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The planning activities for Syrian refugee resettlement remain fluid and dynamic and it is likely 
that aspects of this annex will evolve as the process progresses. Updated versions of the 
annex will be issued as required. 

This annex was developed in partnership with Public Health Ontario. 

This annex builds on information provided in the Ontario Health System Action Plan: Syrian 
Refugees. It outlines more detailed information about public health management of infectious 
diseases for Syrian refugees who are resettling in Ontario. 

This document contains information on the following: 

• Routine case and contact management in Ontario; 
• Routine surveillance for Syrian refugees; 
• Recommendations regarding TB screening; 
• Considerations for case and contact management in congregate living settings such as 

Interim Lodging Sites (ILSs); 
• Table 1: Summary of case and contact management by disease/condition; 
• Table 2: Diseases and conditions by likelihood of occurring and public health impact. 

Routine case and contact management in Ontario 
• In Ontario, infectious diseases that are deemed to be reportable under the Health 

Protection and Promotion Act (1990) are listed in Ontario Regulation 559/91.  
• As outlined in the Health Protection and Promotion Act, 1990, health care professionals, 

health institutions and laboratories within Ontario have a duty to report to the local medical 
officer of health any individual who accesses care in Ontario who they know or believe has 
a reportable disease.  

• Case and contact management is a core public health action to control and prevent 
infectious diseases and protect the health of the population.  

http://www.ontario.ca/laws/regulation/910559
http://www.ontario.ca/laws/statute/90h07
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• Case management involves ensuring individuals diagnosed with reportable diseases are 
provided with the appropriate information about their disease, treatment, measures to 
prevent transmission to others and follow up. Interviews with cases can also assist with 
identifying outbreaks when common exposures are identified among the cases. 

• Contact management is appropriate for some reportable diseases and involves identifying 
individuals who may have been exposed to the reportable disease and providing follow up 
and interventions as appropriate. Follow-up and interventions may include counseling 
about signs and symptoms and what to do if these develop, laboratory testing for the 
disease, antibiotic prophylaxis and/or immunoprophylaxis (vaccination and/or immune 
globulin, as appropriate). 

• Local boards of health are responsible for ensuring appropriate case and contact 
management is completed.  Local public health units complete case and contact 
management as outlined in the Ontario Public Health Standards, 2008 and Ontario 
protocols. 

• Information obtained from cases and some contact information is entered into the 
integrated Public Health Information System (iPHIS). Information about cases forms the 
basis of Ontario’s surveillance system that establishes the baseline rates for reportable 
diseases and assists in determining when an outbreak may be occurring because baseline 
rates are exceeded. 

• Health care professionals and public health units are required to work together to ensure 
the appropriate testing, treatment and follow up is complete for cases of reportable 
diseases in Ontario. 

Routine surveillance for Syrian refugees 
An Enhanced Surveillance Directive will provide public health units with information on how to 
identify reportable diseases occurring in Syrian refugees.  

Recommendations regarding TB screening 
Refugees from Syria do not require routine screening for latent tuberculosis (TB) by primary 
care providers just because of their refugee status. Syria, Lebanon, Jordan and Turkey are not 
considered high incidence countries for TB. In addition, as part of their Immigration Medical 
Examination by Citizenship and Immigration Canada, all Syrian refugees will have undergone 
an assessment for active TB, including a chest-X-ray for those 11 years of age and older.  

However, as per usual care, clinicians should be advised to assess for signs and symptoms of 
pulmonary and extra pulmonary tuberculosis on history and physical exam and conduct the 
appropriate diagnostic tests should the history or physical exam suggest tuberculosis 
(including a chest X-ray and obtaining three sputum samples for smear and culture). (See 
Chapter 3, Canadian Tuberculosis Standards)

http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/ophs_2008.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/ophsprotocols.aspx
http://www.respiratoryguidelines.ca/sites/all/files/CTB_Standards_EN_Chapter 3.pdf
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In addition, as per usual care, testing for latent TB would be indicated in Syrian refugees who 
have conditions that increase their risk of progression from latent to active TB as highlighted in 
Tables 1 and 2 of Chapter 6 of the Canadian Tuberculosis Standards, particularly if they are a 
candidate for treatment of latent tuberculosis. Additional information on the management of 
people new to Canada can be found in the Chapter 13 of the Canadian Tuberculosis 
Standards. Table 1 of Chapter 13 provides information on those at increased risk for TB 
exposure and/or latent TB infection, including the risk in immigrants from countries with high 
TB incidence. 

