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2002 REPORT OF THE
CHIEF MEDICAL OFFICER
OFHEALTH

“Injury: Predictableand Preventable’, thisyear’s
Report of the Chief Medical Officer of Health
(CMOH) was released November 19, 2002 at the
Ontario Public Health Association’s Annual
Conference. In his Report, Dr. Colin D’ Cunha
reports on injuries and their impact on Ontarians.
Morethan 2,000 residents of Ontario areinjured daily
and the vast majority of injuriesare both predictable
and preventable. The Report focuses on
unintentional injuries, as it pertains to age, gender,
geography and the determinants of health.
Unintentional injury istheleading cause of death for
peopleaged 1to 34 years. Unintentional injury also
ranks fourth among leading causes of death,
regardliess of age, after diseases of the circulatory
system, cancer, and respiratory diseases.



Injuriesincur significant direct costsand indirect coststo
the residents of Ontario and our provincial health care
resources. The combined direct and indirect cost of
unintentiona injuriesin 1996 wasamost $3 billiondollars.
Dr. D’ Cunhaoutlinesthe economic and social burden of
injury in Ontario as well as risk factors, challengesin
prevention, and futurerecommendationsin hisReport.

Additional copiesof thereport may be obtained fromthe
Government of Ontario, Ministry of Hedlthand Long-Term
Carewebsite at www.moh.gov.on.calhealth. Membersof
the public may order copiesthrough Publications Ontario
at 1-800-668-9938, or in Toronto at 416-326-5300.
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Ontario’s Infant Hearing and
Communication Development
Program

Background

Significant, permanent childhood hearing impairment
(PCHI) isoneof themost common of themgjor, congenital
disorders. It is more prevalent than all the
hemogl obinopathiesand errors of newborn metabolism
combinec?. PCHI isnotinitsdf life-threatening, but it has
significant consequencesfor theindividud, thefamily and
society at large, especialy if it is not detected early?®.
Despiteitsclear importance, popul ation-based screening
for PCHI hasnot been widdy implemented until recently.
Thisomission hasbeen aserious public health deficiency
inany society professing concernwith optimal deve opment,
qudlity of life, and educationd achievement of itschildrer’*®.
There are many, diverse sequel ae of undetected hearing
imparmentinearly infancy. Aninfantwithsgnificant heering
impairment cannot hear thevast array of environmental
sounds, and especially cannot hear speech, song, or any
other part of the normal acoustical exchange between
parent and child. Thisisasignificant disadvantageinand
of itsdlf, but it o has ddl eteriousoutcomes. For example,
thereisclear evidencefrom anima and human studiesthat
auditory deprivationinearly infancy canleadto significant
changesinthestructura and functiona organization of the
auditory system, up to and including the cerebral cortex®’.
Itisasoclearly established that hearingimpairment that is
not addressed promptly canleadto delaysintheacquistion
of gpeech and language®®. Further impactinareassuchas
cognitive development, sociaization and later, academic
achievement have been reported®.

In the absence of systematic screening of newbornsfor
PCHI, the patterns of detection, diagnosisand provision
of hearing and communi cation devel opment servicesare
cause for great concern. A large-sample study from
Ontario™ reved ed that mean age of diagnosisinunscreened
childrenreferred by physiciansbecause of concern about
hearing was 2.8 years in the period 1991-95. Thisis
contrasted with 5.7 monthsfor ascreened group of children
at risk. For children with moderateimpairment and no
risk factors, the mean agewasabout 5years! Itisvery
probablethat most of the undetected impairmentswere
present sincebirth.
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Thereasonsfor thispoor performancearemany. Firg, it
isimpossiblefor parentsor health professionalsto detect
impaired hearing reliably inthefirst year of infancy by casud
observationor by informal, behaviourd tests. Indeed, even
computerized behavioural testswith controlled stimuli in
the hands of hearing experts have proved to have poor
sensitivity or specificity*. Second, in theyoung infant,
PCHI may be confused with, or overlaid by, transient
impai rment associated with middle-ear disorders. Until
recently, reliable distinction between transient and
permanent componentsof impa rment hasbeen problematic.
Third, thereismuch variationin normal devel opment of
overt responseto sound, aswell asin early vocalization.
Apparent dday inmilestoneachievement, evenif suspected
by thefamily, all to often continuesto elicit the notorious
‘don’tworry, (s)he'll grow out of it responsefrom hedlth
professonas. Indeed, thereisevidencethat inappropriate
professional response haslong been asignificant source of
identification delay™.

