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Background
On December 31, 2019, an outbreak of pneumonia in Wuhan City, Hubei Province, China was reported to the
World Health Organization (WHO). This outbreak is now known to be caused by the 2019 novel coronavirus. On
February 11, 2020, the WHO announced the official name for the disease as COVID-19. On March 11, the COVID19 outbreak was characterized as a pandemic by the WHO. Worldwide, over 626 million cases have been
reported, including over 6 million deaths, and over 12 billion vaccine doses have been administered. 1 In the US,
over 96 million cases have been reported, including over 1 million deaths, and over 627 million vaccine doses
have been administered. 2 In Michigan, over 2.8 million confirmed cases have been reported, including over
39,000 deaths, and over 17 million vaccine doses have been administered. 3
Patients with COVID-19 may experience fever, cough, dyspnea, chest tightness, pneumonia, chills, new loss of
taste or smell, headache, sore throat, muscle pain, and gastrointestinal distress. Fever is defined as subjective
fever (feeling feverish) or a measured temperature of 100.4°F (38°C) or higher. Note that fever may be
intermittent or may not be present in some people, such as those who are elderly, immunocompromised, or
taking certain fever-reducing medications (e.g., nonsteroidal anti-inflammatory drugs [NSAIDS]). Healthcare
providers should consider COVID-19 for patients being evaluated with fever and acute respiratory illness.
The Michigan Department of Health and Human Services (MDHHS) is working closely with Local Health
Departments (LHDs) and the Centers for Disease Control and Prevention (CDC) during this pandemic. The
MDHHS Community Health Emergency Coordination Center (CHECC), which was fully activated on February 4,
2020, is assisting the coordination of response efforts. Bureau of Infectious Disease Prevention (BIDP) staff were
deployed to the EPI DESK to assist with guidance and communications and to liaise with State agencies.
For current Michigan information, visit www.michigan.gov/coronavirus. Several MDHHS COVID-19 Epidemic
Orders remain in effect including the October 12, 2021 Testing in Skilled Nursing Facilities, Homes for the Aged,
and Adult Foster Care Facilities and the June 25, 2021 Requirements for Prisons. The May 21, 2021
Requirements for Residential Care Facilities was revised on October 4, 2022: Amendment to Order under MCLO
333.2253 Requirements for Residential Care Facilities
CDC uses two 2 metrics to measure the impact of COVID-19 on communities and on health and healthcare
systems. Community Levels are used in non-healthcare settings while Community Transmission Levels are used
in the healthcare setting.
Community Levels help individuals and communities decide which prevention actions to take based on the
latest information. Community Levels look at three metrics: 1) COVID-19 admissions per 100,000 population in
the past 7 days, 2) the percent of staffed inpatient beds occupied by COVID-19 patients, and 3) the total new
COVID-19 cases per 100,000 population in the past 7 days. Community levels are classified as low, medium, and
or high. Additional information can be found at: https://www.cdc.gov/coronavirus/2019-ncov/yourhealth/covid-by-county.html.
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Worldwide case counts and vaccine data available at the 2019-nCoV Global Cases by Johns Hopkins CSSE:
https://gisanddata.maps.arcgis.com/apps/opsdashboard/index.html#/bda7594740fd40299423467b48e9ecf6
2

US case counts and vaccine data available at: https://covid.cdc.gov/covid-data-tracker
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Michigan case counts and vaccine data available at: https://www.michigan.gov/coronavirus/stats
2

Community Transmission Levels describe the amount of COVID-19 spread within each county and are used to
allow for earlier intervention, before there is strain on the healthcare system, and better protect the individuals
seeking medical care in these settings. Healthcare facilities should reference Community Transmission metrics
on a weekly basis to inform facility-level action in infection control interventions. Community Transmission
Levels use two metrics: total number of new COVID-19 cases per 100,000 persons within the last 7 days, and the
percentage of positive diagnostic and screening nucleic acid amplification tests (NAAT) during the last 7 days.
Transmission levels are classified as low, moderate, substantial, or high. Additional information can be found at:
https://covid.cdc.gov/covid-data-tracker/#countyview?list_select_state=all_states&list_select_county=all_counties&data-type=Risk
Guidance is subject to change as more is learned about the virus, the outbreak progression, and as CDC
recommendations are updated. For current CDC information, visit: www.cdc.gov/coronavirus/2019-ncov

Standardized Surveillance Case Definition for COVID-19
On July 13, 2021, the CDC approved the Council of State and Territorial Epidemiologist (CSTE) interim position
statement for COVID-19: “Update to the standardized surveillance case definition and national notification for
2019 novel coronavirus disease (COVID-19).” This interim position statement updates the standardized case
definition for COVID-19 and retains COVID-19 as a nationally notifiable condition. This supersedes the April 2020
and August 2020 CSTE COVID-19 interim position statements. The full position statement can be found at
https://cdn.ymaws.com/www.cste.org/resource/resmgr/ps/ps2021/21-ID-01_COVID-19.pdf

Case Classification
Clinical Criteria
In the absence of a more likely diagnosis:
• Acute onset or worsening of at least two of the following symptoms: fever (measured or subjective),
chills, rigors, myalgia, headache, sore throat, nausea or vomiting, diarrhea, fatigue, congestion or runny
nose OR
• Acute onset or worsening of any one of the following symptoms: cough; shortness of breath; difficulty
breathing; olfactory disorder; taste disorder; confusion or change in mental status; persistent pain or
pressure in the chest; pale, gray, or blue-colored skin, lips, or nail beds, depending on skin tone; inability
to wake or stay awake OR
• Severe respiratory illness with at least one of the following: clinical or radiographic evidence of
pneumonia, or acute respiratory distress syndrome (ARDS)
Laboratory Criteria
Confirmatory laboratory evidence:
• Detection of SARS-CoV-2 RNA in a post-mortem respiratory swab or clinical specimen using a diagnostic
molecular amplification detection test performed by a CLIA-certified provider, OR
• Detection of SARS-CoV-2 by genomic sequencing
Presumptive laboratory evidence:
• Detection of SARS-CoV-2 specific antigen in a post-mortem obtained respiratory swab or clinical
specimen using a diagnostic test performed by a CLIA-certified provider
Supportive laboratory evidence:
• Detection of antibody in serum, plasma, or whole blood specific to natural infection with SARS-CoV-2
(antibody to nucleocapsid protein), OR
• Detection of SARS-CoV-2 specific antigen by immunocytochemistry in an autopsy specimen, OR
• Detection of SARS-CoV-2 RNA or specific antigen using a test performed without CLIA oversight
3

Epidemiologic Linkage
One or more of the following exposures in the prior 14 days:
• Close contact* with a confirmed or probable case of COVID-19 disease, OR
• Member of an exposed risk cohort as defined by public health authorities during an outbreak or during
high community transmission.
*Close contact is generally defined as being within 6 feet for at least 15 minutes (cumulative over a 24hour period). However, it depends on the exposure level and setting; for example, in the setting of an
aerosol-generating procedure in healthcare settings without proper PPE, this may be defined as any
duration. Data are insufficient to precisely define the duration of exposure that constitutes prolonged
exposure and thus a close contact.
Vital Records Criteria
A person whose death certificate lists COVID-19 disease or SARS-CoV-2 or an equivalent term as an underlying
cause of death or a significant condition contributing to death.
Criteria to Distinguish a New Case from an Existing Case
The following should be enumerated as a new case:
• SARS-CoV-2 sequencing results from the new positive specimen and a positive specimen from the most
recent previous case demonstrate a different lineage, OR
• Person was most recently enumerated as a confirmed or probable case with onsets date (if available) or
first positive specimen collection date for the classification >90 days prior, OR
• Person previously reported as ‘suspect’ but now meets the criteria for a confirmed or probable case.
Case Classifications
Confirmed
• Meets confirmatory laboratory evidence.
Probable:
• Meets clinical criteria AND epidemiologic evidence with no confirmatory or presumptive laboratory
evidence for SARS-CoV-2, OR
• Meets presumptive laboratory evidence, OR
• Meets vital records criteria with no confirmatory laboratory evidence for SARS-CoV-2.
Suspect:
• Meets supportive laboratory evidence*** with no prior history of being a confirmed or probable case.
***For suspect cases (positive serology only), jurisdictions may opt to place them in a registry for other
epidemiological analyses or investigate to determine probable or confirmed status.

Work-Related Case Classification
The CSTE Occupational Health Subcommittee created a workgroup to develop standardized surveillance
guidance to improve exposure-associated classifications of confirmed or probable COVID-19 cases. Complete
definitions can be found in Appendix 2 of the Position Statement. OSHA reporting requirements can be found at:
https://www.osha.gov/coronavirus/standards#enforcement

COVID-19-associated Hospitalizations
CSTE developed a standardized definition and criteria for incident case classification of COVID-19-associated
hospitalizations. A COVID-19-associated hospitalization is defined as: a patient with a positive result on a SARSCoV-2 laboratory test (nucleic acid amplification [NAAT] or antigen test) collected from 14 days before through
three days after hospitalization (the hospital admission date would be considered day 0). The full definition can
be found at Interim-CSTE-Guidance-for-COVID-Hospitalization.pdf.
4

Patients with Persistent or Recurrent Positive Tests
Current guidance indicates that for persons who remain asymptomatic following recovery from COVID-19,
retesting is not necessary during the first 3 months after symptom onset. If there is a positive test in an
asymptomatic person within 3 months of the initial symptom date (or specimen collection date if onset is not
available), do not enumerate for surveillance purposes.
For persons who develop new symptoms consistent with COVID-19 during the first 3 months since the date of
symptom onset of the most recent illness episode, retesting may be warranted if alternative etiologies for the
illness cannot be identified. If reinfection is suspected, repeat isolation and contact tracing may be needed. The
determination of whether a patient with a subsequently positive test is contagious to others should be made on
a case-by-case basis, in consultation with infectious diseases specialists and public health authorities, after
review of available information (e.g., medical history, time from initial positive test, RT-PCR Ct values, newly
circulating variants, and presence of COVID-19 signs or symptoms). Any information on a potential re-infection,
including case investigation and contact tracing events, should be added to the previously reported case in the
Michigan Disease Surveillance System (MDSS) if it is within 3 months of the first case.
If there is a positive molecular test in an asymptomatic person more than 3 months after a person’s symptom
onset (or specimen collection date of first positive test), clinicians and public health authorities should consider
the possibility of reinfection. Until more is known, the determination of whether a patient with a positive test in
these situations is contagious to others should be made on a case-by-case basis.
Persons who develop new symptoms consistent with COVID-19 more than 3 months after the date of symptom
onset of the most recent illness episode should be retested. Persons with recurrent symptoms after the first 3
months who test positive should be considered infectious and remain isolated until they again meet criteria for
discontinuation of isolation or of transmission-based precautions.
A new, confirmed MDSS case should be created for any person with a positive molecular test after 3 months
from symptom onset date (or specimen collection date if onset is unavailable). If, in any of the instances listed
above, the person is determined to be infectious, isolation is warranted. This guidance can be found at
https://www.cdc.gov/coronavirus/2019-ncov/hcp/faq.html#Patients-with-Persistent-or-Recurrent-PositiveTests

Inconclusive Test Results

COVID-19 cases with an inconclusive or indeterminate PCR test result are classified as probable cases in MDSS.
These results indicate that only one of two gene targets were detected in the specimen. This usually occurs
when the viral levels are low and at the limit of detection. Inconclusive or indeterminate results are not the
same as ‘invalid’ results. If a test is invalid, it means the assay failed. For invalid, inconclusive, and indeterminate
results, a new specimen should be collected if clinically indicated.
If during the investigation, any of the following scenarios are found, classify as “Not a Case”
•

The same sample was retested and found to be negative OR

•

For symptomatic cases, a new specimen was collected within 10 days of their onset of symptoms and
the PCR was negative OR

•

The person has no clinical symptoms and/or no epidemiological risk for infection

If a new inconclusive result comes into MDSS for a case that was already classified as “Not a Case, Completed”
then it will be re-opened and classified as “Probable” so that the LHD can review.
If, during the investigation, any symptomatic contact is identified, a probable case is to be created in MDSS. If
the contact resides in a different jurisdiction, please add the case with any relevant notes.
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If testing is negative and concern for COVID-19 remains or the specimen was collected prior to onset, the
provider may order a repeat test. Surveillance case definitions are not intended to be used by providers for
making clinical diagnoses or determining how to meet a patient’s health needs.

Out-of-State Case Referrals
If an LHD has a confirmed or probable case in MDSS that is currently living in another state and needs to be
investigated by that state, mark the Investigation Status as ‘New’ and Case Status as ‘Non-Michigan Case.’
Update the address to reflect the out-of-state address with valid ‘to’ and ‘from’ dates, encompassing the onset
and/or referral date. This will ensure that the case is referred to the appropriate state for investigation.

