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Seasons Greetings

In 2001 the public health system once again rose
to the challenges presented.  We responded both

  provincially and on a local basis, and successfully
 addressed challenges such as West Nile Virus and the
threat of bioterrorism.  In 2001, the sector budgets

were increased, and overall compliance with mandatory
programs continued their incremental improvement.

Recently we announced ten Early Childhood Development
initiatives which are 100% funded.  We continue to work
together on Mandatory Program Reviews with the 5 Technical
Review Committees and in the safe water area.

This year has been a very busy one for all. May we all take
some time out of our busy schedules to reflect on past
accomplishments and future goals. I wish you and your
families a very Merry Christmas and a safe, healthy and
prosperous New Year.

Colin O. D'Cunha, MBBS, MHSc, FRCPC
Director, Public Health Branch and
Chief Medical Officer of Health
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SummarySummarySummarySummarySummary
Influenza surveillance was conducted in Ontario from
October 2000 to April 2001. There have been two
changes made to the influenza surveillance program in
Ontario during the 2000/01 influenza season. Both the
Ontario Sentinel Physician Influenza Surveillance (SPIS)
program and the school absenteeism surveillance
component were discontinued at the provincial level.
During the reporting period from August 27, 2000 to
April 28, 2001, participating laboratories across Canada
reported 4,175 laboratory-confirmed cases of influenza
to the Centre for Infectious Disease Prevention and
Control (CIDPC). Of these, 68% (2841 cases) were
influenza B and 32% (1334 cases) were influenza A.
During the same period in Ontario, a total of 867
respiratory isolates positive for influenza were reported
by participating laboratories. Of these, 408 (47.1%)
were influenza type A and 459 (52.9%) were influenza
type B. In Ontario, influenza B was the predominant
type, and of the isolates characterized, the predominant
circulating strain was identified as A/New Caledonia/
20/99 (H1N1). In Ontario, laboratory-confirmed
influenza activity rose steadily throughout the season,
and peaked in early March. This is considerably later
than the 1999/00 influenza season, which saw a peak in
laboratory-confirmed influenza activity in early January.

From October 2000 to April 2001, 670 cases of influenza
were reported for all of Ontario, through the Reportable
Disease Information System (RDIS). Of these, 337
cases were reported as influenza B and 333 as influenza
type A. When compared to the previous influenza
season, there was an overall decrease of 73% (670 cases
vs. 2506 cases) entered into RDIS. Given that influenza
is most often diagnosed clinically, without laboratory
confirmation, it is likely that this is an underestimate of
the actual number of cases in the province.

In terms of influenza activity, on average, 25 (68%) of
the 37 health units in Ontario reported weekly throughout
the influenza season. In place of the Ontario SPIS,
sentinel physician data was collected, collated and
disseminated through the national FluWatch program.
For the 2000/01 season, rates of visits to sentinel

physicians for influenza-like-illness (ILI) ranged from
8 to 35 visits for ILI per 1000 patients seen.

Lastly, immunization data were collected from 462
long-term care facilities (LTCFs) in Ontario. Results
indicated that median influenza vaccination coverage
achieved for LTCF residents this season was 95.2%
(range: 75.0%-100%) compared to 92.9% in 1999/00.
Long-term care facility staff median coverage for this
season was 90.1% compared to 86.3% in 1999/00.

IntroductionIntroductionIntroductionIntroductionIntroduction
Influenza has been a reportable disease in Ontario since
1923. A province-wide surveillance program, which
contributes to national surveillance, is conducted each
year.

The objectives of the 2000/01 Ontario influenza
surveillance program were the following:

• to identify the type and strains of influenza virus
circulating in Ontario and to determine their
relationship to national and international viral
activity;

• to monitor antigenic drift and shift in the strain of
the circulating influenza virus as early as possible;

• to determine the incidence and prevalence of
influenza in the various geographical regions of
Ontario;

• to determine the onset, duration and severity of the
influenza season in the province;

• to provide accurate and timely information about
influenza to medical officers of health, physicians
and other health care workers, the media, the general
public and the Minister of Health and Long-Term
Care;

• to inform national and international surveillance
programs;

• to assess the effectiveness of influenza immunization
in the province;

• to evaluate the use and effectiveness of antivirals in
the control of influenza outbreaks in long-term care
facilities and other institutions.

For the 2000/01 influenza season, there have been two
key changes to the program surveillance components.
The Ontario Sentinel Physician Influenza Surveillance
(SPIS) pilot component has not been continued. The
School Absenteeism Surveillance component was also
discontinued at the provincial level. However, it was
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recommended that local health units continue to use
school absenteeism when assessing the influenza activity
within their jurisdictions.

Another major factor that impacted upon influenza
surveillance was Ontario's Universal Influenza
Immunization Program, under which all Ontarians are
eligible to receive publicly-funded influenza vaccine.
A key focus of this program was the continued
immunization of people at risk of complications of
influenza, persons who worked in a variety of health
care and long-term care settings; emergency service
workers and household contacts of persons at high risk.