Rationale 
Since 2009, the World Health Organization (WHO) definition of a high incidence country for 
tuberculosis has been based on all forms of active TB, and not just smear positive active TB, 
as was done previously. Based on the current definition, the cut off for a high incidence country 
is 30 per 100,000 using a 3-year average. Guidelines only recommend routine screening in 
new immigrants from high incidence countries. (see Chapter 13, Canadian Tuberculosis 
Standards for additional details). 

Based on 2014 WHO reports of new and relapsing active TB, the TB rates in Syria were 
17/100,000 in 2014 with a decreasing trend.  Rates in Turkey, Lebanon and Jordan were 
reported as 18/100,000, 16/100,000 and 5.5/100,000 respectively.  

References 
Canadian Tuberculosis Standards, 7th Edition, 2013 
World Health Organization – Tuberculosis Country Profile 

Considerations for case and contact management in congregate living settings 
such as Interim Lodging Sites (ILSs) 
The management of cases and contacts in congregate living settings follows the general 
recommendations for case and contact management, as outlined in the Routine case and 
contact management in Ontario section above and in more detail in the associated protocols 
and reference documents. However, because of the nature of congregate living settings, which 
may involve communal sleeping arrangements, common meals in shared eating environments 
and shared washroom facilities, certain challenges may be encountered in case and contact 
management. This may include the following:  

• difficulty isolating infectious cases;  
• challenges with dedicating washroom facilities to cases with gastroenteric illness to 

prevent transmission; 
• determining who should be considered contacts;  
• larger numbers of contacts than usual; 
• lack of immunization records should vaccination of contacts be required; 

http://www.respiratoryguidelines.ca/sites/all/files/CTB_Standards_EN_Chapter 6.pdf
http://www.respiratoryguidelines.ca/sites/all/files/CTB_Standards_EN_Chapter 13.pdf
http://www.respiratoryguidelines.ca/sites/all/files/CTB_Standards_EN_Chapter 13.pdf
http://www.who.int/tb/country/data/profiles/en/
http://www.respiratoryguidelines.ca/tb-standards-2013
http://www.who.int/tb/country/data/profiles/en/
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• potential need to immunize large numbers of people; 
• logistical challenges such as laundry and showering facilities for managing scabies. 

Although not a risk for communicable diseases, bed bug infestations are a possibility in a 
congregate living setting. Strategies should be instituted to detect bed bug infestations as early 
as possible (e.g. regular inspections of beds and bedding, early detection of bites by health 
care providers). Should bed bugs be detected, management of the living environment will 
require involvement of a pest management company and a coordinated effort to prevent 
introducing the bed bugs to other locations as people move from the congregate living setting. 

Head lice may also be introduced into congregate living settings and require management to 
prevent further spread. Head lice do not pose a communicable disease risk. 

Collaboration among local and provincial public health officials and health care providers 
working in the congregate living setting will assist with managing the public health challenges 
that may arise in congregate living settings. 

The following outlines some general considerations regarding case and contact management 
in congregate living settings based on modes of transmission of different infectious diseases.  
Infectious disease-specific considerations can be found in Table 1. Table 2 provides an 
assessment of the likelihood of these diseases occurring and their potential public health 
impact should they occur. 