Death Reporting and Investigation
The reportable condition list for the state of Michigan has been expanded to include mandatory reporting of
Deaths Associated with COVID-19 within 24 hours of identification consistent with Michigan’s communicable
disease rules and section MCL 333.5111 of Michigan’s Public Health Code. In addition, emergency rule R
325.9031 amended the definition of “infectious agent” to include COVID-19 so that physicians who have actual
knowledge of the existence of COVID-19 in the body of a deceased individual must notify funeral directors of
this fact before the body is released to the funeral director. Reporting should include deaths that are laboratoryconfirmed as well as those whose death certificate lists COVID-19 disease, SARS-CoV-2, or other related term, as
a cause of death or a significant condition contributing to death. LHDs should investigate and complete the
individual MDSS Case Report Form to the best of their ability through a proxy or medical records. In addition,
MDHHS conducts enhanced mortality surveillance to assist in identifying deaths associated with COVID-19.
On December 22, 2021, CSTE released Interim Guidance for Public Health Surveillance Programs for
Classification of COVID-19-assoicated Deaths among COVID-19 Cases:
https://cdn.ymaws.com/www.cste.org/resource/resmgr/pdfs/pdfs2/20211222_interim-guidance.pdf
Confirmed Deaths:
•

The case meets the confirmed COVID-19 surveillance case definition AND at least ONE of the following
criteria is met:
o A case investigation determined that COVID-19 was the cause of death or contributed to death
and death was indicated in the MDSS case report form
o The death certificate indicates COVID or an equivalent term (in Part I or II) as one of the causes
of death, regardless of the time elapsed since specimen collection of the confirmatory
laboratory test used to define the case
o The death occurred within (and including) 30 days of specimen collection for the confirmatory
laboratory test used to define the case and was due to natural causes on the death certificate

Probable Deaths:
•
•
•
•

The case meets the probable COVID-19 case definition AND a case investigation determined that
COVID-19 was the cause of death or contributed to the death OR
The case meets the probable COVID-19 surveillance case definition based on presumptive laboratory
evidence AND the death occurred within (and including) 30 days of specimen collection and was due to
natural causes OR
The case meets the probable COVID-19 surveillance case definition based on epidemiologist linkage and
meeting clinical criteria AND death occurred within (and included) 30 days of symptom onset and was
due to natural causes OR
The case meets the probable COVID-19 surveillance case definition based only on vital records criteria
(i.e., a death certificate that lists a COVID-19 disease, SARS-CoV-2, or an equivalent term as an
6

underlying cause of death or a significant condition contributing to death (in Part I or II) and there is no
confirmatory or presumptive laboratory evidence)
To identify COVID-19 associated deaths in the statewide dataset, two fields are reviewed: Case Disposition and
Patient Died on the case report form. If either of these two fields indicate the person has died, the death is
counted as COVID-19 associated. The Patient Status field is no longer included in the COVID-19 MDSS death
review, so it is important to mark Case Disposition as “Died” and Patient Died in the detail form as “Yes” for a
death to be identified and counted as COVID-19 associated. Special care should be taken with regards to the
field, Patient Died, as it has been mismarked in the case report form.
Note: The Case Disposition field is specifically related to the reportable disease being investigated at the time.
For example, for a COVID-19 investigation the Case Disposition status of inpatient, outpatient, or died is relative
to their COVID-19 infection. If a patient dies from COVID-19 all three fields (Case Disposition, Patient Status, and
Patient Died) should be marked in the COVID-19 case report form indicating the patient is deceased. The Patient
Status field is associated with the patient (rather than a specific reportable condition) across the entire system
potentially for multiple conditions. For example, a patient who is hospitalized for COVID-19 but a year later dies
from Hepatitis C, the Patient Status field will be updated to "Died" in all MDSS records. However, the "Inpatient"
Case Disposition status and the Patient Died Field on the case report form marked as "no" for the COVID-19
investigation should remain unchanged as the patient's death would not be considered COVID-19 related.
Death records from the Electronic Death Registration System (EDRS) for persons in MDSS are uploaded to the
notes tab. Healthcare providers should provide requested components of the patient’s electronic medical
record to the LHD to be attached to the “Notes” tab of the MDSS record. Examples of relevant medical records
include the admission history and physical (H&P), progress notes, and the discharge or death summary. If a
patient was not hospitalized at the time of death, a copy of the emergency department notes, autopsy report, or
other case summary may provide more information on the decedent’s medical comorbidities. A sample death
reporting form is provided in Appendix 3.
LHDs should also investigate suspect deaths that are residents of a high-risk facility (e.g., long-term care
facilities, jails, or prisons) or that may have exposed healthcare workers without appropriate personal protective
equipment (PPE). In these situations, testing should be encouraged, and LHDs should conduct contact tracing.
Deaths that are clinically compatible for COVID-19 but have no confirmed close contacts or residence in a highrisk facility should be investigated. An Emergency Order for handling of bodily remains, issued May 4, 2020,
instructs hospitals and funeral directors to locate a person with authority to control the final disposition of the
body of a deceased individual within 24 hours. This applies to all deaths in Michigan.

Deduplication and Case Classification for COVID-19 Cases
MDHHS is assisting LHDs with deduplication of COVID-19 cases in the MDSS Pending Work Queue. MDHHS also
periodically reviews cases and their associated laboratory results to ensure correct case classification is
recorded. If confirmatory results are merged to a probable case, the Case Status will be updated to ‘Confirmed’
and the Investigation Status will be changed to ‘Review’ if the case was already marked as ‘Completed’; if less
than 2 weeks have passed since the referral date of the ‘Probable’ case, then the Investigation Status will be
changed to New rather than ‘Review.’ A note will also be added to the Notes Tab regarding the new
confirmatory result. COVID-19-specific specific deduplication instructions can be found in Appendix 6.
For assistance with specific fields in the MDSS COVID-19 Case Report Form (CRF), an interim tip sheet with
screenshots can be found in Appendix 7.
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Multisystem Inflammatory Syndrome in Children (MIS-C) and
Adults (MIS-A)
Multisystem Inflammatory Syndrome in Children (MIS-C)
Multisystem Inflammatory Syndrome in Children (MIS-C) is a condition in children and adolescents under 21
years of age where multiple organ systems become inflamed or dysfunctional which occurs in association with
illness. As of October 3, 2022, CDC has received reports of 9,006 confirmed cases of MIS-C and 74 deaths;
additional cases are under investigation. Michigan has recorded 317 confirmed cases and less than 6 deaths.
Please see the MDHHS site https://www.michigan.gov/coronavirus/0,9753,7-406-98163_98173_104661--,00.html for additional MIS-C resources and data.
Healthcare providers and LHDs are asked to maintain a high degree of suspicion for MIS-C in pediatric and
adolescent patients presenting with symptoms similar to Kawasaki Disease or ill individuals who have been
previously exposed to a suspect or confirmed case of COVID-19. Pediatric patients have presented with
persistent fever, abdominal pain, vomiting, diarrhea, neck pain, rash, bloodshot eyes, and fatigue. Respiratory
symptoms have been present in some but are not a common finding. The cause of MIS-C is not known.
However, many children with MIS-C were infected with the virus that causes COVID-19 or had been around
someone with COVID-19.
Healthcare providers with patients younger than 21 years of age meeting MIS-C criteria should report suspect
cases to their LHD. Individuals who are being evaluated for MIS-C should be reported as both Multisystem
Inflammatory Syndrome and COVID-19 in MDSS with case investigations completed for each condition. Each
case’s status (e.g., confirmed, probable) should be based on each condition's case definition.
Case Definition for MIS-C (found at https://www.cdc.gov/mis/hcp/index.html)
•
•
•

An individual aged <21 years presenting with fever*, laboratory evidence of inflammation**, and
evidence of clinically severe illness requiring hospitalization with multisystem (≥2) organ involvement
(cardiac, renal, respiratory, hematologic, gastrointestinal, dermatologic, or neurological); AND
No alternative plausible diagnoses; AND
Positive for current or recent SARS-CoV-2 infection by RT-PCR, serology, or antigen test; or exposure to a
suspected or confirmed COVID-19 case within the 4 weeks prior to the onset of symptoms.

*Fever ≥38.0⁰C (100.4⁰F) for ≥24 hours, or report of subjective fever lasting ≥24 hours
**Including, but not limited to, one or more of the following: an elevated C-reactive protein (CRP), erythrocyte
sedimentation rate (ESR), fibrinogen, procalcitonin, d-dimer, ferritin, lactic acid dehydrogenase (LDH), or
interleukin 6 (IL-6), elevated neutrophils, reduced lymphocytes, low albumin
Additional Comments
•
•

Some individuals may fulfill full or partial criteria for Kawasaki disease but should be reported if they
meet the case definition for MIS-C
Consider MIS-C in any pediatric death with evidence of SARS-CoV-2 infection

Multisystem Inflammatory Syndrome in Adults (MIS-A)
Since June 2020, there have been several reports of multisystem inflammatory syndrome in adults. CDC has
published on cases that fit the description of MIS-A, which shows that the way the syndrome appears in adults
may be more complicated than in children. The report can be found at:
https://www.cdc.gov/mmwr/volumes/69/wr/mm6940e1.htm
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Case Definition for MIS-A (found at: https://www.cdc.gov/mis-c/mis-a/hcp.html)
•
•

•

A patient aged ≥21 years hospitalized for ≥24 hours, or with an illness resulting in death, who meets the
following clinical and laboratory criteria. The patient should not have a more likely alternative diagnosis
for the illness (e.g., bacterial sepsis, exacerbation of a chronic medical condition).
Clinical Criteria: subjective fever or documented fever (≥38.0 C) for ≥24 hours prior to hospitalization or
within the first THREE days of hospitalization* and a least THREE of the following clinical criteria
occurring prior to hospitalization or within the first THREE days of hospitalization*. At least ONE must be
a primary clinical criterion.
A. Primary clinical criteria:
1. Severe cardiac illness (includes myocarditis, pericarditis, coronary artery
dilatation/aneurysm, or new-onset right or left ventricular dysfunction [LVEF<50%],
2nd/3rd decree A-V block, or ventricular tachycardia. Note: cardiac arrest alone does not
meet this criterion.)
2. Rash AND non-purulent conjunctivitis
B. Secondary clinical criteria:
1. New-onset neurologic signs and symptoms (includes encephalopathy in a patient
without prior cognitive impairment, seizures, meningeal signs, or peripheral neuropathy,
including Guillain-Barré syndrome)
2. Shock or hypotension not attributable to medical therapy (e.g., sedation, renal
replacement therapy)
3. Abdominal pain, vomiting, or diarrhea
4. Thrombocytopenia (platelet count <150,000/microliter)
Laboratory evidence – the presence of laboratory evidence of inflammation AND SARS-CoV-2 infection
A. Elevated levels of at least TWO of the following: C-reactive protein, ferritin, IL-6, erythrocyte
sedimentation rate, procalcitonin
B. A positive SARS-CoV-2 test during the current illness by RT-PCR, serology, or antigen detection
NOTE: *These criteria must be met by the end of hospital day 3, where the date of hospital admission is
hospital day 0.

Testing Interpretation, Strategies, and Reporting Requirements
Molecular
Laboratory tests that detect SARS-CoV-2 RNA using molecular amplification detection (e.g., polymerase chain
reaction [PCR] and rapid Abbott ID NOW) are diagnostic and provide confirmatory laboratory evidence.
Antigen
Point-of-care (POC) SARS-CoV-2 antigen tests are considered diagnostic and provide presumptive laboratory
evidence (probable). Antigen tests are immunoassays that detect the presence of a specific viral antigen, which
implies current infection.
•

The FDA has granted emergency use authorization (EUA) for antigen tests that can identify SARS-CoV-2.

•

CDC has released Interim Guidance for Rapid Antigen Testing for SARS-CoV-2:
https://www.cdc.gov/coronavirus/2019-ncov/lab/resources/antigen-tests-guidelines.html

•

Rapid turnaround time can augment other testing efforts, especially in settings where RT-PCR testing
capacity is limited or testing results are delayed (e.g., >48 hours).
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•

There are increasing amounts of data to help guide the use of antigen tests as screening tests on
asymptomatic persons to detect or exclude COVID-19, or to determine whether a person who was
previously diagnosed with COVID-19 remains infectious.

•

Antigen tests have lower sensitivity than molecular tests. Negative antigen test results should be
confirmed with a molecular test when the pretest probability is relatively high, especially if the patient is
symptomatic or has a known COVID-19 exposure. Confirmatory molecular testing following a positive
antigen test may not be necessary when the pretest probability is high, especially if the person is
symptomatic or has a known exposure. When the pretest probability is low, those persons who receive
a positive antigen test should isolate until they can be confirmed by a molecular test. A molecular test
may be used to confirm or invalidate an antigen test result if the molecular test specimen is collected
within 2 days of the antigen test collection. That is, if an antigen test is positive, a negative molecular
test result can only be used to rule out infection if collected within 48 hours of the initial antigen test.