MethodsMethodsMethodsMethodsMethods
The Public Health Branch of the Ministry of Health and
Long-Term Care (MOHLTC) uses several sources of
data to monitor influenza activity in Ontario. Influenza
surveillance in Ontario comprises five main components:

1. Laboratory surveillance (conducted by the Centre
for Infectious Disease Prevention and Control,
CIDPC, Health Canada)

2. Reportable Disease Information System (RDIS)
reporting of laboratory-confirmed influenza cases
by health units across Ontario

3. Reporting of Institutional Influenza Outbreaks (in
"care facilities")

4. Influenza Activity level reported by health units
across Ontario

5. Sentinel Physician Influenza
Surveillance (Health Canada/
College of Family Physicians
of Canada FluWatch
Program)

1. Laboratory Surveillance1. Laboratory Surveillance1. Laboratory Surveillance1. Laboratory Surveillance1. Laboratory Surveillance
(Centre for Infectious(Centre for Infectious(Centre for Infectious(Centre for Infectious(Centre for Infectious
Disease Prevention andDisease Prevention andDisease Prevention andDisease Prevention andDisease Prevention and
Control, CIDPC)Control, CIDPC)Control, CIDPC)Control, CIDPC)Control, CIDPC)
The FluWatch laboratory
surveillance component involves
the reporting of positive influenza
and other respiratory virus isolates,
to the Centre for Infectious Disease
Prevention and Control (CIDPC),
Health Canada by participating
laboratories in Ontario. The total
number of respiratory specimens
tested and the number that tested

positive are reported, and this information is reported
back to the Public Health Branch on a weekly basis
throughout the influenza season. Fourteen laboratories
in Ontario participated in laboratory surveillance during
the 2000/01 influenza season.

The participating laboratories included: the public health
laboratories in Toronto, Kingston, Timmins, Windsor,
Thunder Bay, Sault Ste. Marie, Orillia, Peterborough
and Hamilton. The participating hospital-based
laboratories included: Children's Hospital of Eastern
Ontario (Ottawa); the Toronto Medical Laboratory,
Women's College, Hospital for Sick Children (Toronto);
and St. Joseph's Hospital (London). These laboratory
data were collated and summary data were presented in
the Ontario Influenza Bulletin on a weekly basis.

Ontario

During the 2000/01 influenza season, influenza activity
peaked from the latter part of February to early March
(Figure 1). This was in contrast to the 1999/00 season,
which peaked during the week of January 2-8, 2000. A
total of 867 respiratory isolates positive for influenza
were reported by participating laboratories in Ontario
(August 27, 2000 to April 28, 2001). Of these positive
tests, 408 (47.1%) were influenza type A and 459
(52.9%) were influenza type B. This was a decrease of
70% over the total number of positive influenza tests
reported in the 1999/00 influenza season (2899 cases
vs. 867 cases). More specifically, this represents an

Laboratory Confirmations of Influenza, Ontario 2000/01
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86% decrease in the number of influenza A cases (2878
cases in 1999/00 vs. 408 cases in 2000/01), and a 22-
fold increase in influenza type B (21 in 1999/00 vs. 459
cases in 2000/01). Figure 2 presents a comparison of the
2000/01 influenza season to previous influenza seasons.
In terms of the ratio of reported positive influenza A to
B isolates, the 2000/01 influenza season would be most
comparable to the 1992/93 season. Other respiratory
viruses circulating in Ontario are shown in Figure 3.
Respiratory syncytial virus (RSV) circulated throughout
the season (mid-December to mid-March), whereas
parainfluenza viruses were detected mostly during the
latter part of the season. Similar to the 1999/00 influenza
season, adenovirus was detected sporadically in the
province during both the early and latter parts of the
influenza season.

Canada

Participating laboratories across Canada reported 4,175
laboratory-confirmed cases of influenza to the CIDPC
during the 2000/01 influenza season (reported between
August 27, 2000 to April 28, 2001). Of these, 68%
(2841 cases) were influenza B and 32% (1334 cases)
were influenza A.  This represents a decrease of 41%
from the 1999/00 influenza season: specifically, a 81%
decrease in influenza A, and a 39-fold increase in
influenza B. The geographical distribution of cases is
shown in Figure 4. In 2000/01, Ontario represented only

21% of all laboratory-confirmed influenza cases in
Canada, but represented 41% of all laboratory-
confirmed influenza cases in Canada in 1999/00 (Table
1). The predominant circulating strains in Canada were
B/Yamanashi/166/98-like and A/New Caledonia/20/
99-like (H1N1); additional strains included: A/
Johannesburg/82/96-like (H1N1) and A/Panama/2007/
99-like (H3N2).

Influenza Strains Circulating in Ontario

During the 2000/01 influenza season the Ontario
Ministry of Health and Long-Term Care Laboratories
Branch carried out sub-typing and strain characterization
on 138 influenza isolates (November 1, 2000 to April
30,2001). This season, the predominant circulating
strain in Ontario was identified as A/New Caledonia/
20/99 (H1N1). Of the 138 isolates characterized, 85
(62%) were identified as A/New Caledonia/20/99-
like, one (0.7%) was identified as A/Panama/2007/
99-like (H3N2) and 52 (38%) as B/Yamanashi/166/
1998-like. All three strains were included in the 2000/
01 season's influenza vaccine.

2. Reportable Disease Information System2. Reportable Disease Information System2. Reportable Disease Information System2. Reportable Disease Information System2. Reportable Disease Information System
(RDIS) Reporting of Confirmed Influenza(RDIS) Reporting of Confirmed Influenza(RDIS) Reporting of Confirmed Influenza(RDIS) Reporting of Confirmed Influenza(RDIS) Reporting of Confirmed Influenza
CasesCasesCasesCasesCases
In Ontario, influenza is a reportable disease under
Regulation 559/51 of the Health Protection and
Promotion Act (HPPA). Laboratory-confirmed cases

of influenza reported to local
boards of health are transmitted by
the board of health to the Public
Health Branch through the RDIS.
The RDIS case-definition of
influenza consists of the following:
clinically compatible signs and
symptoms or influenza with:

a) laboratory-confirmation by
detection or isolation or influenza
virus in pharyngeal or nasal
secretions; or
b) demonstration of a four-fold or
greater increase in
hemagglutination antibody titres
to influenza (seroconversion).