1. Case management 

a. Airborne transmission 

Management of diseases spread by the airborne route (i.e. measles, tuberculosis, 
varicella) would require isolating the patient from others, which may not be possible 
in a congregate living setting. This would require the case to be removed from the 
congregate living setting to a location where isolation is possible. 

b. Gastrointestinal diseases and diseases spread by the fecal-oral route 

Management of cases of gastrointestinal infectious diseases (e.g. norovirus, 
rotavirus, salmonella, shigella, verotoxogenic  E. coli) and other diseases 
spread by the fecal-oral route (e.g. hepatitis A, hepatitis E) to prevent transmission 
to others may require a number of measures. Such measures could include:  

• removing the individual from the congregate living setting;  
• isolating the case within the congregate living setting and dedicating 

washroom facilities for them;  
• providing enhanced access to hand hygiene for the case; or  
• enhanced environmental cleaning with a particular focus on cleaning of 

washrooms. 
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c. Droplet transmission 

Cases of diseases spread by the droplet route (e.g., influenza, mumps, rubella, 
pertussis, meningococcal etc.) may be managed in a variety of ways depending 
on the disease and circumstances. Options include: 

• removing the individual with the infection from the congregate living setting; 
• isolating the individual within the congregate living setting;  
• housing ill individuals with similar symptoms together in a separate location 

(cohorting);  
• advising ill individuals to remain two metres away from others and/or advising 

ill individuals to wear a mask if close contact with others cannot be avoided;  
• enhanced hand hygiene and environment cleaning would also be important 

for diseases such as influenza. 

d. Direct Contact 
Diseases such as scabies, impetigo and staphylococcal skin infections require 
immediate treatment and avoidance of direct contact with others until the case is no 
longer infectious.  The bedding and clothing of people with scabies require 
laundering or removing from any body contact for at least three days. Cutaneous 
diphtheria requires isolation and treatment with antitoxin and antibiotics. 

Bed bug bites should be considered in the differential diagnosis of people with skin 
lesions. 

Head lice may also be a concern in congregate living settings. 

2. Identification and Management of Contacts 
a. Airborne transmission 

Compared to the usual household, a larger number of contacts may be exposed to a 
person with an airborne infection in a congregate living setting. For diseases such as 
measles and varicella, where post-exposure prophylaxis (vaccination and/or 
immune globulin, as appropriate) is possible, rapid identification of exposed contacts 
would be required in order to provide post-exposure prophylaxis in a timely manner 
to those who are susceptible. For example, post-exposure prophylaxis for measles 
requires offering measles-containing vaccine within three days of exposure (if no 
contraindications to a live vaccine) or serum immune globulin within six days of 
exposure.  Providing immunization to all susceptible individuals (with no 
contraindication to a live vaccine) in the congregate living setting, even if beyond the 
time frame for post-exposure prophylaxis, may prevent further transmission of the 
vaccine-preventable infection.  Determining susceptibility in the contacts may be 
difficult due to the lack of immunization records. This could result in a large number 
of contacts requiring post-exposure prophylaxis. 
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Active tuberculosis (TB) among refugees is unlikely, as all refugees will have been 
screened for TB before arrival in Canada. The screening involves a chest X-ray for 
those 11 years of age and over. In the unlikely event of an active case of TB in a 
congregate living setting, the numbers of contacts requiring screening via tuberculin 
skin test may be larger than usual. In addition, some of the contacts may be skin test 
positive due to previous TB exposure or BCG vaccination, complicating the 
management of contacts and determining the extent of contact tracing to be 
conducted. 

b. Gastrointestinal diseases and diseases spread by the fecal-oral route  

One or more cases of gastrointestinal infection (especially due to highly infectious 
agents such as norovirus and rotavirus), or other diseases spread by the fecal-
oral route (e.g. hepatitis A, hepatitis E) may indicate an outbreak. Outbreaks in 
congregate living settings may occur because of common meals or because of 
person-to-person transmission. Enhanced surveillance among exposed individuals 
would be required. Additional preventive measures included enhanced 
environmental cleaning, particularly of shared washrooms, and careful attention to 
hand hygiene. 

In the event of a hepatitis A case in a congregate living setting, contacts who 
shared washrooms with the case would be offered post-exposure prophylaxis 
(vaccination and/or immune globulin as appropriate). If the case prepared food for 
others or if a food item was suspected as the potential source of hepatitis A, post-
exposure prophylaxis would be offered to those who ate the implicated foods. 
Consideration would be given to whether all individuals in the congregate living 
setting should be vaccinated. 