•

For specific guidance on when to repeat testing in the healthcare setting, refer to CDC’s guidance at:
https://www.cdc.gov/coronavirus/2019-ncov/hcp/infection-control-recommendations.html

•

Antigen test results from healthcare providers or laboratories that are not already reported to public
health via a pre-established mechanism (e.g., ELR transmission) must be reported using the online
antigen portal: https://newmibridges.michigan.gov/s/isd-antigen-testing-results?language=en_US

At-Home Antigen Tests
•

At-home COVID-19 antigen tests are available to the public. The kits are designed to use a selfadministered nasal swab. Currently available self-collection kits are used to detect current infection.

•

Individuals who test positive should notify their healthcare provider or local health department, follow
CDC guidance for isolation, and notify close contacts that they may have been exposed to COVID-19.
Some self-tests have an app that will automatically report results to public health.

•

A positive at-home test (i.e., not proctored) would result in a case classified as “suspect” in MDSS.

•

Public Guidance for At-Home COVID-19 Testing (Antigen Test Kit Results) can be found at:
https://www.michigan.gov/documents/coronavirus/At_Home_Testing__Public_Guidance_09142021_735381_7.pdf

Serologic
Serologic assays for SARS-CoV-2 can play a role in understanding the epidemiology of the general population.
Serologic tests are not diagnostic; they provide supportive laboratory evidence (suspect).
•

CDC released Interim Guidelines for COVID-19 Antibody Testing:
https://www.cdc.gov/coronavirus/2019-ncov/lab/resources/antibody-tests-guidelines.html

•

Serological tests should NOT inform return to work for healthcare workers or discontinuation of
quarantine for contacts. The criteria should remain test-based or non-test-based strategies per CDC
guidance. Serologic testing is not a replacement for virologic testing and should not be used to establish
the presence or absence of acute SARS-CoV-2 infection.

•

Antibody testing is not currently recommended to assess for immunity to COVID-19 following COVID-19
vaccination or to assess the need for vaccination in an unvaccinated person.

•

There is no change in PPE recommendations based on antibody results. Only assays that have been
issued an FDA EUA are considered supportive laboratory evidence. Information about the performance
for those tests can be found at: https://www.fda.gov/medical-devices/emergency-situations-medicaldevices/eua-authorized-serology-test-performance.

10

•

All persons, including unvaccinated persons who have previously tested antibody positive, should
continue to follow current prevention recommendations (e.g., physical distancing, use of masks).

Testing Strategies
CDC updated their testing strategies in December 2021. This guidance describes and compares different types of
SARS-CoV-2 testing strategies, including their intended use and applications, regulatory requirements, and
reporting requirements. https://www.cdc.gov/coronavirus/2019-ncov/lab/resources/sars-cov2-testingstrategies.html
Screening tests are intended to identify people with COVID-19 who are asymptomatic and do not have known,
suspected, or reported exposure to SARS-CoV-2. Screening helps to identify unknown cases so that measures
can be taken to prevent further transmission.
•
•

•

MDHHS has issued orders around mandated testing for specific populations including long term care
residents and staff, inmates, and state prison staff.
October 12, 2021, Epidemic Order for Testing in Skilled Nursing Facilities, Homes for the Aged, and Adult
Foster Care Facilities (rescinds May 5, 2021 order), amended October 18, 2022:
https://www.michigan.gov/coronavirus/resources/orders-and-directives/lists/executive-directivescontent/october-18-amendment-to--testing-in-skilled-nursing
January 13, 2022, Requirements for Prisons (rescinds June 25, 2021 order)

Pre-K-12 School Testing
Schools may consider broad or targeted testing of their students and staff, especially when case rates are rising,
there are known exposures within the school, there are school outbreaks, or when returning to school after
breaks and holidays.
MDHHS continues to make testing resources available to schools including COVID-19 antigen tests to be
conducted by the school, at-home tests to be distributed to staff, parents, and guardians, testing vendors to
assist with school testing, and health resource advocates to support keeping schools safe.
•
•
•

MI Safe Schools Testing Program: https://www.michigan.gov/coronavirus/0,9753,7-40698178_104699_104700_105077---,00.html
MI Backpack Home Test Program: https://www.michigan.gov/coronavirus/0,9753,7-40698178_104699_104700_105077-572622--,00.html
Questions for MDHHS-supported school testing programs can be sent to MDHHSCOVIDTestingSupport@michigan.gov

Reporting Requirements
Healthcare Providers: The January 13, 2021 Emergency Order states requirements for hospitals, laboratories,
and health professionals. As stated in this Order, all CLIA-certified laboratories in Michigan are required to
comply with prioritization criteria as promulgated by MDHHS.
Schools: As a requirement for the MI Safe School Antigen testing program, positive test results are required to
be reported using the online antigen portal. Schools that do not report results properly can impact how testing
supplies are approved. In addition, schools must report, at a minimum, COVID-19 aggregate cases in staff and
students to the LHD daily. Individual-level information for COVID-19 cases must be documented by schools,
should it be requested by LHDs.
•
•

January 13, 2021, Emergency Order for reporting, requirements for Hospitals, Laboratories, and Health
Professionals (rescinds March 23,2020 order)
Reporting requirements (updated March 31, 2021):
https://www.michigan.gov/documents/coronavirus/Revised_Reporting_Requirements__Antigen_Only_720928_7.pdf
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•
•
•

Michigan COVID Antigen Reporting (October 2021 PPT)
https://www.michigan.gov/documents/coronavirus/MI_COVID_Antigen_Reporting_737052_7.pdf
Michigan Antigen Testing Results (portal): https://newmibridges.michigan.gov/s/isd-antigen-testingresults?language=en_US
MDHHS Rapid Antigen Testing Training Series, FAQs & Resources:
https://www.michigan.gov/coronavirus/0,9753,7-406-98178_104699_104700_105077-550434-,00.html

On Monday April 4, 2022, the federal requirements for COVID-19 lab reporting results changed so that some of
the lab results that were currently being reported became optional to report. The rules may depend on the
individual CLIA facility level (Waiver, Moderate or Complex). Michigan has decided to align its reporting
requirements to the federal requirements, except for MDHHS-sponsored screening projects with MDHHSprovided tests. Those screening projects will continue to be required to send all results.
Below is a flowchart that will help to determine how the lab result reporting requirements have changed. These
changes are all optional for reporting sites to make and if any site wishes to continue to report as they have,
they may continue to do so.
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Contact Tracing and Case Investigation Realignment
On January 12, 2022, MDHHS sent out guidance via MIHAN for discontinuing universal individual level case
investigation and contact tracing for COVID-19 referrals. Nationally, state, local, territorial, and tribal health
departments have transitioned away from universal case investigation and contact tracing to a more strategic
approach of outbreak investigations and targeted case investigations. The wide availability of safe and effective
vaccines, better understanding of the epidemiology of the SARS-CoV-2 virus, and the emergence of the more
infectious Omicron variant have promoted the need for a revised public health approach. More information
about the transition away from universal case investigation and contact tracing can be found here:
https://cdn.ymaws.com/www.cste.org/resource/resmgr/covid-19/4e509e47-08ec-4e93-a7be-f301.pdf
Public health will continue to maintain COVID-19 case surveillance activities critical to describing the
epidemiology of COVID-19 in Michigan including: the number of cases and case rates by sex, age, race, and
geography, test positivity rates, hospitalizations, mortality, and breakthrough infections.
Shift to identification and mitigation of COVID-19 clusters and outbreaks
State and Local public health capacity will focus on targeted identification, response, and mitigation of COVID-19
clusters and outbreaks, especially for vulnerable populations and those associated with settings where persons
congregate like long term care facilities, group homes, jails/prisons, schools, shelters, and dormitories. This
redirection of public health resources to a focus on outbreak venues and clusters will maximize public health
outcomes in an environment of strained and limited staffing capacity. Under this model, MDHHS is formally
retiring support to LHDs for universal individual level case investigation and contact tracing. MDHHS will
continue to support LHD efforts around outbreak detection and response. LHDs may opt to continue performing
individual level case investigation and contact tracing utilizing state systems like the Michigan Disease
Surveillance System (MDSS), TraceForce, and the Outbreak Management System (OMS) as their local resources
and priorities allow.
In addition, the Council of State and Territorial Epidemiologists (CSTE) and Association of Public Health
Laboratories (APHL) support development of an interim national strategic framework to further guide and focus
SARS-CoV-2 infection and COVID-19 surveillance at State, territorial, local, and tribal (STLT) health departments.
The CSTE SARS-CoV2 infection and COVID-19 Surveillance Goals include: 1) track SARS-CoV-2 infection trends, 2)
evaluate severity of COVID-19, 3) monitor spread and detect and respond to SARS-CoV-2 infection outbreaks in
vulnerable populations, 4) conduct and advance SARS-CoV-2 genomic surveillance, and 5) share surveillance
data and adapt risk communication. Details about these goals can be found at Interim-CSTE-APHL-COVID-

Surveillance-Framework.pdf

The Michigan COVID-19 response cycle can be broken down into three key phases:
• Response – Local and state public health implement rapid response to a surge. The public may be
advised to increase masking, testing and social distancing.
• Recovery – Post-surge. No immediate resurgence predicted. Local and state public health will monitor
conditions that could lead to future surges.
• Readiness – A surge in cases is expected, with implications on severity of illness and hospital capacity.
Increased communication to the public regarding possible new risks.
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MDHHS Isolation and Quarantine general guidance
https://www.michigan.gov/coronavirus/0,9753,7-406-99891---,00.html

Case Investigation and Contact Tracing
Although universal contact tracing and case investigation are not recommended at this time, these activities
may still be necessary during outbreak detection and response, or around specific settings and groups at
increased risk. Additionally, LHDs may opt to continue performing individual level case investigation and contact
tracing utilizing MDSS, TraceForce, and OMS as local resources and priorities allow.
MDHHS Revised Contact Tracing & Case Investigation Strategy FAQ (Jan. 2022)
https://www.michigan.gov/documents/mdhhs/MDHHS_Revised_CI_Q__A_for_LHD_747235_7.pdf
CDC Guidance on Developing a COVID-19 Case Investigation & Contact Tracing Plan (Feb. 28, 2022)
https://www.cdc.gov/coronavirus/2019-ncov/php/contact-tracing/contact-tracing-plan/overview.html
Case Investigation and Contact Tracing: Part of a Multipronged Approach to Fight the COVID-19 Pandemic
https://www.cdc.gov/coronavirus/2019-ncov/php/principles-contact-tracing.html
CDC Prioritizing Case Investigation and Contact Tracing for COVID-19 (Feb. 28, 2022)
https://www.cdc.gov/coronavirus/2019-ncov/php/contact-tracing/contact-tracing-plan/prioritization.html
MDHHS Public Health Recommendations for COVID-19 Infection and Exposure
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Investigating a COVID-19 Case
•
•
•
•
•

•

•
•

•

Case referrals may come from health care providers, LHDs, laboratories, or from OMS or TraceForce.
Symptomatic contacts of a case should be entered into MDSS as a probable case. If the contact resides in a
different jurisdiction, please still add the case with any relevant notes.
Confirmed and probable cases should be advised to self-isolate immediately.
If jurisdictions utilize State Case Investigators (CI) for interviewing cases, LHDs are responsible for reviewing
cases to determine if additional public health measures must be taken, including out-of-county referrals.
If, during the investigation, it is determined that the patient is hospitalized due to the COVID-19 infection,
this should be indicated in the MDSS Case Disposition Field and under the “Hospital Information” Section of
the Case Report Form. There are many underlying conditions that may make COVID-19 symptoms more
severe, and it may be difficult to determine if the person’s hospitalization is due to the underlying condition
or due to the condition plus COVID-19 infection. If the reason for hospitalization is truly unrelated to COVID19 infection (e.g., labor/delivery, gunshot, car accident, broken bone, pre-surgical, etc.), ‘outpatient’ should
be selected for Case Disposition and the “Patient Hospitalized” question in the “Hospital Information”
Section should be marked “No”. Otherwise, the case should be marked as hospitalized.
Antigen positive cases that test negative by PCR within 2 days of the antigen test may be changed to ‘not a
case’. Antigen positive cases that test positive by PCR become ‘Confirmed’. Antigen positive cases with no
follow-up testing are ‘Probable’. Isolation is recommended for all probable cases unless PCR returns
negative on a specimen collected within 48 hours of the antigen test.
Determine when cases meet criteria for discontinuation of transmission-based precautions and isolation.
Case investigation and contact tracing in care facilities, other congregate living settings, and households with
many people may be complex but should be prioritized. Appropriate engagement with infection control and
occupational health programs is recommended. Examples include health care facilities including long-term
care facilities, group homes, shelters, correctional facilities, and crowded-multigenerational housing.
In addition to health care workers, it is important to assess interactions between residents and all staff (e.g.,
activity coordinators, food service staff, and sanitation management. Transitional case management plans
should be put in place for patients in isolation and contacts who are separated for monitoring. Management
plans should also be created for transitioning from one setting to another, such as transitions from hospitals
to acute or long-term care facilities or home isolation, or from prison and jail to parole and probation.

