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Update – As of May 25, 2023, severe COVID-19 no longer requires Public Health 
investigation.  Hospitalizations will be the indicator of severity and will be obtained from 
sources other than Panorama.   
Death reporting will continue to be retrieved from Public Health investigations via 
Panorama. 
The “Notification Timelines” and “Public Health Purpose for Notification” reflect these 
updates; meanwhile fulsome chapter review and additional revisions are forthcoming.     
 

Notification Timeline: 
 From Lab to Public Health: 
  Non-novel VOC - Within 24 hours   
  Novel Variant of Concern (VOC)1 – Immediately2;  
 Practitioner/Institution to Public Health3:  
  Deceased:  Within 24 hours. 
 From Public Health to Ministry of Health:   

Individual case reporting of non-novel: Not required  
Individual case reporting of deaths: Within 1-2 business days 
Individual case reporting of novel VOC: Within 24 hours 
Outbreaks: Initial report within 24 hours. 

Updates as necessary. 
Final report within 30 days of completing the investigation.  

Public Health Follow-up Timeline:     
Non-novel: No follow-up required  
Novel VOC: Within 24 hours. 

 

 
                                                 
1 A novel VOC as defined by the WHO. As of April, 2023, WHO is “updating the working definitions for VOCs and VOIs. 
The main update consists in making the VOC definition more specific, to include major SARS-CoV-2 evolutionary steps 
that require major public health interventions” (World Health Organization, March 16, 2023).   
2 A phone call to the local MHO during regular business hours. Direct notification to Ministry of Health may be requested 
based on national or international signals.     
3 Local public health is encouraged to collaborate with their partners in ERs, long-term care facilities and hospitals to 
ensure all roles and responsibilities are well understood and agreed upon, specifically the timely reporting to public 
health of outbreaks and deaths associated with COVID-19.    

Public Health Purposes for Notification of COVID-19   
• To ensure timely analysis of mortality caused by COVID-19;  
• To take timely and evidence informed actions on outbreaks in high-risk 

settings; and  
• To inform the public and medical community about COVID-19.  
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Table 1. Surveillance Case Definitions4 (Public Health Agency of Canada, updated 
December 17, 2021) 
Confirmed 
Case 

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)a 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 

Probable5 A person who: 
I. 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 

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

OR 
o 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 four weeks of symptom onset 

II. Had a POC antigen test for SARS-CoV-2 completed and the result is positive 
(Refer to Table 3B.) 

Reinfection I. Laboratory-based reinfection 
A confirmed case that was previously classified as resolved, that has a subsequent 
infection of SARS-CoV-2 where there is laboratory evidence supporting two 
different infections. 
Laboratory evidence includes: 
• Genome sequencing c or variant of concern (VOC) screening PCR testing 

indicates two distinct SARS-CoV-2 infections 
                                                 
4 Surveillance case definitions ensure uniform reporting to allow comparability of surveillance data. The definition is not 
intended to be used for clinical or laboratory diagnosis or management of cases. 
5 The probable case definition should only be used when reporting severe case or death in an individual that did not have 
a PCR confirmatory test or declaring outbreaks in high-risk settings.  For quality assurance purposes, the rapid antigen 
test should have been administered with oversight of a staff member or a health care provider.  
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or 
• One of the infections was confirmed to be a variant of interest (VOI)/VOC or 

mutations associated with VOI/VOC based on genome sequencing c or VOC 
screening PCR testing 

and 
• The other infection occurred when the VOI/VOC was not circulating in Canada 

II. Time-based Reinfection d 
A confirmed case that was previously classified as resolved that has a subsequent 
confirmed infection of SARS-CoV-2 at least 90 days after the previous infection 
using episode date 
AND 
Does not meet the laboratory-based reinfection case definition. 

Deceased  • A probable or confirmed COVID-19 case whose death resulted from a 
clinically compatible illness, unless there is a clear alternative cause of death 
identified (e.g., trauma, poisoning, drug overdose). 

• A Medical Officer of Health, relevant public health authority, or coroner may 
use their discretion when determining if a death was due to COVID-19, and 
their judgement will supersede the above-mentioned criteria. 

• A death can be attributed to COVID-19 when COVID-19 is the cause of death 
or is a contributing factor. 

a As of February 1, 2021, the only POC test in Saskatchewan deemed acceptable to provide final results is the 
Abbott ID NOW. 
b Inconclusive is defined as an indeterminate test on a single or multiple real-time PCR target(s) without 
sequencing confirmation or a positive test with an assay that has limited performance data availability 
c Genome sequencing indicating two distinct SARS-CoV-2 infections (they belong to different lineages OR to the 
same lineage but contain sufficient single nucleotide variants to support two different infections).  NOTE – a viral 
lineage is a group of viruses defined by a founding variant and its descendants. 
d Public health or clinical judgement should be used to rule out situations where a possible reinfection has been 
attributed to prolonged viral shedding (i.e., consider if prolonged viral shedding is more likely than reinfection). 
If case is symptomatic, then episode date uses symptom onset date and if symptom onset date is unavailable or 
the case is asymptomatic, then the earliest of the following dates could be used as proxy for classification: 
laboratory specimen collection date, laboratory testing date or reported date 
 
Note: laboratory tests are evolving for this emerging pathogen, and laboratory testing recommendations will 
change accordingly as new assays are developed and validated. 

Source: Public Health Agency of Canada. (December 17,2021). National case definition: Coronavirus Disease (COVID-19). 
Retrieved from: https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-
professionals/national-case-definition.html#conf  
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Epidemiology and Occurrence 
 
Continues to evolve. We will continue to experience regular surges with some seasonal activity.  
Severe illness  is more likely to occur in persons who are unimmunized or partially immunized 
and who are older, immunosuppressed or have co-morbidities. Vulnerable populations within 
Canada are at increased risk of acquiring SARS-CoV-2, do not access the healthcare system in 
traditional ways and appear to be at risk of more severe COVID-19. Reporting of comprehensive 
COVID-19 data in relation to race and ethnicity is currently limited in Saskatchewan and 
Canada. 
 
Variants of Concern (VOC)  
SARS-CoV-2 VOCs have been reported globally since December 2020. The B.1.1.7 (Alpha) 
variant was first identified in the United Kingdom, B.1.351 (Beta) in South Africa, P.1 (Gamma) 
in Brazil, B.1.617.2 (Delta) in India and B.1.1.529 (Omicron) in multiple countries6.  
 
The dominant variant will continue to shift. The National Microbiology Laboratory (NML) and 
Public Health Agency of Canada (PHAC) have indicated that monitoring for variants with 
evidence of vaccine escape or increased severity is a priority.  
 
The Saskatchewan Ministry of Health will provide information and may provide direction based 
on properties of a novel VOC, such as how easily it spreads, the hospitalizations associated with 
the infection, or the performance of vaccines, therapeutic medicines or diagnostic tools, or 
other public health and social measures such as case and contact management.  
 
Refer to Saskatchewan.ca/coronavirus, Public Health Agency of Canada (PHAC) and World 
Health Organization (WHO) for information. 
 
Additional Background Information 
 
Causative Agent 
• COVID-19, caused by SARS-CoV-2, is the most recent of seven known strains of Coronavirus. 

Of the six others, four cause only minor respiratory symptoms similar to those of a cold, and 
two (severe acute respiratory syndrome [SARS CoV] and Middle East respiratory syndrome 
[MERS CoV]), have been associated with more serious and life-threatening diseases.  

• Viruses such as SARS-CoV-2 naturally mutate over time. The majority of mutations do not 
change the characteristics of the virus.  

                                                 
6 https://www.who.int/en/activities/tracking-SARS-CoV-2-variants/    

https://www.saskatchewan.ca/coronavirus#utm_campaign=q2_2015&utm_medium=short&utm_source=%2Fcoronavirus
https://www.canada.ca/en/public-health.html
https://www.who.int/
https://www.who.int/
https://www.who.int/en/activities/tracking-SARS-CoV-2-variants/
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• Some mutations, or combination of mutations, can impact disease characteristics in a 
meaningful way (e.g. increased transmissibility, increased severity of disease, or decreased 
effectiveness of therapeutics and vaccines), leading to designation as a VOC. Some types of 
mutations improve the “fitness” of the virus and over time, a VOC may become the 
dominant strain. 

 
Symptoms (Government of Canada7, 2022, July 18)   
Symptoms can vary from person to person and by age group and can depend on the variant 
(e.g. approximately 30% of cases with Omicron were asymptomatic8). 
Some of the more common symptoms include: 

- Sore throat 
- Rhinorrhea 
- New or worsening cough  
- Shortness of breath or difficulty breathing 
- Fever – extremely variable  
- Chills  
- Fatigue and myalgia  
- New loss of smell and/or taste  
- Gastrointestinal symptoms (nausea, vomiting, diarrhea)  

 
The Public Health Agency of Canada includes other details on signs and symptoms for health 
care professionals8.   
 
Symptoms among older adults (65 years of age and older) and those with underlying medical 
conditions may be atypical or subtle. Symptoms in older adults that may differ from typical are 
as follows: 

- Fever and other symptoms may take longer to present; 
- Delirium, confusion, falls, functional decline; 
- Decrease in blood pressure;  
- Hypoxia without respiratory symptoms. 

 

Children are under-represented in counts of symptomatic and severe disease and appear to 
have milder course when infected. More information is needed to understand frequency of 
mild infections and in transmission of illness.   
 

                                                 
7 https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/symptoms.html#s  
8 https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/guidance-
documents/signs-symptoms-severity.html#a1   

https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/symptoms.html#s
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/guidance-documents/signs-symptoms-severity.html#a1
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/guidance-documents/signs-symptoms-severity.html#a1
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Risk Factors for Severe Presentations 
Severity can be mitigated if individuals are fully immunized. Risk factors associated with 
individual susceptibility to severe presentations include: 
• Adults 65 years of age and older; 
• Various co-morbidities have been reported among severe cases with varying frequencies. The 

top four include9: 
 Cardiac disease including hypertension;  
 Diabetes mellitus; 
 Lung disease (does not include asthma) 
 Obesity (BMI ≥30 kg/m2) 

• Pregnant women also are reported to experience severe COVID. 
• Other medical conditions may also be associated with severe COVID (PHAC, June 2022):  
 Cancer; 
 Chronic kidney or liver disease;  
 Cystic fibrosis; 
 Disabilities such as down Syndrome, learning, intellectual or developmental disabilities, 

ADHD, cerebral palsy, congenital disabilities or spinal cord injuries; 
 HIV infection; 
 Mental health disorders (mood disorders including depression, schizophrenia spectrum 

disorders); 
 Smoking; 
 Solid organ or stem cell transplant; 
 TB; and 
 Use of corticosteroid or other immunosuppressive medications. 

Post-COVID conditions  
https://www.cdc.gov/coronavirus/2019-ncov/long-term-effects.html 
People can experience a wide range of new, returning, or ongoing health problems more than 
four weeks after first being infected with the virus that causes COVID-19: 
 

                                                 
9 https://nccid.ca/2019-novel-coronavirus-
outbreak/#:~:text=The%20most%20common%20comorbidities%20found%20in%20people%20with%20COVID%2D19%20are%2
0shown%20in%20Table%202%3A 

https://www.cdc.gov/coronavirus/2019-ncov/long-term-effects.html
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Multisystem inflammatory syndrome – Children (MIS-C) is a condition characterized by hyper-
inflammation and multi-organ involvement. MIS-C can be serious, even deadly, but most 
children who were diagnosed with this condition have gotten better with medical care (US CDC, 
May 2020)10. Symptoms include: 
• Kawasaki disease-like features: conjunctivitis, red eyes, red or swollen hands and feet; rash; 

red cracked lips, and swollen glands. In some children, coronary artery enlargement and/or 
aneurysms have been described. Some children presenting with Kawasaki disease-like 
syndrome have been noted to have a broader age range and presentation with more 
gastrointestinal (abdominal pain or diarrhea) and neurologic (headaches or meningitis) 
manifestations 

• Gastrointestinal symptoms such as abdominal pain, diarrhea, nausea/vomiting (patients have 
presented with colitis, hepatitis, and questionable appendicitis) 

• Toxic shock syndrome-like features with hemodynamic instability and poor heart function. 
Cytokine storm/macrophage activation or hyper-inflammatory features 

• Thrombosis or acute kidney injury 
• Shortness of breath 

 
Multisystem Inflammatory Syndrome – Adults (MIS-A), similar in presentation among children. 
 
Post COVID-19 condition (Long COVID) is a range of symptoms that can last weeks or months 
after first being infected with the virus that causes COVID-19 or can appear weeks after 
infection. Post COVID-19 condition is not COVID-19. Symptoms can be quite different from 
those during the initial infection. It refers to the longer-term effects some people experience 
after their COVID-19 illness.  The World Health Organization is working to develop a diagnostic 
process for health care providers to follow to diagnose post COVID-19 condition (Government 
of Canada, 2021). 
 
The World Health Organization (WHO) defines post COVID-19 condition as: 
“[…] occurring in individuals with a history of probable or confirmed SARS CoV-2 infection, 
usually 3 months from the onset of COVID-19 with symptoms and that last for at least 2 months 
and cannot be explained by an alternative diagnosis. Common symptoms include fatigue, 
shortness of breath, cognitive dysfunction but also others and generally have an impact on 
everyday functioning. Symptoms may be new onset following initial recovery from an acute 
COVID-19 episode or persist from the initial illness. Symptoms may also fluctuate or relapse 
over time.” https://www.canada.ca/en/public-health/services/diseases/2019-novel-
coronavirus-infection/health-professionals/post-covid-19-condition.html  
 

                                                 
10 https://www.cdc.gov/coronavirus/2019-ncov/daily-life-coping/children/mis-c.html 

https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/symptoms/post-covid-19-condition.html
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/symptoms/post-covid-19-condition.html
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/post-covid-19-condition.html
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/post-covid-19-condition.html
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Reservoir/Source 
The report from the WHO-China Joint Mission on COVID (WHO, 2020) indicates COVID-19 is a 
zoonotic virus. Phylogenetic analyses suggest bats are the reservoir but the intermediate 
host(s) has not yet been identified.  
 
Incubation Period 
The incubation period for SARS-CoV-2 may differ depending on the VOC. Pre-Omicron, the 
incubation period ranged from 1-14 days with a median of 5-6 days. 97.5% of people developed 
symptoms within 11.5 days of exposure. (PHAC, 2020a). Refer to Figure 2.   
There is evidence that the Omicron VOC had a shorter incubation period (3-4 days versus 5-6 
days) with a range of 0-8 days on one study and 2-6 in another study. (Public Health Agency of 
Canada, pre-publication Jan 14, 2022). 
 
Period of Communicability 
The period of communicability remains uncertain (PHAC, 2020a). The infectious period is likely 
affected by vaccination status and the variant causing the infection, leading to wide ranges and 
inconsistencies in the available evidence. Evidence generally indicates a person may be 
infectious for up to three days before showing symptoms (pre-symptomatic) with viral RNA 
levels appearing to be highest just before or after (2-3 days) symptom onset. Cessation of 
symptoms indicate that the period of communicability is ending; those with severe illness or 
those who are immunocompromised are considered communicable for longer. Refer to Table 4: 
Risk for Communicability.  
 
Mode of Transmission  
SARS-CoV-2, the virus that causes COVID-19, spreads from an infected person to others through 
respiratory droplets ranging in size from large (that fall to the ground near the infected person 
within seconds or minutes) to smaller (sometimes called aerosols, which will remain suspended 
in the air for a period of time). These infectious droplets or aerosols are created when an 
infected person breathes, talks coughs, sneezes, sings or shouts.  
• These droplets or aerosols may come into direct contact with the mucous membranes of 

another person's nose, mouth or eyes, or they may be inhaled into their nose, mouth, 
airways and lungs.  

• Households are the most common acquisition settings; however various settings may pose an 
increased for transmission or severe presentations risk due to the proximity of individuals, 
types of interactions among individuals, or the vulnerability of individuals within those 
settings. High-risk settings are defined in Table 7.   

• Poor ventilation may be a contributing factor. In closed environments, viral particles can 
accumulate in the air increasing the risk for transmission. 
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• Aerosol-generating medical procedures11 pose higher levels of risk and require additional 
precautions. 

• The virus may also spread when a person touches another person (i.e., a handshake) or a 
surface or an object that has the virus on it, and then touches their mouth, nose or eyes 
with unwashed hands. 