Laboratory Confirmations of Influenza A and B, Ontario, 1988-2001
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Figure 3
Laboratory Confirmations of Respiratory Syncytial Virus, Ontario, 

2000/01
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Laboratory Confirmations of Parainfluenza, Ontario, 2000/01
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Laboratory Confirmations of Adenovirus, Ontario, 2000/01
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Figure 4

TABLE 1

Laboratory-Confirmed Influenza in Ontario & Canada
Season Ontario

Cases
Canada
 Cases

Proportion of
Ontario Cases (%)

Predominant Circulating
 Strain(s) in Canada

Other Strains
Circulating in Canada

2000/01a 854 4156 21 B/Yamanashi/166/98 A/New Caledonia/20/99 (H1N1)
A/Johannesburg/82/96

A/Panama/2007/99 (H3N2)

1999/00 2899 7037 41 A/Sydney/5/97(H3N2) A/New Caledonia/20/99(H1N1)
B/Beijing/184/93

1998/99 2497 5232 48 A/Sydney/5/97(H3N2) B/Beijing/184/93

1997/98 2783 5148 54 A/Sydney/5/97(H3N2) A/Wuhan/356/95(H3N2)
A/Texas/36/91 (H1N1)

1996/97 920 2180 42 A/Wuhan/356/95(H3N2) B/Beijing/184/93
A/Johannesburg/33/94(H3N2)

1995/96 285 1176 24 A/Texas/36/91(H1N1)
A/Johannesburg/33/94(H3N2)

B/Beijing/184/93

A/Taiwan/1/86(H1N1)
A/Wuhan/356/95  (H3N2)

1994/95 555 1411 39 B/Quingdao/102/92(1)
A/Shangdong/09/93 (H3N2)

A/Beijing/32/92 (H3N2)

A/Johannesburg/33/94(H3N2)
A/Texas/36/91 (H1N1)

Source: Respiratory Virus Detection/Isolations Tables, CIDPC, Health Canada, Ottawa
aNumber of cases reported between August 27th, 2000 to April 21st, 2001

Laboratory Confirmations of Influenza A and B, Canada, 2000/01
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Results:

A total of 670 cases of influenza were reported through
the RDIS, with episode dates between October 1, 2000
and April 27, 2001. Of these cases, 337 were reported
as influenza B and 333 cases as influenza type A. When
compared to the previous influenza season, there was
an overall decrease of 73% (670 cases vs. 2506 cases)
entered into the RDIS. During the 2000/01 influenza
season, males accounted for 52% of cases reported
through the RDIS and females accounted for 48% of all
reported cases. The percentage of the RDIS influenza

cases by month of onset is shown in Figure 5. Given the
lag-time between the occurrence of influenza and the
date at which it is entered into RDIS, these numbers
were not reported in the Ontario Influenza Bulletin on
a weekly basis. Due to late-reporting and incomplete
reporting there was a discrepancy between RDIS
numbers and positive laboratory tests reported through
the 14 participating laboratories. The distribution of
reported cases by health unit and region is shown in
Figure 6 and Table 2 respectively. This season, the
impact of influenza activity was most felt in the

Eastern region of the province
where the rate of reported cases
was 11/100,000 population
followed by the Central West region,
with a rate of 9/100,000 population.
Although the Central East region
reported the largest number of cases,
it had a reported rate of 5/100,000
population. Children under the age
of 5 accounted for 38% (255 cases)
of all reported cases of influenza in
Ontario. Most of the influenza B
cases occurred in younger children
and young adults, with 57% (191
cases) of influenza B cases reported
in the <1-9 year age group and 29%
(97 cases) in those aged 15-50 years.
Eighty percent of cases reported in
persons 65 years and older were
influenza type B. Figure 7 shows
the age distribution of reported
influenza cases in the province
during the 2000/01 influenza
season.

3. Reports of Institutional3. Reports of Institutional3. Reports of Institutional3. Reports of Institutional3. Reports of Institutional
OutbreaksOutbreaksOutbreaksOutbreaksOutbreaks
Health units are required to report
all laboratory-confirmed influenza
outbreaks that occur in LTCFs
(nursing homes and homes for the
aged) and health care institutions
in their jurisdictions. Cases in an
institution-based outbreak of
influenza are defined as residents/
patients or staff in whom influenza
is isolated or detected (with a

Influenza-like Illness Reporting Rates, Ontario by Reporting Week,
 2000-01
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nasopharyngeal swab) or who have seroconverted.
Epidemiologically-linked clinical cases are also
included in the total number of cases for the
institutional outbreak. Reports include information
on resident/patient and staff immunization rates,
attack rates, mortality, morbidity and antiviral
use. A preliminary report is faxed to the Public
Health Branch, MOHLTC, within 24 hours of the
start of the outbreak and a final report is faxed shortly
after the outbreak is over.

Results

During the 2000/01 influenza season, there were
nine laboratory-confirmed institutional influenza
outbreaks reported to the MOHLTC from each of
nine institutions. This reflects a substantial
decrease in the number of outbreaks over that of
the past three seasons (Figure 8). When compared
to the previous influenza season, there was an
overall decrease of 97% (9 outbreaks in 2000/01
vs. 338 outbreaks in 1999/00). Possible reasons
cited for this decrease include effectiveness of the
universal influenza immunization program,
increased staff immunization rates in hospitals and
LTCFs, decreased virulence of the circulating strains,
enhanced awareness of influenza and awareness of
the need to recognize outbreaks early in order to
implement control measures and therapy.

Data Analysis of Institutional Outbreaks in
Care Facilities, 2000/01

Data from the nine influenza outbreaks in LTCFs
(nursing homes and homes for the aged) and other
health care institutions (including retirement homes,
acute care hospitals, chronic care hospitals, psychiatric
hospitals and institutions for developmentally
handicapped people) during the 2000/01 influenza
season were analyzed. The following results were
obtained.

