assesses whether key mutations from the 

VOC’s are present, and has been used in Manitoba since February 2021. The PCR screen was 

developed to detect specific mutations, but does not assess for mutations in other sites. With the 

emergence of the different variants, screening methods continue to be adapted. 

 

Targeted specimens continue to be submitted for genome sequencing per the Canadian COVID-

19 Genomics Network’s framework for ongoing surveillance of circulating strains in 

Canada. Examples of priority samples to be sent for sequencing include: 

 

 International travellers 

 Contacts of international travellers 

 Suspected reinfection 

 Severe acute COVID-19 in individuals <50 years old without significant comorbidities 

 Vaccinated individuals with subsequent lab confirmed COVID-19 

 Known or suspected super-spreading events 

 Geographic sampling in sub-regions with pronounced increase in case notification rate 

 Outbreaks or clusters 

 

Requests for sequencing in the above priority groups can be made through MOH’s and regional 

epidemiologists, who will forward the request to Cadham Provincial Laboratory. Requests should 

be made for lab confirmed COVID-19 cases only. Note that sequencing may take up to two weeks. 

 
Documentation 

 VOC screen positives if reported are documented in the epi marker “Further 

Differentiation” in PHIMS, and displayed in the disease event table under Epi Markers. 

Epi Markers are also displayed on the investigation search report. 

 When genome sequencing is completed, the epi marker “WGS Pattern” will be used to 

record the VOC or VOI type, and will similarly display in the disease event table. 

 
 

 



APPENDIX F: Flight Manifest Request Process 

 
Key terms: 

 

Flight Manifest (FM) – a list of all passengers who travelled on a flight and the seat that the 

passenger was assigned. 

 

Passenger Name Record (PNR)  – a document that provides information provided by the 

traveller when booking the travel, such as email address, phone number and sometimes, home 

address. If the travel is booked by a travel agent, the travel agent’s information is provided. The 

PNR can be used in conjunction with the manifest to identify and locate travellers. 

 

In Manitoba, Medical Officers of Health (MOH) can request flight manifests and passenger 

name records directly from airlines in order to facilitate contact tracing of individual international, 

domestic and inter-provincial air travellers/flight crew who may have been exposed to a 

confirmed case of COVID-19 on a flight24. Manitoba Health CDC MOH’s can assist with the 

request as required. 

 

The decision to access the flight manifest is based on a risk assessment conducted by the 

Medical Officer of Health. In general, public notification and follow-up of exposures during 

domestic transportation in flights, trains, and buses is no longer routinely recommended, and is 

not required to be reported to PHAC. With the discontinuation of case investigation by public 

health, it is anticipated that requests for flight manifests will no longer be required. 

 

The following process is intended to guide Manitoba Public Health and Medical Officers of 

Health as designated requestors in accessing the Airline flight manifest and Passenger Name 

Records to assist in the contact tracing process should it be required. 

 

Please keep in mind: 

1. Some airlines, particularly those that are headquartered outside of Canada, do not have 

a counter at certain airports, and/or do not operate 24/7. 

2. Airlines rarely provide flight manifest for flights that have landed outside of Canada. 

Should this manifest be necessary for contact tracing and follow-up: it should be 

facilitated by the Public Health Agency of Canada’s Interjurisdictional Notices team at 

phac.ijn-nij.aspc@canada.ca. The province or territory (P/T) where the flight either 

landed (or originated) should be the requestor.  If Manitoba is not the requestor but we 

have knowledge that Manitoba will be implicated, Manitoba should communicate with the 

requesting P/T to ensure information needs are met.  

 

                                                
24 For flights which did not terminate in Canada but for which a Canadian jurisdiction is aware that a case of COVID-19 travelled, 

the specifics of the flight (airline, flight number, origin and destination cities, and seat number of the case) should be conveyed 
to PHAC via the Health Portfolio Operations Centre. PHAC will transmit this information to the appropriate countries via the 
International Health Regulations National Focal Point. 

mailto:phac.ijn-nij.aspc@canada.caT
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The flow chart below outlines the steps to access the flight manifest from Airlines for Public Health 

purposes. 