Over the last 15 years, the situation has changed
dramatically as a result of technological advances,
especially inthe detection and quantification of hearing
impairment in the newborn and young infant. Itisnow
possibleto screen newborns and young infants quickly,
accurately and objectively, using computerized, portable
test equi pment operated by personnel with limitedtraining.
Itisaso possibleto quantify hearing statusin detail, both
accurately and comprehensively, due to advances in
diagnostic assessment procedures. Inshort, detection and
quantification of hearing impairment are no longer an
obstadetoearly initiation of effectivesarvicesfor maximizing
hearing ability and/or initiation of communication
devel opment strategies.

Thesedeve opmentshave prompted mgor effortsinseverd
countriestoimprove hearing and communication hedthcare
for newbornsand infants. While screening of infantsat
highrisk for impai rment hasbeen advocated for many years,
universal newborn hearing screening (UNHS) programs
haveproliferatedinthelast fiveyears, especialy inthe US,
Concurrently, many agencies and organizations have
endorsed universal newborn hearing screening (UNHS).
In compliance with the well-established principle that
population screening should not be undertaken in the
absence of accessible and effective servicesto address
the needs of those children and families identified by
screening, themost common, current terminology for the
overall system of careis’Early Hearing Detection and
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Intervention’ or EHDI programs. Bodiesthat haveendorsed
UNHS/EHDI include the interdisciplinary US Joint
Committee on Infant Hearing (JCIH)3, the American
Academy of Pediatrics (AAP)?, consensusdevel opment
conferencesfromthe US National Ingtitutes of Health*3
and the European Economic Community (EEC)*, aswell
asfrom several major audiology associations. A large
program hasbeeninitiatedin 20 UK health districtsand
currently, UNHSislegidated or otherwisemandated in at
least 40 US states, over 60% of newbornsinthe USA are
currently screened, usually prior to discharge from the
hospita birthadmission®.

There is a directive overtone to the use of the word
‘intervention’ that isnot consonant with theimportant theme
of family-centered hedlth services, sothe EHDI termisnot
consdered appropriatein the Ontario context.

A Hedlth Canadanationa survey in 1999 revealed only a
patchwork of locd initiativesin newborn hearing screening,
covering only 25% of newbornsand mainly directed at
high-risk groups'®. However, in May 2000, Ontario took
anational leadership positioninannouncing funding for a
magor new initiative: thelnfant Hearing and Communication
Deve opment Program. Beforedescribing thekey dements
of thisimportant advance, the basic epidemiology and
related issues underlying the design of a high-quality
programwill beoutlined.

Prevalence of Permanent Childhood Hearing
Impairment

The prevalence of PCHI inthe newborn and infant isnow
understood reasonably well, dueto regional and national
ascertainment sudiesinthe UK, aswel astolarge UNHS
programsthat have beenin placefor several yearsinthe
US®1, Theprevalenceisafunction of many variables
relating to the definition of thetarget disorder, especially
the severity, frequency range, type and laterality of the
impairment (oneor both ears). Insummary, the prevalence
of congenital impairment of ‘ moderate’ degreeor worseis
about one per thousand live births. Asareferencepoint,
such animpairment ismore disabling than that which a
hearing adult would perceivewhenwearing typica earplugs
and eermuffscombined. For so-caled‘ mild’ impairment,
comparableto that experienced with earmuffsal one, the
prevaencedoubles andif unilatera impairmentisincluded
in the target, it increases further by about 50 to 100%.
Thisyields aprevalence of about 3-4/1000 for at least
mild impairment in one or both ears. Itisimportant to
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detect unilateral impairment for several reasons. For
example, achildwith PCHI inoneear may acquireamajor
hearing disability duetoatitismediaintheprevioudy normad
ear, or may beat risk for progression to bilateral PCHI.

