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AFFIDAVIT

1. | have previously presented an affidavit in this proceeding. | have
reviewed the affidavits filed subsequent to my initial affidavit, and present

this affidavit in reply.

2. | have personal knowledge of the facts and matters stated in this
affidavit — except where they are based upon information and belief, in which

case | believe them to be true.



AB2158

Applicants’ Request for Undertakings

3. By letter dated March 19, 2021, legal counsel for the Applicants wrote
to legal counsel for the Respondents to request a breakdown of Ct values on

all positive tests performed by the lab.

4.  Counsel for the Respondents initially refused to provide the documents
on the basis that it would require the lab to undertake further analysis. By
letter dated April 1, 2021, the Applicants renewed their request for production
of information that would show the Ct thresholds for all positive PCR tests.
In particular, the Applicants’ request was stated as follows:

Document(s) with CT thresholds by percentages of all positive cases

between March 2020-March 2021, and specifically, what percentage of

cases per month resulted from a positive PCR test with a CT of 36, 37, 38,

ig) 40, 41, 42, 43, 44, 45 (not simply the percentage as a range from 36-
5. While Cadham Provincial Laboratory (“Cadham”) did not have the
breakdown as requested, we confirmed that we could produce a
spreadsheet from data in our computer system showing the Ct value of each
of the 15,464 positive PCR tests Cadham had performed from March 11,
2020 to March 31, 2021. | understand from the Respondents’ counsel that
they provided this information to the Applicants’ counsel by way of letter
dated April 6, 2021.

6. The spreadsheet provided the date the lab received each test sample,
the type of PCR test used and the Ct value. However, some of the entries
provided a number that differs from the typical range for Ct discussed in my
report included in my first affidavit. These are results from a different type of
nucleic acid amplification test (PCR_PANTH_COV19) called transcription
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mediated amplification that uses a value known as relative light units (RLU)
rather than CT. Despite the shortcut name “PCR_PANTH_COV19", it is not
a PCR-based assay.

7. 1 understand that in a letter dated April 13, 2021, Applicants’ counsel
subsequently raised some questions about the information provided in the
spreadsheet as well as statements | made in my original affidavit about
statistics regarding the percentage of Ct values within certain ranges. |

respond to those questions below.

Breakdown of tests by Ct value

8. In my report, that is attached as Exhibit C to my first affidavit, | indicated
the following at lines 193 to 197:

In December 2020, 5825 Manitoba SARS-CoV-2 positive results were
analyzed and categorized by Ct value. Almost 60% had a Ct value less
than 25 (~35% <20 and ~23% 20-25) and of the remaining samples,
18% had Ct 25-30, 18% had Ct 30-36 and 7% had Ct 36-40. The large
majority (~68%) of these patients would be considered as higher level
risk of infectiousness, just based on Ct value alone.

9. First, | would like to correct a typographical error in this passage. My

reference to “~68%”" in the last sentence of this passage above should have
been “~76%".

10. Counsel for the Applicants suggests that there is a discrepancy
because my spreadsheet shows there were only 3,200 positive tests in
December with a Ct value, which contradicts the reference to 5,825 tests in
lines 193-197 of my report. However, as stated in my report, the analysis of

test results was conducted in December, 2020. It was not conducted only on
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tests that were done in December. | have asked the scientist who prepared
this information and they do not remember precisely what query or criteria
was used to run the analysis (it was done through a computer/spreadsheet
query). In any event, | asked them to perform the same breakdown with
respect to all of the PCR tests performed from 2020 in the spreadsheet
(excluding those tests that do not use a Ct value). The result was quite similar

to the result in the December analysis of the 5,825 tests:

% from all | % from the 5825

CT # of tests | 2020 tests tests
<19.99 3039 33% ~35%
20-24.99 2135 23% ~23%
25-29.99 1725 19% 18%
30-35.99 1713 19% 18%

>36 582 6% 7%

total 9194

Number of Positive PCR tests in Manitoba

11. | understand Applicants’ counsel suggests there is a discrepancy
between the total number of reported COVID-19 cases in Manitoba and the
number of tests Cadham has performed. Applicants’ counsel points to Dr.
Loeppky’'s affidavit (Exhibit B, p. 7) which identified 26,785 lab confirmed
COVID-19 cases, whereas she said the spreadsheet | provided only showed
15,466 positive test results. There is no discrepancy. Cadham is one of a
few laboratories that conducts PCR testing for COVID-19 in Manitoba.
Shared Health Inc. conducts PCR testing, primarily for samples taken in

hospital settings, and a private laboratory service provider, Dynacare,
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conducts many of the community tests for Winnipeg based public testing
centres. | provided information that is in the possession of Cadham about
the tests it had performed. The balance of the positive tests were performed

by these other agencies.

World Health Organization Recommendations for PCR testing
Guidelines

12.  In Dr. Warren’s discussion of my report on page 3 of Exhibit B of his
affidavit (sworn March 30, 2021), he asserts that “The World Health
Organization (WHOQO) recognizes the limitations of PCR and advises that
‘health care providers must consider any result in combination with timing of
sampling, specimen type, assay specifics, clinical observations, patient
history, confirmed status of any contacts, and epidemiological information’."
Dr. Warren takes this quote from a January 13, 2021 notice to laboratory
professionals published by the WHO entitled “Information Notice for VD

Users 2020/05". A copy of the January 13, 2021 Notice is attached as
Exhibit A.

13. Dr. Bhattacharya, in his discussion of my report and the Ct values of
PCR tests generally on page 14 of Exhibit “A” to his second affidavit (sworn
March 31, 2021), also refers to the January 13, 2021 WHO “Information
Notice for [VD Users 2020/05”" (Exhibit A).

14. | can confirm that | am aware of the WHO guidance around the use of
PCR tests and agree that an in-vitro diagnostic medical device (IVD) user
must be aware of the limitations of the PCR tests in diagnosing and treating
a particular patient. Cadham performs the lab test, but interpretation in the

context of clinical and epidemiological information must also be made.
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15.  WHO guidance on the use of PCR tests includes both the document
that Dr. Warren and Dr. Bhattacharya reference, which is a reminder to
laboratory professionals to ensure they follow the instructions for the PCR
test they are administering, as well as a more comprehensive guidance
document entitled “Interim Guidance on Diagnostic Testing for SARS-CoV-
2" issued by the WHO on September 11, 2020. A copy of the Interim

Guidance document is attached as Exhibit B.

16. A number of elements of the September 11, 2020 Interim Guidance
(Exhibit B) are salient in responding to Dr. Warren’s comments, and also
the comments of Dr. Kettner in his report at p. 8 of Exhibit B to his affidavit
(sworn April 1, 2021). In particularly Dr. Kettner suggests that viral culture is
the “gold standard” for determining infectivity. While the ability to culture virus
does confirm infectiousness in cells and thus likely in humans, the converse
is not true, as discussed in my report. However, the Interim Guidance
document provides some helpful context for understanding the role of the
PCR test and viral culture in the pandemic response. The WHO advises that
viral isolation (culturing virus) is not recommended in the diagnostic process
due to the biosafety level required to safety do the tests (BSL-3 or what we
call containment laboratory 3/CL3 in Canada). That is, very few labs in
Canada are capable of safely culturing the virus. The WHO also suggests
that rapid testing is required for planning and design of public health and
outbreak control, with approximately 24 hours being the maximum

recommended in most settings. Cell culture cannot achieve this.

17. The January 13, 2021 WHO Notice also observes “that the probability
that a person who has a positive result (SARS-CoV-2 detected) is truly

infected with SARS-CoV-2 decreases as prevalence decreases”.
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18. It is certainly true that disease prevalence has an effect on false
positives. For example, in the middle of the summer 2020, when there were
few confirmed cases of COVID-19 in Manitoba, the likelihood of a false
positive may have been expected to be marginally higher. This would not be
the case in the fall and winter of 2020 when community transmission of the
virus was widespread. Cadham also follows the WHO’s recommendation to
perform repeat confirmatory testing on tests with a Ct value of 36.5 or

greater.

19. The WHO Notice also goes on to recommend providing the Ct value of

a test to the requesting health care provider.

20. Shortly after this recommendation was issued by the WHO, the same
subject was considered by the Canadian Public Health Laboratory Network
("CPHLN"). CPHLN is a national association of public health [aboratory
professionals which acts as a unified voice for federal and provincial member
laboratories. CPHLN is composed of provincial public health laboratories and
the National Microbiology Laboratory. It provides guidance to Canadian

public health laboratories and facilitates collaboration.

21. The CPHLN prepared a FAQ which addresses a number of questions
about PCR tests, Ct values and their use. Despite the recommendation in
the WHO'’s January 13, 2021 Notice, the CPHLN reaffirmed the practice of
not routinely reporting Ct values with PCR results, and concludes with similar
recommendations as the United States Centers for Disease Control and
Prevention, the (American) Association of Public Health Laboratories, and
the Ontario Ministry of Health. As indicated in the FAQ document this is due

to the concern that the Ct value should not be used alone to make clinical or
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public health judgements. Not all PCR or alternate nucleic acid amplification
assays produce Ct values or an equivalent proxy measure of viral load.
Further, while Ct values can provide an indication that someone is more or
less likely to be infectious, a Ct value cannot be used to determine
infectiousness definitively. However, Ct values may be provided to
physicians upon request and the lab will consult to assist interpreting the test
results. | can confirm that Cadham also does on occasion provide Ct values
on request to Medical Officers of Health and institutional infection control
practitioners, but only along with a full consultation on the individual’s clinical
and contact details. It should be noted that consultation with public health
professionals is also required as part of good disease control practice. A
copy of the FAQ is attached as Exhibit C.

22. | make this affidavit bona fide.
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WHO Information Notice for
IVD Users 2020/05

Nucleic acid testing (NAT) technologies that
use polymerase chain reaction (PCR) for
detection of SARS-CoV-2

20 fanuary 2021 | Medical product alert | Geneva | Reading time:

Ay i X Francais Pycckuit Espaiiol Portugués

Product type: Nucleic acid testing (NAT) technologies that use polymerase chain reaction (PCR)
for detection of SARS-CoV-2

Date: 13 January 2021
WHO-identifier: 2020/5, version 2
Target audience: laboratory professionals and users of IVDs.

Purpose of this notice: clarify information previously provided by WHO. This notice supersedes
WHO Information Notice for In Vitro Diagnostic Medical Device (IVD) Users 2020/05 version 1,
issued 14 December 2020.

Description of the problem: WHO requests users to follow the instructions for use (IFU) when
interpreting results for specimens tested using PCR methodology.

Users of IVDs must read and follow the IFU carefully to determine if manual adjustment of the
PCR positivity threshold is recommended by the manufacturer.

file:///C:/Users/SeBoyd/AppData/Local/Temp/Low/BYC04HVZ.htm 2021-04-28



WHO Information Notice for IVD Users 2020/05 AB2167 :of2

WHO guidance Diagnostic testing for SARS-CoV-2 states that careful interpretation of weak positive
results is needed (7). The cycle threshold (Ct) needed to detect virus is inversely proportional to the
patient’s viral load. Where test results do not correspond with the clinical presentation, a new
specimen should be taken and retested using the same or different NAT technology.

WHO reminds IVD users that disease prevalence alters the predictive value of test results; as
disease prevalence decreases, the risk of false positive increases (2). This means that the
probability that a person who has a positive result (SARS-CoV-2 detected) is truly infected with
SARS-CoV-2 decreases as prevalence decreases, irrespective of the claimed specificity.

Most PCR assays are indicated as an aid for diagnosis, therefore, health care providers must
consider any result in combination with timing of sampling, specimen type, assay specifics, clinical
observations, patient history, confirmed status of any contacts, and epidemiological information.

Actions to be taken by IVD users:

. Please read carefully the IFU in its entirety.
. Contact your local representative if there is any aspect of the IFU that is unclear to you.
. Check the IFU for each incoming consignment to detect any changes to the IFU.

LN

. Provide the Ct value in the report to the requesting health care provider.
Contact person for further information:

Anita SANDS, Regulation and Prequalification, World Health Organization, e-mail:
rapidalert@who.int

References:

1. Diagnostic testing for SARS-CoV-2. Geneva: World Health Organization; 2020, WHO reference
number WHO/2019-nCoV/laboratory/2020.6.

2. Altman DG, Bland JM. Diagnostic tests 2: Predictive values. BMJ. 1994 Jul 9;309(6947):102. doi:
10.1136/bmj.309.6947.102.
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Introduction

This document provides interim guidance to laboratories and other stakeholders involved in diagnostics for severe acute respiratory
syndrome coronavirus 2 (SARS-CoV-2). It covers the main considerations for specimen collection, nucleic acid amplification
testing (NAAT), antigen (Ag), antibody (Ab) detection and quality assurance. This document will be updated as new information
becomes available, Feedback can be sent to WlHElab@who.int,

Changes from the previous version

The title of this interim guidance has changed from “Laboratory testing for COVID-19 in suspected human cases™ to “Diagnostic
testing for SARS-CoV-2", Additional relevant background information and a clinical diagnostic algorithm has been added to the
document. Furthermore, the guidance has been updated with new findings from the literature and best practices.

Relevant WHO documents

WHO has developed interim guidance and technical briefs to assist policy-makers and laboratories on testing for SARS-CaV-2.
These documents cover laboratory testing strateey [1]. laboratory assessment tool [2]. laboratory biosafety [3], advice on the use
of point-of-care immunodiagnostic tests [4]. antigen detection_in diagnosis of SARS-CoV-2 infection using rapid immunoassays
[5]. guidance for the investigations of clusters [6], public health surveillance [7] and operational considerations for surveillance
using GISRS [8]. In addition, ecarly investigation protocols [9] can be used by countries to implement epidemiological studies and
enhance understanding of transmission patterns, disease severity and prevalence, clinical features and risk factors of SARS-CoV-2
infection.

Background on SARS-CoV-2

WHO was first alerted to a cluster of pneumonia of unknown etiology in Wuhan, People’s Republic of China on 31 December 2019.
The virus was initially tentatively named 2019 novel coronayvirus (2019-nCoV).

Subsequently the International Committee of Taxonomy of Viruses (ICTV) named the virus SARS-CoV-2 [10]. COVID-19 is the
name of the illness caused by SARS-CoV-2.

SARS-CoV-2 is classified within the genus Betacoronavirus (subgenus Sarbecovirus) of the family Coronaviridae [11]. It is an
enveloped, positive sense, single-stranded ribonucleic acid (RNA) virus with a 30-kb genome [10]. The virus has an RNA
proofreading mechanism keeping the mutation rate relatively low. The genome encodes for non-structural proteins (some of these
are essential in forming the replicase transcriptase complex), four structural proteins (spike (S), envelope (E), membrane (M),
nucleocapsid (N)) and putative accessory proteins [12-14]. The virus binds to an angiotensin-converting enzyme 2 (ACE2) receptor
for cell entry [15-17].

SARS-CoV-2 is the seventh coronavirus identified that is known to infect humans (HCoV). Four of these viruses, HCoV-229E,
HCoV-NL63, HCoV-HKU1 and HCoV-OC43, are endemic, seasonal and tend to cause mild respiratory disease. The other two
viruses are the more virulent zoonotic Middle East respiratory syndrome coronavirus (MERS-CoV) and severe acute respiratory
syndrome coronavirus type 1 (SARS-CoV-1). SARS-CoV-2 is most genetically similar to SARS-CoV-1, and both of these viruses
belong to the subgenus Sarbecovirus within the genus Betacoronavirus [11]. However, SARS-CoV-1 is currently not known to
circulate in the human population.

The clinical presentation of SARS-CoV-2 infection can range from asymptomatic infection to severe disease [18-27]. Mortality
rates differ per country [28]. Early laboratory diagnosis of a SARS-CoV-2 infection can aid clinical management and outbreak
control. Diagnostic testing can involve detecting the virus itself (viral RNA or antigen) or detecting the human immune response to
infection (antibodies or other biomarkers).

While our understanding of SARS-CoV-2 has rapidly expanded, there are still many outstanding questions that nced to be addressed.
WHO encourages research and the sharing of results that may contribute toward an improved characterization of SARS-CoV-2 [29,
30].

-
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Background information on SARS-CoV-2 RNA detection ]

Standard confirmation of acute SARS-CoV-2 infections is based on the detection of unique viral sequences by nucleic acid
amplification tests (NAATS), such as real-time reverse-transcription polymerase chain reaction (rRT-PCR). The assays’ targets
include regions on the E, RdRP, N and S genes.

Once an individual has been-infected by the virus, the mean time it takes to develop symptoms (incubation period) is 5-6 days, with
a range of between 1 and 14 days following exposure [31-35]. The virus may be detectable in the upper respiratory tract (URT) 1-
3 days before the onset of symptoms. The concentration of SARS-CoV-2 in the URT is highest around the time of symptom onset,
after which it gradually declines [36-42). Some studies report higher viral loads in the severely ill compared with patients with mild
disease, while other studies do not report such differences [36, 43-49]. The presence of viral RNA in the lower respiratory tract
(LRT), and for a subset of individuals in the faeces, increases during the second week of illness [38]. In some patients the viral RNA
may only be detectable for several days, while in other patients it can be detected for several weeks, possibly months [44, 50-60].
Prolonged presence of viral RNA does not necessarily signify prolonged infectiousness. Several studies describe the correlation
between reduced infectiousness and i) increased number of days that have elapsed since symptom onset and resolution, ii) decrease
in viral load in respiratory secretions [37, 61-64] and iii) an increase in neutralizing antibodies [37, 61]. More information can be
found on this in Criteria to release COVID-19 patients from isolation [65].

Respiratory secretions may be quite variable in composition, and the adequacy of sampling efforts may also vary, which can
occasionally result in false-negative PCR results [40, 42, 58, 66-74]. In patients for whom SARS-CoV-2 infection is strongly
suspected and URT swabs are negative, viral RNA may be detected in LRT secretions, such as sputum or bronchoalveolar lavage
[70, 71, 75, 76]. Faeces or rectal swabs have been shown to be positive for SARS-CoV-2 RNA in a subset of patients, with some
studies suggesting that this positivity is prolonged compared to that of respiratory tract specimens [46, 56, 59, 75, 77]. In some
patients, SARS-CoV-2 RNA detection in blood samples has been reported and some studies suggest that detection in the blood is
associated with disease severity, however, more studies on this potential association are required [75, 78-81]. In oral fluid specimens
(e.g. induced saliva) [28, 49, 82-88], reported detection rates compared with URT specimens from the same patient vary widely,
and limited data are available on adequacy of SARS-CoV-2 detection in gargling/mouth washes [85]. The striking differences in
sensitivity of oral fluids evaluations are potentially due to large differences in collection, transport and storage techniques, as well
as the evaluation of different testing populations. Occasionally, SARS-CoV-2 can be detected in ocular fluids in patients with and
without signs of conjunctivitis [89-93]. Some studies have not detected SARS-CoV-2 in urine [58, 75, 94], while others were able
to detect viral RNA in urine in a limited number of patients [57, 95]. One study reported several patients with positive semen
samples [96]. In addition, positive RNA detection for brain tissue [97] and cerebrospinal fluid [98] have been described in case
reports. Thus, SARS-CoV-2 can be detected in a wide range of other body fluids and compartments, but it is most frequently detected
in respiratory material and, therefore, respiratory samples remain the sample type of choice for diagnostics.

Laboratory testing guiding principles

The decision to test should be based on both clinical and epidemiological factors. See the interim guidance clinical management of
COVID-19 [99], investigations of clusters [6] and public health surveillance [7].

Rapid collection of appropriate specimens from and accurate laboratory diagnosis of patients in whom SARS-CoV-2 infection is
strongly suspected are the two priorities to support clinical management of patients and infection control measures. Given the
complexity of adequate sampling, laboratory analysis, and interpretation of results, collection and laboratory diagnosis should be
performed by trained and competent operators.

Individuals infected with SARS-CoV-2 may never develop symptoms (asymptomatic cases), they may have very mild disease
(pauci-symptomatic), or they may develop moderate to severe COVID-19 disease [18-26]. The most robust evidence for viral
infection comes from the detection of fragments of the virus, such as proteins or nucleic acids, through virological testing. Infected
individuals may test positive for viral nucleic acids or viral proteins without symptoms (asymptomatic), or before symptom onset
(pre-symptomatic), and throughout a disease episode (symptomatic). For those who develop COVID-19 illness, symptoms can be
wide-ranging at initial presentation of disease. Individuals may present with very mild symptoms, with apparent pneumonia, febrile
illnesses/sepsis, and less commonly with gastro-enteritis or neurological symptoms [99]. If required for case management, patients
should also be tested for other pathogens, as recommended in local clinical management guidelines, but this should never delay
testing for SARS-CoV-2 [99, 100]. Co-infections of SARS-CoV-2 with other pathogens have been reported, thus a positive test for
another pathogen does not rule out COVID-19 and vice versa [27, 101-109]. Cases of false positive dengue antibody test results
using a dengue rapid diagnostic test (RDT) in COVID-19 patients have been reported [110, 111]. There is also a risk of false positive
or false negative SARS-CoV-2 results, if testing is not performed with adequate assays or not done under adequate conditions.
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Specimen collection, shipment and storage

Safety procedures during specimen collection

Ensure that health workers collecting clinical specimens from suspect cases adhere rigorously to infection prevention and control
guidelines (IPC) and wear appropriate personal protective equipment (PPE), see also COVID-19 WHO interim guidance on
infection prevention and control during health care [7].

Ensure that adequate standard operating procedures (SOP) are in place and that staffare appropriately trained in specimen collection,
packaging, shipment and storage. It should be assumed that all specimens collected for investigations may be infected with SARS-
CoV-2 and other pathogens. See also WHO interim guidance on laboratory biosafety for SARS-CoV-2 [3]. Local guidelines,
including on informed consent, should be followed for specimen collection, testing, storage and research.

Specimens to be collected

The optimal specimen depends on clinical presentation and time since symptom onset. At minimum, respiratory specimens should
be collected.

Respiratory specimens

e Upper respiratory specimens are adequate for testing early-stage infections, especially in asymptomatic or mild cases.
Testing combined nasopharyngeal and oropharyngeal swabs from one individual has been shown to increase sensitivity
for detection of respiratory viruses and improve the reliability of the result [60, 86, 112-114]. Two individual swabs can
be combined in one collection tube or a combined nasopharyngeal and oropharyngeal swab can be taken [115]. A few
studies have found that individual nasopharyngeal swabs yield a more reliable result than oropharyngeal swabs [40, 75, 76,
114].

e Lower respiratory specimens are advised if collected later in the course of the COVID-19 disease or in patients with a
negative URT sampling and there is a strong clinical suspicion of COVID-19 [70, 71, 75, 76, 86]. LRT specimens can
consist of sputum, if spontaneously produced (induced sputum is not recommended as this poses an increased risk of
aerosol transmission [99]) and/or endotracheal aspirate or bronchoalveolar lavage in patients with more severe respiratory
disease. Caution should be exercised due to the high risk of aerosolization; therefore strict adherence to IPC procedures
during sample collection is required. The indication for an invasive procedure should be evaluated by a physician.

Before implementing other respiratory or oral fluid sampling methods, the sampling method should first pass validation in the
laboratory for the intended patient groups.

Simplified and optimized specimen collection

There is a high demand for simplified and optimized specimen collection for SARS-CoV-2 detection. Studies on combined
oropharyngeal and nares/nasal swab [116, 117], others on midturbinate [118-120] or lower nasal or nares swabs [120, 121] or
tongue swab [120] either by a trained sampler or by self-sampling have been conducted. While some of these studies show that
these approaches perform reasonably well, these studies focus mostly on specific patient groups and their sample sizes are limited.
Before broad implementation of these alternatives can be recommended, further assessment and validation is needed to determine
the indications for which these collection methods serve as appropriate alternatives.

There are specific cases where collecting nasopharyngeal and oropharyngeal swabs can be problematic, such as mass screening in
schools or nursing homes, especially when elderly people with dementia or young children are involved. In these scenarios, oral
fluids could potentially be a suitable specimen, as the collection methods are less invasive and there is a lower risk of exposure to
others upon collection, as compared with the collection of URT specimens.

Oral fluid collection methods vary widely: from posterior oropharyngeal fluids/saliva collected by spitting or drooling, or collection
of oral fluid with pipet or special sponges. Gargling with saline solutions is another alternative that has been studied. Sensitivity of
these specimens has a wide performance range compared with naso- and/or oropharyngeal sampling [28, 49, 82, 83, 85-88, 122-
125]. Due to the large variety of collection methods and processing steps, laboratories must collect their own performance data
linked to the local method of collection and in the relevant population for testing. At this time, WHO does not recommend the use
of saliva as the sole specimen type for routine clinical diagnostics. If nonstandard collection methods are intended to be used to
diagnose other respiratory pathogens, the detection of these pathogens needs to be part of the validation procedure.

Faecal specimens

From the second week after symptom onset and onwards, NAAT can be considered for faecal specimens in cases where URT and
LRT are negative and the clinical suspicion of a COVID-19 infection remains [126]. When testing facces, ensure that the intended
extraction method and NAAT has been validated for this type of sample.

-

Post-mortem specimens

If the person is deceased, consider taking a post-mortem swab, needle biopsy or tissue specimens from the autopsy, including lung
tissue for further pathological and microbiological testing [127-133].
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Serum specimens

If negative NAAT results are obtained from a patient in whom SARS-CoV-2 infection is strongly suspected, a paired serum
specimen could be collected. One specimen taken in the acute phase and one in the convalescent phase 2-4 weeks later can be used
to look for seroconversion or a rise in antibody titres. These two samples can be used retrospectively to determine whether the
individual has had COVID-19, especially when the infection could not be detected using NAAT.

See Figure | for the diagnostic algorithm for cases requiring clinical care and are suspected to have COVID-19.

Figure 1: Diagnostic flow diagram for the detection of acute SARS-CoV-2 infection in individuals with clinical suspicion for
COVID-19

Patient meets the clinical criteria for COVID-19*

v -
positive Confirmed
NAAT** - P
case
negative
No indication of acute
no . .
Continued clinical suspicion of mesammsmesip]  OARS-CoV-2 infection
COVID-19***
yes Optional*****: Two-point
3 serum collection for
Resample**** and | negative antibod}/ detec.tiorf with
repeat NAAT _ 2 (semi)quantitative
. serological assay in acute
phase and 2-4 weeks later
positive /
positive g E negative
Confirmed
case Confirmed case No indication for
onfirmed ca
n acute/recent SARS-

CoV-2 infection

* Clinical management of COVID-19 (Interim Guidance), World Health Organization [99].

** If antigen detection would be incorporated into the testing algorithm, how this nceds to be done depends on the sensitivity and specificity of the antigen test and
on the prevalence of SARS-CoV-2 infection in the intended testing population. For more information see section below on “Rapid diagnostic tests based on antigen
detection” and the specific guidance Inwerim guidance on antige-detection in diagnosis of SARS-CoV-2 injection using rapid immunoussays [S].

*+* Continued clinical suspicion can, for example, be the absence of another obvious etiology, the presence of an epidemiological link, or suggestive clinical finding
(e.g. typical radiological signs).

**#¥* The selection of specimen type will depend on the clinical presentation, see section “Specimens to be collected”. Increasing the number of samples tested will
also increase the sensitivity of testing for COVID-19. More than two samples might be needed on some occasions to detect SARS-CoV-2 [73].

¥#¥*% For interpretation of serology, see section “Implementation and interpretation of antibody testing in the clinical laboratory™. Serology cannot be used as a
standalone diagnostic for acute SARS-CoV-2 infections and clinical management.

4-
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Packaging and shipment of clinical specimens

Specimens for virus detection should reach the laboratory as soon as possible after collection. Correct handling of specimens during
transportation and in the laboratory is essential. For guidance on this see Annex 1.

Transportation of specimens within national borders should comply with the applicable national regulations. International transport
of specimens that may contain SARS-CoV-2 should follow the United Nations Model Regulations, Biological Substance, Category
B (UN 3373), and any other applicable regulations depending on the mode of transport.

More information may be found in the WHO Guidance on regulations for the transport of infectious substances 2019-2020 [134]
and specific SARS-CoV-2 laboratory biosafety guidance [3] and shipment instructions [135].

Maintain open and efficient lines of communication with the laboratory and provide all requested information. Specimens should
be correctly labelled and accompanied by a diagnostic request form (see Annex 2 for a request form template, including minimal
required clinical information). Alerting the laboratory before sending specimens and providing the essential background information
with the diagnostic request allows for the proper and timely processing of specimens and reporting of results.

Biosafety practices in the laboratory

Laboratories undertaking testing for SARS-CoV-2 should adhere strictly to the appropriate biosafety practices. Testing clinical
specimens that may contain SARS-CoV-2 should be performed in appropriately equipped laboratories by staff trained in the relevant
technical and safety procedures. National guidelines on laboratory biosafety should be followed in all circumstances. Specimen
handling for molecular testing using standard rRT-PCR requires biosafety level (BSL) 2 or equivalent facilities with the use of a
biosafety cabinet (BSC) or a primary containment device that is recommended for sample manipulation before inactivation.

Attempts to isolate the virus in cell culture require BSL-3 facilities at a minimum. When performing viral culture on potentially
SARS-CoV-2 positive clinical specimens for other purposes, a risk assessment needs to be conducted followed by required safety
measures and procedures [136].

Specific considerations of biosafety requirements may allow certain point-of-care (POC) or near-patient assays to be performed
outside a biosafety cabinet, once local regulations have been reviewed, after performing risk assessment and having put in place
adequate risk-mitigation measures. For further details on laboratory biosafety, see specific laboratory biosafety interim guidance
[3]. For general laboratory biosafety guidelines, see the WHO Laboratory biosafety manual. 3rd edition [136].

Testing for SARS-CoV-2
Nucleic acid amplification test (NAAT)

Wherever possible, suspected active SARS-CoV-2 infections should be tested with NAAT, such as rRT-PCR. NAAT assays should
target the SARS-CoV-2 genome. Since there is currently no known circulation of SARS-CoV-1 globally, a sarbecovirus-specific
sequence is also a reasonable target. For commercial assays, interpretation of results should be done according to the instructions
for use. Optimal diagnostics consist of a NAAT assay with at least two independent targets on the SARS-CoV-2 genome, however,
in areas with widespread transmission of SARS-CoV-2, a simple algorithm might be adopted with one single discriminatory target.
When using a one-target assay, it is recommended to have a strategy in place to monitor for mutations that might affect performance.
For more details, see section below on “Background information on monitoring for mutations in primer and probe regions”.

Background information on monitoring for mutations in primer and probe regions

As SARS-CoV-2 continues to acquire genetic changes over time, mismatches between primers and/or probes, and corresponding
binding sites within SARS-CoV-2 genomes may reduce NAAT sensitivity. Where feasible, monitor for primer and probe
mismatches due to SARS-CoV-2 mutations, and assess their impact. By routinely testing all specimens with two different
primer/probe sets that target different genomic regions it is possible to reduce the risk of false-negative results. Several tools
monitoring for relevant mutations are available, including searches done by GISAID (the Global Initiative on Sharing All Influenza
Data) and other tools including PrimerCheck (Erasmus Medical Centre), PrimerScan (European Centre for Disease prevention and
Control) and CoV-GLUE (COVID-19 UK Genomics Consortium and MRC-University of Glasgow Centre for Virus Research).
Primercheck and COV-GLUE allows researchers to use their own sequence data confidentially as input. Not all mutations in
primer/probe regions lead to significant changes in performance. In silico predictions of binding efficiency are insufficient to
quantify the effect of a mismatch on the sensitivity of a NAAT, so it is essential to do an experimental comparison of the assay’s
sensitivity for both variant and reference virus isolates. For commercial assays, it is vital to keep track of possible incidents of
suboptimal performance. Inform the manufacturer of the assay and WHO of any concerns you may experience with a specific assay.

Many in-house and commercial rRT-PCR assays have become available and several have been independently validated [137-143].
Some considerations for selecting the right NAAT for the laboratory are listed in Annex 3. A few of the NAAT systems have the
capacity for fully automated testing that integrates sample processing as well as the capacity for RNA extraction, amplification and

-5-




Diagnostic testing for SARSE AB2174 =

reporting. Such systems provide access to testing in locations with limited laboratory capacity and rapid turnaround time when used
for near-patient testing. Validation data of some of these assays are now available [ 144]. When implementing these assays in specific
settings, staff performing the test should be appropriately trained, performance should be assessed in those specific settings and a
system to monitor quality should be put in place. Additional potentially valuable amplification/detection methods, such as CRISPR
(targeting clustered regularly interspaced short palindromic repeats), isothermal nucleic acid amplification technologies (e.g. reverse
transcription loop-mediated isothermal amplification (RT-LAMP), and molecular microarray assays are under development or in
the process of being commercialized [145-147]. Validation of the analytic and clinical performance of these assays, demonstration
of their potential operational utility, rapid' sharing of data, as well as emergency regulatory review of manufacturable, well-
performing tests are encouraged to increase access to SARS-CoV-2 testing.

Careful interpretation of weak positive NAAT results is needed, as some of the assays have shown to produce false signals at high
Ct values. When test results turn out to be invalid or questionable, the patient should be resampled and retested. If additional samples
from the patient are not available, RNA should be re-extracted from the original samples and retested by highly experienced staff.
Results can be confirmed by an alternative NAAT test or via virus sequencing if the viral load is sufficiently high. Laboratories are
urged to seek reference laboratory confirmation of any unexpected results.

One or more negative results do not necessarily rule out the SARS-CoV-2 infection [40, 42, 58, 66-74]. A number of factors could
lead to a negative result in an infected individual, including:

- poor quality of the specimen, because it contains too little patient material;

- the specimen was collected late in the course of the disease, or the specimen was taken from a body compartment that did
not contain the virus at that given time;

- the specimen was not handled and/or shipped appropriately;
- technical reasons inherent in the test, e.g. PCR inhibition or virus mutation.

For clinical case management a proposed testing algorithm is depicted in Figure 1.

Alternatives to RNA extraction

Most conventional molecular diagnostic workflows require RNA extraction before an rRT-PCR test is conducted. However, there
are global shortages of commercial extraction kits due to the COVID-19 pandemic. Direct rRT-PCR from nasopharyngeal swabs
may provide an emergency or temporary alternative to RNA extraction, but limitations to the input volume, as well as an increased
risk of RNA degradation and PCR inhibition can lead to a loss of sensitivity of the assay [148, 149]. Heat treatment prior to sample
processing can affect the RNA quality [149, 150]. Other factors that can affect RNA quality and which should be evaluated before
implementation are the addition of detergents, transport media, the volume of the specimen used, and the polymerase enzyme used
[148, 151-154]. The biosafety implications of alternative extraction workflows should also be considered. Laboratories considering
alternative methods that bypass the need for RNA extraction should validate their protocols thoroughly and conduct a risk
assessment that weighs the benefits and risks, before integrating such protocols into a diagnostic workflow.

Pooling of specimens for NAAT

Pooling of samples from multiple individuals can increase the diagnostic capacity for detecting SARS-CoV-2 when the rate of
testing does not meet the demand in some settings [155-159]. There are several strategies for pooling specimens. If the pooled result
is negative, all individual specimens in the pool are regarded as negative. If the pool tests positive the follow-up steps depend on
the strategy, but in general each specimen needs to undergo individual testing (pool deconvolution) to identify the positive
specimen(s). Another approach is matrix pooling. This means that pools are made per row and per column, and tested by PCR, the
position in the matrix identifies the positive specimen without additional testing if prevalence is sufficiently low. Depending how
robust the matrix testing method is in the specific context, it might still be advisable to retest the identified positive samples for
confirmation. Pooling of specimens could be considered in population groups with a low/very low expected prevalence of SARS-
CoV-2 infection, but not for cases or cohorts that more likely to be infected with SARS-CoV-2. Routine use of the pooling of
specimens from multiple individuals in clinical care and for contact tracing purposes is not recommended. Studies have been
conducted to determine the optimal sample pooling number and design pooling strategies in different outbreak settings [156, 160-
162].

Before any sample pooling protocols can be implemented, they must be validated in the appropriate populations and settings. An
inappropriate testing strategy may lead to missed cases or other laboratory errors that may, in turn, negatively affect patient
management and public health control measures. In addition, the risk of cross-contamination and the potential increase in workload
complexity and volume must be considered. To perform reliable pooling, adequate automation is key (e.g. robotic systems, software
supporting the algorithms to identify positive samples, laboratory information systems and middle-ware that can work with sample
pooling).

Based on currently available data, intra-individual pooling (multiple specimens from one individual that are pooled and tested as a
single sample) from upper respiratory tract samples can be used. Intra-individual pooling of sputum and faeces with URT samples
is not recommended because the former may contain compounds that inhibit rRT-PCR.

6-
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Rapid diagnostic tests based on antigen detection

Rapid diagnostic tests that detect the presence of SARS-CoV-2 viral proteins (antigens) in respiratory tract specimens are being
developed and commercialized. Most of these are lateral flow immunoassays (LFI), which are typically completed within 30 minutes.
In contrast to NAATS, there is no amplification of the target that is detected, making antigen tests less sensitive. Additionally, false-
positive (indicating that a person is infected when they are not) results may occur if the antibodies on the test strip also recognize
antigens of viruses other than SARS-CoV-2, such other human coronaviruses.

The sensitivity of different RDTs compared to rRT-PCR in specimens from URT (nasopharyngeal swabs) appears to be highly
variable [144, 163-165], but specificity is consistently reported to be high. Currently, data on antigen performance in the clinical
setting is still limited: paired NAAT and antigen validations in clinical studies are encouraged to identify which of the antigen
detection tests that are either under development or have already been commercialized demonstrate acceptable performance in
representative field studies. When performance is acceptable, antigen RDTs could be implemented in a diagnostic algorithm to
reduce the number of molecular tests that need to be performed and to support rapid identification and management of COVID-19
cases. How antigen detection would be incorporated into the testing algorithm depends on the sensitivity and specificity of the
antigen test and on the prevalence of SARS-CoV-2 infection in the intended testing population. Higher viral loads are associated
with improved antigen test performance; therefore test performance is expected to be best around symptom onset and in the initial
phase of a SARS-CoV-2 infection. For specific guidance on antigen detection tests see the WHO [nterim guidance on antigen-

detection in diagnosis of SARS-CoV-2 infection using rapid immunoassays [5].

Antibody testing

Serological assays that detect antibodies produced by the human body in response to infection with the SARS-CoV-2 can be useful
in various settings.

For example, serosurveillance studies can be used to support the investigation of an ongoing outbreak and to support the
retrospective assessment of the attack rate or the size of an outbreak [9]. As SARS-CoV-2 is a novel pathogen, our understanding
of the antibody responses it engenders is still emerging and therefore antibody detection tests should be used with caution, and not
used to determine acute infections.

Non-quantitative assays (e.g. lateral flow assays) cannot detect an increase in antibody titres, in contrast to (semi)quantitative or
quantitative assays. Lateral flow antibody detection assays (or other non-quantitative assays) are currently not recommended for
acute diagnosis and clinical management and their role in epidemiologic surveys is being studied. For more information on the
utility of rapid immunodiagnostic tests, we refer to the WHO scientific brief with advice on the specific SARS-CoV-2 point-of-care
immunodiagnostic tests [4].

Serology should not be used as a standalone diagnostic to identify acute cases in clinical care or for contact tracing purposes.
Interpretations should be made by an expert and are dependent on several factors including the timing of the disease, clinical
morbidity, the epidemiology and prevalence within the setting, the type of test used, the validation method, and the reliability of the
results.

Seroconversion (development of measurable antibody response after infection) has been observed to be more robust and faster in
patients with severe disease compared to those with milder disease or asymptomatic infections. Antibodies have been detected as
early as in the end of the first week of illness in a fraction of patients, but can also take weeks to develop in patients with
subclinical/mild infection [37, 166-173]. A reliable diagnosis of COVID-19 infection based on patients’ antibody response will
often only be possible in the recovery phase, when opportunities for clinical intervention or interruption of disease transmission
have passed. Therefore, serology is not a suitable replacement for virological assays to inform contact tracing or clinical management.
The duration of the persistence of antibodies generated in response to SARS-CoV-2 is still under study [49, 174]. Furthermore, the
presence of antibodies that bind to SARS-CoV-2 does not guarantee that they are neutralizing antibodies, or that they offer protective
immunity.

Available serological tests for detecting antibodies

Commercial and non-commercial tests measuring binding antibodies (Total immunoglobulins (Ig), IgG, [gM, and/or IgA in different
combinations) utilizing various techniques including LFI, enzyme-linked immunosorbent assay (ELISA) and chemiluminescence
immunoassay (CLIA) have become available. A number of validations and systematic reviews on these assays have been published
[170, 171, 173, 175-177]. The performance of serologic assays varies widely in different testing groups (such as in patients with
mild versus moderate-to-severe disease as well as in young versus old), timing of testing and the target viral protein. Understanding
these performance variations will require further study. Antibody detection tests for coronavirus may also cross-react with other
pathogens, including other human coronaviruses, [167, 178-180] or with pre-existing conditions (e.g. pregnancy, autoimmune
diseases) and thus yield false-positive results.

Virus neutralization assays are considered to be the gold standard test for detecting the presence of functional antibodies. These
tests require highly skilled staff and BSL-3 culture facilities and, therefore, are unsuitable for use in routine diagnostic testing.
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Implementation and interpretation of antibody testing in the clinical laboratory

When implementing serological assays in the clinical laboratory, an in-house validation or verification of the specific assays is
advisable. Even if commercial tests have been authorized for use in emergencies, an in-house verification (or if required by local
authorities a validation) is still required. Protocols and examples with suggestions as to how to do this are now available [170, 171,
181].

Each serological test is different. With regard to commercial tests, follow the manufacturer’s instructions for use. Studies show that
several commercial assays measuring total g or [gG have performed well. Most of these studies show no advantage of IgM over
IgG, as [gM does not appear much earlier than IgG [173]. The additional role of IgA testing in routine diagnostics has not been
established. For confirmation of a recent infection, acute and convalescent sera must be tested using a validated (semi)quantitative
or quantitative assay. The first sample should be collected during the acute phase of illness, and the second sample at least 14 days
after the initial sera was collected. Maximum antibody levels are expected to occur in the third/fourth week after symptom onset.
Seroconversion or a rise in antibody titres in paired sera will help to confirm whether the infection is recent and/or acute. If the
initial sample tests positive, this result could be due to a past infection that is not related to the current illness.

The first known case of reinfection with SARS-CoV-2 has been documented [182]. Only limited information is available on the
interpretation of SARS-CoV-2 antibody tests after a previous infection with SARS-CoV-2 and on the dynamics of SARS-CoV-2
serology if a subsequent infection with another coronavirus occurs. In these two sets of circumstances interpretation of serology
may be extremely challenging.

Viral isolation

Virus isolation is not recommended as a routine diagnostic procedure. All procedures involving viral isolation in cell culture require
trained staff and BSL-3 facilities. A thorough risk assessment should be carried out when culturing specimens from potential SARS-
CoV-2 patients for other respiratory viruses because SARS-CoV-2 has been shown to grow on a variety of cell lines [183].

Genomic sequencing for SARS-CoV-2

Genomic sequencing for SARS-CoV-2 can be used to investigate the dynamics of the outbreak, including changes in the size of an
epidemic over time, its spatiotemporal spread, and testing hypotheses about transmission routes. In addition, genomic sequences
can be used to decide which diagnostic assays, drugs and vaccines may be suitable candidates for further exploration. Analysis of
SARS-CoV-2 virus genomes can, therefore, complement, augment and support strategies to reduce the disease burden of COVID-
19. However, the potentially high cost and volume of the work required for genomic sequencing means that laboratories should
have clarity about the expected returns from such investment and what is required to maximize the utility of such genomic sequence
data. WHO guidance on SARS-CoV-2 genomic sequencing is currently being developed.

Quality assurance

Before introducing a new testing method, a new assay, new batches of materials, or a new PCR technician into the laboratory, a
validation or verification should be carried out, to ensure that the laboratory testing system is performing adequately.

For manual PCR systems, each NAAT sample should include internal controls and ideally a specimen collection control (human
gene target). Additionally, external controls are recommended for each test run. Laboratories that order their own primers and probes
should carry out entry testing or validation looking at functionality and potential contaminants [184].

Laboratories are encouraged to define their assays’ detection limits, and senior staff should recognize how disease prevalence alters
the predictive value of their test results. Once the number of cases goes down, the positive predictive value will decrease, therefore
the interpretation of tests should continue to be part of a stringent quality assurance scheme, with interpretation based on: timing of
sampling, sample type, test specifics, clinical data and epidemiological data.

Laboratories should put measures in place to reduce the potential for false positive rRT-PCR results and have a strategy for the
management of equivocal results. See Annex 4 for a checklist.

In general, laboratories should have a quality assurance system in place and are encouraged to participate in external quality
assessment (EQA) schemes or perform result comparison between laboratories of a subset of samples.

WHO has previously advised national laboratories to ensure quality performance by confirmation of testing results for the first §
positive specimens and the first 10 negative specimens (collected from patients that fit the case definition) by referring them to one
of the WHO reference laboratories that provide confirmatory testing for SARS-CoV-2. WHO provided support to national
laboratories to facilitate specimen shipment to one of the dedicated reference laboratories. For more information, consult the WHO
website for the list of reference laboratories [185] and shipment instructions [135]. Strengthened national reference laboratories and
growing access to EQA schemes for SARS-CoV-2 reduce the need to use this mechanism. If testing for SARS-CoV-2 is not yet
available in a country, efforts should be made to establish national capacity.
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Reporting of cases and test results

Rapid communication of test results is important for planning and design of public health and outbreak control interventions.
Laboratories should follow national reporting requirements. In general, all test results, positive or negative, should be immediately
reported to the national authorities. States Parties to the International Health Regulations (IHR) are reminded of their obligation to
share with WHO relevant public health information for events for which they must notify WHO, using the decision instrument in
Annex 2 of the IHR (2005) [186].

Regular interaction between public health experts, clinicians and local laboratory experts to discuss strategies, potential problems
and solutions, should be considered to be an essential part of an adequate COVID-19 response. This response includes the
development of guidance and (clinical-, epidemiological-, and trial) study protocols.

A rapid turnaround time of test results can, in turn, have a positive impact on the outbreak [187, 188]. More studies are needed to
fine tune the maximum acceptable time from symptom onset to sample result to have impact on clinical management and outbreak
control; currently a maximum of 24 hours is considered reasonable in most settings. As laboratories often have control only over
the time between sample arrival and the test result, it is critical to ensure that samples arrive in the laboratory without delay.

Methods

This document was developed in consultation with experts from the SARS-CoV-2 laboratory expert network. Experts in the network
completed a confidentiality agreement and declaration of interest. The declaration of interest forms were reviewed, and no conflicts
regarding the support of this guidance document were identified. Relevant WHO guidance has been used in this document [136,
185, 189-194]. This is the sixth edition (version 2020.6) and was originally adapted from Laboratory testing for Middle East
Respiratory Syndrome Coronavirus [189).

A broad spectrum of clinical laboratory experts from different regions were engaged in the development of this document. The
internal experts involved in the development include WHO regional laboratory focal points, epidemiologists and clinical experts.
This version of the guidance incorporates the novel understanding and characteristics of the virus and addresses questions and issues
received from WHOQO’s country and regional offices and other channels.
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Thailand; Raymond Lin, National Public Health Laboratory, Singapore; Leo Poon and Malik Peiris, Hong Kong University,
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Annex 1: Specimen collection and storage

Diagnostic testing for SARS

AB2185 *

Specimen type

Collection materials

Recommended temperature for storage and/or
shipment to the laboratory and until testing (from
date of specimen collection) #

Nasopharyngeal and
oropharyngeal swab

Dacron or polyester flocked swabs with
VIM *

2-8 °C if <12 days*
~70 °C (dry ice) if > 12 days

Bronchoalveolar lavage

Sterile container with viral transport
medium **

2-8 °Cif < 2 days
—70 °C (dry ice) if > 2 days

(Endo)tracheal aspirate,
nasopharyngeal or nasal
wash/aspirate

Sterile container with viral transport
medium**

2-8 °Cif <2 days
~70 °C (dry ice) if > 2 days

Sputum

Sterile container

2-8 °Cif<2days
~70 °C (dry ice) if > 2 days

Tissue from biopsy or
autopsy including from lung

Sterile container with saline or VTM

2-8 °C if < 24 hours
~70 °C (dry ice) if > 24 hours

Serum

Serum separator tubes (adults: collect
3-5 ml whole blood)

2-8 °Cif<5days
—70 °C (dry ice) if > 5 days

Whole blood Collection tube 2-8 °C if <5 days
-70 °C (dry ice) if > 5 days
Stool Stool container 2-8 °C if <5 days

~70 °C (dry ice) if > 5 days

" Avoid repeated freezing and thawing of specimens. If no access to —70 °C consider storing at -20 °C.

* For transport of specimens for viral detection, use preferentially viral transport medium (VTM) containing antifungal and antibiotic
supplements. If VTM is not available, other solutions may be used after validation. Such solution may include phosphate buffered saline
(PBS), 0.9% sterile salinc, minimum essential medium (with storage at +4C up to 7 to 14 days) [195-197). In case other viruses such as
influenza should also be tested, do not store samples for more than § days at 4-8 degrees but =70 °C or dry ice [194],.

** If VTM is not available, sterile saline may be used [198]. Duration of specimen storage at 2-8 °C may be different from what is indicated

above.

Apart from specific collection materials indicated in the table, ensure that other materials and equipment are available: ¢.g. transport containers
and specimen collection bags and packaging, coolers, and cold packs or dry ice, sterile blood-drawing equipment (e.g. needles, syringes and
tubes), labels and permanent markers, PPE, materials for decontamination of surfaces, etc.
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Annex 2: laboratory request form
SARS-CoV-2 LABORATORY TEST REQUEST FORM*

Submitter information

NAME OF SUBMITTING HOSPITAL, LABORATORY, or OTHER

FACILITY*
Physician
Address
Phone number A
Case definition?: O Suspected case [J Probable case [ Other:
Patient info
First name Last name
Patient ID number Date of Birth Age:
Address Sex O Male O Female OJ

Unknown
Phone number

Specimen information
Type [J Nasopharyngeal and oropharyngeal swab [0 Bronchoalveolar lavage O Endotracheal aspirate
O Nasopharyngeal aspirate [J Nasal wash O Sputum [ Lung tissue [ Serum O Whole blood
O Stool OJ Other: ....
All specimens collected should be regarded as potentially infectious and you must contact the reference

laboratory before sending specimens to them.
All specimens must be sent in accordance with category B transport requirements.

Please tick the box if your clinical specimen is post mortem O
Date of collection Time of collection
Priority status
Clinical details
Date of symptom onset:

Has the patient had a recent history of O Yes Country

travelling to an affected area? O No Return date

Has the patient had contact with a confirmed case? O Yes [0 No O Unknown [J Other exposure:
Additional

Comments (e.g.
antimicrobial treatment,
immunosuppressants)

! Form in accordance with 1ISO 15189:2012 requirements
2 Public health surveillance for COVID-19: interim guidance

18-



AB2187

Diagne

Annex 3: Considerations when selecting the optimal NAAT for the use setting

Aspect

Considerations

Manufacturing quality

CE-IVD, WHO EUL, PQ, EU-FDA or other approval. independent validation data.
Manufacture under ISO.

Targets

i

Number of targets, specificity for SARS-CoV-2 or other sarbecoviruses.

Controls

For manual NAAT testing, a positive template control (PTC) and at least one
negative template control {NTC) should be included. Use of an extraction control
and an internal human housekeeping gene specimen adequacy control is also
recommended.

Instrumentation

Is the assay compatible with available systems in the laboratory or country?
Ease of use and operational utility.

Opportunity to multiplex with other respiratory pathogens.

Costing of platform and maintenance.

Ease of access to maintenance provider/troubleshooting.

Workflow

Can the kit be implemented in the existing workflow of the laboratory, while
assuring minimai disruption on other diagnostics?

