
ISSN    1181-960XISSN    1181-960XISSN    1181-960XISSN    1181-960XISSN    1181-960X

Mailing Label Goes Here

Volume 12, Number 1Volume 12, Number 1Volume 12, Number 1Volume 12, Number 1Volume 12, Number 1 January 29, 2001January 29, 2001January 29, 2001January 29, 2001January 29, 2001

The Public Health and Epidemiology Report Ontario
is published monthly, by the:

Public Health Branch
Ministry of Health and Long-Term Care
8th Floor, 5700 Yonge Street,
Toronto, Ontario, M2M 4K5
Telephone (416) 327-7090
Facsimile (416) 314-7078
Email: Tracy.Collura@moh.gov.on.ca

Editorial Board: C. D'Cunha, G. Kettel ,  K. Kurji,
M. Naus

Editor:  Tracy Collura

The contribution of scientific articles by the staff of
local Boards of Health is invited.  Address all inquir-
ies and submissions to the Editor.
Submission of articles to PHERO does not preclude
publication elsewhere.  The material in this publica-
tion does not necessarily reflect the policies of the
Ministry of Health.  It can be reprinted without
permission, provided the source is credited.

An Evaluation of the SentinelAn Evaluation of the SentinelAn Evaluation of the SentinelAn Evaluation of the SentinelAn Evaluation of the Sentinel
Physician Influenza Surveillance...Physician Influenza Surveillance...Physician Influenza Surveillance...Physician Influenza Surveillance...Physician Influenza Surveillance...

University of Toronto
Disease Control Service

A Community Scan of PostpartumA Community Scan of PostpartumA Community Scan of PostpartumA Community Scan of PostpartumA Community Scan of Postpartum
Services in the Province of OntarioServices in the Province of OntarioServices in the Province of OntarioServices in the Province of OntarioServices in the Province of Ontario

Hamilton-Wentworth Social and Public
Health Services Division
McMaster University
Hospital for Sick Children, Ontario

Toddler Talk: Parent-Focused ...Toddler Talk: Parent-Focused ...Toddler Talk: Parent-Focused ...Toddler Talk: Parent-Focused ...Toddler Talk: Parent-Focused ...
Population Health Service
Children's Hospital of Eastern Ontario

COMMUNIQUÉ
The "3D" Smoking Cessation Kit...The "3D" Smoking Cessation Kit...The "3D" Smoking Cessation Kit...The "3D" Smoking Cessation Kit...The "3D" Smoking Cessation Kit...

KFL&A Health Unit

StatisticsStatisticsStatisticsStatisticsStatistics
• November 2000

• 4th Quarter 1999

• 3rd Quarter 2000

ErratumErratumErratumErratumErratum
Gini Concentration Ratio - Measurement
of Disparity of Household Income
Population Health Service

Attached are corrected pages 231 and
231A from the November 29, 2000 issue
of PHERO

IN THIS ISSUEIN THIS ISSUEIN THIS ISSUEIN THIS ISSUEIN THIS ISSUE

    

BULLETINS and NOTICESBULLETINS and NOTICESBULLETINS and NOTICESBULLETINS and NOTICESBULLETINS and NOTICES

DIPLOMA PROGRAM IN ENVIRONMENTALDIPLOMA PROGRAM IN ENVIRONMENTALDIPLOMA PROGRAM IN ENVIRONMENTALDIPLOMA PROGRAM IN ENVIRONMENTALDIPLOMA PROGRAM IN ENVIRONMENTAL
HEALTHHEALTHHEALTHHEALTHHEALTH
McMaster Institute of Environment and HealthMcMaster Institute of Environment and HealthMcMaster Institute of Environment and HealthMcMaster Institute of Environment and HealthMcMaster Institute of Environment and Health
McMaster UniversityMcMaster UniversityMcMaster UniversityMcMaster UniversityMcMaster University
The Diploma Program in Environmental Health is a distance
education program designed to provide new and/or upgraded
skills and knowledge in the principles and practice of
environmental health.  Students come from a variety of
disciplinary backgrounds.  A relevant university degree or
equivalent will normally be required.  The Diploma Program
is suitable for public health unit professionals, physicians,
community health nurses, environmental industrial
professionals and those in labour and non-governmental
organizations dealing with environmental health issues.

For further information, please contact:
Monica Anderson, BA, CHRM
Administrative Coordinator
McMaster Institute of Environment and Health
McMaster University
1280 Main Street West, BSB B150
Hamilton, Ontario  L8S 4K1
(905) 525-9140, Extension 27559
Fax:  (905) 524-2400
Email:  ecoenvir@mcmail.cis.mcmaster.ca

Public Health and
Epidemiology Report Ontario�����

M  i  n  i  s  t  r  y    o  f

Health and Long-Term Care



01/29/0101/29/0101/29/0101/29/0101/29/0122222PHEROPHEROPHEROPHEROPHERO

ERRAERRAERRAERRAERRATUMTUMTUMTUMTUM

The published paper “Gini ConcentrationThe published paper “Gini ConcentrationThe published paper “Gini ConcentrationThe published paper “Gini ConcentrationThe published paper “Gini Concentration
Ratio - Measurement of Disparity ofRatio - Measurement of Disparity ofRatio - Measurement of Disparity ofRatio - Measurement of Disparity ofRatio - Measurement of Disparity of
Household Income” appeared in theHousehold Income” appeared in theHousehold Income” appeared in theHousehold Income” appeared in theHousehold Income” appeared in the
November 2000 issue of PHERO.November 2000 issue of PHERO.November 2000 issue of PHERO.November 2000 issue of PHERO.November 2000 issue of PHERO.
Unfortunately, due to some technical problem of the
desktop publishing procedure, part of Table 1 “Gini
Coefficient of Income Disparity by census Division
in Ontario” was truncated when it was printed.  As
a result, 12 census divisions (Simcoe, Lanark, Elgin,
Leeds and Grenville, Wellington, Oxford, Perth,
Durham, Dufferin, Peel, York, and  Halton) were
deleted in the published table. The same technical
problem has also left out in the published paper a
“Footnote” which is quite important for the
calculation of the Gini Coefficient. We are now
sending you a full version of Table 1 and the
concerned Footnote for your information and use.
Please see pgs 231 & 231A attached at the end.

AN EVAN EVAN EVAN EVAN EVALUAALUAALUAALUAALUATION OF THETION OF THETION OF THETION OF THETION OF THE
SENTINEL PHYSICIAN INFLUENZASENTINEL PHYSICIAN INFLUENZASENTINEL PHYSICIAN INFLUENZASENTINEL PHYSICIAN INFLUENZASENTINEL PHYSICIAN INFLUENZA
SURSURSURSURSURVEILLANCE (SPIS) SYSTEM,VEILLANCE (SPIS) SYSTEM,VEILLANCE (SPIS) SYSTEM,VEILLANCE (SPIS) SYSTEM,VEILLANCE (SPIS) SYSTEM,
ONTONTONTONTONTARIO, 1999/00ARIO, 1999/00ARIO, 1999/00ARIO, 1999/00ARIO, 1999/00

IntroductionIntroductionIntroductionIntroductionIntroduction
Influenza has been a reportable disease in Ontario since
1923.  A summary of province-wide surveillance results
is published every year, and is issued weekly throughout
the influenza season 1.  This has taken various forms
and the 1999/00 influenza season saw the addition of a
Sentinel Physician Influenza Surveillance (SPIS) pilot
project.  At the conclusion of this season, an evaluation
of SPIS was undertaken . A summary of the results of
this evaluation is presented in this report.

Description of the SystemDescription of the SystemDescription of the SystemDescription of the SystemDescription of the System
The federal government has a national sentinel physician
influenza surveillance system, FluWatch, which has
been in place since 1994.  Historically Ontario was not
well represented in the national system.  In 1998/99,
only 24 physicians from Ontario were involved with
FluWatch 2 .  Thus, the SPIS program was introduced
on a pilot basis with the intent to provide population-
based data on influenza-like illness (ILI) in Ontario.
SPIS was intended to provide more geographically and
age representative ILI data, particularly for the adult
population.

The SPIS sentinel physicians included both primary
care pediatricians and family physicians who were
recruited from among general practitioners and
pediatricians.  Participating physicians were recruited
from walk-in clinics, private practices, and group
practices. An attempt was made to have at least one
sentinel physician in each health unit.  However, when
this was not feasible, some health unit areas were
combined.  This recruitment of physicians continued
throughout the influenza season and thus some of the
participating physicians began reporting later in the
season.  They were asked to complete a weekly report
form reporting on the number of cases of ILI per age
group for one practice day each week and the total
number of patient visits per age group for the same day,
beginning the week of November 8, 1999 until the
week ending
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April 30, 2000. SPIS physicians were asked to report
ILI rates following the ILI case definition: Acute onset
of respiratory illness with fever and cough and with one
or more of the following - sore throat, arthralgia,
myalgia or prostration which could be due to influenza
virus (presentation may vary in the pediatric or elderly
populations).

In addition, sentinel physicians were asked to take
nasopharyngeal specimens for the first ten and last six
weeks of the program from two patients each week that
they deemed highly likely to have influenza.  The
purpose of this component was to provide strain
identification throughout the season and to determine
the actual number of laboratory-confirmed influenza
cases, as well as those positive for other respiratory
viruses. This proved to be the most expensive and time-
consuming component of the SPIS system.

The information provided by the sentinel physicians
was incorporated into the Ontario Influenza Bulletin
and the influenza surveillance web-site
(www.gov.on.ca/health) that was updated weekly
throughout the influenza season.

MethodsMethodsMethodsMethodsMethods
The SPIS evaluation  was based upon guidelines
published by the Centre for Disease Control and
Prevention 3. As well, SPIS was evaluated with respect
to whether the established goals and objectives of the
program were met.  The purpose of the evaluation was
to develop recommendations to determine if the SPIS
system provided additional information for influenza
surveillance in Ontario, over and above that of the
National Fluwatch Sentinel Surveillance System, and
whether the SPIS system should be  continued in the
2000/01 influenza season.