Duration of Outbreaks

The duration of an outbreak was defined as the
number of days from the onset of illness in the first
case to the onset of illness in the last case. On
average, outbreaks lasted eleven days (range 2-15).
The average duration was longer by 0.2 of a day
(~5 hours) when compared to the average duration
for outbreaks during the 1999/00 influenza season.
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RDIS Influenza Cases by Age Group, Ontario, 2000/01 Season
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Attack Rates and Vaccine Efficacy Residents:

During the nine outbreaks, 68 cases were reported
among the 657 residents in the affected areas of the nine
care facilities. The overall attack rate for the season
(total number of resident cases for all outbreaks/total
number of residents in the affected areas in all the care
facilities during the outbreaks) was 10.4%. It is

important to note the following
change in the calculation of attack
rate for this influenza season; the
denominator, total number of
residents, refers to the total number
of residents in the affected area of
the institution instead of the total
number of residents in the entire
institution as has been used in
previous years. For individual
facilities, attack rates ranged from
2.0 to 54.6%. Seven of the nine
(78%) outbreaks this season were
caused by Influenza B and 2 were
caused by Influenza A. This is
compared to the 1999/00 season,
when all outbreaks were caused by
Influenza type A. Looking at
Influenza B outbreaks only, the
attack rate was 13.7% as compared
to an attack rate of 4.9% for
influenza A.

For outbreaks in which reports
were available, the overall
vaccination rate, (total number of
vaccinated residents/total number
of residents in the affected area for
all outbreaks) for all care facilities
was 71.4%. This is compared to
the overall vaccination rate for
nursing homes alone which was
91.8%.

In terms of anti-viral use,
amantadine has been used for the
prophylaxis and treatment of
influenza A infections since 1988
and has been used extensively in

Ontario for the control of institutional influenza A
outbreaks. Amantadine was given to residents for
prophylaxis in 1/9 outbreaks this season. In terms of
neuraminidase inhibitor use, 2/9 outbreaks reported use
of oseltamivir (Tamiflu®). Tamiflu® was used for
treatment in one outbreak and for both treatment and
prophylaxis in the second outbreak.

Figure 8

Figure 7
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Complications and Mortality

During the 2000/01 influenza season, there were two
deaths, three radiologically confirmed cases of
pneumonia and eight hospitalizations reported among
the 68 cases of influenza in care facility residents.  This
corresponds to an overall case fatality rate of 2.9%. This
represents a 45% decrease in the CFR when compared
to the 1999/00 influenza season (2.9% in 2000/01 vs.
5.3% in 1999/00). The hospitalization rate for all care
facilities was 11.8%; and the CXR pneumonia rate
(radiologically confirmed cases of pneumonia/total
cases) was 4.4%.

Staff:

During the 2000/01 influenza season, a total of 1,568
staff worked in the nine care facilities that experienced
outbreaks; these facilities had an average staff
complement of 196 (range: 40-415). A total of 32 staff
cases were reported in nine outbreaks for which reports
were available, giving an overall attack rate of 2.0%.
This represents a reduction of 67.8% in the staff overall
attack rate compared to the 1999/00 season (2.0% vs.
6.2%). In the nine outbreaks, eleven unimmunized staff
were excluded from work.

4. Influenza Activity Level Reporting4. Influenza Activity Level Reporting4. Influenza Activity Level Reporting4. Influenza Activity Level Reporting4. Influenza Activity Level Reporting
Influenza activity was assessed and reported by the
medical officer of health in each health unit area to the
Public Health Branch on a weekly basis. Suggested
indicators for influenza activity were as follows:
influenza-like illness
(ILI) rates reported by
sentinel physicians,
institutional and non-
institutional outbreaks,
school absenteeism,
feedback from infection
control practitioners in
hospitals, and results
from local virology
laboratories.  Influenza
activity is defined as the
level of influenza-like
illness (ILI) prevalent in
the local community. ILI
is defined by the
presence of all of the
following - (fever

>=38°C, acute onset cough or sore throat, and malaise,
myalgia and/or fatigue). Influenza activity was reported as
one of the following three categories:

0 = No Activity

1 = Sporadic Activity (sporadically occurring ILI or
lab-confirmed influenza with no outbreaks detected)

2 = Localized Outbreaks (outbreaks affecting a single
geographic area within the health unit jurisdiction;
these can be institution-based and/or community
outbreaks)

3 = Widespread Outbreaks (outbreaks affecting
multiple/non-adjacent geographic areas within the
health unit jurisdiction, and involving two or more
regions in a health unit)

On average, 25 (68%) of the 37 health units in Ontario
reported weekly throughout the influenza season (range:
18-30).  Some health units did not report on influenza
activity throughout the season; health unit reporting of
influenza activity levels is important for inter-pandemic
surveillance. Activity levels shifted from "sporadic" to
"localized outbreaks" in late February; this lasted until
the end of April. There were, however, no "widespread
outbreaks" reported during this influenza season.
Influenza activity information was collated and
presented in the Ontario Influenza Bulletin on a weekly
basis, in the form of a map as illustrated below, for the
week-ending January 20 (Figure 9).