Ease of use

Complexity of assay.
Number of steps.
Required training and staff.

Storage and shipment requirement

Many kits require cold chain conditions during shipment and storage, in some
circumstances this might pose a challenge. Some kits contain lyophilized enzymes
that do not require the kit to be shipped and sometimes stored cold.

Shelf life: To be preparéd for periods of intense testing stocks might be needed, a

longer shelf life is needed to ensure adequate use of resources.

Training needs and access

Instructions for use (IFU) available, training available by company or others,
troubleshooting options provided and accessible help line in local language.

Need for ancillary reagents

Complete kit for sampling/extraction/amplification or the PCR kit requires
additional reagents or tools.

Compatibility with laboratories’ extraction method.
Compatibility with procurable polymerases if needed,

Special equipment needed (e.g. calibration panel before running the test,
extraction platforms, heat block, vortex, magnetic stand or centrifuge).

Continuity of supply

Long term supply agreement.
Secured routes of delivery if lockdowns occur.

Assay and ancillary reagents costs.
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Annex 4. Suggestions for checklist to reduce possible cases of false positive rRT-PCR results and
handling of equivocal results

Laboratories should have a standard operating procedure in place to reduce the possible false positive rRT-PCR results and how to
handle equivocal results. This checklist provides the laboratories with suggestions and considerations. The checklist is formulated
for manual rRT-PCRs but many aspects can also be used for other NAATS.

CLERICAL

Eliminate or reduce transcription
If transcribe, method of checking
Sorting, aliquoting and labelling
Double identifiers

ooo0oo

Entering results
CROSS CONTAMINATION

Preparation area

Manipulation of tubes

Aerosol generation

Nucleic acid concentration and extraction setup
PCR format and steps

Check other positives in same run
Environmental

Contaminated reagents

C0O0DO0CO0DO0ODOCDO0OODO

Disposal

EQUIPMENT and TEST KITS

O

Calibration method
Equipment validated for test kit

00

Assess new equipment for contamination risk
PRACTICE

For mass screening, separate high-prevalence from low-prevalence groups.
Visual inspection of run

Analytical - examination of raw data

000 Oo

Extend run when necessary for late Ct
EQUIVOCAL RESULTS

Follow manufacturer's instructions

Laboratory policy for equivocal results

Any additional laboratory criteria for equivocal category
Communication of interpretation to users

Criteria fer repeat testing, if any

Use of alternative test or PCR target

[

Communication with clinical and public health staff
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PCR and Ct values in COVID-19 testing - Frequently
Asked Questions and Important Considerations

Canadian Public Health Laboratory Network (CPHLN)
Respiratory Virus Infections Working Group

What is a ¢vele threshold (Ct) value? Most tests that detect the RNA or genetic finger print of the virus that
causes COVID-19 (e.g. PCR) do so through a process where specific bits of the genetic finger print are amplified
using a temperature cycling reaction that repeats up to 45 times (called amplification cycles). The amount of genetic
material doubles after each cycle (Figure 1). The number of amplification cycles required to create enough copies of
the viral RNA to be detected is called the cycle threshold or Ct value. The more RNA that is present in the patient
sample, the fewer cycles are required for the signal to reach the detection threshold (low Ct value). The fewer RNA
present in the clinical sample, the more cycles are required. So a low Ct value corresponds to a high viral load,
while a high Ct value correspondsto a low viral load.

Figure 1: An Example of a Real-Time PCR Amplification Curve
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Note: This amplification curve is presented on a logarithmic scale. Curves can also be viewed on a linear scale, which
will look different but does not change the Ct interpretation. Not all commercial real-time PCR assays provide Ct
values or amplification curves for viewing by the user. In addition, some molecular assays are based on other
technologies (e.g. flow cytometry), and hence, do not provide Ct values.

Source: Public Health Ontario: An Overview of Cycle Threshold Values and their Role in SARS-CoV-2
Real-Time PCR TestInterpretation

How are Ct values used? The fewer amplification cycles it takes to pass this threshold (a low Ct value) the more
virus is likely to present in the initial sample. The more cycles required to amplify the viral genes above the
threshold (a high Ct value) suggests a lower amount of virus present in the initial sample.There can be up to 45 total
number of cycles for many molecular tests. The Ct value is the cut-off that calls a test positive, which is defined by
the manufacturer of the test or the laboratory during the validation process to make sure that the PCR test is
correctly detecting the presence of the virus and not false signals.

Does a certain Ct value predict who is infectious? This is a complex issue, Higher viral loads among patients
admitted to hospital have been linked to a higher 30 day mortality. However, it is not possible to directly translate a
Ct value into degree of infectiousness. There is good evidence that when more than 35cycles are required to detect
virus, the virus concentration is so low that it is unlikely to grow the virus inthe laboratory. However, the cells used
in the laboratory to grow the virus are different from the cells in the back of the throat and nose (nasopharynx) or the
lungs in people. So just because one can’t grow the virus in a laboratory that does not mean that it won’t transmit.
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Many believe that with low viral RNA copy numbers (high Ct value) the virus is not likely to be transmitted. A
recent study which followed symptomatic patients not requiring hospitalization showed that those with higher viral
loads (lower Cts) infected a higher proportion of their immediate contacts. But we do not know how much virus is
actually required to cause an infection in someone and there are other important factors that may influence
infectiousness, including the health of the person exposed and the type of exposure that has happened.

Impor i ini reti

1) Ct values will depend on the stage of infection — Between exposure to the virus and symptom onset (i.e.incubation
or pre-symptomatic period), the amount of virus in a person’s sample can be initially too low to be detectable
(negative). A person with an initially negative result may progress to give a test with a high Ct value i.e. >30 (low
viral load), then to a lower Ct value (increased viral load) dramatically within a couple of days. Laboratories across
the country have seen many cases where the person is tested early during their course of infection and the initial
sample had a very high Ct value ~35 (low virus RNA concentration) and the following day the Ct was ~14 (high
virus RNA concentration).

2) Ct values are affected by the type of the sample taken from the person - Nasopharyngeal swabs (those that go
deep into the nose to swab the back of the upper throat) are the most sensitive specimen type for people who do not
need admission to hospital; throat/nasal swabs, and gargles/saliva may not have as much virus in them (so they
would give a positive test with a higher Ct value). In people where COVID-19 has infected their lungs, these
samples from the nose/throat can be negative and a deeper sample like sputum is needed to detect the virus. In
addition, the type of swabs used for collecting samples may also influence the Ct value.

3) Ct values are affected by the quality of the sample taken from the person - The quality of the sample collected is
very important. If you don’t get the best possible sample, less virus will be in it and this can lead to a sample with an
artificially high Ct value in a person who could have lots of virus in their system.

4) Ct values cannot be compared between different PCR tests - There is no standard yet to be able to compare one
test to another so the Ct range can greatly differ by the type of test used, that may use different signal detection
methods. In fact, even when testing identical samples using different PCR tests,the results can differ by up to 8 Ct
values (e.g. from 22 to 30). This has been observed in the laboratories from different jurisdictions (e.g. ON, BC and
SK).

5) The genetic fingerprint of the virus can be picked up long after the virus is no longer infectious — PCR can be
positive for over 100 days or more after infection, usually with tests that have high Ct values but in most cases are
unlikely to transmit to others beyond 10 days post symptom onset. This finding has been considered in the Infection
Prevention and Control (IPAC) and public health practice that recommends patient isolation based on symptom
onset, disease severity and the presence of any underlying, immunocompromising conditions instead of on PCR
results alone both in some healthcare facilities and more so in the community setting.

6) The impact of new variants on Ct values is not clear — Our current tests can detect the new COVID-19 variants
of concern (VOCs) - B.1.1.7 (first detected in the United Kingdom), B.1.351 (first detected in South Africa) and
P.1 (first detected in Brazil). It has been documented that B.1.1.7 and B.1.351 variants are more infectious, and
patients with B.1.1.7 infections have lower Ct values (higher viral loads) compared with those infected with the
originally circulating (non-variant) SARS-CoV-2 virus. B.1.351 and P.1 are undergoing further study. We are
closely following the VOC-positive samples in Canada to better understand the impact of these variants on our
laboratory tests.

Kev Points and Recommendations;

1. Ctvalues can sometimes be used by practitioners, in combination with clinical and epidemiologic information,
to make judgment-based decisions. Ct values should not be used alone to make concrete clinical or public
health decisions.

2. Notall nucleic acid amplification assays produce Ct values or an equivalent proxy measure of viral ‘RNA
load’.

3. High Ct values are not yet proven to be able to declare someone non-infectious, only that they are less likely to
be infectious.

4. Asaresult, it is not recommended that Ct values be routinely be clinically reported with SARS-CoV-2 RT-
PCR results.
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If a laboratory chooses to routinely report Ct values, it is recommended that clear language regarding
uncertainty in interpretation and which authorities may need to be consulted for decision making be included
in the report.
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File No. CI 20-01-29284

THE QUEEN'S BENCH
Winnipeg Centre

APPLICATION UNDER: The Constitutional Questions Act, C.C.S.M., c. 180

AND UNDER: The Court of Queen’s Bench Rules, M.R. 553-88
IN THE MATTER OF: The Public Health Act, C.C.SM. ¢. P210
BETWEEN:

GATEWAY BIBLE BAPTIST CHURCH, PEMBINA VALLEY BAPTIST CHURCH,
REDEEMING GRACE BIBLE CHURCH, THOMAS REMPEL, GRACE COVENANT
CHURCH, SLAVIC BAPTIST CHURCH, CHRISTIAN CHURCH OF MORDEN, BIBLE
BAPTIST CHURCH, TOBIAS TISSEN, ROSS MACKAY,

Applicants,

-and -

HER MAJESTY THE QUEEN IN RIGHT OF THE PROVINCE OF MANITOBA and
DR. BRENT ROUSSIN in his capacity as CHIEF PUBLIC HEALTH OFFICER OF
MANITOBA, and DR. JAZZ ATWAL in his capacity as ACTING DEPUTY CHIEF

OFFICER OF HEALTH OF MANITOBA

Respondents.

AFFIDAVIT OF JASON KINDRACHUK

1, JASON KINDRACHUK, of the City of Saskatoon, in the Province of Saskatchewan,
AFFIRM AS FOLLOWS:

I. I have personal knowledge of the facts and matters hereinafter deposed to by me, except

where same are stated to be based upon information and belief, and those I believe to be true.
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2. Attached hereto and marked as Exhibit “A" to this my Affidavit is my Reply Report.

3. 1 make this affidavit bona fide.

AFFIRMED before me in the City )
of Winnipeg, in the Province )
of Manitoba, through use of video )
conferencing as permitted by order )
under The Emergency Measures Act,)
this 7/ day of April, 2021. )

)
P ot o) g

A Barrister-at-law entitled to practi
in and for the Province of Manitoba




This is Exhibit “A” referred to in the
Affidavit of Jason Kindrachuk
affirmed before me the 29" day of
April, 2021.

A/ ngﬁ f<f//

A Barrister at Law in and//%r the
Province of Manitoba.
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The resurgence of Covid-19 in Canada.

Dr. Bhattacharya asserted in his second report that epidemiological modeling and the voices of
infectious disease experts in Canada (myself included) and the Public Health Agency of Canada
had gotten it wrong in regards to our concerns regarding the spread of SARS-CoV-2 variants of

concern within the country. Dr. Bhattacharya utilized a figure from the Financial Times to show
that through March 2021, there had only been a minor increase in cases. Of particular note is that

the slope of the graph in the figure provided by Dr. Bhattacharya directly suggested a clearly
increasing trend in cases that had begun at a higher baseline of cases than either the first or
second waves in Canada and the slope was very similar to that seen in the early stages of the
second wave (Sep-Oct 2020). As of today (April 26, 2021). total nationwide cases have reached
the same maxima as recorded during the second wave with many regions reporting increasing
test positivity rates:
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Further, hospitalizations and intensive care unit admissions continue to increase across multiple
regions, most notably Ontario where hospitalizations, ICU admissions and patients requiring
ventilation have exceeded those seen during the second wave.
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COVID-19 in Ontario - Daily cases, deaths, & resolved
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Further, it is notable that while this current data plot of cases suggests that overall case numbers
are decreasing, the test positivity rate has continued to remain elevated with no obvious
decreasing trend. This suggests that many cases of infection are currently undetected and thus
widespread community transmission is ongoing.
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In addition, variants of concern are now responsible for the majority of reported cases with
B.1.1.7 being highly over-represented within these cases (source: Public Health Ontario daily
epidemiological summary April 25, 2021).
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Figure 5. Number of confirmed COVID-19 cases and percent positive for mutations or VOCs:
Ontario, February 7, 2021 to April 25, 2021
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Table 7. Summary of confirmed COVID-19 cases with a mutation or VOC detected: Ontario

Variant of Concern
Unoage B.11.7* 158 2008 S4436
Uneage 8.1351 14 2 162
Uneage P.1 ] “ EL
Mutations
NSO1Y and Eagax 3 165 %0
NSO1Y (EAB4K unknown)* ™ -105 56 22,794
EASAK [NSOLY negative) - a7 1215
EAB4K [NSOLY unknown) 16 15 AN
the VOC and rents with caution due to the varying time required to complete VOC
t=sting and/or gencmic analysia Ialawing the initial pasitive test for SARS-Cov-2. Due 10 Ihe neture of the genomic
anatyus, test results may be completed in batches. Data cormections or updates taa resull in case records baing
remaved and/or wpdated it in totals . 4 past publicly reported case counts. Data for

mnmumummu—mummmmm—um
Changes to the VOC temling aigarithm may impact cownts and trends. Further details can be found inthe 211

Learaly section.
- i canih

19 cases where ineage B.1.1.7 was identified by genomic analyss and those
presumed o be 0.1.1.7 based on positive N501Y and negative E4B4K mutation in the lavestigation Subtype flekd
“*The category "NSOLY [E484K unknown) mainly consists of results from before the Intraduction of the E484K
nest. Counts will shift from this category Into 3 VOC ineage category as EABAK tests or penomic analysis are
completed.

In the most recent affidavit response, Dr. Bhattacharya stated that *“This means that the presence
of a variant circulating in the population poses little additional risk of hospital overcrowding or
excess mortality due to viral infection”. Increasing hospitalizations across Canada due to variants
of concern, and increased presentation of younger age groups requiring hospitalization as
compared to prior waves, would argue against this suggestion. Further, Dr. Bhattacharya also
suggested that “variants with a small infectivity advantage — but no more lethality — make up a
larger fraction of a smaller number of cases is an interesting scientific observation but not
important for public health policy™. Once again. the nationwide data from Canada would argue
that this is not an “interesting scientific observation™. This is a public health crisis. Dr.
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Bhattacharya further argued that the dissemination of vaccines that protect against
hospitalizations and deaths had resulted in no increase in deaths during this most recent wave
because of the deployment of vaccine to the vulnerable older population in Canada. This has
proved to be an incorrect assumption as deaths are now increasing in Canada once again (source:
Government of Canada COVID-19 daily epidemiology update April 26, 2021).

Moving average of deaths (last 7 days)

Canada
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Dr. Bhattacharya also argues that the implementation of harsh lockdowns (while not discussing
other non-lockdown NPIs) by Manitoba are unlikely to work to limit Covid-19 infections. Case
counts and hospitalizations in Manitoba during the second wave would suggest that
implementation of Code Red measures correlated with decreasing trends in both categories

(source: Winnipeg Free Press and Manitoba Health)
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Hospitalizations and ICU patients for COVID-19 cases in Manitoba

Shared Health counts active and long-term CQVID-19 patients, those who are recovered
and no longer considered contagious, separately.
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SARS-CoV-2 Virology — “Lockdowns” did not lead to the development of variants of
concern

Genomic surveillance and epidemiological analysis of virus transmission patterns can help
facilitate the identification of new variants where mutations have resulted in behavioral changes
in the virus (e.g. transmission, virulence, immune evasion). Mutations occur frequently in RNA
viruses, including coronaviruses, during the process of viral replication within an infected cell,
where new copies of the virus are generated. These mutations are random events that in many
cases may have no effect on the behavior of the virus. Mutations must be selectively
advantageous for a variant to spread to high frequencies. However, variants can arise where the
mutations impart competitive advantages to the virus including enhanced viral replication,
transmission or immune evasion. Variants of concern are defined by the US Centers for Disease
Control and Prevention as “A variant for which there is evidence of an increase in
transmissibility, more severe disease (e.g.increased hospitalizations or deaths), significant
reduction in neutralization by antibodies generated during previous infection or vaccination,
reduced effectiveness of treatments or vaccines, or diagnostic detection failures™, In Canada, we
have seen the introduction and community transmission of three variants of concern, B.1.1.7,
B.1.351 and P.1.

There has been considerable discussion on what led to the emergence of the variants of concern.
It is again imperative to appreciate that RNA virus mutations occur through the process of viral
replication. which requires specific machinery found within a host cell (e.g. human, nonhuman
animal). Lauring and Hodcroft, experts in viral genomic surveillance, recently postulated that the
selection of a variant at the population level was likely not driven by host antibodies because
there are not sufficient numbers of immune individuals to push evolution of the virus in a given
direction [1]. The authors also postulate that B.1.1.7 may have emerged in a chronically infected
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patient due to the accumulation of mutations prior to its initial detection in early September and
suggestive of prior evolution. Rambaut and colleagues provided a report on their preliminary
genomic characterization of B.1.1.7 in December 2020 [2]. The authors, who are experts in
genomic surveillance, highlighted that the accumulation of 14 amino-acid replacements found
within B.1.1.7 prior to the initial detection of this variant was thus far unprecedented in the
pandemic. In contrast to this, the authors noted that most branches in the global SARS-CoV-2
phylogenetic tree had shown relatively few mutations with a fairly consistent rate of
accumulation over time (~1-2 nucleotide changes per month), However, prior studies of chronic
SARS-CoV-2 infections in immunodeficient or immunocompromised patients have
demonstrated high rates of mutation accumulation over short periods of time [3, 4]. Thus, the
evolutionary dynamics and selective pressures exerted upon the virus population within such
patients are likely very different from those found during a typical infection. Kemp and
colleagues characterized the evolution of SARS-CoV-2 in a chronically-infected
immunocompromised patient following multiple therapeutic treatments [5]. Multiple treatment
courses with remdesivir during the first 57 days resulted in little change within the viral
population; however, convalescent plasma therapy resulted in large population shifts and the
emergence of a dominant variant. This demonstrated a strong selection for viral variants with
reduced susceptibility to neutralizing antibodies following treatment within an
immunosuppressed individual that had a chronic infection and was being treated with
convalescent plasma therapy. The authors also clearly state that the “...effects of convalescent
plasma on virus evolution found here are unlikely to apply in immunocompetent hosts in whom
viral diversity is likely to be lower owing to better immune control™. Generally, there is
relatively limited within-host variation reported for SARS-CoV-2 over the course of infection [6-
8]. However, factors such as prolonged infection and immunodeficiencies could result in
selective pressures not encountered within those that are immune-competent. Thus the strongest
evidence to date suggests that prolonged infections and compromised immune system functions
likely exert selective pressures on SARS-CoV-2 resulting in a more extensive genetic changes
than found during typical infections.

Covid-19 clinical symptom onset and diversity

Dr. Bhattacharya argues in his second report that symptom checks are an effective means to
prevent the spread of COVID-19,

Covid-19 has a diverse range of clinical presentations that range from asymptomatic infections to
severe and fatal disease. The presentation of symptoms is variable within increasing severity of
illness associated with older age and/or underlying health complications. Symptom and wellness
checks, including temperature screening, to identify have been employed to identify infected
individuals. It should be appreciated that pathogenic viruses are often able to evade early innate
immune responses, the early warning system arm of our immune system that can broadly
recognize different microbes. In regards to viruses, this can take the form of specific viral
proteins that can inhibit or dampen these early warning systems through direct interactions.
Coronaviruses can dampen the early activation of interferons, defensive molecules in our
immune systems which have a central role in antiviral responses. Thus, during the early stages of
viral infection, SARS-CoV-2 and other coronaviruses are able to evade early immune system

6
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recognition and enhance infectivity. Malenfant and colleagues reported on the frequency of
symptoms associated with Covid-19 in healthcare workers from March to April 2020 [9]. The
authors demonstrated that Covid-19 presented with a broad spectrum of mild symptoms. While
cough (51%), fever (41%), myalgia (38%) and headache (30%) were the most common initial
symptoms reported, one-third of the respondents did not report fever or cough as one of their
symptoms and nearly half (49%) continued to work while experiencing symptoms, some for
several days. In an investigation of over 1,000 hospitalized patients, 44% of patients had fever
upon admission though the half of these patients (22%) had very mild elevations in body
temperature (37.6 to 38 °C) [10]. Further, according to the Clinician Guide for Covid-19 signs,
symptoms and severity of disease from the Government of Canada, clinical symptoms among
older adults (>65 years old) and those with underlying health conditions may be atypical or
subtle [11]. It must therefore be appreciated that symptoms are highly variable in regards to both
type and severity across infected individuals and thus screening alone as a measure of case
identification would likely lead to many missed cases of infection.

Herd immunity and vaccines

In January 2021, Dr. Bhattacharya co-authored an opinion piece in The Print [12] where he and
his co-author discussed pre-existing Covid-19 immunity from prior infections within the Indian
population.. In this piece Bhattacharya suggests that mathematical modelling demonstrated that
“more than 50% of the Indian population may have developed immunity”. Further, he states that
this is corroborated by serological tests by Thyrocare which suggested that nature had silently
immunized 70% of the population. This contrasts with data released on March 30, 2021, that
found IgG antibodies against either the N or S1-RBD virus proteins in 26% of samples [13].
Now. it must also be considered that antibody data from Manaus, Brazil, was suggested to have
potentially over-estimated seroprevalence in the population and thus arguing that immunity
within the population had not actually reached the purported “herd immunity™ threshold of 60-
70%. If this is the case, seroprevalence data from India could also be over-estimating the actual
level of SARS-CoV-2-specific IgG antibodies in the population. Over the past few weeks, India
has faced a devastating wave of Covid-19 that includes broad transmission of both B.1.1.7 and a
new variant of interest. B.1.617.
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The herd immunity threshold (HIT) is calculated as:
HIT=1-1/Rq
Where Ro for SARS-CoV-2 has been estimated to be 2-4
Thus, HIT = 50-75%

However, increased transmissibility of variants of concern (e.g. B.1.1.7 where transmissibility is
estimated to be ~50% greater) will increase the Roand thus drive HIT upwards. Further
confounding this concept as explained by Randolph and Barreiro, “It relies on several key
assumptions, including homogeneous mixing of individuals within a population and that all
individuals develop sterilizing immunity—immunity that confers lifelong protection against
reinfection—upon vaccination or natural infection. In real-world situations, these
epidemiological and immunological assumptions are often not met, and the magnitude of indirect
protection attributed to herd immunity will depend on variations in these assumptions™ [14].

Thus, it must be appreciated that even with widespread transmission in regions such as Brazil
and India, healthcare systems have become overwhelmed and mortality continues to increase.
Randolph and Barreiro also suggested that, “Particularly in the context of attaining herd
immunity to SARS-CoV-2, a regard for finite healthcare resources cannot be overstated, as this
policy inherently relies on allowing a large fraction of the population to become infected.
Unchecked, the spread of SARS-CoV-2 will rapidly overwhelm healthcare systems. A depletion
in healthcare resources will lead not only to elevated COVID-19 mortality but also to increased
all-cause mortality. This effect will be especially devastating for countries in which hospitals
have limited surge capacity, where minimal public health infrastructure exists, and among
vulnerable communities, including prison and homeless populations™. These comments are
particularly prescient given the ongoing healthcare infrastructure and resource limitations that
have been encountered in both India and Brazil.

[n contrast, use of vaccination and restrictions in arcas such as the UK and Israel have resulted in
decreasing transmission and hospitalizations, in spite of B.1.1.7 circulation. Krammer and
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colleagues recently investigated the effect of vaccines on previously infected individuals [15].
Their study involved 110 participants with or without pre-existing SARS-CoV-2 immunity.
Vaccinees with pre-existing immunity developed antibody titers 10-45 times as high as those
without pre-existing immunity at the same time point following the first vaccine dose. A second
dose of vaccine in the Covid-19 survivors had no further enhancement on antibody titers. While
vaccinees with pre-existing immunity had higher frequencies of local and systemic side effects,
no severe adverse events were reported.
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Figure: Immunogenicity and Reactogenicity of SARS-CoV-2Z RNA Vaccines. Panel A shows
the quantitative SARS-CoV-2 spike antibody ftiters (assessed by means of enzyme-linked
immunosorbent assay and expressed as area under the curve [AUC]) for 110 participants. Some
participants with preexisting immunity had antibody titers below detection (AUC of 1) at the time
point before vaccination. Geometric means with 95% confidence intervals (not adjusted for multiple
testing) are shown. Panel B shows the relative frequency of vaccine-associated side effects after the
first vaccine dose (230 participants). The local side effects occurred with similar frequency among
participants with preexisting immunity and among those without preexisting immunity, whereas the
systemic symptoms were more common among participants with preexisting immunity. The bars
represent the relative frequency of each symptom, and the numbers at the top of the graph represent
the absolute numbers for a given symptom, with a given participant possibly having more than one
symptom (Krammer F. et al. NEJM. 384: 1372-1374).

A similar investigation by Saadat et al. noted similar trends in antibody responses within

vaccinees with pre-existing immunity as compared to their naive counterparts [16]. The National
Advisory Committee on Immunization (NACI) recommendation on this matter is as follows [17]:
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NACI recommends that a complete series with a COVID-19 vaccine may be offered
to individuals in the authorized age group without contraindications to the vaccine
who have had previously PCR-confirmed SARS-CoV-2 infection. In the context of
limited vaccine supply, initial doses may be prioritized for those who have not had a
previously PCR-confirmed SARS-CoV-2 infection. (Discretionary NACI
Recommendation)

Summary of evidence and rationale:

o Testing for previous SARS-CoV-2 infection is not needed prior to COVID-19
vaccination.

e Currently, there is a lack of evidence on potential differences in vaccine efficacy or
safety between those with and without prior evidence of SARS-CoV-2 infection. In
COVID-19 vaccine clinical trials to date, individuals with PCR-confirmed SARS-
CoV-2 were excluded and there were only a small number of trial participants with
serologic evidence of previous infection (IgG+) who had confirmed symptomatic
COVID-19 during the trials, therefore efficacy in this population is uncertain,

¢ The immune response to SARS-CoV-2, including duration of immunity, is not yet
well-understood. Reinfections with SARS-CoV-2 have been reported and research to
establish the severity, frequency, and risk factors of reinfection with SARS-CoV-2 is
ongoing.

¢ In the context of limited supply, to allow for the protection of a larger number of at-
risk individuals, vaccination with a COVID-19 vaccine may be delayed for 3 months
following a PCR-confirmed infection. as reinfections reported to date have been rare
within the first three months following infection.

e However, if challenging from a feasibility perspective, jurisdictions may elect to
disregard prior PCR-confirmed SARS-CoV-2 infection status and vaccinate everyone
in a given target group.

¢ As aprecautionary measure and in light of the need to be able to monitor for COVID-
19 vaccine adverse events without potential confounding from symptoms of COVID-
19 or other co-existing illnesses, and to minimize the risk of transmission of COVID-
19 at an immunization venue, NACI recommends that it is prudent to wait until all
symptoms of an acute illness are completely resolved before vaccinating with
COVID-19 vaccine, as well as ensuring that the individual is no longer considered
infectious based on current criteria.

e NACI will continue to monitor the evidence regarding vaccination in those previously
infected with SARS-CoV-2 and will update recommendations as needed.

In closing, there are numerous questions that remain regarding the logic and feasibility of
a natural infection-based herd immunity approach to ending the Covid-19 pandemic.
While herd immunity through means other than vaccination has yet to be demonstrated
for any infectious disease, there are additional concerns given our increasing
understanding of SARS-CoV-2. In particular, herd immunity is impacted by behavioral,
biological and environmental variables and thus should be viewed as a continuous rather

10
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than binary (yes/no) threshold. Lastly, given the complex situations in Brazil and India
where morbidity and mortality within the population from the latest pandemic wave have
been exacerbated by fragile healthcare infrastructure and limitations to routine supplies
(e.g. sedatives, oxygen) that will impact those requiring treatment for Covid-19 as well as
other communicable and non-communicable diseases. The success of vaccination
programs throughout history that have also employed nonpharmaceutical interventions
and mitigation strategies. including those seen recently in the UK and Israel, argue for
their use in combatting Covid-19.
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THE QUEEN'S BENCH
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BETWEEN:
GATEWAY BIBLE BAPTIST CHURCH,
PEMBINA VALLEY BAPTIST CHURCH,
REDEEMING GRACE BIBLE CHURCH,
THOMAS REMPEL, GRACE COVENANT CHURCH,
SLAVIC BAPTIST CHURCH, CHRISTIAN CHURCH OF MORDEN,
BIBLE BAPTIST CHURCH, TOBIAS TISSEN,
.ROSS MACKAY
Applicants,
-and -

HER MAJESTY THE QUEEN IN RIGHT OF
THE PROVINCE OF MANITOBA, and
DR. BRENT ROUSSIN in his capacity as
CHIEF PUBLIC HEALTH OFFICER OF MANITOBA, and
DR. JAZZ ATWAL in his capacity as
ACTING DEPUTY CHIEF OFFICER OF HEALTH OF MANITOBA

Respondents.

AFFIDAVIT

1. | have previously presented an affidavit in this proceeding. | have
reviewed the affidavits filed subsequent to my initial affidavit, and present

this affidavit in reply.

2. | have personal knowledge of the facts and matters stated in this
affidavit — except where they are based upon information and belief, in which

case | believe them to be true.
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A. Applicants’ Request for Undertakings, made on March 19 ..207'21-

3. By letter dated March 19, 2021, legal counsel for the applicants wrote
to legal counsel for the Government, and made several requests for
information in advance of the hearing. Attached as Exhibit A is a copy of
that letter.

4. By letter dated March 30, 2021, Government legal counsel resbond'ed
to that letter. Attached as Exhibit B is a copy of that letter.

5.  Attached as Exhibit C is a print-out of the Manitoba Emergency Plan,
version 2.3, dated April 18, 2018, which has been retrieved from the
Emergency Measures Organization webpage identified at ltem 11 of that
letter, Also attached are the ‘correspon_di‘ng schedules to that Plan, also

retrieved from the same source, at webpage:

https:/iwww.gov.mb.ca/emo/provincial/mep.html,

6.  Attachedas ExhibitD, is a print-out of the Federal/Provincial/Territorial
Public Response:Plan for Ongoing Management of COVID-19, published on
August 19, 2020. Manitoba participated in its development, and gave its
approval prior to being formalized. A Second Edition 'was published oh April
18, 2021, and is the version that is now available at this webpage:
https;//www.canada.ca)content/d'am/pha,c’-:—
aspc/documents/services/diseases/2019-novel-coronavirus-

infection/federal-provincial-territorial-public-health-response-plan-
‘ongoing-management-covid-19/fpt-response-pla n-en.pdf
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B. Communications with these Churches and individuals

7.  In some of the applicants’ affidavits, the assertion is made that
government officials did not reach out directly to the affiant and their church
to discuss the availability of government programming including: counselling,
to discuss the effects of PHO restrictions on their congregation, to canvass
options for working within the PHO restrictions, to apologize for the
restrictions that caused churches to be closed, or to inspect the church
facility's ventilation sy'stem... These assertions appear in the following

paragraphs:
a. Tobias Tissen, affidavit of March 24, 2021, paras. 3, 6 and 7.
b. Riley Toews, affidavit of March 24, 2021, paras. 4 and 10. |
¢. Thomas Remipel, affidavit of March 26, 2021, paras. 3 and 6.
d. Christopher Lowe, affidavit of March 25, 2021, para. 4. L

8. Similarly, in his affidavit of April 1, 2021, Ross MacKay says-at para. 3
that that. government officials did not reach out directly to him to offer

counselling or other support.

9. In reply to those allegations, | am prepared to say that all of those
assertions are either true, or likely true. It would be impossible for
government officials to meet an expectation of individualized contact for

communications such as those.

10. | am advised, and | do believe, that several Government Ministers,
including the Minister of Health and Seniors' Care, have had engagement

with faith-based -organi-zat’iohs throughout the pandemic.
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11. In the course of making Public Health Orders, | have met with
representatives of a variety faith based groups. As a result of virtual
meetings that took place on the evenings of December 8, 2020, and March
11, 2021, | have met with representatives of 11 faith-based groups: Ada
Yeshurun Herzila, Archdiocese of Winnipeg, Bagot Community Chapel, Free
A-ngei'ical Church, Hindu Society of Manitoba, Manitoba [slamic Society,
Mennonite Church of Manitoba;, New Annointing Christian Feliowship, Sikh
Society of Manitoba, Springs Church, and Trinity Baptist Church. Feedback
has also been received as a result of multiple surveys that have been held

through the EngageMB.ca portal.

12, To convey messaging during the pandemic, government has been
relying on weII-e'stab'lis'h‘eq_ means for communicating information to

Manitobans about programming developments. For example:

a. Government has been issuing a series of news release related to
COVID-19. For.example, during the three-day period of April 19 to
21, 2021 there was a total of twelve (12) news releases dedicated

to different aspects of issues:

i. Daily Bulletins. On each of those days, a new daily “COVID-
19 Bulletin® was. issued, numbered 408, 407 and 408.

Attached as Exhibit E is a copy of those three news releases.

ii. Vaccines. On two of those days, April 19 and 21, 2021, a
new “COVID-19 Vaccine Bulletin® was issued, humbered 66
and 87 ~ the first of which had a link to background
information. Furthermore, on two of those days, April 19 and

20,2021, atotal of three additional news releases were issued
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that also related to more specific  vaccine-related
developments. On the first of those days, one news release
was issued entitled “Manitoba Expanding Eligibility Criteria for
AstraZeica/Covishield Vaccine, Continues to Protect
Manitobans by Expanding Vaccination Capacity’. And the
next day, two news releases were issued. The first was
entitled “North Dakota and Manitoba Announce Joint Initiative
to Vaccinate Essential Workers Transporting Goods and
Services Across Canada-U.S. Border’, and attached some
background information. The second was entitled “New New
Community-Led Clinics Will Support COVID-19 Vaccine
Uptake Among Urban Indigenous People”, and attached
some background information. Attached as Exhibit F is a
copy of those five news releases and the related background
information. |

Public Health Orders. On one of those days, April 19, 2021,
two news releases were issued in relation to new Public
Health Orders having been made. One was entitled “New
Orders Protect Manitobans Against third Wave” and attached
some background information. The other was entitled. “New
Public Health Orders in Place for Vaccinated Persondl Care
Home Staff'. Aftached as Exhibit G is a copy of those two

news releases and the related background information.

Other Developments. Ontwo of those days, April 18 and 20,

2021, two news releases were issued in relation to other

developments on specific matters in the Government's
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response to the COVID-19 pandemic. On the first of those
days, anews release was issued entitled “Province Launching
COVID-19 Rapid Testing Asymptomatic Screening Strategy
o Protect Manitobans” and attached some background
information. On the second of those days, a news Eelease,
entitted “COVID-19 Enforcement Update” was issued.
Attached as Exhibit H is a copy of those two news releases

and the related background information.

b. In some: of the above-referenced news releases, a YouTube link

appears. In those instances, that news release is also

supplemented by a news conference that was held that day, during

which the referenced topic.in the news release was discussed.

c. Government has also developed webpages that are specific to

COVID-19, all of which are accessible through certain homepages:

(.

The COVID-19 homepage: hitps./www.gov.mb.ca/covid19/

The Engage Manitoba homepage: hitps://engagemb.ca/

The Protect Manitoba homepage, regarding COVID-19

immunization https://protectmb.ca/

13. With respect to the availability of COVID-related programming,

Government has developed a wabsite titled “Safe at Home Manitoba”; which

is a portal to a variety of information, including discussion about mental

health: https:/Awww.safeathomemb.ca/stay-safe/. Attached as Exhibitl is a

print-out from that website, 4togethe,r ‘with information about Mental Health
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Virtual Therapy Program, as well as-a News Release from February 22, 2021

which announced an expansion of programming.

14. All of this information is accessible to anyone who searches the
Government of Manitoba website. Moreover, anyone who wants to receive
government news releases by email can subscribe to automatically receive
them as soon as they are posted. Furthermore, news media frequently
incorporate: information from government news release and the website in

their news reports.

C. Focusing on iS-vmptOms'

15. In reply to statements made by Jay Bhattacharya, in the dosument
attached as Exhibit A to his second affidavit, of March 31, 2021, on pags 11,
| can comment on the suggested practice of checking individuals for
symptoms of COVID-19, such as a fever or cough, as a measure in Helping

to identify the people who may have contracted the disease.

16. The symptoms of .CO,VID-‘19 are broad and non-specific, and -do not
appear immediately. Many people who have contracted the disease cannot
or do not identify that they have the illness, because at early stages the
symptoms can be mild and almost non-existent. For example, an individual
who has a headache might not realize it is a symptom of the disease, and
might think it is for other reasons. But if it is a symptom of COVID-19, they
are contagious at this point. In fact, many people who contract the virus will

be contagious prior to showing any symptoms.
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17. It is for this reason that a policy which relies exclusively on checking
for symptoms is ineffective and incomplete in combatting COVID-19. Some
sort of screening for symptom is necessary, but it is not sufficient on its own.
This point has been discussed on national calls with my counterparts across

Canada, and it has been rejected as an exclusive approach to combatting
COVID-18.

18. | make this affidavit bona fide.
=

AFFIRMED BEFORE ME at ) I

the City of Winnipeg, in ) v %

the Province of Manitoba, ) Brent Roussin

this 30" day of April, 2021 )

D\C/v\-

A Barrister at Law in and for
The Province of Manitoba




This is Exhibit “A” referred to in the
Affidavit of Brent Roussin affirmed
before me this 30" day of April, 2021.

- L

—

A Barrister-at-law in and for the
Province of Manitoba.
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Justice Centre

for Constitutional Freedoms

March 19, 2021
Via-email

Department of Justice
Constitutional Law Branch
1205-405 Broadway.
Winnipeg, MB R3C 3L8

Attention: Heather Leonofi/Michael Conner/Denis Guenette/Sean Bovd

Dear Madam/Si:

RE: Gateway Bible Baptist Church et al. v. Manitoba and Dr. Roussin — File No. CI
20-01-29284

Upon review of your filed affidavits in.this mater, the Applicants request the following
information in advance of the hearing which is relevant to both the Respondents’
affidavit evidence and the issues in the proceeding:

Specifically, we reguest that you provide us with the following (subject to further
agreement on medium of production and delivery timeling):

1. Affidavit of Carla Loeppky. Exhibit B, page 17
For all Manitoba Covid deaths listed: _
a. anponymized lab reports with CT threshold used in achieving the Covid-
positive test result, _
b. Documenl(s) identifying whether the deceased was a symptomatic or
asymptomatic case;
¢. ‘anonymized death certificates with primary and secondary causes of death

2. Affidavit of Jareéd Bullard
Package inserts/manufacturer’s instructions from all Covid-19 diagnestic. test kits
(PCR.or otherwise) that Maniteba uses to diagnose Covid-19
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3, Affidavit of Jared Bullard, lines 193-199.

‘a,

Document(s) with CT thresholds by percentages of all positive cases

between March 2020-March 2021, and specifically, what percentage of

cases per month resulted from a positive PCR test with a CT of 36, 37, 38,
39, 40, 40+ (not simply the percentage-as a range from 36-40)

b. for every positive case, the anonymized lab report confirming the. CT value

used-

4. A'ffldawt of Brent Roussin, para. 70

Documentation on the contact tracing program:

a.
b.
c.

d.

the proportion of traced cantacts that became symptomatic during their

quarantine period,

the proportion of traced contacts that tested positive for Covid-19 during

their quarantine period,
the proportion of symptomatic contacts that were hospitalized, needed
ICU, or died,

estimated number and rate of prevented haospitalizations, ICU admissions,
or deaths attributable to contact tracing, quarantine and isolation

5. Affidavit of Carla L oeppky, Exhibit B, pp. 16-33
Document(s) or policies used to determine: Whether a death is “related to Covid-

19"-ar'is a death “due to Cavid-19", and any document(s} outlining any changes in
the usual method of death certification (prior to 2020) with respect to Covid-19's
Vdeslgnatlon in Part 1 or'Part 2 of the death certificate.

6. Affidavit of Carla Loeppky, Exhibit D, Affidavit of Lanette Siragusa. para. 10

Dacument(s) providing the number of total deaths in Manitoba in 2020 due to the
following  conditions. as- the ‘primary cause of death:

Malignant neoplasms

Diseases.of heart

Cerebrovascular disease .

Chronic lower respiratory-disease {excluding Covid-19}

‘Accidents (unintentional injuries)

OO0 Tw
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7. Affidavit of Carla Loeppky, Exhibit F; p. 25 ,
Document(s) which sets out the 165 parameters in respect of the modelling

8. Affidavit of Carla Losppky, para. 14
Document(s) or policies defining a “cluster”

9. Affidavit of Brent Roussin, para. 177
Rocuments) that show:

a. the total humber of ICU beds available in Manitoba for the years 2015-
2020

b. the surge capacity (how many extra beds could be made available for-|CU
patients) in Manitoba for the years 2015-2020

c. by month, the highest number of ICU patients in Manitoba for the. years
2015-2020: and up to March 2021 '

d. how many days per month in the years 2015-2020 and up until March 2021
did ICU patients exceed the number of available ICU beds before and-after
(it applicable) surge capacity was reached?

10. Dacuimerits showing that out of all of the PCR gositive cases of Covid-18in
Manitoba, how many of those people were also tested for Influenza within the
same time frame as they were tested for Covid-19

11.Please provide Manitoba's Pandemic Response Plan (or similar such emergency
plan} for the past 5 years.

We look forward to receiving the foregoing. Please feel free to-contact the undersigned
should you wish to discuss the method and timeline for delivery. We are.content to rely
on electronic delivery (i.e. by USB) should that prove more convenient.

Best regards

Allison Kindle F’ej vic’
Barrister and Soficitor:
Justice Centre for Constitutional Freedoms

cc: Jay Cameron,.Litigation Manager, Justice Centre for Constitutional Freedoms,
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Jared Brown, Lead Courisel, Brown Litigation, ||| NG

Heather Leonoff, Légal Services Branch, Constitutional Law Section, Manitoba Justice,

Denis'Guenette, Legal Services Branch, Civil Legal Serwces Manitoba Justice,

Michael Connet, Legal Services. Brarnich, Constitutional Law Section, Manitoba Justice,

Sean Boyd Legal Services Branch, Civil Legal Services, Manitoba Justice,




This is Exhibit “B” referred to in the
Affidavit of Brent Roussin affirmed
before me this 30" day of April, 2021.

e Yo all— =
A Barrister-at-law in and for the
Province of Manitoba.
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Justice

Constitutional Law Section, Legal Services Sranch In reply, piease refer fo:’
Crown Law Division

Raom 1230 Woodsworth Building Mlchael Conner

405 Broadway General Counsel

Winnipeg MB R3C 3L6

]
March 30, 2021 '

Justice Centre for Constitutional Freedoms

#253, 7260 Elbow Drivé SW
Calgary, AB T2V 1K2

Attention: -Allison Kindle Pejovic
Dear Ms Pgjovic:

Re: Gateway Bible Baptist Church et al. v. Manitoba et al. - File No. CI 20 ~01-29284

Thié is in response to your letter of March 19, 2021, in which you seelcundertakings from the
Respondents’ affiants forthe purpose of cross-examination.

As you are aware, thete is no entitlement to examinations for discovery in an Application. While
undertakings can be requested under Rule39.03.1, the rules contemplate this would occur during
the course of cross examination and not-as a means of advance discovery. An undertaking can
be refused if it does not relate to an important issue; it would be overly onerous or the
information would not significantly assist the court in determining the application.

In our view, many of the items reéquested-are of marginat relevance or significance to the:
ultimate issueto be decided. Nonetheless, in the interest of being cooperative, we will provide
the documents requested if they are readily available. Below, we respond to’ each item.

Item 1: Affidavit of Carla Loeppky

We decline to give this undertaking.

a) The affiant does not have possession of CT values. Further, the 1ab has no knowledge of
whether a particular individual subsequently died of COVID-19 and therefore does not
have a record of the CT values used for persons who fater died of COVID-19. It would
be unduly onerous to try to reconstruct this information.

b) The affiant does not have access 1o updated medical files of paticrits indicating whether
the deceased was a symptomatic or asymptomatie case of COVID-19 at the time of death.
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é) The affiant does not have possession or control over death certificates. Death certificates.
- are prepared by atiending physicians and provided to Vital Statistics in accerdance with:
The Vital Statistics Act.

Item 2: Affidavit of Jared Bullard

'W'e,haye.att;ac}ied-manufacmrers’*insérts for PCR tests used by Cadham Provincial Laboratory.

Item 3: Affidavit of Jared Bullard

We decline to _pro\fi'd e this undertaking as réquested. ‘The lab reports state whether the case is
positive for COVID-19 but do not include CT values. The lab-would have to undertake further
analysisto provide the information réquested.

Item 4: Affidavit of Brent Roussin

We decline this undertaking. Available information about the total number of COVID-19
hospltaleauons ICU admissions and deaths has heen provided in the affidavit of Carla Loeppky.
Specific information about hospitatization, ICU and deaths of individuals who isolated after
contact tracing is not readily available.

Item 5: Affidavit of Carla Lioeppky:

The information requested is notrelevant. The Chief Public Health Officers relies on COVID-19
deaths as reported to Epidemiology and Surveillance by hospitals or health officials in the
cormmunity. Nonetheless; we can provide the following information.

Public Health has publishied a document for epidemiology and surveillance purposes entitled
“COVID-19 Technical Notes™ ', which is part of its: Provincial Respiratory Surveillance Report.
For reporting COVID-19-deaths, .the document follows the “Word Health Organization
‘Guidelines for Certification and Classification {Coding) of COVID-19.as a Cause of Death™,
These guidelines are consistent with the Public Health Agency of Canada guidelines entitled
*Natiohal Case Definition”.

The Technical Notes can be found here: N
https://www.gov.mb.ca/health/publichealth/surveillance/covid-19/resources/Notes.html

The WHO Guidelines can be found here: .
https://www.who.int/classifications/icd/Guidelines_Cause_of Death COVID-19.pdf

The Piblic Health Agency of Canada guidelines can be found here:
https://www.canada.ca/en/public-health/services/diseases/2019-riovel-coronavirus-
‘nfection/health-professionals/national-case-definition.html

"The affiant has no role in detcrrmmng the ‘cause of death. The Government.of Manitoba has not
issued any changes to- how death certificates are prepared with respect to COVID-19. Death
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Certificates are prepared in- accordance with The Vital Statistics Act, which also-follows WHO
guidelines.

Item 6: Affidavits of Carla Loeppky and Laneite Siragusa

The number of deaths in‘Manitoba resulting from other nen-communicable diseases is itrelevant
to this Application. Nonetheless,.the:2020 data is published by Statistics Canada.

Table 1: Number of total deaths in Manitoba from December29, 2019 to November 14,
2020 by primary cause of death

Primary cause of death Number
Malignant neoplasims 2020
Diseases of heart 1425
Cerebrovascular diseases | 385
Chronic lower 330
respiratory diseases:

Accidents. (unintentional 325
injuries)

Data source: Statistics Canada. Table 13-10-0810-01 Selected giouped-causes of death, by week

Item 7: Affidavit of Carla Loeppky

The list of modelling parameters is attached,

Item 8; Affidavit of Carla Loeppky

The definition of “cluster” is found at Appendix B-of the Interim Guidance Public Health
Measures. This documient is cited at footnote 158 of Dr. Bhattacharya’s report. An updated
version of this document can be found at:
hitps://manitoba.ca/asset_library/en/coronavirus/interim _guidance.pdf

Item 9: Affidavit of Brent Roussin

We decline this undertaking. The information requested is not in the possession or control of the
affiant. Inany event; the historical TCU and surge capacity is not relevant to the Application.
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Item 10: How manvy COVID-19 P.CR positive-cases were also tested for influenza

The Public Health Agency of Canada’s FluWatch Report is attached. At page 2, the report.
indicates there were 38,500 influenza tests done in Manitoba from August 23, 2020 to March 20,
2021. Only.1 ¢asc tested positive for influenza.. Since Septeinber 1, 2020, all would also have
received a test for SARS-CoV-2,

Item 11: Manitoba’s Pandemic Response Plan for the past 5 years

A copy of the Manitoba Emergency Plan can be found at:
https:/www.gov.amnb.ca/emo/pdfs/MEP pdf

Sincerely,
“Original signed by

Michael Conner,
General Counsel

c. Jay Cameron and Jared Brown, counisel for the Applicants |
Heather Leonoff, Q.C., Denis Guénette and Sean Boyd, counsel for the Respondents




This is Exhibit “C” referred to in the

Affidavit of Brent Roussin affirmed
before me this 30" day of April, 2021.

T e

A Barrister-at-law in and for the
Province of Manitoba.
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FOREWORD

Manitoba has experienced a number of natural and human-caused events, including as
examples floods, forest fires, severe weather, epidemics, and dangerous goods spills. These,
and other high-impact hazards, can cause loss. of life, injury, danger to health and safety,
damage to property and the envirpnment, and economic:10ss.

Dépending on their scale and scope, emergencies can vary from “foutine emergencies” to
disasters. In describing some eniergencies as “‘routine,” that in no way is initended to minimize

‘the impact or suffering of these affected - simply that in scale and scope they -are the types of

events that local first responders usually resolve. Most traffic accidents, single structure fires,
and individual illness and i injury dre examples of routine emergencies.

Major emergencies are typically larger in scale, whereas disasters are always larger both in
scale and scope. If the demands of'an event exceed a local authority’s available resources,
nearby communities. can usually lend suppor't and provide additional resoutces or tesponders
through mutual aid. Occasionally, an event is so large that even these:additional resources are
overwhelmed, and by some definitions the emergency then becomes a disaster. . This is
particularly the case where an event. has led to a cascade in which critical te]ecommumcatlon
transportation,.and other critical infrastnicture hias been damaged ot destroyed,

In events where local resources are overwhelmed, or where specialist resources are required,
the Province of Manitoba is able to-assist. Additional resources can be obtained through the
Manitoba Emnergency Measures Orgamzauon {Manitoba EMO) from the federal govemment
or various non-government organizations (NGOs):

Owrership or control over: immediately available resources and familiarity with the local
énvironment generally means the local authority is best able to manage an emergency or
disaster within its jurisdiction. Except in very specific or unusual circumstances, the local

authority centinues to hold that responsibility everr when the provincial and federal

governments provide assistance.
In Manitoba we have frequently demonstrated that we help one another in times of need. This

is particularly the case in major emergencies and disasters.

Minister R_csPonsiblé for the Administration of
The Emergency. Measures Act

MANITOBA EMERGENCY PLAN 2018
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Use of acronyms should be limited so as-to avoid confusien and miscomimunication; however,
there are some:common acronyms which are in general use and are included below.,

ARES
ADM
CsSM
DM
EMCC
EMA

Manitoba EMO

ECC
EMPS
EOC
GOC
ICS
IEPC
MECC
MEMS
MEP
MOU
NGO
PAD
PSoE

PS Canada.