Information on the SPIS system was gathered through
standardized questionnaires and personal
communications  from various sources including:
influenza surveillance coordinators at the Ministry of
Health and Long-Term Care (Field Epidemiologist, the
SPIS coordinator, and the influenza surveillance
coordinator), the SPIS contact at the Central Public
Health Laboratory (CPHL), the FluWatch coordinators
at the Centre for Infectious Disease Prevention and
Control (CIDPC), and the participating sentinel
physicians and health units across Ontario.  Data from
the National Fluwatch Sentinel Surveillance System

was also used for comparison purposes.  Furthermore,
1996 census data obtained from Statistics Canada was
used to determine the demographic representation of
the SPIS system.  Information obtained from both the
Ontario 1999/00 Influenza Surveillance Program
Evaluation Meeting and the Fluwatch National Annual
Meeting in Ottawa  was also used to complete the SPIS
evaluation.

Self-administered questionnaires were sent out to both
participating sentinel physicians and health units,
concerning the utility of the SPIS data and the feasibility
of continuing the SPIS in the upcoming influenza
season.

RESULTSRESULTSRESULTSRESULTSRESULTS
Operation of the SPIS systemOperation of the SPIS systemOperation of the SPIS systemOperation of the SPIS systemOperation of the SPIS system
The following are objectives of the SPIS System:

1. Recruitment of at least one sentinel physician per
250,000 population in Ontario

2. An 80% submission rate of SPIS forms by sentinel
physicians each week

3. Approximately 80% of nasopharyngeal swabs
returned to the Central Public Health Laboratory
(CPHL) per reporting week

4. SPIS data collated, analysed, and reported to the
CIDPC on a weekly basis throughout the influenza
season

5. SPIS data reported in the Ontario Influenza Bulletin
every week of the influenza season and
disseminated to participating sentinel physicians
and health units

In self-administered SPIS evaluation questionnaires
sent to all participating sentinel physicians 4 a response
rate of 74% was obtained.  Eighty-one percent of
reporting physicians were from general family practice,
8% were from walk-in clinics, and 14% were from
primary care paediatric clinics.

Components of the SystemComponents of the SystemComponents of the SystemComponents of the SystemComponents of the System
The following indicators were derived from the one-
page weekly reporting forms:

• the number of sentinel physicians reporting on a
weekly basis

• reported cases of ILI/1,000 patients seen (numerator)
• the number of patients seen (denominator)
• the ILI rate per age group per health unit area (per

1,000 patients seen)
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• the ILI rate per age group per sentinel physician (per
1,000 patients seen)

• the ILI rate per age group per reporting week (per
1,000 patients seen)

The nasopharyngeal swabs submitted by each sentinel
physician were first tested by direct antigen tests at the
regional laboratories and then sent to the CPHL for
culturing and subtyping.  A lab-confirmed case of
influenza was that which was positive by either direct
antigen test or by culture.  All negative cultures were
tested for other viruses and results obtained provided
additional information on reasons for ILI in the
community.  Other viruses found included: respiratory
syncytial virus (RSV), parainfluenza-1, parainfluenza-
2, entero-like virus, adenovirus, and herpes simplex
virus.

The data were sent to the CIDPC and incorporated into
the FluWatch surveillance system, as the case definitions
for ILI were comparable.  The CIDPC also provided the
SPIS coordinator with the data obtained from FluWatch,
which allowed for comparisons between SPIS and
FluWatch .

The results of the weekly reports from sentinel physicians
were incorporated into the Ontario Influenza Bulletin,and
included:

• the number of cases of ILI per 1,000 patient visits
reported by the sentinel physicians

• the health unit area reporting the highest ILI rates
• the number of nasopharyngeal specimens subtyped

and found positive by the CPHL
• a graph displaying season-to-date ILI reporting rates

by report week
• a map of ILI reporting rates by health unit areas

The Ontario Influenza Bulletin was faxed on a weekly
basis to the participating sentinel physicians, sent
electronically to all health units and available to the
general public through the Ontario Ministry of Health
and Long-Term Care (MOHLTC) web-site
(www.gov.on.ca/health).

Further details of operations of the SPIS system are
available from: An Evaluation of the Sentinel Physician
Influenza Surveillance (SPIS) System, Ontario, 1999/
00 (Ontario Ministry of Health, July 2000).

Level of Usefulness of the SPIS SystemLevel of Usefulness of the SPIS SystemLevel of Usefulness of the SPIS SystemLevel of Usefulness of the SPIS SystemLevel of Usefulness of the SPIS System
Data obtained from the SPIS system  were particularly
useful in that  these provide ILI rates in the adult

population whereas other components of influenza
surveillance in the province detect disease primarily in
the young or elderly.  This aspect of the system is
important as it increases the generalizability of the
results of influenza surveillance.

In questionnaires sent to participating health units,
(response rate: 86%), 50% of health units indicated
SPIS provided additional information above that of
other components of influenza surveillance 5. Comments
provided indicated that information obtained from
SPIS increased local perspectives on issues pertaining
to influenza, raised awareness in surrounding areas,
and confirmed impressions of influenza activity within
health unit areas. Furthermore, health units noted that
the SPIS system provided a liaison between the Medical
Officers of Health and participating physicians in their
health unit areas 5.

Performance of the SPIS SystemPerformance of the SPIS SystemPerformance of the SPIS SystemPerformance of the SPIS SystemPerformance of the SPIS System
A. Simplicity
The SPIS system was designed as a simple system that
allows for flexibility and the rapid turnaround of data.
Appendix 1 presents a flow diagram of the process of
data collection and dissemination of information in the
SPIS system.  Data  are entered into a computerized
database using an optical data scanning program that
allows direct entry into a statistical program for analysis.

Table 1 provides results of the sentinel physician rating
of the simplicity of the SPIS system 4.  Nineteen percent
of sentinel physicians had difficulties administering
the nasopharyngeal swabs due to patient discomfort,
particularly for paediatric patients.

Sixty-four percent of participating sentinel physicians
reported having no difficulties incorporating SPIS into
their practice.  Those that encountered difficulties
specified that it was due to the extra time required and
their inability to remember to collect the nasopharyngeal
swabs and complete the reporting forms each week.

In terms of the time required to complete the weekly
SPIS reporting forms, 70% of the physicians reported
an average time spent of less than 15 minutes per week
and 25% reported 15-30 minutes per week.
Furthermore, 64% of physicians responded that they
would be willing to participate in the SPIS system for
the upcoming influenza season, indicating that a large
number of physicians considered the system an
important aspect of influenza surveillance.
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B. Flexibility
The SPIS coordinator obtained the identifying numbers
and addresses of the FluWatch sentinels for Ontario at
the start of the season and provided the FluWatch
personnel with the SPIS identifying numbers and
addresses 2.  Although the national system recruited
physicians based on census divisions and SPIS recruited
physicians by health unit area, the system is flexible
enough that these geographical areas can be linked.
The SPIS system was also able to respond to requests
from health units for local level data, which  were
provided on several occasions.

C. Acceptability
Physicians were recruited from each health unit on a
population-based formula of one sentinel physician per
250,000 population.  Response rates indicated that 58%
of recruited physicians responded each week with 39%
of participating physicians having a mean response rate
of 70% or greater.  Although this does not meet the
initial target of 80%, the rate was increased when
sentinel physicians received reminders by telephone.

As part of the SPIS program, the health units were asked
to recruit sentinel physicians in their health unit area at
the beginning of the pilot study.  Responses  indicated
that 66% of health units had not experienced any
difficulties recruiting physicians, emphasizing its
acceptability.  Many health units suggested that
recruiting would have been more successful had they
been given more time.  Furthermore, 69% of health
units felt that SPIS should be continued next year
primarily due to its ability to provide a local perspective
and enhanced early identification of influenza cases 5.

Fifty-five physicians were initially recruited with a
drop-out rate of 9% for the season.  Of those physicians
who were not willing to commit to future surveillance,
time commitment was one of the main reasons given.
However, sentinel physicians also suggested that

remuneration would serve as an incentive to increase
sentinel physician participation rates.

In the first ten weeks of nasopharyngeal specimen
collection, an average of 35 specimens were sent to the
CPHL per week (median: 43.5) and an average of 60%
of those sentinel physicians who sent in reporting forms
collected at least one specimen (median: 67.5%).  For
the last six weeks of the season, an average of 5
specimens were sent in per week (median: 5.5) and an
average of 13.5% of participating sentinel physicians
collected nasopharyngeal specimens (median: 14%).
This drop in specimen collection rates occurred despite
both a faxed reminder and follow-up telephone call to
all participating sentinel physicians prior to the last six
weeks of the season.

D. Sensitivity
The sensitivity of the SPIS system is best represented by
the proportion of influenza cases in the community as
detected by the system.  The SPIS system was designed
to detect rates of disease by age group and confirm the
presence of influenza in a particular community.  A
total of 1532 cases of ILI were reported through SPIS
physicians and 438 nasopharyngeal swabs were
collected.  Of the nasopharyngeal specimens collected,
40 isolates were subtyped and identified as  A/Sydney/
5/97-like (H3N2), 4 as A/New Caledonia/20/99-like
(H1N1), and 1 isolate as B/Beijing/184/93-like.  In
addition, of the 124 laboratory-confirmed positive
influenza cases (either by direct antigen test or by
culture), 122 were confirmed influenza A and 2 were
influenza B.  When influenza negative  specimens were
further tested for other viruses, 27 were identified.
Thus, 124 out of 438 clinically diagnosed ILI cases
(28%) were positively identified as influenza whereas
only 27 out of 438 cases (6%) were caused by other
viruses, indicating the SPIS system's sensitivity in
identifying influenza.

Table 1
Simplicity of SPIS Instructions (n=37)

1 2 3 4 5
Clarity of SPIS instructions at beginning of the influenza season 0 5% 14% 54% 27%
Clarity of nasopharyngeal swabbing instructions 3% 3% 3% 51% 40%

*Likert scale (1=not clear, 5=extremely clear)
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Figure 1 presents the percent of laboratory-confirmed
influenza cases (either by direct antigen test or culture)
for the SPIS system compared to that of the laboratory
surveillance system (CIDPC), by age group 6.  The SPIS
system detected the highest percent of influenza cases
(39%) in the 20-44 age group, whereas the laboratory
surveillance system detected disease primarily in the
elderly and younger populations.