Additional guidance for public health management of specific cases or contacts
For those considered by CDC to be Critical Infrastructure Workers, please see:
https://www.cisa.gov/publication/guidance-essential-critical-infrastructure-workforce
COVID-19 Workplace Safety: https://www.michigan.gov/leo/initiatives/COVID-19-Workplace-Safety

Isolation is used to separate people with confirmed or suspected COVID-19 from those without COVID-19. Any

individual who tests positive for COVID-19 and/or displays COVID-19 symptoms (without an alternate diagnosis
or negative COVID-19 test) should isolate regardless of vaccination status.
•
•

Isolate at home for the first 5 days (starting with the day after symptoms began or day after test was
taken for those without symptoms); and
If symptoms have improved or no symptoms developed, return to normal activities, while wearing a
high-quality mask, for the next 5 days to protect others. A test-based strategy may be used to remove
mask earlier if the individual has two sequential negative tests 48 hours apart.

AND
•

If individual has a fever, stay home until fever free for a period of 24 hours without the use of fever
reducing medications before returning to normal activities while wearing a well-fitted mask, until the
10-day period is complete.
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OR

•

•

•

•

Isolate at home for 10 days if unwilling/unable to wear a mask

If severely ill with COVID-19 or immunocompromised, end isolation after at least 10 days / up to 20 days.
o People severely ill with COVID-19 (including if hospitalized or required intensive care or ventilation
support) and people who are immunocompromised might need to isolate at home longer.
o Serial testing may be required to discontinue isolation.
o Consult with your healthcare provider about when you can resume being around other people.

If in a high-risk setting, end isolation after 10 full days.
o In certain congregate settings with a high risk of secondary transmission and where it is not feasible
to cohort people (e.g., correctional and detention facilities, homeless shelters, and cruise ships), CDC
recommends a 10-day isolation period for residents.
o During periods of critical staffing shortages, facilities may consider shortening the isolation period
for staff to ensure continuity of operations. Decisions to shorten isolation should be made in
consultation with state and local public health.
o There are additional recommendations for these settings:
 Healthcare professionals: Guidance for Managing Healthcare Personnel with SARS-CoV-2
Infection or Exposure to SARS-CoV-2: https://www.cdc.gov/coronavirus/2019ncov/hcp/guidance-risk-assesment-hcp.html
 Patients, residents, and visitors to healthcare settings:
https://www.cdc.gov/coronavirus/2019-ncov/hcp/infection-control-recommendations.html
 K-12 Schools and Early Care and Education Programs:
https://www.cdc.gov/coronavirus/2019-ncov/community/schools-childcare/k-12-childcareguidance.html
 Child Care Setting: LARA Guidelines for Safe Child Care Operations During COVID-19:
https://www.michigan.gov/documents/lara/Child_Care_Guidelines_COVID19_726471_7.pdf
Additional information about ending isolation and precautions for people with COVID-19 can be found at:
https://www.cdc.gov/coronavirus/2019-ncov/hcp/duration-isolation.html

Quarantine is a strategy used to prevent transmission of COVID-19 by keeping people who have been exposed
to someone with COVID-19 apart from others. Quarantine guidance may be adjusted to respond to and control
outbreaks within unique settings as needed. Local communities and individuals should work with their local
health departments for outbreak response and follow additional quarantine recommendations as situations
dictate to maintain a safer environment for community members.
•

Individual is exposed to someone who is positive for COVID-19, regardless of vaccination status:
o Monitor symptoms for 10 days; and
o Test 5 days after exposure and if symptoms develop; and
o Wear a high quality mask for 10 days from the date of last exposure to protect others (home
quarantine is an alternative for those who are unable or unwilling to mask); and
o Avoid unmasked activities or activities with higher risk of exposing vulnerable individuals** for 10
days from the date of last exposure

16

**Activities with higher risk of exposing vulnerable individuals may include activities with those who are
immunocompromised or other high-risk individuals, and social/recreational activities in congregate settings, or
when community levels are high.
All Exposed Contacts Should Take Precautions until Day 10
o The date of last exposure with someone with COVID-19 is considered day 0.
o For 10 days, watch for fever, cough, shortness of breath, or other COVID-19 symptoms. If symptoms
develop, isolate immediately and test. Continue to isolate until test results are received. If positive,
follow isolation recommendations. If negative, continue with applicable quarantine recommendations.
o If a mask cannot be worn, home quarantine for 10 days. A Test to Stay protocol may also be developed
in partnership between school and LHD. Avoid travel.
o Avoid people who are immunocompromised or at high risk for severe disease (e.g., nursing homes).
Quarantine in High-Risk Congregate Settings
o

o

In certain congregate settings that have high risk of secondary transmission (such as correctional and
detention facilities, homeless shelters, or cruise ships), CDC recommends a 10-day quarantine for
residents, regardless of vaccination and booster status.
During periods of critical staffing shortages, facilities may consider shortening the quarantine period for
staff to ensure continuity of operations. Decisions to shorten quarantine in these settings should be
made in consultation with state and local public health.

Healthcare Personnel with SARS-CoV-2 Exposure
• Interim Guidance for Managing Healthcare Personnel with SARS-CoV-2 Infection or Exposure to SARS-CoV-2
(updated September 23, 2022): https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-riskassesment-hcp.html
• Interim Infection Prevention and Control Recommendations for Healthcare Personnel During the COVID-19
Pandemic (updated September 23, 2022): https://www.cdc.gov/coronavirus/2019-ncov/hcp/infectioncontrol-after-vaccination.html
Guidance for K-12 School Settings
The CDC provides guidance on mitigation measures for schools (Updated October 5, 2022):
https://www.cdc.gov/coronavirus/2019-ncov/community/schools-childcare/k-12-childcare-guidance.html
Some schools may wish to use all available mitigation routinely, while other schools might elect to recommend
specific mitigation measures at different points in time in response to an increasing number of cases in the
school, school outbreaks, increases in community transmission, a new variant, etc.
Schools should follow guidance outlined in the Managing Communicable Diseases in Schools for isolation of
students who have symptoms of COVID-19, e.g., fever, and those who have confirmed COVID-19. Current CDC
guidance emphasizes staying home for five days and masking for the five days after staying home.
Schools can decide how to manage exposures based on local context and benefits of preserving access to inperson learning in response to additional transmission concerns or outbreaks of illness. Current CDC Guidance
says people exposed to COVID-19 do not need to stay home, but should mask when in public for ten days, get
tested five days after exposure, and monitor for symptoms.
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ROLE OF LOCAL POLICIES
There may be local isolation & quarantine guidance, policies and/or orders from local health departments,
organizations, and/or school districts that must be followed. Policies established by event organizers and
businesses may be instituted to fit the specific needs of their customers and should be followed.
Isolation & Quarantine During Future Phases
In the current Recovery phase, Michiganders have many effective tools including vaccination, therapeutics,
masking, and access to over-the-counter tests, which can help mitigate spread, along with isolation &
quarantine guidance. Recommendations regarding isolation and quarantine may change as conditions evolve –
such changes could include the presence of a new variant that increases the risk to the public, or an increased
number of cases that strains the healthcare system.

Outbreak Reporting and Investigation
Outbreak Definitions
COVID-19 outbreaks follow the general accepted public health outbreak definition which is defined as two or
more cases with a link by place and time indicating a shared exposure outside of a household. Specific
definitions of COVID-19 outbreaks are relative to the local context. While it is difficult to define an outbreak case
definition that will encompass every scenario, CSTE has developed outbreak definitions and investigation
considerations for three outbreak settings. These are available at: https://preparedness.cste.org/?page_id=211
These definitions are based on current scientific knowledge and are subject to change.
•

Non-Residential, Non-Healthcare Workplace Settings: https://preparedness.cste.org/wpcontent/uploads/2020/08/OH-Outbreak-Definition.pdf

•

Educational Settings
o There are 2 sets of guidance within education settings – one set of guidance for education settings,
excluding K-12 and another set of guidance for specifically for K-12 settings:
 Outbreak Definition for Educational Settings (excluding K-12):
https://preparedness.cste.org/wp-content/uploads/2020/08/Educational-OutbreakDefinition.pdf
 Outbreak Definitions for K-12 settings (CSTE K-12 School Surveillance Guidance for
Classification of Cluster and Outbreaks, updated September 1, 2022):
https://preparedness.cste.org/wp-content/uploads/2022/09/CSTE-Interim-COVID-19School-Surveillance-Guidance-2022-1.pdf
Correction and Detention Facilities: https://www.cdc.gov/coronavirus/2019-ncov/community/correctiondetention/guidance-correctional-detention.html.
 Michigan Guidelines for Local and State Correctional Employees (January 13, 2022)
Healthcare Settings: https://preparedness.cste.org/wp-content/uploads/2022/08/COVID-19-HC-OutbreakDefinition-Guidance-8-10-22-1.pdf

•
•

Outbreak Identification and Reporting to Local Public Health
Local Facilities
In addition to individual cases, long-term care facilities (including skilled nursing, assisted-living, adult foster
care), jails, juvenile detention centers, shelters, schools, daycares, and camps must report all clusters of
confirmed or suspected COVID-19 cases to the LHD. LHD authorities should investigate to determine if the cases
meet the definition of an outbreak and how to proceed.
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Statewide Analyses for Potential Cluster Identification
A weekly, geospatial statewide review of reported confirmed, probable, and suspect cases will be conducted by
MDHHS staff, analyzing the potential for clusters in schools and settings that may be associated with vulnerable
populations. While MDHHS will initially be using a list of known high risk addresses, LHDs are encouraged to
suggest facilities to their regional epidemiologist. When suspect collections of cases are identified by the
geospatial statewide analyses or REs, relevant information will be distributed to LHDs via a MIHAN notification.

LHD Outbreak Investigations
In addition to assistance from the geospatial analyses and potential outbreaks identified by RE, LHDs should
identify potential outbreaks based on available data and public reporting. LHDs should follow their local policies
and procedures regarding outbreak investigations, but a potential tier-based prioritization could be used:
1. Report and investigate outbreaks reported to the LHD from settings with vulnerable populations such as
healthcare (e.g., LTC/AFC/AL, dialysis centers, hospitals), corrections, schools, childcare, and shelters.
2. Report and investigate outbreaks that have been identified in other settings such as manufacturing or
processing facilities, retail facilities, in-person workplace, or social gatherings.
3. Review MDSS case data (e.g., patient addresses, ordering provider affiliation/addresses,
workplace/school, if available) to identify any clusters that were not reported to the LHD. Prioritize
response to these according to the tiers above. If you need assistance in defining processes around this
strategy, please contact your Regional Epidemiologist.
Within the tier-based prioritization:
1. Prioritize the investigation of individual cases that are known to be associated with an outbreak.
2. Regularly contact the outbreak facility for updates and to assess for further mitigation needs.
3. Conduct individual case investigations on outbreak-associated cases and enter information into MDSS.
Priority fields depend on the outbreak setting, but may include:
a. Demographic information
b. Onset date (if available)
c. Outbreak name
d. Hospitalization status
e. Specimen collection date
f. Symptomatic and if so, list symptoms
g. Co-morbidities/underlying conditions
h. Vaccination status
i. Information on contacts – contacts will still be transferred to Traceforce
4. If information on suspect cases is provided (e.g., home test results) and cases meet the probable case
definition (e.g., meet clinical criteria and have an epi link to a confirmed or probable case or are part of
an outbreak), they should be added to MDSS as individual probable cases. Suspect cases that are part of
an outbreak investigation are more likely to meet the probable case definition and can be included in
the summary unless they are ruled out.
5. Depending on COVID-19 activity level, and as resources allow, other individual cases can be investigated,
either using a sampling strategy or using available demographics, such as age, to focus on cases that
might be associated with outbreaks or those at risk for severe illness.
Additional guidance documents on prioritization and outbreak investigation are available at:
•
•

Centers for Disease Control and Prevention. Managing Investigations During an Outbreak
https://www.cdc. gov/coronavirus/2019-ncov/php/contact-tracing/contact-tracing-plan/outbreaks.html
CSTE COVID-19 Outbreak Investigation and Reporting https://preparedness.cste.org/?page_id=211
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Local Public Health Reporting Outbreaks to MDHHS
•

•

•

•

Report all COVID-19 outbreaks in MDSS as an Aggregate Case Report using the Novel Coronavirus
COVID-19 condition. Important preliminary information includes name and type of facility or event,
onset date of first ill, number of confirmed and probable cases among employees and residents,
students, or attendees and an outbreak name. (A section on Outbreak Nomenclature can be found
below, which also addresses how to link individual cases).
o Case counts and other associated fields should be updated regularly (weekly, if possible) as the
outbreak progresses and should be updated at the end of the outbreak.
o The Notes Tab can be used to document outbreak details (progression of outbreak, call
attempts, additional updates) since total case counts will be overwritten and there are a limited
number of available fields for other information.
MDHHS has not moved to aggregate reporting of cases in place of individual case reporting. If an
individual meets the confirmed or probable case definition, they should still be entered into MDSS as an
individual case. If they are part of an outbreak, they should also be included in the case count in the
aggregate case (outbreak) report.
Guidance for reporting COVID-19 outbreaks into the MDSS aggregate form can be found at: COVID-19
Outbreak Reporting using the MDSS Aggregate Case Report Form 06/13/2022 (michigan.gov)
o The ‘Outbreak Y/N’ field should be marked ‘Yes’ for all individual outbreak-associated cases.
 Note: Aggregate cases marked as ‘Outbreak = Y’ will remain active so that edits can be
made to the form.
 Aggregate forms for outbreaks can be marked as ‘completed follow-up’ if there are no
new associated cases in the past 14 days. Aggregate forms for outbreaks can be marked
as ‘completed’ if there are no new associated cases in the past 28 days.
 Aggregate case reports that were already entered into the system can be found using
the “New Aggregate Search” function under Case Investigation.
All individual cases associated with the outbreak should be entered into MDSS, using the same outbreak
name from the Aggregate Case Report Form to help identify cases quickly. For more information on
naming an outbreak, please see the section below on Outbreak Nomenclature.