In the very unlikely event of a polio case, which would be considered a public health 
emergency, contact identification and management would be guided by an outbreak 
management team. 

c. Droplet transmission 
For vaccine-preventable infectious diseases such as mumps and rubella, post-
exposure prophylaxis is not recommended. However, to prevent further spread in a 
congregate living setting, vaccinations would be offered to all those who are 
susceptible. Determining susceptibility in newly arrived refugees may be difficult due 
to the lack of immunization records. This could result in a large number of people 
being offered vaccination. 

For pertussis, the focus of prevention efforts would be to protect infants less than 1 
year of age since they are more likely to suffer complications from pertussis. The 
recommendations to provide antibiotic prophylaxis to persons in exposed household 
settings where there are high risk contacts (infants less than 1 year of age and 
pregnant women in their third trimester) will need to be adapted to the congregate 
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living setting. This may involve recommending antibiotic post-exposure prophylaxis 
for exposed high risk contacts or for exposed individuals who are in regular close 
contact with high risk contacts. In addition, to prevent further spread in a congregate 
living setting, pertussis vaccinations would be offered to all those who are not fully 
immunized. Due to the lack of immunization records, this could result in a large 
number of people being offered vaccination. 

In the event of influenza detection in a congregate living setting, enhanced efforts 
would be made to offer and promote the influenza vaccine to those who had not 
already received this season’s vaccine. Enhanced environmental cleaning and hand 
washing would be promoted. 

For invasive meningococcal disease, the recommendations for post-exposure 
prophylaxis (antibiotics and vaccination as appropriate) for household contacts and 
those who share saliva would be adapted to those living in a congregate setting. 
Those living in close proximity to the case may need to be considered similar to 
household contacts. 

Similarly for invasive Group A streptococcus, the household recommendations 
would be adapted to those living in a congregate living setting with a focus on 
offering post-exposure (antibiotics) to those with more direct contact such as family 
members and those with exposure to saliva from the case or living in close proximity 
to a clinically severe case. 

For any of the diseases discussed above, enhanced surveillance would be required 
to detect any further cases in the congregate living setting. 

Since cutaneous diphtheria has been recently reported among refugees, 
information about this infection is included in the direct contact section below. 

d. Direct Contact 

No specific interventions are recommended for contacts of impetigo or 
staphylococcal skin infections apart from watching for the development of similar 
infections. 
For scabies, concurrent application of a scabicide is required for all potentially 
exposed individual, with laundering of bedding and clothing or removing these from 
any body contact for at least three days. Shower facilities would be required for 
removal of the scabicide after overnight application. 

For cutaneous diphtheria, individuals who are similar to household contacts or 
have had close contact require cultures from their nose and throat and antibiotic 
prophylaxis, unless the cutaneous diphtheria lesion in the case is found to be non-
toxigenic.  Incompletely vaccinated contacts or those whose last diphtheria 
vaccination was more than 10 years ago should receive diphtheria-containing 
vaccine. Contacts will require careful monitoring and will be advised not to attend 



8

school, and to avoid contact with children under 7 years of age or known 
unimmunized persons, and not to provide health care or handle food until treatment 
is complete and cultures from the nose and throat are negative .Vaccination should 
be offered to all individuals in the congregate living setting who have not completed 
their diphtheria vaccination series, recognizing difficulties of assessing immunization 
history when vaccination records are not available. 

Enhanced surveillance would be required to detect any additional cases of these 
infections / infestations.  