Furthermore, the SPIS system detected laboratory-
confirmed influenza prior to institutional outbreak
surveillance in 10 out of 30 (33%) health units in
Ontario.

E.  Positive Predictive Value (PPV)
The addition of linked nasopharyngeal specimen
collection for influenza allowed for the calculation of
the positive predictive value of the ILI case definition.
Analysis of these data revealed that of the 438
nasopharyngeal specimens collected, 124 were
laboratory-confirmed influenza cases (either by direct
antigen test or culture), thus resulting in a PPV of 28%
(124/438).

Throughout the season, as influenza became more
prevalent, the PPV increased.  During the peak period,
(week ending January 1, 2000), the PPV was 40% (21
laboratory-confirmed cases, 53 nasopharyngeal
specimens collected) as compared to a PPV of zero
(during the week of April 1), where ILI rates were
lowest for the season (no positive tests, nine
nasopharyngeal specimens collected).  A high positive
predictive value is important as it indicates that influenza
is in the community and therefore outbreaks of respiratory

illness are likely to be due to influenza.  This information
will in turn drive the use of specific control measures
such as anti-viral therapy.

F.  Representativeness
Comparison of the age-groups of patients seen by SPIS
physicians to the age distribution of the 1996 Ontario
Census population is shown in Figure 2.  The SPIS
system is slightly over-representative of the younger
age groups and the percent of total patients seen in the
20-44 age group is high.

When comparing the geographical distribution of
physicians recruited through both the national sentinel
surveillance system and the SPIS system, the SPIS
system is less representative in the Northern health unit
areas and more representative in the densely populated
areas (Figure 3).

Sixty-three sentinel physicians were recruited through
FluWatch for the 1999/00 season, representing 100%
of the census divisions in Ontario.  This is compared to
the SPIS system, which had 50 sentinel physicians
representing 31 of the 37 (84%) health unit areas.

G.  Timeliness
The two aspects of timeliness that the SPIS system was
designed to address are as follows: the early
identification of influenza and ILI within the community
and the timely dissemination of information to health
units prior to the onset of institutional outbreaks within
their health unit areas.

In terms of early identification of influenza and ILI, the
SPIS system detected an increase in the number of
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cases of ILI and peak rate of ILI at least one week prior
to widespread outbreaks in institutions. The SPIS system
identified laboratory-confirmed influenza prior to the
onset of influenza outbreaks in 33% of health unit areas.

Due to the unusually early start of the influenza season,
most health units were not able to use the SPIS system
as an early indicator of influenza activity. Nevertheless,
22% of health units reported using SPIS as an early
warning for influenza activity and 13% used information
obtained from SPIS to begin influenza programs in
their areas.  Some health units commented that SPIS is
more useful than school absenteeism reporting.  From
the Ontario Influenza Bulletin questionnaires distributed
at Education Days (April, 2000), 29% of health units
reported using the SPIS system in their influenza
educational programs and 32% used SPIS to target the
timing of immunization initiatives 7.

The SPIS system detected its first positive laboratory-
confirmed influenza case the week of November 25,
1999. The FluWatch sentinels reported their first cases
of influenza during the same surveillance period (week
ending November 20, 1999), in Ontario 5.  As shown in
Figure 4, the general trend in reporting rates of ILI are
similar for both the SPIS system and FluWatch. Peak
rates of ILI were reported by both SPIS and FluWatch
two weeks prior to laboratory-confirmed influenza
(reported by the CIDPC laboratory influenza
surveillance component).

ConclusionsConclusionsConclusionsConclusionsConclusions
Because of the concurrent operation of the national
FluWatch sentinel physician surveillance system, the
SPIS system was not as valuable as it otherwise might
have been.  However, it was successful in providing
some novel information such as the positive predictive
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value, indication of the burden of disease in the adult
population, improved geographical representation, and
characterization of influenza strains.  In addition, it led
to the revitalization of the Ontario Influenza Bulletin as
an important method of information dissemination and
also the use of electronic media.

RecommendationsRecommendationsRecommendationsRecommendationsRecommendations
In an effort to avoid duplication of effort, a single
sentinel physician surveillance system is preferable.
Provincial surveillance coordinators have provided
recommendations to the national FluWatch system to
make certain modifications in order to serve as a sufficient
system for Ontario.  These include the disclosure of the
identity and location of sentinel physicians with the
provincial and local surveillance coordinators to allow
for geographic mapping of ILI and laboratory
confirmations, and utilization of sentinel physicians
established by local health units in the FluWatch to
increase the number of participants.  In addition, the
inclusion of nasopharyngeal specimen collection would
provide additional information, as demonstrated by its
usefulness in the SPIS system. Better coordination of
results from nationally coordinated activities with those
coordinated provincially will ultimately provide the
most efficient use of available resources while at the
same time provide an influenza surveillance system
able to collect timely and accurate data for the province
of Ontario.
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A COMMUNITY SCAN OFA COMMUNITY SCAN OFA COMMUNITY SCAN OFA COMMUNITY SCAN OFA COMMUNITY SCAN OF
POSTPPOSTPPOSTPPOSTPPOSTPARARARARARTUM SERTUM SERTUM SERTUM SERTUM SERVICES INVICES INVICES INVICES INVICES IN
THE PROVINCE OF ONTTHE PROVINCE OF ONTTHE PROVINCE OF ONTTHE PROVINCE OF ONTTHE PROVINCE OF ONTARIOARIOARIOARIOARIO

IntroductionIntroductionIntroductionIntroductionIntroduction
The postpartum period is a time of psychosocial and
health transitions. As such it is should be viewed as an
opportune time to develop and implement health
promotion strategies.1   The adaptation to motherhood
is complex and 80% of women have not resumed their
usual self-care activities by six months postpartum.2

Early in the 19th century hospitals took on the role of
providing postpartum care and teaching in North
America.3  The reduction in hospital stay has reduced
access to nursing care that traditionally has focussed on
the identification and treatment of postpartum
complications, health promotion and patient education.4

Research has identified the importance of education for
women in the early postpartum period given the
numerous and predictable concerns and challenges
they experience.  Women with shortened hospital stays
have identified a need for more information about
health threats, infant care and feeding.5  A recent five-
site study in Ontario and previous studies from the
United States indicate that postpartum women have
many unmet learning needs at the time of hospital
discharge.  Education on the immediate physical health
needs of both mothers and infants is the most important
postpartum teaching priority, particularly for first time
mothers.6,7,8

There is evidence to suggest that particular groups of
women have unique needs in the postpartum period.
Some new immigrants go through childbirth and the
postpartum period with little help and support from
their own family or cultural group, further exacerbating
the social isolation they are already experiencing.
Barriers to accessing service such as lack of
transportation and childcare can result in episodic health
care for many low-income women.10,11 Women with
inadequate social support who experience health
problems or conflict with members of their social
networks early in the postpartum period are at risk of
postpartum depression.12

There appeared to be wide variations in length of
postpartum stay in Ontario prior to the implementation
of the postpartum component of the Healthy Babies,
Healthy Children (HBHC) Program, October 1, 1999.
There were also regional differences in the types of
available postpartum community-based programs.13

This lack of consistency in programming raises concerns
about how well the needs of postpartum women and
their infants were being met.  The purpose of this
survey was to explore what postpartum services are
being offered and by whom, throughout the province
of Ontario.  Factors such as hospital length of stay,
referral process, provision of postpartum services,
marketing of support services, and public health unit
issues were examined.

MethodsMethodsMethodsMethodsMethods
In this study a 15-item survey  (Table 1) was faxed to
all public health units in the province of Ontario during
the month of February 2000 (after the implementation
of the postpartum component of the HBHC Program).
The questions used in the survey were similar to those
asked as a part of a National survey conducted in
1997.14    Wherever possible responses from the current
survey are compared with aggregate provincial data
from the 1997 survey.A   All data were entered into
SPSS 10.0 for Windows data entry system.  Descriptive
analyses were done using frequencies and percentages.
Qualitative data were analyzed thematically using the
constant comparative method.

ResultsResultsResultsResultsResults
Postpartum Hospital Length of Stay
At the time of the survey there were 37 public health
units B, with 36 returning the questionnaire, yielding a
response rate of 97%.  Almost half (47.2%, n= 17/36)
of the responding public health units indicated that
postpartum length of hospital stay (LOS) was an
administrative mandate/policy in their local hospital(s).
However, 19.4% (n=7/36) indicated LOS was flexible
and 33.3% (n=12/36) did not know (Figure 1).
Mandated LOS ranged from 36-72 hours for vaginal

A   Only public health units completed the 2000 survey. The
1997 scan was completed by public health units (85.7%), home
care (8.16%) and "other agencies" (60.12%).
B  There were formerly 42 public health units, which were
reduced to 37 with the formation of the new City of Toronto.
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birth and 60-168 hours for cesarean section.  In the 1997
survey, LOS was mandated for 39.5%, with flexible
LOS for 14.0% and 46.5% did not know.  The average
LOS for vaginal birth was 2.1 days (standard deviation
0.75), and cesarean section 3.8 days (standard deviation
1.03) in the 1997 survey.

Postpartum Referrals
Public health units receive postpartum referrals from a
variety of sources: nurses (100%, n=36/36); physicians/
midwives (83.3%, n=30/36); and self-referral (64%,
n=22/36).  Three-quarters (75%, n= 27/36) of the
respondents indicated that they had a written protocol
indicating criteria for accepting postpartum referrals for
follow-up.  This is a decrease from 1997, when 89.1%

of the community agencies had a
protocol and 10.9% did not.  All public
health units indicated that they provide
postpartum home visits.  This was a
slight increase from 1997, when
93.5% of the community agencies
and public health units offered home
visits.  In four health unit catchment
areas (11.1%), other agencies also
provide postpartum visits.  Almost all
public health units (97.2%, n= 34/35)
indicated that only public health nurses
(PHNs) do the postpartum home visits.
One health unit offered a blended
model of lay home visitors and PHNs
doing the postpartum visits.  The
majority of public health units
provided a flexible number of

postpartum home visits (63.6%, n=21/33).  However,
three public health units (9.1%) restricted postpartum
visits to a single encounter, with another 18.2% (n=6/
36) offering only 1-2 visits, and 9.1 % (n=3/33) offering
1-3 visits (Table 2).  The HBHC Program currently
mandates that all women be offered a single postpartum
home visit.