SoLE
|B{®

Amateur Radio Emergency Services
Assistant Deputy Minister
Communications Services Manitoba

Deputy Minister

Emergency Mobile. Command Centre.
Emergency Management Advisor

Manitoba Emerg_eilcy Measures Qrganization
Emergency Coordination Centre

Emergency Managementand Public Safety
Eniergency Operations Centre

‘Government Operations Centre (Federal)

Incident Command System

Interagency Emergency Preparedness Commiittee
Manitoba Emergency Coordination Centre (Provincial EQC)
Manitoba Emergency Management System
Manitoba Emergency Plan

Memorandum of Understanding;
Non-Governmental Qrganization

Priority Access to Dialirig

Provincial State of Einergency

Public Safety Canada

State of Local Emefgency

Unified Command

MANITOBA EMERGENCY PLAN 2018
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DEFINITIONS

All terms used in the MEP have the same l'dcﬁnition and meaning as in 77 he Emergency
Measures Act (the Act). The following additional terms are defined as follows:

“command post” is the location occupied by the command element of the head(s) of any
responding agency. This niay be a vehicle designed for that purpose (i.e. Emergency Mobile
Command Centre) or any vehicle or structure which meets the needs of the noted individuals.

“coordinating department” is a department that is responsible for bringing together and
engaging relevant deépartments, agencies and other organizations to plan, prepare for, respond
to and recover from a major emergency or disaster..

“dangerous goods™ tclude any product, substance, or organism designated in The Dangerous
Goods Handling and Transportation Act or conforming with the criteria set out in the
regulations, or in any regulation adopted in accordance with that Act and includes hazardous
waste, ’

“Director of Operations™ is an officer of the Manitoba Emergency Measures. Organization
(Manitoba EMO) who the EMAs report to, and who i§ responsible for managing emergency
operations,

“Emnergency Mobile Command Ccntrc” (EMCC) is the EMO ‘mobile comtnand - post. It
includes meeting areas, maps, communications: equipment, heat, lighting, and generator:

“environmental accident” refers to a release, leakage-,_ or spillage of a product which is subject
to the provisions of The Dangerous Goods Handling and Transportation. Act or The
Environment Act, which may create a hazard to human life or health, to other living organisms,
or to the physical environment.

“Executive Director” is the senior officer of Manitoba EMQ ‘responsible for its. general
management. [Due to structural changes at Manitoba EMO, where an Executive Director has
not been appointed, all references to the Executive Director are deemed to be to the Assistant:
Deputy Minister responsible for the Emergency Measures and Public Safety Division of
Maritoba Infrastructure; or such officer of the Eimergency Measures Organization directed by
the ADM to temporarily act as Executive Director.]

“incident commander” is the person designated by the appropriate authority to provide the
control and coordination of the.on-site emergency response team.

“primary department” is a department with a legislated responsibility to perform certain
functions in an emergency. Depending on the nature of the émergency, there may be multiple
primary departments, each with specific responsibilities.

MANITOBA EMERGENCY PLAN 2018
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“Emergéncy Management Advisors” (EMAs) dre memibers of Manitcba EMO that are
assigned to a specific region of the Province to provide advise and assistance to the
municipalities in that region regarding all aspects of emergency management.

supportmg department” is 2 department-that does not have specific responsibilities in an
emergency, but provides assistance to-a primary - departmcnt

“unified command” (UC) consists of the appointed representatives of departments cach with a
legislated authority or responsibility for some portion of tlie cvent, which are collectively
responsible for on-site management of an emergency. The UC is-essentially a collective:
incident commander in the ICS with the same Toles and responsibilities,

Although defined in the Act, we have included the following definitions for ease of reference:

"emergency" means a present or imminent situation or condition that requires
prompt action to prevent or limit

(a) the loss: of life; or

(b) harm or damage to the safety, health or welfare of people; or
{c} damage to property or the environment;

"'routine emergency" means.an emergency that

(a) can be effectively resolved

(l) by local -police, fire and emergency medical services, working
mdependentiy or together with public works and utilities personnel, and

(i) without requiring additional resources from a local authority not
directly affected by the emergency, the Government of Manitoba or- the
Government of Canada,

(b) does not require evacuation of pefsons ot of the geographicarea over which
a local authority has. jurisdiction, and

(c) does not require the declaration of a state of emergency or a state of local
emergency.
"major emergency" means an emergency that is not a routine emergency;

"disaster" means a calamity, however ‘caused, which has resulted in or may
result in

() the loss of life; or
(b) serious harm or damage to the safety, health or welfare of people; or

(€) wide-spread damage to property or the environment;

MANITOBA EMERGENCY PLAN 2018
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1. INTRODUCTION

1.1 BASIC DOCTRINE AND CONCEPTS

1.1.1

1.1.2

1.1.3

The Canadian Framework

Emergency management in Manitoba is guided by the fedcral/provmcml/temtona[
(F/P/T) document titled An Emergezzcy Maragement Framework for Canada. This
framework describes the major components of emergency management common
definifions, and. p11nc1ples oni which einergency management programs iri Canada are
based.

The Four Pillars of Emergency Management

There-are four major components or phases in emergency management:

PREVENTION AND MITIGATION — to reduce the impact or risks of hazards through
pro-active measures taken before an event occurs, e.g. ‘through land vse
management, public education, or by building protectlve structures such as dykes.
The terms are frequently used interchangeably.

PREPAREDNESS — to' make ready to respond to a disaster and manage its
consequences through measures taken prior to an event, for example emergency
ICSpOnse plans ‘mutual assistance agreements, resource inventories and training,
equipment, and exercise programs.

RESPONSE — to act,during or immediately after a disaster to rmanage. its
consequences through, for example, emergency public communication, search and
Tescue, emergency medical assistance and evacuation to minimize. suffering and
losses-associated with disasters.

RECOVERY - to repair or restore conditions to an acceptable level through measures
taken after a disaster, for example return of evacuees, trauma counselling,
reconstruction, economic impact studies, and financial assistance. There is'a strong
relationship between long-terth recovery and prevention and mitigation of future
disasters.

Yulrerability and Resiliency ,
Both prevention/mitigation and preparedness efforts are directed to reducing

vulnerability and increase résiliency.

« VULNERABILITY can be described’as the conditions. determined by physical,social,

economic, and environmental factors or processes, which increase the susceptibility
of a community to the impact of hazar ds.

MANITOBA EMERGENCY PLAN 2018
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« RESILIENCE is the capacity of a system, community or society to cope with, adapt
to, respond to, ‘and recover from disasters, and maintain-an acceptable level of
function, It includes strengthening social and physical capacity in the human and
built-environmierit

‘Well prepared communities are typically less vulnerable and ‘more resilient fthan

unprepared communities,

Other General Principles

Some of the general principles that are impertant, to effective emergency marnagement
are as follows.

o Emergency management roles and activities are carried out ih a responsible
manner at all levels of Manitoba society.

« Emergency management is based on partnerships that include. effective
collaboration, coordination, and communication. When organizations
function in isolation from_one another, in so-called silos, critical information is
not shared and lives can be placed-at risk.

« Emergency management is comprehensive. It is proactive and balances éfforts
across the prevention/mitigation, preparedness, response, and recovery
functions,

+ Emergency management requires an understanding of the roles,
responsibilities, autliorities, and capacities of the emergency management
partners. ‘

» Emergency management decision-making is evidence-based and includes an
understanding” and evalvation of the hazards, risks and wulnerabilities.
Employing appropriate mitigation strategies-is a sustainable way to reduce risk
-and lessen the socid-economic cost of disasters.

» Emergency management gains efficiencies and improves coordination by
taking an all-hazards apprioach to assessing risk and impact. In doing so it
focuses on the consequence and seeks to mitigate those consequences
howsoever caused.

+ Emergency mandgement ¢an only be achIeved through a continuous.process of
.open, honest and accutate communication between emergency management
‘agencies and with the public that starts long before. an .event, and continues
during response and recovery, It may include providing information in the
forms of public ¢ducation, alerting, and guidance.

MANITOBA EMERGENCY PLAN 2018
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« Emergency management learns from exercises and events.and actively engages
in the process of continuous quality improvement, Tt willingly shares lessons
learned and promotes the appropriate exchange of information.

¢ Emergency management includes business continuity planning to ensure
availability of'critical services.

1.2  Scork

1.2:1 Basic All-Hazards Plan
The Manitoba Eimergency Plan (MEP) is the basic all-hazards ceordination plan for an
“all of government” fesponse to major emergencies and disasters: within the Provinge:-
regardless of the cause or hazard.
It describes emergency respense concepts and structure, and explains the resPectlve
roles and responsibilities of the Province and its departments.
Although the MEP is primarily directed to provincial departments, it also contains
informatiori which will be 1mportant to non-govemnmental organizations (NGOs), local
authorities ‘and federal agencies that have roles and respensibilities that need to be
coordinated with provincial departinerits.

1.2.2 Schedules

The schedules refer to policies and opérational processes that may be amended more.
frequently.

The following is a list of the current schedules; however, these may be added to or
deleted as required:

» Schedule 1: Manitoba Emergency Managernent System (MEMS)

» Schedule 2:. Provincial Government Departmental Emergency Roles and
Responsibilities

« Schedule:3: Non-Governmental Organizations

o Schedule 4. Template for Declaration of a State of Local Emergency

» Schedule’5: Evacuations

o Schedule 6: Télecommunications

MANITOBA EMERGENCY PLAN 2018
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1.2.3 Annexés

1.3

There are- additional plans for major emergencies or disasters caused by specific.
hazards. These aré annexes to the MEP. They usually contain more detailed
‘operational processes:specificto the hazard.

The: Fdl!oW-ing is a list of the Annexes which either exist or-are under developinent.
Again, these may he added to or deleted as required.

Where there is a confradiction between the MEP and an Annex, the more specific.

guidanceset outin the annex shall prevail in a situation fo which the annex applies..

s Flood Coordination. Annex
« Wildiand Urban Interface Fire Coordination Annex
« Environmental Emergency Coordination Annex
o Severe'Weather Annex
«  Avian Influenza Coordination Armex
"» Influenza Pandemic Coordination Annex

OBJECTIVES

The: objectives. of the MEP are to coordinate the Provincial response in a major
emergency or disaster so as to prevent or liniit;

» loss of life,

= 1njury to persons,

o~ damage to property or the énvironment, and

» significant economic loss ar disruption

1.4 COOPERATION AND COORDINATION

To accomplish these objectives, the MEP requires and directs that there be:
= cooperative planning and coordination between neighb.Ou'ri_ng';muni'cjipd]ities;
and local, provincial, and federal authorities; non-govermnment agencies, and the
private sector; and

 aprompt-and coordinated response by the Province to any major emergency or

disaster-within provincial jurisdictiori 01 in support of a lecal authority that lias
requested provincial assistance.

1.5 AUTHORITY

The MEP is approved and ordered by the Lieutenant Govemeor-in-Council in
accordance with the provisions of Section 6 of The Emergency - Measures Act,

MANITOBA EMERGENCY Pr.aN 2018
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1.6 IMPLEMENTATION

The Minister responsible. for adininistration of The Emergerncy Measures Act (the
Minister) is the senior elected official Tesponsible for ensuring that the provincial
res_p.o_n_sé to a major cinergency or ;-disastcr'is._;appmpri'atc in the circumstances, and
coordinated between all departmends.

The Minister may authorlze the tmplementation of the- MEP usually on the-advice of
the Executive Director or, in the abserce of either one or both of them by aniyone
authorized to act on behalf of the Minister or the Executive Director.

Implementation does not require a.provincial state of emergency or state of 'loca'l_

emergency be declared; but, where a provincial state of entergency has been declared
implementation shatl be deemed to have been authorized,

1.7 TERMINATION

The provincial emergency response may- ‘be terminated by the Minister usually on the
advice of the Executive Director, or in the absence of either oni¢ or both of them, by
anyone authorized to act on behalf of the Minister or the Exécutive Director.

Terminating a provincial emergency response does not prevent: individual departiments:
from continuing with résponse activities within the'scope of their respective roles and
responsibilities.

1.8 REVIEW AND AMENDMENT

Manitoba EMO will ¢onduct an annual ieview of the MEP in consultation with the
appropriate departments. Proposed amendments to the MEP may be submiited to the:
Exécutive Director for consideration and appropriate action.

The Lieutenant Governor-in-Coucil -approves amendnients to-the MEP as required
under The Emergency. Medsures Act.

Due to the evolving and tactical nature of the content; the Execcutive Director shall
review and approve amendments. to the schedules and annexes.

MANITOBA EMERGENCY PLAN 2018
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2. PREPAREDNESS

2.1 EMERGENCY MEASURES ORGANIZATION

2.1.1

Provincial Emergency Préparedness Program
Pursuvant to's. 2.2 of the Act, Manitoba EMO is-required to

»  prepare a provincial emergency preparedness program designed to achieve a state

of readiness. for major emergencies and disasters, including a provincial emergency
plan, and
« conduct regularreviews and revisions of the program and plan.

Registry:

Manitoba _EMO- shall establish and maintain a registry containing a current.copy of
every municipal and departmental emergency plan in efféctin the province;

2.2 ALL OTHER DEPARTMENTS

2.2.1

2.2.2

Departmental Emergency Management Program

Pursuant to s. 8.1 of the Act; every departiment-is required to prepare. a departmental

emergency management program that includes

¢« identification ofthe essential serviees the department will provide in an emergency
or disaster;

« identification of the resources the departiment requires.to provide those essential
‘SErvices;

+ -an assessment of the risks posed by.identified hazards and how those risks might
-affect the department's ability to provide those éssential services;

o aplan for how the department would continue to provide or resume provision of
those essential services in an emiergency or disaster.

Periodic review
Each department shall review and revise its emergency management program

+ annually, or
» when etherwise directed to do so by the Minister,

Provide Copy:

Each department shall provide Manitoba EMO with the most tecent version of it
emergency management program.

MANITOBA EMERGENCY PLAN2018
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3. EMERGENCY NOTIFICATION

3.1 NOTIFY MANITOBA EMO

In-any emergency initial requests-for assistance from the public are usually directed to
emergency responders, i.e. police, fire or EMS providers, through 9-1-1 or a local
emergency telephone number,

Local authorities, or provincial or federal departments and agencies (including 9-1-1
centres and first responders) which become aware of an ‘event that either has, orcould,
result in a major emergency or disaster, shall notify the' EMO as soon as possible, by
calling the Manitoba EMO Duty Officer 24/7 at 945-5555 or by email at
emodutyofﬁcer@gov .anb.ca

Note: When notitving the EMO Duty Ofﬁ_celf of a serious event for the first time, it js best to
teléephone or otherwise confirm;receipt of email rather than rely on.emnil alone,

Any emergency that has resulted, or may result, in
s deéath or injury to multiple persons,
« significant damage to.
o multiple properties;
o critical infrastructure,
o the environment, or
o the economy, or
» any emergency which is likely to overwhelm local resources;
o -any emergency which will’ 1equ1re evacuation of péople out of a community; or
+ any emergency which may require Provincial or Federal assistance (other than.
specialist resources that are provided in the ordinary course)

shall, for purposes of Manitoba EMO- notification, be considered to be a major
emergency or disasfer.

Some examples may inclﬁde;

= ‘communily évacuations = ‘mine incident
» dangerous goods incident = heavy urban search and rescue
» enyironmental accident s significant utility disuptions
= forest fire = structural collapse:
« flood " tlansportatlon incident (air, hlghway
= ground search and rescue rail or marine)
« human or animal health = severe weather
emergency - = industrial accident.

» radiological ] incident

Note: Its is preferred that information be “pushed to” rather than “pulled by” Manitoba EMO.
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This will ensure early situational avwareness and a mo’re'.ra'p'id coordinated response. If any doubt
notify EMO Duty Officer,

3.2 - FURTHER NOTIFICATION By MANITOBA EMO

Onreceipt of notification, Manitoba EMO will then assess and notify the appropnate'
provinctal and federal departments, local authorities, and other agencies, usually
through their respective departmental emergency cooidinators. [see also 4.1.3(a)(ii)
Activation of the Manitoba Emergency Coordination ‘Centre]

The: Executive Director will also notify the Minister and provide such advice as may
be required.

During the course of the emergency, Manitoba EMO will continue to provide written
situation reports and any required updates to the Minister, with copies to
Communications Services Manitoba (CSM), involved departments and local
authoritics, to Public Safety Canada (PS Canada), and to such other parties as may be
required,

3.3 OTHER DEPARTMENTS AND AGENCIES

On receipt of notification, the department emergency coordinator or other departmental
official will-then make any other notifications that may be required. ~This would
typically-include other departmental personnel, including senior management, and may
include critical suppliers or service providers, and outside contractors.

In the event of a major emer geney or disaster it may be necessary to activate the
department’s emergenicy plan.
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4. RESPONSE

4.1 INDIVIDUAL AND GOVERNMENT

4.1.1

4,1.2

4.13

Individual

In a major emergency-or disaster there may be temporary mterruptlon of the services

provided: by local government. Tt may take some time forthese services to-be restored,

and other 011 additional resources may have to be brotght into. the area.

Individuals should prepare for and initially deal with potential emergencies or disasters
that impact themselves -and those undér their care, particularly for the first 72 hours..

This may include ensuring initial supplies, food and water ate on hand, and providing’

initial first-aid.

Local Authority

In the modeél of emergency management that has been uséd in Canada since the late.
1960s,. the: local authority has the primary responsibility for managing an' emergency
that occurs within its territory.  Local first responders usually manage routine

emergencies using their own, available resources.

Primary tesponsibility does’ not mean the only responsibility. Other levéls of

government may. have statutory responmbﬁlt;es that must be taken into account when
managing an eimergency.. For the most part; the on-site responsibilities of different
disciplines and different levels of government can be dealt with at the site using Unified
Command,

Although most routine emergencies-can be managed by the on-site respenders, major

emergencies-and disasters are by definition lari ger in scale ard in scope. Managing the -
consequences-of a major emergency or disaster usually requires additional resources,

expenditure of sums, or other decisions that are beyond the-authority of first responders.

In a major emergency or disaster, the coordinatien of further assistance and support to
the site manager ‘or incident commander,; as well as escalated decision-making is

uwsuvally facilitated off-site through the mumclpal EQC. A municipal EQOC will be

activated in accordance with the triggers. set out in the muricipal. emergency plan, or
whenever the local emergency coordinator deems it appropriate in the circumstances.

Provincial
(a) Coordination

(i) General

Manitoba EMO’ is tbe Provincial emergency managemeént coordinating
department, and is responsible for implementing plans and procedures for-a
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coordinated proviricial response to & major emergency or disaster, including
. 'overéight and coordination of all aspects of emergeticy preparedness in
the province, and

« management, direction, and coordination of the response of all
'depal1ments to an emergency or dlsalster__

This includes coordination between d'cpar.tmcnts, with other lévels. of
government; with non-governmental organizations, and with the private sector,

The specificToles and responsibilities of provincial departments are outlined in
Schedule 2 — Provincial Government Departmental Emergency Rolés and
Responsibilities.

(ii) Activation of the Manitoba Emergency Coordination Centre (MECC)

If the Manitoba Emergency Coordination Centre is activated, the Director of
‘Operations shall determine whether a department or agency is required to
provide a liaison officer to the MECC, and shall advise. ac,c,o_rd,ingly.

The' department shall then. assign an appropriate ‘persen(s) to the MECC,
Department liaison officers assigned to the MECC should be either the.
departrent’s emergency officer, or another representative who is appropriately
knowledgeable and expenenced in the department’s primary roles and
responsibilifies, and capable.of providing advice on such matters to the Director
of Operations.

{iil} Local Support
Manitoba EMO will support a local authority engaged in emergency operatlons,
by providing.advice -and assistance in implementing local emergency response

plans, including evacuation and: re-entry, and. mtegratmg the Provincial and
municipal response.

‘Other departments:will also provide services-as appropriate in accordance with
their roles and résponsibilities,

(iv)} Federal Coordination

Manitoba EMO will also coordinate the Provincial response with the
Government of Canada’s departmental cmergency response operations, as well
as operations in National Parks, First Nations Communities or other properties
within federal jurisdictions.

(b) Clarification of the Provincial Role

Although it is traditionially suggested that provincial government resources are only
brouglit to bear when local résources and mutudl aid are no longer sufficient, this
can be misleading.
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Certainly when the local authority’s capacity to deal with an emergency using-its-
own resouices or mutual aid from nearby municipalities is or is likely to be:
exceeded the local authority may request-assistance from the Province.

However 'there are some circumstances in which the Province will respond early in
an emergency

» where service is roytinely provided by a reégional authority or the Province.
rather than the local government, e.g, Regional Health Authoritiés, EMS;
RCMP pursuant to the provingial pelicing contract;

« as part of the routine delivery of specialist services:that is part of our modem.
response environment, é.g. Office of the Fire Commisgioner; or

 as pait of a statutory or regulatory function, e.g. 'Workplace Safety and
Health, Chief Provincial Public Health Officer, or Chief Veterinary Officer.

There may also be unusual circumstances wheré the Province may assume primary
responsibility, such as where

» 10 local governmeiit exists,
o theldeal govermment no longer has the capacity fo respend, or

o the local government is unable to implement an appropriate on-site system
of emergency mana gement.

{(¢) General Departmental Résponse

'Durin.‘g:major ¢rmergencies or disasters, all departments shall

¢ implement departmental emergency plans and procedures, including
mamténatice and delivery of all emergency response and other critical
departmental functions,

 notify Manitoba EMO of all municipal requests for assistance made directly
to the department, other than routine assistance provided as part of daily
operations,

e if required, provide departmental representatives to the Manitoba
Emergency Coordination Ceritre (MECC). Departmental represéntatives
should be:

o knowledgeable, experienced supennsms who are able. to- function
eftectlvely in. an emergency environrment,

o frained in emergency management processes, procedures, and plans,
including the use of the- MECC information management systems,
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o able to maintain contact with departmental staff, acquire-and mdintain
knowledge of their departments’ capacity and current operations, and
succinctly communicate this information to other MECC staff,

o able to coordinate information and quickly and accurately perform
various tasks, including maintaining appropriate logs and records,

o if required, provide a senior representative to participate in the event
specific-Steering Committee. The Steering Commiittee is responsible for
escalated decision-making across provincial departments and federal
agencies.. Escalated Provincial decisions which cannot be made by the
Steering Committee are escalated to the Deputy Ministers™ Committee on
Emergency Management and Public Safety,

e ifrequired, provide such further and other assistance as-may be necessary,
coordinate public mess_aging.relatedito the emergency with Manitoba EMO
and Communications Services Manitoba,

e protect assets, financial records, and other records maintained by the
department, and

» maintain financial administration over, including ‘appropriate records _Of_;
departmental expenditures related to the emergency,

Assistance from Non-Goyvernment Organizations

(a) Incorporation in Emergency Plans

The effectiveness of our emergency response and récovery will depend. to a large extent
ot the use-of all available community resources. Most communities have a number of
non-govémmental organizations (NGOs), including church or faith-based groups,
service clubs, volunteer groups and agencies. These organizations can provide a wide
range of skills, manpower, and equipment. They may.also have extensive expertise and
connections with vulnerable populations.

Local authorities often incorporate NGOs in their emergency plans, particularly in the
recovery phase. This is-also the case at the provincial and federal levels. A number
of NGOs that have established roles and responsibilities under the MEP or its-‘annexes
are set out in SCHEDULE 3 — Non-Gevernmental Organizations.

Note: Although many NGOs, service chibs, and volunteer groups and agencies pravide their
services free of charge that is not ahvays the case, Some organizations-charge fees for their
sérvices, and others require that volunteers’ be reimbursed for thejr out of pocket expenses,

(b) Workers * Compensation. Coverage

Volunteers for a specific emergency or disaster who have registered with the local
authority or with the Province who are injured while providing volunteer services may
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be eligible to receive Workers’ .Compensation benefits, Therefore; agencies.
cmploying the volunteers should first register them by obtaining the volunteer’s name
and address,

In the event of injury, the agency employing the volunteer will require additional
information such as the volunteer’s social insurance nuinber. It shall complete al! the:
appropriate Employers Report of Injury documerits on behalf of the volunteer, just as
it would for an ordinary employee,

Federal Assistance

When the Province’s capacity to deal with an emergency using existing resources is or
is likely to be exceeded, or wliere specialized resources are required, the Province may
request assistance ffom the Government of Canada.

Again, there may be circumstances where federal agencies are engaged very early i
an everit due to their statutory responsibilities. Avian influenza and other aninal disease
outbreaks are examples of early federal involvement, as are air and rallway accidents.

In most circurnstances, even-where the federal government has a statutory mandate to
irivestigate a particular hazard, consequence management mncluding protection of life
and preperty remains a local/provincial Tesponsibility.

Nates:

I.  There can be signilicant cost tmplications. dépending on.the procedure used to access federal
assistance, therefore all requests for émergency. assistance from either a local authority or the
Province to the Govérnmeit of Canada, including from the Department of National Defense, will
only be'made thrangh-the ADM of EMPS, ' '

2. This does not-apply to federal resources that are provided in tlie coursé of day to day operations,
-as part of an existing program, e.g. RCMP, search and rescue,

4.2 RESPONSE SUMMARY

For ease of reference we refer in the following tables to three levels of emergency that:
typically increase in scale and scope. The table provides a synopsis of the anticipated
response-and may be of some guidance.

It should be understood that a routine emergcncy in a large community with
greater resources may be-a major emergency in a smaller community with limited
resources.
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4.2.1 Roufine Emergency

Inpact

Low to‘moderate societal. impact (see Note),

Length

Generally, but not always, of short duration (hours or days, not weeks,
months or years).

Local Authority

Usually resolved by traditional first responders, i.e. police, fire and

4.2

Command Post

Response. EMS, perhaps with soine specialized assistance. In smaller
communities mutual aid may be required.

On-site Responders will establish ‘appropriate on-site ‘management in

Command Post | accordance with their -established proceduies. Appropriate
telecommunicationg will be established.

EOC Decisions within authority of responders can be made 0r1-s1te EOC
usually not activated.

EMO staff Usually does not meet EMO notification criteria. If any doubt notify:
EMO Duty Officer at 945-5555.

Other Provincial | Sometimes an individual department may respond to provide

staff specialized resources ‘or to ensure compliance with regulatory
requirements, e.g. Manitoba Hydro, OFC, Workplace Safety and.
Health. '

MECC Not activated for routine emergency.

.2 Major Emergency

Tmpact Moderate to high secietal impact (see Notg).

Length May be- extended - duratiof; particulaily recovery phase (weeks or
months, usually not years). '

Local Authority | First responders, other available: community resources engaged,

Response including specnllzed assistance. Municipal emergency plan will be
activated. © Mutual aid and provincial assistance likely required.

On-site | Responders will establish appropriate on-site management. © This

should include Incident Command or Unified Command, and require

that an on-site. .command post(s) be estabiished.
telécommunications will be established.

Appropriate

EQC

Municipal EOC likely activaied. Departments and involved industry
may alsoactivate EOCS.

EMO staff

Director of Emergency Operations(DEO} will be notified by the Duty

Officer, DEO may dispatch Emergency Management Advisors to

attend to site or municipal EOC to provide information and coordinate

provincial and federal assistance, as required. EMO HQ staff may be
‘assigned operational duties.

Other
Provincial staff"

Departments may respond to provide. specialized resources. or to

ensure compliance with regulatory requirements, €.g. Manitoba
Hydro, OFC, Workplace Safety and Healih. Additional departments,
-equipment and staff may be required and assigned response or

recovery tasks commensurate with the extent of the emergency
Liaison officers may be called into the MECC.

MECC/EMCC

The MECC may be activated. The Emergency Mobile Cornmand
Center (EMCC) may be dispatched to the emergency site in order to
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provide a suitable facility. Appropriate telecommunications links with.
municipal EOCs will be established.

4.2.3 Disaster

High to-extreme Societal impact-(see Note). May impact a large area

Impact
or multiple communities. .
Length Will likely be extended duration and prolonged recovery (menths,

even years).

Local Authority

First responders, other available community resources ehgaged,

Response including specialized assistance. Municipal emergency plan will be
activated. Local authority’s ability to respond may be compromised
by the impact. Mutual aid and provineial assistance likely required.
May involve multiple sifes and communities.

On-site Responders will establish appropriate on-site management.  This

Command Post

should include Incident Command or Unified Command, and require
that an on-site command posi(s) be established. May be multiple sites
and communities: Appropriate telecomtunications will be
éstablished. '

EOC

Municipal EQC activated: May be multiple coimmunities: impacted.
Departments and involved industr; v may also activate EOCs,

EMO staff

DEO will be notified by the Duty Officer, DEO will likely dispatch an
EMA to attend to 31te(s) or municipal EOC(S) to provide information
and coordinate. provmc_xal and federal assistance, as required. EMAs
from other regions may be dispatched to assist in.affected area. EMO
HQ staff will be assigned operational duties. The DEO will activate
the MECC and ‘request liaison officers from other departments and
agencies. as required.

Other Provincial
staff

Departments will respend to-provide specialized resources or to ensure
compliance with regulatory requirements, e.g. Hydro, OFC,
Workplace Safety and Health. Additional depaitments, -equipment
and staff may be required and assigned response or recovery tasks
cemmensurate with the extent of the disaster. Liaiscn officers may
be called tnto the MECC: Additional resources may be requested from
other Provinces and-the Government of Canada.

MECC / EMCC

The MECC will be activated. The Emergency Mobile Command

Center may be dispatched to the gmergency site in order to provide a
suitable  facility.

A_pplo,prlate telecommurlca’rlons. links  with
municipal EOCs will be established.

Escalated
Decisions

Are inevitable. Will be referred from the MECC to the Steering
Committee,. Deputy Ministers’ Comimittee  on Emergency
Management and Public Safety, and Cabinet, as appropriate.

Note: Reference to societal impact does not imply that a low or modérate impact does.not severely
lnlpdtt those lmmedmtd} affected, their family, friends or community. Nor is it intended fo
minimiz¢ the impact that the loss-of an Individual or some. properties can have ona commumtv

MANITOBA EMERGENCY PLAN2018



AB2254

A

4.3 EMERGENCY MANAGEMENT SYSTEM

When multiple emergenicy response agencies are required to work together the most
frequently used incident management system is the Incident Command Systerni.
Inmdent Command is the standardized on-scene emergency management system that
is specifically designed to- allow responders to adopt an integrated organizational
structure equal to the comple)nty and demands of single or multiple incidents.

In most circumstances where a single agency or a number of agencies from the same
discipline are involved, Incident Command with a single Incident Commander is
usually -approptiate. Where a number of agencies from different -disciplines are

involved, the. appropnatc incident management system is the Unified Command
System (hereinafter: both Tncident Command and Unified Command will be referred to
as Inc1dent Comimand or ICS).

Although ICS is a fairly standard system with common features, there ate several inter-
jurisdictienal variants, including a common healthcare variant, used-in Manitoba. For
the most part the variations. are minor and do not detract from the implementation of
ICS in a: given emergency.

ICS does not replace the proper function of governméent, nor create a structure that
supersedes. Constitutional, legislative or regulatory authon"ty,'bu{ secks to minimize
organizational conflicts and encourage cooperation and action toward achievement of
a.commen set.of Ob_] ectivés compatible with the pamclpants responsxbllmes

To the greatest éxtent possible existing govemnmient structure will be used to facilitate
escalated decision-making processes -across provinci'al departments during an
emergency. '

Provincial and federal government decision-making is unified through the formation of.
an event-specific Steering:Committee, usually co-chaired by the Executive Director of
Manitoba EMO and a senior representative of a primary responding department, and
consisting of senior representatives ‘of provincial and federal departments that have
mgmﬁcant involvement i m the event.

Additional information on the structures used to support an integrated response to

major emergencies and disasters may be found in SCHEDULE 1 - Maritoba
Emergency Management System (MEMS)

4.4 EMERGENCY OPERATIONS CENTRES

An EBOC, sometimes refetred to as an Emergency Coordination Centre (ECC),
referenced in tables 4.2.1 and 4.2.2, is a predetermined physical location away from the
site. from which some municipaliti€s, departiments -or agencies provide direction,
support and coordination. An alternative or back-up facility should also be identified.
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Although the Province -operates the Manitoba ECC (MECC) for purposes of
government-wide and inter-jurisdictional coordination, an individual department may
require.its own. EOC 1o coordinate its departmental response. This is particularly true
forlarge departments with multipte branches.

A functional description of a department’s EOC operations should be set out in its
emergency plan, The opening and closing of an EOC by a department will be triggered
by th¢ nature and scope of the event, and the departiment’s requirements.

Note: -Although -department EOCs can be very useful, they can-also- impede the flow-of critical

information-and foster the creation of operational “silos.™ To help-avoid this, departmental EOCs
.must be able_ to-effectively communlt_._at_e with the M_ECC cither directly, or if the organization.is

one that has been asked to provide a liaison officerin the MECC, with its liaisomn officer.

4.5 . EMERGENCY COMMU\‘ICATIO\IS

4.5.1

4.5.2

Auurate Time!y Communications

Complete, accurate, and timely- communication must be maintained between. all
departments, all levels of government, and all response elements. This is-essential to
the development of the common operating picture- and objectives necessary to the
effective management and coordination of emergency operatiens.

Media/ Public Information

The provision of timely and accurate emergency information to the public is also vital
to the success of emergency operations. CSM will coordinate. the distribution .of
emergency public. information on behalf of the province; with the assistance and
cooperation of involved departments. 1t will also provide assistance to municipalities
who request provincial suppert to distribute emergency. information.

Where other levels of government. or NGOs are involved in responiding to an
emergency, public messaging should be cooldmated among all of the part1c1pants

Manitoba EMO may also provide immediate public alerts threugh.the National Public
Alert Systcm (NPAS)

For a diagram showing how Manitoba EMO provides informatjon to the public during
a major emergency or disaster refer to 3.3.1 Manitoha EMO Notifications Model.
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Telecommunications.

In'an emergency, effective telecommunications is critical to
o theefficient exchange of information

coordination,

cominarnd and conttol, and

responder safety.

A variety of 18(2h[1010g165 can be used to proyide telecommunications on site, between
the site and agencies’ EOCs, and between EOCs, Jincluding

« two~way radio,

o facsimile,

« email'and other intra'or internet-based sérvices

» telephone {cellular and landline), and.

» satellite communication syslems.

A’ soon as practicable after impact, a quick survéy should be made to determine which
technologies are still available, and a tactical teleconununications plan should be.
prepared around the use of the surviving technologiés.

All personnel operating telecommunications equipment in a common environment with
other departments or agencies (interoperatinig) shall use plam language and avoid the
use of slang or other terminology that may cause unnecessary confusion, including the-

use of so-called 10 codes.,

In circumstances where commercial telecommunications systems have failed: or are

likely to fail, or where supplementary telecommunications may be required, the:
Manitoba EMO Duty Officer may request assistance from the Amateur Radio
Emergericy Service (ARES).

Additional information on basic technolagical and operating considerations régarding.

these technologies, including considerations for temporary repair-or replacement may
be found in SCHEDULE 6 — Telecommunications.
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5. EMERGENCY AUTHORITY AND POWERS

5.1 . STATES OF EMERGENCY

5,1.1

A declaration-of a provincial state of emergency may be issued by the Mimister, or a
state of local emergency may be 1ssued by a {ocal authority pursvant to s. 12 of The

Emergency Measures Act-to acquire and exercise the powers sef out in the 4et.

A state of emergency (sometimes referred o as a provincial state of emergency (PSoE)

to distinguish it from-a state of local emergency) or a state of local emergency (SoLE)

may be geographlcally limited to-part of the jurisdiction, in which case the limitation
should be included in thé declaration:

Note: Theé provisions concérining so-called “Prevention Orders” were repealed and are no longer
in effect. '

Powers under a Provincial State of Emergency or State of Local Emergency

S. 12:.0f the Aef provides:

Upon the declaration of, and. during a state of emergency or a state of local
emergency, the Minister may, in respect of the province or any area thereof,
or thie local authority may, in respect of the municipality or other area within
its jurisdiction, or an area thereof, issue:an order to any party to do everything
necessary to prevent oi limit loss' of life and damage to property or the
environment, including any one or more-of the following things:

(:a') cause emergency plans to be implemented;

(b) utilize any real or personal property considered necessary to prevent,
comhat or alleviate the effects of any emergency or disaster’;

(¢) authorize or require any qualified person to render aid of such type as
that person may be qualified to provide;

(d) control, permit or prohihit travel to or from any area or on any road,
street.or highway; '

(¢) cause the evacuation of persons.and the removal of livestock and personal
property and make arrangements for -the adequate care and protection
thereof; '

(f) control or prevent the movement of people and the removal of fvestock
from any desig{nafed area that may have a i:ontaminﬂating disease;

(g) authorize the entry into any building, or upon any land without warrant;
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(h) cause the demolition or removal of any trees, structure or crops in order
to prevent, combat oralleviate the effects of an emergency or a. disaster;

(i) authorize the procurement and distribution of essential resources and the
‘provision of essential services;

(i.1) regulate the distribution and availability of essential goods, services and
resources,

(j) provide for the restoration of essential facilities, the distribution of
essential supplles and the maintenance and co-ordination of emergéncy
medical, social, and other essential services;

(k) expend .such sums as are¢ necessary to pay expenses caused by the
emergency or disaster.

A PSoE or SoLE may intrude on individual and property owner’s rights, and therefore.
the actions undertaken under an SoLE should be

+ permitted under the Act,
« reasonably necessary in the face of an emergericy or disaster, and
» proportional to the loss or damage that the.action secks to prevent.

Deciaration of a State of Local Emergency

(a) State of Local Emergency (SoLE)

A local authority must complete the following steps to declare-a SoLE for-all or part of
the municipality:

« The local authority must pass: a council resolution to declare a state of local
emergency. Where a local authority is unable to act quickly, such as where a
quorum cannot be brought together to pass a resolution, the appropriate mayor
or reeve may make a declaration.

The Act stipulates that:

113) A déclaratioﬁ' of a state of local emergeney

{a) must describe the major emergency or disaster that is the subjectof the
declaration

(b) must state whether the declaration applies to all or a part of the
mumc1pahty or .other:area within the jurisdiction of the local - authorlty as
the case may be;

(c) must, if the declaration appiies to a part of the‘muniéipalif;y or other area,
-describe the affected area; and

MANITOBA EMERGENCY PLAN 2018




AB2259
29

(d) must, if the duration of the declaration is to be léss than 30 days, state its
duration.

The declaration and resclution from the local authority must be forwarded by
the most effective means to the Minister through Manitoba EMO. A template
is available in SCHEDULE 4 — Template for Declaration of a State of Local
Emergency).

Following the:declaration the local authority must-communicate the details of
the state:of emergency to residents of the affected area by the most appropriate
means available,

A declaration is valid for .a period of 30 days beginning on the day the declaration is
made, unless a shorter period is stated in the declaration in.accordance with paragraph
1](3)(d) above. All'days are'full days; regardless what time the declaration was made
‘on the first day.

(b) Extension

The local authiority may make application to the Minister for an éxtension of the SOLE,
and the Minister may approve its. extension for further periods of 3(Q days each,
Requests for an extension are not automatically -approved and require some
explanation.

To obtain.an extension the local authority must complete the following steps:

It must pass a council resolution requesting an extension of the SoLE.

Tlie resolution must be forwarded to the Minister through Manitoba EMO along
with any relevant information in support of the extension by the most-effective
means: Manitoba EMO-will forward the extension request to the Minister along’
with a recommendation from the Executive Dirgctor.

‘Onice the Minister has approved or declined the request for an -extension,

Manitoba EMO. will then forward the decision to the local authority, who will

‘then communicate the details of the SoLE to-residents of the affected area by
‘the most appropriate means available.

The two most common problems seen with-applications forextension of & SoLE are

That they ar¢ not made prior to the expiration of the Qrder.

That insufficient information is provided as to the reasons that an extension is

required.
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(¢) Termiination

When an emergency no longer exists in any area of the municipality for which a
declaration of a.state of local emergency was made, the local authority may terminate
the declared state of local emergency. The local authority must inform the residents of
the affected area of the tennination and send a copy of the declaration with resolution
to Manitoba EMO.

In-addition the Act provides:

15(2) The minister may terminate a state of local emergency, when, in the
opinion of the minister,

(a) the major emergency or disaster no longer exists;

(b) the state of local emergency was declared in contravention of
subsection 11(5.1);

(¢) the local authority hras not satisfactorily provided the information
requested by the co-ordinator under subsection 11(6); or

{d) the information providéd in response to a request made under
subsection 11(6) does not demonstrate a need for the local authority
to lrave powers under subsection 12(1) to resolve the major emergency
or disaster.

Upon terminating the state of local emergency, the minister must cause the
details of the termination to be communicated by the most appropriate
means to the local authority and residents of the affectéd area..

5.1.3 Declaration of a Provincial State of Emergency

(a) Provincial State of Emergency
In the event of an imminent or occurring emergency or disaster, the Minister -
« may declare a State of Emergency in respect to all.or any part of Manitoba, and
» shall communicate the details of the state of emergency to residents of the-
affected area, using the most appropriate means available.
{b) Extension
A declaration of a State of Emergency by the Minister is valid for a period of 30 days.

The Lieutenant Governor in Council may, if necessary, extend the length of the
declaration for-further periods of 30 days. each.

MANITOBA EMERGENCY PLAN 2018
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(¢) Termination -

When an emergency:no longer exists in any-area of the province for which a declaration
of a state of emergency was made, the Minister

= may terminate the declared state of emergency and
« mustinform the residents of the affected arga of the termination.

Further information on the process. of issuing a declaration for a provincial state of
emergency may be found in Schedule 5 —Provincial States of Emergency.

MANITOBA EMERGENCY PLAN 2018
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6. EMERGENCY EXPENDITURES.AND COST RECOVERY

6.1 DISASTER FINANCIAL ASSISTANCE

6.1.1

6.1.2

6.1.3

Un‘antiéipat'edflncremental Expense

Local authorities and provincial departments are expected to take. appropria’te measures
to protect lives and limit property damage prior fo and during a major emergency or
disaster. Such measures can reéquire substantial financial expenditures that are largely
unatiticipated in the budget process,

Accordingly, provincial Disaster Financial Assistarice (DFA) fundmg may be made
available after the fact to offset the incremental expenses relating to the emergency

It is interided to assist provincial departiments, local governments, individuals, farms,
businesses, and non-profit-organizations: with recovery from a disaster.

Record of Expenses/Audif Trail

To support the possibility of reimbursement, expenses relating to the emerg_eﬁ(‘:y must
be tracked.

For audit purposespr‘ovvincial departments are required to complete; niaintain and as
requested provide the following decumentation: :

» detailed damage reports completed. by site by a relevant expert

‘s sitereports by a relévant expert confirming repaiis are complete and are limited
to restoration or to pre-disaster functionality

o contracts, invoices.and financial records for all claimed costs

Submission to Manitoba EMO

In addition to the above required records provincial departments requesting funding
assistance must complete maintain- and submit the following documentation te
Manitoba EMO:

e SAP reports detailing the individual eligible costs identified by cost element,
posting date, document date and the text details for the line item with attached
excel version

. -"Spreadsheet summarizing the incurred expenses by the following categories:

personnel

matetials

equipment

contracts

mitigative enhancements
other

00 00 GO
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« Inter Business Ared Journal (IBAJ)

6.2 FEDERAL COST SHARING

In certain circumstances. federat 'f_'imd‘in g:contribution is made available to the Province
through the Disaster Financial Assistance Arrangements (DFAA). The DFAA is
‘intended 1o provide federal assistance for emergency expenditures excceding certain.
per capita thresholds. '

All applications for funding under the DFA are subject to limitations respecting.the
-expenditures that are or are not eligible.

Questions pertaining to DFA or- DFAA should be directed to Manitoba EMO to
the attention of the Director of Recovery at 945-4772.

MANITOBA EMERGENCY PLAN 2018
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7. PROVINCIAL POST EMERGENCY REVIEW

When appropriate, the ADM of EMPS will initiate.a post-emergency review. -

7.1 PURPOSE

The review is essentially no different from the gap analysis conducted at the conclusion
of any exercise. Its purpose is to

o learn from the experience,

» confirm best practices, and

o identify appropriate areas for improveineit.

7.2 PROCESS

The post-emergency review will consist of several activities or parts:

7.2.1 Debriefing

 Provincial debriefing meetings will be held as soon as possible after the termination
of the emergency. Separate debriefings will be held with
¢ the Steering Committee,
o the on-site- emergency response personnel, and

o MECC personnel..
7.2.2 Departmental Reports

« The emergency coordinators. from each departmient involved in an emergency will
prepare a feport oni the department’s including any recommendations for further
consideration. A copy of the report shouid be provided to the Executive Director:

+ Manitoba EMO will encourage the submission of reports from federal departments,
munieipalities, and/or NGOs that participated in the -emergency.

« All departmental réports should include the following information:

o An executive summary.

o A description of the depaitment's response including duration of response;
descnptmn of responsé and activity. Other details including personnel and
major pieces of* eqmpment or apparatus would be helpful.

All known or anticipated costs incurred.

A brief analysis of the department’s emergency response effectiveness.
Recommendations for improvemnent or enhancement of the department’s
response.

MANITOBA EMERGENCY PLAN 2018
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7.2.3 Provincial Report
+ Manitoba EMO will be responsible for the preparation of a provincial report, which-
may inchide:
o An executive sumtnary,
Provincial Emergency Response (including local response).
Chronol'c)gjca'l sequence of sigiificant events.
Overall emeligency costs on adepart’mcntal basis.
Projections for.ongoing recovery efforts including estimates of time, costs,-and
involved agencies. "
« The overall comments and recommendations {from debriefing meetings;
departmental/municipal reports). -
> Departmental/ageincy/municipal reports.
< The printing and distribution of the provincial report.

o O o o
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SCHEDULE 1

MANITOBA EMERGENCY MANAGEMENT SYSTEM Ver. 2.3

1.0 INTRODUCTION

1.1 General Emergency Response

Most emetgencies are’ resolved within a ‘comparatively short time by emergency
responders attending on-site, usually police, fire and EMS' along ‘with specialists from
government and the utility companies (collecnvely ‘emergency responders”). These

‘emetgency responders attend to -emergencies in the course-of their daily activities, and

have developed ‘professionally appropriate response. systems and methods that suit their
respective operatianal needs.

1.2 Independent Action by Emergency Responders

Emergency response agencies are designed to funetion in a rapld Tesponse environment
where resporiders act within the scope of their authority and in compliance with their
operational protecols. Various.compliance mechanisms exist; and einergency responders
are usually not required to obtain prior permission or direction from outside of their-own
agency.

1.3 Use of Incident Mznagement Systems

When multiple emergency response agencies. are required to work together on-site they-
most often use the Incident Command System. Incident Command is the standardized.
emergency management system specifically designed to allow emergency responders to
adopt an integrated organizational structure equal to the complexity and demands of

single or multiple. incident sites.

ICS. does not replace the proper function of government; nor create a structure. that

supersedes Constitutional, legislative or regulatory authority, but seeks to minimize:

organizational conflicts and encourage cooperation and action toward achievement of a
common sét of objectives compatible with the participants” responsibilities.

In most circumstarices. where a smglc agency or a number of agencies from the same
discipline are involved on-site, Incident Command with a single Incident Commander is
usually apploprlate Where-a number of agencies from different d1sc1plmes are involved,
the appropriate incident management system is the Unified Command System
(hereinafter both Incident Command. and Unified Command will be referred to as
Incident Command or ICS).

ICS is the prefetred on-site incidént management system- {0 be used by res_ponders from
provincial departments and agencies.
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Although ICS 15 a fairly standard system with common features, there are several inter-
}urlsdlctlonal varants, including a common healthcare variant, used in Manitoba. TFor
the most part the variations are minor and do not detract from the implementation of ICS
in a given emergency. However, ICS is not an intuitive system, and in order to
implement it effectively, provmcml départment and agency personneél, particularly those
respondmg on-site; will require appropriate. ICS training so that they ean effectively
interoperate with other emergency responders.

Appropriate training shall be developed .and provided by the Manitoba Emergeney
Measures Organization, the Office of the Fire Commissioner, Manitoba Health, Seniors
and Active Living’s Office of Disaster Management and Manitoba. Sustainable
Development in ¢onsultation with other piovincial departments as may be appropriate..

1.4 Major Emergencies and Disasters

1.4.1 Escalated Intervention
There are. certain types: of emergencies that are not resolvable by the typical emergency
responders, and disasters by their very scope require broad, societal intervention,
including the participation of a number of federal, provincial and municipal departments
and agehcies, non-government organizations, and the private gector,

1.4,2 Escalated Decision-Making

As emergencies increase in scale and scope and become-disasters, the decisions which

must be made and the resources which must be used to resolve them, -also increase in

scale and scope. In the larger: of these events decisions must be made which may have
significant policy, financial and societal impacts.

These kinds of events often require escalated decisions. from local, provincial and federal
governments both at an administrative- and. ultimately at a. political level.  This is
particularly-true of decisions which may have far.reaching or long-term impacts.

'1.4.3 Statutory Definitions
In The Emergency Measures Act (the Act),

"emergency” means a preséent or imminent situafion or condition that requires
prompt action to prevent or limit

(&) the: loss of life; or
(b) harm or damagvc to the safety, health or welfare of peeple; or

(c) damage to property or the érivirontent,

and,
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“"disaster" means a calamity, however caused, which has resulted in or may result
in
(a) the loss of life; or
(b) serious harm or darmiage to the safety, health or welfare of people; or

(c) wide-spread damage to propeity or the environment.
“major emergency’’ means an emc:gency;that' is not a-routine. emergency.
“routine erfiergenicy’” means an emergency that

(a) can be effectively resolved
a. by local police, fire and emergency medical services, working
independently or together with public works and utilities
personnel, and _
b. without requiring additional resources from a local authority
not directly affected by the emergency, the Government of
Maritoba or the Government of Canada,
(b) does not require evacuation of persons out of the geographic area over
which a local authority has jurisdiction, and
{c) does not require the declaration of state of emergency or a state of
local emergency. ;

1.4.4 Characteristics of Emergencies, Major Emergencies and Disasters
i. Scale vs Scope:

The difference betweéen an emergency and' a d_isa'stel' is not only a question. of scale, but.
also of scope. We can examine this by way of the following example:

(1) A traffic accident involving two cars with four mjured occupants may be a.
comparatively minor emergency, whereas a traffic accident involving a truck and
a-school bus with twenty injured occupants. wouid be a more serious emergency.

This expansion is a matter of scale.

(2) Suppose that the truck involved in ‘the second example was a tanker carrying
propane and the accident occurred adjacent to-a school.  The truck caught fire
and was in danger of exploding. Now in addition to. the accident, there:is & need
to safely evacuate the students and staff of the school and get them. out of the
potential impact area. '

(3) -Suppose the tanker actually exploded and in addition to severely damaging the
school and causing multiple casualties including: dead and injurc’d; the explosion
damaged a nearby hydro sub-station.  That damage cut off power to the
community, and Hydro estimates that it will take two weeks to restore power.
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This accident.occwited in Januvary at a time when the average daily temperanire

‘was approximately -20 ¢, and wbuld likely remain so for most of the two week
period.

Ttie additional impacts represent exponential growth both of scale and scope.

The immediacy of the prohilem leading up to and including Part 2 remains primarily an
emergency that can be resolved by the emergency. responders and on-site school
officials. Although the scope of the event is increasing, in this example it remains. within

the capacity of the emiergency responders and school officials.

In Part 3 it is likely that local emergency responders, ‘the local hospital and available
medical personnel may: be overwhelmed. A comparatwely small surge may be managed
by drawing on mutual aid and medical facilities in nearby communities (assuming that
there are such commumtles) however, a surge of this magnitude will likely exceed the
capacity of nearby communities. Additional resources can be accessed but they arcat
some distance,

(4) Suppose the hospital’s generator has a limited fuel supply; and the local fuel
provider has rio. means. of extracting.it frony its underground tanks without power,
and no:simple means of attaching a portable generator to his pumps..

(5) Suppose the majority of homes and business have no alternative power source,
and Hydro wall not be able to supply and rig. a temporary power supply.for at
least two days. Seme people, particularly those who require power to supply
medical devices, those who are sick, the very old and the very young will be
increasingly at risk as standby power runs out and as the retained lieat in
buildings dissipates.. -

The scale and scope’ of the event have now reached a poiit where this eveiit might be
described as a disaster.