3. Necessary resources for public health when completing case and contact 
management  

• Coordination between ILS and public health unit 
• Language services 
• Access to medical care 
• Access to testing 
• Access to treatment  
• Laboratory processing and capacity 



Table 1: Summary of case and contact management by diseases/condition 

Disease 

Routine Case 
and Contact 
Management 
Resources 

and/or Guidance 
Documents 

Special Considerations for Congregate Settings 

Mode of 
Trans-

mission   
Case 

Management 
Identificat

-ion of 
Contacts 

Contact 
Manage-ment 

Bed Bugs CDC: Bed Bugs Infestation Symptomatic 

Will require involvement of 
a pest control company and 
strategies to ensure bugs 
are not transported to other 
living environments as 
people move 

Chlamydia*

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A and 
Appendix B 

Sexually 
trans-
mitted 

Treatment and 
safer sex 
counselling 

As per usual practice 

Diphtheria*

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A and 
Appendix B 

Droplet 
and 

contact for 
cutaneous 
diphtheria  

Isolation 
recommended 

If case 
has 
toxigenic 
diphtheria 
or 
toxigenic 
status 
unknown, 
identify 
close 
contacts. 

No 
contact 
manage-
ment is 
needed if 
case has 
non-
toxigenic 

Obtain 
nasopharyngea 
l and throat 
swabs;  

Offer 
antibiotics; 

Update 
vaccination in 
close contacts 
(see Appendix 
A);  

Certain 
restrictions 
apply to close 
contacts (See 
Appendix A); 

Assess 

http://www.cdc.gov/parasites/bedbugs/
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/chlamydia_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/chlamydia_cd.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/diptheria_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/diptheria_cd.pdf
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diphtheria immunization 
history and 
offer 
vaccination to 
all individuals 
who are not 
fully vaccinated 

Emerging 
Severe 
Respiratory 
Infections*

Ontario 
Infectious 
Diseases 
Protocol: 

SARS: 
Appendix A and 

Appendix B 

MERS-CoV: 
The MOHLTC’s 
website contains 

information 
including 

guidance for 
health care 
workers and 
health sector 
employers. 

Droplet 

Identification of a case of an emerging 
severe respiratory infection requires 
immediate notification and coordination 
between local and provincial public health 
officials 

Enteric Fever*

Typhoid Fever:  

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A and 
Appendix B 

Fecal-oral; 
Food, 
water 

borne and 
person-to-

person 
Isolation re-
commended 

Case would 
likely be 
hospitalized 

Close 
contacts 
at 
increased 
risk as 
well as 
those who 
shared 
washroom 
with case. 

If a food 
item is 
implicated 
as the 
source, 
increased 
risk for 

Exclude 
asymptomatic 
close contacts 
who may have 
been exposed 
to the same 
implicated 
foods as the 
case from food 
handling, caring 
for others or 
child care until 
provision of 2 
consecutive 
negative stool 
samples taken 
at least 48

Paratyphoid 
Fever:  

Ontario 
Infectious 
Diseases

http://www.health.gov.on.ca/en/pro/programs/publichealth/coronavirus/
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/sars_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/sars_cd.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/typhoid_fever_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/typhoid_fever_cd.pdf
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Protocol: 

Appendix A and 
Appendix B 

those who 
shared 
implicated 
food  

hours apart; 

Enhanced 
surveillance of 
close contacts 
and all 
individuals; 

Enhanced 
environmental 
cleaning and 
hand hygiene   

Gastroenteriti 
s – bacterial 
and viral 

Ontario 
Infectious 
Diseases 
Protocols: 

Salmonella: *

Appendix A and 
Appendix B 

Shigella: *

Appendix A and 
Appendix B 

Yersinia: *

Appendix A and 
Appendix B 

Campylobacter 
: *

Appendix A and 
Appendix B 

Verotoxigenic 
E. coli: *

Appendix A and 
Appendix B 

Norovirus+: 

Fecal-oral; 
Food, 
water 

borne and 
person-to-

person 

Isolation or 
dedicated 
toilet 
facilities, 
enhanced 
hand hygiene 
and environ-
mental 
cleaning.  

Avoid food 
handling or 
caring for 
others 

Close 
contacts 
at 
increased 
risk as 
well as 
those who 
shared 
washroom 
with case. 

If food 
item is 
implicated 
as a 
source, 
increased 
risk for 
those who 
shared 
implicated 
food 
items. 

Enhanced 
surveillance of 
close contacts 
and all 
individuals; 

Enhanced 
environmental 
cleaning and 
hand hygiene. 