Postpartum Services
Public health units offer a variety of postpartum services
including breastfeeding support (97.2%, n=35/36),
telephone lines (91.7%, n=33/36), and postpartum
clinics (47.2%, n=17/35) (Table 3).  The provision of
a telephone line for information and consultation, and
the promotion and support breastfeeding are mandated

services under the Child Health Program
standards of the Mandatory Health
Programs and Services Guidelines.   Most
public health unit regions (83%, n=25/
30) have additional postpartum services
provided by other home nursing agencies.
Other programs and agencies (30.0%, n=
9/30) such as Better Beginnings, Brighter
Futures, Canadian Prenatal Nutrition
Program, Children's Aid Societies,
Community Health Centres, and
midwives also offer some postpartum
services.
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Table 2: Number of Postpartum Home Visits (n=33)1

Number of visits Frequency Valid Percent

One Visit 3 9.1

1-2 visits 6 18.2

2-3 visits 3 9.1

Flexible # visits 21 63.6

Total 33 100

   1 = 3 missing values
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Public health units provide breastfeeding support using
a variety of strategies such as: home visits (51.4%,
n=18/35), telephone counselling (31.4%, n=11/35),
breastfeeding classes (22.8%, n=8/35), lactation
consultants (17.1%, n=6/35), and drop-in centres (17.1%,
n=6/35) (Table 4).  Other community agencies/
organizations provide similar services such as
breastfeeding/ postpartum clinics, home visits, telephone
help lines, and peer support.

Marketing of Postpartum Support Services
Respondents use a variety of strategies to inform new
mothers of available postpartum supports.  Social
marketing strategies utilized include the development

of promotional materials, media campaigns, and mail
outs.  Postpartum services are promoted in prenatal
classes, prenatal fairs, hospital pre-registration clinics,
and during HBHC prenatal home visits.  At the time of
the initial HBHC postpartum telephone contact all new
mothers are apprised of services available in their own
community. Some public health units also have peer
support models that promote and assist women in
learning about available postpartum services.

Public Health Unit Issues
Respondents identified characteristics of their
population that impact on the delivery of postpartum
programs.  Many public health units identified that they

Table 3: Postpartum Services Available in Each Health Unit Region (n=36)

Service Yes
N(%)

No
N(%)

Available from
another agency N(%)

Total
N(%)

Breastfeeding Support 35 (97.2) 1 (2.8) 0 36 (100)
Telephone Line 33 (91.7) 3 (8.3) 0 36 (100)
Postpartum Clinic 17 (47.2) 14 (38.9) 5 (13.9) 36 (100)
Homemaking 2 (5.6) 24 (66.7) 10 (27.8) 36 (100)
Other Postpartum Support 0 7 (20.0) 28 (80.0) 35 (100)

Table 4: Methods of Offering Breastfeeding Support (n=35)1

Service N 2 %

Home visits 18 51.4
Telephone counselling 11 31.4
Breastfeeding classes 8 22.8
Lactation consultant on staff 6 17.1
Drop-in centres 6 17.1
Telephone line 4 11.4
Peer Educators 2 5.7
Well Baby Clinics 2 5.7
Breastfeeding Clinic with hospital 2 5.7
Store-front drop-in 1 2.85
Postpartum Package for Breastfeeding Moms 1 2.85
Pamphlets 1 2.85
Breastfeeding & Returning to Work Classes 1 2.85
Breast Pump Sales and Rentals 1 2.85

1 One missing value
2 Multiple responses allowed
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serviced multicultural populations with diverse cultural
practices and many languages spoken.
Sociodemographic risk factors such as low literacy,
teen pregnancy, poverty, limited social supports, and
single mothers were specific to many regions.  Some
public health units also had high numbers of clients
with mental health issues, and those at-risk for child
abuse and low-birthweight.

Public health units were asked what issues they
experienced in providing postpartum community
support programs.  Three themes emerged: limited
resources (e.g. gaps in homemaking services, lack of
primary care providers), public health nursing issues
(e.g. contractual issues related to weekend service
provision), and barriers to accessing services (e.g., lack
of transportation, adverse weather in winter, limited
hours of service).  Specific examples provided by the
respondents are outlined in Table 5.

Respondents were also asked what one thing would have
the most positive influence on planning or providing the
best postpartum discharge and community support
program.  Responses fell into four main categories:  systems
issues; collaboration and coordination;  promotion of
services; and barriers to service (Table 6).  One respondent
noted, "It isn't as simple as identifying one thing.  Our
successes have been the combination of many factors."

ConclusionConclusionConclusionConclusionConclusion
The postpartum component of the HBHC Program has
provided an excellent foundation to the provision of
universal postpartum service in Ontario. This program
currently mandates that all women be offered a single
postpartum home visit.  However many public health
units are providing a flexible approach to postpartum
home visiting, recognizing that a single encounter will
be inadequate to meet the needs of some women.  These
additional visits may be provided under their Child
Health Program, which has a different funding formula.
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There is some research evidence to suggest that
postpartum teaching after the mother has returned home
may have a more positive impact than prenatal education
or teaching in the hospital.16  This survey identifies that
there is variation in the availability of additional
postpartum services across the province.  We do not
know if this reflects the needs of diverse populations or
if there are unmet needs at present.  One respondent
reminded us that "at-risk clients have many needs that
cannot always be met in traditional ways," challenging
us to be flexible and innovative in the programs we
offer.

A review of the recommendations made in Table 6
should occur at both the local and provincial levels to
determine strategies that could be implemented to
enhance current service provision.  The information
provided in this survey reflects the issues identified by
service providers only.  The next step should be
conducting provincial focus groups or surveys with
new parents to determine their needs and ensure a fit
with the postpartum services we provide.  The findings
from this provincial scan should provide a springboard
for further planning of effective postpartum programs
in the province of Ontario.
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SummarySummarySummarySummarySummary
In 1996, Ontario's Preschool Speech and Language
(PSL) Initiative was announced.  In the process of
approximating the number of children in the province
who should benefit from this Program, a prevalence
estimate of 10% of preschool children with speech and
language disorders was used 1. In the Ottawa-Carleton
region, this represents approximately 5000 preschool
children.

In addition to provision of service for increasing
numbers of children, another provincial target for the
PSL Initiative is to identify preschool children as early
as possible, the current target being by an average age
of 24 months. Through PSL, a range of intervention
types is offered, including direct treatment, mediated
therapy (provided by an assistant or "mediator", who is
supervised by a speech-language pathologist),
consultation and education services. Consultation
services and caregiver training approaches have been
beneficial for families with children under 3 years of
age 2.

In September 1999, the Ottawa-Carleton Preschool
Speech and Language (PSL) Program ("First Words")
introduced an innovative approach called "Toddler
Talk". This group model of intervention for parents and
their toddlers was added to the range of interventions
offered by speech/language pathologists.  This article
describes the success of this exciting new program in
terms of the parents' evaluations of the program and the
clinical outcomes for the participating children.

BackgroundBackgroundBackgroundBackgroundBackground
Research findings and evidence-based practice suggest
that parent-focused interventions which use
interactional models of language intervention with
toddlers are effective in promoting speech and
language development 2,3,4,5. These approaches
acknowledge that family members have the most
knowledge about their children and can serve as the
best facilitators of communication development.  When
parents are taught how to model speech/language
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effectively for their child's learning, the benefits outside
of therapy sessions can be maximized.  That is, what a
therapist can model within a one hour session, a parent
can model repeatedly within the child's daily activities,
routines and play.  In addition, researchers have
recognized that speech/language intervention is more
effective when specific goals are targeted within therapy
sessions 6.  Goal setting can be learned quickly and
provides an opportunity for ongoing feedback in the
therapy process.   The Toddler Talk program incorporates
both a parent focused format and goal attainment scaling
into its design and delivery.

Program DescriptionProgram DescriptionProgram DescriptionProgram DescriptionProgram Description
The Toddler Talk programs are facilitated by a speech/
language pathologist and an early childhood educator.
Each program session involves 6-8 families in the
following components of intervention:

• a pre-program evaluation
• 8 weekly play-based group sessions
• 2 parent workshops
• post-program evaluation.

In the pre-program evaluation, the speech-language
pathologist, in collaboration with the family, sets goals
for the child using Goal Attainment Scaling principles7.
Goal Attainment Scaling defines behaviors that a child
currently does not have in his/her repertoire (representing
a baseline) and describes clear steps requisite for
achievement of these goals.   This approach enables
clinicians to be sensitive to the family's needs and
determine clinically functional goals for individual
children.  For example, for one child a realistic goal may
be the addition of 10 words to his/her vocabulary,
whereas for another child the addition of 50 or more
words may represent a significant change.  Review of
the goal attainment scales throughout the family's
participation in Toddler Talk provides opportunities for
ongoing feedback with respect to parent models and
child progress.   For each child, the speech-language
pathologist defines a few (less than 5) goals to target
developmentally appropriate gains in the following
areas:

• pragmatics (communicative intentions)
• play (functional and symbolic play)
• receptive language development (understanding

vocabulary and grammar)

• expressive language development (gestures,
vocalizations, verbalizations)

• speech production (phonological development).
A Toddler Talk program includes 8 group sessions,
each organized around a theme adapted from
developmentally appropriate storybooks. A set of core
vocabulary central to the theme is incorporated into
each session plan, so that a focused stimulation
intervention technique is easily applied by parents and
clinicians 3,4,8. Focused stimulation involves creating
repeated motivating opportunities for a child to produce
a targeted utterance.  At the same time, the adult models
a high density of the target form in meaningful and
functional contexts.  For example, one mother described
her learning:

"I found that Kyle started to repeat my two words
after I played the 'Mommy jump, Kyle jump' game,
over and over.  I think I said those words 30 times!"