PCHI prevalence is about 8-10 times greater in at-risk
newbornsthaninthosewithout any risk indicators. About
15% of newbornsmay have aknownrisk indicator. The
most common indicators are neonatal intensive carefor
morethan 48 hours, familial PCHI, and major or minor
craniofacial anomalies. However, about 40-50% of
newbornswith PCHI manifest no known risk indicator, and
therein lies part of the rationale for universal newborn
screening, asopposed to targeted screening of only high-
risk newborns®2.,

Screening Tests

Itiswell-established that casua observation of responseto
sound or informal behavioural testsof hearing sensitivity
areworsethan usdlessin newbornsand younginfants. The
two mgjor, innovative screening technol ogiesin current use
are automated otoacoustic emissions (AOAE) and
automated auditory brainstem response (AABR)3. OAES
areminute soundsthat areactively generated inthenormal
inner ear (cochlea), inresponseto externa sound stimuli.
The OAEsradiate out to the externa ear cana and may be
detected by aminiaturemicrophoneinthecand. Any hearing
impairment of moderate degreeor greater will abolish the
OAE, thusyiddingabinary screeningtest (‘ pass or ‘refer’
result). However, the test is not a perfect indicator of
hearing: someinfantswith hearingimparment of mild degree
will yield an OAE, aswill the small proportion who have
imparment arisngfrom dysfunctiona amorecentrd location
intheauditory system thanthesite of OAE generationin
thecochlea. Conversdly, someinfantshavenormal hearing
but their OAEs are abolished by minor middle-ear
conditions. Furthermore, it isnot possible to estimate
hearing threshold sengitivity quantitatively with OAES, which
areesentidly either present or absent for arange of acoustic
simuli. By their nature, OAEsyield areasonably accurate
binary test for hearing impairment of mild-to-moderate
degreeor greater.

ABRsare minute, gross (whole-nerve) neuronal action
potentia sthat are generated in responseto external sounds.
They originate in the neurons of the afferent auditory
pathwaysinthe brainstem. They can berecorded using
EEG dectrodesonthe head, after computer extractionfrom
the spontaneous neural activity of thebrain. Automated
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response detection algorithmsrender thetest completely
objective. ABR presence is equated with auditory
perception, thusyieding abinary screening test of hearing
sengitivity. Thestimulusisusudly arapid seriesof clicks,
presented at alow intendity leve. Incontrasttothe OAES,
ABRscanyieldfairly accurate, quantitative estimates of
hearing thresholds. Thus, AABR screeningisasmplified
typeof ABRtesting, whereinasinglestimuluslevel is
chosensuchthat faluretorecord an ABRimpliespresence
of thetarget disorder.

Both AOAE and AABR screening are straightforward.
AOAE screening is done with ahand-held device and
takes3-5minutes. ABR screeningisdonewith alaptop
computer and hand-held attachment, and takestypically
5-10 minutes. Both screensrequire areasonably quiet
environment, and best resultsare obtained in asleeping
baby. Becauseof itsgreater instrumentation expenseand
dightly grester skill requirementsfor testers ABR screening
iscommonly reserved for high-risk newborns, or asa
second screenin babieswho refer from OAE screening.
Initid screeningisusudly doneduring the perinatd hospitd
admission. Itisbest donejust beforedischargehome. If
itisdonewithin 12 hoursof birth, thefalse-positiverate
increasessgnificantly, mainly becauseof fluidinthemiddle
ear space and possible debris in the external meatus.
AABR screening isless affected by minor middle-ear
conditions, but itsfalse-pogtiverateislikely toincreaseif
itisdonein newbornsunder about 34 weeks gestational
age.