For rotavirus, 
ensure 
vaccination of 
all eligible 
infants. 

http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/paratyphoid_fever_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/paratyphoid_fever_cd.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/salmonellosis_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/salmonellosis_cd.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/shigellosis_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/shigellosis_cd.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/yersiniosis_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/yersiniosis_cd.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/campylobacter_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/campylobacter_cd.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/vtec_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/vtec_cd.pdf
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CDC: Norovirus 

Rotavirus+: 

CDC: Rotavirus

Gonorrhea*

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A and 
Appendix B 

Sexually 
trans-
mitted 

Treatment 
and safer sex 
counselling 

As per usual practice 

Head Lice CDC: Head Lice 

Infestation 

Direct 
head-to-

head 
contact 

Treatment 
with a 
pediculicide 
and nit 
removal; 

Launder 
clothing and 
bedding or 
bag for two 
weeks 

Check 
family 
contacts 
and others 
with head-
to-head 
contact 

Check for lice in 
family contacts 
and head- to-
head contacts 
and manage as 
cases if 
evidence of 
head lice found 

Hepatitis A*

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A and 
Appendix B 

Fecal-oral; 
Food, 
water 

borne and 
person-to-

person 

Isolation or 
dedicated 
toilet 
facilities, 
hand 
hygiene, 
enhanced 
environmenta 
l cleaning 

Identify 
contacts 
who 
shared 
washroom 
facilities; 

If a food 
item is 
implicated, 
identify 
those who 
ate the 
food item 

Assess 
immunization 
history; 

Vaccinate 
and/or provide 
immune 
globulin as 
appropriate to 
exposed 
individuals as 
soon as 
possible  

Consider 
vaccination of 
all individuals 
depending on 
the 

http://www.cdc.gov/norovirus/
http://www.cdc.gov/rotavirus/
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/gonorrhoea_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/gonorrhoea_cd.pdf
http://www.cdc.gov/parasites/lice/head/
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/hep_a_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/hep_a_cd.pdf
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circumstances 

Hepatitis B*

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A and 
Appendix B 

Blood-
borne and 
sexually 
trans-
mitted 

Safer sex and 
injection drug 
use 
counselling 
as 
appropriate;  

Avoid sharing 
personal 
hygiene 
objects; 

Refer for 
clinical 
assessment 

As per 
usual 
practice 

As per usual 
practice; 
Screening and 
vaccination of 
household and 
sexual contacts 

Hepatitis C*

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A and 
Appendix B 

Blood-
borne 

Safer sex and 
injection drug 
use 
counselling 
as 
appropriate;  

Avoid sharing 
personal 
hygiene 
objects; 

Refer for 
clinical 
assessment 

As per usual practice 

Hepatitis E CDC: Hepatitis 
E Fecal-oral 

Isolation or 
dedicated 
toilet 
facilities, 
hand 
hygiene, 
enhanced 
environmenta 
l cleaning 

Enhanced 
surveill-
ance 

N/A 

HIV* Ontario 
Infectious 

Blood-
borne and 

Safer sex and 
injection drug 

As per usual practice 

http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/hep_b_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/hep_b_cd.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/hep_c_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/hep_c_cd.pdf
http://wwwnc.cdc.gov/travel/yellowbook/2016/infectious-diseases-related-to-travel/hepatitis-e
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Diseases 
Protocol: 

Appendix A and 
Appendix B

sexually 
transmitte 

d 

use 
counselling 
as 
appropriate;  

Avoid sharing 
personal 
hygiene 
objects; 

Refer for 
clinical 
assessment 

Influenza*

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A and 
Appendix B 

Droplet 

Social 
distancing, 
masking, 
hand 
hygiene, 
respiratory 
etiquette 

Not 
required 

Offer 
vaccination to 
anyone not 
already 
vaccinated in 
the current 
season 

Invasive 
Group A 
Streptococcal 
(IGAS) *

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A and 
Appendix B 

Droplet 
Case would 
be 
hospitalized 

Identify 
close 
contacts of 
clinically 
severe 
cases 
such as 
family 
members, 
those with 
saliva 
exposure 
and those 
living in 
close 
proximity 