Other Examples:

An early winter ice storm that exceeds: Hydro’s line clearing: capacity, followed by a
blizzard -and rapidly dropping. teimperaturés that impacts all of South-Eastern' Manitoba
from Selkirk south to the US border; including the City of Winnipeg and the Red River
Valléy, and cast to the Manitoba/Ontario border.

An influenza pandemic approaching the scale and scope of the 1918 Spanish Flu.

ii. Impacts on Critical Infrastructure Networks/Cascade

While in fi0 way minimizing the human impacts, ¢ach .of these disasters have different
characteristics, impacting on differént areas of critical infrastructure,  Although the

initial impacts ofa. significant pandemic are on the healthcare system, and on the people:

~~~~~~
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that operate; maintain and repair- critical infrastructure networks; as the pandemic
continues it is likely that maintenance related failures and repair issues will also. become
problematic.

As Criiical Infrastructure fails and begins o impact the various. interconnected networks
that we rely on in a moderm, industrialized society, a cascade may develop that is not
uiilike the organ failure cascade that can take place when serious iliness or injury
overtakes the human body.

2.0 EMERGENCY MANAGEMENT SYSTEM

2.1 System for Escalated Decision-Making

The Manitoba Emergency Management System (MEMS) is a schedule: to the all-hazards
Manitoba Emergency Plan {(MEP) and: sets out the structures used to facilitate -an
integrated Tesponse to major emergericies and disasters which in scale or scope exceed
the resources. available to on-site emmergency tesponders, and requires. the involvement
and contribution of various municipal, provincial and federal departments and agencies,
non-govertiment-agencies (NGOs), and the private sector, or requires escalated decisioni-
making.

2.2 Complimentary with Other Systems

“To the extent that it is appropriate the. MEMS is intended to compliment the emergency
management systemn used by the federal government, as well as those used by emergency
responders, while at the same time conforming with the Constitutional, legzslatwe and.
regulatory requirements, and the policies of the Government of Manitoba.

2.3 I‘nteg’rat’ed..Gove"rnm'erit of Manitoba Response

The résponse of the departments and agencics of the Government of Manitoba should be
‘marked by unity of purpose and common strategic ohjectives.

Departments. and agencies are consulted durmg the planning phase, so that their input
may he taken into congideration and -included in plans and prepareédness. To the extent
that it is possible, roles and responsibilities will he identified, and operational issues will
be resolved before an actual event. Pre-event planning, collaboration and the use of ICS
should miinimize petential conflict and encourage and enhance operational effectiveness:
and interoperability:

During a inajor emergency or disaster, all departments and -agencies of the Government
of Manitoba may be requlred to contribute. personne! and resources, and responders
should be trairied to function in an 1CS environment.
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2.4.1 EMO Executive Director

On behalf of the Minister responsible for Manitoba EMO, the Exccutive Director has
‘overall responsibility for the coordination of a Manitoba response to an emergency, and
liaison between the ECC, the Sseermg Committee, and the Deputy Ministers” Committee
on Emergency Management and Public Safety, including the form and ‘content -of
sifuational advisories for dissemination to senior levels.of government.

2.4.2 Integrated Public Information/ Communications

Effective emergency management in major emergencies and disasters depends on public
reaction, confidence in the authorities managing-the event, and compliance with their
advice and directions, To facilitate aceurate; common messaging, manageiment and staff
from Communtcations Setvices Manitoba, in coordination with their counterparts from
federal and municipal government and the private sector, is responsible for coordinating
the public communications function.

Durmg 4 wmajor emergency or disaster, all provmcaai departments and agencies are
required to coordinate their public messaging through Communications Services
Manitoba.
2.4.3 Departmental Roles:
Departiments and: agencies may have various roles. depending on the nature and scale of
an emergency. These roles are set out in the all-hazards Manitoba Emer rgéncy Plan
(MEPY), and in the specific-hazards plans that are annexes to the MEP.
i. Primary, Supporting and Coordinating Departments
Major emergencics and disasters can vary widely in their scale and scope. Accordingly,
dcpartmcntal participation and roles can also vary. The following definitions describe
the various departmental roles during an emergeney:
{a) Primary Department
A department or agency with the legislated miandate related to a coré element of an

emefgency. Depending on the nature of the- emergency, there may be multiple primary
departmeits.

(b} Supporting Department
A departinent.or agency that provides assistance to a primary dépar.tm‘ent.

(¢) Coordinating Department
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Manitoba EMO is the coordinating department of the Government of Manitoba based on
the legislated iesponsibility of the Minister responsible for emergency management as set
out under the Act.

Public Safety Canada is the federal coordinating department.

ii. Emergency Support Functions
Emergency support functions are actions in support of the needs that are ant1c1pated to
arise prior to or during an emergency. Departments, non- governmental organizations,

and private sector representatives may be required to support the tesponsible departmerit
based on their resources and capabxlltles

3.0_GOVERNANCE STRUCTURE

3.1 Escalated De'ci'sion-Making-Ac_ros's Departnients

MEMS includes management stntctures and processes that are functional during non-
emergency as well as emergency circumstances. Under MEMS, the Government of
Manitoba will engage existing' governiment operations structures to the. greatest extent
possible in responding to an emergency.

‘Decisions are. influenced by the nature of the etnergency without constraining the
flexibility of the government to decide how it organizes its response 1o any given
emergency.

The Manitoba governance structure allows for an escalatéd decision-making process
across. provineial departments- and agencies, first to the Manitoba Emergency
Coordination Centre. (MECC), then to the Steering Committee, Deputy Ministers’
Committee on Emergency Management and Public Safety, and then to Cabinét, or a sub-
committee of Cabinetestablished for that purpose.

All or'some -of the following elements may be activated in response to an emergency.
See Schedule 1 attached.

3.2 Manitoba Emergency Coordination Centre

The Manitoba Emergency Coordination Centre (MECC) is the facility where an
integrated Goveniment of Manitoba response to a major emergency or disaster ‘is
coordinated. It is staffed durmg ‘major emergencies and disasters by Manitoba EMO
personnel, along with additional personnel from otlier provincial and federal government
departitients and agencies, NGOs, and the private sector, as may be required in the
circumstances.
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The role of the MECC will vary somewhat depending on the nature of the émergency. If
the emergency is one which can be resolved primarily on sit¢ by the typical emergency”
responders, the primary role.of the MECC is to coordinaie support.

If the emergency or disaster is one that cannot be resolved by the typical emergency
tesporniders, or where there i no specific.site, the MECC may be used to coordinate the
provincial or federal/provincial response:

3.2.1 Rolé of EMO Emergency Management Advisors

EMO Emergency Management Advisors and other personnel may attend to the site of a
miajor emergency or disaster for the purpose of gaining sithational awareness and
reporting to the Director of Operations; 4cjoordinating- provincial support; and providing
advice to the local governrtient and its agencies with respect to available provincial
resources, declaration of a local state of emergency and exercise of the emergency
powers under the Act, and activatioi of the local emergency plan;

3.2.1. Activation of the ECC

Depending on the nature of the emergency, and the ‘level of Manitoba coordination
required. during an emergéncy, the Executive Director, inay escalaté or de-escalate
résponse levels as appropriate, including activation of the MECC.

During a minimal. MECC activation the MECC will be staffed by EMQ Headquarters
Staff under the direction of the Director of Operations, The primary objectives under
minimal activation will be to monitor; analyz¢ and disseminate information regarding a
developing situation, and provide advice to the Executive Director.

Activity in the MECC may be escalated as circumstances require, with' the addition of
personiel and specialists from other departments. and - ag,en(:les, ultimately leading to a
full activation-of the MECC.

When fully activated liaison officers or subject matter experts from primary and support
departments are engaged, and all -of the primary functions. within the MECC are staffed
includirig command, operations, planning, logistics, and finance and administration.

Specialist functions reporting to-the Director of Operatlons may include a representative
from Communications Services Manitoba, counsel from the Manitoba Justice Bepartment
Civil Legal Services; a safety officer and department liaison personnel
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3.3 Steering Committee

Steering Committees are established for specific hazards, and are co-chaired by the ADM
of EMPS and a senior representative of the Primary Dcpdﬁment most responsible for
preparedness, response, recovely and mitigation- of a specific hazatd or event. If the
Primary department 'is- a Federal lead, participation shall be determined in consulfation
with the Regional Director 6f Public Safety Canada.

In a major emergency ot disaster; this committee advises the Deputy Ministers’
Committee on. Emergency Management and Public Safety, and provides support and
direction to officials within the MECC. :

3.4 Deputy Ministers” Committee on Emergency Management and Public Safety

The Deputy Ministers’ Committee on Emergency Managemeiit and Public' Safety. is
chaired by the Clerk of Executive Council or his designate. In a major emeTgency or
disaster, this committee: provides advice to Cabinet, and direction 1o the Steering:
Committee through the Executive Direcior; and direction to Communications Services.
Manitoba on issues related to public communications:

3.5 Cabinet
In a major emergency or disaster, Cabinet is responsible for providing policy and

direction to senior officials. To facilitate decision-making a sub-committee(s) of Cabinet.
may be formed to deal with specific issues,

End.
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SCHEDULE 2
PROVINCIAL GOVERNMENT DEPARTMENTAL
EMERGENCY ROLES AND RESPONSIBILITIES

In addition to the general--dppartment responsibilities set out in the Act-and in the
Manitoba Emergency Plan, this schedule describes certain emergency management
roles and responsibilities specific to-each provincial department.

These specific responsibilities highlight resources that exist within departments that.
contribute to the coordinated Provincial response.

1 ABORIGINAL AN D NORTHERN AFFAIRS

e Provide advice and assistance to Northern Affairs communities in emergency
operations and provide temporary community/municipal services if necessaty.

» Coordinate government support to areas of Notthein Manitoba that are within the
jurisdiction of the Department of Aboriginal and Northern Affairs as follows:

Preparedness Planning
+ Collect community emergercy plans based on the eémergency planning guidelines.
¢ TFacilitate training for local commuinity councils in émergerncy planning.

Response

e Provide a24/7 emergency line and duty officer.

« Alert provincial departments and agenciés likely to be involved in'an emergency.

e DProvide -assistance to local -authorities and provincial departments ‘in -the
implementation of local community emergency plans.

e Dispatch regional Aboriginal and Northern Affairs staff to the .affected
communities.

o The Minister of Aboriginal and Northern Affaits is responsible for the declaration
of a state of local emergency.

Recovery

e Assist communities in the application for disaster financial assistance.

Report

e Compile a department post-emergency report for each efnergency incident.
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2 - AGRICULTURE, FOOD AND RURAL INITIATIVES

o (Coordinate and lead on agricultural and food supply matters, including the
following responsibilities:

o

O H

Arrange for the provision of emergency: Ye_tcrina:y.scwic_es, as per The

Animal Care Act.
Undertake arrangements for emergency évacuation and/ot feeding of
livestock.

Support agencies deahng with the rescue and cars of companion and

hobby farm animals in affected or evacuated. areas.

Undertake arrangements. for emergency evacuation of farm stored grains,.
fertilizer, pesticides, and-other chernicals.

Take the provincial {ead in.an animal health incident-or outbreak,

o Facilitate farm and rural stress response during an emergency.

3 CIVIL SERVICE COMMISSION
e Provide Employee Assistance Program (EAP) services to provi'hcial.:govc‘rm’nent-.
employees and government employees in external contracts.
o Provide training services through Organization and Staff Development (OSD).
» Provide assistance with the identification of employees with particular skills. for
redeployment purposes.
4 CONSERVATION

4.1 OPERATIONS DIVISION

4.1.1 FIRE PROGRAM

» Direct forest fire operations.
e Provide forest fire fighting cqutpment

s Provide technical advice and assistance to other departments and local authorities.
about forest fire operations.

4.1.2 ENVIRONMENTAL EMERGENCY RESPONSE PROGRAM:

¢ Operatc within the mandates of The Dangerous Goods Handling and
Transportation Aci and The Environment Act,

e Direct the on-site response to environmental accidents.
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Oversee operations. for contaminant monitoring and analysis.

Direct. environmental accident .spill control, clean-up operations, and dtsposal

arrangements.
Arrange for the- provision of technical personnel and equipment resources in

support of law enforceinent for dealing with Clandestine Drug Labs and as pait of

the provincial Chemical, Biological, Radiological, Nuclear, and Explosive
{(CBRNE) Response Team. ‘

Provide technical environmental adviee to local authorities, departments, and

agencies.
Provide advice on pubhc protection ineasures (evacuation, shelter-in-place and re-

entry).
Provide support to the Department of Water Stewardship - Office of Prinking

Water by undertaking initial sampling, testing and assessment at the emergency
site.

4.1.3 GENERAL

Provide advice and assistanceé in waste disposal.

‘Provide suppott to regulatory enforcement services..
Provide supplementary emergency radio communication.

Provide specialized ' transportation equipment and operations, e.g., ATV,

.snowmoblles, boats, and bombardiers.

Assist the Office of Fire the Commissioner in search and rescue. operatjons.
Assist in:acquiring helicopter/aircraft resources.
Administer public access and egress systems within the floed plain and

community rink dikes, in cooperation with Infrastructure and Transportation,

Water Stewardshtp, and- Justice.

Provide other regional resource, staff, equipment, and infrastructuré in support of

€Imergency operations.

4,2 PROGRAMS DIVISION

‘Provide staff familiar with emergency management systems

4.2.1 LANDS AND GEOMATICS

Provide map services.
Conduct flood/forest fire mapping and aerial photography.

4.2.2 SURVEY SERVICES

Provide survey crews.
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CULTURE, HERITAGE AND TOURISM

5.1 COMMUNICATIONS SERVICES MANITOBA

e Coordinate emergency public inform'ati,'on:.;eéponses on behalf of all government
depattiments through media relations and other pertinent commiunication vehieles.

e Distribute materials to the media and assist in arranging media news conferences
and events.

o Prepare and produce materials in-print, weh or other formats: with government
departments,

* Produce ads-and purchase advertising space.

o Help-manage and direct public calls through Manitoba Public Inquiry.

o Liaise with other levels of government and organizations as needed to pr0v1dei
effective.communications.

5.2 ARCHIVES OF MANITGBA

e Advise and assist governmiental and non-goverimental organizations in
recovering, preserving and stabilizing damaged archival and library materials.

5.3 TRANSLATIGN SERVICES

 Armange for official languages (ranslation services when and where required irian
emergency response.

EDUCATION / ADVANCED EDUCATION AND LITERACY

s  Advise and assist related authorities.

* Collaborate with Infrastructure and Transpertation / Accommodation Services.
Division'in school / institution emergency. closing and re-openings,

o Provide qualified professional support for hearing=impaired students.

o Facilitate the provision of emergency transpertation for students by liaising with
school authorities.

»  Arrange for education of displaced students upon t'hc‘l"eque‘st of school autherities.
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ENTREPRENEURSHIP, TRAINING AND TRADE

7.1 MANITOBA BUREAU OF STATISTICS

'Provi,de Manitoba population and demographic information.
Assist in GIS mapping of Manitoba population aid demographic information.

FAMILY SERVICES AND CONSUMER AFFAIRS

Lead the Provincial Evacuation Planning Committee. ‘
Provide training for municipalities and ANA communities in' the preparation-and.-
delivery of emergency social services.

Determine and ensure the designated receiving/host communities have. the

capacity to provide Emcrgency Social Services (Registrafion & Inquiry,
Bmergency Food, Emergency Clothing, Emergency Lodging, Personal Services,
Reception Centre Management).

Providé suppott to host communities in the provision of Emergency Social

Services when called upon.

Establish and operate provincial reception centres when necessary.

Establish and ‘maintain a list of housing and accommodations.

Coordinate darmage assessmeni and inspection services of facilities used as
reception centres.

[Note: Tt is unclear which of the above activities now fall under the roles and
respangsibilities of the Department of Housing and Cemmunity Development.]

8.1 CONSUMER AND CORPORATE AFFAIRS

o  Administer The Trade Practices Inquiry Act which includes provision ‘to
investigate. and where appropriate to prescribe the maximum price. that-may be
charged for an article or product at any stage in its. production, distribution, or
‘marketing,

FINANCE

9.1 DISBURSEMENTS AND. ACCOUNTING .
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¢ Upon approval of ‘emergency funding or:a disaster financial assistance program,
facilitate payment for-approved expenditures..

9.2 INSURANCE AND RiSK MANAGEMENT

¢ Coordinate provision of insurance adjustors to assist EMO in evaluation of
damaged property.

9.3 TREASURY BOARD SECRETARIAT

o Support, review, and analyze Tequests for access to Vote 27, Emergency
Expenditures.

9.4 TREASURY DIVISION.

= Ensure government has cash resoufces to meet needs, and in appropriate accounts.
¢ TIssue ¢mergency cheques outside the SAP system (limited number available)..

HEALTH / HEALTHY LIVING, CITIZENSHIP AND YOUTH

* Monitor and suppert Regional Health Authority (RHA) and health care
orfganization emergency / disaster management activities.
» Evaluate the risk of negative health outcomes.to the public,

s Provide information, advice and guidance to the public on health-related issues.

Contribute health-related information to other sectors, organizations, and
agencies.

e Liaise, collaborate, and coordinate on health-related matters with municipal,
provincial, federal, and non-govemmental {NGO) agencies,

¢ Secure, coordmate and distribute necessary. .medical resources (e.g. human
resources, supplies, vaccines, etc.) to suppert RHAs and health care organizations
in response to the requirements of an emergency / disaster.

o Coordinate air ambulance evacuations (i.e. Lifeflight and basic air ambulance
carriers) and ground medical evacuations.

= Coordinate the deployment of National Emergency Stockpile System (NESS)
resources in Manitoba.

® Fnsure continuity of care at health care orgenizations providing health services
that are the reSpon51b1hty of Manitoba Health and Healthy meg

e Ensure the ‘provision of instititional and community-based (public) bealth
services in response to community needs: during and immediately after an
emergency / disaster.
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Support RHASs and health care organizations in the coordination of evacuations -of
health care facilities as required.

Assign liaison officérs and/or on-site response personnel to support RHAs and
Lealth care organizations. as required. -

INFRASTRUCTURE AND TRANSPORTATION

11.1 SUPPLY & SERVICES DIVISION

11.1.1 VEHICLE EQUIPMENT MANAGEMENT AGENCY (VEMA)

Provide and service light vehicles necessary-to the emérgency response through
Fleet Vehicles Agency.

Provide and S_E'_:"l"vice radios necessary to the emergency response through Radio
Services.

Provide and service heavy equipmenti/vehicles necessary to emergency responSe
through Mechanical Equipment Services.

11.1.2 MATERIALS DISTRIBUTION AGENCY (MDA)

Provide -office furniture; home care supplies/equipment; and personal care,

Jjanitorial and stationery supplics.as necessary. to the emergency response.

Provide material support services.

Arrange ‘and provide. transportation support: for the movement of emergency
equipmentand supplies.
Provide etiergency postal services.

11.1.3 PROCUREMENT SERVICES

Provide emergency purchasing services.

11.1.4 AIR SERVICES

Coordinate Life Flight and Medivac flights on a 24-hout basis utilizing
government aircraft-and commercial charter on-an-as required basis.

Provide govemment aircraft for conservation of forest and -other natural resources:
of the province and/or jurisdictions.

Provide coordination and certification to all government clients with air. charter
travel arrangements using government aircraft and commercial catriers.

Provide monitoring of all Air Services Flights.

Provide aviation supports to all Manitoba Government departments, agencxes and
crown corporations.
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e Plan, acquire, direct,.and control the use of all dir fransportation Tesources.

112 ACCOMMODATION SERVICES DIVISION

o Assist College authorities in co]lege emergency closing and re-opening.

o Coordinate use of government buildings for short term emergency housing.,
‘Liaise with universities with regards to emergency housing.

o Provide access to and security of tiie Manitoba Emergency Coordination Centre:
{(MECC).

e Coordinate security -services for -other government facilities necessary to the
emiergeicy response.

¢ Coordinate the acquisition of commercial rental space for emergency facilities or
acconimodation. '

11.3 ENGINEERING & OPERATIONS DIVISION

e Provide a 24/7 highway information call centre and web page.

» Construct and: maintain provincial roads, bridges, airports, and water control
infrastructures,

e Construct temporary roads and bridges for -emergency access to affected
locations.

# Amnange for emergency repair of damaged provincial roads, bridges, airports, and
water contro] infrastructures. )

o Plan; diect, and coordinate all highway traffic functions.

Plan, direct, and coordinate. the use ‘of northem airports and provincial marine:
resources.

¢ Coordinate with Department of Water Stewardship to prepate, haul and provide
sandbags, sandbagging equipment, and water barriers,

* Acquire, receive, issue and account for emergency -supplies and equipment.

» Operate and maintain flood contrel works, under the direction of Water
Stewardship.

*  Administer public access and egress system within the flood plain and community
ring dikes, in cooperation with the Departments of Water Stewardship,
Conseryation, and Justice.

» Coordinate with Department of Water Stewardship in the provision of engiheering
and-technical advice and -assistaice to municipalities concerning flood profection
measures.

. Plan, acquire, direct, and control the usc of fleet-net radio, sat phones and
equipmert resources,

o Coordinate with Department of Water Stewardship to collect hydrologic data for
flood forecasting purposes,

» Coordinate with Department of Water Stewaidship to conduct groundwater
monitoring and well protection programis.

E—
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11.4 TRANSPORTATION POLICY AND MOTOR CARRIER DIVISION

o Determine routing and ensure compliance of hedvv—llft trucking and- movement oL '
Lieavy equipment.

. Assist in law enforcement situations.
o Provide special transportation permits.

12 INNOVATION, ENERGY AND MINES
12.1 ICT SERVICES'MANITOBA
* Coordinate the procurement, deploymeit, mainteiance, and removal of
Information and Communication Technologies (ICT) including the following:
o Computer hardware, software and technical services
o Telecommunications devices.
o Wireless Services:(Blackberry; smart phones WiFi Access)
o Remote Access Services (VPN, Dial-up, Web)
12.2 MINERAL RESOURCES DIVISION
e Advise and assist in the implementation of petroleum demand restraint- measures
prior-to or during a declared petroleum emergency.
e Liaise with the _(.rovemrnent of Canada respecting the implementation of the
Energy Supplies Energency Act (Canada) during emergencies..
I3 JUSTICE

13.1 JUSTICE DIvISION °

o Proyidea legal advisor to the Hazard- or Event- Specific Steéering Committee, fed
by EMO.

= Provide legal advice to departments and municipalities- fespecting provisiots,
orders and regulations 'to, and powers of The Emergency Measures Act (c. E8O,
C.C.8.M. )and the Manitoba Emergency Plan,

13.2 LAw ENFORCEMENT SERVICES

Through the:police force having jurisdiction:
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Advise local authorities respecting the maintenance of law and otder, —
Reinforce local police services.

Provide security control of emergency operations area(s).

Provide security control of evacuated area(s).

Provide tratfic-andcrowd control.

Adininister public access 4nd egress System within tlie flood plain and community
ring dikes, in cooperation with the Departments. of Conservation, Infrastructure
and Transportation, and Water Stewardship.

Assist the Chief Medical Examiner.

Conduct search arid rescue of missing pe1sons

Coordinate forced evacuations.

13.3 CORRECTIONS

2

Provide institutional resources (personnel and bedding).
Relocate and protect institutional inmates.

13.4 OFFICE OF THE CHIEF MEDICAL EXAMINER

Exercise executive control over the bodiée§ and relatéd. operations.:
Coordinate and mobilize special resources required.

Coordinate tlic. removal of bodies from the site.

Provide temporary morgue facilities.

Provide identification services and liaise with next of kin.
Coordinate custody of remains and personal property.

Determine cause, manner and circumstances of death.

Fill out and forward death certifications.

Release official information concerning decedents.

LABOUR AND IMMIGRATION

14.1 OFFICE OF THE FIRE COMMISSIONER .

Provide an Incident Cominander during the response phase of an emergency if it
has been determined that an -adequate In01dent Command ‘systém may 1ot be in
ptace at a particular site or location.

Provide on-site technical advice and/or assistance to municipal fire services.
Provide and coordinate rescue activities and resources during a provincial
emergency.
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o Provide assistance to fire Mutual Aid Coordinators respecting’ municipal fire
SE€rvices ,emer-gency-*reSp:onSe.

* Provide logistical support to the RCMP for provincial ground search and. rescue.
and clandestine drug operations..

» Provide building/structure safety inspection services.

» Conduct fire investigation for determination of cause and origin of fires.

e Coordinaté. and/or provide fire protection. for communities during Department of
Conservation Fire Program forest fires. .

o Operate the Provincial Heavy Urban Search and Rescue (HUSAR), Hazardous
Materials and CBRNE Teams. '

14.2 WORKPLACE SAFETY AND HEALTH

T so far as is reasonably practicable:

e Secure workers and self-employed persons from risks to their safety, health and.
welfare arisinig out of,,or in connection with, activities in an emergency response.

o Protect other persons from risks to their safety and health arising out of, or in

connection witl, an emergency response.
® Provide electrical/mechanical inspection services.

14.3 TMMIGRATION

In so far as is reasonably practicable:

e Provide translation services where language barriers may exist during any and all
phases of the emergency incident.

LOCAL GOVERNMENT

15.1 ADMINISTRATION AND FINANCE

e Maintain financial administration of Vote 27, Emergency Expenditures.
e Liaise with other departments and Treasury Board for the administration of Vote
27, Emergency Expenditures.

15.2 MUNICIPAL FINANCE AND ADVISORY SERVICES

» Provide special guidance and assistance in municipal administration.
s Provide temporary management of municipal administration under 7he Municipal
Act. :
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o Provide specialized personnel resources to Manitoba EMO and local authorities.

15.3 ASSESSMENT SERVICES

e Provide technical support, information, and resources to EMO and local
authorities.

WATER STEWARDSHIP

* Provide floed fd_rcca’Sti‘ng_ services;

@ Provide flood monitoring.

e Collect hydrologic data for flood forecasting purposes, and coordinate with
Departments of Infrastructure and Transportation and Conservation for additional
collection of hydrologic data.

e Provide flood plain modclling/mapping.

e Provide public information on .flood forecasts, regulation of water -control
structures, and flood-related activities,

» Coordinate, plan, and direct.flood controf operations.

¢ Plan collection of aerial photography and other aerial imagery.

e Plan ice jam mitigation program, and deploy ice:jam mifigation cquipment.

e Coordinate and provide provincial direction for the operation of flood control
works (e.g. Red River Floodway, Portage Diversion):

¢ Administer public access and egress system within the flood plain and community
ring dikes; in' cooperation with the Departments of Conservation, Infrastructire
and Transportation, and Justice. L '

o Coordinate with Department of Infrastructure and Transpertation in the
distribution of sandbags, sandbagging equipment, and water batriers.

'« Coordinate with Department of Infrastructure and Transportation in the provision
of engineering and: technical advice and assistance to municipalities concerning
flood protection measurés;

e Provide advice to municipalitics and Departments of Conservation and
Infrastructure and Transportation on the most efficient -and effective use of flood.
fighting resources.

o Provide permission to-cut roads and create water diversions.

e Coordinate with Department of Infrastructure and Transpertation to conduct
groundwater monitoring and well protection programs.

e Conduct surface water protection monitoring and programming,

¢ Provide damage assessment in the public.séctor.
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16.1 OFFICE OF DRINKING WATER

o Assure the provision of safe, adequate, aesthetically pleasing and acceptable
drinking water supplies.

MANITOBA HYDRO

» Assure a continued supply of electrical energy and natural gas under emergency
conditions.

o Provide temporary electrical or patural gas service when and where necessary for
emergency operations.

s Protect Manitoba Hydro installations.

o Interrupt electrical ornatural gas service for protection of life and property.

e Advise and assist departments and local authorities with respect to emergency
electrical or'natural gas service..
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NON-GOVERNMENTAL ORGANIZATIONS

The Province of Manitoba works in partnership. with the following major non-
governmenta] organizations (NGOs) during an emergency. The types of assistance they

provide are shown'in the following table:

Agency

Types-of Assistance.

Amateur Radio Emergency Services
(ARES)

Telecommunication resources, HAM
radios, operators, and mobilé command
posts

Canadian Red Cross

. SC!’VICSS financial assistance

Victim Registration and Inquiry, somal

Civil Air Resciie Emergency Services.
and ground search and transportation

Alr -.reconnai_ssanc_e and photography, air

Manitoba Hotel Agsociation Inc.

Emergency shelter

Mennonite Disaster Services

Clean up, repair, rebuilding

Salvation Army Emergency food, clothing, shelter, financial
assistance
St. John Ambulance Medical

Winnipeg Humane Society

Emergency shelter for household pets

All of the above mentioned Services can he accessed through the EMO Duty Officer

at 204-945-5555
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SCHEDULE 5
TEMPLATE FOR QUORUM OF COUNCIL AVAILABLE
ISSUING A _
DECLARATION OF , a TAT AL -EN ' :
STATE OF LOCAL DECLARATION OF A STATE OF LOCAL EMERGENCY
EMERGENCY RESOLUTION NO. . Date,
of
Moved by Councillor
‘Seconded by Coungiflor
WHEREAS the (RM town....) ' of is:
-encountering (state problem...) » that requires prompt action to prevent harm or
damage to the safety, health or welfare of persons located. within the boundaries, of the
of . , , and to prevent damage-to property within

these boundaries.

THEREFORE BE iT RESOLVED THAT pursuant to Section 11(1) of The Emergency Measures Act,
Chapter, E80 of the Centinuing Consolidation of the Statutes. of Manitoba, the Council of the

of , declares that a state of local
emergency exists, of the. : of _ , From
this day.of , 20__to'the day of , 20 -
IN WITNESS WHEREOF of the Couricil of the _ of has by
resojution carried, declared this state of local emergency this day of , 20 .
The “of

Per:.

{Printed name)

P A R A R T

TERMINATION OF STATE OF LOCAL EMERGENCY PURSUANT-to Section.

16.(1) of The Emergency Measures Act, The council of the o L
' of declares that the State of Local Emergency is

terminated in the of _Datedthis - day
of _ ,20 . Moved by Councillor . _ Seconded by
Councillor

Per:

(Printed name) _
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ABSENCE OF A QUORUM OF COUNCIL

DECLARATION OF A STATE OF LOCAL EMERGENCY

RESOLUTION NO. ,
Of .
Date:
WHEREAS the (RM, town....) of _ is
encountering (state problem...) __ ___.that requires prompt action to prevent
harm or damage to the safety, health or welfare of pefsons located within the bour‘idaries‘, of the _
of ,.and to prevent damage to property

within those boundaries.
AND WHEREAS these (state problem. ..) conditions. present such an extreme
emergency within the . of _ . that there is not
sufficient time to convene a regularly const_itu‘ted"mee’ting of.the Council of this

of _ but rather this emergency
compels meto respond to this:'emergency immediately on behalf of the

of‘

"THEREFORE pursuant to Section 11(2) of The Emergency Measures Act, Chapter. E80 of the-

Continuing Consolidation of the Statutes of Manitoba, | {mayorireeve) ‘ , of the
. of declare that a state of
local emergency exists, in the | _of , From this
day of , 20 to the .day of .20
The A of
Per:
(Printed name); of the: of:

L N R R I I R T

TERMINATION OF STATE OF LOCAL EMERGENCY

PURSUANT to Section 15 (1) of The Emergency Measures Act, The council of the
_of declares that the State of Local
Emergericy is terminated in the _ of

Dated this day af . .20

Moved by Councillor

Seconded by Councillor

Per:

{Printed nams)
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FOREWORD

To ensure that the process of evacuation in the event of an emergency is
accomplished in an orderly fashion :and with life safety bemg the paramount
consideration, a requirement exists to create a consistent format for use by any
authorized person or. group who may be required to cause an evacuation.

These operational  guidelines provide a common -decision making Process,
implementation procedure, and standard .formats for the orders to be issued, including
a declaration of a State of Emergency or State of Local Emergency.

These: op_erational' guidclines have been -prepared- using a “Three Stdge Evacuation
Process™ and reviewed by the Interagency Emergency Preparedness Committee (IEPC)
for Manitoba to form the provinéial standard for evacuation guidelines.

These operational guidelines have been developed under an ali-hazard approach and
are intended ouly fo provide udvice. This material should be used with diligence and
cautions, bcanng in mind that the order. to evacuate should only be given after
careful consideration of all the fuctors involved, and with life safety pavamount.

OPERATIONAL GUIDELINES FOR EVACUATIONS (MANITOBA) 2017
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INTRODUCTION

2.1

Ordering an evacuation of all or part of an emergency area is a véry serious step in
any emergency, and requires detailed planning:

In Manitoba, upon the declaration of, and during a state:of emergency or-a state of
local emergency, The Emiergency Measurés Aet (C.C.SM. c. E80) provides
CIETZEncy powers to the Minister résponsible for Emergency Measures or the Iocal

-authority to *“cause ‘the evacuation .of persons and the removal of livestock and

personal property and make arrangements for the adequate care and proiection
thereof™”

The order to évacuate can also be given by the Fire Commissioner under The Fires

Prevention and Emergency Response: Act (C.C.S.M. ¢. F80) when an emergericy
exists. and action is necessary. to protect the health or safety of people orto prevent.

serious damage to property and the environment.’

In addition, evacuations which relate to a specific discipline or hazard may be ordered
subject to the following statutes;

e Minister charged by the Lieutenant:Goveinot in Couneil with the adminisfration
of The Water Resources Administration. dct (C:.CS. M. c. W70);

e Minister charged by the Lieutenant Governor in Council with the administration
of The Wildfires Act (C.C.SM. ¢, W128);

» Minister charged by the Lieutenant Goverror in Council with the administration
of The Public Health Act (C.C.SM. c. P210).

Wherever the authority to order an evacuation may rest, a community needs to
develop evacuation plans, If an evacnation were required, the municipality should be
prepared to carry it out. In some cases clear and ‘obvious risks will indicate the need
for evacuation; in other cases a pr ecaltionary evacuation may be justified to avoid an
expected risk. In still. other circumstances - for example, whére evacuees would have
to drive through a plume of hazardous gases - it may be better for people to. take
shelter in.their homes.

ASSUMPTIONS

*  Spontancous cvacuation will oceur when there is sufficient wariing of the threat.

Between 5 and 20 per cent of the people at risk will evacuate before being
directed. to do so.

* Some people will refuse to evacuate, regardless of the threat.

OPERATIONAL GUIDELINES FOR EVACUATIONS (MANITOBA) 2017
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¢ Some owners of companion animals will refuse to evacuate unless arrangements
have been made to care for theiranimals,

e Roughly 10 - 20 per cent of the population at risk will require assistance in
receptioﬁ centres. or group lodging facilities (this. ‘ﬁgurcrshou_l_d'be-adjusted based
on information specific. to the jurisdiction). Many evacuees will seek shelter with
relatives, friends or in motels rather than use govermnmerit-provided facilities.

o TFor some hazards; such as flooding, standaid designated evacuation routes will be-
used to evacuate people.

ABBREVIATIONS AND DEFINITIONS

A list of abbreviations and definitions for terms used in this plan is provided .in

Appendix A.

OPERATIONAL GUIDELINES FOR EVACUATIONS (MANITOBA) 2017
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3 PLANNING CONSIDERATIONS

3.1

Evacuation plans must deal with two distinct groups of people: the "population at
risk," ‘and the "host populdtion” which will shelter the evacueges:

POPULATION AT RISK — “THE EVACUEES”

The population at risk is the principal focus of cvacuation plans, and information
about this population is an essential requirement of sound planning. The need for
evacuation and the ease with which evacuation can be agconiplished will depend on. a
numher of factors: the day of the week and time of day, for example, will determine if
families will be together at home, or scattered at work and at school. Some evacuees
will need transportation; othiets will evacuate themszlves; others may-simply refuse to.
move.

The first requirement of evacuation planning is Hazard/Risk Vulnerability
Assessmient (HRVA) to determine what areas of the community are at risk from a
specific hazard. The'HRVA will also assist in detetmmtng the location of evacuation

‘routes and reception facilities.

The next requirement is.detailed information about the populations likely to be at risk.
The table at Figure-1 is an ‘example of what you.need to know In lalgcr communities
it may be necessary. to collect and store this information in a computerized data bank.
Schools, hospitals, nursing homes and similar institutions should each have ‘separate
emergency evacuation plans which show where their populations will assemble for
transportation, Families should be encouraged to trust in instihitional planining, and
avoid the temptation to airive independently to pick up family members. The.
evacuation plan sh,o,uld take these institutional plans into ‘account, and provide for
transportation, evacuation routcs, ctc. for cach institution,

The approximate number in each of the following categories is required: for day and
night in each geographical area of the municipality,

1. Total population: " 6. Hospital patients
‘2. Adults a. ambulatory
3. Secnndary school age b. non-ambulatory
4. Elementary school age 7. Restdent of homes for the aged
5. Pre-schoolage a. ambulatory

b, non-amibulatory

OPERATIONAL GUIDELINES FOR EVACUATIONS (MANITOBA) 2017
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Geographical Area
Categories (Day/Night)
‘Downtown | East:Side | WestSide | Suburbs

Adults. 1665/39 824/1740 438/596 1267321
Secondary School 85712 3217321 258/365 | 217310
Elementary School 12/0 s511/4101 431/321 312/310
Hospital Patients {all 60/60 312/312
considered adults)
Elderly/Special Needs 134/134- 83/83

Taotal 1822/111 | 1913/2818 | 1673/1806 981/1272

Figure 1 - Demographic Details

In addition to knowing about tlie population at risk, it is necessary to develop some
method of communicating with them.. Usually broadcast media - local radio and
television - will be the answet, but in areas where broadcast outlets are not available,
other methods (sirens, a public address system, telephone fan-out networks, door-to-
door visits) must be- developed Communications, with this populatmn category will
always have: two €lements; you have to tell them that an evacuation is pendmg and
then howand when to react.

The Evacuation Plan shiould ‘also provide for -assembly points for evacuees,
evacuation routes, traffic control points, and vehicles or other'means of evacuation.
You will also require alternate assembly points and evacuation toutes in the event
primary routes are blocked. Possible "choke points” on the evacuation routes should
be identified, and some means of clearing blockages must be available. The polnce
can help identify these points.and tell you how to dea] with them.

A Directory of Resources should include transportation rescurces as ‘well as methods
of arranging: access to these resources, an estimate.of how long it will take to arrange
for drivers, and othier details. All of this planning must be done in advance of the
actual emergency.

Finally, the Evacuation Plan should include a control inechanism to ensure the

evacuation is camied-out as planned and to react to unforeseen circumstances. An
essential element in'this is an effective, flexible system of communications.

HOST POPULATION - “THE RECEIVERS”

Under The Emergency Mea.swe Act, every local authority must prepare and adopt
emergency prepawdncs« programs and emergency plans, including evacuation plans.
The Manitoba Emergency Measures Organization (Manitoba EMO), or Manitoba
Families can assist by providing ESS volunteers with training and consultation in
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developing their plans. During a disaster, BSS staff actively suppart local responders
and ensure that the needs of evacuees are properly taken care of.

Reception planning is the responsibility of emergency social service agencies in the
community, and it is an essential part.of emergency response procedures. A large
number 6f evacuees arriving from a neighbouring commiunity is an-emergency like
any other, and must be accommodated in your emergency plan.

Reception planning starts in the same place as evacuation planning —~ with detailed
information about the population. likely to be involved and the probable
circumstances of the. evacuation;

¢ approximate number in each age group;

e number requiring ‘official' accommodation compared with the number able to
fend for themselves;

° number requiring special care - for example, hospitalized or institutionalized.
populations; |

e amount.of notice that can be expected before evacuees begin toarrive;

e principal evacuation routes and means of transportation.

This aspect of emergency planning should. be coordinated with neighbouring
corminunities,

Evacuee centres will require facilities for group lodgmg, feeding and washrooms;

preferably with showers. Depending on the duration of the evacuation they may also
require recreation facilities (especially for clildren) and: arrangements for commu-
nicating with family members and friends. Planners-should survey public and privaie:
facilities to determine how miany people can be: accominodated for short or long.
periods. Ideally, evacuees will be relocated to hotels and motels. The. detérmining
factor is usually the availability of washrooms and. facilities for feeding evacuees.
Safety, accessibility and assurance of continued of aperations must be: considered
when selectmg a centre. High schools and community centres. often make good
evacuee centres; shopping malls and elementary schools are less desirable

Reception arrangements should also irclude a- formal rcglslranon and Inquiry organi-
zation that will keep track of evacuees and ‘their relocation ‘arrangeinents, re-unite
families.that have béecome beparated and answer queries from concerned relatives
and friends. This is a task that requires careful planning and trammg for volunteers.
Communities may look to Non-Govermmental Agencies (NGOs) to assist with this
function; otherwise local volunteers can assume:-the responsibility. Remember that all
volunteers-must be trained before they will be able to fulfill these duties, Plans for
receiving evacuees ‘should be worked out with neighbouring comimunities on a
reciprocal basis,
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4 CONCEPT OF OPERATIONS

4.1 GENERAL

Evacuation is the process of removing persons and /or arimals from an area where a
present or imminent situation has ‘or may result in the: foss of life; serious harm of

damage to. the safety health or welfare of people, or damage to property or the
environiment.

Depending on the nature’ and scope of the event cvacuations may be either local,

affecting (a) a single building, (b) & group of building, or (¢) widespread affecting a
whole community.

4.2 AUTHORITY

To issue an evacuation order, a local authority must declare a “State of Local
Emergency” as enabled under The Einergency Measures Act. Tmplenientation of an
evacuation order-would normal_l_y be conducted by the local police authority.

A sample Declaration of a State of Local Emergency is provided in Appendix B.

4.3 No NOTICE EVACUATION

Evacuation of people at tisk from unique emergency situations that occur with little
or rio warning will be implemented on an ad hioc basis. The individual respunmble for
implementing the evacuation order should be the Incident Commander at the scene of
the emergency, with suppost arranged through the Emergency Operations Centre
(EQC), if activated, as necessary.

Evacuation inistructions should be based on known or-assumed health risks associated
with the hazard.

4.4 PRE PLANNED EVACUATION

As authority to order an cvacuation rests with a number of authorities, these
guidelines represent a common policy and process format that.can be followed by all.
The following is simple, manageable and effective.

The Interagency Emergency Preparedness Committee (IEPC) 13 expected to adopt a
three stage pracess to. be used throughout the province to deal with ‘emergency
eyacuations.
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A consistent format and process. will aleit the, population at risk of potential
evacuation, because-of the danger of possible loss of life and ‘that they should be.
prepared to evacuate the arca. This Evacuation Alert may allow for the population at
risk to begin an erderly preparation to voluntarity leaye the affected area, within a.
possible specified time frame, hotwever, the reality of the sitvation may require.
immediate action with very short notice.

NOTE: In some instances an Evacuation Order is immediate and iio evacuation
alert is given.

The population at: risk is ordered to evacuate the area-specified in a formal written
order: It is.an Order and ‘as such does niot allow for any-discretionary action on the
part of the population-at risk — they. must Isave the area immediately.

A statement must be included in all bulletins, pamphlets, wamings and orders which
makes it very clear to all that, while the evacuation order is in effect, the area in
question will have controlied access and that a‘pass may be requirzd to regain access
to the area.

The population at risk s allowed to return to the area previously evacuated, having
been-advised that the danger has passed. There is the possibility that the danger may

reoccur and the evacuation notification might need.to be reissued.

Shelter in place, ie. advice to residents to remain inside and seal the building 7
(shutting dewn heating and air conditioning). This action gives immediate protection

and should only he considered for shoit duration.

Locating, rescuing, stabilizing and removing victims. from hazardous and/or

contaminated aréa.. Only emergency seivices. personnel with appropriate protective
equipment and training should conduct rescue opel ations.

4.5 PROCESS

Regardless of who ordérs an evacuation, waming and implementation should follow
‘the-provincial standard of a three-staged. evacuation process.

4.5.1 Stage 1- Evacuation Alert

Alert the population at risk of the impending dang ger..

At this point, the movement of handicapped persons, transient population mcluding
'vacationers, and in-some cases,. school popuiation, and any voluntary evacuees, should
become a priority.
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Possible methods of warning the population af risk include

o door-to-door campaign with pamphlets delivered by representatives of the local
authority undei the direction of the police or under- police: superv151on Le.,
volunteers, etc. ;

s radio and/or televisions broadcast;

e sirens afd mobile/aerial public address announcements;

e telephone calls;

e clectronic media (_intemet) could also be used in conjunction with the above,

An“Evaguation Procedure Bulletin” for information purposes. This bulletin should be

included with the door-to-door Evacuation Alert that may be delivered to the house
occupants time permitting.

A sample Evacuation Alertis provided at Appendix C,
The alert should

¢ identify hazard/emergency zone and travel route(s);

e identify reception centre locations and addresses;

o advise method declaring “All Clear” and procedure for issue of controlled ‘re-
entry passes.

"

4,52 Stage 2 - Evacuation Order
LEAVE THE AREA NOW!! The Evacuation Order should; provide time order in
affect and include a Pass Form which can be used in the event that the evacuee has a
need for controlled re-entry t¢ the area, with instructiens for its use. :
All petsons-in the affected area are to be told that, in the interest of their own safety
and considering the risk, they are NOW QRDERED to leave the area. The writteu
‘Evacuation Order is to be in a consistent form. There is no discretion allowed in the
Order, which clearly indicates: immediate evacuation.and relocation,
A sample Evacuation Order is provided at Appendix D.
THE POLICE WILL ENFORCE THIS EVACUATION ORDER

4.53 Stage 3 - All Clear

When the emergency which necessitated the -eyacuation is under control and the
hazard/ emergency zone is declared safe (habltable), a retraction of the Evacuation
Order should be implemented. This is to be done using the same procedure as for-a
warning. This procedure should advise the population at-risk that.the danger may
réoccur ‘and that an ALERT may be reinstated and the process recommences from
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Stage 1.

A sample “All Clear” declaration is provided at Appendix E:

4.6 RESPONSIBILITIES

The local law .enforcement autherity normally has overall responsibility for
evacuation operations,

In most situations, the Incident Commander may recommend an evacuation. If the
Emergency Operations Centre (EOC) has been activated, the decision to evacuate will
be made in consultation with the Direcfor of the Emergency Operations Centre.

The responsibility for opening a Reception Centre and/or group lodging belongs to
the Emergency Social Services Director through thie EOC.

4.7 NOTIFICATION’

The coordinator of the emergency program shall be notified whenever any significant
Evacuation Action is implemented or anticipated.

The. Emergency-Social Services Director shall b_.e notified whenever an Evacuation
Action is implemented or anticipated. If sheltering is actually needed, the Director
will open.the designated reception centres or group lodging facilities.

If an Evacuation Plan is initiated, the Emergency Operations Centre shall ensure that
senior officials have-been alerted.

4.8 ALERTING THE PUBLIC

The method of alerting the public regarding Protective Action- will be dependent upon
the time available, hazard area, and resources available,

Available options include

e personal contact. General estimate of personnel required:
o single family dwellmg — 2 people per block
o small apartment building —2 people per building
© large apartment building - 2 people.per floor

e law enforcement, fire, public works and search and rescue vehicles using pubhc
address systems;

© local TV, radio and news. medjia;

® government Access Channel on the cable television system and Cable TV
interrupts;
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+ school alert receivers;

» telephone systemis — manual or automatic dialing systems; non-dialing/office
based systems;

» outdoor alerting systems.

The Evacuation Plan .information provided to the public should include -1he-foi10wing;

s whether residents should evacuate or-shelter-in-place?

* why they are being advised/ordered to evacuate or shelter-in-place;
o whether evacuation is.an Alert-or an Order;

» the evacuation routes, including conditiens of roads;

» what to do if a veliicle breaks down;

s the location of reception centres;

o assembly points for those needing transportation;

e estimated duration of evacuation.

The rationale for instituting this simple procedure for dealing with an emergency
evacuation is to ensure

e population at risk receives a. clear consistent message. regardless of ‘the
emergency; |

» media receives a clear consistent message regardless of the emergency:

o responders are familiar with a clear consistent approach-and process regardless of
the situation. '

Ordermg an evacuation of all or part of an emergency area is a very serious step, and
requires detailed planning.

The order to evacnate should only be given after careful consideration .of ail the
factors involved, and .svifh life safety paramount,

4.9 EVACUATION ROUTES

The. Incident Commander and/or the EOC Director will sélect the best routes for
evacuation from.the threatened area. The best routes may have to be selected at the
‘time of the incident. Notification of changes in the selected routes will be made to
the Emergency Operations -Centre Information Officer, and Emergency Social
Services Director, as well as field personnel. The followmg factors .should be
considered:

! Shelter in place - irimediate shelter ingide a building or residence during 2 rélease of potentially toxic materiel
to thie outside air or when-the air quahty may be threatened, for example smoke,
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most evacuees utilize their own personal transportation during an evacuation;
research approximately how many autos per lane per hour can b¢ accommodated
on most roads; " B
the dverage vehicle occupancy is four persons;

@ the local law enforcement/traffic management authority assessment.

4.10 TRAFFIC CONTROL POINTS

Traffic controls may be established atkey intersections and at access control points to
major evacuation routés as needed. In some cases, it-may be necessary to control
traffic on other routes’to minimize the impact on th¢ evacuation traffic,

4.11 Access CONTROL

As an area is being evacuated, access controls must be established. Security may be
obtained by establishing staffed Access Control Points.and barricades at key locations
around the perimeter.

The objectives of Access Control are

& fo provide a controlled area from which-an emergency evacuation will take place
and prevent entry by unauthorized persons;

®. to protect lives by controlling entry into hazard area;
to maintain law and order in the hazard area,

Criteria for allowing entry into closed areas will be éstablished for each incident.

# No Access — Proliibits the public from entering the. closed area. Authorized
personnel (i.e., local/provincial work as required). Media represertatives will
be allowed access on a controlled basis.

» Limited Access — Allows persons into closed areas according to access
criteria established by the Incident Commander. Fntry: criteria should define
the persons who will be allowed and whether motor vehicles are allowed.
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5 CREATINGA PLAN

5.1 GENERAL

Evacuation plans are complex and may vary -according to the type of mmdent and
geographic area involved.

Bvacuation plans should provide for both miinor evacuations of a limited area (for
example, one resulting from ‘a major fire or a gas leak) and major evacuations
affecting a large part of the population (for instance @ major chemical release). Plans
should be flexible enough to accommodate both sudden emergencies and situations
that provide more warning. ’ '

5.2 ‘OBJECTIVES

The objectives of evacuation planning are

o to- decide’ whether the exposed population is more effectively protected by
sheltering-in-place or by: evacuating;

e 1o develop an evacuation plan based on the type of threat, population, time,
weather, communications, response resources and capabilities;

o develop notification and instructional information for persons within the
threatened area;

» expedite the evacuation of pérsons from hazardous areas, control evacuation