Outbreak Nomenclature
•

•
•

•
•
•

Assign outbreak names that are specific (e.g., location/event, month/year) to prevent overlap with other
outbreak names. Because Outbreak Name is a free text field, all cases associated with the outbreak
should have the exact same name (e.g., same spacing or other punctuation) to assist in searching. The
suggested structure is FacilityNameMMYYYY
o Tip: To see if an outbreak name has already been created, a user can search the outbreak name
field in MDSS using asterisks as wildcards, e.g., *CampExample* would pull up all cases
containing CampExample anywhere in the Outbreak Name field.
Within each individual outbreak-associated case, indicate that the case is associated with an outbreak
(outbreak Y/N: Yes) and provide the outbreak name.
To keep track of cases at colleges/universities:
o Use a school outbreak name for student/staff not linked to sub-cluster (e.g., CollegeName)
o Add the event/dorm/sorority/fraternity to link a sub-cluster and include the month/year the
cluster was identified (e.g., CollegeName_SpruceHall_Aug2020)
Your Regional Epidemiologist can provide technical expertise and investigation coordination support.
Outbreak names can also be added to individual cases in MDSS even if not yet considered an outbreak
as they can help associate cases with specific settings or events. To use the outbreak name field for
non-outbreak settings, leave the ‘Outbreak Y/N’ field as ‘U’ for ‘unknown’. Fields may be modified later.
If the case does not have an outbreak name, the outbreak name field can be left blank. MDHHS no
longer needs “FULLVACC” added to the outbreak name of vaccine breakthrough cases.
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Secondary Cases
•
•

Cases resulting from secondary transmission within the outbreak facility/school are considered outbreak
cases (for e.g., cases resulting from secondary transmission to other students in school). Those cases
should be included under the primary outbreak name.
If there is secondary transmission to household contacts (or others) outside of the outbreak setting, the
outbreak name can be modified (e.g., adding “HH,” “Contact,” or “Second” at the end of the outbreak
name) to indicate that the case is a contact to an outbreak-associated case. However, these secondary
cases should not be counted as outbreak cases.

Where Outbreaks Are Counted
•
•

Outbreaks are counted in the county where the exposure took place (e.g., worksite, restaurant,
childcare, community gathering, college/university location, school).
Individual outbreak cases are counted in the jurisdiction where the case resides.

Referring Outbreak-Associated Cases to Other Jurisdictions
General
Cases may be associated with outbreaks or events that occurred in another jurisdiction. The LHD that first
receives the case should complete the initial interview with the case including contact tracing. If known, the
outbreak ID associated with the event/gathering should be added to the outbreak field. Regional
Epidemiologists can also assist with sharing outbreak identifiers and notifying jurisdictions about the location of
the outbreak or event.
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Outbreaks in a School with Students and Staff from Multiple LHD Jurisdictions
•
•
•

The health jurisdiction in which the school district is predominately located OR in which the school
building is located would be the outbreak jurisdiction.
Affected students and staff would follow the quarantine guidance from the outbreak jurisdiction for
school and school-related activities, while the individuals can use their home health department
quarantine guidance, if different, as it applies to non-school-related restrictions.
If school districts have buildings in two different counties or health jurisdictions, the applicable LHDs
should discuss about when it is most appropriate to make a district-based outbreak quarantine decision
versus a building-based decision.

College or University Associated Cases: Home address and School address
The LHD that first receives the case referral should complete the initial interview and contact tracing. If
interviewed by the Home LHD, inform case that they may be contacted by the School LHD for follow-up
questions. After completion of interview, update case record to reflect school address, set the investigation
status to New, and add the outbreak ID (if known). In some instances, the student may leave school and return
home for their isolation period. The Home LHD can manage the case in their jurisdiction but should still enter
the school’s outbreak ID for counting purposes. Decisions about case addresses are at the LHD’s discretion.

Cases Associated with Gatherings
Participation in community events or large gatherings can be captured in the Case Report Form. Record event
information (location, event name, date) in the specific questions in the Epidemiologic Section of the Case
Report Form: Community event/mass gathering (e.g., concert, rally, parade, etc.), Additional information, such
as the event host or coordinator contact information, can be added to the Other Information section of the CRF
to assist with identifying contacts. If the guest list cannot be provided by the event coordinator, consideration
can be given to utilizing a press release to aid with case and contact finding efforts.

Requesting MDHHS Assistance with Outbreak Investigations
The LHD will remain the lead on all outbreak investigations, even those supported by MDHHS staff. To request
outbreak investigation assistance, the LHD should follow these steps:
1. Create new aggregate case report in MDSS using Novel Coronavirus COVID-19 as the condition and Outbreak
Y/N: status as “Yes”. See the Local Public Health Reporting to MDHHS section on page [20] for additional
information on how to enter an Aggregate Case Report in MDSS.
2. Create an Outbreak Name that will be used for all individual outbreak-associated cases. Outbreak name
should be specific to prevent overlap with other outbreak names. The suggested naming structure is
FacilityNameMMYYYY. Please see above for the Outbreak Nomenclature section. Any available information
about the cluster can be added to the corresponding tabs of the aggregate case (e.g., facility name).
3. Send an email to MDHHS-EmergingInfectionsFlex@michigan.gov, copying the Regional Epidemiologist,
Regional Support Epidemiologist, and the CT Team (mdhhs-traceforceescalation@michigan.gov) with the
subject of “Assistance Request-[insert county name][insert outbreak name]”. The email should include the
aggregate case Investigation ID and type of MDHHS assistance being requested (examples are given below).
Other information could include a list of MDSS investigation IDs of cases associated with the outbreak.
MDHHS Emerging Infections Flex Team/CT Team Assistance with Outbreaks
MDHHS Emerging Infections Flex Team will correspond with the requesting LHD by email (with RE copied) to
collect any additional information needed and confirm whether assistance can be provided by the MDHHS
Emerging Infections Flex Team for the cluster/outbreak investigation.
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After email confirmation and documentation to the LHD that assistance can be provided, the MDHHS Emerging
Infections Flex Team will update fields within the Outbreak Tab. Any other information, including call attempts,
will be entered in the Notes Tab. If there is any urgent information for the LHD, a note will be entered and email
sent to the RE, RSE, and the LHD point of contact, if known. Once assistance is complete, MDHHS Emerging
Infections Flex Team will notify the LHD and RE by email.
Example types of outbreak assistance MDHHS can provide:
- Search in MDSS for potentially related cases
- Add outbreak IDs to individual cases, if provided a list of cases. If cases are not yet entered into MDSS,
contact RE to assist in secure data transfer. Outbreak ID in aggregate case report form should match
outbreak ID in all individual outbreak-associated cases
- Individual case investigation of outbreak-related cases and updates to those individual case report forms
- Check immunization status of cases in MCIR
- Provide regular epi summary updates of outbreak (e.g., epi curve, cases by age, sex, race, ethnicity,
percentage of cases vaccinated, hospitalized, died, etc.)
- In coordination with the LHD, contact facility (workplace, school, event)
o Inquire about recent cases
o Review infection control practices
o Provide general public health recommendations in consultation with the LHD
o Assess any barriers / new needs
o NOTE: regarding questions necessitating local health jurisdiction authority (e.g., visitor policy
changes, facility closures), refer requests to the LHD
- Notify close contacts and provide quarantine / isolation recommendations
- Refer contacts/cases to MDHHS website resources for testing sites, vaccination clinics, treatment
locations
- Request MDHHS testing and vaccination support if needed
At this time, the Emerging Infections Flex Team may refer LTC/SNF/Adult Foster Care/Home for the Aged
outbreak/cluster assistance to the MDHHS Infection Prevention Resource and Assessment Team (IPRAT) team,
who has specialized training in these types of outbreaks. Outbreaks will be referred to them via MDHHSIPRAT@michigan.gov
The MDHHS Contact Tracing Team can assist LHDs in the following ways:
• Help LHD notify cases of K-12 students or vulnerable setting cases that may not otherwise be
interviewed (please send those cases to Erika Smith at smithe61@michigan.gov)
• Help contact trace K-12 students and contacts associated with vulnerable settings. Please utilize the
OMS upload for classroom lists. In addition, outreach to contacts under 19 and those with the “contact
live or work in a high-risk setting” designation in the MDSS CRF will be prioritized:
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PEG Referrals
MDHHS has contracted with the company, Patient Education Genius (PEG), to offer LHDs an opportunity to
leverage technology in support of timely case investigations. PEG’s Case Report Solutions is designed to reduce
workload burdens, turnaround time for case completion, and human errors that affect data accuracy by
facilitating data collection from individuals referred as cases of COVID-19 infection directly into a web-based
tool. This tool interfaces with the MDSS, receives case referrals to be sent for follow-up, and electronically
transmits data entered by the patient and case investigators back into the MDSS. Currently, PEG supports both
education and data collection. Confirmed and Probable cases from the LHD will receive a text message with
education about their COVID-19 diagnosis and how they should inform close contacts about their exposure. A
survey will be included as part of the message which will direct the case to complete a partial case investigation
form. Data from the form will be sent to the PEG Local Public Health Dashboard and MDSS for LHD review.
If a case fills out the form, auto-transfer will take place to MDSS after 3 days, even if data are not reviewed. If
the case never fills out the form, the case is removed from the dashboard and the link is no longer viable. This
will not change MDSS status.
• The auto-transfer (as well as any completed Patient Submissions (Pat Subs)) from PEG to MDSS occurs
daily between 8 PM and 9 PM.
• Once the data has been transferred to MDSS the case record will have at PEG status of Received and the
case's investigation status will be updated to Review.
•

If updating the assigned investigator in MDSS prior to 9 AM, make sure it is assigned to an investigator
that is on the PEG Dashboard, otherwise the form will not be sent to the case.

•
•

Keep the status as “New” until the MDSS audit trail has “sent to PEG” or they are on the PEG Dashboard.
Once sent to PEG, the case receives an initial text at 9 AM, then a second treatment information text at
10 AM and reminder text.

As resources permit, LHDs are recommended to review the case data received from PEG for any mentions of
potential outbreaks, cases in congregate settings, high-risk exposures, concerning comments, etc. One way to
review the PEG data in MDSS is to use a Disease Specific search for cases in your jurisdiction with Investigation
Status = Review (or to only view cases with PEG data, also select PEG Status = Received), export the data, and
review the line list of cases in Excel, scanning through key columns like worksite/school, live or work high risk
settings, travel by plane, etc. These can be marked as Completed in MDSS individually or via a Batch Update.
o

For general questions or concerns about the utilization of PEG, contact Katie Macomber,
MacomberK@michigan.gov
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o

For issues with the PEG dashboard or to add investigators to the PEG dashboard, contact PEG staff at
michiganlhd@patienteducationgenius.com

o

For assistance from the statewide team on cases or pat subs, or for training on the PEG dashboard,
contact Smeralda Bushi, bushis1@michigan.gov

Emerging SARS-CoV-2 Variants and Whole Genome Sequencing
Multiple SARS-CoV-2 variants are circulating globally, with several variants emerging in the fall of 2020. In
collaboration with a SARS-CoV-2 Interagency Group (SIG), CDC established classifications for the SARS-CoV-2
variants. As of September 23, categories include Variant Being Monitored (VBM), Variant of Interest (VOI),
Variant of Concern (VOC), and Variant of High Consequence (VOHC). The VBM class includes variants previously
designated as VOIs or VOCs that are no longer detected or are circulating at very low levels in the US, and as
such, do not pose a significant or imminent risk to public health in the U.S. Currently there is one VOC in the US:
Omicron (including multiple BA and BQ lineages).
Additional information about variant classifications and definitions can be found at:
https://www.cdc.gov/coronavirus/2019-ncov/cases-updates/variant-surveillance/variant-info.html
Public health mitigation measures are aimed to minimize the impact of variant strains in our communities and
include the recommendations listed below.
When evaluating a confirmed or probable COVID-19 case with any possible epidemiologic links to a confirmed
variant case, variant infection should be assumed. This requires immediate and decisive action involving case
isolation, and identification, and quarantine of all possible contacts.
•
•

Collect all travel, exposure, and contact information during case investigations
Strictly enforce isolation and quarantine protocols

Enhanced monitoring, including twice daily check-ins for contacts to variant cases (confirmed variant or
suspected based on epi-link), is recommended. Cases and close contacts should be educated about the
increased risk of transmission with the variant strain. Strictly enforce the full 14-day quarantine period with
monitoring, regardless of the symptom status of any close contacts of possible variant infections. Quarantine for
healthcare workers who were exposed to a variant case without appropriate PPE should also be enforced.
Employ active efforts to identify all possible contacts of cases with consideration to expanding the infectious
period based on symptoms and testing. The inclusion of an extra day before onset may help identify additional
persons infected with the variant virus.
When new variants are identified in a particular area, additional testing may be needed:
•
•
•
•

Emphasize testing in affected areas
Expand testing capacity in areas where the variant has been detected
Work closely with affected communities on messaging around testing
Actively work to obtain testing for exposed individuals, particularly those that are known to have been
exposed to the variant strain.

