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H1N1
The H1N1 fl u virus is a strain of pandemic infl uenza which is diff erent from the seasonal fl u. People have 
no natural immunity to protect against this virus.  In addition to covering your cough, practicing good 
hand hygiene and maintaining good health, getting your H1N1 immunization is one of your best 
defenses .

Protect yourself!

Where to get your H1N1 shot:
Public H1N1 mass immunization clinics are free of charge for everyone and will be available on the  

following dates/locations from 11:00 a.m. to 8:00 p.m. 

No appointments 

necessary



 

 
 
 
 
 

 

 The Provincial Nurses Recruitment and Retention 
Fund Committee has approved each region for 
another single payment for the 2009-10 fiscal year. 
The Central Region Recruitment and Retention 
Continuing Education Committee (R & R 
Committee) has met to discuss the distribution of 
these funds to Central Region Nurses.  The 
Committee has determined that the payment will 
allow monies to be accessed by individual nurses 
(RN, RPN, RN(EP), LPN, first level nurse 
manager). 

 

• Only those requests for course / workshops retroactive to April 1st, 2009 and to the 
end of March 31, 2010 will be considered. 

• There is to be only One (1) request for funding per nurse to a maximum amount of 
$350. 

• Where applicable, utilization of MNU education development allowance must be 
accessed for courses before considering using R & R monies toward registration/ 
tuition fees. 

• All fully completed-requests for funding must be forwarded to the Morden Regional 
Office.  Incomplete Requests will not be considered. 

 

 
The R & R Committee requests that the completed forms be sent to the Regional 
Office located in Morden.  Committee meeting dates to be announced. 

 
 
If you have any questions, please feel free to contact Donna McKenzie, RN, Portage District General Hospital 1 (204) 

239-2211 or Kim Dyck, RN, Regional Director, Staff Development/Infection Prevention and Control 1 (204) 822-2652. 
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Screening Recommendations- 
Adapted from the 2004 Guidelines of the Canadian Association of Gastroenterology and the Canadian Digestive Health Foundation.

Patient Characteristics Classifi cation Recommendation*

 50 – 74 years of age with no symptoms of CRC and 
• no personal history of CRC, polyps, or diseases of 
 the colon requiring monitoring by colonoscopy.

40+ years of age with no symptoms of CRC and
• one fi rst degree relative diagnosed with CRC or 

adenomatous polyps at 60 years of age or older.
• 2 or more second degree relatives diagnosed with CRC 
       or adenomatous polyps.

Average Risk FOBT, every two years (Program recommendation for 
population screening), followed by colonoscopy if positive.

Any one positive sample = a positive result.

On an individual basis, other screening tests may be
appropriate based on clinical judgment or patient concerns:

•  Colonoscopy every 10 years
•  Flexible sigmoidoscopy every 5 years, with or 
    without FOBT

For more information on the level of evidence supporting 
these tests, refer to the Canadian Task Force on Preventive 
Health Care.

Individuals with Above Average Colonoscopy – begin at age 40 or 10 years earlier

•  one fi rst-degree relative diagnosed with CRC or 
adenomatous polyps before the age of 60.

Risk than youngest diagnosis of CRC or polyps in the family.

• 2 or more fi rst-degree relatives diagnosed with CRC or 
adenomatous polyps at any age.

 
 

Individuals with High Risk Ongoing investigation and surveillance with

• a personal history of CRC, adenomatous polyps,
 infl ammatory bowel disease. 

•  clinical evidence or suspicion of a hereditary colon cancer 
syndrome (such as Hereditary Non-Polyposis Colon Cancer 
(HNPCC) or Familial Adenomatous Polyposis (FAP).

colonoscopy.

Individuals with IBD should be referred for colonoscopic 
surveillance 8 years after the onset of colitis.

Consider referral for genetic testing and endoscopic 
surveillance (see text on next page).

* Choice of test and frequency may vary depending on level of evidence, individual patient concerns, coexisting morbidities, evaluation of risk vs benefi ts, and/or available resources.

Double contrast barium enema or CT colonography may be alternatives in individuals with a positive FOBT if colonoscopy is refused or unsuccessful.

Individuals with symptoms of CRC such as rectal bleeding, persistent change in bowel habits, abdominal pain, unexplained weight loss or anemia 
should not undergo FOBT screening as they require urgent investigation.

Follow up and Surveillance Recommendations after Colonoscopy
Adapted from the 2008 Joint Guidelines from the American Cancer Society, the US Multi-Society Task Force on Colorectal Cancer, and the American College of Radiology.

Patient Characteristics Recommendations*

Negative colonoscopy with no additional risk factors for CRC  Rescreen in 10 years.
(includes hyperplastic polyps). 

1 – 2 tubular adenomas <1 cm. (includes serrated adenomas)  Rescope in 5 years.