• There is limited epidemiological evidence to support SARS-CoV-2 transmission via fomites, 
compared to transmission via droplets (National Collaborating Center of Environmental 
Health, 2021). 

• Routes of transmission that are theoretically possible due to the detection of viral RNA, but 
have not been clearly demonstrated, are: 1) vertical transmission through breast milk; 2) 
fecal-oral transmission; 3) transmission from transplant of blood, blood products and organs; 
and 4) sexual transmission via semen and vaginal secretions (Public Health Ontario, 2021-06-
30). 

• Zoonotic transmission associated with the COVID-19 has occurred. 
 Although the virus likely originated from a wild animal host, it has adapted to efficiently 

spread from human-to-human. There is currently no evidence to suggest that animals, 
including companion animals or pets, are playing a role in the spread of COVID-19.  

 
Lab Reports and Interpretation 
Important considerations in interpreting test results are the type of the test, the sensitivity and 
specificity of the test and the timing of the test relative to the clinical presentation. Refer to 
Figure 1 for a visual representation of timing of potential detection following exposure. 
Research and development of testing technologies is rapidly evolving. A high-level summary 
follows to provide context in interpretation of results (Table 3). 
 
Specimen handling and transportation will depend on the location and type of testing platform 
used. The turn around time for results will also depend on where the test is being done. 
 
The final interpretation of a test must take into account the testing platform, for example, 
conventional (lab developed, commercial, GeneXpert) versus point of care (POC, e.g. Abbott ID 
Now (PCR), Abbott Panbio (antigen) etc.), their performance parameters, the prevalence of 
infection, predictive values as well as the intended use of the test result. Highly sensitive tests 
are most appropriate for diagnosis and clinical management. A less sensitive test may support 
timely access to testing, especially when available at the point of care and may be most suitable 

                                                 
11 High-risk Aerosol-Generating Medical Procedure (AGMPs) needing negative pressure room placement: Intubation, 
BIPAP, CPAP, bronchoscopy, CPR with bag valve and mask.   
Lower risk AGMPs, negative pressure room if available, otherwise private room with hard walls and door closed: 
Optiflow (for infectious patients only), nebulized therapy, open airway suctioning, sputum induction. NOTE: 
Nasopharyngeal swab is not considered an (AGMP) 

https://ncceh.ca/documents/evidence-review/fomites-and-covid-19-pandemic-evidence-review-its-role-viral-transmission
https://ncceh.ca/documents/evidence-review/fomites-and-covid-19-pandemic-evidence-review-its-role-viral-transmission
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for screening (ie. high-risk congregate settings where testing can be repeated on the same 
individuals over time).  
 
Molecular Tests (i.e. including nucleic acid amplification tests [NAAT]/reverse transcriptase 
polymerase chain reaction [RT-PCR]) are conducted using both laboratory-developed and 
commercial platforms on nasopharyngeal swabs, oral/throat swabs, and lower respiratory 
specimens (including bronchoalveolar lavage, bronchial wash, endotracheal tube suctions, and 
sputum). In-lab NAAT/RT-PCR tests are considered the gold standard for diagnosis, however, 
the overall clinical picture must be considered. Patient setting and clinical considerations will 
determine the most appropriate specimen type for this test. Point of care molecular tests are 
also now available, with variable accuracy compared to in-lab NAAT/RT-PCR diagnostics. 
Interpretation of their results will depend on both the instrument performance itself and the 
indication for testing. 
 
Antigen Tests include self-administered rapid tests or Point of Care tests. As new antigen 
testing platforms become available, laboratory and clinical verification will be required to 
understand the performance characteristics of this technology and how these best fit into the 
overall testing and monitoring strategy12 Interpretation requires information about the timing 
of the collection in comparison to symptom onset. Figure 1 demonstrates that viral loads are 
generally high in early disease (and therefore more likely to be detected) with an expected 
decrease in sensitivity as viral loads drop.   
 
Whole Genome Sequencing (WGS) is a genetic fingerprint that can be used to establish 
connections between cases, for example in cluster or outbreak investigations to determine if 
the cases are linked or from separate chains of transmission. WGS is also used as a tool to 
identify and monitor genetic mutations and variations, including VOC. The capacity for WGS 
within countries varies worldwide, and not all positive specimens undergo WGS, which may 
cause delays in identifying VOC. As the pandemic continues, we can expect the number of VOC 
and variants of interest (VOI) to grow. 
 
WGS is currently the only method that will give a definitive result for VOCs, however, results of 
WGS can take up to 14 days.  Saskatchewan has utilized a screening test called SNP (single 
nucleotide polymorphism) to identify mutations associated with VOCs as an early indication 
that the specimen may be a VOC. Previous SNP assays in Saskatchewan detected the N501Y, 
E484K, and L452R mutations in the spike gene of SARS-CoV-2 (COVID-19) to screen for Alpha, 
Beta, Gamma, Delta VOCs, and a SNP assay was implemented as a rapid screen for Omicron 

                                                 
12 https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/guidance-
documents/use-rapid-antigen-detection-tests.html 
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(B.1.1.529). SNP testing may be discontinued once a threshold of samples representing the VOC 
are met (i.e. 90% was the threshold for Omicron).    
 
Saskatchewan implemented in-house WGS in early March 2021. Additional samples continue to 
be sent to the NML in Winnipeg for WGS. Roy Romanow Provincial Laboratory (RRPL) prioritizes 
sequencing of cases who a) have history of international travel; b) unexpectedly severe cases; c) 
represent potential re-infections; d) outbreaks/clusters. In addition, samples are selected 
randomly to monitor what lineages are circulating in the province.   
 
Over the course of the pandemic, the use of WGS has expanded as new VOCs have been 
identified and retracted once a particular VOC has been established as dominant. WGS 
continues to be conducted on the above listed high priority samples. Positive specimens must 
meet criteria for success13 to be eligible for WGS .   
 
Serologic tests detect antibodies that are produced in response to infection or vaccination; they 
do not detect the virus. These tests are not appropriate for routine diagnosis because 
antibodies are not produced until weeks after the onset of infection. Serologic testing is 
available in the province for appropriate indications as outlined in the compendium of tests: 
https://rrpl-testviewer.ehealthsask.ca/Home/Details?id=547. Additional indications continue to 
be assessed as knowledge about COVID-19 immunity evolves. Test requests must be approved 
by a Microbiologist in Regina or Saskatoon. 
 
Table 3. Interpretation of Test Results 
3A. Conventional (Lab-developed, commercial and GeneXpert) Test Interpretations 
Results from 
NAAT/RT-PCR 
are reported as: 

Interpretation 
as per Case 
Definition 

Test Details: 

Positive Confirmed COVID-19 virus detected.  
Presumptive Probable Testing will be repeated at a reference lab (i.e. RRPL or NML). 
Indeterminate Probable Virus is detected below the limit of detection of the assay. 

Recommend collection of new specimen for repeat testing. 
Invalid Does not meet 

case definition 
Specimen failed Quality Control or exhibited non-specific 
amplification. Recommend recollection of new specimen for 
repeat testing. 

Negative Not a Case No COVID-19 virus detected.  
Source: RRPL April 2, 2020; Reaffirmed November 13, 2020. 

                                                 
13 A quality check prior to WGS is performed to determine likelihood of success. If the concentration of virus in the 
sample is determined to be too low for successful sequencing, a report comment is added to the report stating: SARS-
CoV-2 Variant of Concern Confirmation (Sequencing) could not be completed as upon review the concentration of virus 
in the sample was too low. For questions, call the Microbiologist on-call. WGS will not be attempted on these samples. 

https://rrpl-testviewer.ehealthsask.ca/Home/Details?id=547
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3B. Point of Care (POC) Test Interpretations 
Results from 
POCT are 
reported as14: 

Interpretation 
as per Case 
Definition 

Test Details: 

Positive (Abbot ID 
Now- POC PCR)  

Confirmed This is a validated test and confirmatory testing is not 
required. 

Positive (Other 
POCTs)15 

Probable Testing may not be complete with a Conventional Test 

Invalid Not a Case, 
depending on test 
indication 

Specimen failed Quality Control. Recommend re-test 
and/or recollection of new specimen for repeat testing. 

Negative Suspect or Not a 
Case, depending 
on test indication 

No COVID-19 virus detected. Repeat testing may be 
indicated depending on indication for test. 

Source:  RRPL November 13, 2020; Updated February 3, 2021 
 
The following provides a visual representation of the timing of test results following exposure: 
 
Figure 1.  Timing of Laboratory Detection of SARS-CoV-2 Following Exposure 

 
Source: JAMA  
 

                                                 
14 https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/national-
case-definition.html#labcomms 
15 Abbott Panbio [Ag], BD Veritor [Ag] or Rapid Antigen Test administered with oversight of health care provider 

https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/national-case-definition.html#labcomms
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/national-case-definition.html#labcomms


Respiratory and Direct Contact 
  Section 2-20 – COVID 19 

 Page 13 of 42 
  2023 05 25 

 

 
 

 
 
Communicable Disease Control Manual  

 

 
 
Repeat Testing for Individuals Previously Positive 
There are numerous studies that demonstrate prolonged detection of SARS-CoV-2 RNA that 
extends beyond the resolution of COVID-19 symptoms and can persist for several weeks or 
months. https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-
infection/guidance-documents/repeated-pcr-testing-individuals-previously-positive-covid-
19.html  
 
Antigen testing is not anticipated to remain positive for extended periods of time following 
infection. 
 
Post-infection Immunity 
• Cases of COVID-19 can recover and then be re-exposed to a case, sometimes a household 

member or through workplace exposures. Although there are no clear guidelines, there is 
evidence that recovery from COVID-19 infections provides some immunity, although it is 
still unclear how complete it is or how long it lasts.    

• NAAT tests will remain positive after resolution of infection, commonly up to three months 
after infectivity has resolved. Re-testing during this time is generally not recommended. 
Antigen testing is not anticipated to remain positive for extended periods of time following 
infection. 

• Prior infection does not guarantee immunity, particularly if exposure is to a different 
variant. 

• Symptomatic individuals should be evaluated clinically and may be retested16. 
                                                 
16 Re-infection has been reported to occur within as little as 2 months 

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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Treatment/Supportive Therapy 
Treatment for clinical management is at the discretion of the primary care 
provider. 
As of January 2022, Paxlovid has been approved for use by Health Canada. 
The following serves as a reference for the public health investigator: 
• Supportive care for symptoms is all that is indicated for most cases of    

COVID-19. 
• Antibiotic therapy is not indicated unless bacterial complications arise. 
• Because of the association with Reye’s syndrome, salicylates (e.g., Aspirin) 

should be avoided in children with COVID-19. However, children comprise only 
a small percentage of cases of acute infection and generally show mild to 
moderate symptoms or no symptoms at all (Berard, et al 2020). Canadian 
guidance on the clinical management of patients with moderate to severe 
COVID-19 is available (Fowler et al., 2020).   

• Recovery from COVID-19 infection is not equivalent to being fully vaccinated against COVID-
19 and does not replace a proof of vaccination where those policies are in place. All persons 
who are eligible but not fully vaccinated should get vaccinated once their mandatory self-
isolation period has ended. 

• Post-infection immunity may be unreliable in preventing re-infection when the circulating 
variant differs from the variant associated with past infection.      

• Variants of concern may include genetic characteristics that can evade the immune system 
(immunity from past infection or from vaccination). For example, Public Health Agency of 
Canada (Jan 14, 2022) summary of evidence suggests that the risk of re-infection with 
Omicron variant after prior infection with a non-Omicron variant is higher than re-infection 
risk was for previous variants (including Delta).   
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Public Health Investigation 
I. Case  

 
NOTE – Investigation and follow-up required of all deceased cases and cases with a novel VOC. 
Deceased cases of non-novel VOCs should focus on underlying risk factors associated with 
severity. Novel VOC investigations, at the direction of the Ministry, should involve a complete 
history to determine source and contact tracing.  
    
History 
A. Deceased - Refer to Attachment – Coronavirus Data Collection Worksheet   
• Investigations of deceased cases involve communication with the primary care provider to 

determine the association of their COVID infection with their fatal outcome and underlying 
risk factors that may have predisposed the individual to the fatal outcome.  

• Specimens from individuals without risk factors (i.e. individuals with severe illness, fatal 
outcome who are under the age of 50 and do not have any co-morbidities) should be 
prioritized for WGS testing as part of VOC surveillance. 
 

B. Novel VOC - Refer to Attachment – Coronavirus Data Collection Worksheet (Novel VOC) to 
assist. 

• Investigations of cases of novel VOCs, at the direction of the Ministry,  determine source of 
exposure (within the past 14 days): 
 contact to a case;  
 exposure in an outbreak setting; 
 exposure in a high risk setting; 
 exposure in the workplace – if so, see Referrals 
 mass gatherings17 
 history of travel (international or domestic) 

o Refer to Attachment – Travel Protocol for details required in the notification to the 
Ministry of Health to facilitate reporting obligations under the International Health 
Regulations. 

• For Novel VOCs, when the source is unknown, backward tracing18 may be considered 
(Public Health Agency of Canada, December 2021): 

                                                 
17 Mass gatherings may be public or private events. They occur in a range of places (e.g., spiritual and cultural settings, 
theatres, sports arenas, festivals, conference halls, individual homes, etc.) and result in a number of people being in close 
contact for extended periods of time. The gatherings may involve as few as 10 people or as many as 100s-1000s. Mass 
gatherings can contribute to the transmission of COVID-19. 
18 Backward contact tracing is considered to be most useful when localized outbreaks may be occurring in areas 
experiencing relatively low levels of transmission. It may also be considered for investigating outbreaks with an 
epidemiologic feature suggestive of change in transmission dynamics (e.g., where a novel VOC is implicated). 

https://www.ehealthsask.ca/services/Manuals/Documents/Sec-2-Attachment-Travel-Protocol.pdf
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 Identify contacts in the incubation period, obtain history of exposures and offer testing 
to find the source or additional cases.  
o Priority should be given to close contacts those between Day -2 and Day -6 and 

extended to Day -11 (see Figure 2) based on capacity and resources.  
 
Public Health Interventions 
Assessment 
A. Deceased Cases (Refer to Attachment – Coronavirus Data Collection Worksheet) 
• Review the immunization history of the individual and assess for underlying risk factors that 

may have predisposed the individual to the fatal outcome.  
 
B. Cases with a Novel VOC (Refer to Attachment – Coronavirus Data Collection Worksheet 

(Novel VOC) 
• Assessing for Contacts as per Table 5 from 48 hours before first recognition of symptoms 

until the individual has effectively isolated may be warranted for individual cases with a 
novel VOC.  

Figure 2. Timeline for Investigation novel VOCs 

 
 
Education 
• All cases of COVID-19 should be provided information on self-isolation and self-monitoring 

and how to access medical care if needed. 
• Symptom monitoring is recommended for cases. Generally, this includes the following: 
 Self-monitoring for new or worsening symptoms and knowing what to do if that occurs. 
 Active daily monitoring is not required by public health. 
 NOTE: If a person is determined to be at high risk of clinical decompensation and 

without necessary supports (e.g., elderly with comorbidities who lives alone), the case 
should arrange for family/friends/community organizations to provide daily check-ins.   

• They should also be given instructions for isolating in the home or co-living setting as well as 
environmental cleaning of the home. Refer to Exclusion and Isolation for options.   

• Educate about reducing exposures to others including distancing, wearing a mask, 
respiratory etiquette and hand hygiene and limiting contacts especially with people at high-
risk for severe disease (older, immune compromised, etc.) and settings with people at high-
risk such as visiting long term care until for entire period of communicability (Table 4. Risk 
for Communicability). 

https://www.saskatchewan.ca/government/health-care-administration-and-provider-resources/treatment-procedures-and-guidelines/emerging-public-health-issues/2019-novel-coronavirus/about-covid-19/self-isolation
https://www.saskatchewan.ca/government/health-care-administration-and-provider-resources/treatment-procedures-and-guidelines/emerging-public-health-issues/2019-novel-coronavirus/about-covid-19/self-monitoring
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/interim-guidance-cases-contacts.html#app1
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/prevention-risks/cleaning-disinfecting.html
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Exclusion and Isolation 
• All cases should self-isolate in a suitable environment for at least five days and take 

additional precautions to reduce exposures for the duration of their communicable period 
(Table 4 –Risk for Communicability) (see Education above). Options for self-isolation in 
community include:  
1. At home (if lives alone, or with fully vaccinated household members; assess for access to 

medical care/psychosocial supports/safety plan);  
2. Self-contained units (if lives in a household where members are not fully vaccinated, or 

in a congregate living setting; assess for own room/washroom and ability to avoid close 
contact in shared spaces);  

3. Hotels, or Assisted or Voluntary Self-Isolation Sites, if available in community; or 
4. Cohorting cases together (if in a congregate living setting where self-contained units are 

unavailable). 
• Special consideration is needed to support cases in congregate or co-living settings (e.g., 

those living in university dormitories, shelters, overcrowded housing) when self-isolating. 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, 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.  