For Toddler Talk, the core vocabulary is used throughout
activities planned for each group, which include:

• Opening Song/Train Song
• Intervention Through Guided Play Activities:

• Symbolic/Constructional Activities

• Oral Motor Activities

• Sensory Play Activities

• Story Time
• Song/Finger Play
• Snack
• Craft/Sensory or Guided Play Activities
• Goodbye Song & Closing

Within each Toddler Talk group session, the speech-
language pathologist and early childhood educator
demonstrate the intervention techniques, modeling for
parents how to work with their child.  Demonstrations
occur in the group context as well as during one-on-one
interactions with a child.  The professionals coach the
parents on  how to apply the principles during activities
and play with their children.   Two parent workshops
are also built into the program and offer feedback for
parents to understand their role in helping their child
accomplish the specific goals.  In these ways, parents
are taught how to stimulate and promote speech/
language, while teaching goal-specific behaviors with
their child.
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Outcomes of the Toddler Talk ProgramOutcomes of the Toddler Talk ProgramOutcomes of the Toddler Talk ProgramOutcomes of the Toddler Talk ProgramOutcomes of the Toddler Talk Program
As of January 1, 2001, a total of 105 families have
participated in the Toddler Talk program.  An additional
16 families have been involved in a French adaptation
of the same program (Les petits nous parlent).  Two
types of outcome measures have been collected from
participants at their completion of the program: parental
satisfaction/feedback regarding the program and clinical
pre-group and post-group measures on specific goal-
based behaviors.  The preliminary results from these
measures follow.

ResultsResultsResultsResultsResults
At the end of the program, parents complete a survey
regarding their satisfaction with the program.  Parental
feedback, based on 72 participants, has been
overwhelmingly positive.

"My child is communicating more than he/she was
at the beginning of Toddler Talk."

"I feel confident that I know what I can do to
help my child learn to communicate."

The above pie charts indicate that 97% of parents feel
that their child is communicating more, as a direct result
of the Toddler Talk intervention program.  More
importantly, 90% of parents felt that they learned,
through the program, what to do to help their child
communicate.   Parents felt that the Goal Attainment
Scaling helped them understand their child's
communication needs, work towards appropriate goals
for their child's development and see their child progress

in the program.  This result enables families to continue
working with their children, when they typically take a
"therapy break" at the end of the program. This break
is important for consolidation of gains and integration
of skills into the child's natural environment.  In addition,
we have found that families graduating from the Toddler
Talk program typically assume informed and active
roles in their child's follow-up intervention.  This is a
critical change in parental awareness since all of the
toddlers receiving Toddler Talk intervention to date
have required further speech/language services.

The clinical outcomes of individual children in the
program varied, depending on the severity of each
child's speech/language problem.  Each goal specified
through the Goal Attainment Scaling represents a
baseline for the child's progress.  Preliminary analysis
of the group data, indicated that 81% of the children
successfully accomplished more that half of their clinical
goals by the end of the program.  That is, the children
acquired the behaviors modeled throughout the
program, as defined by the specific Goal Attainment
Scales.  These results provide clinical evidence  that
Toddler Talk is an effective intervention program for
this age group.  The impact of this early intervention
program and the need for follow-up services to these
communicatively delayed children will be the subject
of further study.   Issues for future examination include
the length and amount of treatment required for these
children, subsequent to their involvement in Toddler
Talk.
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IntroductionIntroductionIntroductionIntroductionIntroduction
Smoking is recognized as the leading cause of
preventable disease and premature death in Canada.
Health Canada's Survey on Smoking ,1994, 1 found
30% of Canadians over the age of 15 smoke regularly.
In Canada, 33% of youth between the ages of 10-14
years are reported to have smoked more than one
cigarette, 2 while Ontario reports 27% of all youth had
used cigarettes during the 12 month period of 1995 3.

The public health implications involved with these
smokers are huge, since tobacco is responsible for
approximately 20% of premature deaths in Canada 4.

Health care professionals can play a lead role in smoking
prevention in Canada. The role of physicians in smoking
cessation has been promoted since they are credible,
have an ongoing relationship with their patients, and
come in contact with a large number of smokers. The
dental office can also play a role in smoking reduction
and cessation. The risk of oral cancer, gingival recession,
dental caries and other oral conditions is significantly
higher among smokers 5.

A survey of practices, opinions and barriers to smoking
cessation was conducted among family physicians in
the Kingston, Ontario region 6. Many physicians had
unrealistically high expectations of the probability of
success when counselling their patients around smoking
cessation. In fact, poor compliance among patients was
found to be the greatest barrier. Physicians however,
recognised the need to educate themselves on addictive
behaviours associated with smoking.
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Some physicians feel they are ineffective in helping
smokers to quit 7,8  and tobacco counselling is a new role
for many dental offices.  Both physicians and dentists
are concerned about time constraints as well as alienating
or offending patients 7,9. However, studies have shown
that brief interventions provided by health professionals
have a significant impact on quit rates. A systematic
review of the efficacy of physician interventions intended
to help people quit smoking analysed data from 188
controlled trials 10. Of the various interventions used, it
was found that people quit smoking as result of brief
unsolicited advice from their family physician. Of those
given cessation advice during a routine consultation,
2% of all smokers quit smoking and did not relapse up
to one year as a direct result of physician advice.
Although the effect was modest, it was found to be very
cost effective, since it took approximately five minutes
of the physician's time. The delivery of a brief
intervention can be as simple as three steps:

1. ASK about the patient's smoking status
2. ADVISE the smoker to quit
3. ASSIST the smoker by referring them to an

effective resource.
Follow up visits would include asking about the patient's
progress and providing encouragement and referrals as
necessary.

In 1996, provincial and federal medical associations
joined with Health Canada in launching an initiative to
provide Canadian doctors with tools to deliver a
comprehensive and co-ordinated approach towards
effective physician intervention 11.  The Mobilizing
Physicians for Clinical Tobacco Intervention involves
the recruitment of physicians to undertake training in
Clinical Tobacco Intervention (CTI).  It involves asking,
advising and assisting smokers according to their stage
of quitting. The CTI program also initiates counselling
non-smoking youth about the hazards of smoking. A
similar program has been operating in British Columbia
since 1990 12.

In Hamilton, Ontario, 83 physicians participated in a
randomised trial to assess the impact of various levels
of intervention with their patients who smoke.  The
experimental group provided more than simple advice
to their patients. They also established a quit date, a
contract for quitting and the offer of continued support.
Of the patients of physicians in the experimental group,

8.8% had stopped smoking at the one-year follow-up
compared to a 4.4% quit rate in the group who received
the "usual care" 13.

In January 1998, The Kingston, Frontenac and Lennox
and Addington (KFL&A) Health Unit initiated a
campaign to assist local health care professionals in
counseling their patients who smoke. Every family
physician, cardiologist, oncologist, respirologist, dentist,
and occupational health nurse in the KFL&A Health
Unit area received a "3D" Smoking Cessation Kit.  The
kits included a number of information and promotional
items packaged in a cardboard box and delivered to the
office of the health professional.

The cornerstone of the "3D" Smoking Cessation Kit is
an Ask/Advise/Assist or AAA card designed to provide
brief intervention information "at a glance". The AAA
Card was developed at the KFL&A Health Unit in
response to concerns that detailed and complex tobacco
resources are not integrated into everyday practice.

The AAA Card is a three-sided card designed to stand
up on a desk or table top in the consultation area.  One
side describes the role of the health professional in
tobacco use prevention, protection and cessation.  The
second side delineates the Stages of Change Model 14 of
behavior applied to smoking cessation, with assistance
and specific suggestions for the health care professional
to provide to the smoker at each stage of change.  The
third side lists organizations in the KFL&A Health Unit
area involved in tobacco use prevention and cessation.
Health professionals can use the accompanying tear-off
sheets to refer their patients who smoke to the Health
Unit's One Step at a Time program for people who want
to quit.

One Step at a Time is a self-help program for adult
smokers, developed by the Windsor-Essex County
Health Unit 15.  It consists of a series of booklets (five
for men and five for women) which are based on the
Stages of Change Model of smoking cessation. One
Step at a Time is designed to reach smokers at all stages
in the smoking cessation process.

MethodsMethodsMethodsMethodsMethods
Distribution
The "3D" Smoking Cessation Kit was distributed to
general practitioners, cardiologists, oncologists,
respirologists, dentists and occupational health nurses
in the KFL&A Health Unit area (figure 1).
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The Kits were delivered to the offices of the health
professionals in early January in hopes of obtaining
referrals from smokers who had made resolutions to
quit.  The kit contained the following items:

• Letter of introduction from the Medical Officer of
Health

• Ask/Advise/Assist stand-up triangular card
• 50 tear-off sheets advertising One Step at a Time
• Poster advertising One Step at a Time smoking

cessation program
• Fact Sheet for health professionals
• Card caddy with 25 business cards promoting

KFL&A smoking cessation programs
• Poster informing the public about the dangers of

second-hand smoke
• KFL&A wallet calendars

EvaluationEvaluationEvaluationEvaluationEvaluation
To systematically evaluate the use of the Smoking
Cessation Kit, a logic model was developed in the
planning phase of the campaign. Using the Program
Evaluation Toolkit 16, evaluation became an integrated
part of the campaign.  The data collection phase of the
evaluation began six months after the kits had been
distributed.  The number of referrals by health
professionals to the One Step at a Time program was
monitored through intake records.  The evaluation
consisted of three components: information
dissemination, health education and recruitment.

Information dissemination
Through systematic sampling, a telephone questionnaire
was administered to the office staff of the target group
(n=66).  An office staff member was asked if they
received the Kit and where the various items in the Kit
were displayed. They were also asked if they required
any replacement business cards or tear-off sheets.