traffic-and provide adéquate means to transport persons without vehicles;

e institute access control measures to prcvent unauthiorized persons froni entering
vacated or partially vacated areas;

e provide sufficient resources to implement the plan;

o monitor the plan and make changes as conditions warrant.

5.3 PURPOSE

The purpose of an evacuation plan‘is.to

o describe the meaps the authority will use to keep evacuees and the general public
informed on evacuation activities and the specific actions they'should take;

e describe the evacuation options and the evacuation routes that have been
developed to protect and .move people away from the different hazards the
Jurisdiction faces;

 describe the fnodes of transportation that will be used to move evacuees;
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o describe the provisions that have been made for ‘evacuatinig special needs
populations, Such populations include:

o children in school

0 children in day care centres;

o nursing home residents (long term);

o ‘women and children in.transition homes;

o  the ‘disabled (hearing impaired, sight impaired, mentally impaired, and
mobility impaired),

o institutionalized individuals (in bosp1tals mental health facilities, nursing
homes (short térm), incarcerated residents (in jails, juvenile facilities, drug
{reatment centres, etc.) ;

©  transient populations: (street people, mote] and hotel guests, seasonal
workers) people without transportation tourists;

o identify assembly areas for picking up _pi:o_p'lc'-that do not have ‘their own
tranisportation; '
e outline or reference the document that details the evacuation movemient control

procedures; .

e describe the provisions that have begii made to control access to the evacuated
area; '

* describe the provisions that have been made to provide security: for the protection
of property in the area that has been evacuated,

o describe the provisions that Have been made for ‘the return of people to their
homes;

o detail methods of communicating wamings and orders;

o detail plans for provisioning ¢vacuation sites for independents, dependants .and
pets; and

o detail temporaty (< 24 hours) evacuation sites and the plans to move people from
temporary sites to reception centres,

Shelter in place, ie. advice to residents to remain. inside ‘and seal the buﬂdmg
(shutting down heating and air condmonmg) This action gives immediate protection
and-should only be considered for sbort durations.

The evacuation plan information provided to the public should inchide the following:

o whether residents should evacuate or shelter-in-place;

» why they are being advised/ordered to.evacuate-or shelter-in-place;
« whether evacuation is an Alert or an Qrder;

e the-evacuation routes, including conditions-of roads;

e what to do if a vehicle breaks down;

» thelocation of teception centres;.

¢ assembly points for those needing transportation;

e estimated duration of evacuation.
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5.4 ELEMENTS

~,

The elements of the plan should include, but are not limited to, the: followmg 10

ifems:

» coordination ‘with all potentially involved agencies and resources regarding their-
roles;

. 'erp()Ilblblllllcb, and tasks to be au,ompllshcd
identification and- clear delineation of the structures, facilities, or neighbourhoods
subject to the selected protective action,

s establishimient of easily understood directions and clearly identified evacuation
routes, provision of traffic control and direction medsures;

s establish staff requirements; equipment, and.announce shelter locations,

¢ obtain alfernate modes. of transportation to aid those with special requirements, or
limited ‘mobility (detailed ‘planiing and extensive coordination is required to
effectively evacuate or implement in-place protection at special. institutions and
facilifies, e.g. jails, hospitals and convalescent homes);

' establish readily identifiable perimeters and provide security within evacuated
areas, ' '

o plan for demobilization, lifting evacuation orders, and deactivating shelters;

» develop clear, complete -and concise évacuation/shelter-in-place announcements,.
messages and. notices,

5.5 REQUIREMENT ANALYSIS

In developing an evacuation. plan it is essential that as much information as possible:
be assembled. An Evacuation Planning Worksheet (Append1x F) should be
completed for cach 51gn1ﬁcant hazard identified in the community Hazard, Risk and
Vulnerability Assessment,

8.6, PLAN CHECKLIST

The Evacuation Plan Checklist '(Appen‘dix G) which follows; is to assist m effectively
responding to an evacuation scenario. The. Checklist is written for a major incident.
In most cases, you will not need to do each item on the list; use only those needed.
They are not listed in order of importance.

5.7 PLANTEMPLATE

‘The Evacuation Plan - Template (Appendix H) provides a start point for preparation
ey of an evacuation plan.
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5.8 PUBLIC INFORMATION MESSAGING

(Appendix T) includes a messaging: template aiid instructions for evaciating or
sheltering-in-place.
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APPENDIX A~ ABBREVIATIONS

EOC
Manitoba EMO
ESS
HazMat
HRVA

ICS

[EPC

NGO

PPE:

Emergency Operations Centre

Manitoba Emergency Measures Organization
Emergency Social Services

Hazardous Materials

Hazard/Risk Vulnerability Assessment
Incident Command System

Interagency Preparedness Committee,
Non-Governmental Organization

Personal Protective Equipment
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APPENDIX B - SAMPLE - DECLARATION OF A STATE OF
LOCAL EMERGENCY

QUORUM OF COUNCIL AVAILABLE

Declaration of a State.of Local Emergency
Resolution No. . Date:

of

Moved by Councillor:

Seconded by Councillor

WHEREAS the (RM, Town.) of is

encountering {state problem) {that requires. prompt action fo prevent
har or damage to the'safety, health or welfare.of persons located within the boundaries, of the
of , and to prevent damage to property within those boundaries.

THEREFORE BE IT RESOLVED THAT pursuant fo Section 11(1) of The Emergericy Meastres Act,
Chapter E8D of the Continuing. Consolidation of the Statiites of Manitoba, the Council of the

_ of declares that a-state. of local emergency exists,
-of the of . From this. day
of . 20__tothe day of 20
IN WITNESS WHEREOF of the Council of the of has by resolution
carried, declared this state -of local emerge this day-of _: 20
The of

Per:

{Printed name)
****************#*******#*#*****%***#*****&*******

TERMINATION OF A STATE OF LOCAL EMERGENCY
PURSUANT to Section 15(1).of The.Emergency Meastres Act, the councit of the

of declares that the State of Local Emergency is

terminated in the of-

Dated this_____dayof ,20__

Moved by Councillor \

Seconded by Councillor

Per:

{Printed name),
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APPENDIX C — SAMPLE — EVACUATION ALERT

EVACUATION ALERT

This EVACUATION ALERT is-a notification of the POTENTIAL danger which
‘muight arise duetoa in your area. The reason evacuation alerts are issued is to
notify residents of the potential for loss of life from unstable. conditions. It would be

prudent for.residents.to prepare to leave this area with very short notice.

This alert may be followed by an immediate order to evacuate, with more updated
information-on the condition, and when an evacuation order is issued you must leave your

home immediately.

You will find attached to this EVACUATION ALERT notification a travel route
which you must follow in the event that this EVACUATION ALERT is followed by an
EVACUATION ORDER, :and a telephone number for-you to call in the event that you need

transportation from the area.

A Travel Route Map and location of the Reception Centre is-included for your use.

Follow it-closely.

Signature

Name of Local Authority (CITE AUTHORITY)
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APPENDIX D - SAMPLE - EVACUATION ORDER
EVACUATION ORDER
Date:
The (Autliority) has been advised of the imminent danger
of

to the life and property-of persons resident or present in’ (SP ECIFIC DESCRIPTION.OF
AREA WITH DETAIL)

Based on this iriformation, an order pursuani to _ Cite the.

A M..lftor_i@;
to-evacuate these areas has been authorized in the interest of life safety at

(time) hours.

Other agencies will be expediting this action in these areas on behalf of the Authority issuing-

this Order as first cited above.

FOLLOW THE TRAVEL ROUTE PROVIDED

YOUMUST LEAVE THIS AREA IMMEDIATELY

Signature

(Name) LOCAL AUTHORITY  (CITE AUTHORITY AND LEGISLATION]

THE POLICE WILL ENFORCE THIS EVACUATION ORDER
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APPENDIX E — SAMPLE — DECLARATION OF ALL-CLEAR

NOTICE
DECLARATION OF ALL CLEAR
Date
The . has beeh advised that the imminent risk of danger to life and

properties in your area has diminished at this time.

The Evacuation Order, pursuant to (cite the Authority) is:therefore terminated.
An Evacuation Alert/Order may fieed to be reissued, however if that is deemed necessaty the

process will re-commence.

Signature

Name of the Local Authority  : (CITE.AUTHORITY AND LEGISLATION)
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APPENDIX F - EVACUATION PLANNING WORKSHEET

For i‘nstruCﬁQ‘ns see-Appendix F (1)

:i’:_l':'h're:_'at Information

Typé Details:

Fire

Natural disaster

| Hazardous raterials

Civll disturbance

Impact Details

Life.saféty

Environmentai

Oter

Comments

Population/l.ocation

Pcpulgtion‘ size —numbers of. Persons: _.Ariimalé:'

Density Q High O Medium Qtow

Tyoa 2 Residential Q Commercial 0 Industrial

Special Considerations”

Type Yes No- Type Yes No
Jals Transporation available

-Schogls Differeni Ianguéges 'spoken

Hospitals Heaing/sight/mobility impairsd

Population indoors {shut-ins) Transients

Shelters available _ Familiar with the area.

. LocationiDistance (Plot on Map)

.Distance from incident to. population: M KM
A Direction threat is from-papulztion: ‘0 North 12 South Q0 East O West
Ths-terrain:is: O Flat. -0 Slightly sioped O Steep. 2 'Vory stesp

-Available évacuation routes:

Comments:
| _Hazardous Material Conditions:
Condition: | Q Contained O Not containgd Q Controlted Q Unconfroliéd
Q. Continuous Q Not confinuous | .03-Stable: Q Unstable
Descripticn: Q Puff 0 Pool O Plume O Other
Location: Q Ground level ' Q Elevated 0O Accessible: 0 Inaccessible
':I'emvpera_'tu!_'e: ‘Ambient Temp: . On- Fire: Heated: . ‘Cooled:

Refer to°the Hazardous Materials Data-Sheet for more Information:
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When threat is likelyto.occur: | Time:

Date:

Time throat will Jast:

Rate of threat/release Q0 Rapid Q Moderate 0O Slow 0 Stopped 0 tUnknown
Rate of threat movemen! Q0 Rapid 0 Moderate 3 Slow 0 Stopped O Uriknown
“Will. contact populaticn in: Minutes: Hours: Days:

Greatest ?hreaf'witl.occur-in: _{ Minutes:

_Actlon

‘Minutes

Hours'

Depioy Respense Personnel

_Develop Message

Give Public Warning and Instructicns

Public Mobilization and Travel Tims

Special Needs for Mobilization and ‘Travel Time

Tima Needed for Environmenfal Monitoring

Camments:

Communicate with. public Yes: No Communicate with responders Yes -No-
Able to warn public? Able {6 communicate with all agencies?
Able to warn Institutions? Able to comimunicaté with media?
Able to warn fransients? Ableto communicate with mutual aid?
Able 10 wam hearing impaired? Able to-use phone system?.
Able-to instruct and update? Able to use-ouldoor alé'rtl'ng’:’
Comments.:
Resources and Resporider Capabilities
Mobitize Needed Specialized Yes No Communicate with Responders Yes No

Resources

Able to mobilize axisting resources?

Able o stop the threat?

Able to mobifize additional

Abls to direct/cantrol threat?

resources?
Able to cbtain:specialized Able to neutralize the threat?
resources?

Able to identify the material?-
Commants:
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APPENDIX F (1) - EVACUATION PLAN WORKSHEET
INSTRUCTIONS
General Instructions |
1 Use this form in conjunction with the. Hazardous Materials Data Sheet.
2. Comiplete all sections of the worksheet, entering information on the lines provided.

Place a check in the box Q provided when applicable.
3. Review the contents of the Hazardous Materials Data Sheet and Protective Actions

worksheet at the Safety Briefing.

Section Instructions

The following instructions are provided for further clarification:

Section

Instructions

Threat [nformation

details as appropriate,

Identify the threat type(s) and the potential impact(s). Provide

Populdtion/Location

cconsiderations that will’ impact your protective actions planning.

Identify the population threatened. Identlfy any special.

H‘a':zMat Conditions

If this is'a HazMat incident, provide additional details-about the
condition of the release/splll This information should be used in
conjunction with the Hazardous Materials Data Sheet.

Time Indicate time frames regar dmg the threat and time needed to
implement protective actions.
Communications Assess communications capabilities.

Resources and
Responder
| Capabilities

Assess the capahilities of mob1l1zmg, resources and controlling
the threat.
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APPENDIX G — EVACUATION PLAN CHECKLIST

Options

1. Donothing

2. Determine potential threat area (emergency/disaster zone)/.stakehéld‘ersi and
establish a perimeter excluding people [rom entering the threat area by diverting
vehicle and pedestrian traffic—indicate boundary on map

Agency in charge

Resources assigned

)

ooo

Police change bullets from boxes

Fire

Public Works

‘Other

3. Rescue —indicate area on map

Agency in charge

Resources Assigned

d

00O

HazMat Teams (special equipment needed)

Fitc Department (level of Personal Protective Equipment needed)
Decontainination (set up ‘area)

Ambulanice Service (triage and treatment area)

Other

4. Evacuate-indicate area on imap

Ageriey in charge

Resources Assigned

Q

W

HazMat Teams (special equipment needed)
Fire Departnient (level of PPE needed)
Decontamination (set up area)

Ambulance Service (triage and treztment area)
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O Police (limits of involvement shown dn map)

d Other

Q Ensure’all agencies consult piior te evacuation. Ensure that all agencies
fully understand the decision.

Q Consider reception area locations and the number of people who will need to
bec assisted

Agency in charge

Resources Assigned

a
o

Agency in charge

Q  Schools, recreation centres, other assembly halls

O A site with adult-sized furniture, capability of feeding, and public
address system.,

Q (HazMat) The facility ¢hosen will not be exposed if the wind shifts or
increases.

Q  Alert the Emergency Operations Centre (EOC) for operations.

Consider special facility/spedial population evacuation needs and establish

priorities,

Constder potential for domestic animals. to be-evacuated with families and

alert SP.C.A.

Consider resources needed to.conduct Emergency Evacuation Operations.
‘and advise potential mutual aid agencies.

Detenmine the number of people needing transportation assistance.

Dispatch transportation to special facilities and identified areas where
assistance is required.

‘Resources Assigned

0O 0CO0OC

Q Transit (fevel of PPE needed)

Q Fire Department (level of PPE needed)

O Decontamination (set up arca)

U Ambulance service (triageand treatment area)

Establish 2 policy on-whether. persons will be advised or ordered to evacuate:
Prepare, print and distribute Emergency Evacuation notices if time permits.
Assemble, brief and deploy Emergency Evacuation personnel.

Announce Evacuation Plan decisionis (boundaries and -evacuation routes).

Annournee emergency reception area locations..
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Establish and announce 4 telephone number of evacuees to. call for progress
reports and re-entry times.

Begin with Emergency Evacuation.

Track mimbers of evacuees and any reported injuries.
Keep all field units updated regarding changes.
Document the decision process.

Notify local elected officials and the Manitoba Emergency Measures
Organization

Appoint an Information Officer, with Suppor't and back up.

Re-evaluate the need for an Incident Command Structure (ICS). Isa
Logistics, Planning, or Finance Section needed, if not already appointed?

Consider the need for a Crisis Intervention Team,
Track all costs related to the incident.

Keep evacuees at the reception facilities and group lodgings informed of
inciderit progress and projected return times; '

Decide on allowing return into evacuated area in consultation with-all relévant

parties.

Schedule a debrlcﬁng with all parties to evaluate the Evacuation Plan:

Make suggested ¢hanges in this procedure to the Emergency Program
Coordinator and the Emergency Policy Group.

5. Shelter-in-Place (include the following in the evacuation plan)

Agency in charge

O Discuss and decide.on appropriate alternate strategies.

Q@  Seal off the arca.

O Selective or partial evacuation.

O  (HazMat) Issue arecommendation‘to close windows and shut off heafi_ng and

ventilating systems in the threat area.

Q  (HazMuz) Issue a recommendation for people to stay indoors.

Q  Appoint an Information Officer, with support and back up.

O  Establish and announce a telephone number for persons. to call for information
on the incident.

Q  Re-evaluate the Incident Command Structure (ICS). Is a Logistics, Planning
or Finance Sectlon needed, if not already appomted

O  Prepare, print and distribute iricident information for persons in.the affected

agea.
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‘Notify elected officials and Manitoba Emergency Measures Organization.

Assemble and brief a standby force of personnel to assist with an emergency
evacuation if the need arises.

Establish.and-announce needed information to the public,
Consider the need fora ¢risis intervention team.

Continue to monitor the situation and to re-evaluate the need o evacuate,

keeping all feld units vip to date regarding changes.

Track all costs related to the incident.

Keep residents informed of incident progress and projected time until the

incident is.over,

(HazMat) Monitor the release and revise projected end of incident times.

(HazMay). Consider changing tactics on consultation with all relévant parties.

Provide advice and information on any special precautions that should be

‘taken during and after the event,
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APPENDIX H-LOCAL GOVERNMENT EVACUATION PLAN

TEMPLATE

References

Applicable reference should be provided as.appropriate, for example:
s local emergency plan; and
¢ Mutual aid agreements.

Introduction/Background

Provide a genera! overview of the hazards which may confrorit the jurisdiction and
the need: for effective contingency plans,

Situation

Identify:
s those emergency conditions that would-necessitate an evacuation;
s potentia] impact areas, such as those prone te flooding, seismic activity or
wildfirés or neara facility that produces, stores and/or transports hazardous
material; and population groups that will require special assistance;

Assumptions

Address the unkiiowns of the emergency situation, such as. unanticipated
contingencies and establish parameters within which evacuations will take place.
Typical assumptions include:
o  maost hazards provide sufficient warning tine to implement a planned -
evacuation; '
s spontaneous/voluntary evacuation will occur when there is sufficient warning
of a threat - between 5 and 20 % will evacuate before being ordered;
e some people will refuse.to evacuate, regardless of threat;
o some pet owners will refuse to evacuate until arrangement aré made Jor their
pets;
o approximately 20 % of evacuees will require congregate care shelter;
o commercial transpart will be available under a declaration of a state of
emergency; '
o standard evacuation routes may be established for specific seasonal hazards,
and
o evacuation during NO notice emergéncy situations will be on an ad hoc basis,
based on direction of the an-site incident commander.
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Purpose

To describe the provisions that hdave been made to ensure the safe dnd orderly
evaciation. of people. threatened by a natural or man-made hazard.

CONCEPT OF OPERATIONS

General

Provide a general overview of the plan, including the warning process, areas likely to
be affected and the rouies und destination of evacuees.

Authority

Detail who can order an evacuation in jurisdiction covered by plan:

To order an-evacuation, a local autherity must declare a “state of local eIMErgency’, as
enabléd unnder The Emergency Measures Act.

Authotity to implemient 4n evacuation normally Tests with the local authori ty, through-
the local [aw enforcement agency:

Scciirity

Describe arrangements for
* Security and protection of property:in evaciated area
¢ Access control to evacuated area

As an area is being evacuated, access controls must be éstablished. Security may bhe
achieved by establishing staffed Access Contrel Points and barricades at key
locations around the perimeter. A record of all vehicles and personne] wha enter a
closed area.

Evacuation Routes

Describe routes es tablzshed 1o imove-and protect people:from the potential hazards
which may-confront the- community. Evacuation routes shoild be separate from
disaster routes intended for use by emergency responders.
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Special Provisions

¢+ Provisions for evacuation of special need (such as children in school/day care,
handicapped, high risk {battered women), ifistitutionalized (hospital) and
incarcerated (prisoners) and transient (such as tourists and seasonal workers)
populations,

e Provision for evacuation and care of livestock.

Transportation

s Modes of transportation
o Identify assemble areas for people without own transport
¢ Provision for return of residents to their hoines

Accommodation and Feeding

s Provisions for congregate care{group lodging), including feeding, clothing and
‘basic medical care )

¢ Sanitary facilities

¢ Provisions for companion animals/pets’

"Public Information

Describe the means the authority will use to keep evacuces and general public
informed on evacuation-activities and specific action they should take.

‘Organization and Assignment of Responsibilities

» Wherever possible thie organizational structure for an evacuation should réflect
Incident Command Structure (ICS).
o Describe the specific responsibilities of all key staff and emergency. appomtments
such as:
Local Authority (Mayor/Chair)
Incident Commander
Evacuation Coordinaior
Emergency Manager/Coordinator
Law Enforcement
Public Works
Public Information Officer
Emergency'-S‘o,cf'a‘_l Services Coordinator
Health Services Coordinator
School Superinterident
Animal Control Coordinator
Other Tasked (rganizations
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COORDINATION INSTRUCTIONS

Situation Report-and Returns

Describe specific-reporiing requirements and the formatto be used.-Attach sample
 format for reguired reports and returns.

Mutual Aid Agreemeuts/Arrangements

Describe agreements/arrangement with neighbouring jurisdictions that address
(traffic control,-law enforcement, emergency social services, shelter, etc) available o
Jacilitate evacuation operations.

Evacuation Movement Coutrol Procedures

¢ Assembly areas
¢ Evacuation routes-and route marking
¢ Traffic control points

Critical Timings

e Time reception centre(s) open
o Time by which evacuation must be completed

Plan Development and Maintenance

Identify who is responsible for developing operational guidelines and other necessary
implementing documents and ensuring that the plan is maintained current.

Command and Control

e Scopeof ‘au"thority .
- Interjurisdictional Relationships

Administration and Logistics

Describe the administration and general support requirements for the various
evacuation functions.
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Administration

Provide detail for tracking :and recording information on evacuation detail, i.e.,-areas
and numbers evacuated, numbers processed through reception-centres and/or
provided shelter.

Logistics

Detail the provision that have been made to secure or relocate those essential. supp]les=
and equipment needed te sustain-operations and meet €vacuee needs.

Consideration should include, but not limited to, the following:
e Food;

e Water and water trucks/trailers;

+ Beds and bedding;

e Clothing; '

o Medical equipment and supplies;

o Portable généra.tflr.-.s' and lighting devices;

o (Gas.and diesel fuel;

¢ Sanitation devices;

e Public works vehicles and equipment; and:
e Police and firefighting vehicles.

Attachments

e Pro Forma

— Declaration of a Local State Of Emergency

-~ Evacuation: Alert

~ Evacuation Order .

— Declaration of All Clear
o Map

— Potential Hazard Areas

— Evacuation Routes (TBD)

— Key Locations (c.g. Reception centres and medical facilities)
» Report and Returns - Sample.(TBD)
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APPENDIX I — PUBLIC INFORMATION MESSAGING

In. developmg a community edueation‘and awareiess program. regarding emergency
evacuation information on the following issues should be:addressed.

WHAT is an Evacuation Alert?

‘An Evacuation ALERT is a notification of Danger in your aiea. EVACUATION
ALERTS are issued to advise the population at risk of the potential for loss of life
from a hazard, and that they should be prepared to evacuate:

Alert Message Content

'EVERYONE IN THE AFFECTED AREA SHOULD PREPARE TO MOVE TO A
SAFE AREA

Things you should do NOW!!

o Gather essential items such as:medications, eyeglasses; valuable papers,
immediate care needs for dependants, and, if you choose, valuable keepsakes,
photographs, etc. Make them available for immediate access for a quick
departure.

e If'you need transportation, the individual providing the alert notification will provide
you with-information regarding making arrangement for transport for you:

°  Know the [ocation of all family members and determine a planned meeting place
should an evacuation be called while scparated

e Prepare to evacnate disabled persons and childien, Relocate large pets and
livestack to a safe area immediately, if possible.

e Arrange accommodatioii for your family, if posstble, in the event of an
¢vacuation. Emergency lodging will be: provided if necessary. This lodging will
vprobablv not permit-pets, so it is suggested that altérnate arrangements be made
for pets at the same time.

® Commuruty emergency plans have been prepared t¢ ensure your safety. It is
important that you follow the directives you.are given by the authorities to énsure
your safety. Advance preparation is the key to safe and effective movement of
pecple. Planning for providing care and recovery of evacuees, victims, .and
emergency workers has been put in place with your welfare in. mind.
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e If you are alerted of the possibility of a disaster. impacting your-area you may be
provided with-suggestions of'things you should do fo protect your property. These.
suggestions will be germane to the unpendmg disastet, e.g. What you can do in
the event of an Jmpcndmg flood, or fire etc.

EVERYONE IN THE AFFECTED AREA SHOULD NOW BE READY TO MOVE
QUICKLY FROM THE AREA.

‘What is an Evacuation Order? -

An Evacuation Order will only be issued by authotities having jurisdiction in
response to imminent potential of loss of life or injury because of ANY
POTENTIAL DANGER, to the population at risk, the residents, in the affected-area.
These orders are issued in the interest of LIFE SAFETY., Members-of the RCMP,
lo¢al Fire Departments, and the Local Authorities may be invelved in expedltmg that
action through door to-door contact, the electronic media, etc.

Required Action

When an Evacuation is Ordered, take-the fOI]bWiljg' actions:

e gather-personal/ fam_ily-émer.gen_cy kit;

¢ proceed quickly and calmly to nearest gvacuation site (temporary or permanent);.

o teport to Reception Centre indicated and register with the personnel staffing that
cetitre. This will allow for effective communitations for the evacuation team and
will facilitate contact by friends or relatives who may be very conicemed about
-your whereabouts and safety;

» keep.a flashlight and'ﬁortable.radio'wi’th you at.all times;

e follow the evacuation instructions which has'been provided to you in the
Evacuation Alert or Evacuation Order;

¢ ensure you haven’t -fofgotten:-a necessity? Travel will be one-way only, out of
'your area to allow emergency vehicles access;

». TAKE EVERYTHING YOU WILL REQUIRE FOR AN EXTENDED STAY;
and

o Remember THE POLICE WILL ENFORCE THIS EVACUATION ORDER
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APPENDIX I (1) - PUBLIC INFORMATION MESSAGING
TEMPLATE

‘This 15 .
' Rank/Titie Name
from the A
Agency/Department
A
’ sizefintensity incident
has oceyrrediis occlirring n Iacation

Because of the potential danger to life and health

‘the authoriy

_ _ everyone within .
hasihave ordered/iecommended # blocksikilometres/metres

of that area to
. evacuate/Shelter-in-place  inunediatelv/as scon as possible

If you are in following areas, you

_ ‘ musyshould  ledive the area/get inside a building.
This message will be repeated. Specific instructions and locations will be given

If youare in the following areas, you
niwesi/should léave'the uréalget inside g hitlding

. The areas involved are as follows:

inwiediately/as soon as possible

NorthiSowth/East/West Location: streed, ﬁr_’g/:jtfaj-’ or other significant geographical point
NorthiSouth/East/West Location: street, highway or other sigaificant geographical point
North/South/East/West Locition: street, l:ighlway ar other significani-geographical point
North/South/East/West Location: street, highway or dther significant geographical point
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AB2332

APPENDIX I (2) ~ EVACUATION INSTRUCTIONS

Stay calm. X
2. Gather your family; take a néighbour or someone who needs help.
3 If evacuation is an-alert: Take essential items {diapers, baby food, clothes, and.

mioney). . Leave a message on the door.
4, If evacuation is an-order: ~ Take critical items (medicine, purse, wallet,-and keys)
only if they are immediately available. Take pets in pet kennels oron leash..
Turn off appliances. (stove, light, and heaters).
Do not use more 'cars: than you have to.

Do not use the telephone unless you need emergency service.

S S

Gc.imme_diately to the home of a friend or relative outside the evacuation area, ortoa
Reception Centre located at:

9. Emergency Response Workers will be stationed at intérsections along the way to.
direct you.

10.  If you need transportation, call: i or

11. Children attending the following schoels will be evacuated to:

School Evacuation Location.

12. Do not drive to your child’s school. Pick your child up from the authorities at the
shelter.

13. Keép'.the windows and vents in the car closed.

14,  Other:

OQPERATIONAL GUIDELINES FOR EVACUATIONS (MANITOBA) 2017




AB2333
42

APPENDIX J — SHELTER-IN-PLACE INSTRUCTIONS

Shelter in place is the practice of going or remaining indoors during the
release of an airborne hazardous material, as opposed to evacuating the
area.

HAZARDOUS MATERIAL RELEASE IN THE AIR

Unless the hazardous material i5 flaiunable, like natural gas, emergency response
professionals recommend ‘that you initially stay indoors (shelter in place) until you
receive instructions to leave. If the hazardous material is alieady around the area you are
in, evacuation may not be safe since you have to move througli the hazardous. matetial,
Your building can help protect you,

THINGS TQ DO - SHELTER IN PLACE

¢ Go indoors and stay there

¢ Close all windows and doors and every door inside‘the building

¢ Close all windows

e Do ot use bathroom or kitchen vents

o Set thermostats so that air conditioners, furnaces and hot water heat do not come:on.
e Do notuse fireplaces. Close all dampers. —
» Do not operate clothes dryers.

¢ Shelter in an inside room éw,ay from windows:and doors

¢ Reduce and avoid smoking as it contaminates the air.

<« Do ot léave the building wntil told to do so.

e Stay tuned to local teleyision or radio for information,

¢ Do notuse the telephone as you may tie up the phone lines

For added protection

* Secalthe cracks around the doorways with wide tape or a rolled towel
@ Tape plastic:over the window/ prepare this. ahead of time.

SHELTER IN PLACE IS A GOOD DEFENSE

Shelter in Place has been shown to b a safe resporise to hazardous a naterial release of 3
hours or Jess. Our well weather-insulated huildings slow the movement of air into buildings
and any hazardons material that does enter is weakened as it mixes with the indoor air.

Shelter in place information courtesy of the Brandon Emergency Suppert Team (BEST)
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APPENDIX K - REAR LINK TO MANITOBA URBAN
SEARCH AND RESCUE (USAR) DEPLOYMENT

Manitoba EMO will provide support to the. Manitoba USAR team when they are deployed
out’of province,

EMO will he the link with Public Safety Canada, EPB/ GOC and the hosting province.

Upon confirmation that Manitoba USAR i is on site the EOC will open with minimal staffing
to-support two way communications with the site.

EMO will also be the point of contact with the families of the team members.
General informatjon from the site will be conveyed to families that are interested via

conference call and urgent falmly matter information will be passed to the'sité¢ via the Team
Leader.

EOC duties:

e Situation teports will be compiled for briefing riotes to the D/M’s of TAT and Labour.
Media information will be at the discretion of the Executive Director

s Updates of faimily contacts are to be obtained thrgugh OFC prior to deployment.

o Links are to be obtdined with the EMO of the involved province prior to deployment

e Staffing of the EOC will be the responsibility of the Director of Emetgency
Operations

» Manitoba EMO contact iumbers. (phone lines, fax, and e mail) will be supplied to the
team leader prior to deployment
A family call line number will be established at EMO
A conference call line will be set up and scheduled at regular intervals.
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SCHEDULE 7
TELECOMMUNICATIONS
1.0 INTRODUCTION
Assetoutins: 4:5.3 of the Manitoba Emergency Plan (MEP):
In an emergency, efféctive telecommunications is critical to
« the efficient exchange of information
a» ‘coordination,
» command and control, and

« responder safety.

Historically public 'safety commuinications in a land thobile environment was a551gned a
specific frequency or a number ‘of frequencies that were unique to a specific departiment

or agency. Occasionally other agencies. from the same dxsmplme €.g. police or fire

might share a commeon frequeticy but rarely would agencies from different d15¢1pimes
communicate directly with one-another.

In addition to telecommunications established between responders at the site,
telecommunications commiunications must be cstablished between the site or incident
commander, the Municipal Emergency Operations Centre (EOC) and the Manitoba
Emergency Coordination Centre (MECC). Sée Appendix A attached.

1.1 INTEROPERABILITY

Since 9711, greater eémphasis has been placed on first responder .cooperation” and
coordination. .

Whereas effective telecommunication within a public safety agency is referred to as
operability, interoperability has been defined as the ability of public. safety agencies to
talk- across disciplines .and jurisdictions via voice communications systéms, exchanging
information with one anather on demand, ini real time, when needed, and as authorized.

For those departments and agenicies that use the FiectNet system, there is.an. opportunity
to use features in that system to overcome some of the technical barriers to
interoperability. Some features can be .accessed at the consol level by trained
dispatchers, while others may be accessed by individual users, mcludmg use of specific
talkgroups.

The following “province-wide” FleetNet. talkgroups are designated for inter-agency
communiedations :
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o Government (GOV) Cominand and Control

« Interagency (INTERAGENCY) Calling and Response Coordination
+ Operations'1 (OPSI) Operations.

+ Operations 2 (OPS2) Operations-

» Operations 3 (OPS3) Operations

» EMO Simplex (SIMPLEX) is a. short range, unrepeated frequency that can be
* installed in FleetNet radios. to retain limited local functionality if FleetNet service
is unavailable, or if only short range is required. -

A department that is not on FleetNet cannot access thése features directly: Technologies
are available which will allow bridging or cross-band repeating between different
systems.  Although not ideal, sometimes the simplest approach is to exchange radios
between departmentq This is not partlculariy effective in.a major emergency or disaster.

Notes:

1. MTS will ntltdmaﬁcall_y install thésé talkgroups in radios operited by dpproved
agencies, such as RCMP, EMS, Manitoba EMO and OQffice of the Fire Coinmissioner (OFC).

2. Other departments, agencies, and-other erganizations seeking to instali these talkgroups:
will be required to provide. authorization from the Executive Director before MTS will install thém.
Application should be made to the Execntive Director in writing.

3. The Txecutive Director will not authorize. installation. of the OPS1, OPS2 and OPS3
talkgroups until installation is approved by the Interoperability Coordinating Committee,

1.2 SERVICE INTERRUPTION

A variety of technologies can be. used 1o provide telecommunications on site, between the
site and agencies’ EOCs, and between EOQCs, including

» two-way radio,

« facsimile;

+ email and other intra or internet-based services
+ telephone (cellular and landline),.and

'« satellite communication Systems,

Radio technologies usnally require complex infrastructure to operate beyond the “line of

sight™ restriction. The: imodern telecommunications infrastructure used in Manitoba is
extremely reliable in day to day use, and is often taken for granted. Nevertheless, this
infrastructure can be dainaged or otherwise interrupted. .

Shared services, such as cellular telephone networks, have a limited number of
fiequencies and are sometimes incapable of handling. the extreme volume of
telecommunlcatlons traffic that is generated in a major emergency or disaster,
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Even though we may think of cellular telephone, landline, facsimile, email, intemnet, two-
way radio as different technologies, they ‘often share common “pipes:” These “pipes” ¢an
be a.mixture of radio, microwave, and landline/optical fibre. The destruction or failure of
such a “pipe’” can -disrupt messages tbat travel through the “pipe” regardless of what
technology was used to generate the message.

All of these technologies require some form of electrical power.

A’s soon ag practicable after impact, a quick survey should be made to determme which
technologies are still available, and a tactical telecommunications plan should. be
prepared around. the use of the survwln_g__technologles

Facsimile, email and other so-called “transmit and forget” technologies can be
problematic if na one is continuously monitoring the receipt of information and
acknowledging receipt. In 911 a number of firefighter deaths were :attributed. to
warnings being left unread among many thousands of messages in the d1spatcbers
comiputerized cue.

1.2.1 Basic Replacement Considerations
(a) Short Range Telecommunications

Where short-range: “line of sight” telecommunications are required, such as within the
confines of a typical site, inl addition to messengers or “runners” various temporary
alternatives are usually available, including-

« other service providers, €.g. Rogers cellular instead of MTS or MTS instead of
Rogeis {(note that other cellular providers may ‘share Rogers or MTS
infrastructure)

s other radio systems that still work,

« radio systems used in their simplex (rion-repeated) mode,

« General Mobile Radio Service (GMRS) or

« Family Radio Service (FRS).

Note: Radio sigrials at the frequencies commonty used in public-safety applications are *blocked” by
the curvature of the earth and by terrain sucl as mountains, hills and valley walls, Hand held
satellite devices generally don’t work well (rom inside buildings. Satellite signals (up and down) can
also be blocked by significant precipitation. The signal émanating from the transmitter’s antenna
must be able to bé “seen” by the receiver’s antenna, This is the so-called “line of sight”> In most
circumstances, thé higher tbe antenna of transmitter or receiver compared to the surroundlng
topography, the greater the “line of sight” and therefore the greater the range that can be achieved.

Range generally can be increased by

o raising the antenna lieight, or
« usinga miore efficient antenna.

Sometimes climbing to the top of a hill, or moving higher in a building is all that is
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required. Independent of height, antennas on hand-held radios, particilarly-the “mbber
duck” type are much less efficient than the antenna mounted on the roof of a car. These
in turn are usually less efficient than a base antenna mounted on 4 tower or-6n the roof of
a building. '

Note: Increasing power output can improve the signal quality within the line of sight, but the power
output settings of most commercial and -public safety transmitters: cannot be adjusted by the
opérator.

{b) Beyond “line of sight™

It is more difficult fo set up a system that will work beyond the “line of* sight.” This
generally requires a “repeater.”

Note: A repeater is a radio which receives a signal [rom.av transmitter within its “line of sight" and-
rebroadcasts it on'a different frequency to receivers. which sre within its “line of sight,” but which
may be beyond the “ling of s1ght” of the first-transmitter, Evén communications satellites are-a form
of repeater,

To achieve even greater-distances

+ a repeater ‘antenna- ‘can be mounted on a very high building or tower
(communications satellites take this to the extreme) or

+ repeaters can be linked together using radio, microwave; cable or optical fibre.
This is an overly simple description of a tninked iadio (e.g. FleetNet) or cellular
system,

In a-widespread event where sites require telecommunications beyond the “fine of sight,”
EMOQ may -arrange for

. d‘ist';i‘b'ut.ion of FleetNet tadios, satellité telephones, or other suitable techno'logy,
and/or
< Operators and equipment from the Amateur Radio ‘Emergency Service.

{c) Amateur Radio Emergency Service (ARES)

ARES' can provide temporary telecommunications. services, using. federally licensed
operators -and high-power radios that are capable of operating on frequencies that use
ground waves or “bounce” off of layers.in the earth’s ionosphere to broadcast over long
distances without coniplex ceitral infrastructure,

Some of this-equipment has been pre-installed in a number of federal, provincial and
municipal facilities, including EMO, Manitoba Health Office of Disaster Management,
Public: Safety Canada, Department of National Deferise; Environment Canada’s Severe
Weather Office, and the City of Winnipeg EOC.

ARES .can be activated:throu gh the EMO Duty Officer at 204-945-5555,



This is Exhibit “D” referred to in the
Affidavit of Brent Roussin affirmed
before me this 30" day of April, 2021.

B e il —

A Barrister-at-law in and for the
Province of Manitoba.
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Executive Summary

This Fedéral/Provincial/Territorial plan developed in collaboration with federal, provincial and territorial
public.hea'l'thof-fic_ials, Indigenous partners, and health system partners, for these and other
stakeholders; provides a common forward planning approach for'ongoing ma nagement of COVID-19in
Canada. The plan acknowledges jurisdictional roles.and responsibilities, identifies when national
approaches are anticipated and when provincial/territorial flexibility and customization are expected.

Key elements of the plan include:

e agoal statement;

e public health response objectives,

+ planning assumptions,

* areasonable worst case scenario, and

» summaries of current and planned response activities for each main tcomponent of the public health
response (i.e., Surveillance, Laboratory Response Activities, Public Health Measures, Infection,
Prevention and Controland Clinical Care Guidance, Vaccination, International Border and Travel
Health Measures; Health Care System Infrastructure, Risk Communications and Outreach, and
Research).

Theré-is also cantent specifically addressing planning.with Indigenous Communities, planning for high-
Fisk settings.and. populations, and the rolé of modelling in the response. Much like other technical
‘guidance, this document may requirée updatingas our scientific knowledge of the SARS-CoV-2 pathogen
increases, the epidemiological picture evolves in Canada and globally, epidemic contral measures
change, and new medical countermeasures become available {e.g:, avaccing, effectivé treatment).

The pandemic res_po'nse:goa_l"iS' to minimize serious illness and overall deaths while minimizing societal
disruption as a result.of the COVID-19 pa'ndemic;Th__e COVID-19 response has been unprecedented with
the swift implementation and public adoption of public health measures. While these measures-have
been successful in reducing the incidence of COVID~19 in Canada, the restrictive nature of many.of these
measures have had some negative health, well-being and societal consequences. Many of these
consequences have disproportionately affected specific segments of the Canadi_an-popula_t'ion. Thegoal
statement and objectives reflect the need to.respond in a way that achieves'a better balanice between
minimizing the impact on morbidity and mortality withthe impact-on societal disruptionin order to
suppott a long-term, sustainab.l‘e response,

To facilitate'a common approach-and appropriate level of preparedne’s‘s-across Canada, the plan

includes a list of planning assumptions, a “reasonable worst case scenario”, and a list of capabilities. and
requirements needed to mitigate this scenario. The-scenario is-not the most.likely scenario; rather, it

provides a baseline to guide consideration of key capabilities, capacity issues; and identification of

resource needsthat will help focus.planning activities. It is provided as a “stress-test”, nat a predlctaon

and is intended to stimulate thinking concerning our current response efforts, capacity thresholds and

resiliency. The reasonable worst case scenario includes an epidemic curve with a large peakin the fall or Crens
winter of 2020 followed by ongaing peaks and.valleys for the next 2-3 years, with all peaks in |nc1deqce
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creating a demand for resources that exceeds System capacity. It does not account for a widespread

vaccine program or availability of an effective treatment,

The capabilities heeded to mitigate this scenario; and fof the ongoing management of COVID-19-in
general, include the ability to:

detect signals indicating a significant surge in cases may occur,

prevent a large peak in the fall that greatly exceeds Canada’s capacity to respond,
reduce surges in incidence and hospitalizations,

increase health care and public health capacity,

monitor demand for health care.resources; and

foster ongoing public vi'gi'lan:c'e and co.mplié‘nce with measures and re¢omimendations.

1

This plan, in conjunction with other. foUndational'federal/prqvinc_ia I/territorial response plans, provides
pub!i'_c health. leaders with a_coondinatéd approach to: address.commaon issues, and'to support the
provincial/territofial responses to COVID-19 in the Canadian population. It includes information
regarding the curtent focus of the public health response and anticipated needs for the short, mid and
long term ongoing management.of COVID-19, which will facilitate awareness arnd cgordination both
‘within and beyondthe public'health secior.




1. Purpose.

The purpose of the Federal/Pravinciol/Territorial Public Heolth Response Plan for Ongoing Mandgement:
af COVID-19, is o provide federal, provincial and territorial public health officials, Indigenous partners,
health system partners and othet stakeholders with-a-common forward planning approach-'f'or ongoing
management: of COVID-19 in Canada. This plan pfomotes a long-term approach that covers. |m mediate
planning tmperatives for the. fall/wmter 2020 period and thereafter until population-herd immunity in
ona form or another is sufficient to bring the pandemic activity-in Canada to an end. This i$.an evergreen
document that may require updatmg as-our scientific knowledge of the SARS-CoV-2 pathogen increases,.
the eptdemtologlcal picture evolves.in Canada and globally, epidemic control measures change, and new
medical counterieasures become available (e.g., a vaccing, effective treatment).

Building on the.ongoing public health response, this docu ment identiﬁe_s_ f_'edéral/p_r.ovihcial/territ_orial
(F/P/T ) public health preparations that-are needed and already underway for the short, mid and long-
term management of COVID-19 in Canada. It provides overarching guidance that is-informed by existing
intergovernmental pandemic preparedness, public health-émergency planning and data, information
and resource sharing agreements, arrangements and protocals {see Appendix 1}:and draws extensively
on the Canadian Pandemic Influenza Preparedness Guidance (CPIP). The CPIP stipulates that whileitis-a
guidance document for panideémicinfluenza, much of'its guidance is also applicable taother publlc
hiealth emergencies, which has- been the case for the COVID-19 response. It is assumed that an ongoing-
{but appropriately scaled) F/P/T coordinated response structure and. ‘activities as outlined.in'the E/P/T
Public Health Response Plan for Biological Events (F/P/T PHRPBE), will be needed for the foreseeable
future.

Tofacilitate a common-approach and appropriate level of preparedness across Canada, this plan
includes a “reasonable worst case scenario.” While this scenariois. not necessarily the most fikely -
scenario, it prowdes a baseline to guide consuderatlon of key capa bilities, capacity issues, and.
identification of résource needs that wiil help focus planning activities. As with other F/P/T plans, this
document outlmes overarching goals-and- objectives, acknowledges jurisdictional roles and
responslblllttes identifies when natlonal approaches are anticipated and when provincial/territorial
(P/T) flexibility and customization-are expected This document has been: developed to facilitate.
planning for an ongoing COVID-1% response that is not only flexible.and adaptive but also sustainable.

2. Context

‘COVID-19 represents-an unprecedented threat to the health, social and economic well-being-of
Canadlans, Canadian society and the global community. OnJariuary 30, 2020 the Director General ofthe.
World Health Organization. {WHO) determined that COVID-19 constituted a Public Heaith Emergency-of
International Concern (PHEIC) and declared it a pandemic-on March 11, 2020, due to extensive
international spread. Mitigating the impact of COVID-19 in Canada requires-a comprenhensive,
integrated and cross-sectoial “whole-of society”, “whole- of-government” strategy that focuses on what
is within‘the span of conitrol of our country while trying to reduce the risk of what is not. The context.of
our planning, therefore, is primarily Canadian-ceritric but recognizes that the global situation will have a
‘sighificant effect on response activities.




Mobilizing Canada’s health sector response to COVID-19 remainsa critical part of that overall effort. This
plan and its more detailed components that are described herein, draws heavily on the.experience
acquired and the work completed during the response to the introduction and subsequent first wave of
COVID-19 in Canada. While 'Canada’s F/P/T pubic health officials have conducted pandemic planning for
years, plans must be customized and supplemented as the:pandemic unfolds, as each pandemic.is
different. Despite the incredible effort and pace of COVID-19 response in Canada to date, we are still
operatmg from a place of significant unknowns and.need to continue learning and adapting.as we move
ahead with. plannmg activities. .

While the pandemic has affected Canadians in diverse ways, Canadians-have not.experiénced these
impacts equally. Emerging evidence indicates that socialdeterminants of health, including low-income.
status, adverse physical envlronments, precarious housing, and race/ethnicity, among: others correlate
with increased risk of COVID-19 infection.! Data show that compared to men, women in Canada have
experienced higher rates of COVID-19-related fatalities, and job losses have been higher for women,
with recent recoveries in the workforce disproportionally benefitting men.2 2 As a result of the ecanomic
downturn triggered by the pandemic, visible minorities have been particularfy affected, with a larger
share reporting having difficulties meeting their financial obligations or essential needs compared 1o
White workers, Similarly, indigenous Peoples, persons. living with. dlsabilities, and LGBTQ2IA+
communities, among others; have been disproportionally affected by the pandemic.®

Furthermore, some populations have been particularly impacted.by the measures implementedto
control the: pandemic; for example, the unprecedented extent and duration of school closures which
may have long-term effects.on child dévelopment, health.and education®’, As efforts shifttowards the
next phase of the respanse, it is imperative that the needs of diverse groups of Canadians are carefully
considered i in order to mitigate adverse consequences and reéducé both kiown and réasonably
anticipated inequities.

3. COVID-19 Response Goal, Objectives and Response to Date

3.1-Goal

Canada s goal for respondmgto COVID-19 is based on‘that establlshed for pandemic influenza in the

!

{last

updated August 201 8): The goal is:

= To minimize serious illness and overall deaths while minimizing sacietal disruption as a result of
the COVID-19 pandémic.

This goal has guided F/P/T actions and has helped reduce the incidence of COVID-19'in Canada {i.e.,
flattening of the initial. epidemic curve} and associated seriousiliness and deaths, Reducing the health
.impact of COVID-19 in the absence.of a vaccine or effective treatment while minimizing societal
disruption has been extremely challenging. The pandemic circumstances, not only in-Canada but
globally, have led to the extraordinary implementation of broad, restrictive. community-based public
health-measures and the need to offer an unparalieled level of societal support measures.{e.g., income:
support,.housing support, and expansion of social services such as mental health and food assista nce).
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When the original CPIP pandemic goal was developed it was thought that the main cause of societal
disruptiori would be the absence of essential workérs {includirig héalth care providers} from the
workplace duie to illness, need-to care forill family members, workplace O_u',tblre_a'k control measures.
and/or refusals to work, The closure of international borders, businesses, schools and.restrictions on’
social gatherings was always a'cknpwle'dged as a potential source of societal'djsruption’in a severe
pandemic. The COVID-19 response has been unprecedented with the swift implementation and public
adoption of public health measures [PHM). The restrictive measures that hiave averted widespread.
essential service disruption due to iliness have, however, had significant broader direct and indirect
impacts on-health and wellbeing.

3.2 Objectives
As the focus of planning now shifts to a long-term sustainable response it is time t6 examine how to

strike an optimai balance between minimizing both health impacts and:societal disruption. The foliowing
public health objectives aim to achieve this balance.

o]

F/P/T response actions to date have been comprehensive and have gone a lorig way toward achieving
these national public health-objectives.-These actions include but are not limited to:-

» rapid case identification, confirmation, and isolation for the period of communicability;

 rapid contact tracing, identification, communication and quarantine of contacts for the duration
of the incubation period;

s ‘supporting evidence-informed decision-making by collecting, analyzing and sharing surveillance-
and other scientific information-to inform and target interventions;

« rapid outbreak identification and containment activities;

« preventing the importation of COVID-19 through border-and travel restrictions;

s reducing the spread-of infection through consistent and frequerit communication to the public
to promote the importance of indiv’idual,'family{ community and organizational mitigation
strategies and PHM;

» promoting modifications to day-to-day activities to reduce transmission of COVID-19 in
community settings-as much as possible;
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e protecting those most at risk of serious illness through the provision of resources, guidance and
public messaging;

- “protecting those most at risk.of serious illness in congregate settings and health-care facilities

through targeted communications, guidance and response actions;

establishing a protective stance through community-level screening, guidance and quarantine

measures for Northern/remote/isolated communities, and Indigencdus. populations;

* supporting community-level health and social interventions aimed at supporting and protecting
pOpuIatlons at high risk and mitigating negative impacts of public health interventions;

o providing guidance to public health partners, health care delivery stakeholders, and non-health

sectors/sattmgs that facilitates an evidence- informed, risk-based approach;

facilitating rapid access to health care supplies, equipment-and resources, inctuding medical

evacuation from remote, isolated and under-sefviced communities;.

= supporting the continuity of health care.and other esséntial services;

- providing additional mental health resources and.social services; and

facilitating a gradual, cautious return.to commu nity functioning in the context of ongoing

COVID-19 activity. B

Maintainingth‘e trust and confidence of Canadians through titmely and transparent communication of
evidence-informed public health decisions; communicating appropriate and timely advice (inciuding
changes to this advice}to décision-makers, health professionals.and the public; taking into consideration
the diverse needs of population groups based on vilnerability, ethnicity/culture,- ability-status, and other
socipeconomic and demographic factors; and supporting a coordinated response by working
collaboratively with all orders of government and stakeholders,.continue to beessential inthis ongoing
respanse. We need to prepare the publicforthe reality:6f living with COVID for the foreseeable future
and'the changes that will come in next'2 to 3 years by which time we hope to have widespread access to
vaccines, effective treatment and increasing levels of herd immu nlty

In:order to.achieve the response goat and objectives it is essential that the effectiveness of COVID-19-
control' measures be assessed against any negative effects of implementation of these measures
(including the re-allocation of other public health program resources}); with the ohjective of reducing