AABR screeningisgeneraly preferred for infantsat risk
for hearing impairment, because the higher prevalencein
that group justifiesatest with very high sensitivity, despite
increased expense. Also, AABR screening can detect
auditory neuropathy (AN), whichisarecently-recognised
cluster of disordersthat are thought to originatein the
cochlear inner hair cells or the cochlear nerve®?. OAE
screening cannot detect AN, which may comprise5-10%
of all casesof PCHI inearly infancy. Most babieswith
AN aregraduatesof neonatal intensive care units.
Screening Test Performance

For at |least moderate hearing impairment, pre-discharge
AOAE screeningisbelieved to haveasensitivity of about
80% and aspecificity of about 90%; predischarge AABR
screening hasasensitivity of at least 85% and specificity
of 90-95%*24. Performanceisbetter than thisfor more
severeimpairment. Thesesengtivity estimatesarelikely
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to be biased negatively, especiadly for the ABR, because
theonly way to determine sensitivity isto adopt acohort
approachinwhich true hearing statusis determined | ater
for dl infantsscreened. Such experimenta sudiesarevery
demanding, bothintermsof samplesizerequirementsand
cohort attrition rates. Theearliest developmental ageat
whichreliablereference audiometric datacan be obtained
longitudinaly is8-9 months, andthe so-called ‘ definitive
hearing testsmay beinaccurateininfantswith any of severd
concurrent morbidities. Also, theremay beintercurrent or
progressiveimpairment that isnot present at thetime of
screening. For specificity, on the other hand, because
PCHI isrdatively uncommon, cohortsareeasier toacquire
and screening referral ratesapproximate thefal sepostive
ratesclosely. Large UNHS programsthat have beenin
operation for severa yearsinthe UShave provided solid
evidence on specificity but cannot determine sengtivity in
an unbiased manner because only babieswho refer from
screening arefollowed up.

Because PCHI has a prevalence of only about 3/1000,
very high screening specificity isdesirableinorder toachieve
a reasonable PPV and keep the number of families
experiencing anxiety dueto screening refer outcomesto a
minimum. Oneway to achievethisisby maximizing useof
AABR, indudingusingit asaseriessecond screenininfants
who refer from AOAE. The seriessensitivity isupper-
bounded by that of AOAE, and the series specificity is
lower-bounded by that of AABR. Actual high-quality
UNHS programs, easily better than a guideline target
maximum rate of 4% proposed by the AAP. By addinga
further seriesAABR re-screen after about amonth, the
net referral rate can drop to aslow as 1-2%%. Thisis
likely to beaccomplished with littleloss of net sensitivity,
becausetheintrinsicfasenegativeratesof thebest AABR
response detection algorithms arelessthan 1%, and the
main effect of re-screeningisto eliminatefalse-positives
that arise dueto transient, perinatal middle-ear conditions.

Overall effective sensitivity

A refer result from screening does not, of course, mean
that theinfant has PCHI, but that therisk of PCHI isvery
high. The purposeof screeningisessentially toddiver al
infantswho areat very highrisk of having agenuine PCHI
to comprehensiveaudiologic assessment. Falluretodeiver
vitiatesthe purpose of doing the screening. Thus, there
arethree major facets of the overall process sensitivity:
screening coverage of the target population, the net

11/30/02

179

sensitivity of the complete screening protocol, and the
linkage of screening referralsto the definitiveaudiologic
assessment. Evidencefromthelarge UNHS programsin
the US suggeststhat screening coverage of over 95%is
achievable, given commitment and good program design.
Logistical difficultiestend to arise not from sheer volume,
asinwell-baby nurseries, but in unpredictabledischarge
andtransfer that aretypical in NICUs. Screening protocol
sengitivity hasbeen outlined earlier. Therate-limiting step
isusually tracking and referral compliancefor audiologic
assessment, and asuccessrate of over 80% for that step
isunusual®. Becausethe net sensitivity isthe product of
the casethroughput ratesfor al the component stages, it
followsthat great attention must be paid to casetracking
and compliancefor referral. Thekey ingredientsarethe
information systemthat recordsand flagsinfantsrequiring
assessment, and acareful processof family information
and instruction that promotes complianceyet issensitive
tofamily anxiety levels.