Health education
An eight-item questionnaire was mailed to all health
care professionals who received the Kit.  The
questionnaire asked about changes in their knowledge
level and practice behaviour as a direct result of receiving
the Kit.  A self-addressed stamped envelope was
included.  The survey was sent to the complete sample.

Recruitment
The Health Unit's Tobacco Information Line provides
information on a wide variety of tobacco-related topics.
It is through this telephone line that individuals receive
information on smoking cessation and register in One
Step at a Time.  All calls are recorded on an intake
sheet. Comparisons were made between 1997 and
1998 to determine the difference in proportion of
referrals received from health professionals.

The data were entered into SPSS 17. Frequency
distributions were calculated on all three components
and bivariate analysis was performed with the
recruitment data.

ResultsResultsResultsResultsResults
Information dissemination
Of the 66 offices contacted by telephone, 92% stated
they remembered receiving the Smoking Cessation Kit
from the Health Unit.  The Ask/ Advise/Assist stand-
up card was placed in the consultation room by 74%,
and 77% of the offices displayed the tear-off sheets in
a place that was visible by the patients.  Forty-five
percent (45%) of the offices displayed the two posters,
and the business cards with caddy were used by 83% of
the health professionals.

Health education
The response rate of the mail-out questionnaire for
health professionals was 50%.  Thirteen percent (13%)
of the respondents indicated that they asked their
patients about their smoking status more often, as a
result of the Kit.  Twenty five percent (25%) said that

Figure 1      Distribution of health professionals who received the 
Smoking Cessation Kit (n=274)

Family Physicians
53%

Dentists
27%

Respirologists
3%

Cardiologists
5%

Oncologists
8%

Occupational Health 
Nurses

4%
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as a result of the Kit they discussed cessation with their
patients, while 46% of the health professionals found
the resources supplied in the Kit assisted with the
discussion.

Fifty-five percent (55%) of the respondents reported
increased awareness of the cessation programs offered
at the KFL&A Health Unit.  Forty two percent (42%)
stated the Kit increased their knowledge of the benefits
and challenges of smoking cessation.

As a result of the Smoking Cessation Kit, 41% of the
health professionals referred patients to the Health
Unit's cessation programs.  Over 50% of the group
reported the Kit had a positive impact on their practice.

Recruitment
Table 1 displays the results of the recruitment analysis.
The number of phone calls received by the Tobacco
Information Line during 1997 and 1998 were 632 and
625, respectively. In 1997, 26 callers (4.1%) stated they
were referred by a health care professional. In 1998,
following distribution of the Smoking Cessation Kit,
61 calls (10.2%) were the result of a health care
professional referral.

There was a statistically significant difference in the
proportion of calls referred from health professionals
between 1997 and 1998.

Discussion
Although health care professionals are responsible for
advising their patients to quit smoking, barriers can
hinder the counseling process.  Among these are time
constraints and lack of knowledge about the challenges
of smoking cessation.  Cigarette smoking should be
treated as a chronic disease, and long term assistance
with cessation is important for positive outcomes.

The simple act of asking a patient if he or she smokes
has been shown to increase sustained abstinence of
tobacco by 4% 18.   Brief intervention provided by health
professionals has proven to be successful in helping
patients become and remain smoke-free 10, 13.  Continued
support for smokers and quitters further increases the

chances of remaining tobacco-free.   In addition, it is
recognized that smokers prefer a patient-centered
approach to discussing smoking, which aids in tailoring
the cessation process to their individual needs18.   With
these points in mind, and the results of a local survey on
practices, opinions and barriers to smoking cessation 9,
the KFL&A Health Unit distributed "3D" Smoking
Cessation Kits.  The Kits provided information and
educational items based on the stages of change model
of smoking cessation.

Although there were neither baseline data nor
comparable intervention studies in the literature, the
results of this campaign were positive in terms of
information dissemination, health education and
recruitment.  Health professionals recognized the
benefits of having a quick reference tool on their desk
with easy-to-access support materials. Although the
increase of referrals to the Health Unit tobacco cessation
programs may seem modest clinically, a 6% increase is
very important in public health terms.

After the distribution of the "3D"Smoking Cessation
Kit, there was a statistically significant increase in the
proportion of calls from people who were referred by
a health professional to the smoking cessation program.
We feel the unusual format of the box and the
presentation of its contents caught the attention of the
office staff of health professionals.  Rather than receiving
information in a letter format, the "3D" Kit sparked
interest and encouraged the use of the educational
materials.

Health professionals need to first receive resources and
learn about complex behaviour before they can
encourage cessation, make referrals and provide
continued support for their smoking patients.

The "3D" Smoking Cessation Kit provided these
components in an innovative yet simple manner.  Using
the provided Ask, Advise, Assist method, health care
professionals promoted smoking cessation with
appropriate information, support and referral.

�

Table 1. Referral to smoking cessation programs by Health Professionals (HP)
Year Number of calls Referrals from H.P. p-value

1997 (no kit) 632 26 (4%)
1998 (kit received) 625 63 (10%) <0.001
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AIDS in OntarioAIDS in OntarioAIDS in OntarioAIDS in OntarioAIDS in Ontario

4th Quarter4th Quarter4th Quarter4th Quarter4th Quarter, 1999, 1999, 1999, 1999, 1999

Ministry of HealthMinistry of HealthMinistry of HealthMinistry of HealthMinistry of Health

    Ontario    Ontario    Ontario    Ontario    Ontario



01/29/0101/29/0101/29/0101/29/0101/29/012828282828PHEROPHEROPHEROPHEROPHERO

Sexually TSexually TSexually TSexually TSexually Transmitted Diseasesransmitted Diseasesransmitted Diseasesransmitted Diseasesransmitted Diseases

AIDS in Ontario
Incidence by Year of Diagnosis
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81-89 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999

Year of Diagnosis
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1200
1400
1600
1800
2000
2200

Number of Cases

0

2

4

6

8
Incidence Rate per 100,000

Known Deaths Alive/Status Unk Incidence Rate∃

Number of Cases 2030 653 619 728 711 622 570 373 228 172 123

Know n Deaths 1896 584 558 643 604 503 415 222 112 47 35

Alive/Status Unk 134 69 61 85 107 119 155 151 116 125 88

Incidence Rate N/A 6.7 6.4 7.5 7.3 6.4 5.9 3.8 2.3 1.8 1.3

Ministry of Health
Public Health Branch
Cumulative cases diagnosed to December 31, 1999

Total

1210
5619
6829

AIDS in Ontario
Cases by Age and Sex

0<1 1-14 15-19 20-29 30-39 40-49 50-59 60+ Total

Age Group

0

500

1000

1500

2000

2500

3000
Male Cases

Female Cases

Male Cases 16 23 36 1480 2747 1453 479 175
Female Cases 18 12 6 127 150 55 23 29

Total Cases 34 35 42 1607 2897 1508 502 204

Number of Cases

Ministry of Health
Public Health Branch
Cumulative cases diagnosed to December 31, 1999

6409
420

6829
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Males Rates for Selected Age Group
Ontario, 1989-1999
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1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999

Year of Diagnosis
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5
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35
Rate per 100,000

20-29 Age Group 15.8 17.1 16.1 19.5 17.7 18.3 15.5 11 6 3.1 1.9

30-39 Age Group 30.9 33 29.5 30.1 30.4 25.2 22.4 16.5 8.7 6.6 4.5
40-49 Age Group 18.7 22 20 22.1 22.7 13.7 14.2 9 5.2 5.2 3.4

!
#
&

Ontario Ministry of Health
Public Health Branch
Cumulative cases diagnosed to December 31, 1999

Females Rates for Selected Age Group
Ontario, 1989-1999
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1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999

Year of Diagnosis

0

0.5

1

1.5

2
Rate per 100,000

20-29 Age Group 0.7 1.1 1.6 1.9 1.9 1.7 1.1 1.3 0.9 0.9 0.7

30-39 Age Group 1.1 1.9 1.5 1.3 1.5 1.4 1.7 1.8 1 1.1 0.5

40-49 Age Group 0.5 0.5 1.2 0.7 0.5 0.8 0.6 0.6 0.6 0.8 0.4

!
#
&

Ontario Ministry of Health
Public Health Branch
Cumulative cases diagnosed to December 31, 1999
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AIDS in Ontario
Primary Disease for Males

Kaposi's sarcoma  (1032)
16.1%

HIV Encephalopathy  (294)
4.6%

HIV Wasting Syndrome  (543)
8.5%

Other Malignancies  (280)
4.4%

PCP  (2389)
37.3%

Pulmonary TB  (53)
0.8%

Other Infections  (1743)
27.2%

Under Investigation  (75)
1.2%

Ministry of Health
Public Health Branch
Cumulative cases diagnosed to December 31, 1999

n= 6409

AIDS in Ontario
Primary Disease for Females

HIV Encephalopathy  (23)
5.5%

Kaposi's sarcoma  (10)
2.4%

HIV Wasting Syndrome  (39)
9.3%

Other Malignancies  (16)
3.8%

PCP  (120)
28.6%

Pulmonary TB  (8)
1.9%

Other Infections  (130)
31.0%

Cancer Cervix  (3)
0.7%

Candidiasis  (65)
15.5%

Under Investivation  (6)
1.4%

Ministry of Health
Public Health Branch
Cumulative cases diagnosed  to December 31, 1999

n=420
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AIDS in Ontario
Risk Exposure Categories  for M ales