Figure 9
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5. Sentinel Physician Influenza Surveillance5. Sentinel Physician Influenza Surveillance5. Sentinel Physician Influenza Surveillance5. Sentinel Physician Influenza Surveillance5. Sentinel Physician Influenza Surveillance
(Health Canada/College of Family Physicians(Health Canada/College of Family Physicians(Health Canada/College of Family Physicians(Health Canada/College of Family Physicians(Health Canada/College of Family Physicians
of Canada (CFPC) FluWatch Program)of Canada (CFPC) FluWatch Program)of Canada (CFPC) FluWatch Program)of Canada (CFPC) FluWatch Program)of Canada (CFPC) FluWatch Program)

The Ontario Sentinel Physician Influenza Surveillance
(SPIS) System was discontinued for the 2000/01
influenza season. In place of the SPIS, sentinel physician
data were collected, collated and disseminated through
the national FluWatch program. The FluWatch sentinel
surveillance program recruited 78 physicians across
Ontario (some of whom participated in the SPIS program
during the 1999/2000 influenza season). Sentinel
physicians were recruited by the College of Family
Physicians of Canada (CFPC), by census divisions. In
Ontario, at least one sentinel physician was recruited
for 92% of all census divisions. Sentinel physicians
were asked to report the number of cases of influenza-
like-illness (ILI) per age group for one day each week,

and the total number of patient visits per age group for
the same day. Rates of visits to sentinel physicians for
ILI ranged from 8 to 35 visits for ILI per 1000 patients
seen. The highest rates of ILI (38.9 cases per 1000
patients seen) were reported among persons aged 5-19
and in the <5 years group (34.46 cases per 1000 patients
seen) (Table 3). Each week, sentinel data was sent from
Health Canada to the Public Health Branch; ILI rates
were calculated per health unit area, mapped and
included in the Ontario Influenza Bulletin. Figure 10
presents the number and rate of cases of ILI reported, by
week, during the 2000/01 influenza surveillance season.

Vaccination Rates in LTCFs and Hospitals

In November 1999, the Ministry of Health and Long-
Term Care issued an "Influenza Prevention and
Surveillance Protocol for Ontario Long-Term Care
Facilities" which stated that "on-site immunization, or

Table 3: Reported Rates of Influenza-like Illness (ILI) by Age Group, 2000/01
Age Group Number of Reported Cases ILI Rate (per 1000 patients seen)

<5 123 34.46
5-19 194 38.88
20-64 384 17.33
65+ 80 9.47

Source: CIDPC FluWatch sentinel surveillance program

Figure 10 Influenza-like Illness Reporting Rates, Ontario by Reporting Week,
 2000-01
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documentation of immunization should be completed
annually by November 15th, unless otherwise
recommended by the Chief Medical Officer of Health".
In addition to this, in July 2000, the minister approved
an Influenza Surveillance Protocol for public hospitals,
developed jointly by the Ontario Medical Association,
Ontario Hospital Association, and Ministry of Health
and Long-Term Care. Under these protocols, influenza
vaccine coverage rates from LTCFs and public hospitals
respectively are to be reported to the local medical
officer of health by December 1 each year.  These rates
are then reported to the province by the health unit.

Immunization Rates

Data collected from 462 long-term care facilities
indicated that median influenza vaccination coverage
achieved for residents this season was 95.2% (range:
75.0%-100%). More than half (54.1%) of LTCFs had
resident coverage rates greater than the provincial target
of 95% as stated in the Mandatory Health Programs and
Services Guidelines (MHPSG), issued under the HPPA,
1983. Staff influenza immunization coverage was
reported for 452 of 462 LTCFs. Long-term care facility
staff median coverage for this season was 90.1%
compared to 86.3% in 1999/00. 394 LTCFs (87.2%)
had staff immunization rates greater than the MHPSG
current target of 70% coverage. This is comparable to
the 1999/00 season when 88.5% of staff had coverage
rates greater than 70% and a marked increase in coverage
from the previous years. LTCF staff vaccination coverage
prior to 1999/00 was about 40% with a wide range (1%-
83%) across facilities and regions.

Staff influenza immunization coverage was reported for
134 of 136 hospitals operating under the Public Hospitals
Act in Ontario. The staff median coverage for the 2000/
01 influenza season was 63.3%. There is no surveillance
data for staff influenza vaccination coverage prior to
1999/00, however, it is estimated that the median
coverage was about 20% in Ontario hospitals.

Composition of the 2001/02 influenza vaccine

The strains included in the 2001/02 season's influenza
vaccine are dependent upon the antigenic characteristics
of current circulating and emerging influenza vaccine
strains. The trivalent influenza vaccine prepared for the
2001/02 season includes A/Moscow/10/99 (H3N2)-
like, A/New Caledonia/20/99 (H1N1)-like, and B/
Sichuan/379/99-like antigens. It should be noted that

the antigenic equivalent of the A/Moscow/10/99
(H3N2)-like antigen is the A/Panama/2007/99 (H3N2)
virus; and for the B/Sichuan/379/99-like antigen,
manufacturers will use one of the antigenically
equivalent viruses B/Johannesburg/5/99, B/Victoria/
504/2000, or B/Guangdong/120/2000. These viruses
will be used because of their growth properties and
because they are representative of currently circulating
A (H3N2) and B viruses.
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A NOVEL IMMUNISAA NOVEL IMMUNISAA NOVEL IMMUNISAA NOVEL IMMUNISAA NOVEL IMMUNISATIONTIONTIONTIONTION
PROGRAMME IN CANADAPROGRAMME IN CANADAPROGRAMME IN CANADAPROGRAMME IN CANADAPROGRAMME IN CANADA
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INFLUENZA.INFLUENZA.INFLUENZA.INFLUENZA.INFLUENZA.
The Universal Influenza Immunization Program (UIIP)
in Ontario, Canada is an expansion of an existing
programme covering those persons at high risk of
complications, staff of long-term care facilities,
healthcare and emergency service workers. It was the
first of its kind in North America to give influenza
vaccine free of charge to all 11.5 million residents of
Ontario during the influenza season 2000-01.