COVID-19 inciderice to a lacally'manageabie level in mind. This is key to a sustainable long-term
response.

Public health officials are preparedto respond to the variety of challenges that the management of
COVID-19 will involve as‘the pandemic continues to unfold. Advice, recommended measures and
interventians have been made based on these shared pandemiic goals and objectives. As our collective
knowledge increases, these objectives will be revisited and updated as needed.

4. Forward Planning: Assumptions and Epidemiological Drivers

This plan aims to suppart consistent but flexible public health planning at all levels of government in
ordertoprepare for short, mid and fong-term COVID-19 response activities: Plans should reflect a-
.combination of nationally agreed upon approaches with regionaily and’ IocaIIy adaptable actions.and be
-aligned with the pandemic response goals and objectives, taking into account the needs of diverse

K



» Immunity {from natural infection‘or'vaccination} may not be strong or long-lasting.

groups of Canadians.on the basis of health-status, age, gender, ethnicity/culture, ability status, and
other-socic-economic and demographic factors.

Table 1 identifies general planning assumptions that atm to provide a commeon basis for planning in the

Canadian context for the next several months to years. The areas of uricertainty, listed in the table, help

identify current unknowns. Given these areas of evolving evidence:and knowledge; plans need to
include flexible elemerits or placeholders that can be updated s the pandemic progresses and
knowledge and experience.increase. Both planning assumptions and areas of uncertainty require .
validation.and/or updating and may betriggers for re-visiting and modifying plans.

Table 1: Summary of planning assumptions'and areas of un'certainty

5 . Compared to |nfluenza C’W!D 19 has higher transmissibility (i.e. it 'has a higher basic reproductave
; number or Ro) is highly transmissible prior to symptem onset, and has a higher infection fatality
rate,

= Transmission by asymptomatic cases is occuiring:

» The pandemic likely won’t be halted by “herd irmunity” -until >.€0% of the population is immune

(through natural infection.or vaccination).

A vaccine will not be widely available inthe short term. ormid term {i.e,, before 2021).

* '« Onee a safe and efficacious vaccing is-availabie it will be’rolled aut in atargeted manner:

.+ Therewill be-a national approach to prioritization/targeting of any limited resource which will be.

based on an-cthics framework. Policy developmantarcund priotitizing limited resources will also
be informed by other logistical, epidemiological and societal considerations, for example the - s
Declaration of the Rights of Indigenous Peoples. ;

*+  The national épidemic curve will be a compilatien of the epldemic activity ineach province and

territory, which will be influenced by the locally implemented public heaith response measures and |

public adherence-to-:and compliance with these measures.
-+ Therisk of imported cases sparking localized outbreaks is ongoing.
. » |nternational borders will be open over time with correspending-increases in travel [during the.
' period covered by this plan).
. * Response measures implemented in‘one jurisdiction could have an impact cn neighbouring |
: jurisdictions, even if they themselves.do not implement that.measure.

i+ The levelof response across.Canada will vary based:on local epidemiology (e.g., could be surging'in i

- multiple jurisdictions at same time, different times or Iulls could coincide).
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Our heaith care system and pubiic health system capacity has limits which-could be breached
during peaks of COVID-19 activity.

Effects of concurrent circuiation of infiuenza and other respiratery viruses will-be additive, on
halth care {including long-term and ather community.care) and public health system capacity
during the fall-winter pericd but pctentially lowerthan usualseasonal increases due tothe effect
of COVID-19 public health and irfection prevention.and control measures.

High'uptake of an effactive {r e.; well matched) séasonal influenza vaccine @mongst those at high-
risk of influenza romphcataons will mitigate the. demand for hospital reésouirces during the infiuenza
seasori: High vaccine coverage in the general populatlon may also indirectly.mitigate.demand by
reducing transmission of influenza to high-risk individusls.

Public health capatity to respond to other priorities (e.g., the overdose crisis and higher rates of
preblematic substance use) needs to be maintained. Capacity. to catch-upon interrupted prograny

delivery may alsobe required.

. Areas of uncertainty |
Whether there will be a change in COVID-1& severlty, risk groups transmission: patterns/dyna mics

in the-short, mediom of long term {e.g., due to viral mutatlon)

Duration.of natural immunity (i.e., recovered cases), what constitutes immunity, and whether
infection with:other coronaviryses: prowdes cross-protection.

Whetheér COVID-19 will eventually have a séasonal patterh similar to other respiratory infections.
Whether restrictive community PHM could successfully be implemented again, to what degree,
duration,.how consistently and at what leve! {e.g,,-P/T vs regionally vs locally}.

How potential variations in risk tolefance over time and in differént geographic arezs will impact

‘fesponse actiors.

Whether significant rates of co-infection with SARS-Cov-2 and a seasonal influsnza virus or'other
respiratory pathogeri will occur end whether co-infection wilk significantly impact morbidity or
mortality cases and subsequently demand on the health-care system and resources.

‘Whether recommendations for early/lower thresholds for influenza antiviral treatmient will
‘significantly reduce influenza-associated hospitalizatiors,

Robustness of international:COVID-19 data and testing.

Three potential epadem|c curve patterns {see Figure 1) have been proposed by modellers,
-epidemiologists and other experts forplanning purposes?:

1.

Peaks and Valleys: The initial wave of COVID-19 in spring 2020 is followed by a sertes of
.repetitive similar or smaller waves that occur through the summer and then consastently overa
1-to 2-year period, gradually diminishing scmetime in 2021:

Foll Peck: The initial wave of COVID-19 in spring 2020 is follow_ed by a larger wave in the falfor
winter of 2020 and one or more smaller subsequent waves in 2021.

Stow Burn; The initial wave of COVID-19 in spring 2020 is-followed by a “slow burn” of ongoing.
transmission and case occurrence, but without a clear wave pattern..




Figure 1: Potential Epidemic curve Potterns

Fail peak
v
a
) : :
;_, Peaks &
@ /1 Valleys
o Slow
Q
ﬂ A D S e S
g
‘3
=
January January- January
2020 2021 2022

Figure 1 — Text Description

Thiis figure is a graph-that has an X-axis {(norizontal} with 3 points in time: January 2020, Jenuary.2021 and January
2022 and a Y-axis{vertical) that does not have a scale hut represents the number of new cases of COVID-19;
together these frame a general epidemic curve. The curve starts with an orange line depicting the initiaj wave. of
COVID-19 cases |n Canada, spec:flcally starting with-zero cases at the'start of January. 2020 followed by a relatively
steady increase in new cases over time, peaking in.April 2020, then followed by a-more gradual decrease to July
2020. The rest of the graph includes3 Iines{in shadés of blue) that pick-up where the orange line left off
(corresponding ta July 2020). These 3.lines depict the 3 potential epidemic curve patterns described in the text
prior to'the figure. In accordance.with the téxt these lines are {abelled: “Fail peak”, “Peaks and Valleys” and“Slow
Burn”. All 3:potential epidemic curve patterns end just after the:X-axis point for January 2022; roughly
corresponding to March 2022, ‘ '

These patterns assume different levels of ongoing or temporarily imposed mitigation measures and does
not include.a scenario where there is an absence-of public health measures. They do'notaccount fora
widespread vaccine program with good uptake.

Modelling and capacity assessments facilitate appropriate planning by exploring how possible ranges of
parameters reievant to these. issues affect the extent and impact of the epldemlc Forecastlng models
are best'suited to inform what may occur in the coming 2-3:months; therefore the role of modelling in
long-term planning is focused on providing:.additional information to décision makers regarding the
potential impact of control measures as opposed to the incidence rate itself.

Mathematical modelling supports planiiing our respense to epidemmics and 6utbreaks; and the COVID- 19 carrae,

epidemic has demonstrated the important role and need for the full range of modelling tools requn‘ed
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to-support decision-making during a:complex pubiic heath crisis. This role and the types of models
currently in use are described in Appendix-2: Modelling Support for Forvwiard Plonning,

It is important to recognize that the national epidemic curve will likely be a combination of the epidemic
curve patterns from each province and territory, which in turn will be dependent:on the effect.of the
escalation-andsuppression drivers in‘each jurisdiction. Figure 2 identifies epldemlologica! drivers-that
will influence the number and.timing of new cases and therefore the epidemic curve “wave pattern” we
‘experience in.Canada going forward.

Figure 2 Epidemiological Drivers

Variahlesthat may shift
‘impacts such as
hospitalizationrates, 4
tolerance for restrictive §
community PHM

Figure 2 —Text Descrlptson
Thisgraphic visually- cenveys how epldemiologlcal drivers influence: incidence.of COYID=19 and thereby the'
epidemic curve pattern (deprcted by an-orange line that arcs-up and then down). The gscalation driveis (that
would iead to more new cases and depicted hy an upward biue arrow that indudes the text “Increasing incidence™
and points.to the upward arc).are listed in a text box as: delayed case isofation and.contact quarantine, lifting of
réstrictive community. public health measures, low compliance with physical dlstancmg and other individual public
health measures, and the operiing of international borders/increased travel, The suppression-drivers (thatwould
lead to less new cases and thus depicted by a downward biuve arrow that includes the text "Decreasing inciderice”
and points to the downward arc) are listed as: rapid case isolation-arid contact tracing and quarantine; restrictive:
community public'héalth measurés, high compliance with physical distancing and other individual public. heaith
measures; border.closure/restrictions, and.high vaccine effectiveness, availability apd coverage.. Also mcluded in
this graphic is the concept of “Capacity Thréshold” which conteys the idea of an upper response capaC|ty limit that
could be brezchied by a high numbar of cases oceurring over a'short period of time, This is depicted wnth a
horizontal red dashad line that crosses the: upward arcing orange line (that suggests an epidemic curye pattern
where.the number of new cases is peaking). Finally:variabjés that may shift impacts, such-as hosprtalmt:on rates,
tolerance for restrictive communlty public health measures, are brozdly grouped as: ”changes in severity” and
“chénges in.risk groups in two text boxes with: both up and down-arrows coming. off of the boxesto highlight that
these variables may impact the response capacity threshold




An eépidemic curve patternis one part of a planning scenario as it reflects the potential.changes inthe
number of new cases occurring over a periad of time. To ensure.optimal planning it is important to:
consider not only the number of cases but variables-that may shift the-health and societal impacts of
those new cases {as depicted.on the left side of Figure 2) and subsequently possible surges that exceed
current health care and public health .capacity thresholds. These variables include but are not limited to:
changes in severity of illness expenenced by the majority of cases, changes in high-risk groups (i.e., both
the deimographic characteristics of who is getting seveiely ill and identification of new risk factors for
severe illness), availability of an effective treatment and/or vaccing, duration of naturally acquired
immunity and concurrent demands on the heaith and public health system that affect capacity to
manage néw cases. The manifestation of these variables will dlso influence public risk perceptionand.
therefore, in a somewhat circular manner, epidemiological drivers like compliance with PHM.

5. Reasonable Worst Case Scenario

To facilitate planning in the context-of a high degree of uncertainty.and:the numerous possible
scenarios, a “reasonable worst case scehario” has:been developed. It is based on a combination of the
previously described “Fall peak”and “Peaks and Valleys” epidemic ¢urve patterns, See Figure 3. This
scenario should not be considered a-prediction or even highly likely, but rather a common set of
characteristics that will su pport robust forward planning {see text box).

Figure 3: Epidemic curve for reasonable worst case scenario
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Figure 3.— Text Description —
Thisfigure fs a graph that has.an X-axis {hcnmntal) with 3 pomts in time; January 2020, Falt 2020 and January: 2022
and a Y-axis (vertical) thaL does not have a scale but represents t}u= number of new-cases of COVID- 19 togetner
these frame a general eprdemlc curve. The epldemlc curve pattern for the reasonable worst case scenaric {which is
a-combination ofithe “Fal} Peak” and “Peaks-and Valleys” scenarios previously described in thea text) is.depicted.
with & blue.fine that unduidtes horizontally across the graph. The line depicts the initial wave of COVID-19-cases in
Canada, speaﬁcatlv starting with.zero cases at the start of January 2020 followed by a relatively steady increase in
new cases over-time, peaking in Aprit 2020 ‘then followed by a more gradual decrease to July 2020. The line stays
relatively flat then headsupwards to form a peak that corresponds with ‘the Fall 2020 tihe frame and is 2 to 3
times higher that the initial wave. This peak is followed by a relatively-sharp decline to; complete the image of a.
large Fall-wave. The line:then continues in a peak and valléy pattern through toits condusion corresponding to thee
Spring.2022 time frame. Also included in this graphicisthe concept of “Capacity Threshold* which conveys the
idez of ah upper response capacity-limit.that could be breached by a'high number-of cases oécurring over a'short
period of time. This.i$ depicted with'a horizontal red dashed line. In this epidemic curve for the reasonable worst
cdse scenario, the peaks in the curve all cross over the capacity threshold line — depicting the situation where the
surge in cases resulisin increased response capacity demands that.excéed the capacity threshold.

*  Epidemit curve with a large fall 2020 peak followed by angoing peaks and valleys forthe next 2-3 years.
. Fall/wmter peak:occurs in 2020 and is 2-3times hlgher than the incidence experienced at the peak of the.
initial wave, with corrésponding increases in.mortality. (Note: the amplitude of the fall'peak at the PTor
regional level in this scenario will be infiuenced by the incidence experienced at the peak of the initial
wave.}
+  Defnand for health care rescurces (hospitalizations; ICU beds, ventilators, personal protective equiprent,
Long-term care spaces, etc. exceeds systern capacity {during all peaks)
- Shortage of health care providers (e.g., due 1o iliness, burnout, wark refusal, intérnational compétition)
* Demands on bothlaboratery and public heaith. resources exceed capacity {dunng ail peaks)
s COVID-19 peaks occur eancurrantly: mth severe mfluenza/other respiratory pathegens season
. Stmllar timing of peaks across.the country (each jurisdiction experiences peaks.at sametime)
* Low level of compliarice with public health méasures
*  Permeation of mis/disinformation in'Canadian society
-+ Waak/non-sustained post-infectioh imm unity (recovered cases can become susceptible again)
*  Noeffective wudeiy available treatment
* No'effective vaccine-available

Nationally the incidence was approximately 31/100,000 population or 11,849 new cases reported during
‘the peak wéek in theinitial wave. THere was a high degree of variation between PTs with the-most
populous PTs having the greatest impact on the national epidemic curve, The: reasonable worst case.
scenario should include planning for a falt or winter peak of 2-3 times the amplitude of the initial wave

in PTsar regions that.experienced-a high peik in incidence during the initial wave and up to 100 times
‘the peak inciderice in areas that had lower incidence in the initial wave,

“This reasonable worst case scenario can be used to identify any.new or outstanding preparedness and.
response needs or issues-that would require, of benefit from, a coordinated F/P/ T effort should Canada

be faced with this scenario. Itis provided as a “stress-test” nota prediction and is intended to. stlmulate s
thinking.conceming our current vesponse efforts, capacity thresholds and resiliency.. S




More-specifically, the scenario preserits a set of potential risks; each reguiring mitigation strategies
based-on an assessment of capacity reqmrements and our collective capabllltv to managé the risks.
Figure 4 identifies high-level capabilities that need to be in place for.this scenario and Table 2 identifies
as¢ociated reéquirements that should be consideted at all levels of government.

Figure 4: Capabilities for management of the reasonable worst case scenario

P mvw e oy e v -

january
2020 2020

Figure 4 — Text Description

This:figure:is-the:same as Figure 3 but includes text boxas that identify capabilities needed for the management of
the reasanable worst case.scenario.. Several of the text boxes have arrows that’point to locations on the curve
pattern where itis particularly important that the cepacity be in place, howevér the intention s that these
capacities-are needed on an-ongoing basis throughout the response Also.inciuded In this graphic is the corncept.of
“Capacity Threshold” whlch conveys the idea of an upper response capacity limit that could-be breached by a high
number of cases occurring over a short: perlod of time. This is depicted. wlth a horizontal red-dashed line. In this
epidemic curve for the reasonable worst case. -scenario, the peaks in the curve all cross over the capacity threshold
line —depicting the situatfon where the surge in‘cases- results in |nc1r:dsed response capacuty demands that exceed
the capacity threshold. There are twa red shaded text boxes that hlgh[lght the.need to increase response capacity
and to monitor.demand. There are’ f0ur text boxes; that point to the epldemlc curve. The firstincludes the text
“Detect signals” and p,omts tothe epidemic curve {depicted by ablue liney, right:before a:surge in the number of
new cases {depicted by an upswing and peak in curve) corresponding with-a large Fall 2020 wave. The next text
box includes the text “Prevent (arge peak” and points to the epidemic curve right where the large Fall 2020 peak-is
depicted. Where a éubsequent peak {smalier in amplitude to the Fall 2020 wave) occurs and crosses the capatcity
threshold line,a text box indicates the need for capacities: aimed.at reducmg demands causes by the.peak in.cases

‘with the text "Flatten/reduce below threshold” included in the box. Finally in a.“valley”in the peaks and valleys

epidemic curve portion of the reasonable worst: case scenario epidemic curve, thereis a tex: box indicating the
ongoing need to “Foster ongoing vigilance/compliance” particularly when new case numbers seem to be low or

-decreasing:
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Table 2: Reasonable worst case scenario risk management requirements

Capability
DETECT —signals
indicating a
significant surge.in.
cases may occur

PREVENT —large fail
peak that greatly
exceeds capacity to
respond

REDUCE ~surges in
incidence and
hospitalizations

z'
H
i
i
: .

Risk Ma_nagement Requurements

3 |
» Iaboratory résatirces to ramd!y
resplratorv wruses . .

> ra p|d::analysw/mvestlgatlon to assess.rlsk of Iarge peak {exceedmg response

capacity), based on: prease/granular local lévél data

P early warning forincreased démand on resources and response activities

b

>

5

> rapid resource aitocat:on 1o l'edul:e',al'ld/or manage |mpacts
> pro-active risk communicatioh
© [ongoing wglla nce/commttment to COVID 19 response:-

» resources to ensu;e ongolng response measures are adequate to control current
spread and prevent new cases

> public cooperation with surveillance and case and tontact mafnagemeént activities
(i.e., to facilitate timely :dent|f1cat|on and isolation/quarantine) '

» conswtent clear localized triggers for re-implementation of restrictive PRM

> -rapid deployment of targeted outbreak control/containment rescurces {including .
implemgntation of local “lockdowns”}

# gradual, controlled "re-opening":of settings and:gradual resumption of activities

{with modifications) that are khown to be associated with increased transmission

risk

high compliance with ongoing modifications/controls put in place as restrictive

PHM:are fifted -

high compliance with personal protective measures

proactive international border control measures

‘increased messaging and public education regarding personal protective

‘measures as more social interactions move back. lndoors in the fall season

: » increased health.care. system capacity (espec1a|ly in high-risk settings such as

long-term care] and. considération of liow to deliver needed health care {e.g:, at

‘ alternate sites; using renred workers or_students or alternate care prowders]

A\t

YV v

> rapld detection: of outbreaks andic ol)féd'h'taih'me'h't'
.. .resoufces- S :
=3 consideration.of how:to reim plement restnctwe-commu mty‘PHM and which

“PHM to re-implemeint based on clear local:level triggers.

: -‘F’f"mcreaSed use’ of/comphance Wwith, personal protective measures.
“¥  ongoing international burder control measures wlth posslbie ré-introduction of
restrictions




INCREASE— health
care and public health
capacity

MONITOR—demand
for health care
resources

FOSTER ~ongoing
public vigifance and
compliance with
measures. and
recommendations

vV ¥

v

'Iaboratory su rge capaaty to ensure raptd dlagn05|s and casé notlflcatlon ;
-availability of public-health resources for surges in case and contact management

requirements in'the community {including isolation of cases and quarantine of
contacts at home/alternatlve deS|gnated sutes), development of new guidance
products: and provision of éxpert advice based on evoivmg.sment;flc_I:terature
resources-(i.e,, human and equipment/supplies), planriing and training for
outbreak.control activities in high-risk settings, including clear emergency back-
up contact points

surge capacity to ensure availability/access to health: care resources. including.

equipment {e_-.g.-,_ventilators, personal protective equipment) du_‘ring'peaks
availability of sufficient health care providers to meet ‘surge in derhand

ahility to access and distribute effective pharmaceutical treatments

ongoing monitoring of scientific literature, networks and expért advice to inform
best practices for treatment and identificationof effective pharmaceuticals that-
reduce. hospitalization requirements-and/or duration of hospitalization .
recovery policies and measures {e.g., discharge for récovery.at home.or alternate.
site} to avert potential backlogs in the hospital systein :

ongoing public trust in public health authorities

communication and education products to support continued widespread pubic
adherence to petrsonal protective measures. and community-based public health
measure.

public knowledge, attitudes and behavior research to inform sustainable-

effective behavioral changes

6. COVID-19 F/P/T Respanse Components

Forward planning will also be informed by ongoing reflection regarding what has worked well, what we
have learned arid what we can be adjusted based on evidence and experience. Using the response.
components identified in'the CPIP, with a focus on those requiring F/p/T public health Ieadershtp and
consultation, this.section provides details on national-level activities planned or already underway that
will assist and expedite complementary planning in each-federal government departmerit, province-and
territory.




6.1 Survéillance

The purpose of surveillance-and risk assessment activities is to provide decision makers with the timely
epidemiological and:risk information they need to inform action. Similar to national influenza
surveillance. (FIuWatchJ, €OVID-19 surveillance:is:a: pan-Canadian initiative that integrates numerous
data streams including existing surveillance systems with novel, non-traditional data sources,

Current Status/Focus

Currently, the following data sources are facilitating monltorlng across the spectrum of disease (i.e.,
from mild cases in the community based on sentinel surveillance to severe illnass based on
hospitalization data),

s Case-level data reported by PTs: Revised national dataset including'more information on cases,

- risk factor data, improved occupational data, and the addition of race/ethnicity data is a key
prierity: .

= Aggregate laboratory result data: Provincial public health laboratories and PHAC's National
Microbiology Lab report numbers of people tested for SARS-CoV-2.

¢ Syndromic surveillance data: Canadian residents with influenza-like illness and. individuals
reparting influenza-like iliness to' participating sentinel practmoners partlmpatmg in PHAC’S

"Fluwatch.

* Apps: User data from Canada COVID-19 and ather symptom tracking applications.

* Mobility.data: Partnership with BlueDot Inc., ahd other sources that may become available, to
monitor indicators of population movement as a proxy measure for compliance with PHM, and:
the levéls of inter-P/T movement.

* _Specialsurvey: Impact:of COVID- 19 onspecific populations (e.g.; health care worker).

* Sentinel Surveillance Networks:

o Hospital networks - Several hospital-based data streams measure the impact of COVID-
"19-in Canadian hospitals and collect detailed case mformatlon on most severe cases,

o Canadian Pediatric Surveillance Program - occutrence of Multi inflammatory System in
Children {MIS-Cj,

o Community-based systems/ networks - Assess the level of transmission in the
community and the epidemiologic characteristics.of outpatient cases.

» Publicly available data: supplementary data source to add sutuanonal awarenass on COVID-19
transmission in jurisdictions.

Preéparations/Forward Planning

Preparatlons are Underway to improve the qual:ty, completeness and timelingss-af surveillance data in
advance of a potential fall tesurgence. This includes F/P[r/lndlgenous support.of First
Nations/Inuit/Métis-led data management. In general, the muitiple data streams are belng configured in
order te pick up signals and changes in epidemiclogy. These preparations and ongoing activities based
on the anticipated short, mid or long-term timeframe are identified below.

Shdrt-t‘érm:
*  Work with Surveillance Expert Working Group (SEWG) on'the operationalizationof a new
national dataset.
*  Work with the PHAC Health.Portfalio Operations Centre.(HPOC) ta ensure seam|ess reporting
and mappnng to existing-data.




» Updating/developing: data dictionary, case report form, metadata guide (i.e, description of data
collection processes in each jurlsdlction} and surveillance gu1dance

s Implementation of updated database infrastructure.

= Workthrough the:Canadian Public Health Laboratory Network (CPHLN) to determine what
demographic data on COVID-19 tests would be available at the national lével and to improve
laboratory surveillance data steam,

= Continue the work with P/T representatives to increase standardization of outbreak reporting:
(including establishment-of a weekly outbreak dataset) via the Canadian National Public Health
Intelligence system:

‘Medium to Long term:
» Consideration of new cloud-based database for use in HPOC and to support multiple data
streams.

Planning Variables or Signals

it is possible that a new-syndrome or rare eventwould require the development of a new, or
adjustments to, the surveillance stratégy as bas occurred for Multisystem Inflammatory Syndrome in
Chitdren {MIS-C). '

New.settings or populations affected by outbreaks could emerge in outbreak surveillance {or via
outbreak intelligence gathering) which could precipitate new data needs, additional surveillance -
activities or-new variables to be collected to inform actions. Forexample, outbreaks among temporary
foreign woarkers have Kighlighted the need to be prepared to rapidiy |mplement specific surveillance and
coordination mechanisms, as well as:drawn attention to how social determiriants of health (e.g.,
crowded housing, precarious work, access to-medical services) can impact transmission and-control of
COVID-19;

6.2 Laboratory Response Activities

Laboratory-based surveillance is an integral part of monitoring respiratory virus activity. Because there
-are nurnerous resplratory viruses. cnrculatmg at one time especially durlng the fall and winter seasons,
Iaboratory testing.using valldated tests is critical for dlagnoslng COVID-19. Since the start of the COVID-
.19 outbreak, Canada’s National Microbiology Laboratory (NML) has been provlding feadership in'regard
totesting for COVID-19 and surge capacity for provincial and territorial public bealth labaratories. The
NML has also contributed to domestic and international efforts to better understand COVID-19 virus
characteristics.that can-inform the developmeént of medical countermeasures.

Curtent Stetus/Focus
.Canada’s public health laboratories response:activities are cufrently'focused on the following:

» optimizing molecular testing to reduce reagent consumption by exploring the reduction in PCR:
target genes, pooling of sam ples, evaluating the optimal types of samples, swabs and transport
media, through the Canadian Public Health Laboratory Network {CRHLN};

s workingtoevaluate serolggical testing kits as well as.developing:in- -house contingency §
serological tools such as ELISA, neutrallzanon assays and point of care tests (serological work is
insupport of the:broader Canadian Immunology Task Force);

T e EWwHRe TS EET R BN X MNF RO LA L IR DG NARIN NS RA G Y EE Ly




= supporting work being done-by the Canadian COVID Genomics Network (CanCOGeN)} to -
sequence 150,000 gernomes;
= working closely with nor:thérr_l, remote and Indigenous communities to enable those
communities to have greater access o laboratory diagnostic tools (e.g., diagnostic platforms,
‘reagents, training, supply chainh management, and augmentation of Transport of- Dangerous
Goods (TDG) sample. shipping requlrements) to meet pandemic challenges in those. and all
Canadian communities; and
» undertaking (through the NML) animal research that will aid in understanding pathogen
characteristics.

The NMLtogcther with the CPI ILN undertakmg the following actlwtles in order to preparefora
potential fall resurgence based on the reasonable woist case scenario but also as part of the laboratory
preparedness long-term vision.

Short term:
®  Qptifmizing _mol'ecular.testin‘g to be:able to distinguish COVID from non-COVID respiratory
infections'during the coming flu season
= Continuing strong communication among Canada’s public health partners through CPHLN to
ensure aligned and appropriate laboratory response strategies

Mid terim:

*  Optimizing serological testing to be able to detérmine whether individuals have been previously
infected, especially for healthcare and other service providers. such as pollce, fire, long-term
care facilities, etc.

®*  Streamiining molecularand serological testing, including stewardship of réagents so they are

_conserved as testing demands increase

»"  Developing, validating, and enabling greater access to faster diagnostictools suth as Point of
‘Care tests (pruorltlzmg northern, remaote; isolated-and Indlgenous communities}

= Working with manufacturers to enhance the sourcing of critical Iaboratory suppties that meet
appropriate standards:

* Waorking with P/Ts and other stakeholders to'inform the use of testing’ in specialized settings

_[(such .as. borders}

Planning Varighles or Signals

Although the percentage of positivity has been diminishing recently,a change inthe.inflection of that
‘curve (i.e,, switch to increasing trendy) is-an immediate signal that a second wave has been triggered and
therefore rhay affect timelines, strategy or prioritization of these activities.

6.3 Public Health Measures.

PHM are the activities implemented by public health authorities to support individuals ahd communities
to prevent, defay or mitigate infectious disease transmission, These include measures focused on
'mdmduals {i.e,, personal practices, case and contact-tracing, self-monitoring, isolation and quarantine)
to. protect themselves and others, and community measures such as public education campaigns-and
general recommendationsfor hon- -pharmaceutical interventions {e. g.. hand hygiene, physicat dlstancmg




and use of non-medical masks) to protect groups-and the community at large. The community-hased
fneasures should be informed ‘by a risk assessment tailored to each setting. Some measures are referred
to-as “restrictive” if they include limiting the-movement, activities, or access to
resources/fac1|1t|es/|nst1tut|ons, at the.community as opposed to individual level (e.g., school closure,
cancellation.of mass gatherings, access to workplaces, businesses or event venues}. Many of these
measures have important consequences.beyond the contextof COVID-19 management which reguire
careful consideration and prioritization in relation to other determinaiits.of heatth, such as:childhood
development.

Since the start of the COVID-19 outbreak the F/P/T public-hezlth response has involved workmg closely
with multilateral partners, other government departments, First Nations,. Inuit and Métis stakeholders’
to-develop, update and disseminate appropriate public health guidance for a range of target audiénces
on howto'detect, report; preventand manage.COVID-19 infection. Oné examiple:of this is the formation
of the Public Health Working Group on Remote, Isolated and Northern tndigenous Communities that i is
working to adapt public health measures: gmdance to the unique needs, context and considerations of
these communities in the response.

Current Status/Focus
Current FPT PHM Include:
¢ Focusing on isolating all cases, and tracing and quarantine of all contacts in a timely manner;
» Monitoring the evolving domestic and international situation, updating advice and adjusting
PHM accordingly (€.8., advice on non-inedical mask use);
 Phased lifting of restrictive PHM by PTs while monitoring for signals of coneern (e.g., increases in
unlinked cases) and protecting high-risk populations;
s Promoting risk based approaches to using PHM based on the setting and conisideration of the
broad impacts.of PHM on health and wellbeing; . '
. 'Suppor'tirig"_WOrkplaces/businesses by working with the Canadian Centre for Occupational Health
and Safety, to provide guidance for safe and healthy workplaces; and
» Developiiig and updating nationalguidance as.information becomes available.

Preparations/Forward Plenning

In terms of F/P/T preparatians, the focus is on building, adjusting and updating existing PHM guidance
and fresource products:as needed, based.on new knowledge, experience and cantingencies {including
planning for the reasonable worst case scenario)..

It is important that these ongoing actiVities continue to.be as timely-and responsive as possible and take
into consideration the specific needs of high-risk populations by sacial, economic and-demographic
factors. Community-based PHM are most€ffective when implemented as early-as possible in response
to epidemiological triggers of concern. Therefore, preparations. include being ready to re-implement
restrictive community. PHM if required, while modifying them if possible to avoid negative impacision
health, wellbeing and society. Communication activities that continue to build public triist and
confidence will be critical to facilitating public understanding and cooperation with respect to
recommended PHM.

These preparations and-ongoing. activities based on the anticipated short, mid or long-term timeframe

are identified beiow.. . R
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Short term:
»  Ongoing updates to existing national guidance as- evidence evolves;
= Completing new guidance (e.g:, post secondary guidance)
= Updating public and health proféssional communication and education products;
= ‘Developing sufficient P/T public health capacity to isclate cases, trace and quarantine
contacts in place, including through the use of digital tools;
.= Establishing a process for providing comprehensnve advice to workplaces/busmesses
Mid term: )
s Ongoing situatjonal manitoring of COVID-19 and broader impacts of PHM.and
recommendations, updating advice and adjustlng PHM accordingly;
Ongoing guida nce. updates;
Monitoring pUb|IC compliance with PHM; adjus‘nng messaging and enforcement as: requlred
Re-fnstituting'PHM in jurisdictions, if resurgence occurs;
Providing considerations for PHM into plans for vaccination clinics {influenza and COVID-19);
and
= Re-evaluating F/P/T plans for stockpiling:supplies {e.g., hand sanitizer, gloves; masks,
disinfectant supplies) in consideration of PHM

Long term:
"% Evaluating thelong-term strategy for PHM and developing/updating F/P/T plans;
* Providing public education to entrench PHMs as a core practices.that will become the new
baseline practices. _base.d on effecjlveness of measures (evidence reviews); and
" Work with other sectors to.strengthen the social services to protect health.and mitigate: risk.

Flanning Variabies or Signals o
PIEpa_rations and forward planning will consider adaptations to current activities, recommendations-and.

guidance, e.g., if there are significé’ht-chang'es- in diseases activity; high risk groups or public adherence

to recommended PHM, and the impact these may have in various population groups.

6.4 Infection Prevention and Control and Clinical Care Guidance

While impacting the F/P/T public health response, the provision of infection prevention and controf (IPC)
and clinical care:guidance and expert advice has predominantly been aimed at informing practising
health care professionals.: Therefore engagement with stakeholders outside of the public health sector,
inparticular front tine health care workers, is a key part of supporting preparedness.

Current Status/Focus
Thecurrent focus of response activities pertaining:ta IPC and Clinical Care inciude:
» Ensuring that previously published COVID-19 Infecfion Prevention:and Control documents
continue to provide relevant and evidence-informed guidance;
* Updating (based on new information) the interim guidance for the clinical management of
. patients with moderate to severe COVID-19;
e Providing dinical guidance on the changing presentation, complications, risk factors and
outcomes of COVID-19;
. 'Completing any outstanding guidance products;




N

-available ‘doses of COVID-19'vaccine and vaccine p'rogram*stfate‘g’iés-. Inthe absence of a COVID-19 L

+  Planning for joint PHAC/Association of Medical Microbiology and Infectious Disease Canada
(AMMI) webinars addressing:ongoing kéy clinical issués that will occur once a month.
starting-July 2020, potentially through ta March, 2021; and ’

s Providing key clinical journal articles review and summation to F/P/T public health tables.

Preparations/Forward Plonning

All Clinical Care Guidance and Infection Prevention-and Control documents are being reviewed on an
ongoing basis to ensure they reflect the:most up to date infarmation on clinical care and IPC. This-
includes key clinical findings in the literature, respondingto new and/or changing science.

Planning Variables or Signals

if additional clinical or infection prevention and controlinformation emerges, (e.g.,-a change in mode of
transmission or additional or unknown risk'groups}, there may be a need to. revise of develop additional
IPC or Clinical care guidance documents. Simifarly, the identification and availability of an effective
treatment will requires updating of Clinical care guidance.

6.5 Vaccination

The World Health Organization {WHO) is providing information on the-progress-of over 150 COVID-19
vaccine candidates, At thistime 21 candidate vaccines are in clinical evatuation and 139 candidate
vaccines are’in preclinical evaluation. it is necessary to start plarming for implementation of a coviD-19
vaccine strategy for Canada now, however, for planning purposes it is assumed that an efficacious
vaccine will notbe available until 2021 at the-earliest.

Reducing haspitalizations due to.seasonal influenza‘and invasive pneumococcal disease through. -
increased vaccine coverage can preserve bath public health (e.g; diagnostic/testing; outbreak response)
resgurces and health care {i.e., outpatient visits:and inpatient stays} capacity’’. Forthese reasons it has

been identified as a forward planning element.

Ctirrent Status/Focus.

PHAC is involved in COVID-19 vaccine planning through st-rat,e_g_ic..discussionsvwith' the regulator and

potential manufacturefs. PHAC has also engaged the Natiorial Advisoty Committee-on Immunization

{NACI) to develop an equitable, ethical, feasible ‘and accessible framewark outlining prioritization
principles that will optimize pubic health benefits from vaccination against COVID-19 during the.
pandemic; NACI has also published guidanice on COVID-19 vaccine research priorities.

Preparations/Forward Planning

Anticipating that it will take time to manufacture a sufficient supply of a new COVID-19 vaccine, and
shipments may be staggered, Canadians need to be:aware that the vaccine will not be offered.to all

Canadians-at the same time. Furthermore, the traditional influenza pandemic vaccine approach (i.e. to
vaccinate everyone immediately) may: not be advisable or appropriate for a novel coronavirus vaccine-

developed where there is limited experience of its safety and effectiveness.

it is expected that PHAC will have an interim framework informed by NACI at the end of summer 2020,
following extensive evidence reviews:and F/P/T engagement to identify target groups for the first
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vaccine, generai-pla nning (as outlineéd inthe Vaccine Annex of the: CPIP) is proceeding; forexample,

en han'c'éd"tracking.« systems for adverse events following immunization {AEFI), vaccine effectiveness {VE)
assessment and-uptake; allocation, storage and handling; vaccine delivery strategies, are all being
addressed as part of the vaccine strategy for COVID-19 vaccination in Canada. Inthe eventvaccine is
sourced from manufacturers that do not have an existing Canadian presence, PHAC may also be
involved.in contractingfor vaccine storage and distribution centres. In addition, the Government.of
Canada is proactively procuring essential supplies {e.g., needles, syringes, epinephrine, etc.) on behalf of
the PTs via the National Emergency Strategic.Stockpile to mitigate-against potential supply shortages
when a COVID vaccing becomes available for use in Canada.

A newly formied Government of Canada COVID-19 Vaccine Task Force will focus. on strategic investments
in-vaccine research, development, and domestic bio-manufacturing to facilitate domestic vactine
supply. Inaddition, a COVID-19 Vaccine Clinical Trial Discussion Fdrum is-convening academic,
government, and industry partners to discuss vaccine clinical trial challenges and optimal designs.

While a COVID-19 vaccine is not anticipated in time to respond to any fall resurgence of COVID-18, the
timelines for guidance products is as follows:
Short term: »

'« Interim NACI guidance (this fall) on COVID-19'vaccine strategies and target groups for early

vaccines.
Mid term:
= Adaption of the contents of the CPIP Vaccine Annex for the COVID- 19 context,
Lonﬂer term:
" Enhancements/preparations for AEFI tracking and analysis;
* NAC final programmatic guidance on the use of authorised COVID+19 vaccine(s); -and _

*  Logistical planning for supply chain, including for transport /storage Juse of vaécines in northern,
remote, isolated settings:and Indigénous communities.

influenza vaccings and routine programs

F/P/T pu'blic-heallt‘.h responders are concerned about interruptions to:routine immunization programs
due to COVID-19 PHM and physical distancing, and are frionitoring trends. To this end, PHAC has issued.
|Buidance on the importance of immunization program.continuity in particular to mitigate the risk of
mé‘asies and other vaccine-preventable disease outbreaks:once international travef-resumes,

Also.of concern is the- potential convergence of COVID-19 and influenza in fall 2020, which could
exacerbate pressures to the health system..In response, PHAC is takingaction to order a specnalty
influenza vaccine {Fluzone High Dose} on behalf of the P/Ts for the 2020 influenza season to support the
prevention of influenza transmission and outhreaks in long term care {LTC) homes. PHAC has orderad
enough vaccine for.all adults over 65 years in'LTC. The intent is to reduce the burden of influenza on the

healthcare system and LTC homes/facilities that will potentially be dealing with concurrent COVID-19
outbreaks,

[n.anticipation.of increased or sustained COVID-19 transmission during the roll-out-of influenza
vaccination programs (fall, 2020), PHAC is also preparing guidance on the delivery of influenza vaccine in
the presence of COVID-19. The guidance will focus on alternative delivery models, clinicset up, changes




toimmunization.practices and processes, infection prevention and control, and personal protéctive
equipment at influenza vaccine clinics.

Planning Variables or Signals _

It is important for planning purposes to recognize that-the final vaccine strategy in Canada cannot be
designed until more is known about the new COVID-19 vaccine's characteristics (e.g.; efficacy, safety,.
dosing schedule), how well the candidate vaccines work in different populatlons{ 8., elderly), and the.
supply situation. Forward planning should include consideration of vatiations in vaccine acceptability
and response to AEFI reports or signals. This will require AEFI surveillance, health promotion and.
education and risk communication expertise.

6.6 International Border and Travel Health Measures

Since the onset of the pandemic, the Public Health Agency of Canada (PHAC) has significantly shifted its
border and travel health.programs to focus primarily on mitigating the risk of COVID-19 importation and
together with other response measures, protecting the capacity of provinces and territories to offer
health services to Canadians: Prior tothis pandemiic, it was not envisioned that extensive international
border closures:would be implemented as-a pandemic response measure.

Current Status/Focus

Several hew and enhanced border and fravel heaith measures critical to the COVID-19 response have

beeén developed and implemented including:’

e an increased capacity for PHAC to undertake health-related risk assessments and provide travei
advice and other measures to minimize the.risk of Canadians” exposure to the disease, including on
conveyances (air, marine, land);

e leveraging the provisions of the Qugrantine Act, tagether-with the creation of a new compliance-and
enforcement régime, to limit entry of foreign nationals and impose new quaranting and isolation
requirements for incoming travellers to Ca nada;

» the establishment of a stronger publuc health presence at the barder {i.e., public'health officers:
being assigned to 36 high volume points of éntry} as well as enhanced PHAC capacity to conduct
virtual health assessments for COVID-19 via access to a 24/7 Central Notification System;

» the establishment of temporary federal quarantine facilities across the country and their-continued
management ta support enforcement of public health Orders; -

« enhanced partnerships with provincial and territorial health authorities and other key players to
support data-sharing, compliance, enforcement of quarantine and awareness on COVID-19 {e.g.;
through the ArfiveCan app); and

» messaging and communicationtools for the travelling public.

Preparations/Forward Planning
Moving forward as part of planning for a potential resurgence of the disease, PHAC will continue to-
maintain a high level of readiness to respond to COVID-19 through a combination of border and travel
measures that are calibrated to:
« FEvolution of the domestic COVID-19 situation and provincial and territorial considerations;
s Updated modelling and risk analysis of other countries:and-international-experiences to ensure
lessons learnt;
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e Operationa] capacity pre-,at=and post-bordertahandle ant'icipated increased incoming.and
outbound t;ra\.fei volumes;

 _Consideration of public health/health system capacity to manage poténtial increase in‘imported
cases {testing,.contact tracing.and reporting, pqu_vinci_él'aqd territorial heaith care capacities);
and ’

» Volumes that different classes/seciors.or arrival modes-bring to Canada.

Planning Variables or Signals

Should the international and/or domestic context shift, signalling a need for Canada.to consider border

and travel measures:anew, there are a variety of possible approaches that could be explored:

» Global restrictions: Increase/impose global restricticns for all destinations, control through health-
related measures.. Possible exclusion of high- ~risk- countries based on coungry risk assessments.

s Country- Speclflc restrictions: Remove global advisory/prehibition of entry, But maintain/imposé.
restrictions for individual destinations by exception, based on risk of importation

*» Sectoral/class restrictions: Decrease exemptions to travel measures based on a sectoral- -analysis

e Reciprocal: Leave global ad,wsory/p.rombntlon -of entry, remove or ease restrictions based on
reciprocal arrangements with individual states {or regions e.g,, Caribbean) and assessment of
respective COVID situations

* Modal: Ease medsures first for entry by air/sea.and later for entry by land

6.7 Health Care System Infrastructure

A peak in pandemic activity greater than the first COVID-19 wave in any jurisdiction can have a
-substantial-impact on heaith care service.capacity andthe ability of heaith care organizations to:keep:
these providing or receiving heaith care services safe.

-Current.Status/Focus _ .
The F/P/T'public health response: in terms of health care system infrastructire has involved linking with
those partnéis.responsible for monitoring, anticipating and planning for surges: in h:éal’c'h care system
ca paéity in order to increase mutual knowledge and'situational awareness, and support response
-activities regarding the delivery of health care to COVID-19 cases in Canada. To’ Support this work:
* the Government of Canada together with the PTs have taken steps to support hospital surge
capacity and ensure timely access to critical equ:pment and suppiies;
» funding has been provided for the development, expansion and launch of virtual caye and
mental health tools to support P/T services;
e modelling has been used to-project anticipated demands;
¢ - sharing of hospital-based data {on rates of admission, current.capacity and _
equipment/supplies/resources usage) has been included in surveillance products; and
o the Logistics Advisory Committee (LAC) has been convened to facilitate resource procurement,

Preparations/Forward Pidnning
‘In terms of forward planning, the Government of Canada will continue to:
= consult withPTs and use ‘modelling to assess:need for additional procurement of personal protective

equipment (PPE}, essential supplies, and life- -saving medical equipment to support P/T health care
systems and increase National Emergency Strategic Stockpile {NESS} capacity




» explore opportunities to build ~doméstic> ptdduction capacity for critical PPE arid‘other essential
supplies : '

e monitor for potential COVID-related drug shortages and work with P/Ts and stakeholders to
proactively develop and implement strategiés to manage these risks

+ provide PPE to First Nations, [nuit a_n_d‘l'\_/lé__ifi's communities to ensure the safety of healthcare
workers and others supporting the delivery of heaith services through the Indigenous Services
Canada (ISC) PPE Stockpile and PHAC's National Emergency Strategic Stockpile (NESS)

» facilitate sharing of best practices on alternate care facifities, triage and managerment of delivery of
non-COVID-19 health care services review the latest available scientific evidence to inform guidance
for health settings and develop tailored approaches for communities with specific health care needs;

such as rémote, northern and isolated communities as well as Indigenous peoples in urban settings.

Health-care institutions, many of which are aiready working close to fufl capacity, rieedto plan for-:how
they will accommodate potentially large influxés-of patiants, including establishing ethical frameworks
forthe allocation of scarce resources such. as ICU beds and ventilators. In rémote, h_‘ort’hern-dhd isofated
communities: it is also critical to plan for potential supply-chain and medical evacuation interruptions
due to weather.

Forward planning must consider the broad health care system impacts and changes that-eccurred:during
the initial wave of COVID-19 in Canada. Specifically, the unanticipated reduction in emergency room
visits for serious conditions, the shift of primary care tovirtual care, and the backlog of surgery, need to
be addressed both initerms of the implications for “catchup” and the need to plan for future waves in a
way that doesn’t shut down the health care system more than is necessary.

Planning Variables or Signals

In the eﬁ_ent'health'care' institutions start to see an‘increase in the number or change in‘the
characteristics (e.g., demographics, underlying medical conditions) of patients being treated for COVID-
19, the Government of Canada will work with PTs to monitor capacity and.use of PPE, ventilators,
intensive care unit {ICU} beds, and other critical supplies, to-enable collaborative and effective
imanagement of outbreaks. Surge capacity in terms of health care' workers and other human resources is
also being examined.

6.8 Risk ' Communications-and Qutreach’

Communication of information and advice in a public health emergency is a critical public health
intervention that helps to protect public health, save lives, and minimize the overall social and-economic
impacts. Using a risk-commiinications ‘approach; the Public Health Agency of Canada, together with
other government departrents and P/Ts counterparts, have worked hatd to provide health care
providers, Canadians and key stakeholders with the timaly, trusted, accessible, evidence-informed and
complete information they require to protect themselves, their families, their communities arid
businesses. '

Current Status/Focus

The current focus is on.communicating clear, concise and concrete messages that will cut through the:
currerit fatigue, confusion and fragile. compliance, in order to: ensure Canadians have the information
they neéd to protect themselves and others from the virus and to reduce its impacts on personal health,, e <.
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the healthcare system, social Tife 'and the economy as:Canadians’ transition int6 the new reality of ‘Living
with COVID-19'; and'to help Canadians make a consciousand informed decision about the activities that
they will participate in outside the home and how théy can participate:in a.way that protects them, thei¢
families and communities.
Key activities to date include:
» engagement of F/P/T and Indigenous networksto ensure consistency of messaging and to share-
“best practices {and lessons learned) acioss jurisdictions;

o briefings by Chief Medical Officers of Health and local Medical Officers. of Health in the PTs and
nationally by the. Chief Public Health Officer-and Deputy Chief Public Health Officer —including
modelling-and epiupdates;

s fargeted communications on enhanced border measures;

¢ _use-ofall communications levers, (advertismg, web, social media, regular briefings, national mail
outs; partnerships, P/T collaboration, community outreach, étc.} to reach stakeholders
{including:the Canadian.public); '

»  The implémentation of a*fouf-phased COVID-19 Risk Communications Strategy with different
foci (e.g., containment and d&lay, tools-and empowerment, mitigation and warking together to
‘flatten-the curve’, perseverance and ongoing vigilance in context of disease reduction and re-

-opening of society); and

* F/P/T and Indigenous community collaboration to share best practices and lessons fearned and
to ensure future messaging is aligned-and consistent {via Public Health Network
Conimunications Network and the Special Advisory Comimittee).

Challenges and Considerations:
Messages in the earliest phase of the pandemic were clear — ctay hame; wash your hands.— now'the
environment is much more complex: e

» Thereare different epidemics across the:country so different pubiic health measures are in '
place a.gross.'juri_sdict'ions, Messages and their delivery must be clear and firm to combat any
confusion,

¢ Thereis still much uncertalnty that impacts how precise and definitive we-can be in our
messaging. As science evolves and we learn more, advice to Canadians may change, addlng
to.confusion and accusations' of flip-flopping from earlier messages.
Communicating is.becoming more.complex as:the economy reopens and Canadians engage in social
and economic activities following a prolonged period of disruption to their lives:

¢ Canadians-are being encouraged to participate in the economy as it re-opens in this: period.
of recovery. We need to help people make an informed and conscious decision.each time
they leave their home to help them protect themselves and others.

» {Canadians need to assess their activity; their risk tolerance, theirrisk to others and the
importance of their own behaviour-in.reducing risk. Our communications efforts must arm
them with the information to do'so easily and accurately.

The risk perception {and compliance) of Canadiaris wilf vary based on their individual experiences
and their-unique-reality.

e We need to maintain the current level of com pliance end find ways to coritinue to
encourage and provide positive reinforcement to those who are following public health
guidance while tackling: low risk perception and compliance améng specific groups.
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Preparations/Forward Planring

It is:now important to shift messaging as we transition Canadians into the reality of ‘Living with COVID’
and transition nationally from.an acute response to the loosening of pu blic measures to varying degrees
across the country. The lifting and loosening.of PHM needs to be balanced with the message that certain
measures must remain:in place in order to keep the'level of transmission at a locally manageable rate.
All levels of government need to commiuinicate that Canadians should be prepared for a walk back or
tightening of PHM if necessary.-

The forward planning communications approach includes:
Provide clear, consistent, concise and concrete messages and advice with relotable examples and-tools
for Canadians:
‘s Apply behavioural scienceto test a.variety of public health messages.and tools.
. Guidance to help the public minimize.risk while venturing out into public spaces,