Definitive Audiologic Assessment

A widdy-endorsed god of early identification programsis
toinitiate enhancement of hearing and/or communication
development by six months of age®. Thisrequiresthat
wherever feasible, audiologic assessment should be
completed by about 3-4 months. Ininfantslessthan about
8 months developmental age, the only method in
widespread useat present iselectrophysiologic estimation
of hearing thresholds, usingthe ABR. Such methodsdo
not require overt behavioural response, and rely uponthe
detection of electrical activity intheauditory systemthatis
acorrelateand gtatistical predictor of actua perception of
sound. Incombinationwith auxiliary, physiologictestsof
middle-ear function, brainstem neuro-myogenicreflex arc
integrity, and cochlear hair cell function, ABR estimates of
hearing sensitivity can bereliableand accurate?.

In most infants with adevelopmental age over about 8
months, itisfeas bleto conduct accurate, behaviourd testing
of hearing using Visud Reinforcement Audiometry (VRA)?,
amethod that reliesupon operant conditioning of ahead-
turn responseto controlled sounds. However, ininfants
with cognitivedday or other neurodevel opmentd problems,
behaviourd methodsmay remain unfeasibleand theremust
be continued reliance on el ectrophysiological methods.

Both electrophysiol ogic and behavioural assessment of
hearingininfantsrequirecareful techniqueand congderable
expertise, to obtain accurate results. Many errors are
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possibleand these can have damaging consequences. Itis
essential that well-designed test protocols be used
consistently, and that testers have access to adequate
training and continuing education, aswell asthat they have
sufficient caseload to maintain and devel op kills.

Hearing and Communication Development
Options

Therearemany optionsfor improvement of hearing ability
and/or for enhancement of communicationininfantswith
hearingimpairment %, Itisimportant that al theseoptions
be accessible and that families of infantswith PCHI be
familiarized withtheminamanner that issengtive, culturdly
appropriate, evidence-based and unbiased. Psychologica
support for familiesisa soimportant throughout the process
of understanding theimplication of hearingimpa rment and
devel oping apositiveand proactiverolein selecting acourse
of action and promoting itssuccess.

Oneoptionisto pursue maximization of hearing ability and
normal development of speech and oral language. This
optioniscommonly, but not necessarily, chosen by families
of infantswith lessthan profound impairments. Hearing
aldsandrelated assistivedevices, if gppropriately selected
and fitted, improve hearing in most casesand canlead to
successful speech and oral language outcomes. Ininfants
with severeand profound PCHI, cochlear implantsare often
effective, if hearing adsproveinsufficient. Inthisstuation,
aswell asfor someinfantswith lesser degreesof PCHI, it
isimportant to combinetheass stivetechnology withtraining
inauditory perception and speech development that may
be extensiveand prolonged.

An alternate route to successful communication
development is manual communication, which methods
include American Sign Languageaswell asvariousmanud
signing aidsto speech and oral language. ASL isadistinct
languageinitsown right, not an approximation to spoken
English. Families, especidly thosewith &ffinity for theculture
of the Deaf community, may prefer to eschew auditory-
oral approachesto communication or to develop ASL as
the primary language of their child and consider auditory-
oral optionsat alater stage. Theevidencewith respect to
comparative effectiveness of various approaches to
auditory-oral communication developmentisinconclusive,
but there is an increasing evidence base that language
stimulation by any means is important in early child
devel opment™.

Ontario’s Infant Hearing Program (IHP)

Funding for enhancement of servicesfor newbornsand
PHERO
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infantswithimpaired hearing wasannouncedin May 2000.
ThelHP complementsand substantidly augmentsexisting
provincial servicesfor Preschool Speech and Language
Development. Thekey elementsof theprogram are:

1 Secured funding to develop and deliver all
necessary program servicesand supports.

2. Universal newborn hearing screening during the
perinatal hospital admission, augmented by
followup community screening services.

3. Comprehensive services for confirmation of
hearing impairment and diagnostic assessment
sufficient to inform medical and non-medical
processes, aselected by thefamily.

4. Family psychologica supportsand provision of
comprehensve, unbiasad informeation about heering
and communication devel opment options.

5. High-qudity servicesfor provison of hearingads
and other assistivetechnologies.

6. Expanded provison of comprenensveand diverse
communication devel opment services.

7. Auxiliary sub-programsfor detection of emergent
hearingimpairment in at-risk infantsand inthose
who develop post-natal risk indicatorsfor PCHI.