RationaleRationaleRationaleRationaleRationale
The primary objective of the UIIP was to reduce annual
overcrowding of healthcare facilities during the influenza
season, since a 10% increase in hospitalisations has
been observed during this time.1 The benefits of
immunisation in population subgroups, e.g, the elderly,
healthy adults and children2, 3, 4 as well as in 'high
priority' groups, are well documented. Vaccination has
substantial health and economic benefits in terms of
mitigating the impact of influenza on workplace
productivity and reducing community transmissions.3, 4

ImplementationImplementationImplementationImplementationImplementation
The immunisation programme for the 2000-01 season
began on 1 October with the 'high priority' groups,
including those at risk of complications, healthcare and
emergency service workers. Others were immunised
from mid-November onwards. Over five million doses
of vaccine were distributed. Preliminary data indicate
that approximately 44% of residents >16 years of age
were vaccinated, as were an estimated 20% of children
up to the age of 4 years and approximately 30% of the
5-18 year age group.

Although it is too early to draw conclusions on the UIIP,
initial results are very encouraging. During the 2000-01
season, Ontario had 854 influenza cases - 20.5% of the
total reported cases in Canada. This compares with
2,899 influenza cases in Ontario in the 1999-00 season,
which amounted to 41% of the country-wide total
during that time.  Further, in 2000-01, Ontario had only
nine outbreaks in long-term care facilities and hospitals,
compared with 341 outbreaks during the 1999-00 season.

However, these data must be interpreted with caution
as influenza seasons vary in severity from year to year.

�

SOURCE

M. Varia, B. Kawa, C. D'Cunha
Public Health Branch
Ontario Ministry of Health and Long-Term Care
Toronto, Ontario, Canada

REFERENCES
1. Menec V et al. Seasonal Patterns of Winnipeg Hospital Use.

Manitoba Centre for Health Policy and Evaluation. 1999.
2.  Nichol KL, Margolis KL, Wuorenma J, Van Sternberg T.

The efficacy and cost effectiveness of vaccination against
influenza amongst elderly persons living in the community.
N Engl J Med. 1994;331:778-84.

3. Nichol KL, Lind, A, Margolis KL et al.  The effectiveness of
vaccination against influenza in healthy, working adults. N
Engl J Med.  1995;333:889-893.

4. Reichert TA et al. The Japanese experience with vaccinating
schoolchildren against influenza. N Engl J Med.
2001;344:889-896.

CANADIAN MINISTRY OF HEALTH AND LONG-TERM
CARE WEB SITE:

http://www.gov.on.ca/health



12/22/0112/22/0112/22/0112/22/0112/22/01342342342342342PHEROPHEROPHEROPHEROPHERO

EXPEXPEXPEXPEXPANDING ACCESS TO POSTANDING ACCESS TO POSTANDING ACCESS TO POSTANDING ACCESS TO POSTANDING ACCESS TO POST
EXPOSURE PROPHYLAXIS (PEP)EXPOSURE PROPHYLAXIS (PEP)EXPOSURE PROPHYLAXIS (PEP)EXPOSURE PROPHYLAXIS (PEP)EXPOSURE PROPHYLAXIS (PEP)
IN LEEDS, GRENVILLE ANDIN LEEDS, GRENVILLE ANDIN LEEDS, GRENVILLE ANDIN LEEDS, GRENVILLE ANDIN LEEDS, GRENVILLE AND
LANARK DISTRICT HEALLANARK DISTRICT HEALLANARK DISTRICT HEALLANARK DISTRICT HEALLANARK DISTRICT HEALTH UNITTH UNITTH UNITTH UNITTH UNIT

BackgroundBackgroundBackgroundBackgroundBackground
Part of the mandate of all public health units in Ontario
is the provision to emergency service workers, as well
as the general public, of information regarding the
appropriate action to be followed after a significant
exposure to blood or body fluids.  Since prompt treatment
is essential, all persons contacting our health unit
concerned about a possible exposure to the human
immunodeficiency virus (HIV) are referred immediately
to the nearest emergency department.  Information has
been published on the efficacy of HIV PEP based on
research studies of health care workers with occupational
exposures.  In our area, this information served to
establish a practice of narrowly applying the research
findings and providing PEP only to in-house hospital
staff.  In addition, we became aware that follow up post-
exposure serologic testing was inconsistent throughout
the region.  From an ethical perspective, it was felt that
if hospitals were providing PEP for possible HIV
exposures in some instances, then PEP should be
provided in all comparable situations.

Our aim is to decrease the risk of transmission of HIV,
hepatitis B and hepatitis C in persons exposed
accidentally to blood or body fluids by promoting
evidence-based practice.  This has been accomplished
in the following ways by:

• Developing 'The Guidelines for the Management of
Exposures to Blood-Borne Pathogens' and
disseminating the guidelines to all local physicians
and emergency departments.

• Developing an internal policy and procedure for
assisting local emergency service organizations with
post-exposure follow-up counselling for their
workers.

• Educating physicians and front line health care
workers on the management of potential exposures.

• Educating local emergency services workers on the
prevention of exposures to blood and body fluids.

• Educating local emergency services workers on
assessing potential exposures and the risks of
transmission of blood-borne pathogens.