Min istry o f H ealth
Pu blic Health  B ranch
Cu mulative cases d iagn osed  to  D ecemb er 31,  1999

n=6409

H o m o sexu al/B isexu al  (4960) 77.4%

B lo o d  Tr an sfu s io n  (91) 1 .4%

U n d er  In vest.  (197) 3.1%

H eter o sexu al  Par tn er  (41) 0.6%

E n d em ic Ar ea (161) 2.5%

C lo t F act R ecip .  (89) 1 .4%
C h i ld -B ld  Tr an s/C lo t F act (12) 0.2%

H o m o /B isexu al / ID U  (279) 4 .4%

C h i ld -H IV + Mo th er  (19) 0.3%
N o  Id en ti fiab le R isk (44) 0.7%

ID U  (207) 3 .2%
N o n -m ed /n o n  o ccu p  (3) <1%

H eter o -N IR  (305) 4.8%

O ccu p atio n al  (1) <1%

AIDS in Ontario
Risk Exposure Categories for Females

Ministry of Health
Public Health Branch
Cumulative cases diagnosed to December 31, 1999

n=420

Blood Transfusion (59) 14%

Heterosexual Partner (84) 20%

Endemic Area (81) 19.3%

No Identifiable Risk (3) 0.7%

Clot Fact Recip. (7) 1.7%

IDU (51) 12.1%

Child-Bld Trans/Clot Fact (4) 1%
Homo/Bisexual/IDU (6) 1.4%

Hetero-NIR (78) 18.6%

Homosexual/Bisexual (7) 1.7%

Under Invest. (16) 3.8%

Child-HIV = Mother (22) 5.2%

Occupational (2) 0.5%
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Risk Exposure by Year in Males
Ontario, 1981- 1999

Risk Exposure 81-89 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 Totals

Homosexual/Bisexual 1623 491 469 521 515 448 384 234 130 92 53 4960

IDU 36 16 15 28 21 18 19 22 8 10 14 207

Homo/Bisexual/IDU 79 21 20 33 34 30 30 17 9 4 2 279

Clot Fact Recip 31 16 12 7 7 2 6 3 2 3 0 89

Endemic Area 31 8 7 15 16 9 18 19 16 10 12 161

Heterosexual Partner 7 7 1 3 8 5 2 1 3 3 1 41

Blood Transfusion 46 7 5 8 4 4 6 3 4 2 2 91

Occupational (possible) 1 0 0 0 0 0 0 0 0 0 0 1

Child-HIV + Mother 4 0 1 3 2 1 3 2 3 0 0 19

Child-Bld Trans/Clot Fact 5 1 0 3 0 1 0 0 1 0 1 12

Hetero-NIR 42 26 22 39 38 33 40 25 17 11 12 305

No Identifiable Risk 23 1 6 5 0 3 3 1 0 1 1 44

Under Investigation 29 25 22 25 26 24 16 11 9 3 7 197

Non-med/non occup 2 1 0 3

Ministry of Health
Public Health Branch
Cumulative cases diagnosed  to December 31, 1999

AIDS in Ontario
Selected Risk Factors for Females
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AIDS in OntarioAIDS in OntarioAIDS in OntarioAIDS in OntarioAIDS in Ontario

Ministry of Health

Public Health Branch

Cumulative cases diagnosed to December 31, 1999

Cumulative Number of Cases per Health Unit Area
                    of Residence at time of Onset/Diagnosis

Responsible Health Unit                         Number        Per cent
Algoma                      13 0.2%
Brant County           31 0.5%
Bruce-Grey-Owen Sound           27 0.4%
Durham Region         102 1.5%
East York         132 1.9%
Eastern Ontario           28 0.4%
Elgin-St. Thomas           13 0.2%
Etobicoke         164 2.4%
Haldimand-Norfolk           18 0.3%
Haliburton, Kawartha           18 0.3%
Halton Region           93 1.4%
Hamilton-Wentworth         187 2.7%
Hastings & Prince Edward           47 0.7%
Huron County           11 0.2%
Kent-Chatham           20 0.3%
Kingston, Frontenac           65 1.0%
Lambton           24 0.4%
Leeds, Grenville & Lanark           28 0.4%
Middlesex-London         225 3.3%
Muskoka-Parry Sound           14             0.2%
Niagara Region         126 1.8%
North Bay & District           29 0.4%
North York         262 3.8%
Northwestern            6 0.1%
Ottawa-Carleton Region         574 8.4%
Oxford County           18 0.3%
Peel Region         248 3.6%
Perth District           17 0.2%
Peterborough           32 0.5%
Porcupine            11 0.2%
Renfrew County & District           14 0.2%
Scarborough         228 3.3%
Simcoe           74 1.1%
Sudbury and District           62 0.9%
Thunder Bay District           29 0.4%
Timiskaming             9 0.1%
Toronto       3260           47.7%
Waterloo Region           77 1.1%
Wellington-Dufferin-Guelph           50 0.7%
Windsor-Essex County         192 2.8%
York City         130 1.9%
York Region          121 1.8%

Totals      6,829                   100.0%
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CANADIAN BLOOD SERVICESCANADIAN BLOOD SERVICESCANADIAN BLOOD SERVICESCANADIAN BLOOD SERVICESCANADIAN BLOOD SERVICES
November 1985 - December 1999November 1985 - December 1999November 1985 - December 1999November 1985 - December 1999November 1985 - December 1999

Number of ConfirmedNumber of ConfirmedNumber of ConfirmedNumber of ConfirmedNumber of Confirmed
Specimens TestedSpecimens TestedSpecimens TestedSpecimens TestedSpecimens Tested Positive SpecimensPositive SpecimensPositive SpecimensPositive SpecimensPositive Specimens

CanadaCanadaCanadaCanadaCanada OntarioOntarioOntarioOntarioOntario CanadaCanadaCanadaCanadaCanada OntarioOntarioOntarioOntarioOntario

1985-1991 7,511,777 2,701,250 532 172
1992 1,188,629 432,200 33 9
1993 1,152,101 411,697 21 7
1994 1,103,204 396,210 16 5
1995 1,000,779 360,690 12 4
1996 956,327 336,663 8 2
1997               974,450 342,272 8 3
1998         905,870 347,138 8 1
1999 750,502 349,569 4 0

   (1985-1998  Information provided by Canadian Red Cross Blood Transfusion Service )

AIDS in OntarioAIDS in OntarioAIDS in OntarioAIDS in OntarioAIDS in Ontario
HIV Antibody THIV Antibody THIV Antibody THIV Antibody THIV Antibody Testingestingestingestingesting

LABORALABORALABORALABORALABORATORTORTORTORTORY SERY SERY SERY SERY SERVICES BRANCHVICES BRANCHVICES BRANCHVICES BRANCHVICES BRANCH

SpecimensSpecimensSpecimensSpecimensSpecimens Confirmed PositiveConfirmed PositiveConfirmed PositiveConfirmed PositiveConfirmed Positive
ReceivedReceivedReceivedReceivedReceived Total CasesTotal CasesTotal CasesTotal CasesTotal Cases Female CasesFemale CasesFemale CasesFemale CasesFemale Cases

Jan - December 1999 249,260 889 179

November 1985 - Dec 1998 2,363,054 19,275 1,984

All duplicate HIV positive cases have been removed when identified. The figures are the best
possible estimate of HIV positive cases on Ontario to date.

Ministry of Health and Long-Term Care
Public Health Branch
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Summary of Reportable DiseasesSummary of Reportable DiseasesSummary of Reportable DiseasesSummary of Reportable DiseasesSummary of Reportable Diseases

3r3r3r3r3rd Quarterd Quarterd Quarterd Quarterd Quarter, 2000, 2000, 2000, 2000, 2000

Ministry of HealthMinistry of HealthMinistry of HealthMinistry of HealthMinistry of Health

    Ontario    Ontario    Ontario    Ontario    Ontario
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Summary of Reportable Diseases in Ontario -3rd Quarter 2000Summary of Reportable Diseases in Ontario -3rd Quarter 2000Summary of Reportable Diseases in Ontario -3rd Quarter 2000Summary of Reportable Diseases in Ontario -3rd Quarter 2000Summary of Reportable Diseases in Ontario -3rd Quarter 2000
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VVVVVaccine Praccine Praccine Praccine Praccine Preventable and Other Diseaseseventable and Other Diseaseseventable and Other Diseaseseventable and Other Diseaseseventable and Other Diseases

Measles by Month
Ontario
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Measles by Age
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Meningococcal Disease by Month
Ontario
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Meningococcal Disease  by Age
Ontario
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VVVVVaccine Praccine Praccine Praccine Praccine Preventable and Other Diseaseseventable and Other Diseaseseventable and Other Diseaseseventable and Other Diseaseseventable and Other Diseases

Pertussis  by Month
Ontario
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Pertussis  by Age
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Enteric DiseasesEnteric DiseasesEnteric DiseasesEnteric DiseasesEnteric Diseases

Salmonellosis by Month
Ontario
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Enteric DiseasesEnteric DiseasesEnteric DiseasesEnteric DiseasesEnteric Diseases

Shigellosis by Month
Ontario
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Sexually TSexually TSexually TSexually TSexually Transmitted Diseasesransmitted Diseasesransmitted Diseasesransmitted Diseasesransmitted Diseases

PPNG as a Proportion of Total Gonorrhea
Ontario
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Sexually TSexually TSexually TSexually TSexually Transmitted Diseasesransmitted Diseasesransmitted Diseasesransmitted Diseasesransmitted Diseases
AIDS in Ontario

Incidence by Year of Diagnosis
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Known Deaths Alive/Status Unk Incidence Rate∃

Number of Cases 2683 619 728 711 623 570 373 228 172 125 34

Know n Deaths 2480 558 643 604 503 415 222 112 47 36 7

Alive/Status Unk 203 61 85 107 120 155 151 116 125 89 27

Incidence Rate N/A 6.4 7.5 7.3 6.4 5.9 3.8 2.3 1.8 1.3 N/A

Ministry of Health
Public Health Branch
Cumulative cases diagnosed  to June 30, 2000

Total

1239
5627
6866

* Preliminary statistics pending further reports

AIDS in Ontario
Cases by Age and Sex

0<1 1-14 15-19 20-29 30-39 40-49 50-59 60+ Total

Age Group
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500

1000
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2000

2500

3000
Male Cases

Female Cases

Male Cases 16 23 36 1484 2761 1459 486 177
Female Cases 18 12 6 129 151 55 24 29

Total Cases 34 35 42 1613 2912 1514 510 206

Number of Cases

Ministry of Health
Public Health Branch
Cumulative cases diagnosed  to June 30, 2000

6442
424

6866
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Sexually TSexually TSexually TSexually TSexually Transmitted Diseasesransmitted Diseasesransmitted Diseasesransmitted Diseasesransmitted Diseases