More than 2 tubular adenomas, any adenoma >1cm, or any  Rescope in 3 years; rescope every 5 years when polyp clearance is achieved.
adenoma with villous component or high grade dysplasia. Consider referral for genetic testing if >10 adenomas.  

Post-curative resection for CRC.  Colonoscopy end of year 1 (within 6 months if colon is not cleared preoperatively);  
 rescope at 3 years then every 5 years indefi nitely if the outcome is normal.  
  
Rectal Cancer. In patients who have not received pelvic radiation, rectal visualization with   
 fl exible sigmoidoscopy every 6 months for 3 years to check for recurrence.

Note: If the colon was not cleared of polyps or question of incomplete polypectomy or removal of a high risk polyp, consider rescoping in 6 months.
*Follow up or surveillance may vary according to clinical judgment.

CancerCare Manitoba, with support from Manitoba Health, has 
established the Manitoba Colorectal Cancer Screening Program to 
help detect colorectal cancer (CRC) early and reduce the number of 
Manitobans who die from the disease.  The Program will be targeting 
individuals at average risk between the ages of 50 & 74 to be screened 
with a Fecal Occult Blood test (Hemoccult II Sensa). 

The fecal occult blood test (FOBT) was chosen based on high level 
(randomized controlled trial) evidence at the population level. 

Furthermore, it meets WHO criteria for screening tests including the feasibility 
of engaging a majority of the population and that it is a simple, low cost 
acceptable test with minimal risk. The Program recognizes that there are other 
screening tests for CRC and that recommendations vary somewhat depending 
on the professional group or society. 

The purpose of this summary of recommendations is to provide information 
to health care providers that will support them in the provision of appropriate 
care for screening, surveillance and follow up care for CRC.

These recommendations may change as new evidence becomes available.

Manitoba Colorectal Cancer Screening Program
Screening, Surveillance and Follow up Recommendations



Genetic Testing for Hereditary Colorectal Cancer  

A complete family history is important as referral for genetic counseling and/or genetic testing to the WRHA Program in Genetics and Metabolism 
(Phone 204-787-2494; Fax 204-787-1419) may be appropriate in some cases. Generally, hereditary colorectal cancer (HNPCC, FAP) should be 
considered when there are:

•  multiple family members with disease (colorectal cancer or adenomatous polyps) 
•  disease at a younger age (<45 years)
•  and/or disease present in successive generations. 

For more detailed guidelines on risk assessment for hereditary colorectal cancer, please refer to the Canadian Association of Gastroenterology 
guidelines http://www.cag-acg.org/news/guidelines.aspx.

CancerCare Manitoba Stage II & III Colon Cancer Follow up Recommendations: *

Follow up **  Year 1 is the 12 month period beginning on the date of the Year 1,2,3 Year 4,5
patient’s surgery.

Physician Visit: Complete history and physical including rectal exam Every 3 months Every 6 months

Bloodwork: Carcinoembryonic antigen (CEA) Every 3 months Not routine

CT Imaging: Chest/abdomen Annually Not routine

Chest X-Ray Not routine

Colonoscopy See Preceding Table

* Based on the 2005 American Society of Clinical Oncology Guidelines (ASCO) http://jop.ascopubs.org/cgi/reprint/1/4/137
**  Follow up may vary based on risk of recurrence and feasibility for surgical excision in individual patients

Manitoba Colorectal Cancer Screening Program
The Manitoba Colorectal Cancer Screening Program was established April 2007 and is inviting average risk individuals 50 – 74 years of age 
from selected regions  to be screened using a FOBT.  The program plans to expand province-wide and will be phasing in additional regions 
starting in 2009.  Resources for health professionals and the public can be viewed at 
http://www.cancercare.mb.ca/home/health_care_professionals/screening/colorectal_cancer_screening/resources/.

To request more information, order resources, or request a presentation for health professionals or the public, please contact the program at  
788-8635, toll free at 1-866-744-8961, or crc.screening@cancercare.mb.ca 

For more information:
•  2004 Guidelines of the Canadian  Association of Gastroenterology and the Canadian Digestive Health Foundation 
 (http://www.cag-acg.org/news/guidelines.aspx) 

•  2008 Joint Guidelines from the American Cancer Society, the US Multi-Society Task Force on Colorectal Cancer, and the American College 
of Radiology (http://caonline.amcancersoc.org/cgi/content/full/58/3/130). 