Response DetailsResponse DetailsResponse DetailsResponse DetailsResponse Details
Zidovudine (AZT) was initially developed to treat
infection with human immunodeficiency virus (HIV).
AZT works by inhibiting replication of the virus in
infected persons consequently slowing the effects of
HIV on the immune system. Research published in the
Morbidity and Mortality Weekly Report (1995) showed
that post-exposure prophylaxis (PEP) with zidovudine
for occupational exposure to HIV, reduced
seroconversion by 79%.1 In 1997, the New England
Journal of Medicine confirmed this earlier finding.2

The evidence suggests that it may be possible to limit
infection locally and permit the immune system to
eliminate the virus by offering zidovudine during the
'window of opportunity' following an HIV exposure.3

If antiretroviral therapy is indicated it should be initiated
as soon as possible, preferably within 2 hours.  Although
animal studies suggest that PEP is probably not effective
if started later than 24 to 36 hours post-exposure, the
interval after which there is no benefit is undefined.4

The "Guidelines for the Management of Exposures to
Blood-Borne Pathogens" were developed to provide
direction in the assessment, treatment and follow-up of
persons unintentionally exposed to blood or body
fluids that may be potentially infected with Hepatitis B,
Hepatitis C and HIV.  This document was developed
following a review of recent scientific data and the
current recommendations made by Health Canada 5,
the Centres for Disease Control and Prevention (CDC) 6,
and the recently released OHA/OMA/MOHLTC
Blood-Borne Diseases Surveillance Protocol for
Ontario Hospitals.7  In addition, two local physicians
specializing in the field of infectious diseases reviewed
these guidelines for medical content.

All local physicians and emergency departments have
received our guidelines.  The principles embodied in
this document are intended to be applicable to both
occupational and non-occupational exposures to blood
or body fluids.  However, physicians have been advised
that decisions surrounding the use of post-exposure
prophylaxis for all exposures should balance the
uncertain risk of infection against the potential toxicity
associated with the medications.

Health Unit staff have worked in partnership with the
local hospitals to encourage policy changes to ensure
all eligible persons are provided appropriate treatment
and follow-up.  To date, all local emergency departments
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have modified their existing policies to encompass all
persons with accidental exposures to blood or body
fluids.  Arrangements have been made for public health
nurses to provide follow-up support, counselling and
educational resources after a reported puncture wound,
mucous membrane or non-intact skin exposure.  Health
unit staff have integrated HIV PEP counselling into
existing HIV prevention and counselling policies and
procedures which has resulted in uniform counselling
practices across the region.

Future DirectionFuture DirectionFuture DirectionFuture DirectionFuture Direction
Education of physicians and nurses is an ongoing need
particularly regarding the importance of prompt initiation
of chemoprophylaxis.  In order to further promote
awareness of this important prevention strategy, a local
infectious diseases physician and the Medical Officer of
Health for Leeds, Grenville and Lanark are organizing
an education sessions for health care providers on the
use of PEP.  Training sessions for the designated officers
of the three emergency services (fire, police, ambulance)
are also being offered to address concerns related to
exposures to blood borne pathogens and to offer
assistance with the establishment of protocols within
emergency services for dealing with exposures when
they occur.

ConclusionConclusionConclusionConclusionConclusion
The actions outlined have greatly improved our ability
to respond appropriately to potential exposures to blood
or body fluids.  A partnership between local hospitals
and the Health Unit has been essential for the
development of our guidelines and agreement to modify
the existing hospital policies and procedures.  Our
guidelines are available on the physician's segment of
our website at www.healthunit.org.  They will be
modified and updated as new information becomes
available.
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IntroductionIntroductionIntroductionIntroductionIntroduction
In recent years there has been increasing emphasis
placed on accountability in public/government services.
Healthcare organizations, including Public Health
Departments, are expected to demonstrate efficient,
cost-effective and evidence-based programming.  At
the same time, there has been an ongoing shift in
thinking about health promotion1 moving away from
health promotion strategies focusing on individual
responsibility and behaviour change, and towards health
promotion strategies based on policy development and
the broader determinants of health.

This changing context has created new challenges for
the planning and delivery of health promotion
programming.  The Waterloo Region Community Health
Department (CHD) has been attempting to meet these
challenges by aligning our programs within the Ottawa
Charter for Health Promotion  framework. This work is
being undertaken by staff from the Planning &
Evaluation (P&E) team of the Health Determinants,
Planning & Evaluation Division. A key planning tool
we utilized was a program logic model, based on the
Public Health Research, Education and Development
Program (PHRED) accountability framework.2

The Waterloo ExperienceThe Waterloo ExperienceThe Waterloo ExperienceThe Waterloo ExperienceThe Waterloo Experience
In the summer of 2000, the Waterloo Region Community
Health Department initiated an operational planning
process which used a new planning framework.  The
new planning framework included

1) Program logic models based on the PHRED
accountability framework and the Ottawa Charter for
Health Promotion;

2) Needs/impact-based planning method 3 for long-
term strategic planning; and

3) Organizational operational plans.

In this article we focus on the development of the
program logic models. In our view, the development of
the logic models* 4    provided the basis for operational
planning as it explained the what, how and why for a
broad range of programs at the organizational level.  It
also provided a starting point for examining the current
status of the programs, their inter-relationships and the
potential for cross-program linkages.

From the Conceptual to the PracticalFrom the Conceptual to the PracticalFrom the Conceptual to the PracticalFrom the Conceptual to the PracticalFrom the Conceptual to the Practical
The  PHRED Program Logic Model  uses the Ottawa
Charter for Health Promotion as a framework for its
"approaches."  Strategies outlined in the Ottawa Charter
are: Building Personal Skills, Strengthening Community
Action, Building Healthy Public Policy, Creating
Supportive Environments, and Re-Orienting Health
Services. In addition, PHRED acknowledges the need
for  two additional sets of activities that are required  by
the Mandatory Health Programs and Services
Guidelines5 (MHPSG):  Enforcement/Monitoring and
Clinical Services.