• In circumstances when a MHO issues an Order under Section 38 of The Public Health Act 
requiring residents of a shelter to isolate due to COVID-19 outbreak, the Ministry of Social 
Services may assist in identifying options for isolation of individuals in collaboration with the 
shelter, the health authority and the Saskatchewan Public Safety Agency.      

• For travelers with symptoms entering Canada, who are subject to legal orders for the 
mandatory isolation and are not permitted to isolate in a place where they will have contact 
with vulnerable people, PHAC’s Chief Public Health Officer will designate a facility for 
travelers who do not have a place to isolate.   

https://www.saskatchewan.ca/government/health-care-administration-and-provider-resources/treatment-procedures-and-guidelines/emerging-public-health-issues/2019-novel-coronavirus/about-covid-19/self-isolation
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Table 4. Risk of Communicability  
Presentation of Illness Risk of Communicability 
Mild to moderate 
illness19  
 
 

• The case is afebrile without the use of fever-reducing medications, other 
symptoms are improving for at least 48 hours 

AND 
• at least 10 days have passed since symptom onset (or specimen collection date if 

persistently asymptomatic). 
Severe immune 
compromised20 

• The case is afebrile without the use of fever-reducing medications, other 
symptoms are improving for at least 48 hours 

AND 
• at least 20 days have passed since symptom onset (or specimen collection date if 

persistently asymptomatic). 
Severe illness21 (i.e. 
requiring hospital 
admission)  

• The case is afebrile without the use of fever-reducing medications, other 
symptoms are improving for at least 48 hours 

AND 
• at least 10 days have passed since symptom onset (or specimen collection date if 

asymptomatic). 
Source: (Ontario Ministry of Health, November 2020) 
Notes: 
• Clinical presentation may require an extension of isolation based on the assessment of the attending physician, infection 

prevention and control practitioner or MHO. 
• A COVID-19 case which is classified as recovered may still have ongoing clinical indications and symptoms, but should no 

longer require isolation measures or public health follow up.   
• Absence of cough is not required for those known to have chronic cough or who are experiencing reactive airways post-

infection.  
• If required information for classifying as recovered is unavailable, the outcome can be set to recovered at least 20 days after 

the initial report.  
 

• Access to supplies and necessities. The case should have access to food, running water, 
drinking water, and supplies (see Supplies for the home when self-isolating) for the duration 
of the period of self-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.  

 
 
 
 

                                                 
19 Mild to moderate illness includes the majority of cases of COVID-19, and includes all those who do not meet the definition of 
severe illness or severe immune compromised  
20 Severe Immune Compromised – includes cancer chemotherapy, untreated HIV infection with a CD4 T lymphocyte count 
<200, combined primary immunodeficiency disorder, taking prednisone >20 mg/day for more than 14 days and taking other 
immune suppressive medications. NOTE: This DOES NOT include advanced age, diabetes and end stage renal disease. 
21 Severe illness is defined as hospitalized patients whom COVID-19 causes any one of the following:  pneumonia, hypoxemic 
respiratory failure, multiple organ dysfunction, or septic shock.   

https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/interim-guidance-cases-contacts.html#sh


Respiratory and Direct Contact 
  Section 2-20 – COVID 19 

 Page 19 of 42 
  2023 05 25 

 

 
 

 
 
Communicable Disease Control Manual  

 

• Risk to others in the home. Household members with conditions that put them at greater 
risk of complications of COVID-19 (e.g. underlying chronic or immunocompromising 
conditions, or the elderly) should not provide care for the case and alternative 
arrangements may be necessary. Follow recommended personal preventive practices. If 
living with others, avoid further exposure; if in a shared space (e.g., same room) with 
others, wear a well-constructed and well-fitting, non-medical mask and stay at least two 
meters apart. 

• For breastfeeding mothers: considering the benefits of breastfeeding and the insignificant 
role of breast milk in transmission of other respiratory viruses, breastfeeding can continue. 
If the breastfeeding mother is a case, she should wear a surgical/procedure mask or if not 
available, a non-medical mask (e.g., homemade cloth mask or bandana) or cover the baby 
with a blanket or towel when near the baby, practice respiratory etiquette, and perform 
hand hygiene before and after close contact with the baby.  

• Limit contact with pets and other animals. Due to the theoretical possibility that animals in 
the home could be infected by COVID-19 or transfer the virus from one person to another 
on their fur, as a precautionary measure, it is recommended that the case also refrain with 
contact with pets. If this is not possible, practice good hand hygiene before and after 
touching animals, and their food/supplies, as well as good respiratory etiquette. In addition, 
 do not visit farms or have contact with livestock; 
 if possible, have another member of the household care for the animals; 
 limit animal's contact with other people and animals outside the household until illness 

is resolved; 
 testing of household pets is generally not recommended but may be considered in 

consultation with the local MHO and the implementation of a coordinated plan with the 
Ministry of Health and the Office of the Chief Veterinary Officer. 

• 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). Ideally, the caregiver 
should be fully immunized and boosted and be willing and able to provide the necessary 
care and monitoring for the case. 

• Psychosocial Considerations: PHAs should encourage individuals, families and communities 
to create a supportive environment for people who are self-isolating to minimize stress and 
hardship associated with self-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 quarantine and ways in which persons will be supported during the quarantine 
period will help generate public trust. Additional information on the psychological impacts 
of COVID-19 is available. 
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Referrals 
• When a case of a notifiable disease is associated with an occupational exposure, Section 9 

of The Disease Control Regulations stipulates that the medical health officer (MHO) shall 
notify the director (as defined in The Occupational Health and Safety Act, 1993). In order to 
fulfill this obligation, they must complete and send the form in Appendix L – Notification of 
Occupational Health and Safety within 14 days. 

 
II. Contacts/Contact  management  

Contact tracing by public health is only required in the case of a new novel VOC. For these 
cases, the purpose of contact management is (PHAC, 2020d): 
1. Facilitating rapid identification of secondary (or source cases of COVID-19); 
2. Facilitating early implementation of public health measures as appropriate, depending 

on the contact’s exposure risk and risk of infection;  
3. Reducing ongoing transmission of the virus in the community; and  
4. Gaining a better understanding of the epidemiology of COVID-19 (PHAC, 2020d). 

 
Early identification and isolation of susceptible contacts and case finding through testing of 
contacts is a key component of rapid case identification and management to reduce 
transmission.  
 
In situations where those exposed may be at greater risk due to social, economic, health or 
other vulnerabilities, a more sensitive definition of contacts may be useful to facilitate case 
finding. 
 
Contact Self-Management Strategies 

• Direct identification and notification of close contacts by the case can partially fulfill the 
purposes of contact management.  

• Upon request by the case, this may be assisted by an employer, school administrator or 
event coordinator to support timely notification of contacts.  

 
Table 5. Contacts Definition 
Close Contact/ 
High Risk 
Exposure 

• A HCW who provided direct physical care to a case, or a laboratory worker handling 
specimens without consistent and appropriate use of recommended personal 
protective equipment (PPE) and infection prevention and control practices22.  

• Anyone who lives with a case, has direct physical contact with a case, or is exposed 
to their infectious body fluids. This includes the case’s caregiver, intimate partners, 
child receiving care from the case, etc. 

 
                                                 
22 Refer to PHAC guidance documents for PPE recommendations: acute care; home care; long term care; handling 
specimens. Saskatchewan Health Authority HCW can also refer to Risk Classification for Asymptomatic SHA Health Care 
Workers With Potential Workplace Exposures to COVID-19 Cases in Healthcare Settings  

https://www.ehealthsask.ca/services/Manuals/Documents/AppendixL.pdf
https://www.ehealthsask.ca/services/Manuals/Documents/AppendixL.pdf
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/infection-prevention-control-covid-19-second-interim-guidance.html#a8.2
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/infection-prevention-control-covid-19-interim-guidance-home-care-settings.html
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/prevent-control-covid-19-long-term-care-homes.html
https://www.canada.ca/en/public-health/services/laboratory-biosafety-biosecurity/biosafety-directives-advisories-notifications/novel-coronavirus-january-27.html
https://www.canada.ca/en/public-health/services/laboratory-biosafety-biosecurity/biosafety-directives-advisories-notifications/novel-coronavirus-january-27.html
https://www.saskhealthauthority.ca/system/files/2021-06/COVID-19-HCW-Risk-Classification.pdf
https://www.saskhealthauthority.ca/system/files/2021-06/COVID-19-HCW-Risk-Classification.pdf
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• Anyone who has shared an indoor space (same room) with a case for a prolonged 

period of time23, including closed spaces, crowded places, or settings where close 
interactions may occur (e.g. social gatherings, workplaces, etc., without adhering to 
appropriate individual-level and setting-specific risk mitigation measures24. 

• Anyone who has had a close-range conversation with a case or has been in settings 
where a case engaged in singing, shouting or heavy breathing (e.g. exercise), 
without adhering to appropriate individual-level and setting-specific risk mitigation 
measures23.   

Non-Close 
contact/ Low 
Risk Exposure 

• HCW who provided direct physical care to a case, or a laboratory worker handling 
COVID-19 specimens, with consistent and appropriate use of recommended PPE 
and infection prevention and control practices12. 

• Anyone who has shared an indoor space (e.g., same room) with a case, including 
closed spaces and crowded places (e.g., social gatherings, workplaces, etc.), with 
adherence to appropriate individual-level and setting-specific risk mitigation 
measures23. 

• Anyone who has had a close-range conversation with a case or has been in settings 
where a case engaged in singing, shouting, or heavy breathing (e.g., exercise), with 
adherence to appropriate individual-level and setting-specific risk mitigation 
measures23. 

Source: Public Health Agency of Canada. (2020). Public health management of cases and contacts associated with novel 
coronavirus disease 2019 (COVID-19). Retrieved from: https://www.canada.ca/en/public-health/services/diseases/2019-novel-
coronavirus-infection/health-professionals/interim-guidance-cases-contacts.html#ca 
 
Assessment 
• In the context of COVID-19 management in accordance with routine community respiratory 

infection, individuals should assess their risk (Table 5). 
• Employees in high-risk settings (Table 7) should be familiar with their organizations policies 

for staff contact management.   
Education 
Public information on disease, transmission and infection prevention and control measures is 
necessary to help individuals self assess and manage their risk and exposures.    
Modified Behaviours and Self-Monitoring  
• As outlined in Table 6. Management of Contacts based on Risk and Attachment - Case and 

Close Contact Self-Management Recommendations.  
• Close contacts should modify their behaviors for 10 days from their last exposure. 
• Symptom monitoring - Contacts should monitor for symptoms for 10 days and if symptoms 

develop, stay home and self-test. 
                                                 
23 15 cumulative minutes over 24 hours is used to distinguish prolonged from brief exposures (this must be used in 
conjunction with the infectiousness of the case at time of exposure, likely route of transmission, risk factors, etc.) 
24 There is a spectrum of risk that adherence to appropriate individual-level and setting-specific risk mitigation measures 
help to mitigate. 

https://www.ehealthsask.ca/services/Manuals/Documents/cdc-section2.pdf#page=12
https://www.ehealthsask.ca/services/Manuals/Documents/cdc-section2.pdf#page=12
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• Household exposures pose a higher risk of transmission due to the risk of exposure before 
diagnosis or symptom onset and the inability to eliminate ongoing exposures in household 
settings. 
 It is difficult to avoid transmission within a household unless the case is isolated to a 

self-contained suite with a separate entrance and no shared common spaces including 
kitchen or laundry room. Therefore, individuals should strive to reduce exposures by:  
o avoiding shared air spaces; 
o eliminating direct contact with the case or with their infectious fluids;  
o eliminating close range conversations with the case; 
o avoiding use of shared spaces;  
o eliminating use of shared items; and  
o wearing masks when outside of room. 

Testing 
• Antigen testing of all close contacts is recommended immediately and after day five and 

again if symptoms develop. 
• High-risk settings may have organizational policies for use of antigen testing among staff. 
Table 6. Management of Contacts based on Risk  
Risk Level Modified Behaviors and Self Monitoring for Contacts 

Close 
contacts = 
High Risk 

• Follow recommended personal prevention practices to avoid further exposure to the case.   
• Self-monitor for the appearance of symptoms consistent with COVID-19 for 10 days 

following their last exposure to the case.  
• Isolate within the home setting as quickly as possible should symptoms develop and self-

test.  
• Avoid close contact with those who are at risk for developing more severe disease or 

outcomes from COVID-19. 
• If needing to seek medical care, notify the clinic or acute care facility prior to arrival to 

ensure appropriate IPC measures are in place. 
• Contacts who are at risk for developing more severe disease or outcomes should not 

provide care for the case and should stay elsewhere if feasible. 
• If unvaccinated, make arrangements to get vaccinated as soon as possible. 

Non-Close 
Contact = 
Low Risk  

• Self-monitor for symptoms for 10 days following their last exposure to the case. 
• Self test if symptoms develop.  
• Self-isolate as quickly as possible should symptoms develop 
• Avoid close contact with individuals at higher risk for severe illness for 14 days following 

last exposure to the case. 
• Follow actions recommended for the entire population. 
• If not yet vaccinated, make arrangements as soon as possible. 

Source: adapted from Ontario Public Health and Public Health Agency of Canada. (2020). Public health management of cases and 
contacts associated with novel coronavirus disease 2019 (COVID-19). Retrieved from: https: //www.canada.ca/en/public-
health/services/diseases/2019-novel-coronavirus-infection/health-professionals/interim-guidance-cases-contacts.html#ca 
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Special Considerations for Children   
In-person attendance of children in schools and daycares optimizes social, academic and 
physical development of children with fewer negative mental health implications. Generally 
speaking, parents/guardians and staff in the school/daycare should implement a heightened 
level of awareness and diligence in infection prevention and control measures. Individuals 
should not attend school or daycare when ill. 
 

III. Environment 
Routine Cleaning and disinfecting, particularly of frequently touched surfaces, can kill viruses. 
Using water and regular household cleaning products or a diluted bleach solution (0.5% sodium 
hypochlorite) is sufficient. 
• Cleaning the home and co-living setting: Clean frequently touched areas such as toilets, 

bedside tables, light switches and door handles daily. Use the same solution or an alcohol 
prep wipe to clean frequently touched electronics such as phones, computers and other 
devices. Place all disposable contaminated items in a lined container before disposing of 
them with other household waste. 

• Workplaces and other similar community settings: Clean highly touched surfaces (e.g., 
phones, elevator buttons, washrooms, tables) frequently. Items that cannot be easily 
cleaned (e.g., newspapers, magazines, stuffed toys) should be removed. 

• Child Care Centres and K-12 Schools: Maintain cleaning and disinfecting policies. 
• Health Care Facilities: Follow routine environmental cleaning procedures. 
 

IV. Setting-Specific Control Measures 
Core public health measures should be reinforced routinely. These include staying home when 
ill, practicing good hand hygiene and respiratory etiquette and promoting adequate ventilation. 
 
Additional individual and community-based public health measures should be proportionate 
with the risk in the local community, balanced against the risk of unintended consequences of 
the intervention, and responsive to the local circumstance (e.g., enhancing measures during an 
outbreak and relaxing them when the outbreak is controlled). Reducing COVID-19 risk in 
community settings: A tool for operators can help business owners and community settings 
assess and identify strategies to help reduce the risk for COVID-19 transmission.    
 