•  Canadian recommendations on colorectal cancer screening: http://www.phac-aspc.gc.ca/publicat/ncccs-cndcc/ccsrec_e.html

•  The Canadian Task Force on Preventive Health Care: http://www.ctfphc.org/

•  2008 U.S. Preventive Services Task Force, Screening for Colorectal Cancer Recommendation Statement:  
 http://www.ahrq.gov/clinic/uspstf08/colocancer/colors.htm#rationale 

•  Diagnostic Accuracy and Cost-Effectiveness of Faecal Occult Blood Tests Used in Screening for Colorectal Cancer: A Systematic Review: 
 http://www.york.ac.uk/inst/crd/projects/faecal_occult_blood_tests.htm

For additional resources or information for health 
professionals or the general public, contact the program at: 

Manitoba Colorectal Cancer Screening Program 
25 Sherbrook Street, Unit 5 - Winnipeg, Manitoba  R3C 2B1 
Telephone: 788-8635 or 1-866-744-8961, Fax: 204-774-0341 

E-mail: crc.screening@cancercare.mb.ca 
or visit: www.cancercare.mb.ca/CCSP December 2008



MANITOBA
CERVICAL 
CANCER
SCREENING 
PROGRAM

MANITOBA CERVICAL CANCER SCREENING 
PROGRAM (MCCSP) GUIDELINES 

GENERAL GUIDELINES

  • All women who are, or have ever been sexually active (sexual intercourse and
Initiation of screening   intimate touching) should be screened.
   • Screening should begin two years after fi rst sexual activity. 

  • Screen annually until there are three consecutive Negative Pap tests. After three   
   Negative Pap tests, screen every two years.
Routine screening • Women who have not been screened in more than two years should be screened   

   annually until there are three consecutive Negative Pap tests. After three Negative Pap   
   tests, screen every two years.

Cessation of screening
 •  Screening can be discontinued if a woman is 70 years or older and has had three   

   or more Negative Pap tests in the previous 10 years with no change in partner.

SCREENING WOMEN WITH SPECIAL CIRCUMSTANCES

Never been sexually active Focus on education and the benefi ts of regular screening once sexually active.

HPV vaccinated Routine screening should begin two years after fi rst sexual activity. 

  Routine screening should occur when:
Previous abnormal Pap test • A woman’s repeat Pap test(s) following a low-grade or unsatisfactory result is Negative, 
   • Women are discharged from colposcopy.

  Screening pregnant women is unnecessary if:
   • The woman has had routine Negative Pap tests, 
   • The woman has no symptoms of cervical cancer and/or no visual abnormalities. Pregnant
  Women with symptoms of cervical cancer and/or visual abnormalities should be evaluated   
  with colposcopy. If a Pap test is required, it should occur during the fi rst trimester using
  a spatula and saline-moistened cotton swab (a cytobrush should not be used).

  Screening the vaginal vault is unnecessary if: 
   • Hysterectomy was total,
   • Hysterectomy was performed for a benign disease (pathology negative for dysplasia), and 
Hysterectomy • The woman has no previous abnormal Pap tests.
  
  If Pap test results or hysterectomy pathology is not available, continue screening until two   
  annual Negative vaginal vault tests occur.

Underscreened/Unscreened 

Women having sex 
Routine screening.with women

Transgender

Immunocompromised  
Annual screening.or HIV positive

 

NOTE: Any visual cervical abnormalities and/or abnormal symptoms must be investigated regardless of cytology fi ndings.

          

For more information see the 
MCCSP Pap Test Learning Module for Health Care Providers 

at EveryTwoYears.ca
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MANAGEMENT OF CYTOLOGY RESULTS

CYTOLOGY RESULT      MANAGEMENT

Negative Routine screening.

 
     Repeat Pap test in 3 months

Unsatisfactory 
                        Negative                                            Abnormal/Unsatisfactory                                                                                                       

                                                  
                       Routine screening                                                Colposcopy

              Repeat Pap test in 6 monthsASC-US
(Atypical squamous cells of 
undetermined signifi cance)

       Negative                                           Abnormal/Unsatisfactory                                                                                                       
           
                 Repeat Pap test in 6 months                                        ColposcopyLSIL
(Low-grade squamous  

             Negative - Routine screeningintraepithelial lesion)
       Abnormal/Unsatisfactory - Colposcopy

ASC-H
(Atypical squamous cells, 
cannot rule out high grade) 

Refer for colposcopy.

HSIL
(High-grade squamous 
intraepithelial lesion)

AGC Refer for colposcopy, endocervical curettage and if the woman is ≥ 35 years of age or 
(Atypical glandular cells) has abnormal bleeding, endometrial biopsy.

AIS
(Adenocarcinoma in situ) Refer for colposcopy and endocervical curettage.

Squamous carcinoma, 
adenocarcinoma, other  Refer for colposcopy and oncology.
malignant neoplasms. 

  OTHER RESULTS      MANAGEMENT

Absence of transformation  Screen according to cytology result if woman has had routine Negative Pap tests.
zone cells 

Rejected specimen Repeat Pap test in three months. Inform woman repeat is not due to abnormal cytology.

  Refer for Endometrial biopsy if:

Endometrial Cells 1. Out of cycle in a woman over 40 with no history of hormones or IUCD. 
   2. Woman over 40, menstrual history not known.
   3. Post menopausal woman with no history given of HRT.

Note: The MCCSP can provide health care providers with screening histories for Manitoba women.