Provide post-
exposure 
prophylaxis 
(antibiotics) 

Leishmaniasis 
(Cutaneous 
and visceral) WHO: 

Leishmaniasis 
Vector-
borne No additional considerations required 

Malaria* and Ontario Vector- Treatment of No additional considerations

http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/aids_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/aids_cd.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/influenza_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/influenza_cd.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/gas_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/gas_cd.pdf
http://www.who.int/leishmaniasis/en/
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other vector 
borne 
diseases 

Infectious 
Disease 
Protocol; 
Malaria 

Appendix A and 
Appendix B

borne case as 
appropriate 

required 

Measles*

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A and 
Appendix B 

Airborne Isolation 
recommended 

All residents 
and staff of 
congregate 
living centre 
while the 
case was 
infectious or 
for two 
hours after 
case left 
living 
environment 

Assess 
immunization 
history and 
offer 
vaccination 
or 
immunoglobu 
lin to 
exposed 
susceptible 
individuals as 
appropriate.  

Offer 
vaccination 
for all eligible, 
susceptible 
individuals to 
prevent 
further 
transmission 

Meningococcal 
Disease 
(invasive)*

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A and 
Appendix B 

Droplet  
Case would 
be 
hospitalized 

Identify 
close 
contacts 
such as 
family 
members, 
those with 
saliva 
exposure 
and those 
living in 
close 
proximity 

Provide post-
exposure 
prophylaxis 
(antibiotics and 
vaccination if a 
vaccine 
preventable 
serogroup) 

Mumps* Ontario 
Infectious Droplet Isolation or 

avoid close
Identify 
susceptibles 

Assess 
immunization 

http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/malaria_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/malaria_cd.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/measles_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/measles_cd.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/meningococcal_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/meningococcal_cd.pdf
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Diseases 
Protocol: 

Appendix A and 
Appendix B

contact 
including 
masking, hand 
hygiene, 
respiratory 
etiquette 

in the 
congregate 
setting 

history and 
offer 
vaccination to 
all eligible, 
susceptible 
individuals to 
prevent further 
transmission 

Pertussis*

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A and 
Appendix B 

Droplet Isolation 
recommended 

Prioritize 
identification  
of exposed 
individuals 
who are or 
have 
contact with 
pregnant 
women (in 
third 
trimester) 
and children 
< 1 year of 
age 

Offer antibiotics 
to exposed 
individuals who 
are or have 
contact with 
pregnant 
women (in third 
trimester) and 
children < 1 
year of 
age.Offer 
vaccination to 
all susceptible 
individuals to 
prevent further 
transmission 

Poliomyelitis*

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A 
and Appendix 

B 

Fecal-
oral 

Identification of a case of poliomyelitis is a 
public health emergency and requires 

immediate consultation and coordination 
between local and provincial public health 

officials. 

Rabies*

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A 
and Appendix 

B 

Animal 
bite; 

Direct 
contact 

with 
saliva or 
neurologi 
cal fluid 

from 
infected 
person 

Hospitalization 

Identify 
contacts 
who may 
have 
shared 
saliva with 
the case 

Offer rabies 
vaccine and 
immune 
globulin, as 
appropriate, to 
contacts who 
may have 
shared saliva 
with case; 

Would require 
consultation 

http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/mumps_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/mumps_cd.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/pertussis_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/pertussis_cd.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/poliomyelitis_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/poliomyelitis_cd.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/rabies_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/rabies_cd.pdf
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and 
coordination 
between local 
and provincial 
public health 
officials 

Rubella*

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A 
and Appendix 

B 

Droplet 

Isolation or 
avoid close 
contact 
including 
masking, hand 
hygiene, 
respiratory 
etiquette 

Identify 
susceptible 
s in 
congregate 
setting 

Assess 
immunization 
history and 
offer 
vaccination to 
all eligible, 
susceptible 
individuals to 
prevent further 
transmission 