A. Workplaces 
Employers have an obligation to protect the health and safety of their employees. The 
Occupational Health and Safety Regulations, 2020 requires that employers conduct a hazard 
assessment and develop an exposure control plan: https://www.worksafesask.ca/covid-
19/conducting-a-hazard-assessment-and-developing-an-exposure-control-plan/ 
Employers and Organizations may have setting-specific policies to reduce mitigate the risk of 
COVID on business continuity and to protect the clients that they serve. 

https://www.canada.ca/en/public-health/services/publications/diseases-conditions/cleaning-disinfecting-public-spaces.html
https://health.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/guidance-documents/reducing-covid-19-risk-community-settings-tool-operators.html
https://health.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/guidance-documents/reducing-covid-19-risk-community-settings-tool-operators.html
https://www.worksafesask.ca/covid-19/conducting-a-hazard-assessment-and-developing-an-exposure-control-plan/
https://www.worksafesask.ca/covid-19/conducting-a-hazard-assessment-and-developing-an-exposure-control-plan/
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B. Health Care settings
Special Considerations for Health Care Workers
• Health care workers exposed to COVID-19 patients in the health care setting will undergo a

risk assessment based on appropriate use of PPE or assessment of breach of PPE as required
by organizational policy. The risk assessment will determine any workplace restrictions,
monitoring recommendations, and return to work guidance. Generally speaking, health care
workers should implement a heightened level of awareness and diligence in infection
prevention and control measures and should be under continuous symptom monitoring.
 For Saskatchewan Health Authority HCWs with potential workplace exposure, refer to

Risk Classification for Asymptomatic SHA Health Care Workers With Potential Workplace
Exposures to COVID-19 Cases in Healthcare Settings

Assessing patient/resident exposed to HCW cases: 
• Universal medical masking by HCWs as source control is expected to reduce the risk of

exposure to their patients/residents. However, in circumstances of close, prolonged
contact, source control masking does not eliminate risk of exposure. Follow-up of these
residents/patients as close contacts is warranted. This is especially important to reduce the
risk of ongoing nosocomial transmission when patients/residents remain within the health
care/congregate living setting (Government of Ontario, 2021).

• For Saskatchewan Health Authority HCWs with potential workplace exposure, refer to Risk
Classification for Asymptomatic SHA Health Care Workers With Potential Workplace
Exposures to COVID-19 Cases in Healthcare Settings.
 There is a fundamental difference between PPE use among health care versus non-health

care workers in that prior to any patient interaction, all healthcare workers (HCWs) have
a responsibility to assess the infectious risk posed to themselves and to other patients,
visitors, and HCWs. This risk assessment is based on professional judgment about the
clinical situation and up-to-date information on how the specific healthcare organization
has designed and implemented engineering and administrative controls, along with the
availability and use of PPE (Infection Prevention and Control Canada, 2021).

• Long Term Care Facilities (LTC) - refer to Response Guidance for Long Term Care Facilities.

C. Child care centres
• Refer to the Saskatchewan Ministry of Health Infection Control Manual for Child Care

Facilities.

D. Schools
• Refer to Attachment – Approaches in Schools and Daycares and  Reducing COVID-19 risk in 

community settings:  A tool for operators.

https://www.saskhealthauthority.ca/system/files/2021-06/COVID-19-HCW-Risk-Classification.pdf
https://www.saskhealthauthority.ca/system/files/2021-06/COVID-19-HCW-Risk-Classification.pdf
https://www.saskhealthauthority.ca/system/files/2021-06/COVID-19-HCW-Risk-Classification.pdf
https://www.saskhealthauthority.ca/system/files/2021-06/COVID-19-HCW-Risk-Classification.pdf
https://www.saskhealthauthority.ca/system/files/2021-06/COVID-19-HCW-Risk-Classification.pdf
https://www.saskhealthauthority.ca/system/files/2021-06/CV-19-G0110-Outbreak-Guidance-LTC_0.pdf
https://publications.saskatchewan.ca/#/categories/2256
https://publications.saskatchewan.ca/#/categories/2256
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/guidance-documents/planning-2021-2022-school-year-vaccination.html
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/guidance-documents/planning-2021-2022-school-year-vaccination.html
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E. Mass gatherings and events  
• Refer to Risk mitigation tool for gatherings and event operating during the COVID19 

pandemic  
 
V. Outbreak Measures 
The overarching objective of outbreak management is to limit spread and reduce the severe 
outcomes among individuals in the settings.  Priority is given to high-risk settings (which 
includes but are not limited to hospitals, long-term care and integrated facilities, personal care 
homes, correctional facilities, homeless shelters, group homes).  
 
Table 7. COVID-19 Outbreak Definitions for High-Risk Settings (January 4, 2022)  

Definition Criteria 
Confirmed Outbreak • Two or more individuals with confirmed or probable COVID-19 for 

whom the MHO has determined that transmission likely occurred25 
within the setting. 

Non-high-risk settings may experience increased disease activity and these situations may be 
reported to public health who may conduct an assessment and determine if additional control 
measures are necessary to control the spread. Generally, pubic health will reinforce the core 
and additional public health measures that are known to reduce the risk of COVID transmission.   
Most workplaces should have OH&S protocols for communicable disease control that are not 
individually notifiable.  
 
Declaring an outbreak over 
The MHO is the only designated Public Health Official legislated to declare and/or end an 
outbreak. Generally, outbreaks will be declared over when no new confirmed cases linked to 
the setting are detected following two incubation periods following the date of last known 
exposure in this setting. This will be based on the epidemiologic properties (incubation 
period/period of communicability) for the specific VOC identified during the outbreak. If the 
date of the last known exposure cannot be defined or is unknown, the period should be 
counted from the most recent case’s date of onset of symptoms or date of specimen collection 
if asymptomatic.   
 
 

                                                 
25 Reasonable evidence that transmission likely occurred within a common non-household setting include: 

• Close contact is confirmed with COVID-19 from 2 to 14 days following exposure;  
• Individual with exposure to a setting where confirmed case was present and onset of symptoms consistent with 

incubation period of COVID-19; 
• The individual has been located within a closed setting (e.g. admitted to hospital, residing at a work camp, 

correctional facility) for ≥ 7days before symptom onset or date of specimen collection if asymptomatic; 
• No obvious source of exposure other than at the setting. 

https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/mass-gatherings-risk-assesment.html
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/mass-gatherings-risk-assesment.html
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Considerations that can inform the easing of outbreak control measures include the attack 
rates among staff and residents, vaccination status of the staff and residents, and the time 
lapsed since the onset of the most recent case in a resident. Sporadic cases of infectious 
respiratory illness occur frequently and at the conclusion of an outbreak these cases may need 
to be considered separately from the outbreak. In some instances, despite the presence of 
sporadic cases, the MHO will declare an outbreak over provided that other criteria have been 
met.  
 

VI. Pandemic Measures 
Local or provincial measures may be ordered for the purposes of preventing, reducing and 
controlling the transmission of SARS-CoV-2 – refer to Disease Control Regulations (Section 25.2).  
 
Prevention Measures  
Immunization 
Saskatchewan’s phased approach to delivering the COVID-19 vaccination to residents started in 
December 2020. Further information can be found in the Saskatchewan COVID-19 
Immunization Manual  https://www.ehealthsask.ca/services/Manuals/Pages/COVID-19.aspx.  
 
Definitions: 

 Primary vaccine series – receiving two doses of a two dose COVID-19 vaccine series 
(Pfizer, Moderna, Astra Zeneca) OR one dose of a single-dose COVID-19 immunization 
series (Janssen or Johnson and Johnson) administered in accordance with the approved 
minimum interval.  

 Booster dose – an additional dose of vaccine that helps maintain and lengthen the 
protection against severe outcomes of COVID-19 as immunity decreases over time. It is 
given after completion of a primary series (Immunize BC, Feb 2022).  

 
• Vaccine performance against emerging SARS-CoV-2 variants is an important consideration 

when evaluating the need for prevention measures in vaccinated people and will require 
continued monitoring. When evaluating risk, considering regional and local circulation of 
SARS-CoV-2 variants is also relevant (U.S. Centers for Disease Control and Prevention, 2021) 

 
Education 
• Educate the public about the disease: transmission, symptoms, and preventive measures 

including physical distancing, hand hygiene, cough etiquette and ventilation.  
• Core public health measures are the foundation of public health practice to control 

respiratory viruses including COVID-19. These include staying home when ill, practicing 
good hand hygiene and respiratory etiquette and should be everyday practices.  These 
measures should be reinforced routinely. 

https://www.ehealthsask.ca/services/Manuals/Pages/COVID-19.aspx
https://www.canada.ca/en/public-health/services/immunization/national-advisory-committee-on-immunization-naci/recommendations-use-covid-19-vaccines.html#t3
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• Additional measures are related to physical distancing, wearing masks, avoiding non-
essential travel.  Individuals may choose to implement these measures based on their 
individual risk assessment. 

 
Environmental Controls26 
• Proper ventilation of indoor settings is key in limiting transmission of COVID-19.  

Ventilation, airflow, air filtration and access to fresh air are important in reducing COVID-19 
transmission in indoor spaces. 

• Routine cleaning and disinfection of common high touch surfaces may help to reduce the 
presence of SARS-CoV-2 on environmental surfaces and the possibility of transmission. 

 
Prevention  
• General guidance  on personal preventive practices and community based measures can be 

found in the PHAC document Individual and community-based measures to mitigate the 
spread of COVID19 in Canada. 

 
Surveillance 

• Refer to the Community Respiratory Illness Surveillance Program (CRISP) Section 2-220 

                                                 
26 https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/guidance-
documents/summary-evidence-supporting-covid-19-public-health-measures.html 

https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/public-health-measures-mitigate-covid-19.html
https://www.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/health-professionals/public-health-measures-mitigate-covid-19.html
https://www.ehealthsask.ca/services/Manuals/Documents/cdc-section-2-220-CRISP.pdf
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Revisions 
 
Date Change 
May 25, 2023 - Removed requirement for Public Health to follow up on severe cases 

- Rearranged notification timelines to align with likelihood of frequency and 
adjusted notification from public health to Ministry of Health to 1-2 business 
days for deceased cases 

- Updated the Public Health Purpose for Notification to align with the removal 
of severe case investigations. 

- Updated footnote related to Novel VOC 
- Added statement to Footnote c of case definition table regarding viral lineage. 
- Removed severe case definition. 
- Minor update to language in incubation period 
- Rearranged case investigations: 

- A. Deceased  
- B. Novel VOC  

December 5, 
2022 

- Updated Surveillance section to remove outdated details and replaced with 
link to Section 2-220 Community Respiratory Illness Surveillance Program 
(CRISP) 

- Revised language in Table 3A, Invalid test result is interpreted as does not 
meet case definition. 

August 31, 
2022 

- Updated Public Health Purpose for Notification to focus on signals of changing 
in epidemiology; 

- Updated Epidemiology and Occurrence and VOC;  
- Removed dated references and language within causative agent; 
- Updated signs and symptoms to include more generalized language; 
- Added other Risk Factors associated with severity; 
- Added statement from World Health Organization regarding post-COVID 

condition; 
- Contact Definition – removed reference to fully vaccinated; 
- Setting-Specific Control Measures – added general statement regarding core 

and additional individual and community-based public health measures; 
- Revised Attachment – Approaches in Schools and Daycares; 
- Updated the objective of outbreak measures to shift focus to reduce severe 

outcomes rather than identify all cases and contacts;  
- Provided specificity that outbreak definition relates to high-risk settings;  
- Removed full immunized, partially immunized and unimmunized definitions 

related to immunization under Prevention; 
- Added bullets related to core and additional measures under Education; 
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- Added new heading of Environmental Controls; 
- Updated References 

March 25, 
2022 

- Added footnote for Immediate Notification of Novel VOC for better clarity; 
- Updated Risk factors for severe presentations by adding “does not include 

asthma” by the RF of lung disease; 
- Updated the priority groups identified for WGS when lab capacity is limited; 
- Provided better clarity of the focus of severe, deceases and Novel VOC 

investigations under Public Health Investigations  
- Included reference to new data collection worksheets - Novel VOC and Severe 

or Deceased that are under development and being finalized; 
- Added a table to cross-reference the criteria of severity with Panorama 

documentation of s/s to support severity indicator in Panorama; 
- Updated exclusion to provide clarity of minimum of 5 days isolation with 

continued measures for the entire period of communicability; 
- Removed reference to ASIS and Voluntary self-isolation site; 
- Removed reference to document “recovered” in Panorama in Table 4; 
- Updated Testing timelines for close contacts. 
- Outbreaks – defined high-risk settings that was previously included and 

removed in error; included considerations for declaring an outbreak over. 
February 4, 
2022 

Editorial updates (reference, etc)  
Updates to: 

- Timeline for Notification and Reporting with focus on investigation and 
notification of severe cases, Novel VOCs and deaths.  

- Public Health Purpose for Notification 
- Probable case definition to include POC Antigen test in accordance with 

PHAC case definition; incorporated PHAC Reinfection definition. 
- Definition of severe. 
- Epidemiology and Occurrence – VOC  
- Risk Factors associated with Severe Presentations (additions included); 
- Post COVID Conditions 
- Incubation Period; Period of communicability 
- Lab Reports and Interpretation – removed reference to suspect, updated 

Antigen test 
Significant changes to Public Health Management of Cases and Contact with a 
focus on severe cases, deceased cases and cases with a Novel VOC. 
Rearranged details related to health care workers and settings to Setting Specific 
Measures. 
 
Removed Suspect outbreak definition and outbreak definitions for non-household 



Respiratory and Direct Contact 
  Section 2-20 – COVID 19 

 Page 30 of 42 
  2023 05 25 

 

 
 

 
 
Communicable Disease Control Manual  

 

settings; updated confirmed outbreak definition. 
Removed details of vaccine effectiveness as the evidence is rapidly evolving. 

December 
30, 2021 

Updated Epidemiology and Occurrence section (Variants of Concern) to include 
details of Omicron Variant 
Updates based on decreased isolation for cases who are fully vaccinated: 
• Period of Communicability based on vaccination status 
• Cases Management – assessment include vaccination status 
• Table 4 - Criteria for discontinuing isolation – incorporated immunization 

status and if five or 10 days isolation accordingly 
Updated Prevention Measures - Immunization to include information on Omicron 
vaccine effectiveness and details of the Saskatchewan COVID-19 vaccine booster 
program 
 

December 8, 
2021 

• Updated Lab Report and Interpretation section to include information on 
Omicron and introduction of a new SNP screen as an early indicator of this 
variant. 

November 
25, 2021 

• Updated attachment – Approaches in Schools and Daycares 2021-22 School 
Year 

• Added references/links to the Attachment - approaches in Schools and 
Daycares where appropriate within the chapter itself 

• Operational immunity section – heading changed to Post-Infection Immunity 
and added statements regarding: 

o antigen test results are not anticipated to remain positive for extended 
periods of time following infection. 

o Post-infection immunity is not equivalent to immunity provided 
through immunization.  Post-infection immunity does not replace a 
proof of vaccination where those policies are in place 

• II. Contacts/contact management  
o Included new section "Special considerations for children ineligible for 

vaccination" 
• IV. Setting-Specific control measures 

o Updated link to PHAC school guidance document  "Planning for the 
2021-2022 school year in the context of COVID-19 vaccination 

• V. Outbreak measures 
o Updated outbreak criteria to include: An outbreak will be declared 

when three or more individuals are confirmed to be positive with 
COVID-19 in a classroom or cohort (e.g. sports team, bus route, club or 
other group) within 14 days and attended school while infectious 
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• Attachment – Active Daily Monitoring Form for Contacts of a Case of COVID-19 
removed as form no longer utilized  

October 1, 
2021 

• Following template letters updated to reflect change to Public Health Order 
Mandatory Isolation and Face Covering, that unvaccinated pupils that are 
identified as a close contact of a household case will not be exempted from 
the requirement to isolate for 14 days. 

o Letter Template COVID-19 Notification to School Administrator 
o Letter Template Parents/Guardians ALERT in class 
o Letter Template COVID-19 Notification to Daycare Administrator 
o Letter Template Parents/Guardians ALERT of case in daycare 

September 
23, 2021 

• Included new attachments (daycare template letters) 
o Letter Template COVID-19 Notification to Daycare Administrator 
o Letter Template Parents/Guardians ALERT in Daycare 
o Letter Template General Parents/Guardians Alert of Case in Daycare 
o Letter Template for COVID-19 Daycare Outbreak 

• Updated attachment – Approaches in Schools and Daycares 2021-22 School 
Year 

September 
17, 2021 

• Updated attachment – Approaches in Schools and Daycares 2021-22 School 
Year 

• Removed COVID-19 Fact Sheet as this SHA document will be maintained by 
SHA and the link to this fact sheet has been added to the appropriate template 
letter 

• School template letters updated  
o COVID-19 Notification to School Administrator - Replaces the previous 

Notification to School Principal; references to "school principal" have 
been amended to the more broader term of "school administrator", 
recognizing that some areas are providing notification to an 
administrator at the school division; amendments to align with current 
Public Health Order; removed CC to CDC and OCMHO mailbox. 

o Parent alert – classroom - Added line to capture the date of last 
exposure "We have determined that the case was in attendance while 
communicable on <EXPOSURE DATES>"; amendments to align with 
current Public Health Order 

o Parent alert – school - Added line to capture the date of last exposure 
"We have determined that the case was in attendance while 
communicable on <EXPOSURE DATES>"; updated title of COVID fact 
sheet What you Need to Know About COVID-19 and included link to 
this SHA document 
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o Outbreak declared - Added statement "When an outbreak has been 
declared, it is assumed that there is an ongoing risk of exposure within 
the school and a classroom notification may not be sent with each 
additional case in the school during the outbreak". 