Our approach to operational planning adopted the
entire set of strategies as offered by the Ottawa Charter
of Health Promotion to which we added the two
additional strategies identified in PHRED. In the end,
the following strategies were included in our
departmental logic models:

• Building Personal skills (increasing awareness,
knowledge, and skills)

• Strengthening Community Action (working with
the community);

CommuniquéCommuniquéCommuniquéCommuniquéCommuniqué
Public Health ResearPublic Health ResearPublic Health ResearPublic Health ResearPublic Health Research, Education andch, Education andch, Education andch, Education andch, Education and

Development PrDevelopment PrDevelopment PrDevelopment PrDevelopment Programogramogramogramogram

* Program logic models depict the relationships between a
program's activities and its long-term goals, and short and
mid-term objectives.  They may also include process or
output indicators (what we did to achieve our goals) and
outcome indicators (measuring the desired changes resulting
from our activities).  Various types of logic models have
been developed and what once began as a model to plan for
evaluation has now become a tool that is also useful in
program planning.
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• Building Healthy Public Policy (activities affecting
policy at all levels);

• Creating Supportive Environments (including
developing health promotion strategies,  monitoring
and enforcement);

• Re-orienting Health Services (addressing access and
equity in health services, research and evaluation
activities, and health promotion activities engaged in
by health professionals); and

• Clinical Services (assessment, screening, referrals,
case management)

Each of the programming activities within the Waterloo
Region CHD were clearly defined through these
strategies, with a description of the type of activities,
short-term outcomes, target groups and finally, indicators
of success.

During the development of the program logic models
each member of the P&E team provided support and
consultation to one division of the Community Health
Department (CHD).  It was  important to create tools and
documents that would be meaningful and useful at all
levels:  staff, middle management and senior
management.  For this reason, the P&E team members
worked closely with staff and managers in the creation
of the logic models. During this process, the P&E team
met weekly to discuss the progress of the consultations,
expand and further clarify the meanings of the activities
in the context of this planning framework, share
examples, and ensure the use of common terminology.6

Observations, Challenges, and LearningsObservations, Challenges, and LearningsObservations, Challenges, and LearningsObservations, Challenges, and LearningsObservations, Challenges, and Learnings
The process of developing logic models based on Ottawa
Charter Strategies resulted in a number of learnings:

• The logic model development process required a
great deal of time.

• In order to create a product meaningful to all, we
needed to involve staff, to listen to them, and try to
address their concerns throughout the process.  It
was also important for us to communicate with staff
as to the purpose of the operational planning process
and demonstrate how the products could be beneficial
to them as individual staff members, as teams, and to
the larger organization B and eventually to the public.
These benefits include fostering a better
understanding of our activities and objectives and
how they are linked, broadening our range of
strategies, and increasing the links between programs.

• An approach to developing the logic models that
worked well for one program team was to meet with
each team member individually and discuss three
questions:

•What are you doing?

•What are you trying to achieve?

•How will you know you have been successful?

• These three questions were very helpful in clarifying
what the logic models were trying to capture.

• One of the objectives of operational planning was to
facilitate cross-program linkages. In reviewing
the logic models, it was not clear upon what these
linkages should be based - settings, target groups, or
short-term objectives.  A very broad range of target
groups was reflected in the logic models, ranging
from CHD staff to the community at large, to
various subgroups ranging from swimming pool
operators to "at risk" parents. As a next step, we
need to identify and implement a process for using
the information to facilitate linkages.

• Although a number of Ottawa Charter Strategies
may be found in MHPSG, public health activities
have typically focused on strategies that develop
personal skills or provide clinical services. One of
the objectives of the operational planning exercise
was to promote the use of a wider range of Ottawa
Charter strategies across the health department.
The operational planning process provided a forum
for discussion of what this meant and how it could
be accomplished.  For example, in trying to promote
a particular objective in schools, such as violence
prevention, we could take a "personal skills"
approach by teaching pro-social behaviour to
individual students, we could take a "supportive
environments" approach through a peer mediator
program, or work with parent councils to introduce
policy changes for playground activities and
supervision.

• A challenge was that short-term outcomes
sometimes proved difficult to identify and to
measure.  For example, in describing activities
where the CHD is part of a coalition or partnership,
it was difficult to distinguish the role of the CHD
and the purpose for our involvement, from the
purpose of the coalition or partnership. We also
found that we did not always have a way to measure
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short-term outcomes. In some instances short-term
outcomes could be identified, however interpretation
of their meaning was not clear. For example, fewer
food safety infractions could mean food handlers are
doing a better job, or it could mean that problem
areas are not being identified.

• For the Family & Community Resources Division
the operational planning process provided an
opportunity to examine the main goal areas of their
work and create a shift from activity-based
programming to a goals-based one. Goals-based
programming is envisioned to provide conditions
for greater use of population-based strategies,
increasing cross-programming linkages, balancing
various strategies and integrating program
components.

In conclusion, for staff the process of creating logic
models provided an opportunity for better understanding
of CHD activities and how they are linked to outcomes.
For managers, logic models provided a tool to assist in
identifying cross-program linkages.  Across the health
department, logic models provided a tool to facilitate
greater understanding and incorporation of Ottawa
Charter strategies.  Logic models also provided an
opportunity for increased communication across
divisions within the organization, helping to increase
our understanding of the scope and diversity of our
work and hopefully leading to better integrated
programming and evaluation.

Program logic models provided the groundwork for
further operational planning within the health
department.  Next steps include identifying both process
and outcome indicators for our activities, and prioritizing
our resources for collecting data on these indicators.
We also plan to move to an electronic, searchable
operational planning tool.7 An ongoing challenge will
be to further understand how to address the broader
determinants of health through Community Health
Department programming.
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Measles by Month
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Meningococcal Disease by Month
Ontario
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Pertussis  by Month
Ontario
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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
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