Males Rates for Selected Age Group
Ontario, 1990-2000
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20-29 Age Group 17.1 16.1 19.5 17.7 18.3 15.5 11 6 3.1 1.9 0.5

30-39 Age Group 33 29.5 30.1 30.4 25.3 22.4 16.5 8.7 6.6 4.6 1.3
40-49 Age Group 22 20 22.1 22.7 13.7 14.2 9 5.2 5.2 3.4 0.8

!
#
&

Ontario Ministry of Health
Public Health Branch
Cumulative cases diagnosed  to June 30, 2000

Females Rates for Selected Age Group
Ontario, 1990-2000
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20-29 Age Group 1.1 1.6 1.9 1.9 1.7 1.1 1.3 0.9 0.9 0.7 0.3

30-39 Age Group 1.9 1.5 1.3 1.5 1.4 1.7 1.8 1 1.1 0.5 0.1

40-49 Age Group 0.5 1.2 0.7 0.5 0.8 0.6 0.6 0.6 0.8 0.4 0

!
#
&

Ontario Ministry of Health
Public Health Branch
Cumulative cases diagnosed to June 30, 2000
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Sexually TSexually TSexually TSexually TSexually Transmitted Diseasesransmitted Diseasesransmitted Diseasesransmitted Diseasesransmitted Diseases

AIDS in Ontario
Primary Disease for Males

Kaposi's sarcoma  (1034)
16.1%

HIV Encephalopathy  (297)
4.6%

HIV Wasting Syndrome  (547)
8.5%

Other Malignancies  (282)
4.4%

PCP  (2399)
37.2%

Pulmonary TB  (53)
0.8%

Other Infections  (1752)
27.2%

Under Investigation  (78)
1.2%

Ministry of Health
Public Health Branch
Cumulative cases diagnosed  to June 30, 2000

n= 6442

AIDS in Ontario
Primary Disease for Females

HIV Encephalopathy  (23)
5.4%

Kaposi's sarcoma  (10)
2.4%

HIV Wasting Syndrome  (39)
9.2%

Other Malignancies  (16)
3.8%

PCP  (122)
28.8%

Pulmonary TB  (8)
1.9%

Other Infections  (131)
30.9%

Cancer Cervix  (3)
0.7%

Candidiasis  (66)
15.6%

Under Investivation  (6)
1.4%

Ministry of Health
Public Health Branch
Cumulative cases diagnosed  to June 30, 2000

n=424
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Sexually TSexually TSexually TSexually TSexually Transmitted Diseasesransmitted Diseasesransmitted Diseasesransmitted Diseasesransmitted Diseases

AIDS in Ontario
Risk Exposure Categories  for Males

Ministry of Health
Public Health Branch
Cumulative cases diagnosed  to June 30, 2000

n=6442

Homosexual/Bisexal (4982) 77.3%

Blood Transf usion (92) 1.4%

Under Inv est. (198) 3.1%

Heterosexual Partner (41) 0.6%

Endemic Area (162) 2.5%

Clot Fact Recip. (89) 1.4%
Child-Bld Trans/Clot Fact (12) <1%

Homo-Bisexual/IDU (282) 4.4%

Child-HIV + Mother (19) 0.3%
No Identif iable Risk (44) 0.7%

IDU (210) 3.3%
Non-med/non occup (3) <1%

Hetero - NIR (307) 4.8%

Occupational (1) <1%

AIDS in Ontario
Risk Exposure Categories for Females

Ministry of Health
Public Health Branch
Cumulative cases diagnosed  to June 30, 2000

n=424

No Identifiable Risk (3) 0.7%

Endemic Area (82) 19.3%
Blood Transfusion (59) 13.9%

Heterosexual Partner (86) 20.3%

Occupational (2) 0.5%

Child-HIV + Mother (22) 5.2%

Under Invest. (16) 3.8%
Homosexual/Bisexual (7) 1.7% Hetero - NIR (79) 18.6%

Homo/Bisexual/IDU (6) 1.4%

Child-Bld Trans/Clot Fact (4) 0.9%

IDU (51) 12%

Clot Fact Recipient (7) 1.7%
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Sexually TSexually TSexually TSexually TSexually Transmitted Diseasesransmitted Diseasesransmitted Diseasesransmitted Diseasesransmitted Diseases
Risk Exposure by Year in Males

Ontario, 1981- 2000

Risk Exposure 81-90 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 Totals

Homosexual/Bisexual 2114 469 521 515 448 384 234 130 92 56 19 4982

IDU 52 15 28 21 18 19 22 8 10 14 3 210

Homo/Bisexual/IDU 100 20 33 34 31 30 17 9 4 2 2 282

Clot Fact Recip 47 12 7 7 2 6 3 2 3 0 0 89

Endemic Area 39 7 15 16 9 18 19 16 10 12 1 162

Heterosexual Partner 14 1 3 8 5 2 1 3 3 1 0 41

Blood Transfusion 53 5 8 4 4 6 3 4 2 2 1 92

Occupational (possible) 1 0 0 0 0 0 0 0 0 0 0 1

Child-HIV + Mother 4 1 3 2 1 3 2 3 0 0 0 19

Child-Bld Trans/Clot Fact 6 0 3 0 1 0 0 1 0 1 0 12

Hetero-NIR 68 22 39 38 33 40 25 17 11 12 2 307

No Identifiable Risk 24 6 5 0 3 3 1 0 1 1 0 44

Under Investigation 54 22 25 26 24 16 11 9 3 6 2 198

Non-med/non occup 2 1 0 0 3

Ministry of Health
Public Health Branch
Cumulative cases diagnosed  to June 30, 2000

AIDS in Ontario
Selected Risk Factors for Females
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AIDS in OntarioAIDS in OntarioAIDS in OntarioAIDS in OntarioAIDS in Ontario
          Cumulative Number of Cases per Health Unit Area

             of Residence at time of Onset/Diagnosis

Responsible Health Unit     Number                   Per  cent

Algoma  13             0.2%
Brant County  31 0.5%
Bruce-Grey-Owen Sound  27 0.4%
Durham Region 104 1.5%
East York 133 1.9%
Eastern Ontario   29 0.4%
Elgin-St. Thomas   13 0.2%
Etobicoke 164 2.4%
Haldimand-Norfolk   18 0.3%
Haliburton, Kawartha   18 0.3%
Halton Region   94 1.4%
Hamilton-Wentworth 192 2.8%
Hastings & Prince Edward   47 0.7%
Huron County   11 0.2%
Kent-Chatham   20 0.3%
Kingston, Frontenac   66 1.0%
Lambton   24 0.3%
Leeds, Grenville & Lanark   28 0.4%
Middlesex-London 227 3.3%
Muskoka-Parry Sound   14 0.2%
Niagara Region 126 1.8%
North Bay & District   29 0.4%
North York  265 3.9%
Northwestern     6 0.1%
Ottawa-Carleton Region 578 8.4%
Oxford County   18 0.3%
Peel Region 249 3.6%
Perth District   17 0.2%
Peterborough   32 0.5%
Porcupine    11 0.2%
Renfrew County & District   14 0.2%
Scarborough 229 3.3%
Simcoe   74 1.1%
Sudbury and District   62 0.9%
Thunder Bay District   29 0.4%
Timiskaming     9 0.1%
Toronto           3272          47.7%
Waterloo Region   79 1.2%
Wellington-Dufferin-Guelph   50 0.7%
Windsor-Essex County 192 2.8%
York City 130 1.9%
York Region 122 1.8%

Totals          6,866                           100.0%
Ministry of Health

Public Health Branch

Cumulative cases Diagnosed to June 30, 2000
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CANADIAN BLOOD SERVICESCANADIAN BLOOD SERVICESCANADIAN BLOOD SERVICESCANADIAN BLOOD SERVICESCANADIAN BLOOD SERVICES
November 1985 - June 2000November 1985 - June 2000November 1985 - June 2000November 1985 - June 2000November 1985 - June 2000

Number of ConfirmedNumber of ConfirmedNumber of ConfirmedNumber of ConfirmedNumber of Confirmed
Specimens TestedSpecimens TestedSpecimens TestedSpecimens TestedSpecimens Tested Positive SpecimensPositive SpecimensPositive SpecimensPositive SpecimensPositive Specimens

CanadaCanadaCanadaCanadaCanada OntarioOntarioOntarioOntarioOntario CanadaCanadaCanadaCanadaCanada OntarioOntarioOntarioOntarioOntario

1985-1991 7,511,777 2,701,250 532 172
1992 1,188,629 432,200 33 9
1993 1,152,101 411,697 21 7
1994 1,103,204 396,210 16 5
1995 1,000,779 360,690 12 4
1996 956,327 336,663 8 2
1997               974,450 342,272 8 3
1998         905,870 347,138 8 1
1999                                  750, 502 349,569 4 0
2000 Jan-June                    396,368          181,192                    3              1
   (1985-1998  Information provided by Canadian Red Cross Blood Transfusion Service )

AIDS in OntarioAIDS in OntarioAIDS in OntarioAIDS in OntarioAIDS in Ontario
HIV Antibody THIV Antibody THIV Antibody THIV Antibody THIV Antibody Testingestingestingestingesting

LABORALABORALABORALABORALABORATORTORTORTORTORY SERY SERY SERY SERY SERVICES BRANCHVICES BRANCHVICES BRANCHVICES BRANCHVICES BRANCH

SpecimensSpecimensSpecimensSpecimensSpecimens Confirmed PositiveConfirmed PositiveConfirmed PositiveConfirmed PositiveConfirmed Positive
ReceivedReceivedReceivedReceivedReceived Total CasesTotal CasesTotal CasesTotal CasesTotal Cases Female CasesFemale CasesFemale CasesFemale CasesFemale Cases

Jan - June 2000 129,592 479 91

November 1985 - Dec 1999 2,612,314 20,164 2,163

All duplicate HIV positive cases have been removed when identified. The figures are the best
possible estimate of HIV positive cases on Ontario to date.

Ministry of Health and Long-Term Care
Public  Health  Branch
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