September 
13, 2021 

• Included new Attachment – Approaches in Schools and Daycares 2021-2022 
School Year  

September 2, 
2021 

• Alternative Contact Management Strategies section expanded to support 
direct identification and notification of close contacts by the case (pg 16) 

• Contact assessment of immunization history now includes statement 
regarding the approved minimal interval i.e. individuals that received two 
doses without adhering to the approved minimum interval would be 
considered partially immunized. 

• Testing recommendation for asymptomatic close contacts amended to advise 
testing after exposure, rather than "immediately and at day 10" 

• Testing recommendation for fully vaccinated HCW amended to test after 
exposure, rather than "immediately and at day 10"? 

• Table 6 removed statement "conduct a risk assessment for non-close contacts 
if feasible" 

• Suspect outbreak definition updated to remove schools and high risk 
workplaces from list of high-risk settings 

August 3, 
2021 

• Notification timeline from Public Health to Ministry of Health has been 
updated to within 24 hours (page 1). 

• Table 3B clarity added to Positive results to make clearer distinction made 
between Abbot ID Now and other POCTs with addition of “(Other POCTs)” to 
second row (page 12). 

• Contact management  
o Exclusion and self-isolation (page 23). Language amended that close 

contacts that have been advised to self-isolate should do so for 14 days 
from their last exposure.  

o Testing (page 24). Clarity added for asymptomatic contacts.  
 Testing of asymptomatic non-close contacts is not routinely required. 
 Fully immunized individuals are not considered close contacts and 

should not routinely be tested if they are exposed. 
− The exception is asymptomatic fully immunized HCW who should 

still be tested following exposure and at day 10 after exposure; 
antigen testing is acceptable.   

• Surveillance (page 31) 
o Statement added: Surveillance of COVID-like illness (CLI) from Emergency 
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departments (EDs) - Upward trends in the number of visitors to EDs with 
CLI can be indicator of increased COVID activity in the community, 
particularly among those without a personal health care provider or those 
without access to their personal health provider. 

• Template letters for case, close contacts, potential exposure to a group have 
been updated (attachments) 
o Per legal advice, language that has been amended is that the individual 

“should” rather than “must” take all precautions as advised by Public 
Health and all reasonable measures to reduce significantly the risk of 
infecting others. 

o Further detail has been added in regards to fully vaccinated visitors in the 
case and close contact letters 

July 12, 2021 • Public Health Purposes for Notification of COVID-19 revised 
• Case definitions: 

o Suspect case definition removed 
o Probable case definition revised and positive antigen test removed to align 

with other jurisdictions and to adapt to antigen tests being deregulated in 
Saskatchewan. 

• Symptoms updated and information on post COVID conditions added.  
• Case management:  

o Active Daily monitoring no longer recommended 
o Amended monitoring, education, exclusion and isolation sections 
o Added details in monitoring, education and case preventive measures 

• Contact management: 
o Contact definitions updated as PHAC definitions updated to include 

immunization information 
o Active daily monitoring no longer recommended 
o Amended assessment, monitoring, education, exclusion and isolation 

sections 
o Testing recommendations amended. Testing of non-close contacts no 

longer required unless symptomatic.  
o Amended Table 6 Public Health Management of Contacts based on Risk  

• New section IV. High Risk Setting-Specific Control Measures created to replace 
information in previous pandemic measures section 

• Outbreak definitions updated 
• New attachments: 

o Template letter to COVID-19 case 
o Template letter to COVID-19 close contact 
o Template letter to Group exposed to a COVID-19 case 
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June 15, 
2021 

• Updates to Lab Reports and Interpretation section (pages 8-12) 
o Molecular testing section amended to remove RRPL and RUH as only labs 

performing molecular testing 
o Added BD veritor antigen test to Table 3B 
o Included details of the new SNP assay used to identify the B.1.617 variant 
 Whole genome sequencing (WGS) section amended to include updated 

SNP information and L452R mutation 
 Table 3C updated with L452 mutation added 

• Information on vaccine effectiveness added to immunization section (page 20-
21) 

• Updates to Contacts/Contact  management section (pages 23-28) 
o Incorporated definitions and impacts of immunization with amendments to 

assessment, isolation and testing sections   
o Table 6 amended to added clarity of contact management based on 

unimmunized/partially immunized and fully immunized/symptomatic or 
/asymptomatic including assessment, isolation and testing  

• Re-opening roadmap steps added (page 35) 
• New attachment added for modified self isolation 

April 30, 
2021 

• Updated information on screening for VOC in Saskatchewan, recognizing 
current SNP assay in Saskatchewan detects the N501Y and E484K mutations 
(page 9). Table 3C updated. 

• Provided better clarity into the Attachment - Exposure Risk Matrix reasons 
why PPE is only considered in work related exposures.  

April 16, 
2021 

• Inserted reference to the Voluntary Self Isolation Support Program (VSISP) 
(page 17) 

• Amended link to SK Immunization Manual (page 20) 
• Inserted additional info to Assessment section for HCWs (page 22) 
• Clarification that all cases in SK are to be considered as VOC (page 23) and 

amended box on page 24 to reflect same 
• Additions to special considerations for HCW (page 26) 
• Revisions to workplace settings section (page 30) 

April 6, 2021 • Removed Attachment - Risk Classification for HCWs with Potential Workplace 
Exposures to COVID-19 Cases in Healthcare Settings as this document updated 
and only applicable to Saskatchewan Health Authority (SHA) health care 
workers. SHA will house and maintain this document. 
o Removed links to Attachment in footnote 11 (pg. 21) and assessment 

section (pg. 22) and added links to PHAC guidance documents and SHA 
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HCW risk classification.  
 

March 30, 
2021 

• Updated information on whole genome sequencing and screening for VOC in 
Saskatchewan (pg. 10) 

• Updated Table 3C Table of SNP and WGS Result Possibilities and Comments 
(pg. 12) to provide further clarify on SNP per RRPL update March 29, 2021. 
Specifically, amended SNP (N501Y) report result of “N501Y: Potential Variant 
of Concern Identified” to “VOC, undetermined lineage” and included 
statement that positive results are considered final. 
 

• Amended section on exclusion and isolation of the case (pg. 16) to note 
increased transmissibility of the VOC and need for an appropriate mitigation 
plan. Added link to isolation considerations for household member of a VOC 
case. 

• Added link to the SIM in immunization section for further information (pg. 20) 
• Updated isolation/exclusion section of the contact and included isolation 

considerations for household members of a VOC positive case (pg. 23) 
March 12, 
2021 

• Added additional information on variants of concern into additional 
background information – causative agent (page 4)  

• Added additional information on WGS and SNP (page 10) 
• Added new Table 3C - Table of SNP and WGS Result Possibilities and 

Comments (pg. 12) 
• Added details to Public Health Investigation – case regarding assessing for 

contacts and when backward tracing should be considered (pg. 15) 
• Included clarification under exclusion and isolation of the case that exposures 

in households cannot be eliminated but measures can reduce the extent of 
ongoing exposures (pg. 16) 

• Included clarification under exclusion and isolation of the contact that all 
household members of a case are considered close contacts due to the risk of 
exposure before diagnosis or symptom onset and the inability to eliminate 
ongoing exposures in household settings (pg. 23) 

• Added new testing recommendations for contacts (pg. 23 and Table 6): 
o Test all asymptomatic close contacts as soon as possible following 

exposure and at day 10 after exposure 
o Immediately test all non-close contacts; repeat testing if symptoms 

develop 
February 11, • Updated the Case Definitions based on PHAC updated definitions. Added 
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2021 definition of Deceased. 
• Updated the symptoms information. 

 
• Added contextual information about impact of COVID in children from CPS 

(Treatment pg. 11) Included reference to Assisted Self-Isolation Sites (pg. 13) 
• Added reference to persistent symptoms 
• Updated incubation period reference 
• Updated period of communicability with new reference; provided explicit 

clarity on contact tracing periods for symptomatic and asymptomatic cases 
• Updated Mode of transmission with more scientific details. 
• Included reference to the COVID Alert App 
• Updated Risk Factors to include settings that are considered higher risk  
• Incorporated information on variants of concern and the surveillance plan 

within WGS. 
• Updated Table 3B to reflect confirmed classification via Abbott ID now test. 
• Reformatted history under Public Health Investigation pg. 17) 
• Added details to symptom monitoring (pg. 18) 
• Added referral to primary care provider  
• Added reference to ASIS and SIS 
• Refine purpose of contact managements (pg. 23) 
• Added information on alternative strategies for contact management 
• Updated Contact Definitions (Table 5) to align with updated PHAC guidance. 
• Included link to Exposure Risk Matrix as a new attachment 
• Provided reference to testing timeframe for symptomatic and asymptomatic 

contacts (pg. 27 and Table 6) 
• Updated Table 6 to align with PHAC contact management guideline 
• Added details for outbreak management including reporting suspect outbreaks 

and when suspect outbreaks are deemed not to be outbreaks. 
• Added details of outbreaks in school settings including the communication 

protocol 
• Added section on outbreaks in workplace settings (pg. 36) 
• Added Link to immunization information (pg. 39) 
• Updated references 
• Included criteria for when a suspect outbreak investigation can be considered 

closed (Table 7) 
January 7, 
2021 

• Removed reference to the initial notification via e-mail template by 10am. 
• Updated Lab Reports and Interpretation section to include reference to point 

of care testing and antigen testing and interpretation of those test results. 



Respiratory and Direct Contact 
  Section 2-20 – COVID 19 

 Page 37 of 42 
  2023 05 25 

 

 
 

 
 
Communicable Disease Control Manual  

 

• Updated number of tables and figures and associated references throughout 
the chapter. 
 

• Updated the Criteria for Discontinuing case Isolation to include details of mild 
to moderate infection, severe immune compromised and severe illness and 
associated notes. 

• Included reference to acknowledge immunization for COVID-19 has begun in 
Saskatchewan and does not impact contact investigations at this time. 

December 
16, 2020 

• Updated the Criteria for Discontinuing Case Isolation to 10 days from 14 days. 

September 
10, 2020 

• Added new outbreak definitions Table 5 
• Included reference to School Exposure Risk Matrix in Contact investigation 
• Included new attachments - template letters for cases/outbreaks in schools 

and School Exposure Risk Matrix 
June 22, 
2020 

• Changed reference from multisystem inflammatory syndrome in children to 
Pediatric inflammatory multisystem syndrome (PIMS) (pg. 5) 

• Updated Daily Active Monitoring Attachment to align with symptoms update 
and included Attachments for Contact tracing (initial assessment and Contact 
tracing DCW) that align with the Go.data contact tracing application.  

June 9, 2020 • Added loss of taste or smell to list of symptoms (pg. 4) 
• Added Multi-system inflammatory syndrome in children under signs and 

symptoms (pg. 4-5) 
• Introduced serologic testing to the Lab Reports and Interpretation (pg. 7)  
• Added graphic that displays timing of laboratory findings following exposure to 

COVID-19 (pg. 8)  
• Added section entitled Operational Immunity to provide context around the 

decision for managing re-exposure of recovered cases in the 3 months 
following recovery (pg. 8) 

• Added detail about investigating cases for acquisition attributed to a 
workplace exposure under History (pg. 10) and the requirement as per the 
Disease Control Regulations to report these instances to the Ministry of Labor 
under Referrals (pg. 11) 

• Added reference to reporting obligations under the International Health 
Regulations (pg. Provided explicit detail of contact tracing period for 
asymptomatic contacts with no known exposure (i.e. 2 days before specimen 
collection date) (pg. 11) 

• Added clarity to the meaning of diagnosis date in the Criteria for 
Discontinuing Isolation for asymptomatic cases by adding specimen collection 
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date (pg. 12) 
• Added bullet under Assessment of Contact Investigation about COVID-19 

cases that have recovered in the past 3 months do not require public health 
follow-up if named as a contact (pg. 15). 

• Updated Flight Protocol to include details to send to PHAC for international 
cases or contacts. 

• Updated Contact tracing algorithm to include response to test results. 
May 14, 2020 • Updated timeline for reporting into Panorama to 11 a.m. (pg. 1) 

• Added atypical signs and symptoms that may present in children, older adults 
and persons with developmental disabilities (pg. 4) 

• Added details to incubation period based on unpublished PHAC data (pg. 5). 
• Added details about source investigation when no known source can be found 

under section I. “Case Investigation – History” (pg. 8). 
• Updated the Incubation and communicability graphic with additional details 

(Figure 1) 
• Updated to align with PHAC guidance re: active daily monitoring of cases 

(pg. 9) 
• Added a bullet regarding Education for cases about self-isolating in the home 

and in co-living settings as well as environmental cleaning in the home (pg. 9). 
• Added reference to Health Care Worker Risk Assessment in Table 3). New 

addition “Attachment – Health Care Worker Risk Assessment.” 
• Added a section specific to Health Care Workers (pg. 15) 
• Added Outbreak Definitions (Table 5) 

April 17, 
2020 

• Added a visual to represent incubation and communicability (pg. 8) 
• Added information about limiting contact with pets (pg. 11) 
• Corrected reference from Table 4 to Table 3 in Assess for Contacts. 
• Updated Close Contact definition in Table 3 to include “up to 48 hours prior to 

symptom onset” 
April 15, 
2020 

• Added reference to Canadian Clinical Management guidelines. 
• Updated period of communicability to address asymptomatic and pre-

symptomatic transmission. 
• Included further details related to self-isolation. 
• Included importance of recognizing and mitigating outbreaks in Long Term 

Care facilities and added reference to the LTC Guidelines. 
• Added definition of prolonged in contact definition. 
• Clarified self-isolation for non-close contacts following a negative test result 
• Incorporated contact tracing timelines for asymptomatic cases that have been 

lab confirmed. 
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• Included Assessment under contact management to assess for level of risk. 
• Included a link to the Public Health Order that identifies exemptions for 

mandatory self-isolation following return to Canada. 
April 3, 2020 • Case Definition - removed person under investigation, added suspect, updated 

probable to include epi-linked, changed lab criteria for confirmed case. 
• Updated transmission details based on updated scientific knowledge. 
• Removed reference to person under investigation throughout. 
• Updated contact-tracing period to up to 48 hours before symptom onset. 
• Updated definition of mass gathering to include public and private events of 

large and small sizes. 
• Updated the IPAC lifting criteria for hospitalized and residents in Long-term 

care.  
March 21, 
2020 

• Updated process for notification to Ministry of Health. 
• Added RRPL to confirmed case definition as their testing now meets criteria. 
• Updated period of communicability based on mild symptoms and isolation 

requirements. 
• Added lab report interpretation in accordance with case classifications. 
• Updated exclusion based on Sask decision for 14 days post-onset of symptoms 

for mild cases. 
• Updated close contact by removing flight crew and lab exposures. 
• Updated public health measures.  
• Removed requirement for daily public health follow-up of contacts on self-

isolation and self-monitoring. 
March 2020 • NEW 
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Coronavirus Data Collection Worksheet (e.g. COVID-19, SARS)
Please complete all sections.  