Traveler Monitoring
Travelers from countries that are designated as high-risk for new variants or travelers with in-flight exposures to
new variant cases may need to be monitored. Travelers with in-flight or other mass-transit exposures should be
followed with standard close contact procedures. Additional efforts should be made for close contacts to get a
PCR testing 5-7 days following exposure and again if the person becomes sick within 14 days of exposure.
Travelers from countries designated high-risk for a new variant are encouraged to self-quarantine for 7 days
post arrival and may require daily monitoring. Travelers should get a COVID-19 PCR test 3-5 days post arrival
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and again if the traveler becomes sick within 14 days of last exposure. Any travelers with a positive PCR should
have specimens submitted for sequencing.
Acceptable Specimens and Prioritization
Specimens should be prioritized to both monitor the epidemiology of the current variant(s) in Michigan as well
as identify any new variants of concern that may be introduced into the state. The following specimens should
be considered for prioritized sequencing:
• Identification of S gene target failure (SGTF) by ThermoFisher TaqMan rt-PCR assay
• Based on circulating variants, domestic or international travel history, regardless of vaccination status
• Suspicion for variant infection based on travel or other exposure history
• Specimens from outbreaks or clusters, regardless of vaccination status, particularly from outbreaks that
are suspected to be super spread events, outbreaks among vulnerable populations, and outbreaks
where there is prolonged spread
o Note: Not all outbreak related cases need to be sequenced. LHDs should consider sending up to
3 samples from outbreak cases
• Specimens from vaccine breakthrough cases that have an unusual presentation, hospitalization, or are a
death (not all breakthrough cases need to be submitted for sequencing)
SARS-CoV-2 residual samples, at least 500 ul, to be frozen and sent to the state laboratory in the specimen tube
on a weekly basis. Acceptable specimens for the Novel 2019 Coronavirus (SARS-CoV-2) sequencing analysis are
o Nasopharyngeal swabs in viral transport medium, Amies Transport Media, or PBS;
o Nasal swabs in viral transport medium, Amies Transport Media, or PBS;
o OP swabs in viral transport medium, Amies Transport Media, or PBS;
o Nasal aspirates;
o Mid-turbinate swabs in viral transport medium, Amies Transport Media, or PBS;
o Sputum.
Because of the limited success for COVID sequencing from antigen swabs put into additional media, if a positive
antigen needs sequencing, submit a new NP/OP/nasal specimen in VTM/saline/PBS/Amies Transport Media.
Variant Reporting in MDSS
The COVID-19 strain/variant field, found in the Epidemiologic Information Section of the Novel Coronavirus Case
Report Form, should be used to capture the strain type of variant cases. When a variant case is confirmed,
select the appropriate variant strain type from the drop-down menu. MDSS will automatically update the variant
field in the CRF for all VOCs when a variant lab result is added to a case as an electronic lab. This electronic lab
may also be viewed in the lab tab. ‘Suspected’ should be used to denote variant cases among contacts of
confirmed variant cases (i.e., epi-links). If suspect variants are later laboratory confirmed, the field should be
updated to the appropriate confirmed variant strain.

CDC Travel Guidance
Requirement for Proof of Negative COVID-19 Test or Recovery from COVID-19 for All Air Passengers Arriving in
the United States guidance can be found at: https://www.cdc.gov/coronavirus/2019-ncov/travelers/testinginternational-air-travelers.html
On December 2, 2021, CDC amended the order, requiring all air passengers (regardless of vaccination status or
citizenship) two years of age or older arriving to the US from a foreign country to get tested no more than 1 day
before their flight departs and to present the negative result or documentation of having recovered from COVID19 to the airline before boarding the flight.
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Recommendations for Face Masks on Public Transportation Conveyances and at Transportation Hubs can be
found at:
https://www.cdc.gov/coronavirus/2019-ncov/travelers/face-masks-public-transportation.html
CDC recommends that people wear masks in indoor public transportation settings at this time.
Requirement for Proof of COVID-19 Vaccination for Air Passengers can be found at:
https://www.cdc.gov/coronavirus/2019-ncov/travelers/proof-of-vaccination.html
Non-U.S. citizens who are nonimmigrant (not a U.S. citizen, U.S. national, lawful permanent resident, or traveling
to the United States on an immigrant visa), will need to show proof of being fully vaccinated against COVID-19
before traveling by air to the United States from a foreign country.
Domestic and International Travel During COVID-19 guidance for travelers can be found at:
•
•
•

https://www.cdc.gov/coronavirus/2019-ncov/travelers/travel-during-covid19.html
https://www.cdc.gov/coronavirus/2019-ncov/travelers/international-travel-during-covid19.html
https://www.cdc.gov/coronavirus/2019-ncov/php/risk-assessment.html

Note: Any guidance around self-quarantine does not limit the authority of the LHD to order quarantine for
individuals that the LHD deems necessary, based on the exposure risk to the individual, the risk that individual
poses to others, and/or the perceived compliance of the individual.
Other Information
Areas with high levels of COVID-19 spread may be found at: https://www.cdc.gov/coronavirus/2019ncov/travelers/map-and-travel-notices.html
CDC provides Interim Guidance for Airlines and Airline Crew and Infection Control Guidelines for Cabin Crew.
Additionally, test requirement FAQs for aircraft operators, airlines, and crew can be found at:
https://www.cdc.gov/quarantine/fr-airline-faqs.html

Masks
Layered prevention strategies, including wearing a high-quality mask, vaccination, self-testing, and physical
distancing, can help prevent severe illness and reduce the potential for strain on the healthcare system. Masks
and respirators are effective at reducing transmission of COVID-19, when worn consistently and correctly and
therefore, are a critical public health tool. Some masks and respirators offer higher levels of protection, and
some may be harder to tolerate or wear consistently. CDC recommends wearing a mask with the best fit,
protection, and comfort, but states any mask is better than no mask. Individuals may choose to wear a mask or
respirator that offers greater protection in certain situations, including being at higher risk for severe illness, or
being around others who are at higher risk. It is important to wear a mask or respirator when sick or caring for
someone who is sick with COVID-19. When caring for someone who is sick with COVID-19, a respirator will
provide the best level of protection. There are also considerations for specific groups of people, including those
who are higher risk for severe disease, children, and people with disabilities.
• Use and Care of Masks: Wear a mask with the best fit, protection, and comfort for you
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/about-face-coverings.html
• Types of Masks and Respirators
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/types-of-masks.html
• Choosing a Mask or Respirator for Different Situations
https://www.cdc.gov/coronavirus/2019-ncov/prevent-getting-sick/types-ofmasks.html#DifferentSituations
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COVID-19 Vaccine
For the most recent information on the COVID-19 vaccine in Michigan, go to www.mi.gov/COVIDVaccine. CDC
vaccine information can be found at: https://www.cdc.gov/coronavirus/2019-ncov/vaccines/index.html. CDC
recommends that people ages 6 months through 4 years get all COVID-19 primary series doses. People ages 5
years and older should get their primary series of COVID-19 vaccines and receive the booster dose
recommended for them by CDC, if eligible. Current vaccine recommendations can be found at:
https://www.cdc.gov/coronavirus/2019-ncov/vaccines/booster-shot.html.
CDC updated the Interim Clinical Considerations for Use of mRNA COVId-19 Vaccines Currently Authorized in the
United States on October 12, 2022 (https://www.cdc.gov/vaccines/covid-19/info-by-product/clinicalconsiderations.html). CDC updated language for those who are fully vaccinated and received booster vaccine
(Stay Up to Date with Your Vaccines | CDC).
Up to date means that a person has received all recommended COVID-19 vaccines, including any booster
dose(s) when eligible.
Fully vaccinated means a person has received their primary series of COVID-19 vaccines.
If an individual has a condition or is taking medication that weakens their immune system, they may NOT be
protected even if up to date with COVID-19 vaccines. Those who are immunocompromised may have a reduced
immune response to COVID-19 vaccines and should follow prevention measures (wearing a mask, distancing
from others they do not live with, and avoiding crowds and poorly ventilated indoor spaces) regardless of their
vaccination status to protect themselves against COVID-19 until advised otherwise by their healthcare provider.
CDC vaccine guidance for moderately or severely immunocompromised people can be found at:
https://www.cdc.gov/coronavirus/2019-ncov/vaccines/recommendations/immuno.html
Updated vaccine recommendations from the US Food and Drug Administration (FDA) and the Advisory
Committee on Immunization Practices (ACIP) are posted at: https://www.cdc.gov/coronavirus/2019ncov/vaccines/recommendations-process.html.

Healthcare Infection Prevention and Control Recommendations in Response to COVID-19
Vaccination
CDC has updated select healthcare infection prevention and control recommendations in response to COVID-19
vaccination, which can be found at: https://www.cdc.gov/coronavirus/2019-ncov/hcp/infection-control-aftervaccination.html

Potential Vaccine Breakthrough / Failure Cases: Follow-up
To monitor rates of COVID-19 cases and deaths by vaccination status, data are reported from jurisdictions that
can link case surveillance data to immunization registries and identify the vaccination status of people who test
positive for COVID-19. CDC’s Data Tracker displays rates of COVID-19 cases and deaths among people ages 5
years and older by vaccinated status and COVID-19 positive specimen collection dates. Data is also available for
additional booster doses. This data can be found at: https://covid.cdc.gov/covid-data-tracker/#rates-byvaccine-status. Definitions for COVID-19 cases and deaths by vaccination status can be found here:
https://www.cdc.gov/coronavirus/2019-ncov/php/hd-breakthrough.html.
Additionally, COVID-19-associated hospitalizations by vaccination status are reported separately through the
Coronavirus Disease 2019 (COVID-19)-Associated Hospitalization Surveillance Network (COVID-NET). That data
can be found at: https://covid.cdc.gov/covid-data-tracker/#covidnet-hospitalizations-vaccination.
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MDHHS staff routinely match MDSS case data with MCIR COVID-19 vaccination data to assist in identifying
vaccine breakthrough cases. If breakthrough cases are identified that warrant additional follow-up, MDHHS will
contact the Local Health Department. MDHHS will continue to monitor trends of all vaccine breakthrough cases
reported to Michigan through the MDSS and the MCIR.
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Appendix 1: Notifications using the Outbreak Management System (OMS)
MDHHS is using the Outbreak Management System (OMS) to notify LHDs of traveler referrals. When a
confirmed or probable case is identified, close contacts to that case should be notified and follow applicable
recommendations. If a case’s close contacts are identified by public health, a LHD may choose to enter those
contacts in OMS under the original outbreak name of “2019-NCOV-2020-STATEWIDE”. For additional guidance
or OMS assistance, please contact your Regional Epidemiologist.

How to Access OMS
1. Log into MiLogin and select Michigan Disease Surveillance System.
2. Select ‘Outbreak Management’. If you do not see that button, contact your Regional Epidemiologist for
access.

How to Search for Contacts
1. To find all outbreak-associated contacts within a jurisdiction:
a. Click on Contacts Tab (top menu). Some users will be on the Contacts Tab upon accessing OMS.
b. Click on Contact List (left menu).
c. Under Filter By, choose the Investigation Jurisdiction and the Outbreak Name and click Filter.
i. Outbreak Name for Travelers before April 6, 2020 and Contacts of Cases: 2019-NCOV2020-STATEWIDE
ii. Outbreak Name for Travelers after April 6, 2020: 2019-NCOV-2020-TRAVELERS
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2. To find a single outbreak-associated contact
a. Click on Contacts Tab (top menu). Some users will be automatically directed to the Contacts Tab.
b. Click on Search Contact (left menu).
c. Search by name and/or contact ID.

How to Enter a New Contact (if the person is not already in the system)
1. Click on the Contacts Tab (top menu). Some users will be on the Contacts Tab upon accessing OMS.
2. Click on New Contact (left menu).