 

 
 
 
 
 
 
 
 

 
 

 
 
 
 
  
 
 
 
 
 
 
 
 

Designated Public Health requestor/Medical Officer of Health identifies the need for Airline Flight 
Manifest (AFM) and/or Passenger Name Record (PNR) and initiates a request for AFM/PNR. 

Designated Public Health requestor/Medical Officer of Health completes the 
AFM request letter template 

Airline receives request form and emails the corresponding airline flight manifest(s)/personal name 
record/airplane cabin layout, and copy of the letter request form to the requestor, with copy to 
Epidemiology and Surveillance Unit at epiCOVID@gov.mb.ca 
Note: For government email, options for file transfer in requests for Manifests include, otherwise 
the file may be blocked by the firewall: 

 Excel or other files without encryption 

 PDF files with encryption if encryption is required per policy of airlines (regional recipients 
may not have same limitations and may be able to receive other file types) 

 

Region receives the AFM/PNR. 

E-mail the completed AFM letter to the Airline designated representative (see Airline contact 
information list). Subject line: COVID-19 Flight Manifest request. Copy MHSC Epi& 
surveillance at_epiCOVID@gov.mb.ca and the Public Health Agency of Canada’s Inter-
jurisdictional Notices team at phac.ijn-nij.aspc@canada.ca on request to airlines.  

Regional Public Health Nurse (PHN) completes contact-tracing process. PHN notifies Epi and 
Surveillance of any contacts (travellers and crew) that live outside of Manitoba.  

mailto:epiCOVID@gov.mb.ca
mailto:epiCOVID@gov.mb.ca
mailto:phac.ijn-nij.aspc@canada.ca


49 
 

2022-03-15 

 
 
 

 
NOTES:  

 Public health will generally request flight manifests only for those flights that originate or 

arrive in Manitoba, as there is limited ability to confirm client information or contact 

information for flights outside of Manitoba. In general, flight manifests are not routinely 

requested and should only be requested for high risk exposures with a high likelihood of 

identifying passengers. 

 For exposures on flights that do not originate or arrive in Manitoba, regions should send 

details of the case and flight information, including seat details, to Epi and Surveillance. 

Epi and Surveillance will notify the jurisdiction where the flight originated/arrived, and 

that jurisdiction will determine if further follow-up will occur. Manitoba may or may not be 

asked to facilitate the request for the flight manifests of out of province flights. 

 Epi and Surveillance would also communicate bilaterally with other P/Ts when residents 

of other P/Ts are identified as contacts of the case on the flight manifest requested by 

Manitoba.  

 For international flights, or clients who are contacts and known to be non-residents of 

Canada, Epi and Surveillance provides, via the Public Health Agency of Canada’s Inter-

jurisdictional Notices team at phac.ijn-nij.aspc@canada.ca, the flight information or 

information available on any travellers non-resident in Canada who were seated in the 

zone of concern (2 metre radius) so that PHAC can make the appropriate international 

notifications. This information should be shared to ensure confidentiality (e.g., password 

protected file). 

 Re: Crew members- regional public health communicates with the crew members to 

advise them of the exposure on the flight, providing information about risk and public 

health measures indicated. 

 If the crew members reside outside of Manitoba jurisdiction, PHN advises the crew 

members that the relevant authorities in their home province will be advised of the 

exposure and the crew members’ contact details will be shared with their home 

province’s PH authority for follow up. 

 If relevant, regional public health forwards to Epi and Surveillance to share the contact 

details of the crew with the P/T in which the crew resides, for their follow-up. 

 

Individuals identified on the flight manifest for follow-up should be entered in PHIMS as known 

contacts (or unknown contacts if unable to identify) to the case, with the disposition reflecting 

whether the contact was notified. 

Epi and Surveillance ensures notification of PTs with contact information for close contacts living 
outside of Manitoba, so jurisdictions may proceed with the necessary contact tracing and follow-up.  
See notes.  

mailto:phac.ijn-nij.aspc@canada.ca