January 22, 2021 Page 1 of 8 

Panorama QA complete:    Yes        No            
Initials:

Panorama Client ID:  ___________     
Panorama Investigation ID:  ___________ 

A) CLIENT INFORMATION    LHN ->  SUBJECT -> CLIENT DETAILS -> PERSONAL INFORMATION 

Last Name: First Name: and Middle Name: Alternate Name (Goes by):  

DOB:       YYYY     /   MM  /   DD           Age: _______ Health Card Province: ________ 

Health Card Number (PHN): 

Preferred Communication Method: (specify - 
i.e. home phone, text):

Email Address:  Work   Personal Phone #:   Primary Home:
  Mobile contact:  
 Workplace:    

Place of Employment/School:  Gender:    Male     Female Other  Unknown     

Alternate Contact: _______________________________ 

Relationship: __________________________  

Alt. Contact phone:  _____________________________ 

Address Type:  
 No fixed   Postal Address    Primary Home   Temporary    Legal Land Description       
Mailing (Postal address): 

Street Address or FN Community (Primary Home): 

Address at time of infection if not the same: 

B) INVESTIGATION INFORMATION LHN->  SUBJECT SUMMARY-> RESPIRATORY AND DIRECT CONTACT ENCOUNTER GROUP->CREATE INVESTIGATION 

Disease Summary  Classification: 

CASE Date 
Classification: 
CONTACT Date 

LAB TEST INFORMATION: 

Date specimen collected: 

YYYY  /  MM  /  DD         

Specimen type: 

 Throat 

 Nasopharyngeal 

 Confirmed    YYYY  /  MM  /  DD          Contact    YYYY  /  MM  /  DD         

 Does Not Meet Case    YYYY  /  MM  /  DD          Not a Contact   YYYY  /  MM  /  DD         

 Person Under Investigation    YYYY  /  MM  /  DD          Person Under Investigation   YYYY  /  MM  /  DD         

 Probable   YYYY  /  MM  /  DD         

 Suspect�   YYYY  /  MM  /  DD         

Disposition:    
FOLLOW UP:
   In progress   YYYY  /  MM  /  DD  Complete                                       YYYY  /  MM  /  DD         
   Incomplete - Declined           YYYY  /  MM  /  DD               Not required                                 YYYY  /  MM  /  DD         
   Incomplete – Lost contact                YYYY  /  MM  /  DD  Referred – Out of province        YYYY  /  MM  /  DD
   Incomplete – Unable to locate        YYYY  /  MM  /  DD (specify where) 

Responsible Organization 

            REPORTING NOTIFICATION

Name of Attending Physician or Nurse: 

Location: 

Physician/Nurse Phone number:  Date Received (Public Health):      YYYY  /  MM  /  DD         

Type of Reporting Source:     Health Care Facility            Lab Report   Nurse Practitioner        Physician          Other________________________   



Coronavirus Data Collection Worksheet (e.g. SARS,MERS-CoV and COVID-19)
Please complete all sections. 

January 22, 2021 Page 2 of 8 

Panorama Client ID:  ___________     
Panorama Investigation ID:  ___________ 

C) DISEASE EVENT HISTORY LHN->  INVESTIGATION->DISEASE SUMMARY (UPDATE)->DISEASE EVENT HISTORY

Site / Presentation:       Severe       Other  

D) SIGNS & SYMPTOMS (Bold text = part of case definition)                INVESTIGATION->SIGNS & SYMPTOMS 

Description No Yes – Date of onset 
Onset 
Symptom 
(√) 

Description No Yes - Date of onset                          
Onset 
Symptom 
(√) 

Asymptomatic* Gastrointestinal symptoms YYYY  /  MMM  /  DD         

Acute respiratory distress 
syndrome (ARDS) YYYY  /  MMM  /  DD         Myalgia (muscle pain) YYYY  /  MMM  /  DD         

Acute respiratory distress 
syndrome (ARDS) - autopsy 
finding 

YYYY  /  MMM  /  DD         Other YYYY  /  MMM  /  DD         

Altered sense of taste or smell YYYY  /  MMM  /  DD         Pharyngitis (sore throat) YYYY  /  MMM  /  DD         

Arthralgia YYYY  /  MMM  /  DD         Pneumonia  YYYY  /  MMM  /  DD         

Cardiac - myocarditis YYYY  /  MMM  /  DD         Pneumonia - CXR/CT YYYY  /  MMM  /  DD         

Cough YYYY  /  MMM  /  DD         Prostration YYYY  /  MMM  /  DD         

Dyspnea (shortness of breath) YYYY  /  MMM  /  DD         Respiratory failure - 
requiring mechanical 
ventilation 

YYYY  /  MMM  /  DD         Encephalitis YYYY  /  MMM  /  DD         

Fever YYYY  /  MMM  /  DD         

*If asymptomatic at time of testing, select the onset date as specimen collection date and set as the onset symptom. 

D) INCUBATION AND COMMUNICABILITY (manually calculate based on identified organism)      LHN->  INVESTIGATION->INCUBATION & COMMUNICABILITY 
Incubation for Case (period for acquisition): COVID-19 = 14 days 
Earliest Possible Exposure Date:  YYYY  /  MM  /  DD         Latest Possible Exposure Date:       YYYY  /  MM  /  DD         

Exposure Calculation details:   

Communicability for Case (period for transmission): COVID-19 = 2 days prior to onset of symptoms 
Earliest Possible Transmission Date:  YYYY  /  MM  /  DD         Latest Possible Transmission Date:       YYYY  /  MM  /  DD         

Exposure Calculation details:   

E) RISK FACTORS        INVESTIGATION-> SUBJECT->RISK FACTORS 

DESCRIPTION  Yes  N, 
NA, U DESCRIPTION Yes  N, 

NA, U 
Chronic Medical Condition - Cardiac Disease Setting – Crowded living conditions (>1 per room) 
Chronic Medical Condition - Diabetes Mellitus Special Population - Pregnancy 
Chronic Medical Condition - Hypertension Special Population - Homeless + 
Chronic Medical Condition - Lung Disease Unknown Source 
Chronic Medical Condition – Morbid Obesity Behaviour – Lack of personal protective measures 

Chronic Medical Condition - Other (Add’l Info) Behaviour – Sharing personal items 

Immunocompromised  - Related to disease or treat’t 



 Coronavirus Data Collection Worksheet (e.g. SARS,MERS-CoV and COVID-19)
Please complete all sections. 
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Panorama Client ID:  ___________     
Panorama Investigation ID:  ___________ 

DESCRIPTION Yes N, 
NA, U START DATE END DATE ADD’L INFO 

Contact - Contact to a known case  (Add’l Info) YYYY / MM/DD YYYY / MM/DD Create an AE with details 
Contact - Contact with a person with similar symptoms  YYYY / MM/DD YYYY / MM/DD Create an AE with details 

Exposure - Mass gathering (Add’l Info) YYYY / MM/DD YYYY / MM/DD Create an AE or TE based on dates 

Lives in a communal setting Enter Colony of residence in add’l info 

Occupation – Teacher (Add’l Info) YYYY / MM/DD YYYY / MM/DD Include facility name, town   Create 
AE or TE based on when worked if 
applicable 

Occupation – Other school personnel (Add’l Info) YYYY / MM/DD YYYY / MM/DD Include facility name, town   Create 
AE or TE based on when attended if 
applicable 

Occupation - Health Care Worker – IOM Risk Factors YYYY / MM/DD YYYY / MM/DD Include facility name   Create AE or TE 
based on when worked if applicable 

Occupation – Long Term Care Staff + 

Occupation – Personal Care Home Staff + 

Occupation – Food handler (Add’l Info) 
(restaurant, cafeteria,  mobile canteen, bakery, etc) 

YYYY / MM/DD YYYY / MM/DD Create AE or TE based on when 
worked if applicable 

Occupation – Service and Sales (Add’l Info) 
(Personal service worker, service industry worker, 
transit worker, retail) 

YYYY / MM/DD YYYY / MM/DD Include type of worker.  Create AE or 
TE based on when worked if 
applicable 

Occupation – Corrections and Policing (Add’l Info) 
(RCMP, police services, corrections worker) 

YYYY / MM/DD YYYY / MM/DD Include type of worker. Create AE or 
TE based on when worked if 
applicable 

Occupation – Mining and Natural Resources Worker 
(Add’l Info) 
(mine site) 

YYYY / MM/DD YYYY / MM/DD Include type of worker.  Create AE or 
TE based on when worked if 
applicable 

Occupation – Food processing facility worker (Add’l 
Info) 

YYYY / MM/DD YYYY / MM/DD Include type of worker. Create AE or 
TE based on when worked if 
applicable 

Occupation – Manufacturing (Add’l Info) 
(assembly plant, warehouse) 

YYYY / MM/DD YYYY / MM/DD Include type of worker. Create AE or 
TE based on when worked if 
applicable 

Occupation – Office and Administration (Add’l Info) YYYY / MM/DD YYYY / MM/DD 

Occupation – Veterinarian or related worker OR 
Occupation – Animal control/wildlife officer 

YYYY / MM/DD YYYY / MM/DD Create AE or TE based on when 
worked if applicable 

Other (add’l Info) Include Outbreak number if 
investigation associated with an OB 

Special Population – Attends Preschool (Add’l Info) YYYY / MM/DD YYYY / MM/DD Include childcare name & town.   
Create AE or TE based on when 
attended if applicable 

Special Population – Attends School (Add’l Info) YYYY / MM/DD YYYY / MM/DD Include school name, town   Create 
AE or TE based on when attended if 
applicable 

Special population – Long Term Care facility Resident YYYY / MM/DD YYYY / MM/DD Include the name of the facility 

Special population – Personal Care Home Resident Include the name of the facility 



 Coronavirus Data Collection Worksheet (e.g. SARS,MERS-CoV and COVID-19)
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Panorama Client ID:  ___________     
Panorama Investigation ID:  ___________ 

Special Population – Post Secondary Institution (Add’l 
info) 

YYYY / MM/DD YYYY / MM/DD Include institution name, town   
Create AE or TE based on when 
attended if applicable 

Special Population – Correctional facility resident 
(Add’l info) 

YYYY / MM/DD YYYY / MM/DD Include institution name, town. 
Create AE or TE based as applicable 

Travel - Outside of Canada (Add’l Info) YYYY / MM/DD YYYY / MM/DD If no other AE, include details in AE 

Travel - Outside of Saskatchewan, but within Canada 
(Add’l Info) 

YYYY / MM/DD YYYY / MM/DD If no other AE, include details in AE 

Travel – Within Saskatchewan (Add’l Info) YYYY / MM/DD YYYY / MM/DD 

F) INTERVENTIONS INVESTIGATION->TREATMENT & INTERVENTIONS->INTERVENTION SUMMARY 
Intervention Type and Sub Type: 
Assessment: 
 Assessed for contacts YYYY  /  MM  /  DD   
Investigator name  

Isolation: 
 Facility isolation YYYY  /  MM  /  DD    
 Home isolation YYYY  /  MM  /  DD    
Investigator name 

General:  Investigator name 
 Disease-Info/Prev-Control  YYYY/ MM / DD    
Disease-Info/Prev-Cont/Assess'd for Contacts YYYY/ MM / DD    

Communication: 
 Letter- e.g. school outbreak (specify) YYYY  /  MM  /  DD  
Investigator name   
 Other communication (specify) YYYY  /  MM  /  DD  
Investigator name  

Exclusion:  Investigator name 
 Work YYYY  /  MM  /  DD      Preschool YYYY  /  MM  /  DD    
 School YYYY  /  MM  /  DD      Daycare YYYY  /  MM  /  DD    

Symptom Monitoring: Investigator name 
 Symptom Monitoring, indirect active  YYYY  /  MM  /  DD        
 Symptom Monitoring, indirect passive YYYY  /  MM  /  DD        

Education/counselling: Investigator name 
 Prevention/Control measures  YYYY  /  MM  /  DD    
 COVID Alert App – OTK offered/accepted  YYYY  /  MM  /  DD    
 COVID Alert App – OTK offered/declined YYYY  /  MM  /  DD  

Other Investigation Findings 
 Investigator Notes                           YYYY/ MM /DD  
 See Document Management              YYYY/ MM /DD  

Testing: 
 Lab testing recommended YYYY  /  MM  /  DD    
Investigator name 

Referral: 
 Infectious Disease Specialist            YYYY  /  MM  /  DD        
 Primary Care Provider YYYY  /  MM  /  DD        
Consultation with MHO      YYYY  /  MM  /  DD  
 Employee Health Services /OH&S 
Saskatchewan Occupational Health and Safety            YYYY  /  MM  /  DD   
Investigator name   

Immunization: 
 Eligible Immunization recommended YYYY  /  MM  /  DD   
Investigator name  

Date Intervention 
subtype 

Comments Next follow-up 
Date 

Initials 

YYYY  /  MM  /  DD YYYY  /  MM  /  DD 

YYYY  /  MM  /  DD YYYY  /  MM  /  DD 

YYYY  /  MM  /  DD YYYY  /  MM  /  DD 

YYYY  /  MM  /  DD YYYY  /  MM  /  DD 

YYYY  /  MM  /  DD YYYY  /  MM  /  DD 

YYYY  /  MM  /  DD YYYY  /  MM  /  DD 

YYYY  /  MM  /  DD YYYY  /  MM  /  DD 

YYYY  /  MM  /  DD YYYY  /  MM  /  DD 

YYYY  /  MM  /  DD YYYY  /  MM  /  DD 

YYYY  /  MM  /  DD YYYY  /  MM  /  DD 

YYYY  /  MM  /  DD YYYY  /  MM  /  DD 

YYYY  /  MM  /  DD YYYY  /  MM  /  DD 

YYYY  /  MM  /  DD YYYY  /  MM  /  DD 

YYYY  /  MM  /  DD YYYY  /  MM  /  DD 

YYYY  /  MM  /  DD YYYY  /  MM  /  DD 
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Panorama Client ID:  ___________     
Panorama Investigation ID:  ___________ 

YYYY  /  MM  /  DD YYYY  /  MM  /  DD 

YYYY  /  MM  /  DD YYYY  /  MM  /  DD 

G) OUTCOMES (if applicable)      INVESTIGATION->OUTCOMES 

 Not yet recovered/recovering    YYYY  /  MM  /  DD            ICU/intensive medical care    YYYY  /  MM  /  DD         ER Visit  YYYY  /  MM  /  DD 
 Recovered                                      YYYY  /  MM  /  DD            Intubation /ventilation           YYYY  /  MM  /  DD         Hospitalization   YYYY  /  MM  /  DD 
 Fatal                                                YYYY  /  MM  /  DD            Other _______________        YYYY  /  MM  /  DD         Unknown             YYYY  /  MM  /  DD            

Cause of Death: (if Fatal was selected) 

H) EXPOSURES - CONSIDER THE USE OF PROTECTIVE MEASURES (EG. PHYSICAL DISTANCING, LENGTH OF TIME, SHARING OF ITEMS, USE OF 
MASK IN DETERMING IF THE LOCATION MEETS THE CRITERIA OF A POTENTIAL EXPOUSURE)

Acquisition Event     LHN-> INVESTIGATION-> EXPOSURE SUMMARY-> ACQUISITION QUICK ENTRY 
Exposure Name 
(use the most appropriate and most specific Key 
Descriptor check box as the name) 

Location 
City/Town 

Setting type 
(Consider the following settings 
for TE; if >1 select “multiple 
settings” in Panorama) 

Start/End Date Most likely 
source  

Contact to a case  
Contact to a person with similar symptoms  

 Household     

 

YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD       

LTC Facility          Primary Care Center 
Doctor’s office    Dentist 
Acute Care          Therapy services 
Laboratory 

City, name of facility Health care setting  YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD     

 

 Provincial Corrections 
 federal corrections,  
 remand centers,  
 police lock-up 

Corrections Facility   YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD     

 

 Dormitory            Group Home 
 Shelter (e.g. lighthouse)    Military Base     
Personal Care home           Hutterite Colony   
 Residence for Education       
Rooming house/Residential hotel 
Short term residential facility 
Residence assoc with educational facility 

Congregate/Communal Living 
settings       

YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD     

 

Name of School  Educational institution YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD      

Shopping center/retail   (incl pharmacy, 
convenience store, corner store)  
Truck Stop/Gas station 

 Public Facilities           YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD      

Daycare/day home  Public Facilities           YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD      

Hotel/Motel 
Nightclub 
Place of Worship 

 Public Facilities           YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD     

 

theatre (movie or concert)       Conference hall,         
Bingo hall                                     Casino 

 Public Facilities           
 

Extracurricular activity    
School (a school associated contact, not 
classroom) 

Type of Community Contact       YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD      

In home health care provider (e.g. Home Care or 
PHN)       

Type of Community Contact       YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD      
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Panorama Client ID:  ___________     
Panorama Investigation ID:  ___________ 

Exposure Name 
(use the most appropriate and most specific Key 
Descriptor check box as the name) 

Location 
City/Town 

Setting type 
(Consider the following settings 
for TE; if >1 select “multiple 
settings” in Panorama) 