Scabies  CDC: Scabies 
Infestatio 
n Direct 
contact  

Treat case with 
scabicide;  

Launder 
clothing and 
bedding or 
remove from 
body contact 
for at least 
three days;  

Avoid contact 
with others until 
treatment is 
complete 

Identify 
those who 
had direct 
contact 
with case; 

Consultatio 
n may be 
required to 
determine 
extent of 
contact 
treatment 

Treat contacts 
with scabicide; 

Launder 
clothing/beddin 
g or remove 
from body 
contact for at 
least three 
days 

Schistosomias 
is (Bilharzia) 

CDC: 
Schistosomiasi 

s 

Contact 
with 

infected 
water 

No additional considerations required 

Soil-
Transmitted 
Helminths 

CDC: 
Ascariasis 

Contact/ 
ingestion 

of 
contamin 
ated soil 

No additional considerations required 

CDC: Ingestion 

http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/rubella_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/rubella_cd.pdf
http://www.cdc.gov/parasites/scabies/
http://www.cdc.gov/parasites/schistosomiasis/
http://www.cdc.gov/parasites/ascariasis/
http://www.cdc.gov/parasites/whipworm/
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Trichuriasis of 
contamin 
ated soil 

CDC: 
Hookworm 

Contact 
with  

contamin 
ated soil 

Syphilis*

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A 
and Appendix 

B 

Sexually 
transmitt 

ed Treatment and 
safer sex 
counselling 

As per usual practice 

Tetanus*

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A 
and Appendix 

B 

Direct 
contact 

with 
spores 

No additional considerations required 

Tuberculosis*

Ontario 
Infectious 
Diseases 
Protocol: 

Appendix A 
and Appendix 

B 

Airborne Isolation 
recommended 

Identify 
contacts 
with 
frequent or 
prolonged 
exposure;  

Expand 
circle of 
contacts as 
necessary 
based on 
skin test 
results 

Screen with 
tuberculin 
skin test 
(TST);  

Rule out 
active TB in 
those who 
are (TST) 
positive and 
treat latent 
TB infection 
as 
appropriate 

Varicella* Ontario 
Infectious 
Diseases 

Airborne 
and 

contact 

Isolation 
recommended 

All residents 
and staff of 
congregate 
living centre 

Assess 
immunization 
history and 
offer 

http://www.cdc.gov/parasites/Hookworm/
http://www.cdc.gov/parasites/whipworm/
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/syphilis_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/syphilis_cd.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/tetanus_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/tetanus_cd.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/tb_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/tb_cd.pdf
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Protocol: 

Appendix A 
and Appendix 

B

while the 
case was 
infectious  

vaccination 
and/or 
varicella 
zoster 
immune 
globulin to 
exposed 
susceptible 
individuals as 
soon as 
possible, as 
appropriate. 

Offer 
vaccination 
for all eligible 
susceptible 
individuals to 
prevent 
further 
transmission 

* Indicates a reportable disease in Ontario  + Reportable if occurs in an institutional setting 

http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/chickenpox_chapter.pdf
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/chickenpox_cd.pdf
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Table 2: Diseases and conditions by likelihood of occurring and public health 
impact 

Moderate likelihood of 
occurring Low likelihood of occurring 

Higher public 
health impact 

• Measles 
• Hepatitis A 

• Active tuberculosis 
• Respiratory diseases (e.g., MERS) 
• Rabies 
• Cutaneous diphtheria 
• Bacterial meningitis (invasive 

meningococcal disease, Haemophilus 
influenza type b) 

• Invasive Group A Streptococcus 
• Rubella 
• Polio 
• Pertussis 

Lower public 
health impact 

• Varicella 
• Influenza 
• Sexually transmitted 

infections 
• Skin infections/ infestations 

(e.g., scabies, bed bugs, 
head lice), cutaneous 
leishmaniasis) 

• Blood borne infections 
(hepatitis B, hepatitis C and 
HIV) 

• Gastroenteritis 

• Malaria and other vector borne 
diseases 

• Streptococcus pneumoniae 
• Tetanus
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