o -Checklists for when you leave the house
o ‘Decision making tools

Staptelling-and start showing:
s The best way to reinforce the behavior we want from Canadians is'to demonstrate it:
¢ Showcase community members/organizations/spokespersons who are “doing it right.”
» Leverage more storytelling to motivate behavior {youth testimonials, etc.},
s Recognition-and celebration of those who have made .a difference.

Communicate with-empathy and honesty
% o Theefforts of Canadians through the first phase have very likely saved thousands of lives. Need
to acknowledge that-and-encourage everyone to keep doing that.

This approach will be supportéd by F/P/T strategies, content-and implementation plans that include:

*  Sufficient public opinion research (POR) and behavioural insights (re. behaviours, vaccine, public
health measures, back ta school) to identify all Canadians’ priorities, values ard concerns; and
capture regional variations; '

* Public Education Campaigns  °

» Vaccine readiness campaigns (seasonal flu and COVID-19);

o Travel readiness campaigns;

= Contact tracing related communication activities;

s F/P/T collaborationto share best practices-and lessons learned andto ensure future messaging
is aligned and consistent (via PHN Comimunications Network and SAC].

This will predominantly be achieved through strategic outreach and engagement by the ChiefPublic

Health Officer (CPHO), Deputy Chief Public Health Officer (DCPHO) and.P/T spokespersons, public

education campaigns; media relations and issues management, social media, and website updates.

significant outreach and erigagement with a range of health and non-health stakeholders has-been an

essential part of-the national response to COVID-19. This outreach and engagement has evolved

t"hr_oughou.t the pandemic from a focus on proactively sharing the latest public-health developments and
résources to identifying stakeholder information needs and perspectives, to'collaborating on guidance
development and joint commuriication messages. A rangé of stakeholders have been engaged th‘r,_ough‘ erirenng
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regular COVID-19 briefings, teleconferences and webinars including the following: CPHO Health
Professionals Forum (national health professional organizations), national allied health organizations,
tocal public health-medical officers of health, critical infrastructure stakeholders, agriculture and agri-
food stakeholders, business groups; and childcare and education stakeholdérs.

It has.been and continues tobe especially important to engage community leaders from Indigenous
communities, racialized communities/communities of coler, and faith-based organizations to help
-deliver critical information'*.

Phnn;’r'@ Variables or ngncis

Surgesin cases requnrlng change i ln or |mplementat|0n of restrictive communlty PHM along W|th any
changes in science (e.g., new information. about COVID-18 that requires a shift in Canada’s public healtk
response or guidance to specific populations), changes to border measures, indicators of vaccine
hesitancy and vaccine availability, wiil all necessitate updating of the current F/P/T communication
strategy and products.

6.9 Research

The Government of Canada has mobilized Canada’s résearch and scientific cémmunities in response to
the spread of the novel:coronavirus {COVID-18). Priority research areas include medical
countermeasures {vaccines, therapeutics, and diagnostics), clinical management research, as well as
:social and-policy research.

Current Status/Focus

Currently:

. the Government of Canada has-established mechanisms for mobilizing rapid research responses for
this type of emergency, which have’ been activated to.accelerate deve]opment of medical
countérmeasures, to support priority research ‘on.the transmission and severity of COVID-19, and to
understand the potential benefits and potentiai limitations of medical, social and policy
countermeasures;

» Heaith Canada has'estabiished a number of temporary inniovative and flexible measures to help
prioritize and .expedite the regulatory. review of COVID-19 health products without-compromising
Canada's high standards for safety, efficacy and quality {thesé measures have beeri put in place to
facilitate safe-and timely access to products Canadians and health care workers need);

¢ there are several federal programs-available aimed a_t~mobilizi'ng'industry, innovation and research.
to respond-to.COVID-19;

o capacity at federal research facilities is being leveraged, andfederal granting.agencies. are
strategically aligned to support Canadian research capacity;

® ‘the Canadian private sector (R&D, manufacturing) is being engaged to contribute research and
development solutions; and

* the Government of Canada is also supporting various strategies to bring significant findings arising

‘from these research efforts to decision-makers in-a usefu) and timely way.

Preparetions/Forward Planning
tn order to prepare for a fall resurgence based ot the reasonable worst case scenatrio, the following
needs have been identified:




Need to prioritize and pursue a'wide array of Clinical Trials activities for therapeutics and

vaccines.

Need to strengthen our capacity to deliver.on relevant COVID-19 modelling work: The COVID-

19 epidemic has demonstrated the. important role and need for greater and ongoing capacity to
implement the full range of modelling tools required to'support decision-making during a
complex-public heath crisis. Models help to predict where and when COVID-13 infections may
emerge or re-emerge, and they can be used to explore the best combinations of approaches to

control disease progression and protect the health of Canadians.

Need to pursue research and surveillance studies aiming at better understanding mechanisms.
of infections and immunity agamst the COVID-19 virus. Investigating and tracking the genetic
diversity of SARS CoV-2, the virus.that causes. COVID-19, across Canada to better respond to its

spread; evaluating and establishing blood test (seroioglc) methods to-determine the.immune:

status of Canadian populations; and research and research coordination with partners to
develop COVID-19 animal models and medical countermeasures,

There is a need to invest in. and mobilize knowiedgé relating to social sciences such as sociology,
anthropology and psychology. Specifically behavioural science and ethnic research can guide

future policy and regulatory:actions.

Need to strengthen our capacity to perform rigorous and rapid evidence review to generate
evidence reviews and answer specific questions to provide the most up-to-date sciencé
evidence for optimal decision-making.

Need to explore-the épidemiological value of new, innovative methods totrack community

spread, such as testing SARS-CoV-2 from sewage water to provide early warning ability at the

community level {municipality, special settings.such as.Long-Term Care Facilities, prisons, -
hospitals.and remote communities).

Short to Mid term:
Inthe short: o mid term, the approach to'these preparations is to:

Work collaboratively with National partners, FPT, stakeholders groups. (including National:
indigenous Organizations; Indigenous researchers and scholars; National Collaborating Centre
for Indigenous. Health), aiid the Federal Science Community to support the work.of key task
groups mandated to support Canada’s COVID-19 response (Immunity Task Group, the Vaccine:
Task Force, the Therapeutic task-Group) and Indigenous- -led culturally grounded research;
Work coliaboratively with Federal Science Based departments-with specific targeted
engagement with the CIHR .and the Chief Science Advisor of €anada;-and

Continue engagement with the pan-Canadian Public Health Network (v:a the Technical Advisory
Committee and Special Advisory-Committee). Activities include sharing research;, data and local
experience that will inform further planning:in alignment with our stated public health
pandemic goal and: obJectwes (e g, quant:fymg the negative and positive consequerces of the
PHM that were uses in the initial response to be better able to address the iriequities that have
ans_en).

Long term:
In the longer-term, efforts will include seeking investment to strengthening laboratory capacity in the

area of genomic innevation and bio-informatics.
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Planning Variables or.Signdfs

As with othér responsé’component severalfactors including: eviderice of significant increased in the
mortality ratio, data from vaccine and therapeutic clinical trials, data on immunological protection of
Canadians, new / rigorous knowledge on the impact of COVID-19 specific high-risk groups, a significant
shift in genomic pattern of SARS-CoVv2. (Ieadlng to examine possible:shift in virulence or mfectlwty) and
new ./ rigorous knowledge of the importance of a-non-respiratory mode of transmission, would
potentially impact preparations for the ongoing COVID-19 response.

7. Planning with Indigenous Communities

Indigenous communities have been supported as they worked to update and activate their community
pandemicplans. Over 30 Indlgenous organizations have been engaged and collaborating together to
sypport public health response th rough the Public Health: Working Group on Remote, Isolated.and
Indigenous Communities.as part-of the-SAC structure. Indigenous Services Canada (ISC) together with
National Indigenous Organizations (NI10s), have been leading work with PHAC, Statistics Canada and the
First Nations Information Governance Centre to address data gaps regarding the impacts of COVID-19 on
Indigenous Peoples.

As a result of community supported response efforts, infection rates on-reserve and in'the North have
remained lower than the'rate in the overall Canagian population. However, it is important to note that
gaps for'urban, Métis, Inuit and off reserve First Nations populations persist and increased linkages are
required to support these populations. A summary of the-response activities that have been supported
to date.in addition to the strategy/approach, actions and deliverables:for these preparations for the-
short, mid and long term {i.e’, being before September, September to December, and 2021 and beyond,
respectively] are included in Appendix 3: COVID-13 Response Planning with indigenaus Communities.

8. 'Pla_a_n_n_ing for High-risk settings and populations

A specific setting may be consi_dered‘as-”‘high-ris‘k”' due to?

> the potential for higher rates of severe disease or death amongst those in thé setting.compared
‘to thatof the general population (because of clustering of people with underlying r'r_jjedical'
‘conditions, clustering of those.in high-risk age group or both); and/or -
_potential for high rates of transmission (because of unavoidable crowding indoois with limited
"ability to use or inconsisteént use.of protective measures).

v

'Ep'idemlologic investigations-of outbreaks in these settings are key to im proving.our understanding of
transmission dynamics and. setting- specific risks. It can be challenging to significantly mitigate these
risks; therefore planning activities need to look at the specific circumstances of each setting and what
_enhanced measures can be put in place to prevent and manage COVID-19 outhreaks in these highty
variable contexts. This should include measures to prevent introduction of the virus into these settings,
(e.g., through screening of employees.and visitors; restriction of visitation, efforts to prevent work at
more -thanlone high-risk location, implementation- of a quarantine period for people entering the
setting).




As has been observed during the first wave of COVID-18, high-risk settings that would benefit from
special planning considerations have included:

s Long-Term Care facilities. '

3 Works:tes necessitating close proximity to others (e.g., meat pracessing) or with com munal
housing {e.g., temporary foreign workers fiving on work farms, remote/fly-in'work camps like.
‘northern mines),

¢ Remiote populations without ready access to advanced health services (e.g.; fly-inonly access
communities), and with potentially elevated rates of underlying medical conditions orother pre-
existing disparities. '

o Homeless shelters.

*  Prisons.

While guidance has been developed and measures have been put in place aimed at preventlngfurther
outbreaks in-these settings; planning for the reasonable worst case scenario necessitates that we
undertake activities in the short term to shore up capacity to undertake prevéntion and outbreak -
response measures, as well as, continuously monitoring these measures and adjusting as necessary. For
example:
» if there were to bea high level of pandemic activity in‘the surrounding geographic afeas would
the response plansfor these settings be applicable and-sufficient?”
> What aré the existing gaps.in guidance, measures.or resources, and how can these be addressed
prior to a potential fall resurgence?
»  Are preventlon measures that were.implemented during:the first wave of COVID-19 sustainable
‘and realistic for-a fall resurgence and/or the reasonabléworst case scena rio?
» What impact-could thesé-measures have on high-risk populations?

This collaborative work to plan.and su pport high risk settings-and populations will continue at all levels
of government and across multiple:sectors and stakeholders from public health, health care, education,
agricultu re/agrt-food immigration, economic development,.corrections, social services/housing,
science/research and labour.

As work continues, it is important to take into consideration the im pact that these measures may have
on the various sociodemographic groups most likely to be affected. Considerations for low- income
workers, seniors, migrant workers, persons living in overcrowded housing, persons experiencing
homelessness, and prisoners, among-others, will need to remain.a cornerstone of all response plans.

9. Assessment and Evaluation

Assessing and evaluating pandemic response efforts during periods of relatively lower response tempo

will- hel'p‘ identify areas of improvement and prioritize future planning efforts. It is also vital, on an

angoing basis, to determine whéther response activities have been effective and implemented

efficiently so as to achieve the intended results and whether areas of uncertainty (see Section 4) can or

have been addressed. The F/P/T COVID-19 response governance structure (see Appendix 1), which

includes the Special Advisory Commitiee {SAC), Technical Advisory Committee (TAC) and Logistics’

Adwsory Committee {LAC}, provides multlple forums for these discussions and opportunities for sharing

of experience, lessons learned and. identified best practices.. More structured processes for assessmem aadT e,

.

R ETAONT FAATEARADR SV O EBANT DO CERY IR XS ER R LR




AB2373

and evaluation, including in-action'and after-action reviews should be considered at.all levels of
government to inform forward plannmg and futu re pandemic preparations.

Now that the initial wave of COVID-19 is subsiding.and-our collective knowledge about this disease and
its impact has increased, the broader direct and indirect consequences of the COVID-19 response:in
1erms-of other physical and mental health outcomes as: ‘well as societal and economic impacts must be
acknowledged- and assessed 50 that reduction of negative impacts.can be accounted for in
comprehensive forward: planning: efforts

This should involve consideration of the impact response measures may have on individuals’ physical,
:social, mental and emotional health and wellbeing, includirig how this may affect the adoption of control
nmeasures. The broader impact of restrictive.community PHM in“terms of health, wellbeing, child
development and welfare needs to be assessed and plans implemented to prevant otherimmediate
heaith harms and to prevent increasing health inequities for highier risk populations. These could be in
the area of otheér direct impacts to health including; risks of delaying health procedures, domestic.
violence, child welfare/neglect,. reducmg access.to harm reduction services or safe drug supply and
mental health services. It coutd alsa involve addressing indirect COVID-19 associated health and’
‘wellbeing risks such as congregate housing, low employment sta ndards, lack of-access to. educatlonal
supports for high need students, and risk of visitor restriction policies (e B fam|ly caregivers.in long-
term care homes).

Resources and guidance to support mental health is in development, however the need for other
resources needs to be considered. Furthermore, improving the conditions (such as'housing and
-employment conditions) that increase the risks associated: with COVID-19; could also help reduce the
health and societal impacts of future pandemics.

e



Appendix 1: Canada’s Public Health Emergency Response System and
Inventory of Resources, Guidelines and Agreementsto inform COVID-19
Preparedness and Response

Canada’s publichealth emergency response “system” comprises a'series of complemientary, mutually
reinforting plans, arrangements; protocols and networks that.incofporate lessons-learned from previous
outbreaks like SARS, 2009°'H1N1 pandemic and Ebola which are regularly updated to reflect the latest
evidence and scientific advance. Taken together, they span the local, provincial, territorial; pan-
Canadian; North American and intefnational levels and provide a strong and proven framework for
Canada's respanse to COVID-19.

As public health in Canada is-an area of shared jurisdiction, federal, provincial and territorial health
officials and experts are working together through the Special. Advisory Committee (SAC) uri COVID-19;
and its various expert committees and working groups:to ensure a coordinated and effective response
to the COVID-19 outbreak in accordance with the F/P/T Public Health Response Plan for Biologicat
Events. The Plan, which includes-a sumrnary of F/P/T roles and responsibilities in a public health
emergency, can be found at hitps: //www.canada. ca/en/public-health/services/emergency-
preparedness/publlc-health-response plan-biological -gvents.html

The SAC draws on the pan-Canadian Public ' Health Network {PHN) structure, Established in 2005, the
PHN reflects lessons-learned from the Severe Acute Respiratory Syndrome {SARS) outbreak; which
highlighted the imperative for a proactive and collaborative approach to public health emergency
planning-and respanse in Canada. PHN has since proven its value and efféctiveness as a vehicle for

‘collaborative leadership during the 2009 H1N1 pandemic, Middle Eastern Respiratory Syndrome (MERS-

CoV) and Zika outbreaks.

SAC comprises members of the PHN Counciland the Council.of Chief Medical Officers of Health
(CCMOH) Three expert groups comprlsmg senior F/P/T officials and publlc health-expérts from across
the country support SAC:

@ Technical Advisory Committee {TAC): monitors COVID-19.epidemiciogy, shares informationand
advises on technical issues through the development of recommendations, guidelines-and
protocols, .

« Logistics Advisary Committee. (LAC}: supports logistics {e:g., supplies; joint procurement, scarce
resources), shares information and-advises on logistical issues through the.development of
recommendations, guidelines and :protocols.

«  Public:Heaith Network Communications Group: supports consistent and coordinated public
COmmumcatlons and messages on COVID 19 across jU!‘ISdICtIOHS

«  Public Health-Working Group on Remote and Isolated Communities supports Indigenous publlc
health response in remote and iselated Indigenous communities.
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Graphic 1: COVID:-19 Governanice Structure
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Graphic'L - Text Description _
This graphic depicts two mai'n'hi‘erarchical governance structures and linkages between the two. particularly atthe
worhng level. The structurg on the left side of the graphic on the teal background shows the
FederaI/Provmcual/‘l‘emtorlal Governance structure that has been activated for the COVID- 19 response as per the
'Federai/Provrnc:aI/Temtorial {F/P/“'] Public Health Response Plan for Biological Events, There'isan. asterisk linked
to text to remind the viewer that this does not depict standing general- and emergency management F/P/T
governanca. At the 1op of this structure is the Conference of FPT Ministers of Health (HMM) which cperates at'the’
Ministerial level. Directiy below the HMM is the Conference of Deputy Ministers of Health {CDIMH) which eperates
-at the Deputy Minister level, Diractly‘below the CDMH isthe Special. Advisory Committée {SAC) which is considered
to operate at the Assistant Deputy Minister Level. Below the SAC are 3.committees/groups and a brief deséription
.of the‘types of response.issues they lead on from a F/P/T public health-response perspettive. The Technical
‘Advisory-Committee (TAC) reports up to the SAC andieads on: surveillance and:6utbreak. investigation, laboratory,
med.cai countermeasu'es(MCM) public héalth measures; risk assessment, technical expert engagement, resaarch
& evaiuatlon borders, infection prevention and.control, and ‘occupational health; etc. The Public Health Network
(PHN) Communications Group, -also reports.to SAC aiid leads-on: strategic communications product devélopment,
information dissemination, emergency risk communications support and coordination, communications
surveillance, etc, The Logistic Advisory Committee {LAC} is.the third main group that reports to SAC and leads on:
deployable resources and mutual aid, procurement, health care delivery engagement etc. This'entire FPT
-gbvernance structure has.a health system'management perspective/focus, as'is indicated in a yellow Bar spanning
‘the bottom of this side of the graphic.
‘On the right side of the graphic on a grey background is the Federal Governance.structure which has more 6f:an
incident/operations management and whole of {federal) government focus. At the top of this structure is the
‘Cabinet which like'the HMM on the feft {FPT side) operates at the Ministerial Level. Reporting up to Cabinet:is
during this résponse is the Députy Ministers Committee on COVID-19, which ‘operates.at the Deputy Minister Levef
and s directly supported.by an Associate Deputy Ministers Committee {that oversees federal event management




and the'COVID-19 whole of gavernment policy and.coordination) and the COVID-19 Secretariat. These two groups
along with the Government of Canada Operations Centre (GOC), operate at the Assistant Deputy Minister Leval.
The.Federal-Healtn Portfolio Operations Centre {HPOC), which is linked to the GOC, provides support to-the SAC,
TACand LACTn. addition to the federal response. The HPOC formaily links to the SAC viathe SAC secretanat whlch
functeons asisa key linkage point between these two governance structures, At the working. level the HPOC
incident Management Structure (IMS) includes groups that develop F/P/T response products and support the TAC,
L-AC PHN Communications Group and SAC.

The Government of Canada has also established a Cabinet Committee on the federal response to COVID-
19 that meets regularly 1o ensure whole-of-government leadership, coordination, and preparednéss for
a response to the health and economic impacts of the virus.

FPT Collaborative Agreements: Mutual Aid, Information Sharing and Emergency Supplies.

Federal/Provincial/Territorial Public Health Response:Plan for Biological Events: is a federal, provincial,
and terrltorial (F/P/T) guidance document that provides an overdrching: govemance framework to-
ensure a coordmated |nterg0vernmental health sector response to public health events that are
biological in nature and of aseverity, scope or significance to require a high level, coordinated F/P/T
respense.

Cenadian Pdndemic Influenza Preparedness: Planning Guidance for the Health Sector (CPIP}: is an
F/P/T guidance document that outlines how jurisdictions will work together to ensure a coordinated and
consistent health-sector approach to pandemic preparedness and response: ‘While CPIP is specific-to
pandemic influenza, much of its guidance is also applicable to other public health emergencies. CPIP
consists of.a main body, which outlines overa rchlng principles, concepts, and shared objectives, as well
as'a series of technical annexes that provide operational advice and technical guidance, along with tools
and checklists on specific elemeénts of pandemic: plannmg. CPIP is regularly updated to reflect new-
evidence and best practices.

Operat:ana! Framework for Mutual Aid Surge Requests.far Health Care Professionals: is-a guldance
document that provides for a consistent and tlmely pan-Canadian approach to mter-jurisdrctlonaf health
care professional mutual aid'during health emergencies. The framework’ identifies roles.and
responsibilities and provides: standard processes to guide jurisdictions making requests for, and offers
of; mutualaid and the mobilization/demobilization of health care professionals. It also informs a
complementary Memorandum of Understonding (MOU}-on the Provision of Mutuol Aid in Relation to
Health Resources During on Emergency Affecting the Health of the Public.

Muttilateral Information Shan_g_areement {MLISA): is-a legal agreement that establishes standards
on sharing, usage, disclosure and protection of public health information for-infectious diseases and
public health-emergencies-of international concern. The MLISA sets out what public health information
is 10 be shared and how it will be used. It allows for trends and/or urgent public health-events to be
identified more rapidly and to reduce duplication of information requests, MLISA also informs an FPT
MOU on the Sharing of informatian during a Public Heolth Emergency. The Memorandum of '

Understanding {MOU} provides a framework for the sharing of information between and among its
signatories during public health emergencies.




National Emergency Strategic Stackpile {NESS): contains su ppliésl that provinces and territories-can

request in emergencies, such as infectious disease outbreaks, natural disasters and othe,r:pu blic health
events, when their own resources‘are not enough. These include a variety of itemssuch as medical
-equipment and supplies, pharmaceuticals and social service supplies, such as beds and blankets,

Public Health Ethics Framework: A Guide for Use in Response to the COVID-19 Pandemic.in Canada: is.
aframework s intended for use by palicy makers and public health professionals making public-health
decisions inthe.context of COVID-19. Section 1 articulates ethical principles and values for public health
authotities to consider, and Section 2-sets out a frameworlk te heip clarify issues, analyse and weigh
relevant considerations, and assess options, in order to support decision making in real situations.

Federzl Emergency Response Plzans

The Federal Emergency Response Plan (FERP): is the Government of Cariada’s all-hazards respanse plan.
The FERP outlines the processes and iechanisms required to facilitate a whole-of-goveérnment response
to an emergency. The FERP is designed to harmonize federal'emergency response efforts with the
efforts of PT governments, non-governmental organizations {NGQO).and the private sector:

The Federal Policy on Emergency Management (FPEMJ: pramotes an integrated and resilient whole-of-
government approach to emergency management planning, which includes better
prevention/mitigation of, preparedness for, response to, and recovery from emergencieés. it provides
direction to federal institutions on.mandate-specific-all-hazards risk identification and management
within a federal institutions area of: respons;blllty

International Response Plans and Protocols e

North-American Plan for Animal dnd Pandemic influenza (NAPAPI): outlines how Canada, the Uhited
States and Mexico intend to strengthen,-,t-hei_f-emergency response. capacities, as well as trilateral and
cross-sectoral collaborations and ¢apabilities, in order to assist.edch other and ensure a faster and more
coordinated response to outbreaks.of animal influenza or an influenza pandemic. The NAPAPI
complements national emergency management pl'ans in each of the three countries.

‘Global Health Security Initigtive (GHS!) ‘Is an.informal, international partnership among like-minded
countries and organizations to exchange information and coordinate practices within the heaith sector
to strengthen public health-preparedness and response globally, including pandemic influenza.

International Heaith Regulations {IHR): represent an international agreement between all World Health
Organization (WHO) Member States to build capacity to detect, prevent, assess, notify and response to
public health events. Carniada has a legal-obligation to meet the core public health capacities set out by
the HR.

World Health Organization {WHQ) Strategic Response Plan: outlinesthe public health measures that-
the international community stands ready to provide to s support all countries to prepare for and respond
to-COVID-19. The document (published February 3, 2020 and updated on April 14, 2020) takes what hias
been learned sofar about the SARS-CoV-2 virus and translates that knowledge into- strategic action that |

can guide the efforts of all national and mternatmnal partners when developing context-specific natlonai
and regional operational plans.




Appendix 2: Modeliing Support for Forward Planning

Modelling recreates the essential compaonents of pathogen transmission cycles from our understanding
of the biology of the pathogens.and their interactions with theirhosts. Models help to predict where
and when'infectious. diseases may emerge of re-emerge; and they can be used-to: explore the best
methods or combinations of methods to control disease outbreaks or epidemics and. protect the health
of Canadians. For response to COVID-19, there are three broad types of model being used:

1. Deterministic compartment models. These are Susceptible:Exposed-Infectious-Recovered (SEIR]

typé dynamic-modelsin which the population is divided ifito “susceptible”, “exposed”,

“infectious” and “recovered” classes. After encountering infection, individuals in a population-
ove from orie state to the next. This basic structure includes elements to model SARS-CoV-2
and impacts of public health measures, with more realism. These elements include.
compartments for isolated cases and quarantined “exposed” contacts-from which onivarid
transimission to susceptible people is fimited or absent, compa‘rtmenls for asymptomatic cases
that'may or may not be detected: by survetllance, as-well as flows to “isolation” and

quarantlne compartments that allow variation. accordlng to different levels of ‘public health
effort. These models are used to inform broad. policies at a national level, including i) estimating.
numbers of cases, hospitalisations and deaths; ii} estimating the effects of non- -pharmaceutical
interventions {NPIs), (physical dlstancmg, case detection and isolation, and contact tracing and
quarantine), iii} design of vaccination programs; and iv) the design of programs to-enhance
“herd immunity” via use of antivirals/therapies if vaccines prove ineffective.

2. Agent-based models. These are also SEIR models, and they can also be used to inform
development olfanaltiona,I strategies. However, because they can simuiate disease transmission
with some detail in and amongst horigs, worﬁkipiaces,leisure spaces ete., they are particularly
useful for-decision-making at an individual community level regarding needs for NPIs, and
strategies for relaxing restrictive closures. '

3. Branching models, These are a more recent addition to the types of models used for.COVID-19.
‘They simply.assess what factors cause single-chains of transmission to expand or become
extinct. They are being used to assess the needs for-controlling transmission in-work places and
institutions.

The PHAC has developed models that.can be shared, and are constantly undertaking modelling to”
support decisions. The PHAC External COVID-19 Modelling Expert Group was formed in February 2020,
and currently comprises 33 members from 21 unjversities across Canada, as.well as 43 members from
other Federal departments/organisations provincial/territorial public health organisations. The group
cornprises the majority of infectious disease modelling group leads-in Canadian universities, and is’
capable of supporting modelling needs fotde‘cisicjn_-m_éking._
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Appendix 3: COVID-19 Response Plarining with Indigerious Communities e

A summary of response activities for Indigenous Communities, including the work of SAC's FPTI Public
Health Working Group on Remote and Isolated Communities; that have been supported by Indigenous
Services-Canada{ISC} and the:F/P/T response pattners to date include:

= Preparedness: Resources to support pandemic planning updates/activation; access to medical
supplies-and PPE; training; and, guidelines.

-+ Health Human Resources: Resources to.support surge capacity for health human resources,
including nursing, medical and’ paramedlcal supports; as well as, charter services to get health
human reésources-into communities. with réduction to-.commefrcial airline service.

o Infrastructure: Resources to procure temporary-shelter solutions and’ to support communities in
efforts to re-tool.existing spaces to offer safe assessment.and overflow space; and, additional surge
supports-for food, water and other supplychain components.

* Infection prevention and control (\PC): Shared information (i.e., public health measures and
promoting personal health measures for individuals and health providers), training and increasing
capacity to support community response, including public service announcements in Indigenous
languages. Provided training of com munity workers and health providers on iPC. Funded
cammunities and service providers-to incraasé their capacity for infection prevention and control,
including First Nations-run-schools; boarding homes, family viplence shelters and friendship centres,

o Medical transportation: Supported medical transportation or. ada'pting'its'poIiCes (i.e., to use private
modes. of transportation where possible for those with higher risk factors) to minimize transmlssmn,
and, offered IPC support for service providers such as boarding homes.

e Governance: Worked with indigencus. partners, the Public Health Agency of Canada {PHAC), Health
Canada, Public Safety’s Government Operations Centre, and other departments, as well as their
provincial and territorial counterparts for a coordinated and consistent Canadian approach to
COVID-19 to protect the health and safety of First Nations, Inuit and Métis communities.

» Communications and Surveillance: Devéloped and broadly disseminated communication messaging
through Department’s COVID:=19 Single Window to networks with Public Service Announcements in
mu!tlpie Indigenous languages. Used digital media to further reach stakeholders with
communications such as public bealth measures. Multilateral calls ‘with partners at. the national and
reglonal levels.

'» Monitoring: Adapted the Department’s flu surveiitance tool to track-COVID-19 across First Nations
communities; and developed a tracking tool to develop dashboards on key indicators of COVID-19.

Based on knowledge and feedback learned to date, ongoing preparations.needed to support Indigenous
‘populations.to respond to.a possible fall.resurgence include continued planriing and logistics that
-support food security; and, also medical supplies, including PPE, needs of commiunities and off-reserve
Indigenous' organizations providing essential services. Continued access to timaly tésting supplies, P/T
labs for processing, and results, including point of care testing for northern, remote and isolated
communities. There is also a need to plan for reduced flight s¢hedules, which.can create supply chain
challenges for food, medical supplies, and health human résources reaching communities; and for:
‘communities to send swab tests taken for processing at PT labs.

Additional refresher training in infection prevention control is required to support heafth professnonals
and communities, for example in donning and doffing PPE and environmental cleaning practices to

=




reduce the spread of COVID-19. In addition to supporting training for health human resources working in
communities, increased funding for telemedicine and virtual health care providers is required to support
-ongoing health service delivery, and to avoid a potential backlog in ap.po‘intr,ne nts following the
pandemic or worsening health conditions..

Access to care to treat more severe symptoms of COVID-1%in remote and isolated communities also
requires that angoing arrangements, or new ones, are in‘place to ensure an adequate number of beds in
haspitals south of 60, to support the treatment of Indigenous peoples living in northern, remote and/or
isolated communities without this. type of service. In communities where there are [ong-term care:
facilities, or Elders residences, it Is Important to have access to adequate resources 1o support their
planning in keeping Elders safe and healtty —this includes funding to take basic infection prevention
control measures {i.e. PPE, high dose flu vaccine, cleaning supplies;, etc.), to engineered and more
administrative public hedlth measures:

A distinctions-based approach has been adopted by the Federal Government to.ensure that the unique
rights, interests and circumstances of the First Nations, the Métis Nation and Inuit are-acknowledged,
affirmed, -and i'm‘p'lé_rnented.__ ln’this context, it takes into accou ntthe cultural and soc'io-econorn'ic-'
particularities of each of the Indigenous N'ati'ons involved. Distinctions-based, Indigenous-fed analysis of
this information i$ necessary to advancing culturally appropriate and science-based approaches, forFirst
Nations, Inuit ahd Métis Nation communities. Léarning from H1N1, we know that lang standing public
health gaps-and health disparities between First Nations-and non-Indigenous Canadians-increase the
likelihood and poténtial severity of a toronavirus-disease outbreak in Indigenous.communities. These
disparities are often exacerbated in remote or fly-in com minities, where access to necessary su p;_ili_es
and health-care services is limited as compared to-non-Indigenous communities. We also know that in
H1N1 data for First Nations/Inuit/Métis:populations were noticaptured in' a consistent way, or a way
that supported communities in their preparedness and response efforts. ' '

Surveillance activities are critical to informing public health responses to‘a pandemic. They support the
early detection and description of-potential health threats present in Canada, including on-reserve First
Nations communities. In order to be able to make informied decisions, decision' makers.and leaders
throughout the system need reliable public health data. Existing data quality and gaps for First Natians,
Inuit and. Métis populations living both on and off reserve are eritical to. effectwely responding to future.
waves of COVID-19 among this population, protecting their health and safety by getting them the access
to care required.

The:strategy/ap'prO'ach, actions and deliveratiles for these preparations for th‘ezs'hor_t,_ mid-and long-term
{i.e:; being before September, September to December, and 2021 and beyond, respectively) include:

Short term: in the short term, ongoing Work to cantinue to secure medical supplies & PPE are necessary,
both to support future waves of COVID-19; and, to support the return-of services in.communities (i.e.
immunization, water monitoring, treatment for substance use, etc.). Access to pomt of care testing is
vital to supporting the safe reopening of northern; remote and/or isolated communities and continued
work to advocate for access to test cartridges avai ilable or GeneXpert machines, and for new point of
care technologies when approved will contlnue Flu and pneumococcal vaccine planning, from securing
vaccines, working with PTs on vaccine itrategies, mobile clinics, ete. as ‘well as planmng for flu vaccine
masé immiunization strategiés in light of COVID-19, and potential space fimitations in communities;

leading to prolonged clinics to allow for appropriate physical distancing, regular disinfection of spaces,.=** i
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-etc. Ongoing monitoring of forest fires for possible evacuations and planning in.light of COVID-19 over
‘the.summeér and fall menths.

"Medium term: Ongoing access to funding to support food security, working with Tra nsport Canada and
Agriculture and Agri-Food Canada essential, Access to required PFE for Inuit, Métis and off reserve First
Nations organizations providing new services &s an interim measure to respond to COVID-19 and links
with local public heaith authorities and the Public Heath Agency of Canada required to supportthese

services.and population. Access to care and planning for the availability of hospital beds fequired-to
support possible influx of Indigenous patients requiring care for more severe symptoms.of COVID-18.
Resources needed to bolster lorig-term care in.communities and mental wellness supportsto address

Jimpacts associated with pandemlc and isolation; as well as, ongomg substance use {i.e.-opioid,-crystal
meth, etc.). COVID vaccine priotitization and deployment strategy planning for First Nations, Inuit-and
Métis populatiéns.

Longer term: Resources to support Indigenous-led data collection/governance/infrastructure to support
data optimization for the longer term in Canada is essential. Resources to bolster. community:led public
health supports and work are required, as well as training to support these functions. To support access
to patient care, as well as the work of commu nity. based workers:and 1 nurses in ‘northern, remote and/or
isolated communities increased funding for telemedicine and virtual health care providers is necessary.
This will avoid a backlog of medical-or specialist appoints-after COVID-19, and support access to timely
care supporting better health outcomes.

High level signals that would necessitate a change in timélines:or strategy/approach and sub-sequent
actions and deliverables, include:
» ongoing and prolohged active cases — either slow, or in an outbreak scénario.on reserve —
 signals and risks of community spread, where communities may he at a higherrisk dueto
geographiclocation
'+ access to health care to treat more severe symptoms
e strain onsystem for medivacs should there be a greater needin PTs
‘e shiftsin hospltallzauon rate, [CU adrission rate, case fatality rate
. reproductwe rate.
‘o Long-term care (LTC) outhreaks.
-« shift in age/sex distribution of cases
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April 20, 2021
COVID-19 BULLETIN #407
Pablic health officizls advise that one new death in a person with COVID -19 have been reparted today:
».a female in het 90s from Prairie Mountain Health region, linked to the outbreak at Russell Health Centre.
The'current five-day COVID-19-test positivity rate is six per cent provingially and 6.3 per cerit in Winnipeg. Asof-
9:30 a.m. today, 211 new cases of the virus have been ideéntified. Howéver, eight cases have been removed due'to
data correction, This brings the net-new numpber of cases today to 203 and the total numbet of lab- confirmed
cases i Manitoba-to 36,470,
Today's COVID-19 cata shows:.
* 14 cases in‘the Interiake-Eastern health region;
» 25.casesinthe Northern health région;
— + 27 cases inthe Prairle Mountain Hea!th region;
g +'seven cases in the Southiern Health-Santé Sud health region; and
* 138 cases in the Winnipeg health region.
The data also shows! .
+ 1,783 active cases’and 33,727 individuals who have recovéred from COVID-19;
<66 peapie-in hospltal with-active COVID:=1 9.as well as.66 people in hospital with COVID-19 who-are na longer-
infectious but continue to require care, for atotal of 132 hospitalizations;
*18 peopie in intensive care units with-active COVID-19-as well 2s 15 people with COVID=19 who are no longer
infectious but continue.torequire critical care, for a total of 33 ICU patients;
» 2,194 laboratorytests were completed yesterday, bringing the total number of lab tests completed since early
February 2020 t0.627,113; and
+ the total number of ceaths in people with COVID-19 is.950:
Additional data on variants of cancern is updated from Tuesdayto Saturcay at https://geoportal.gov.mb.ca/. Data
refated to COVID-19, outbreaks and some downloadable and histaric data can also befound at this site.
Outbreaks have been déclared over at Grassroats Early’Learning:and Child Care Centre'in Thompsen, at Stony
Mouritain institution. in Stony Mountain and at the Flin Flon Personal Care Home'in Flin Fion,
Other- poss«ble ‘exposure |ocations are }|sted online by region dtthe province's #RestartMB, Pandemic Response
System webpage. For up-to-date |nformatlon on passible public exposures to COVID-19 in regions, visit
www.gov.mb. calcovidi 9/ L_de_ates[ﬂlghts htmi#event and click-on yourregion.
For: uprto -date information on'COVID-19 in Manitoba, including information the onliné screening tool, testing
criteria and Iocations, self-isolation requirements, public health fundamentals and the provincial résponse ievel on
the #RestartMB:Pandemic Response Systemm, visit www.manitoba,ca/COVID19.
-30 -
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Watch news conference:

COVID-19 update - April 19,2027

Public health officials-advise that na néw deaths.in people with COVID -19-have been reported today,

The. current five-day COVID-19 test:positivity rate is 5.7 per.cent provincially. and 5.7. pér cent in Winnipeg, As
0f9:30.am. today, 108 new cases of the virus have been identified. The total number-of iab-canfirmed: cases.
in Manitobat6.36,267.

Today's COVID-19 data Ehows:.

+ 12 cacesinthe intérlake-Eastefn health region;

+ five cases in the Northern tiealth region;

+ 10'cases in the Prairie Mountain Health region;.

+'18 cases.in the Southeri:Health-Santé Sud health region; and:

+€3 ¢ases.in the Winnipeg heaith region.

The data also ,shgw‘s':

- 1,685 active cases and 33,623 individuals.who have recovered.from CQVID-15;

« 62 people In Hospital with active COVID-19.as well 4s 70"people in hospital with' COMID-19:whio aré no.
longer infectious:but contiriue to require care, for a total of 132 hospitalizatians;

+ 15 peaple in intensive care.units with-active COVID-19 as well as 15 people with COV_!_D-‘{B who are'ng

fonger infectious but continue to require critical care, for-atotal of 30 ICY patients;

hitpsi//news.gov.mb.ca/news/index.htmi?ilem=51139&pasted=2021-04-19. 142
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L + 2,491 laboratory tests were completéd yesterday, bringing thie total number of i
TweelS by @uBGouews -early-February 2020 to-624,868; -and '

o » tHe total number of deaths in people with COVID-19is 959,
Manitoba Gov News

Additional data-on variants of concern is updated from Tuesday to.Saturday at hitps:i//geoportal.gov.mb.ca/,

@MBGavNews
La Province-itvesiil plus.de 50 p.alta related to.COVID-19, cuthreaks and somie downloadable.and historic data can also be found at this
mificns.dg dollars dans les Sains - site.
deritaires ot e Foiation. des An-outbreak has been declared at the Dauphin Personal Care Home in Dauphin: The site.has beén moved to

:::::T;:;:;ﬁ;?g hm;:/ the Critical (red) level.on the #RestartMB Pandemic Response System.

' Other:possible exposure locations are listed oniine by region at the province's #RestartMB Pandemic
Résponse System webpage. For up-to-date-information on possible pubdlic exposures te-COVID-19 ir régions,
visit www.gov.mb.ca/covid19/ipdates/flights. Atni#event and click on-your region.

criteria and locations, self-isolation requirements, public health fundamentals and the provindial response
level 6n the #RestartMB Pandemnic Response Systern, visit vaww manitoba.ca/CAYID19.
.30 -
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K) Mgdl_a requests for__g_enera[_'infq_l‘mat[on, contact Communications. Services Manitoba: 20.4-.545"-_3;_7!_55.

. * Media requests for ministerial comment, contact Communications and Stakeholder Relations: 204-794-
.. e 0732, )
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for up-to-date information on COVID-19 in Manitoba, including inforimation the online screening tool, testing
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April 21,2021
COVID-19 BULLETIN #408

Public health officials advise that one new deathin’a person with COVID -19 have been reported today:
~a-male.in his'50s from Northern Health region.

The currént five-day COVID-19-test positivity rate is 6.3 per cént provincially and 6.6 per. centin Winmipeg: As of.
9:30.a.m. today, 164 new cases of the virus have been identified. However, two tases have bean removed dueé to.
data correction. This brings the net:new number of cases today tot62:and the total humber of-lab-confirmed
cases in Manitoba £6 36,632, ' ’

Today's.COVID-19 data shaws:

» 15 casesin.the [nterlake Eastern healthregion;

*30 casesin the Northem health region;

+ 19.cases in the_Pralrie Mountain Kealth (egioh;‘

*24 cases in the'Southern Health-Santé Sud health region; and
+ 76 casesin the Winnipeg health region.

The dzta also shows:

+ 1,833 active cases and 33,838 individuals who have recovérad from COVID-19;

+72 people inhospital with active COVID-18 as'well as 65 people in hospitalwith COVID-13 whio are no-longer
infectious but contini:e to requiire care, fora total of 137 hospitzlizations:.

+'18 people in intensivé caré units with actlve €OVID-19.as well as 16 people with COVID-13 who aré no fonger
infectious but continue to require criticat care, for a total of 34 (CU patients;

v 2,785 laboratory tests were completed yesterday, bringing the total number of lab tests completed since ezrly
February 2020 -to 630,143; and -

» the total numkter of deaths in people with COVID-19 is 961.

Additionat data-on variants of concern is updated from Tuesday to Saturday at httpsi//geopertal. gov:mb.ca/. Data
related to COVID-19, outbreaks and some downloadabie and historic.data can also bBefound at this site. .

Public health officials ‘advise of a possible exposure tothé B.1,1.7 variant of concern-at McDonalds, 217 Mystery
Lakeé Rd. in Thompson.on April 8 from 4 p.m. to12:00 a.m;; April 10.and 11 from'6 a.m. to 2 pim,; and April 13-and
14 from 2. to 10 p.m. Any person experiencing symptams since atténding the site: should isolate :mmedlateiy and
go for testing. For further assistance contact Health Links-Info Santé at: 204-788-8200 or (toll free)t- 888-31 5- 9257
to be'screened to see if a testis required. For up-to-date information on: ‘testing sites, visit

www.gov.mb,ca/covid 9/locations:html.

An outbreak has been declared at 5t, Maurlcg Daycare Inc., in Winnipeg. The facility has been‘moved to the Critical

{Red) level on.the #RestartMB Pandemic Response Syster.
Quibreaks have been declared over at Boyne Lodge Personal Care Home'in Carman, Boissevain Hospital and
Evérgreen Place Personal Care Hormie in Boissevain-and the MD Practice Sofutions of Mapitoba Inc., Health Science

Centre unit GD4; Donwwod Manor, Hefitage Lodge, Lions Manor Personal Care Home, Meadowood Manor, .
Oakview Placé and Parkviéw Place all inh Winnipeg.

Other possible exposure locations are fisted oriline by region. at the province's #RestartMB Pandemic Response
Systern webpage. For up-to-date information on peossible pUDlIC exposures to COVID-19 in regions; visit
www,gov.mb: ca/cowm9/updates/ﬂ1ghts html#event and click on your region.

hitps://news .gov.imb.ca/naws/print,index;htrm|?itam=51 1.52&p;o'sted =2021-04-21
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‘Updated enforcemient statistics are posted dhiine weekly. For more Infarmation, go. to Cross-Departmental
‘Réports at https:/fmanitoba.ca/openmb/infomb/departments/indéx:html.
For up-to-date.information ari COVID-19in Manitobg, including informiation the online screening tool, tésting
«criteria and [ocations, Self-isolation requirements, public bealth fundamentals and the provincial response level on
‘the #RestartMB Pandemic.Response System; visit www.manitoba.ca/COVID19,

=30~
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This is Exhibit “F” referred to in the
Affidavit of Brent Roussin affirmed
before me this 30" day of April, 2021.

e o e
\

A Barrister-at-law in and for the
Province of Manitoba.

AB2390
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April 18,2027
COVID-19 VACCINE BULLETIN #66

Eligibility Criteria
Eligibility to beimmunized-at-a super site or popsup cinic has beeri expanded to'incude individuals.aged 54-of
older arid First Nation people aged 34 or'older, Anyone who has beenin Manitoba for one morith or more can:
receive thevaccine at:no cost-if they meéet provincial eligibifity requiréments,
Eligibility for the AstraZeneca/Covishield vaccine is being expanded toinclude allindividuals aged 40.and over:
This change will be-in-effect as of today. Previous pridritizatien for individuals with specific health conditions will
nolonger bein place. '
Appointments

— Appointments are currently avarlable at super sites'in Winnipeg {(RBC Convention Centre); Brandon, Tl‘ompson,

' Selkirk and Morden. Eligible individuals can book their appointment at a super site online at https:/protectmb.ca

with an email address.and heaith-card number
Pop-up clinics are.also scheduled in @ number of communities across the province in the coming weeks.
Appointriients for super sites or pop-ups can bé made by calling (toll-frée) 1-844-626-8222 (1-844-MAN-VACC):
Eligible: people who-wolild-like-to be-immunized with AstraZeneca/Covishield ata medical clinic or pharmacy can
use the COVID-19 Vaccine Shot Finder, [ocated at:
www.gov.mb,ca/cavid19/vaccine/finder,html..
Vatcine Administration
To date; 341,926 doses of vaccine have been administered including 272,104 first-doses znd 69,822 second doses.
Focused Immunrization Teams:will provide first-dose immunizations to people i in- 27 congregate living faolmes this
week -
Vaceine Supply and Distribution
To date, atotal of 486,810 doses of vaccine have been delivered to Manitaba, This includes:
- 284,310:doses of Pfizer vaccine; _
* 118,400 goses of the Moderna vaccine;-and.
* 84,100 doses of the AstraZeneca/Covishield vaccine.
Additional Information
All data‘in this bulletin is current.as of April 18, unless noted otherwise.
At this time, only fizst dose appointments are available. The province will provide more information.about

planning for second doses if the weeks ahead.

Wheh attending a vaccine. appointment, people are reminded te bring their completed consent form' (avallable
orlie at https:/protectmb.ca), wear a shart:sleeved shirt, wear a mask; and bring their health.card or other form
of identificatlon. To"help support good physical dlsgancmg on site; people should arrivé no moreé-than 15.minutes
before their scheduled’ appomtment time.

hitps://news.gov.mbicamews/print,indeéx html2item=511388&posted=2021-04-19, 1/2
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More information:about the vaccine campaign in Manitoba is available:gt www.manitoba.ca/vaccine and
‘hitps://proteéctmb,ca. For regular updates, visit hitpsi//protectmb.ca and sign up for the weekly-e-newsletter.

-30-.

BACKGROUND INFORMATION ATTACHED

Backgrounder _ _ i )
Background Information - https://www.gov.mb.ca/asset_library/en/newslinks/2021/04/BG-
CoOVID_vVaccine 66.pdf '

‘maniteba.cz | 1-866-MANITOBA

.,

hitps:/news gov.mbicafmews/print,index.htmiZitem=51138 &posted=2021-04-19 . 2§12
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CONGREGATE LIVING FACILITIES

This week, Focused Immunization Teams will continue to offer first-dose. COVID-19

immunizations to residents of congregate living facilities: This includes 27 I6cations throughout

the province.

April 19  Winnipeg Remand Centre Winnipeg

April 21 Seven Oaks General Hospital Winnipeg

April 21 St. Boniface General Hospital Winnipeg

{April 22 Manitoba Youth Centre. Winnipeg

April 19 Chalet Ste. Agathe Ste, Agathe
Aprit 19 [Place Ste. Anne ISte. Anne

April 19 |Village View Apartments Plumas

April 19 |St, Eustache Manor St. Eustache
April 19 Main Street Motel, St. Adolphe

April 19 [Crocus Village Winkler

April 19 Winkler Leisure Manor Winkler-

Apri 20  |[East Borderland Housing Sprague

Aprii 20 [Shady Oaks Lodge Vita

April 20 Mandan Manor Sanford

April20  [Manoir St. Pierre St-Pierre-Jolys
April 20 Paradis des Pionniers. St. Jean Baptiste
Apri 20 |Cedar Estates Winkler

April 20 [Town Square Apartments. Winkler

April 21 Regency House Portage la Prairie
April 21 [Rotary Park Portage la Prairie
April 21 Somerset Manor Somerset

April 21 Swan Lake Manor Swan Lake:

April 21 Autumnwood Apartments Winkler

April 22 Queens Court Portage la Prairie
April 22 Windsor Estates Portage la Prairie
April 22 |Garden-Park Estates ~ Winkler

April 22 Hillcrest Manor Winkler




4122i2021

bilps://news.gov.mb.ca/néws/printndex:htm(?item=51151&posted=2021-04-21

Province,of Manitoba | News. Releases | COVID=19 Vaccine Bulletin #67

AB2394

News Releases

I I R I A A . R B I T I A A L I A A I SR N A I S B N N N A A U O I

Aprii 21, 2021
COViID-<19 VACCINE BULLETIN #67

Watch news conference

COVID-19 vaceination update - April 21, 2021

Eligibility Criteria
Frontline police and firefighters are now efigible to make appointments to be vaccinated.

Eiigibility to. be immunized at a super site or pop:up clini¢ has also been expanded to include individuals.aged 50
or older and First:Nation people aged 30 of older. Ahyone whio has beenin Manitoba for one month or more can-
recejve the vaccine at no cost if they meet provincial eligibility requirements: .

Eligibility for the AstraZeneca/Covishield vaccine includes alf individuals aged 40 and over.

Appointments

Appairitments are currentiy available at super sites in Wlnnloeg (RBC Convnntlcn CenLre) Elrandon Thompson,
Selkirk and Morden. Starting today, people can now also begin: booking appaointments.at the super site in

Winnipeg on Leila Avenue, which.opens May 7. Eligible individuals car book their appointment at a super shte
ontine athttps: Ifpratectmb.ca with an:email address and health card number.

Appointments are.now also.being booked for Indigenous-led COVID~19-iinmunization pop-up dlinics in Winnipeg,
Brandon, THompson and Portage la:Prairig. These follow provincial eligibility criteria.
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‘Pop-up.clinics are also scheduled in a Aumber of communities across the province: Appo:ntments for super sites
or pop-ups-can be made:by calling {toli-free) 1-844-626-8222 (1-844-MAN-VACC).

Eligible people who would fiketo e immunized with AstraZeneca/Cevishield at a medical clinic.or pharmacy can
use the COVID-19 Vaccine Shot Finder, located at ww. gov.mb.ca/covid19/vaccine/finder html.

Workforce ,

Todate. 2,326 people have been hired to assist with Manitoba's vaccination effcrts including immunizers, clinic
managers;. chmcal Jeads, system navigators and observers. This-is in addition to 1,239.5taff who have been
assigned to COVID-19'immunization:efforts fram regional higalth authorities; bringirig tha total of new hirés and
existing staff to 3,565,

Vaccine Administration
Te date, 364,389 doses of vaccine have been administered including 293,995 first doses and 76,354 second dgses.

Focused immunizaticn Teams will provide first-dese immurizations to psople in 27 congregate living facilities this.
week.

Vaccme Supply and Distribution

To date, a total of. 521 910 doses of vaccrne have been dellvered to Manitobha. This includes:
« 349, 410-doses of Pfizer vacclne
«118, 400 doses ofthe Maoderna vaccrne and

» 84,160 doses of the AstraZer)e_ca_/Covl_sh!eld vaccine,

Additional Information
Alidata in this bulletin'is current:as of April 20, uniess noted otherwise,