Start/End Date Most likely 
source  

Close non-household   
Visiting friends and relatives  

Type of Community Contact       YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD      

 massage Personal Service       YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD       

Esthetician services (includes spas) 
Hair salon (includes barber) 
Tattooist  

 Personal Service      YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD    

Chiropractor, acupuncture   Personal Service      YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD      

 Fitness Center(dance, gymnastics, yoga and 
gyms);         Campground;             
Exhibition ground        Park;          
 Street festival;             Bowling alley           
Curling/Skating rink 
Aquatic center/swimming pool;     
Multi-use facility (use specific if includes 
skating/curling rink or swimming pool)      
Sports ground  (outdoor baseball, football, 
soccer fields)        

 Recreational Facility YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD     

 

□ Bar/tavern/lounge       □ Cafeteria (short order)
□ Grocery/retail (Costco) □  mobile canteen
□ Pastry/bakery shop     □ Restaurant
□ Vending machine □ outdoor access (food 
truck) 

 Food service establishment 

 

Name of workplace  Workplace YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD      

City, Province OR City, Country  Travel             YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD      

□ Car Pool □ Taxi
□ Bus □ Medical taxi

 Transportation      YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD       

Transmission Events LHN -> INVESTIGATION-> EXPOSURE SUMMARY -> TRANSMISSION EVENT SUMMARY -> QUICK ENTRY 

IN THE CONTEXT OF HIGH CASE NUMBERS AND KNOWN OUTBREAKS/HIGH TRANSMISSION IN COMMUNITY SETTINGS, ONLY ENTER INTO PANORAMA 
EXPOSURES THAT HAVE NOT BEEN PREVIOUSLY IDENTIFED (E.G. A NEW WORKPLACE) 

Exposure Name 
(use the most appropriate Key 
Descriptor as per the RF/AE Quick 
Reference as the name) 

Location 
City/Town 

Setting type 
(Consider the following settings for TE; if >1 select 
“multiple settings” in Panorama) 

Date/Time 

Use key descriptor or the name of 
the setting 

Congregate/Communal Living settings      

Health care setting       Corrections Facility   

 Household      Workplace 

Educational institution   Travel         

Type of Community Contact     Public Facilities 

 Personal Service           Transportation 

 Recreational Facility      Private Function     

YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD     
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Panorama Client ID:  ___________     
Panorama Investigation ID:  ___________ 

Congregate/Communal Living settings      

Health care setting       Corrections Facility   

 Household      Workplace 

Educational institution   Travel         

Type of Community Contact     Public Facilities 

 Personal Service           Transportation 

 Recreational Facility      Private Function     

YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD     

Congregate/Communal Living settings      

Health care setting       Corrections Facility   

 Household      Workplace 

Educational institution   Travel         

Type of Community Contact     Public Facilities 

 Personal Service           Transportation 

 Recreational Facility      Private Function     

YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD     

Congregate/Communal Living settings      

Health care setting       Corrections Facility   

 Household      Workplace 

Educational institution   Travel         

Type of Community Contact     Public Facilities 

 Personal Service           Transportation 

 Recreational Facility      Private Function     

YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD     

Congregate/Communal Living settings      

Health care setting       Corrections Facility   

 Household      Workplace 

Educational institution   Travel         

Type of Community Contact     Public Facilities 

 Personal Service           Transportation 

 Recreational Facility      Private Function     

YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD     

Congregate/Communal Living settings      

Health care setting       Corrections Facility   

 Household      Workplace 

Educational institution   Travel         

Type of Community Contact     Public Facilities 

 Personal Service           Transportation 

 Recreational Facility      Private Function     

YYYY    /  MM  /   DD  to 
YYYY    /  MM  /   DD     

Initial Report 
completed by: 

Date initial report completed:  
YYYY  /  MMM  /  DD 
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Panorama Client ID:  ___________     
Panorama Investigation ID:  ___________ 

Revisions 
Date Change 
January 22, 2021 • Updated RF to align with the Panorama Configuration changes

• Added Referral to Saskatchewan Occupational Health and Safety (to
prompt the reporting to Ministry of Labor Relations and Workplace Safety)

November 25, 2020 • Added Special Population – LTC facility to Risk Factors
• Added casino to public facilities;
• Added dance, gym, yoga and gymnastics within fitness facilities.
• Added more lines for Transmission events

November 19, 2020 • Added Responsible Organization to the Investigation Information section
• Revised form to align with the RF and AE Quick Reference Guide to

promote  consistent categorization of exposures into setting types (e.g.
nightclubs, place of worship) and a standard naming convention and
support data entry by non-public health staff.

• Added new occupations to help identify high-risk occupations
(configuration changes pending).

• Added recreational facility and workplace as exposure setting type to assist
in documenting exposures in alignment of Panorama drop-down options)

• Added a column to indicate if the symptom was the onset symptom – to
support data entry by a support person

October 28, 2020 • Added Intervention subtype of “COVID Alert App – OTK issued – accepted;
issued – declined

• Added Other to Risk Factor to support the inclusion of outbreak number as
per work standard.

September 10, 2020 • Added Intervention “General – Assessed for Contacts/Info Provided, …”
• Removed reference to Use of Antipyretics under medications

July 28, 2020 • Added “Altered sense of taste or smell” to signs/symptoms
• Added details to AE
• Added reminder to consider use of protective measures such as physical

distancing, and PPE in AE
• Added Behaviour RF – sharing personal items and lack of personal

protective measures
• Added RF – Lives in a communal setting to DCW (pre-set added)
• – select from All in Panorama
• Added RFs – Special population – attends school, attends preschool and

Post secondary institution (pre-set added)
• Added RFs – Occupation teacher and Other school personnel – this has

been added
• Removed total number of contacts (Contact indicators are utilized from

Go.data)
• Added educational institution as exposure setting types – this has been

added
• Added Personal Service as an exposures setting type – this has been added



  
Severe COVID-19 Data Collection Worksheet (or fatal outcomes)  

Please complete all sections.  

 

May 9, 2022  Page 1 of 2 
 

Panorama QA complete:    Yes        No             
Initials: 

Panorama Client ID:  ___________                          
Panorama Investigation ID:  ___________ 

  
A) CLIENT INFORMATION                                              LHN ->  SUBJECT -> CLIENT DETAILS -> PERSONAL INFORMATION 

Last Name: 

 

First Name: and Middle Name: Alternate Name (Goes by):  

 

DOB:       YYYY     /   MM  /   DD           Age: _______ Health Card Province: ________ 

Health Card Number (PHN): 

 

Preferred Communication Method: (specify - 
i.e. home phone, text): 

Email Address:  Work   Personal Phone #:   Primary Home:                                  
                   Mobile contact:  
                   Workplace:    

Place of Employment/School:  Gender:    Male       Female  Other   Unknown      

  
Alternate Contact: _______________________________ 

 

Relationship: __________________________  

 

Alt. Contact phone:  _____________________________ 

 

Address Type:  
 No fixed   Postal Address    Primary Home   Temporary    Legal Land Description                  
Mailing (Postal address): 
 
Street Address or FN Community (Primary Home): 
 
 
Address at time of infection if not the same: 
 
 

B) INVESTIGATION INFORMATION  LHN->  SUBJECT SUMMARY-> RESPIRATORY AND DIRECT CONTACT ENCOUNTER GROUP->CREATE INVESTIGATION 

Disease Summary  Classification: 

CASE 

  
Date 

LAB TEST INFORMATION: 

Test type:        

PCR            Date specimen collected:    YYYY / MM / DD       

Antigen     Date specimen collected:    YYYY / MM / DD       
 

Specimen type:   

Nasopharyngeal   Nasal    Throat 

 Confirmed    YYYY  /  MM  /  DD          

 Does Not Meet Case   YYYY  /  MM  /  DD         

 Probable   YYYY  /  MM  /  DD          

Disposition:      
FOLLOW UP:               
   In progress                                           YYYY  /  MM  /  DD                          Complete                                       YYYY  /  MM  /  DD          
   Incomplete - Declined                       YYYY  /  MM  /  DD                 Not required                                 YYYY  /  MM  /  DD                     
   Incomplete – Lost contact                YYYY  /  MM  /  DD                           Referred – Out of province        YYYY  /  MM  /  DD                                                                         
   Incomplete – Unable to locate        YYYY  /  MM  /  DD                               (specify where) 

Responsible Organization 

            REPORTING NOTIFICATION   
Name of Attending/Primary Physician or Nurse: 

Location: 

Physician/Nurse Phone number:  Date Received (Public Health):      YYYY  /  MM  /  DD          

 
Type of Reporting Source:     Health Care Facility            Lab Report    Nurse Practitioner        Physician          Other________________________    

C) DISEASE EVENT HISTORY LHN->  INVESTIGATION->DISEASE SUMMARY (UPDATE)->DISEASE EVENT HISTORY 
Site / Presentation:        Severe        
 

“Severe” must be selected for hospitalized individuals that meet one or more of the criteria of severity (pneumonia, hypoxemic respiratory failure, multiple organ 
dysfunction, or septic shock). Signs & symptoms must be documented in Panorama.               

 



Severe COVID-19 Data Collection Worksheet (or fatal outcomes) 
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Panorama Client ID:  ___________                          
Panorama Investigation ID:  ___________ 

 

SIGNS & SYMPTOMS (please select the appropriate s/s to corroborate the criteria of severity)                  INVESTIGATION->SIGNS & SYMPTOMS 

Description Yes – Date of onset Description Yes - Date of onset                           

Acute respiratory distress syndrome 
(ARDS) YYYY  /  MMM  /  DD          Respiratory compromise – oxygen 

therapy required. YYYY  /  MMM  /  DD          

Pneumonia  YYYY  /  MMM  /  DD          Respiratory failure - requiring 
mechanical ventilation YYYY  /  MMM  /  DD          

Pneumonia - CXR/CT YYYY  /  MMM  /  DD          Renal Failure YYYY  /  MMM  /  DD          

Respiratory compromise 
 YYYY  /  MMM  /  DD          Sepsis (e.g bacteremia, septicemia, 

etc) YYYY  /  MMM  /  DD          

D) RISK FACTORS                              INVESTIGATION-> SUBJECT->RISK FACTORS 

DESCRIPTION  Yes  N, NA, U DESCRIPTION Yes  N, NA, U 

Chronic Medical Condition - Cardiac Disease   Chronic Medical Condition – Morbid Obesity    
Chronic Medical Condition - Diabetes Mellitus   Chronic Medical Condition - Other (Add’l Info)   
Chronic Medical Condition - Hypertension   Immunocompromised  - Related to disease or treat’t    
Chronic Medical Condition - Lung Disease + (does 
not include asthma) 

  Special Population - Pregnancy   

DESCRIPTION Yes  N, NA, U START DATE END DATE ADD’L INFO 

Special Population –Long Term Care Facility 
Resident (required for investigations with fatal 
outcome) 

    Include the name of the facility 

Special Population – Personal Care Home Resident 
(required for investigations with fatal outcome) 

    Include the name of the facility 

Other Risk Factor (only for documenting outbreak 
number) 

    Enter only the outbreak number in 
the approved format 

Travel - Outside of Canada (Add’l Info)   YYYY / MM/DD YYYY / MM/DD Include details in AE 

Travel - Outside of Saskatchewan, but within 
Canada (Add’l Info) 

  YYYY / MM/DD YYYY / MM/DD Include details in AE 

Travel – Within Saskatchewan (Add’l Info)   YYYY / MM/DD YYYY / MM/DD  

E) INTERVENTIONS  INVESTIGATION->TREATMENT & INTERVENTIONS->INTERVENTION SUMMARY 
Intervention Type and Sub Type: 
Other Investigation Findings 
 Investigator Notes                                                              YYYY/ MM /DD   
 See Document Management                                            YYYY/ MM /DD   

Testing: 
 Lab testing recommended  YYYY  /  MM  /  DD     
Investigator name 

Immunization: 
 Eligible Immunization recommended YYYY  /  MM  /  DD    
Investigator name  

 

F) OUTCOMES (For hospitalization and ICU, please include admission date; for intubation/ventilation, please use date initiated)  INVESTIGATION->OUTCOMES   
 
 Hospitalization YYYY  /  MM  /  DD         ICU/intensive medical care           YYYY  /  MM  /  DD          Intubation /ventilation               YYYY  /  MM  /  DD       
    
 Fatal      YYYY  /  MM  /  DD     How was COVID-19 Related to Cause of Death: (if Fatal was selected)                                                                
 
 Other _______________        YYYY  /  MM  /  DD 

 
 

 

Initial Report 
completed by:  

Date initial report completed:  
YYYY  /  MMM  /  DD 



COVID‐19 Case and Close Contact Self‐Management Recommendations – March 25, 2022

Cases Close Contacts

Positive COVID‐19 Test 
(PCR or Antigen)

Recommended to Self Isolate  for the longer of:
 5 days from the onset of symptoms;
 5 days from the date the positive COVID‐19 test was administered 

if the individual did not have or display symptoms when tested and 
has not shown symptoms since the test was administered; or

 24 hours since the individual’s fever has resolved, without the aid 
of fever‐reducing medications

It is recommended that symptoms should be improving for 48 hours.
It is recommended that cases self‐monitor1 for an additional 5 days.

YES

Close contact to a Positive 
COVID‐19 Case

Self ‐Monitor1 for 10 
days. 

Recommend Self‐
test at Day 5

Recommend 
Self test2 

immediately

NEGATIVE Test or No Test

If at any time a SELF‐TEST2  
is POSITIVE, 

Refer to positive COVID‐19 
Test 

(CASE graphic)
Self Isolate immediately. 

Develop 
Symptoms 

within 10 day 
self‐monitoring

Isolate 
immediately 

and 
Self‐test2 

YES

AND

Notify close contacts of 
the exposure

POSITIVE

Refer to 
positive 

COVID‐19 Test 
(CASE graphic)

NEGATIVE or No Test

Continue 
isolation until 
symptoms 

improving for 
48 hours.

NO

Complete 

1
Self‐monitor‐  in addition to symptom monitoring, includes self‐modified behaviors to reduce risk of transmission for the entire risk period (10 days) even though isolation is shortened .  
This includes isolating immediately if symptoms are present or develop; continuously masking when outside of their household, and avoiding high risk individuals and high risk settings.
2Self‐test – all close contacts should self‐test immediately and after day 5 and again if symptoms develop.
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The SARS-CoV-2 exposure risk matrix (the risk matrix) is an assessment tool based on what is current information about the virus and transmission 
to assist in establishing level of risk for individuals in workplace, school or other community settings that are non-household or non-residential.  
The risk matrix can also be applied to assessing exposures at events (e.g. conferences, sporting events, etc.). Risk assessment of case/contact 
interactions requires integration of the factors included in the matrix based on the information received from the case (and contact, as applicable), 
and the judgment of the case investigator. As more evidence becomes available, the risk matrix may require updates.   
 
Prior to utilizing the risk matrix, refer to the Contact Definitions to determine if high or low risk exposure occurred.  

• Table 1 provides considerations for the adequacy of personal protective equipment (PPE) when there has been direct contact or 
interactions in close proximity during work-related exposures.  

• Table 2 incorporates the elements of adherence to appropriate individual-level and setting-specific risk mitigation measures as referred 
to in the contact definition. Physical interactions between the case and each contact must be assessed against the contact definition.     

• Table 3 provides further explanation of key terms used within the matrix. 
 
When assessing the risk of exposure, consider the level of effectiveness of the measures in place to lower risk of exposure that are not impacted 
by individual compliance (e.g. physical barriers that prevent physical interactions), versus measures where the effectiveness may vary by individual 
compliance (e.g. correct use of PPE and adhering to physical distancing requirements).  

Considering PPE in an exposure assessment requires that there are standards and assurances that the mask is Health Canada approved as a 
medical grade mask, that individuals understand and ensure that it fits properly, is put on and taken off correctly, was used appropriately and was  
accompanied by hand hygiene. As such, use of PPE is only considered in exposure risk assessments in work-related exposures where the PPE was 
provided by the employer who provides the assurances of adequate PPE.   
 
PPE is considered the least effective measure as it is the last line of defense when other controls are not feasible or are inadequate and is highly 
user-dependent (See Figure 1). Refer to Table 3 for details of adequate PPE. Masking can lead to additional contact with the face due to 
discomfort and may increase the risk of infection highlighting the need for meticulous hand hygiene and the need for training on appropriate 
donning, use and doffing.   
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The use of PPE should not be confused with source control. A medical mask or respirator used as PPE protects the individual who is wearing it and 
serves as source control. Non-medical masks or face coverings serve as source control only. 