3. Enter the contact data. Select the outbreak name. Required fields are highlighted red. Note: this is just
the initial contact entry page; you will not be able to enter monitoring data at this point.
4. Click ‘submit’ to create the contact.
5. After submitting the contact, return to the list of contacts. See above, “How To Search for a Contact” to
find the newly entered contact in order to enter monitoring data.
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Note: for entry of multiple contacts, there is an option to bulk upload a contact list from an excel file into OMS.
Contact your Regional Epidemiologist for assistance.

Tips of Out-of-Jurisdiction contacts in OMS
•

•

•

•

In the Contact’s Overview tab, leave the ‘LHJ User’ unassigned. In OMS, a contact may show up in TWO
jurisdictions at the same time. If a contact’s address is in one jurisdiction and the LHJ user assigned to
the case is in another jurisdiction, the contact will appear in both jurisdictions’ Contact Lists. If you’d like
the contact to be in your list while you work on it, you can mark yourself as the LHJ User. To remove it
from your jurisdiction’s contact list, re-assign the LHJ user to a user in the jurisdiction of residence.
In the Notes tab, please enter a note with the following information:
a. “Contact of confirmed {insert county name} case {insert MDSS Investigation ID}”
b. Date of last known exposure
c. If you have already contacted the individual, please note that and include any relevant notes
(e.g., are they symptomatic? Are they a high-risk occupation like healthcare worker?)
d. Your name and contact info (phone and/or email). Many health departments are recruiting
additional staff to help with data entry and therefore we might not recognize the name or
jurisdiction of who entered the contact. Adding your contact info in the notes will help trace the
referral back in case of questions.
Notify the appropriate jurisdiction(s) (e.g., phone or email with contact IDs).
a. A listing of counties participating in OMS/Traceforce/Homegrown solutions for contact
monitoring can be found at:
https://www.michigan.gov/documents/mdhhs/LHD_Contact_Tracing_Platforms_8.1.2020_6980
46_7.pdf. Your Regional Epidemiologist can assist with making referrals to other jurisdictions.
If the contact is out-of-state, please notify your Regional Epidemiologist with the contact ID(s).

How to Import Multiple Contacts at Once
This function is only available to Admins and it will only import the basic demographics for contacts (e.g., not
monitoring data points).
1.
2.
3.
4.

Click on the Administration tab along the top. If you don’t see that tab, you do not have Admin rights.
Click on ‘Import Contacts’.
Click on ‘Download Template’.
Open the downloaded .csv file and enter data.
a. Only those variables listed in the template can be uploaded in bulk.
b. Do not enter additional columns of data; the file will not upload if you do.
5. Save the file as .csv. If you save the file as .xls or .xlsx, it will not work.

32

6. When you are ready to import, go back to the Import contacts tab, see steps outlined in the screen shot
below.
7. Choose Outbreak Name. If you want the contacts to be transferred to TraceForce, select the Outbreak
Name “COVID-19_2020_TF_REALTIME”.
8. Click browse and find your .csv file to upload.
9. Click Import once (there might be a delay, please do not click multiple times!).
10. If someone by that name already exists in OMS, the system will ask you if you would like to merge them
or create a new contact (similar to MDSS dedup).

How to Add Monitoring Data to a Contact
Click “Edit” on the contact.
1. Within the contact, click on the ‘Data Points’ tab.
2. Click “Add a day” to add a monitoring line to the list.
3. Click ‘Edit’ next to the timepoint. A pop-up box will appear.
a. Date: enter the date of contact
b. Monitoring Status: Active Monitoring
c. Risk Level: Choose the appropriate option; For those
at “medium risk”, please use “mid” risk level.
d. Action: Choose the appropriate option
e. OMS Investigator: select the person who contacted
the client
f. Document the responses; contact your regional
epidemiologist if a contact has not been reachable
in greater than 24 hours
g. Click Save Changes in the pop-up box
4. Click Submit to save.
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1

Don’t forget this step! Data Points will not be saved without hitting this
Submit button.

How to Close Out a Contact
1. Click on Overview tab in the contact.
a. For individuals that have completed their monitoring, enter Completion Date and change
Monitoring Status to Complete.
b. For individuals that transfer to a different state/country, enter Completion Date and change
Monitoring Status to Left Jurisdiction.
c. For individuals that cannot be reached, enter Completion Date and change Monitoring Status to
Loss to Follow Up.
d. For individuals that were incorrectly referred to Michigan OR individuals determined to have no
or low risk of exposure, enter Completion Date and change Monitoring Status to Canceled.
2. Click Submit to save changes.
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How to Grant OMS Access to a New User
FOR THE USER:
• New users who do not currently have MDSS access, must register for both MDSS and OMS. Registration
instructions are available here.
• If the user has MDSS access, they do not need to register again for OMS. An MDSS admin can provide
OMS access with their existing account.
FOR THE ADMIN:
1. With the release of MDSS 6.2.6, a user control panel has been created in OMS where access level and
jurisdiction assignments can be set.
2. If the user is not found in OMS, first activate the user in MDSS. In User list (under Administration tab),
navigate to the user you need to update. If you need to also assign MDSS access, select a Role (choose
LHJ) and Job Function. If they do not need MDSS access, select ‘No Access’ in the Job Function
dropdown.
3. Check the OMS Access box.
4. Check the Active box (if not already)
5. Click Submit.

6. In OMS, click on the Administration tab along the top.
7. Click on the User Management tab on the left side and find the user. Note you can sort by name and/or
filter by jurisdiction to find users easily.
8. Click ‘Edit’ next to the user you need to assign access.
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9. Check the ‘Active’ Box and assign appropriate OMS Role, Primary Jurisdiction, and Secondary Jurisdiction
(if needed).
10. Click ‘Update’ to save selections.
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OMS FAQS
Why is a contact still showing up in my contact list even though I entered an out-of-jurisdiction address?
If the LHJ user assigned to the case (on the contact’s Overview tab) is in your jurisdiction, the contact will still
appear on your list. It will also appear in the jurisdiction of the contact’s residence. If you no longer want it to
appear in your jurisdiction list, you must re-assign the LHJ user.
Is there an OMS audit trail like in MDSS? How can I tell who entered this contact?
There is currently no audit trail in OMS. You cannot tell who entered the contact into OMS, which is why we are
recommending LHDs to add a note that states why the contact is being referred, date of last exposure, and a
point of contact at the LHD.
Does OMS notify jurisdictions when a new contact has been entered into OMS for their jurisdiction?
No, OMS does not have any notifications or alerting functions. The only way to tell if a new contact has been
entered is to review the contact list.
Can I remove completed contacts off our jurisdiction’s contact list?
Unfortunately, not at this time.
How can I tell if an OMS contact is a traveler who was referred from CDC airport screening?
Starting on April 6, 2020, MDHHS created a separate OMS outbreak for new traveler referrals called “2019NCOV-2020-TRAVELERS”. Moving forward, traveler referrals received from CDC will be entered into this
outbreak. LHDs may choose to re-locate previously monitored travelers from the “2019-NCOV-2020STATEWIDE” outbreak in OMS, but this is optional.
Effective March 17, MDHHS enters the flight information (if known) in the Contact Information tab, under the
Parent/Guardian information:
• Guardian First name field = flight number
• Guardian Last name field = country returning from and last day in country (if known)
This is a workaround so travelers can be bulk uploaded into OMS.
Will I be notified of new travelers who are referred from CDC airport screening?
No. Daily HAN notifications regarding traveler referrals to OMS will no longer be issued as of March 20. Please
log into OMS daily to review any new travelers to your jurisdiction. Initial contact with the traveler by the LHJ
should be attempted within 24 hours of the OMS referral, if possible.
How should I monitor travelers that are referred from CDC airport screening?
LHDs have options regarding monitoring travelers including continuing active daily monitoring as previously
described or making initial contact to ensure they understand the self-quarantine. Some LHDs will redirect
resources to case investigation and contact tracing.
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Appendix 2: Sample language for letter to confirm completion of isolation/quarantine
Sample language for letter to confirm that a case or close contact to a case has completed home
isolation/quarantine:
*******************************************************************
Date: [XX/XX/2022]
Re: COVID-19 case home isolation completed.
To whom it may concern,

This letter confirms that [CASE/CLOSE CONTACT] has completed home isolation/quarantine and monitoring for 2019 Novel
Coronavirus (COVID-19) in coordination with the [LOCAL HEALTH DEPARTMENT] and the Michigan Department of Health
and Human Services. There are no remaining restrictions on movement or activities.
Please remember there is ongoing community transmission of the virus. All persons are expected to continue social
distancing and to wear a mask when outside of the home. Any symptoms of respiratory infection that develop from this
point forward should be tested and treated appropriately by your doctor.
If the individual named above presents for medical care, there is no need for additional precautions or isolation measures
beyond those typically used.
If you have any questions regarding the status of this individual, you may contact:
[LOCAL HEALTH DEPARTMENT] – [###/###-####]
or
Michigan Department of Health and Human Services – 517-335-8165
Sincerely,

[LHD MEDICAL DIRECTOR]

38

Appendix 3: Sample Death Reporting Form
Patient’s Name _________________________________________
DOB _________________

Date of Death _______________

Gender: ______________

Admit Date: _________________

County of residence ______________________________
City of residence: ________________________________
Hospital / Org.: ________________________________________
Location of Death (ED? ICU?) _______________________
COVID-19 POSITIVE test by:

Date Reported ________________
MRN ____________________
Patient came from (mark all that apply)
Nursing Home
Residential / Group Home
Dormitory
Shelter
Prison
Other Group setting:
Name of Residence / Building:

reporting hospital test date _________________

_________________________________

other (name): ________________________________

Address __________________________

on (test date) ________________

_________________________________

COVID-19 SUSPECTED

Organization Contact name

test pending, test by:
current hospital, test date ____________________
other (name): ______________________________

_________________________________
and role?_________________
(______) _______ -- _________

on (test date): ______________
COVID-19 contact or travel history
Comorbidities
Diabetes
Hypertension
Heart Disease
Chronic Kidney Disease
COPD / Emphysema
Asthma
OSA or Sleep Apnea
Cancer
HIV
Transplant Recipient
Pregnancy
Other immune problem
Alcohol Abuse or drug abuse

HEMS Operator (Initials) ______

Comments

Who can we call with questions?
Name ____________________________
Role? ____________________________
Phone: (______) _______ -- _________
cell? office? Other? ________________

Please fax medical records including
H&P
Discharge Summery and any transfer
notes to:
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Appendix 4: Sample MIHAN Message for College/University Outbreaks
The [Local Health Department name] continues to conduct disease investigations related to a large increase in
lab-confirmed COVID-19 cases in [County name], associated with the students and/or staff at [College/University
name].
As of [insert Date], ### cases have been identified. Individuals are presenting as both symptomatic and nonsymptomatic. [Brief description of cases, e.g., associated with athletics, fraternity, dormitory]
As a reminder, we are asking that local health departments help us in the following ways in an effort to best
track the cases and close contacts associated with [College/University]:
•

•

•

Use the outbreak identifier “COLLEGE MONTH2020” when conducting disease investigations related to
GVSU. For secondary cases or cases in close contacts, use the case identifier “COLLEGE MONTH2020
SECONDARY”. This will enable us and our local/regional EPI to get a complete and accurate picture of
potential transmission.
If the case you are investigating is currently living at or near [College/University in City], please enter the
student’s local address (i.e., their college residence) in MDSS. Once you change the student’s address,
please also change the case status to “NEW” so that we at [Local Health Department] can find it.
If the case you are investigating is not living at or near the [College/University] campus, please use the
student’s permanent address (where they are currently living), but still use the outbreak identifiers
described above if the student has substantial exposure to any [College/University] facility.

[Local Health Department] is working with [College/University] and our regional epidemiologist to be able to
identify cases and close contacts related to this outbreak.
Whenever possible please limit calls to [Local Health Department] by conducting case transfers within MDSS. If
you need to contact [Local Health Department], please email [LHD email] or call [LHD phone number]. Thank
you for your assistance.
*** This alert is being sent to Roles and Organizations: Local Public Health EPC, Health Officer, Medical Director,
LPH CD Role, MDHHS DEPR, Regional Epi, and Regional Coalitions ***
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Appendix 5: Report of COVID-19 Positive Test Result to Public Health
Please fax completed form to the Local Health Department where the patient resides.
If interested in reporting results electronically, please visit www.michigan.gov/mdss

Patient Information
Full Name (First & Last): __________________________________________________________________________
Address: _________________________________

City:________________ ZIP:___________________________

Phone (___)______________ Other Phone (___)_________ DOB ____/____/______

Sex: Male Female Unk

Check all that apply (at least one). Unknown may be selected if there is no feasible way to collect specific information.
Race:

American Indian/Alaska Native
Black/African American
Asian
Hawaiian/Pacific Islander
Other______________
Unk
Ethnicity: Hispanic/Latino: Yes
No
Unk
Arab/Middle Eastern: Yes

Caucasian
No

Unk

Test Information
Type of Test (Choose one): PCR
Rapid Molecular (i.e. Abbott ID Now)
Rapid Antigen
Antibody
Specimen Source: Nasal swab
Nasopharyngeal (NP) swab
Oropharyngeal swab
Serum
Other: ______
Test Ordered: _mm/dd/yyyy___
Specimen Collected: _mm/dd/yyyy___
Report Date: _mm/dd/yyyy___
Ordering Provider
Full Name (First & Last): _________________________________________ NPI: ____________________________
Affiliation/Facility name: _________________________________________________ Phone _(____)____________
Address: _________________________________________

City: _______________________ Zip: __________

Person Providing Referral
Full Name (First & Last): _________________________________________ Phone _(____)____________________
Ask at Order Entry Questions
Is this the first test for COVID-19?