At this time, only firstidgse appdintments-aré available, The provincewill provide more informatjon. about
plannjing; for second doses in the weeks ahead.

’When attending a vaccihe appointment, people ar refinded to bring their'completed consentform {available
online at- hitps://protectmb.ca), wear a short-sieevad shirt, wear a mask;‘and bring their health card or other farm
of identification. To helpsupport good-physical: drstancmg on site, people should arrive no more thari 15 minutes
before their scheduled appofntment time.

More information about the vaccine campaign i Manitoba is available 4t Wwww,manitoba.cafvaccine and
“https; //protectmb ca. For regular updates, visit https:/protectmb:.ca and sigh up for the weekly
g-newsléetier,

=30 -

manitoba.ca | 1-866-MANITOBA
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April 19, 2021

MANITOBA EXPANDING ELIG!BILITY CRITERIA FOR ASTRAZENECA/COVISHIELD VACCINE,
CONTINUES TO PROTECT MANITOBANS BY EXPANDING VACCINATION CAPACITY

Public health officials are.expanding the criteriafor the AstraZeneca vaccine to all Manitobans aged-40 and over
wthille continuing to implerment measures to-increase capacny Health and Senicrs Care: Mmlster Heather
Stefansoi announced today.

"Tens of thousands of doses of the AstraZeneca vacciné remain in clinics and pharmacies across the province,.
which is why we're-expanding the eligibility.criteria for the vaccine,” said. Stefansen. ¥l want to thank physician and
phiarmacy partners for their work to provide vaccine and lgok forward te the numbers of doses administered
increasing quickly over-the coming days.” .

Effective immediately, all Manito_b‘ans agg'd 40 and over will be eligi'ble' torecéive the _A'straZeneca/CO\fishield'
vaccine at a medical clinic or pharmacy. Eligible Manitobans can find-their nearest clinic or pharmacy with
available doses by visiting. https://manitoba.ca/covid19/vaccine/finder. htmd.

“Based-on all of the evidence available internationaily to-date, we continue to helieve bepefits of the AstraZeneca/
Covishield vaccine to protect against COVID-19 outweigh. any. potent|al rlsks said Dr. Joss' Reimer, medical, lead for
the Vaccine Implementation Task Force. “Expanding the criteria will help us resch more Manitobaris, particurarly
those who may face challenges or face barriers in going to a super site or pop-up clinic.”

The'miinjster noted the change in- eligibility coffies as Manitoba cantinues to-expand Its capacity to provide the:
vaccine including:

»impjementing a more resporisive:ordering process-for medicat clinics and pharmacies;

* opening new super sites in north Winnipeg and Stéinbach in.early May; and

+-adjusting the use of pop-up:clinics by locating them in areas-where there is a sighificant barrier for the majonty
of people to-get to the nearest. super site.

In.addition, ¢changes are being made to the planning process for super sites as vaccine deliveries begin to rise.
“We'vé been operating with a small margin of doses carrying over from the end.of one weekinto the nexs, in case’
a.shipmiént 6f vaccine }s délayed,"'said Johanu Botha; operations lead for the Vaccine implementation Task Farce.
“But slipplies seem to have stabilized, s6 weé are now able 10 tighten .our processes and'add-a bump to our doses
administered te help us get needles intd.arms as.quickly as possible.”

For more infor_ma_t!o_n on vaccine eligibility and Manitcba’s vaccine rollout campaign; visit www,protectmb,ca.

-30-
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5374, ’

Twitter Feed. BISMARCK; :N.D.—Not‘t_ﬁ Dakota Gay. Doug Burgum and Manitoba Premier Brian Pallister today announced
the Essential Worker Cross-Border Vaccination Initiative; whare North Cakota will administer COVID-19
vaccinations to Manitoba-based truck driversitransporting goods to and from the United Statés. This is the
first.such programbetween a Canadian and American jurisdiction. i
“North Dakota and Manitobia have a:Jong and rich histery of friendship and co:operation, and this
vaccination initiativé is'an opportunity o strerigthen that bond by offering assistance.that will protect public

—— héalth and-the flow ofg00ds and.services onhoth’ sides of the border,” Burgum said, "With adequatevaccine

supplies and all North Dakotans:having access to vaccine while Canada s dealing with.a vaccing shortage,
“we want to doaur part to ensure essential workars from Canada who are freguently travelling through our
state are vacclnated. The timely and. effective administration of vagtines is essential for public health and.the
‘eventual safe reopening-of our shared border.”

hittps://news.gov.mb.ca/mewsfindex. htmiZiteri=51146&postod=2021-04-20 12
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The:Essential Workers Cross-Border Vaccination Ihitidtive is an.oppértunity to sup sith
Pakota’s integratéd economies by co-operating on the vaccihation of individuals whe work in both
jurisdictions. '
“As Manitopa faces the third wave of the pandemic and the significant challenges associated with variants of
concern;, our number-one, limiting factor Th protacting Manitcbans is the availability ¢f COVID-19 vaccines,”
Pallister said. “Manitoba is proud to-partner with.Neith Dakota-on tHis innovative strategy'to provide life-
saving vaccines to Manitoba's essential workers delivering the goods:and services Manitabans, Canadians
and Americans rely on. Mamtoba and-North Dakota have en]oyed astrong relationship. of mutual respect
and-friendship, and'l want to thank Govarnor Burgum and his téam for their: willingness to sUpport
Manitoba through this jeint vaccination effart.”

Bt

With the assistance of the Manitoba Trucking Association (MTA) and its members, Manitoba wil} |cent1fy and
co-ordihate with efigible individuals and work with North Dakota t6 schedulé vacrination-appointments for
truck drivers during théir routine trips to-the U.S. over the next six to eightweeks, |t is.estimated roughly
2,000 to 4,000 Mahitoba drivers will take part in-this program.

“On behalf of my eligible driving staff-and afl Manitoba Trucking Association members, | wefcome today's
announcement,” said Bernie Driedger, president of Portage Transport Inc.“Wheh it comes to the' COVID
vaccine thé most. important questic}h is not'where'tanone-get if, but when ¢an one get it? To se€ Manitoba
and North Dakota toming together to creatlvely collaborate ona vaccmauon strategy that will expedlte the
vaccination of Manitoba truck drivers working to or through North Dakbta.is excellent news, This move
protects these imiportant esseritial workers.and their families, while-aléo fréeing up:vaccination spots bacK i
Manitoba. A-genuine win/win. We congratulate our provincial governrment partners on the initiative.they
took to make.this happen”.

‘TheNorth Dakota Department of Transportation’s.rest area near Drayton, N.D., will initially serve as.the

vaccination site, which will zlso be open to North Dakotans ages 16:and older to get vaccinated. Vaccinations
will take.piace from noon to 8 p.m. on Wednesdays, Thursdays and Fridays.

The state.and province are-establishing a joint- cperatlons group to manage the initiative. The North Dakota

Department of Heaith-will provide nurses and ether. staff to.administer the first and second doses ofche

vaccine to provide fuill immunization of truckers. There is no cost to the state or province as the U, S,

government supplies the vacéine and reiinburses the costs t6 administer:

The shared goal of this initiative is to create a model.of continental co-operation for others to emuiate as we
prepareto safely Feopen our.shared border: Manitoba and North-Dakata Will consider furthér joint
initiativés to vaccinate gther essentialworkers and Manltobans. R

North Dakota and Manitoba share the fifth-busiest border crossing betwéen the United States and Canada,
and represants the gateway to economic oppartunity and prospetity inthe Midweastand Prairies.

- 30 -
BACKGROUND INFORMATION ATTACHED

The Province of Mapitobe is disteibuting this refease op beholf of .
the Manitoba government.and the State of North Dokata,

Far moré information:
= Public information, contact Manitoba Government inquiry: 1-866-625-4862 of 204:945-3744,
* Media requests.for.general information; contact Communications Services Manitoba: 204-945-3765-

% Media requests for ministerial commént, contac: Communications and Stakeholdar Relatmns 204-794-
0732.

hitps:/inews gov.mb:ca/mewsfindex.hirmiZitem=51146&posted=2021-04-20 22



‘Be Lege’nd‘a ry.ﬁ

The Manitoba/North Dakota Essential Workers
Cross Border Vaccination Initiative

STATEMENT OF PURPOSE

The spirit of friendship and collaboration between Manitoba and North Dakota is strong and
uidiminished.

Noith Dakota and Manitoba share thé_ fifth-busiest border crossing between the United States and
Canada. More than a million vehicles per year typically cross our shared border. Our two
jurisdictions ate the gateway to Midwestern and Prairie prosperity that we wish to preserve and
protect amidst the COVID-19 pandemic.

The Province of Manitoba and the-State of North Dakota are therefore embarking on a joint
project, the Essential Workers Cross-Border Vaccination Initiative, in support of our shared
priarity to vaccinate as many people as possible, as quickly as possible, so that our common
border can be safely re-opened for all our residents.

‘With this initiative, we affirm our shared values and goals:

s To help and support each other throughout this pandemic

e To protect the residents of Manitoba and North Dakota by vaceinating as many
individuals as possible, as quickly as possible )

e To ensure that essential workers, goods, and services necessary for our lives and
livelihoods are able to travel safely across our shared border

» Tolaythe groundWork-fora quick and safe retumn. to open borders, open trade, and open
travel between us :

o To create a model of continental cooperation for others to emulate.

We view the Essential Workers Cross-Border Vaccination [nitiative as an opportunity to sapport
our integrated economies by cooperating on the vaceination of individuals :who. work in both our
jurisdictions. This initiative will begiti with truck drivers. as they regularly cross the U.S.-Canada
border, keeping our économy moving and our people and businesses supplied with the goods
‘they need.-

THE INITIATIVE

The State of North Dakota will provide COVID-19 vaccine to-fully imlnuni'ze'Manitoba-ijasedl
truck drivers during their routine trips to the U.S. over the next 6-8 weeks.

w2/
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Eligibility

. .

Drivers must be able to cross into the U.S. and return to Canada without a requircment to
quarantine under federal public health rules

Drivers will be required to have a valid Manitoba Class 1 license and be on assiginment at
the time of vac¢ination

Eligibility and appropriate use of the initiative will be communicated directly to drivers
with the assistance of the Manitoba Trucking Association and its members.

Estimated initiative uptake is 2,000-4,000. drivers

Vaccmatmn Location(s)

Northbound- Alexander Henry Rest Area near Drayton, North Dakota

Others to .come on stream as required

Location will have sufficient space for truck parking; drive-thru inoculation, and 15-
minute observation periods

Vaccine Administration

Vaceines and immunization staff will be supplied and administered by the State of North
Dakota

Nortb Dakota has an online pre-registration system that will be used to limit crowdinlg
and lost time for drivers, and aid in the scheduling of staff and delivery of doses:
TFrucking companies may want to manage:vaccine booking in tandem with their driver
scheduling '

Vaccine and Dose Schedule

North Dakota will administer vaccines authorized by the United States Food and Drug
Administration and Health Canada

North Dakota will adhere to the recommended dose schedule and will administer oth
first and second shots to eligible drivers accordingly

All drivers-will be eligible for-doses within the dose schedule

Vaccme Records and Information-sharing

North Dakota to provide proof of vaceination ta drwers

North Dakota to provide record of vaccine use to US federal government, barring issue
with Canadian addresses |
North Dakota te provide record of vaccinations to Manitoba for ‘incorporation into
provincial .databasz |

Timing of Initiative

Viceinations will commence on Wednesday, April 2.1
The vaccination site will be open each Wednesday-Fnday, noon to 8pm to accommiodate
northbound, returning travel by truckers

3
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Costs and Reimbursement
e  There will be no cost to North Dakota or Maniteba. Vaccines and the cost of
administering vaccines will be-covered by the United States Government.

Future Application ]
e This initiative will be considered for scaling to meet other designated vaccination needs
for Manitobans
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Bé Legendary.”

MEMORANDUM OF UNDERSTANDING BETWEEN THE PROVINCE OF
MANITOBA AND THE STATE OF NORTH DAKOTA

WHEREAS fighting the spread of COVID-19 requires unprecedented iternational action and
cooperation; and

WHEREAS North Dakota and Magitoba have long enjoycd strong and deep bonds.of frlendshlp
founded on generations of shared historical, economic, social, and cultural experiences; and

WHEREAS our two jorisdictions have had an official intergoyenmental velationship for‘over 35.
vears, dating to the North Dakota-Manitoba. Agteement on Consultation and Co-Operation of
1985; and

WHEREAS jobs and communities in both Norih Dakdta aiid Manitoba bénefit from bilateral
trade, tourism and: the integration of iarkets and: ';upply chaifs for goods-and services actoss our
economies; and

WHEREAS maintaining the safe and efficient flow of goods and services across the Canzda-
United States border is essential for both the: North Dakota and Manitoba economies; and

WHEREAS ‘protecting the health.and safety of truckers is a shared priority and critical to
maintaining ¢ssential trade in goods across the Canada-United States border during the COVID-
19 pandemic; and

WHEREAS Manitoba'and North Dakata. in the spirit of elose cooperation, aré committed to
collaborative efforts to protect thie health and safety of Canadians and Americans; and,

WHEREAS tirnely and effective-administration of COVID-19 vaccinations is essential for public
heaith and the:safe reopening of thie Canada-United States border, -and North Dakota has both
sufficient vaceine supply and the public liealth capacity tovaccinate Manitobans who desire it;

THEREFORE, Maritoba arid North Dakota fiave agreed to'jointly establish the Essential Worker

Crosv~30rder 7 actination Initiative as follows:

1. North Dakota wil) provuje firstand second dose' COVID-19 vaccinations to Manitoba«
‘based essential workers. begmnmg with Manitoba:based truck drivers who are
transportitig goods to of from the Unifed States -

2.- Nerth Dakota will identify, prepare; and staff appropriate. immunization sites, and supply
and:administer vaccines approved for use in.both the United States and Canada.

3. Manitobz, with the assistance of the Manitoba Tricking Association and its members,
will identify-and coordinate with eligible individuals and work with Norih Dakota to
coordinate seheduling of appointments for vqccanatlons

4. North_ Dakota will provide proof of immunization to_-m_dlyidu als who are vaccinated, and
share records of immunization with Manitoba, and

Manitoba and North Dakota will jointly detérmine opportunitie_s-.fpr expanding this
initiative to vaccinate oflier-designated essentiai workers.and Manitobans.

w

6. There will be no cost to North Dakota or Manitoba as the United States Governiment. will
assuine all costs of providing vaccines and vaccinations to every Manitoban patticipating
in this Initiative;’ ' '

7. Manitoba aud North Dakota will establish'a joint opérations groupto manage:the
Essentiql Worker Cross-Border Vaceination Initiative and meet the.objectives of this
agreement.

Original signed by Originat signed by
Govemor Doug Burgum. Premier Brian Pallister
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April 20, 2021

NEW COMMUNITY-LED CLINICS WILL SUPPORT COVID-19 VACCINE UPTAKE AMONG URBAN
INDIGENOUS PEOPLE

Community Clinics Will:Also Support COVID-19 Immunizations for Homeless People: Stefanson

The Manitoba government is partnaring wlth five community organizations to establish newIndigenous-led
COVIC-19 immuntization clinics; Health and.Seniors Care Minister Heather Stefanson announced today, notlng this
initiative will help support beétter access and uptake of immunizatich ameng Indigenous people, who have been
mcst seriously and disproporticnatély affected by thévirus, '

"These new immunization sites are an important option for people who would:-otherwise face barriers in accessing
immunization, recognizing that indigenous people have béen disproportionately affected by.CQVID-19,” said
Stefanson. “These locations hiave been developed with the guidance and expertise of our community partners;.
and-we are grateful for theirsupport. By working together, we can help protect-gach other-from this virus.” ’

Most of the immunization clinics are expected to- operithe'week of April 26, with the Partage la Prairie.and-
Thompson locations expected to-open the-week-of May 3. Eligible people can make appointments through-the
provincial call centre, with-support from the’ fommJnlty partners when. needed, The clinics will be located at:

+ Ma-Mow-We-Tak Friendship Centre.in Thompson 4:Neison Rd., ‘Thompson;

+ Brandon Friendship Centre, 205 College Ave,; Branden;

+ Pralfie Fusion Arts and Entertainment Centre; led by the Portage.la Pralrie Comimunity Revitalization Corporatlon,
11 Second St. NE, Portage ia Prairie;

- Aboriginal Health and Weliness:Centre, 180 Higgins Ave,, Winnipeg; aind

« Ma. Mawi-Wi Chi Itata Centre - Win Gardner Place, 363 MacGregor Ave., Winnipeg.,

“Indigenous leadérship and partnérships improve health-care quality and access for Indigendus people;”said Dr.
Marcia Anderson, public health lead for the First Nations Pandemic Reésponsa Coordination Tear, “This:is critical
forthe success of ManitoBa's vaccine rollout and our shared goals of protectmg the people we love and protecting
the capadity of the health-cara. system.”

The. work o, establish these clinics has been led byan urban indigenous vaccine committee, which includes.
representatwes from Indigerous governance organizations and commLriity organizations:

“Collabcration and partnerships with lndigenous'Orga'rii'zatiohs isihstrumental in strengthening our abillty-to
efficiently and safely providé a¢cess tovaccinations to Indigenous peoplés:in Manitobia,” said indigenous and”
Narthern Reiations Minister Clarke. “Our government.committed to support the-development of an effective plan:
that is relevant to the Indigencus: po'pu!atio_n and reflects the.needs of its members in urban areas.”

Clinic locations w it provide cufturally safe Supports.to people who might otherwise face barriers: in accessing
immunizations, to help support vaccine confidence and-ensure these individuals are included in the Jargest.
immunization.campaign in the province’s history.

Qutreach co-ordi_n_ators._andz_orga_nize_t'_io_n staff will help ensure their clients:are aware of-the_ clinics and the
opportunity to be immunized,-and will help-to-answer any. questions.or. concerns they may have.

To help reduce barriers, about20 per-cent of dll immiunizations will be' done on a walk-in basis, with the remainder

v-"‘\ being scheduled appointments, When possible, child minding or children's activity kits will be offered to suppoit
parents who may riot be able'to make othdr arrangemients. An-Elder or traditional Knowiedge Keeper will.be at

sites ragularly, and traditional ceremony, smudging and: tradltional medicines may aiso be 0|fered -

The Abariginai Health.and Wellness Centre in Winnipeg and the sites in Brandon, Portage la Prairie and Thompson
wili-also be used-to help i immunize people Who are homeless or precariously housed. These sités are’known: and

“https:/inows .gov.mb.ca/news/print,index.htmi?item=51148&posted=202 1-04=20_ 172
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trusted by pecple experiencing homelessness; and will work closely with the community sheltersto st

access, At these sites, individuals will also receive a comifort kit that includes-food and over:the-countei pain
medication,

In'the-coming weeks, Focused Immunization Teams.will visit-$helters.across the province to aiso offer

immunizations to people who are homeless and these sites will be schedufed as soon as possible. All eligible and
consenting individuals who are.homeless and aged 18 or older are eligible forimmunization,

Te devélop this plan, the committee also held extensive consultations with Indigenous-governmerits; First Natiori
medical leadeérship; community-based: partners and individuals with lived experience of nomelessness,

in Manitobé, 50 to 60 per cent of all COVID-19 admissions to intensive-cire units have béen First-Natioh people,
-30-

BACKGROUND INFORMATION ATTACHED.

Backgrounder :
Background Inforimation - https://www.gov.mb.ca/asset_library/en/newslinks/2021/04/BG-
Urban_lndigenous_lmmunization_Plan-HSC-INR.pdf

manitoba.ca | 1:866-MANITOBA

https://news.gov.mb.cafmews/printindex.himi?itemn=51148& posted=2021-04-20
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URBAN_ INDIGENOUS
COViD-19 IMMUNIZATION CLINICS

Immunization clinics for Indigenous people living in urban centres, with a focus on those who
may. face barriers in accessing the COVID-19 vaccine in other locations, will open in late April
and early May. These clinics will be managed by five community partners.

“Aboriginal Health and Wellness Centre.of Winnipeg (AHWC)-is providing an opportunity for
everyone in our community to get vaccinated. As Indigenous leaders, we believe inthe
benefits of COVID-19 vaccination, and are encouraging our relatives and community members
who:work and live in our city to get immunized for the sake of our elders, adults, youth and
children. AHWC embraces culture and promotes staying safe and expanding access. | support
you and we support each other — if you are apprehensive about getting the shot, come speak
to us.and let us support you!” — Della Herrera, executive diréctor, Aboriginal Health and
Wellness Centre of Winnipeg. ‘

“Creating a safe, accessible and welcoming vaccination centre for our urban Indigenous
community is extremely important in protecting our future. Ma Mawi Wi-Chi itata Centre
Helpers will be on site to greet and support individuals and families through this process and
will also be offering community support services. We are really excited to-work with-our
partners so we can vaccinate as-many of our urban Indigenous community as possible.” —
Diane Redsky, executive director, Ma Mawi Wi Chi ltata Centre Inc.

“The Portage la Prairie Community Revitalization Corporation, in partnership with the Portage
WUrban Indigenous Peoples Coalition, is pleased to accept this opportunity fo provide COVID-19
vaccinations to our urban Indigenous citizens. The Urban Indigenous Vaccine clinic will be a
space to combine modern medicine technology with traditional Indigenous teachings. This
space will be wetcoming to all Indigenous people within the city of Portage la Prairie and
surrounding area. Pidamaya, Miigwetch.” — Victoria Espey, executive director, Portage la
Prairie Community Revitalization Corporation.

“We are pleased 10 be a part of the-delivery of a $econd site in our community of Brandon and
in"being able to offer our location of the Mahkaday Ginew Memorial Centre, located at 205
College Ave., for a safe environment to those Iooking_ to receive the vaccination to help
increase the fight against COVID-19. As: president of the Brandon Friendship Centre, | have
already received my first dose of the vaccination through our super site at the Keystone Centre
and we understand the rieed to open our doors for community in a-good way for those looking
for services that provide a cultural safe environment.” — Jason Gobeil, president, Brandon
Friendship Centre.

..2!
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“The Ma-Mow-We-Tak Friendship Centre is pleased to host a. vaccination clinic in a Iocation
that Indigenous peaple already trust and attend for programs and servicés. Offering additional
supports such as interpretation, support, guidance and assistance in a culturally sensitive
location will help ease tensions and fears arid provide a comfortable experience for those who
might otherwise be hesitant. The Ma-Mow-We-Tak Friendship Centre encourages everyoné to
do their part and get vaccinated!” — Dee Chaboyer, executive difec,t_or, Ma-Mow-We-Tak
Friendship Centre.
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Aprii 19, 2021
NEW ORDERS PROTECT MANITOBANS AGAINST THIRD WAVE

As Numbers-Are.on the Rise, Province Implements Stricter Orders fo Slow the Spread of COVID-19,.
Variants of Concern While Rapid Testing Strategy is Implemented and Vaccine Rolleut Speeds Up
Palhster

New public health orders dre being introduced this week to slow the spread of variants of conceriand protect
Mariitobans and the health~care system against the third wave, Premier Brian Pallister and Dr. Brent Roussin, chief
provincial publlc health officer, announced-today.

“Despite-our best collective efforts and having some of the strictest measures in. the country, COVID-13 cases and
particularly variants of concern are on the rise, » said Pal[rster "introducfng more- restrictive measures is not what
many of us want ta hear right now, but it's what we ‘need to do to protect Manltobans and our health-care system.
It is-our goal that by acting. quickdy now, we:can slow the speadof the third wave avoid a feturn to full shutdown in
many sectors:throughout cur province.”

- The foliowing-additional public health order restrictions will be in éffect on Tuesday, April 20.at 12:01 aim::

’ + all-households may only have:two designated visitors indoors;

< outdoor gatheérings.on public and private property limited to-2 maximum of 10 peopie mciudmg household
members;
-~ faith-based gatherings ilmited to 25-per centcapacity ot 50 people, whicheveris lower, with indoor masks orders
in place except while househald groups- are. seated at a service, are approprlately distanced from cther groups
and are not singing; and
- weddings and furiérals reduced to 10 pecple, in addition to.an oFiciant and photographer. »

The fol!owmg addmonaI public hezith order restriction will be.ineffect on Wednesday, April 21 at 12:01 a.m.
* Retail stores must be: limited to one-third the capacity of the store or up te 333 patrons; whichever is Jower and
malls wiil be.limited to 33 per cent of the faahty‘s capacity.

“We have been carefully monitering our nurbers and epidemiology and are seeing.a concérning trend in‘case
numbers and test positivity rates, particularly in the aftermath of spring break and the Eastér and Passover .
holidays;"said-Roussin. “The fundarentals continue to be:paramountin stopping the spread of this deadly virus.
Maznitobansneed to continue to stay home as much as possible and significantly’ Ilmltlng clese contacts. If you do
need-to leave the house, ensure you are taklng measures to keep yourself and others safe including frequent
handwashing, staying home when sick, covering your.cough and wearing a mask, even outdoors; and seek
immediate testing even when you experiance mild symptoms,”

Changes to.the orders are in effect until \Ved_nescl_éy, May 12,

Additionally the province anhounicad 2 new rapid testing partnership with Manitoba businesses and the' critical
sefvices sector to help limit the spréad of COVID-15-in.the workplace and commuiity through early,-asymptomatic
testing, As well, Manitoba's Vaccine Implementation Task:Forceis expanding the eligibility criteria for the Astra-
Zeneca vaccine to-all peopte age 40 and up, rather than-keeping it restricied to older Manitchans orily.

"We muist be ¢autious in bur attitude towards COVID-19 and we must be proactive in our actions against COVID-

—~ 19 said Pallister. “We have more tools in our toalkit.now than we did dunng the first and second waves, While
public health orders and-the fund.:mentals remain paramount we continueto strengthen cur proactive measures
to help address. rising case numbers from multlp!e anglesiincluding enforcement, rapid testing and accelerated
and expanded vaccinations. Thése measures will help us slow the spread of the virus more quickly and effectively,
protecting our.most viulnerable populations” '

hitps://news.gdv.mb:caMmews/psintindéx htmi?item=61140&posted=2021-04-19 2
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For up-to-date information on-COVID-16in Manitoba, visit www:manitoba,ca/COVID19,

-30-

BACKGROUND.INFORMATION ATTACHEDR

Backgrounder
Background Information - https://iwww.gov.mb.ca/agset_library/en/newslinks/2021/04/BG-
Third_Wave_PHOs_2-PR-CPPHO.pdf

manitoba.ca [ 1-866-MANITORA

https:/inevis.gov.mb ca/riews/pririt,index.htmi?item=51140&posted=2021-04-19 212
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CHANGES TO PUBLIC HEALTH ORDERS
EFFECTIVE TUESDAY, APRIL 20, 2021

Indoor Households can choose one
gathering of the following: ;
sizes - continue designating two
visitors to their home; or
* designating a second _ TN
househodsc thattio | ALfeusenocs imted to two
households. can visit each )
other, as long as everyone in
the house has authorized
those designated individuals to
visit,
Outdoor Maximum gathering size of 10 . - -- ‘s
gathering | people on private property and | Sutdoor gatherings on public and
sizes 25 people on public property, private property limitedtoa
| in addition to household maximum of 10 people, including
members. household members.
| Restaurants | Capacity limit of 50 per cent,
and bars with the requirement for tables. _
to sit with only household- No change.
members; and other public.
4 health measures in effect
Gyms, Capacity limit of 25 per cent
Fitness and with public health measures in
Indoor place including for spectators
Recreation and in common areas and No change:
locker rooms. Masks must be..
worn at-all times except while
sSwimming.
Casinos and | Casinos must remain closed;
VLTs: VLTs in a business may
‘operate if each machine is
separated by at|east two No‘ehange.
metres of distance or by a
non-permeable barrier.
Museums, Capacity limit of 25 per cent or
Galleries and | up to 250 people, whicheveris | No change.
Libraries lower.
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Movies | Must remain closed. o
Theatres and ' No change.
Concert Halls: _ . .
Community, | Capacity limit of 25 per cent or | Capacity limit of 25 per cent or 50
Culturaland | 100 people, whichever is people, whichever is lower. Masks
Religious: lower..Masks are not required | are not required when seated when
Gatherings when seated when appropriately distanced and when
’ appropriately distanced and not singing or chanting.
when not singing or chanting. :
Personal Capacity limit of 50 per cént,
services with public health measures in | No change.
place. '
Weddings Up to 25 people may attend in [ Up to 10 people may attend in

and funerals.

addition to an officiant and a
photographer or videographer.

addition to an officiant and a
photographer-or videographer.

CHANGES TO PUBLIC HEALTH ORDERS
EFFECTIVE WEDNESDAY, APRIL 21, 2021

XISTING RESTRICTION

Retail' 's":’t'o.“re_:cébéc:lty I|'rhif',of up

‘to 50 per cent or.500 people,

whichever is Jower. Mall
capacity limit of up to 50 per
cent of the facility's capacity.

Retail store capacity limit of up to’
one-third the capacity of the store or
up to 333 patrons, whicheveris
lower. Mall capacity limit of up to 33
per cent of the-facility's ‘capacity.




4422/2021

T ohps Syada (Aad
TORMGEY ML I

News Releases

Manitoba.ca. > News

Province of Manitoba | News Releases | New Public Health Orders'in Place for Vaccinated Pet

AB2412 »

Printef. Friendly Fraf. v . cicovp wone ~QverNMent.

' Search for programs and online services

—

Get Started

Today's releases {0)

This wéek's releases {20)
This month's releases {81}
News-Releases

April v 2021 v &G

Archived News Releases
Subscribe forEmail Alerts
Subscribe for RSS Alerts

Need More Info?

Publicinformation, contact
Manitoba Government Inquiry:

1-866.626-4862 or 204-945.

3744,

Media requests for general
information, contact
Communications Setvices

Manitoba: 204-045-2765,

Medla:requesis for ministertal

.camment, contact

Communications-and’

Stakeholder Relations: 204-290:

5374.:

Twitter Feed.

News Re"lé.ajse - Manitoba

April 19,2021

NEW PUBLIC HEALTH ORDERS IN PLACE FOR VACC INATED
PERSONAL CARE HOME STAFF

New Orders-Allow Vaccinated Personal-Care Home Staff to Provide Care at Multiple Locations In
Order to Improve Staffing Availability-and Protect Manitobans: Stefanson

A'new. public health order will.go into effect Tuesday; April:20 at 12:01:a.m. that will continde the
requirement for-non-vaccinated staff who work in:personal care hommes to provide care at a single site and
enable vaccinated-statf wno.work in personal-care homes to- provide care:at more than one site, Health and
Senioks Care Minister Heather Stefanson arihdunced today.

“Personal care home staff on the frontline prowde an absolutelyihvaluable service. to our Manitoba seniors
and personal care home residents who have’ been hardest hit by COVID-19* said Stefanson “Qur.
government has fast tracked vaceinating both personal care;home residents-and staff, and th:s new publlc
health order recognizes- that work and fmproves staffing flexibility for persohal cafe homes and toallow care
providers to schedule additional shifts.”

{h-May 2020, the Manitoba governrnent issued an émergency order for pérsonal care hiomes to Timit-the
number of employees who waork at multiple sites, This.order-required health-care staff to.workin.a single
personal care home, wlth limited exceptions.. The emergency order was put in place‘to reduce the risk of
transmission of COVID-194n long-term care facilities.

Effective Tuesday, April 20 at 12:01 a.m,, public heaith is moving to ease some of these restnctlons by
updating t the orders-to exempt <taff who have been vaccinated for-COVID-19. This apphes to'personal tare.
home staff-and agency staff who-provide service to personal cafe homes. .

"Across Canada, @ -significant proportion of reported COVID-19 deaths have affacted residentsof long-term
care facilities;” said Stefanson. “We are continuing this order to protect our most at-risk Marrtobans and :
ensure employees working in personal carehomes cah provide care safely.”

Staff who have received &t least one.dose of COVID:19 vaicine.cain work at more than one site as-early as
two. weeks aftértheir first'dose. The second dose mist be received within 16, weeks, Staff who have-been
vaccinated can raquest a; print out conflrmmg thetr vaccination from thEIl’ local. publ:c health office, or.pfint a
copy onllne‘ For more |nformat|on v1srt

-recorg;html.

COVID:19 vaccines have been shown to reduce the risk of contracting and spreading COVID-19,-as well as to
reduce.severe iliness. As the majority of personal care'home residents have also received the vaccine, having
vaccinated staff move between sites will have less risk for residents, said Stefanson: -

https:#/news.gov.mb .ca/n,gws{inci.ex.htm [’?i!em=5 11428posted=2021-04-19 1/2.
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The new order will be in effect.until fitted by the chief provincial public health officer, a decision thatwiltbe
based on 'z number of different factors including case riumbers, test pasitivity rates-and the ongoing risk-of
LOVID-19. . ’

Tweets by amaconews

“Manitoba Gov News

l@lMBGquews .
La-Province investil pius de 50 To view current public health crders, visit wwiw.goy.mb.:ca/covidi9/restartmb/prs/orders/index:html.
* millions de dollars dans-1es soins : ’ et
dentéires st la formation. des _
bénéficiaires du Programme 230 -

"daide & 'smpio bR lyi32yhii

For more information:

* Public information, contact Manitoba Government inquiry: 1-866-626-4862 or 204-945-3744,

3. Media requests.for general information, contact Communications Services Manitoba: 204-945-3765.

'+ Media requests, for ministeria| comment, céntact Communications and Stakaholder Refations: 204-794-
- Manitaba Gov News 0732-.

@MBGaovNews
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PPROVINGE LAUNCHING COVID-19 RAPID TEST ASYMPTOMATIC SCREENING STRATEGY TO
"PROTEGT MANITOBANS

Rapid Testing Partnership with.Small Business, industry, and Critical Services Sector

The Manitoba government has launched a rapid testing screening program to support businesses arid-critical
service providers by helping to limit the spread of COVID-19 through early detection, Hezlth and Seniof's Care
Minister Heather Stefanson-announced foday.

“We:are partnering with Manitoba businesses and critical services.to make the bést use of ourfapid test supply
with the goal of identifying-asymptornatic ¢ases of COVID-19:in the workplace and other critical settings that would
otherwise go undetected” said Stefanson. “This rapid test program will help us protect more Manitobans.as we
deal with a rise in COVID-19 cases.”

This program builgs on the-current Fast- Pass asymptomatic rapld testlng in place for teachers and education.
wcerkers: Raptd testing using an antigen- -based test s already in ptace for asymptomatic staff at select personal
care.homesinManitoba,

The expanded strategy-will focus primarity-on providing antigen-based rapid tests-to targeted Industries.and
critical-service providers.in non-health-care settings, It focuses on organizations that can seif-administer a

sustainable asymptomatic screening program and whose specific setting may Senefit from routine testing

because of their geographical focation, potential supply-chain, community orpopulation impacts, transportation
or living-arrangements, ar'wrio have a'workforce that Hiave been disproportionally impacted by COVID-19. Partner
organizations will be responsiblé far administering the tests and tracking. and reporting test results to the
pr:ownce.

The province has distributed a three-month-supply @ of rapid tests to- partqcrpatlng organwattons and is prowdmg
training and other resources to suppart launch of the program. The:majority of sites wili use-nasal swabs, which
can be administered by non-heaith-care professionals; as théy do fiot go.as farinto the nasal cavity as the
nasopharyngeal swab that is'used for a typical COVID-19'test. Red River-Collage will support the pilot by offering
participants-a two-hour viftual training module’'on nasal swabbing and -how to conduct a rapid test,

The initial réllout includes a:number of organizations from a cross-segment of Manitoba. sectors inciuding the
Addictions Foundation of Mariitoba, Manitoba's Wildfire Service,.a'mid-size Manitoba-based agri-foods business
{(Winkler Meats), a mining operationiin northern: Mamtoba {Alamos Geld Inc.}, and a major airline: (Air Canada)

“The.opportunity for our employees to partlcspate in this important, science-based, rapid-screening initiative adds
another tool in our multi-layered approach to employee safety,” said Dr. Jim Chung, chief medical officer at Air
Canada.

Depending upon uptake and results, the.prograrn miay expand ta other industries such 2s cofistruction or’
transportation or look to implement other delivery models, such as pop-up screéning clinics at a later date.
Manitoba alsoaunchad a'second Fast Pass sitein Winkler on April 12 that expzands access to rapid testing for
school-based and child-care staff. '

“As we continué toimmunize _an'df protact more Manitobans, this rapid testing program can h'e_lp screen even
those who have been immunized 1o provide assurances 1o workforces and their employees,” said Stefanson,

For - more ’i_nfqrmati'bn on Manitoba'é- rapid'-’cesting strategy, visit www.gov,mb.ca/covid1G/testing/rapid-
testing.html.

-30- .
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Backgrounder
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Rapid_Testing_Strategic_Rollout-HSC,pdf
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MANITOBA’S RAPID TEST
SCREENING PROGRAM

Types of Tests Used in the Rapid Test Screening Program
The two antigen-based rapid tests being used for this program are:

» Abbott PanBio COVID-19 antigen test — provides COVID-19 results within about 20
minutes. The test can be. administered by either a nasal swab or the deeper
nasopharyngeal swab, '

+ BD Veritor COVID-19 antigen test — provides COVID-19 results within about 20 minutes.
The test is administered using a mid-turbinate swab, which does not go as deep into the
nasal cavity as the nasopharyngeal swab.

Red RiverC_dilege- Virtual Nasal Swab Training

Red River College is supporting the rep_i_d test asymptomatic screening strategy by offering
partner organizations a two-hour virtual training session on anterior nasal swabbing and
conducting the rapid test. The course, which was desugned in ‘partnership with the province,
provides non-health-care providers with the knowledge, practice and tools needed to safely
conduct an anterior nasal swab and use an antigen rapid test device.

Rapid Testing Screening Program for 2021 Wildfire Season

The Abbott PanBio rapid antigen test will be used to support regular asymptomatic screening
for staff working in the Manitoba Wildfire Service. Because wildfires cah occur in remote
locations throughout the province, staff move quickly througheut.communities to provide
immediate support and work out of a number of basesin re'mo,te communities. Tests will be
administered by trained program staff who have taken the new Red River College virtual
training program for the anterior nasal swab.

Client Screening Intake for Addictions Foundation of Manitoba

Beginning April 6',: Addictions Foundation of Manitoba residential drug or alcohol treatment
sites. in Winnipeg began providing antigen rapid tests for COVID-19 as part of their client-
intake processes, The BD Veritor antigen rapid test-will be administered by nurses working at
the site.

L2
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Alamos Gold Lynn Lake Mining Operation Workforce Screening Program

The Alamos Gold Lynn Lake project is '!ocate‘d in northern Manitoba and consists of two
primary sites just east of the town of Lynn Lake. A nurse has been hired to offer workers the
BD Veritor antigen rapid-test beginning April 6.

Winkler Meats Workforce Screening Program

Winkler Meats is a Canadian mieat producer based out of Winkler and distributes products to
Western Canada-and Ontario. The site will begin offering workers the Abbott PanBio-antigen
rapid tesl beginning April 12, Tests will be administered by trained staff who have taken the
new Red River College virtual training program for the anteérior nasal swab.

Air Canada Workforce Screening Program

Air Canada will begin offering rapid-tests to staff using a self-administered nasal swab for the
BD Veritor antigen rapid test beginning the end of April. THis.approach is consistent with other
Air Canada programs currently in place in ether jurisdictions.

Fast Pass Sites

Manitoba began offering school-based and child-care staffthe option of seeking asymptomatic:
testing at the Fast Pass site at 1066 Naim Ave. in Winnipeg on March 22. A second Fast Pass
site opened Apiil 12 at 485 George Ave. in Winkler. Similar to the Winnipeg Fast Pass site, the.
Winkler site offers asymptomatic and symptomatic testing for eligible individuals. Fast Pass
sites use the Songbird Hyris bCUBE PCR test. More details on Fast Pass sites can be found at
www.goy.mb.ca/covid 19/testing/rapid-testing.htrl.
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COVID-19 ENFORCEMENT UPDATE

The Manitoba.government is providing an update on.ongeing enforcement efforts to:protect Manitobans

from the spread of COVID-19,

Atotal of 121 warnings and 21 tickets were issued for the week of April 121018 :ncludmg
14 $1 296 tlckets to- |nd1wduals for varlous offences,

-+ four $5,000 tickets o buslness, and

. thirée $5,150 fickets:to'individuals underthe fedéral quarantine act..

Eight of the 14 $1,296 tickets issued last week were in relation to gatherings in private residences.or
outdoofs: '

Officials advise that security personnel from Commissionaires Manitoba are now greeting tavellers arriving

-at'the Winnipeg Inteinational Airpert to-advise. o Manitoba's self-isolation requirements; distribute public
health materlals and-answer basic quiestions about-public health arders.

‘Officials note that most Manitobans are doing théirpart to reduce the spread.of COVID:19 and are following
‘the fundamentals. However,; education and enfercement ¥émain nécessary in some-instances. The public’is

remirided that dbusive and aggressive-behaviour will not be tolerated, and criminal offences will be reported
to police and investigated.

Enforcement officials continue'to work_with-»businesses to provide guidance and the majority. of interactions

are educatlonal in nature.

Ma nltobans are urged to continye.reporting compliance and enforcement issues by viSltmg
ww,mamtoba,ga/ggyl 19 and completing. thereporting form, or by calling 204-945-3744 or {toll-free) 1-

‘866-626-862.and pressing optien three on the call menu.

Almaest 3,300 personnel across various agendies are empowered to enforce public health-orders to protect

Manitobans. This includes RCMP, law enforcertient agencies; provindial émployees and municipal partners,

such asthé City of Winnipeg,

Since enforeément efforts began in April 2020, a total of 2,804-warnings and 1,180 tickets. have been.issued;
resulting in mere than $1.6 milkon in‘fines.to businesses and’ individuals.

Updated enforcement statistics dre now posted online weekly at
https://manitoba.ca/epenmb/irfornb/departménts/index,html#cdr.

Additional data related-to COVID-13, including data on-enforcemeant, vaccines, cutbreaks as well &s some.
downloadable.and historic datz, can be-found at httpsi//geonortal gov.mb.ca/.

In additicr to a $298 fine for not wearing a mask in indoor publit places, fine amounts for violating public
health.orders have beenset at'$1,296 for tickets issued to mdxwduals, including sole proprietorships and
partnetships,.and $5 000 for tickets |ssued to corperatjons.

hitps://rews.gov.mb.ca/news/index.himi?item=511448&posted=2021-04-20 12




4/22/2621 -Province of Mariitoba | News Releases | COVID-19 Enforcement Update

The Manitoba government is taking strong action to. protect Manftobans and enst
Current orders under the Public-Health Act are. available at?

-
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Tweets -by @MBGovidewns.
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Our recovery staris at home.

Stay Safe — Safe at Home Manitoba
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Stay Safe

Manitobans have been tackling the challenge of COVID-19 for over a year now. We know the past year has-been difficult.
We've all had to adjust to the new normal to-help keep:oursélves and our loved ones safe. We’ve not seen our friends and Tamily
as much we want to. We've nil missed ouf on activities and events that used to bring us together. It’s 1mportant to recognize
what we’re feeling, and it’s also important t to know that our collective effort has helped keep people safe and helped onr Lealth
care workers by keéping case counts lower.

™ With thousands of people being: vaccinated daily, we know that ive have reason for optimism. 1t’s important to continue todo a
bit more of whai’s been wmkmg for a litfle longer. That mcans kéeping contacts to a minimum and staying home as much a
possible and when we enjoy our fabulous Manitoba summer outside, that we do that saféely as well. With & last push of us all

working together, we’ll be able to get ‘through this.

hitps://www.safeathoinemb.ca/stay-safe/
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For up-to-date information on COVID-19 in Maniteba, please visit Manitoba.ca/c

'Learn more about Manitoba’s Iargest-ever immunization effort-and find out when it’s your turn to be vaccinated at:
hitps://protectmb.¢a/

Stay safe, focus on the fundamentals
"You.can réduce your risk and help prevent the spread of COVID-19 by -ado_p’ting'these'-fundamenta].;habits‘:'

» Check yourself for symptoms every day.

Stay home when you-are sick.

Get tested if you have symptomis of COVID-19.

Wash your hands or use alcohol-based hand sanitizer frequently:

Cover your cough or.sneeze.

Maintain social {physical) distancing.

Wear a mask when social (physical) distancing is not possible.

When enjoying the outdoors with groups from outside your household distance and wear a mask when
distancing is not possible.

L]

Manitoba public health officials have also issued public health orders to help reduce the risk and prevent the
-spread of COVID-19, Please visit the State of Emergency page to see how these orders affect you.

~Mental health

We all feel stressed or-anxious from time fo time, and these feelings may be-amplified by the COVID-19
pandemic. You may. be expériencing: '

- Fear of getting sick with COVID-19 or of making others sick.

Worry about finances or shopping safely for essential items.

Conflict with family or friends over: differences in risk comfort levels;
Sadness about being isolated from loved ones.

Take care of your mental health. Start preparing now: for how your emotions may affect you later: It’s normal to
have. feelings of sadness or. dlsappomtmem about. your change in routine, your finances or your social life.

Under the cutrent conditions, it’s okay to avoid con_tact with others outside your household to protect yourself;
your family and your community.

If you live alone, GOnSi’d@f_:ho_ldihg a virtual gathering with friends, family or ‘another liousehold. You may also
visit with one person with whom you regularly interact at your home or theirs.

The outdoors-has been a refuge for many during the pandemic. Canadians have been gettmg outside for exercise.

~~and lower-risk socializing with iriasks and social distancing, Dress well, follow gathering size limits and other
publlc health measures, and the outdoors can be an excellent way to itnprove your mental health and well -being
all winter long.

https:/www.safeathomemb.ca/stay:-safe/ 3/4
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‘Mental Health Virtual Therapy o o
Learn more and sign up at www.manitoba.ca/covidi 9/bewell/virtualtherapy.hitml
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_Kiinic Crisis Line | |
"04-786-8686 or 1-888-322-3019 (TTY 204-784-4097)

Manitoba Suicide Prevention & Support Line
1-877-435-7170 (1-877-HELP170)

Kids Help Phone:
1-800-668-6868

Manitoba Addictions Helpline
1-855-662-6605 http://mbaddictionhelp.ca/

Klinic Sexual Assault Crisis Line
204-786-8631 or 1-888-292-7565 (TTY 204-784-4097)

‘Manitoba Farm, Rural & Northern Support Services
supportline ca - online counselling
1-866- 367~3”76(hours Mon-Fri, 10 a.m. to 9 p.m.)

First Nations and Inuit Hope for Wellnéss Help Line
1-855-242-3310

i~ .._Lanada ca/Coronavirus has a wide range of immediate mental health and substance use resources and supports:
ior Canadians, including the-online Wellniess Together Canada portal. This portal can lielp Manitobans
experiencing a range of common feelings like:

A sense of being socially excluded or judged.

Concern about your children’s education and well-being.

Fear of getting sick with COVID-19 or of making others sick.

Worry about losing your job, not being able to-work or finances,

Fear of being apart from loved ones due to isolation or physical distancing.
‘New or increased desire to use alcohol or other substances.

Latest Updates
Hello world!
Accissibility Disclaimer Copyright Privacy.

Facebook Flickr Tywitter Youtube

hf,t;js://ww.safeathbm‘e’mb.cz_nlslay—.safe/’ ‘444
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Mental Health Virtual Therapy Now Expanded

The COVID-19 pandemic brings a high-level of stress-and’ anmety as it rapidly changes the way we work, sonal:ze and
live. Mental health virtual therapy can heip Manitobans age 16 or older who are coping with mild to. moderate

symptoms.of anxiety and now Iricludes two free counselling sessions.

NEW: Two-session virtual ¢ounselling

Starting October 13; every Manitoba resident age 16 or-older have access to up to two free-counselling sessioris with a

tralned professional at Morneau Shepell.

To book your-first session; calltofl free 1-844-218-2955. Counselling sessions can be by video dr telephone, as:

preferred. Sessions ere offered inmultiple languages.

Sign up for the AbilitiCBT program now

AbilitiCBT is a free digital therapy program from.Morneau shepell, available 1o .all residents of Manitcba age 16 or
older experiencing: mllcl to moderate symptoms of dnxiety due to the pandemic. So far, over 4,000 Manitokans have.
;lg[led up for the service in the last 6. months.

Kids Help Phone is available to those under 16 years of age.

What to expect at signup With AbilitiCBT program

You iill be redirected to the AbiflitiCRT hame page to'sig:h'- up in English-or French.

You will nead to enter your email and create a password to access the program.

Next, you will be asked 10 complete th‘e.h‘éalth's'cre"enin_gdtiestioh‘naire anline,

After you'sign up, you will receive a welcome email oQtlinTng_yoqr-next steps, including:
Connecting with a proféssional theragist, by phane.orvideo

Moving through 10 strisctured moduies

If you prefer towork from your smartphane or tablet, download the AbilitiCBT app.

About the AbilitiCBT digital therapy program

Cognitive behavioural therapy (CBT)is one of the most effect:ve forms of therapy. AbilitCRT by Morneau Shepell is a
free online digital therapy program available to Manitoba residents age160or alder experiencing miid to moderate

hltpsa?lew.fhamtoba ca/cavid19/bewell/print, virluaitherapy.btmi

AB2426
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symptors of anxiety and depression due to the pandemic. Its free; confidential and accessible at har
computer, smartphonie or fablét.

“You do not need to be référred by a docter to use AbiltiCBT: ‘You will be able to connect to.a professional therapist
‘trained-to help you dealwith:

pandemic challenges
the state of Uncertainty
physical isctation
care for family and ‘community members
information overload
stress management
AbHitiCBT can help )'/ou:
Learn what anxlety is ahd how it affects your emations, mind, body &nd behaviour.
Reduce anxiaty by learning cognitive behaviaral therapy skills and using thern to change responsesto triggers.
Develop coping strategies to'track and reduce anxiety and better manage daily activities,
AbilitiCBT overview video.- Manitoba
How AbilitiCBT works.
The AbilitiCBT programm starts:by assessing your needs through an online questionnaire and.consultation with a
_professianal therapist --‘either by phone or video ¢hat.
“Then, you mave through 10'modules, at your 6wn pace, while-the therapist tracks and frionitors your progress.
There will be scheduted check-ins along the way to make syre you're getting the teip you need. You.can connect with
your therapist over the phone, via:chat, or through a video check-in.
Why.use AbilitiCBT
It's canfidential
R it works and is clinically effective

It's supported byexperts
It's accessible from home
It's free and convenient

hitps:/Avww.manitaba:ca/covid 1 9/bewallfprint virtuaitherapy:htmi
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Not:quite ready for therapy? Review these self-guided resources to support your total well-being.

Resources
Y Fraquently Asked Quastions
PartnerToolkit

Self-guided resources to support your fotaj well-being

Therapistsin Manitoba:)oin the Morneau.shepell Team

Morneau Shepell is recruiting professional therapists té support Manitabans struggling with COVID-19-related-anxiety.
Visit their website for information aboutthe role and How t6-apply.

‘manitoba.ca | 1-866-MANITOBA

https:/Awww.manitoba:calcovid 19/bewelliprintvirtialtharapy:html a3
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February 22, 2021

PROVINGE EXPANDS SAFE AT HOME MANITOBA PROGRAMMING, UNVEILS REVAMPED COVID-19
PUBLIC. AWARENESS CAMPAIGN TO PROTECT MANITOBANS

jnnovative Programs to Help Keep Manitobans Active and Erigaged While Staying Safe at Home: Cox
-and Roussin

The Safe at Home Manitoba grant has been expanded to support more than 300 projects totalling $5 million o
help Manitobans stay active and-engaged while adhering to public health orders, Sport, Culture and Heritage
Minister Cathy Cox announced today, joined by Dr. Brent Roussin, Manitoba's chief provincial public health officer,
as'the province unveiled‘a revamped public awaréness. campmgn to protect Manitabans from the.spread.af
CovID-18.

*Tha Safe at Home Manitcba program has been a tremendous success inhelping to improvethe quality of life-for
many Manitabans: in all reglons of the province, whlle helping us stop the spread of COVID=19," said.Cox. “This
pandemicis far from over, which is why it is so impartantthat we continue to-affer ways for Manitobans to stay
‘safe-af hame'. We.are praud to expand this inriavative and creative initiative to offer.over 300 virtual programs to
- fun throughout the winter months to keep Manitobans busy, active, entertained and, most impoitantly, safer”

Dueé'to high demand and the success of the initial launch of Safe-at Home Manitoba, the province invested an
additicha! $2 million to provide a total of $5 million for a wide variety ofManitoba organizations, friunjcipalities,
iocal businésses and-individual artists providing free, in¢lusive programming such as live streaming:of the
performing arts, at-home fitness, cooking classes, art programs for chiidren, and.resources for seniors, Indigenaus
youth, newcorners-and vuinerable Manitobans. the miinister noted.

Additicnally the province is 1aunch|ng phase two of its Safe at Home advertising campaign, which-encourages
Manitobans to-continue their- efforts to bend Manitaba's COV!D curve-down by fo!lowmg pubhc health advice and
staying-safe athgme as often as they can: These messages are supported with riew ‘Resist! public health messages
that remind Mamtobans of the importance of following the fundamentals especially as.the provinge bégins to
cautiously réstart the economy.

“As we look to gradially foosen restrictions and allow Manitabans to get back to'dalng some of the things they
love and have missed, it:is crucial that we continue to-follow the fundamentals.and avoid activifles that are known
to CAusé the greatest risk - close-contact settings, crowded places and closed spaces,” said Roussin. “T he Safé at
Home Manitoba programs provide the opportunity for Manitobans-of all ages to stay active, healthy and engaged;
while protecting themseives, their loved cnes.and their-community.”

The, province has |nuest9d over $440,000 in the Saf° at Home advertising campazgn, which bégan in November
and will run unti| the-end of March. The campaign's include a mix of digital and sacial ads, as well as radio and’
telev;smn commercials. The Manitoba govérnmeént wili continue to-prioritize edycating the public.on the risks of
COVID-19, the minister noted.

The tiew.ads can bé vieved at www.youtube.com/playlist?list=PLvgXTqeYDg_di2BWPErAR_MvOyZ-8G.

For more infarmation.on the various online programming, visit the Safe at,Home Mariitoba website at
www.safeathomembica. New activities and events are being added regutarly. The-zpplication deadline for Safe at
Home Manitoba projects is now closed.

-30-
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backgrounder A
™, Backgrounder Information - https://www.gov.mb.ca/asset_litrary/en/newslinks/2021/02/8G-
safe_at_Home_Update-SCH-CPPHO.pdf

manitoba.ca | 1-866-MANITOBA
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