Figure 1 provides a visual representation of the relative effectiveness of various mitigation measures in alignment with the Hierarchy of Controls 
for Occupational Health and Safety.   

Figure 1. Applying the Hierarchy of Controls for COVID-19 
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When adherence to specific risk mitigation measures in the setting where the case and contact interacted cannot be verified, further public health 
investigation and consultation with the MHO may be required and a more conservative approach may be taken.    
 
The risk matrix assumes that basic hygiene policies are supported in these settings and include access to hand sanitizer, cleaning and disinfecting 
between use of common items and spaces, etc. If the assessment in the initial stages of the investigation indicate that required public health 
measures have not been adequate, the MHO should be consulted on how to assess contacts and if further enforcement measures are needed. In 
the event of deficiencies being identified, expected prevention measures for that setting should be addressed and implementation of additional 
mitigation measures may also be required.  
 
Considerations that were discussed in the development of this matrix: 

• Symptoms of case at the time of interaction are not included in the risk assessment; the matrix applies to the time period during which the 
case was determined to be infectious. High respiratory effort of the case (including coughing and sneezing, singing, yelling, loud talking, 
and increased respiratory effort associated with physical activity) may generate more respiratory droplets and aerosols and propel 
droplets further than normal speaking, thereby increasing the risk for those nearby.  When these respiratory activities have occurred, the 
minimum physical distance is increased.  

• Indoor/outdoor environment – outdoor activities are being promoted; this does not mean physical distancing is not required; rather, it 
often provides extra space to enable sufficient physical distancing between individuals that may not be achieved indoors. Outdoor 
environments generally reduce risk given the improved circulation of fresh air.  
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Table 1.  Assessment of Work-Related Exposures in the Context of Adequate PPE1  
  Employer-provided PPE – training received 

and OH&S oversight 
Employer provided PPE - no training 
received or no OH&S oversight 

A Contact Wearing A Medical Mask AND Eye protection (Direct or indirect contact – within 2 meters) 

CA
SE

 With source control   
Without source control   

 
B Contact Wearing A Medical Mask but NO EYE PROTECTION (Direct or indirect contact – within 2 meters) 

CA
SE

 Low Respiratory Effort with source control   
Low Respiratory Effort without source control   
High Respiratory Effort with source control   

 High Respiratory Effort without source control   
C Contact NOT WEARING MEDICAL MASK OR EYE PROTECTION  (Direct contact. For indirect contact, refer to Table 2.) 

CA
SE

 Low Respiratory Effort with source control   
Low Respiratory Effort without source control   
High Respiratory Effort with source control   

 High Respiratory Effort without source control   
Work related interactions with adequate distance and PPE = no exposure; Work-related exposures, adequate distance but inadequate PPE, refer 
to Table 2.  

 

 

                                                           
1 For health care workers, refer to Special Considerations for Health Care Workers for further information 
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Table 2. Assessment of Individual-Level and Setting-Specific Risk Mitigation Measures (PPE is not applicable) 
 Type and level of activity  Able to maintain adequate distance   Unable to maintain adequate distance  

Outdoors  Indoors well 
ventilated 

Poor/ 
Unknown 
ventilation 

 Outdoors  Indoors well 
ventilated 

Poor/ 
Unknown 
ventilation 

A Contact - short time (< 15 minutes) 

CA
SE

 

Low Respiratory effort with source control        
Low Respiratory Effort without source control        
High Respiratory Effort with source control        
High Respiratory Effort without source control        

B Contact - prolonged time (≥15 minutes) 

CA
SE

 

Low respiratory effort with source control         
Low Respiratory Effort without source control        
High Respiratory Effort with source control         
High Respiratory Effort without source control         

Adapted from Jones et al (2020) and incorporates elements from Public Health Ontario (2020a) (https://www.publichealthontario.ca/-
/media/documents/ncov/main/2020/09/covid-19-contact-tracing-risk-assessment.pdf?la=en)  

Table 3. Legend and Definitions 
Green No exposure 
Yellow Lower risk exposure (consider as non-close contact) 
Red Higher risk exposure (consider as close contact) 
Adequate PPE - Masks provided by  the employer that are licenced by Health Canada as a Class 1 Medical devise (medical grade); 

the mask must have been intact (meaning clean and dry) at the time of the exposure;  

https://www.canada.ca/en/health-canada/services/drugs-health-products/covid19-industry/medical-devices/authorized/other.html
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- Appropriate eye protection2 - Eyewear is intended to protect the eyes from droplet exposure (eyes are protected 

from small particles by fitting closely to face at top/brow area and both sides) (Alberta Health Services, 2021).  
Examples include full face respirator, half face visor, safety glasses that enclose eye area, or any similar type of eye 
protection where the eye area is fully covered; and 

- Individuals have been trained on appropriate use in donning, wearing and doffing without contamination; 
training includes assessing the integrity of the PPE.   

       
The employer3 must have a quality assurance process to monitor for adherence to appropriate PPE use and other 
mitigation measures.  Workplaces that provide PPE will have a respiratory protection plan in place with OH&S 
oversight (i.e. a written exposure control plan4).   

Ability to maintain 
adequate distance 

In general, 2m is considered adequate distance but activities with high respiratory effort require a minimum of 3m 
distance. Assess whether individuals were stationary or involved in activities where physical distancing was not 
maintained as appropriate to the respiratory effort (sports drills, games that involve frequent close interaction with 
higher respiratory effort). Consider the capacity of the room and the number of individuals in the space.   

Source Control (Public 
Health Ontario [2020b] 
and [2020c]) 
 

Masks for source control reduce transmission of infection from the wearer to those around them. Source control 
provides one layer of protection to potentially reduce the amount of the wearer’s respiratory droplets expelled to the 
environment. It does not eliminate risk of spread and if the case is wearing a mask, identification and follow up of close 
contacts is still warranted.  
 
Source control is offered by covering the nose and mouth and when it has been observed to be consistently and 
appropriately used and can include: 

- Non-medical masks (e.g. made of cloth or other masks not certified by Health Canada as medical grade)  
- Medical masks  

                                                           
2 Unacceptable eye protection includes prescription and non-prescription glasses and sunglasses (unless meeting the enclosed criteria as above) 
3 Workplaces must be compliant with Occupational Health and Safety Regulations and supported by Occupational Health and Safety programs that have 
necessary expertise to do risk assessment and provide support for risk management of hazards in the workplace. 
4 The WorkSafe Saskatchewan resource - Conducting a hazard assessment and developing an exposure control plan (https://www.worksafesask.ca/wp-
content/uploads/2021/04/21.03.16.CR5433.PRV_.Conducting-a-hazard-assessment-and-developing-an-exp...-1.pdf) 

https://www.worksafesask.ca/wp-content/uploads/2021/04/21.03.16.CR5433.PRV_.Conducting-a-hazard-assessment-and-developing-an-exp...-1.pdf
https://www.worksafesask.ca/wp-content/uploads/2021/04/21.03.16.CR5433.PRV_.Conducting-a-hazard-assessment-and-developing-an-exp...-1.pdf


Respiratory and Direct Contact – COVID-19 
Section 2-20 

Attachment –Exposure Risk Matrix 
Page 7 of 8 

  2021 04 30 
 

 
 
The following are inadequate source control and the assessment should be considered as NO source control: 

- There is an exhalation valve. Exhalation valves allow the exhaled air to escape into the environment rendering 
them ineffective in source control. 

- Inconsistent or inappropriate use (not covering the mouth and nose for the duration of the interaction)  
High Respiratory Effort Represents the respiratory effort of the case.  In cases of high respiratory effort, the virus is projected further in and 

includes such activities as coughing, sneezing, shouting, singing, playing wind instruments, sports activities, etc. 
Amount of physical distancing is a continuum and generally, increased distance is lower risk. For practical application, 
distances of >= 2 meters and >=3 meters are a guide. 

Prolonged Time Time is one element of an exposure. There is no definitive description of prolonged time. To provide a guide for 
investigations, prolonged can be defined as greater than 15 minutes cumulative within a 24 hour period, recognizing 
that high risk exposures may occur in less than 15 minutes based on the type of interaction with a case. 

Short Time Less than 15 minutes cumulative within a 24 hour period 
Ventilation 
(Government of Canada 
[2021]) 

For the purpose of the matrix, a formal assessment of ventilation including air exchange rate and HVAC specification 
are not required. General considerations include volume of the space (square meters and ceiling height), access to 
fresh air through open windows/doors, free flow of air unrestricted by walls, partitions and barriers. Basements are 
generally more difficult to ventilate and would be considered to have poor ventilation. 
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Students have experienced multiple, prolonged periods without inperson learning during the COVID-19 
pandemic, and there is evidence demonstrating related harms (Public Health Ontario, Aug 2022). Given the 
importance of in-person schooling for the learning and overall well-being of children, it is important to 
balance the harms of losing in-person learning with reducing transmission in kids especially now that broad 
societal measures to prevent health system collapse are no longer required. Efforts to reduce transmission  
utilizes multiple layers of prevention in schools, which may include a stronger recommendation for masking 
especially when community transmission higher, to mitigate the harms of disruption to in-person learning 
is advisable.    

We are in a better state; we know more about COVID-19 and given the reduction in severe infection across 
communities, availability of vaccinations that prevent severe infections broadly across the population, and 
a lower risk of severe disease overall in children our recommendations this year encourage a less stringent 
approach to school-based COVID-19 mitigation. The aim is to optimize in-person classroom time and 
participation in extracurricular activities, and minimize attendance disruptions.   

Expectations 

• As more people are vaccinated and there are more recoveries from infection, a level of population 
immunity is developing and the level of immunity in the population will play a crucial role in disease 
control.    

• Current evidence indicates that eradication of SARS-CoV-2 does not appear feasible (Public Health 
Ontario, Feb 2022).  

• Population immunity should be considered as something that is “continuous” and dynamic (i.e. level of 
immunity in the population is proportional to decreases in incidence of infection and may vary across 
regions or sub-populations) and we can anticipate peaks of infection due to seasonality, new variants 
and/or the unclear effects of waning of immunity and long-term durability of protection with resulting 
disease not necessarily being mild. 

• Communities throughout the country including Saskatchewan continue to experience cycles of high 
COVID-19 transmission as new variants are associated with a higher risk of infection or reinfection in 
both vaccinated and unvaccinated individuals.  

• We could anticipate a winter season with higher case incidence. 
• Public health guidance may vary from community to community, with some health departments 

enacting targeted recommendations to protect high-risk individuals and others choosing to retain 
broader mitigation strategies. 

 

Our strategies will focus on the following recommendations: 

• Stay home when ill – School administrators should ensure that staff, other adults entering the school, 
parents, caregivers, and students are aware that they should not come to school if they are sick and 
unable to participate fully in routine activities. School administrators can support this practice by 
communicating the importance of everyone doing a health check (BCCDC, 2022). 
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• Hand Hygiene and Respiratory Etiquette – these are standard individual healthy practices that can help 

reduce illness and disease spread.    
• Environmental Cleaning – Cleaning and disinfection of the physical environment is important. It reduces 

the numbers of microorganisms that may potentially be transmitted to other individuals.   
• Ventilation – We have learned the value of improving ventilation to reduce the transmission risk for 

COVID-19 and other respiratory illness during the fall and winter. We encourage to continue making 
wise investments in ventilatory improvements and, when possible, flexing to outdoor or less-crowded 
indoor locations during periods of high seasonal transmission, so long as such practices do not impose 
major challenges to normal program operations and safety. 

• Symptom Monitoring – Isolation of contacts (also referred to a quarantine) is no longer required by 
public health for close contacts of COVID, however it is good health practice to pay attention to early 
signs of illness an to take steps to reduce the risk of spreading to others including self-testing, masking 
and self-isolation when ill. This is particularly important for Individuals who are aware of an exposure to 
COVID – these individuals should isolate if they develop symptoms.   

• Self-Testing – At home tests are expected to be available for the foreseeable furture.  Individuals 
experiencing mild cold-like symptoms including cough, sore throat, sneezing without fever, it is 
recommended that you stay home, use rapid antigen testing and self-isolate. 
 Anyone who tests positive for COVID-19 should self-isolate immediately at home or in another 

suitable environment, regardless of their vaccination status.  
o It is recommended that individual self-isolate for five days from the date of test or 24 hours 

after any fever has resolved without the aid of fever-reducing medications and all other 
symptoms are improving for at least 48 hours, whichever is later. 

 Individuals with a negative test should follow the general self-isolation guidelines (as outlined 
below).  

• Self-Isolation – The strongest mitigation practice for reducing school outbreaks of any seasonal 
respiratory illness remains the expectation that students who are ill (particularly those with cough, 
muscle aches and fever) stay home to recuperate. Individuals should remain home until fever-free for at 
least 24 hours, and until symptoms are improving.  Individuals with a positive test should follow the 
guidelined outlined under testing above.  

• Masking – Schools no longer need to enact masking requirements within school settings. However, we 
should  continue to communicate to families any updates/recommendations for masking when indoors 
during periods of high community transmission. Such communications can inform the voluntary 
decisions of students and staff of whether to mask during these periods. Schools must be supportive of 
individual students and staff who choose to continue to mask. 

• Vaccination – Students and staff should complete at least the primary series of COVID-19 vaccinations 
given the strong protection they provide against severe infections. Akin to seasonal influenza 
vaccination, which we perform each year to prevent reinfection, we would encourage schools and early 
childhood programs to inform staff and student families of recommendations for COVID-19 booster 
vaccinations when appropriate. 
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• Outbreaks – To avoid lengthy periods of learning loss and school closure, schools might adopt practical 

strategies, in consultation with local public health, when confronted by large outbreaks. 
 Communication - Schools should first and foremost communicate to families when a large 

outbreak occurs. These communications can inform voluntary decisions among staff and students 
of whether to mask when a large outbreak occurs within the school. 

 Masking - During an outbreak within a classroom or school, school leadership might ask affected 
classrooms (or if large enough, the school) to do a “mask sprint” for a week to limit the extent of 
the outbreak (Children’s Hospital of Philidelphia, Aug 2022).  

 Testing - If testing is available, they might offer voluntary outbreak testing to quickly identify 
individuals who are positive and must isolate at home. 

The Public Health Agency of Canada, Reducing COVID-19 risk in community settings: A tool for operators 1 
may help administrators to identify different strategies that may help to lower the risk of COVID-19 spread 
in their specific setting. 

 

 

 

  

                                                           
1 https://health.canada.ca/en/public-health/services/diseases/2019-novel-coronavirus-infection/guidance-
documents/reducing-covid-19-risk-community-settings-tool-operators.html 
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Revisions 

August 31, 
2022 

• Updated the document to align with the general approaches for COVID-19 that 
focuses on a self-management approach. 

• Added references and 2022-23 resources.   
January 7, 
2022 

• Case isolation period updated to 5 days for fully vaccinated individuals  
• Contact isolation period updated to 10 days for all individuals 
• Amendments to reflect change in process that positive COVID-19 test results for 

school-based students or daycare attendees, from either rapid antigen or PCR tests, 
are to be reported to the local school office or daycare by parents or guardians.  
The school or daycare will then send a notification to parents/guardians of the class 
and/or bus cohort that may be considered close contacts. 

November 
29, 2021 

• Removed reference to enhanced precautions applying to the whole school in the 
outbreak table and replaced it with a footnote that clarifies that enhanced 
precautions are based on the local context and the scope of the outbreak; 
measures may be applicable to a class, a cohort (as defined in outbreak criteria), a 
grade or the whole school/facility 

• Removed details of self-isolation exemption as Public Health Order updated 
October 1, 2021 to specify that unvaccinated pupils that are identified as a close 
contact of a household case will not be exempted from the requirement to isolate 
for 14 days. Inserted references to the current Public Health Order posted at 
Saskatchewan.ca to seek most up to date details on current exemptions for self-
isolation  

• Updated outbreak criteria to include:  
 An outbreak will be declared when three or more individuals are confirmed to 

be positive with COVID-19 in a classroom or cohort within 14 days and 
attended school while infectious 

 Examples provided for cohort (sports team, bus route, club or other group) 
September 
23, 2021 

• Added definition of daycare and removed reference from preschool in the table as 
these exposures are not recognized in the Public Health Order. 

September 
17, 2021 

• Amendments to align with current Public Health Order. 

September 
13, 2021 

• Attachment posted. 
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