Yes

No

Unk

Is the patient employed in a healthcare setting?

Yes

No

Unk

Does the patient have symptoms related to COVID-19?

Yes

No

Unk

Did the infection require hospitalization?

Yes

No

Unk

Was the patient admitted to intensive care unit (ICU) for COVID-19?

Yes

No

Unk

Does the patient reside in a congregate care setting (including nursing homes, residential care
for people with intellectual and developmental disabilities, psychiatric treatment facilities,
group homes, board and care homes, homeless shelter, foster care or other setting)?

Yes

No

Unk

If yes, what is the illness onset date? mm/dd/yyyy

If female, pregnancy status
Clinical Presentation
Asymptomatic Yes No Unk
Fever (subjective)
Yes No Unk
Sore throat
Yes No Unk
Abdominal pain
Yes No Unk
Chest pain
Yes No Unk

Fever (measured)
____⁰F
Cough
Yes No Unk
Diarrhea
Yes No Unk
Loss of taste or smell
Yes No Unk

Chills
Yes No Unk
Shortness of breath
Yes No Unk
Fatigue
Yes No Unk
Pneumonia
Yes No Unk
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Not Pregnant

Pregnant

Muscle aches
Yes No Unk
Nausea or vomiting
Yes No Unk
Congestion
Yes No Unk
ARDS
Yes No Unk

Runny nose
Yes No
Headache
Yes No
Wheezing
Yes No
Stroke/VTE
Yes No

Unk

Unk
Unk
Unk
Unk

Appendix 6: Deduplication Instructions for COVID-19
Deduplication Instructions
These instructions are specific to case deduplication of COVID-19. Full instructions for patient and case
deduplication may be found at www.mi.gov/mdss or directly at:
https://www.michigan.gov/documents/mdch/Instructions_for_Deduplication_in_MDSS_06_2013_425623_7.pdf

Manual vs Electronic Entry
Cases or lab results may be entered manually by individual MDSS users or via electronical laboratory reporting
(ELR). The figure below shows examples of each type. Those that are added via ELR will go through an algorithm
for MDSS to determine whether to ‘Create’ or ‘Match Existing’. Those that are entered manually by users will
need manual review, following the Instructions for Case Deduplication below.

Lab Holding Area (LHA)
Some cases in the pending queue have a ‘Move to LHA’ option. This includes cases with negative laboratory
results, cases with antibody results or cases with indeterminate or inconclusive results. Only those with
negative lab results may be moved to the LHA. Click on ‘View’ to review results before moving the case. Cases
created from OMS also have the ‘Move to LHA’ option but it should NOT be used for these cases.
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Instructions for Case Deduplication
1) If a case is previously reported as Confirmed or Probable and <90 days have passed since the initial
referral date, choose MATCHES EXISTING.
NOTE: If merging into a probable case, note the case name so that it can be searched and reviewed. If
confirmatory lab results were added to the case, update Case Status from Probable to CONFIRMED. If
the Investigation Status was marked as Completed, switch to REVIEW and include a note in the note tab
that new confirmatory results were added to the case. If you find that the probable case was not
investigated/interviewed and <2 weeks have passed since referral date, the Investigation Status may be
changed to NEW rather than Review.

2) If a case is previously reported as Suspect or Unknown and the investigation status is new or active,
choose CREATE. Note the case name so that it can be searched and reviewed for correct case status

3) If a case was previously reported as Suspect, Probable, or Confirmed and a new record from EDRS is
received, choose MATCHES EXISTING, even if >90 days since referral date (as long as the condition
matches)

43

4) If a case was previously reported as Not a Case, and a new result is received, choose CREATE

5) If a case was previously reported as Confirmed or Probable and >90 days have passed since referral
date, choose CREATE. Note the case name so that it can be searched and reviewed. Only confirmatory
results may create a new case/re-infection according to the case definition. If results were not
confirmatory, the new case can be marked as ‘superceded’ or sent back through for deduplication.

NOTE

If you are ever unsure about when to select ‘Create’ or ‘Matches Existing’, you can send the case back to the
pending queue by selecting ‘Place in Queue’
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Appendix 7: COVID-19 Case Report Form (CRF) Interim Tip Sheet
Introduction
Due to the rapidly evolving nature of the COVID-19 outbreak, MDHHS has worked to make changes to the
Michigan Disease Surveillance System (MDSS) case report form (CRF) for Novel Coronavirus – COVID-19.
Additions have been made to collect more information regarding symptoms, exposures, contacts, and more.
As the CRF is updated, new fields are intended for use on new cases and are not expected to be completed
retrospectively.
Fields within the CRF that are boxed in red are fields that are reviewed for case investigation metrics. This
includes race, ethnicity, close contacts, date of first interview, and current interview status. This tip sheet
highlights fields that regional epidemiologists frequently receive questions about. If you have questions about
fields that are not included in this tip sheet, please contact your regional epidemiologist.

Investigation Information
•
•
•

•

•

Onset Date: If a case does not have an onset date (e.g., asymptomatic case), it should be left blank. In the
Clinical Information Section, select ‘no’ for the field symptoms present during the course of illness
State Prison Case: check box only for inmates in Michigan Department of Corrections (MDOC) facilities.
Leave unchecked for inmates in county jails and Michigan Department of Corrections employees.
Case Disposition: Select ‘inpatient’ if it is determined that the patient is hospitalized due to their COVID-19
infection.
o Note: There are many underlying conditions that may make symptoms more severe, it may be difficult
to determine if the person’s hospitalization is due to the underlying condition or due to the condition
plus COVID-19 infection. If the reason for hospitalization is truly unrelated to COVID-19 infection (e.g.,
labor/delivery, gunshot would, car accident, broken bone, pre-surgical etc.), ‘outpatient’ should be
selected for Case Disposition and the “Patient Hospitalized” question in the “Hospital Information”
Section should be marked “No.” Otherwise, the case should be marked as hospitalized.
o In the Hospital Information Section, if ‘Patient Hospitalized’ is ‘Yes’, then Case disposition must be
‘inpatient’
o The person should remain as “Inpatient” status even after discharge since inpatient status reflects
history of COVID-19 infection hospitalization and not current hospital stay.
Outbreak Name:
o For cases associated with outbreak, assign a specific outbreak ID (e.g., include condition,
location/event, month/year). Outbreaks names can be added to individual cases even if not yet
considered an outbreak as they can help associate cases with specific settings or events.
o MDHHS is no longer using generic outbreak names (e.g., WUHAN-19, COVID-19); if a case is not
associated with an outbreak, the field can be left blank
o Refer to the MDHHS SOP for additional information on outbreaks
CDC/MI-nCoV-ID: leave blank, no longer necessary. This field was used in the beginning of the pandemic to
indicate cases that were approved for testing.
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Demographics
• Sex at birth: This is a required field
• Current gender: Male, Female, Trans to Female, Trans to Male, and Unknown are options
• Race and Ethnicity: Refused to answer is included in the options

Hospital Information
•

Patient Hospitalized: If case disposition is ‘inpatient’ then select ‘yes’ (see case disposition above)
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Clinical Information
•

•

•

•
•

•

Patient Died:
o If the case dies within 30 days of their positive COVID-19 result, please mark ‘Yes’ in the ‘Patient
Died’ field, along with the Date of Death. Please review this field for accuracy as it has a
tendency to be mismarked
Quarantine during symptom onset: helps to assess contact tracing efforts and to evaluate the impact of
quarantine measures; this data can also contribute to the analysis of community transmission activity

Information on Signs and Symptoms:
o Difference between chills and rigors – Chills: feeling cold; Rigors: shaking chills, shivering
o Difference between shortness of breath (dyspnea) and difficulty breathing  Shortness of breath: cannot catch your breath or get enough air in your lungs. Grasping
for breath or unable to complete a sentence in one breath
 Difficulty breathing: Winded, labored breathing
MIS-C: If a case (<21 years of age) is also reported as MIS-C, check ‘yes’ and enter the MIS-C
Investigation ID
Did Symptoms Resolve and Date: at the time of last interview, did symptoms resolve or return to
baseline, and date that symptoms resolved. If the case was asymptomatic or symptoms have not
resolved at the time of the interview, leave blank; there is no requirement for investigators to follow
case to update. Any case known to be still alive 30 days after their symptom onset or positive lab date
will be included in the recovered case count by MDHHS.

Pre-existing Health Status: check all pre-existing conditions. Disability was added in February 2021
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Epidemiologic Information
•
•
•

COVID-19 strain/variant: Select the appropriate variant strain type from the drop-down menu.
‘Suspected’ should be used for variant cases among contacts of confirmed variant cases (epi-links).
Residence at time of onset: indicate type of residence the case was staying at the time of onset or
positive test – this helps determine number of people that may have been exposed.
o If the case was residing in a dormitory, select Other and write in ‘dormitory’.
High-risk setting: indicate whether case lives or works in a high risk setting and complete fields for
the type of facility. Additional facility types have been added based on prior case reports and to
better characterize the role of congregate settings

Exposure Information
•

•

Exposure source: Helps identify cases with a known exposure and cases with no known exposure
for the purposes of evaluating transmission patterns; It is important to understand if cases are
associated with a close contact or with an outbreak, and if associated to an outbreak, what kind.
Reviewing the percent of cases with a known exposure can help assess the level of community
transmission
o For cases who are a healthcare, community, or household contact to confirmed case(s),
include the MDSS ID of the source case(s)
o For outbreaks with secondary transmission to household members or others outside the
outbreak setting, select ‘case is a household contact’ and not ‘case is associated with a
known cluster or outbreak’
o If exposure source cannot be identified, select ‘Source of case’s COVID-19 infection is
‘unknown’
o If the case identifies an individual as their potential exposure, but that individual cannot be
found in MDSS:
 Check with the LHD of that individual’s residence. If there was no ELR, it could be
that the LHD has more information (e.g., faxed antigen result), but has not put the
case in MDSS yet.
 Enter the individual under the Exposure Information section by name.
 Enter the individual as suspect in MDSS with as much information as possible.
Outbreak category: select the category from the drop down that best describes the outbreak, refer
to the outbreak section of the SOP for additional information.
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•

Exposure Information: to capture exposure information, select all locations/events that the case
attended during the 14 days prior to illness onset (or positive test result) until the start of isolation.

•

Travel:
o For cases with international or domestic travel, please provide the arriving and departing
flight information for any flights that occurred during the case’s infectious period (beginning
48 hours prior to onset date (or positive result date if asymptomatic). Flight number and
seat numbers are also crucial for contact tracing efforts
o Travel by other mass conveyances (e.g., bus, train) should be documented in the case’s
notes tab (not shown)
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•

High Risk Referral: If a case has a high risk, select ‘yes’ along with the reason from the drop-down
menu.

Vaccine History
•
•
•

The section is used to document COVID-19 vaccine only, not other routine vaccinations.
A question on vaccine breakthrough has been added.
Note: vaccine information can be retrieved from the Michigan Care Improvement Registry (MCIR) if
an exact match of last name, first name, and date of birth is found. This can be done through the
button in the Notes Tab.
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Contact Information
•
•

If a case has no close contacts or refuses to provide information, select the appropriate checkbox.
Individual contacts may be listed in the CRF. The form allows for 25 contacts, but more may be
added in increments of 5 (up to 50).
o Name, phone number, Relationship to case and county H.D. are required fields.
o If phone number is unknown, enter 888-888-8888.
o While ‘last contact date’ is not required, this information is vital to contact tracing and
follow-up
o If contact lives or works in a high-risk setting, select appropriate drop-down option
o Refer to Traceforce Contact Tracing Guidance Documents for additional information.
o If the contact’s age is not given by case, then the Is Minor question must be completed.
Form changes will not be allowed to save until this question is answered.

Other Information
•

•
•
•

Local 1 & Local 2: these fields are available for Local Health Departments to assign and use at their
own discretion. If you do not have a local use for those fields, leave blank.
Date of first interview: date that the investigator genuinely attempts outreach to the case.
Current interview status: select status of interview (provides details to potential barriers of case
follow-up)
Date of Interview: Indicate date that the investigator has talked to case or proxy and was able to
document some information in the case report
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