8. Educationd andinformationa programsfor families
and hearing healthcare professionals.

Infrastructural eementsthat facilitate provision of high-
qudity, integrated servicesinclude, but arenot limited to:
optimal, evidence-based protocol sfor screening, audiologic
assessment and provision of assistive technology,
comprehensiveinformation systemsto ensurereliable
tracking of infantsand recording of outcomes, extensive
training programsfor personnel involved in screening,
assessment, assistivedeviceprovision, family support and
communication options provision, communications
development for familiesand professonas, adminigrative
systemsto ensure necessary operationsincluding supplies
and services, and asubstantial subprogram for evaluation
and qudity improvement.

The overall IHP model is one of centralized planning,
development and quality management, combined with
regionally-adapted implementation that reflects local
variationsin need and infrastructure. Thetraining and
services enhancement processes are nearing compl etion,
systematic screening of infant at high risk isnow widely
implemented, and universal screening has been
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implemented in many regions of the province. Full
functiondity isanticipated in early 2003.

Some 30,000 newborns have been screened to date, and
asessment systemsarefully functiond. A netreferrd rate
to audiol ogic assessment of about 1% isaready among
the best achieved in large programsin North America.
Thereisevery indication that the Ontario IHPissecuring
an exemplary position globally intermsof high-quality
healthcare for newborns and infants with significant,
permanent hearingimpai rment.

a
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Evaluation of the Women’s Health
and Wellness Program

INTRODUCTION

The Sudbury & District Heath Unit (SDHU) Women’'s
Health and WelIness Program isan outreach project pro-
viding primary hedlth careand women'swelInessservices
(including cervical screening, clinical breast examination
and sexud health services) towomenwho currently expe-
rience barriersto accessing these services. Servicesare
provided by NursePractitionersin community-based clinic
settingsthroughout Sudbury and digtricts. Theprogramis
acombination of two projects. 1) The Women'sHealth
Outreach Demonstration Project, funded by the Ontario
Women's Health Council of the Ministry of Health and
Long-Term Care; and 2) TheNurse Practitioner Cervica
Screening Pilot Project, funded by theMinistry of Health
and Long-Term Care (MOHLTC). Funding for both
projectsterminatesin March 2003. Thispaper summa-
rizesthe progressand the preliminary eval uation results
for thefirst year of the Women’sHealth Outreach project,
sincethe second project isin an earlier phase of imple-
mentation.

The Sudbury & District Hedlth Unit hasbeenthe host and
administrating agency for the project, withinvolvement of
community partners. Victorian Order of Nurses(Sudbury),
Canadian Cancer Society, Northeastern Ontario Regional
Cancer Centre, Ontario Breast Screening Program
(Sudbury), Ontario Women’sHed th Network, Laurentian
University, and consumers.

Key goa sfor theWomen'sHealth and WelInessProgram
wereto:

1. Déliver primary health care and screening serv-
icesviamobileclinics.
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2. Increaseaccessto hedth carefor underserved and
hard-to-reach women in Sudbury and districts
through an outreach mode.

3. Ensureproject sustainability through partnerships.
Context

Residents of Northern Ontario, including women living
withinthe Sudbury & Digtrict Health Unit area, have poorer
hedlth statusthan other residentsof Ontario on many health
status indicators. More women in the SDHU area are
overweight (Body MassIndex 25-29.9) ascompared to
Ontario (31% vs. 26%)*, and more women in thisarea
consumefewer thanfivefruitsand vegetablesper day (64%
vs. 57%)%. Similarly, inthe SDHU area, morewomen are
daily smokers (27% vs. 18%)* and more women binge
drink (5 or moredrinkson oneoccasion, 12 or moretimes
ayear) (14%vs. 10%)*. Morewomeninthe SDHU area
ascompared to Ontario had their last Pap smear three or
moreyearsago (19% vs. 10%)?, and therate of cervical

cancer ishigher (12.4/100,000 in Northeastern Ontario
vs. 10.1/100,000in all of Ontario)>.

TheMinistry of Health and Long-Term Care designates
many areaswithin Sudbury and districtsasunderserviced
by physicians, including the City of Greater Sudbury,
Chapleau and Espanol a, where thisprogram hasprovided
savice,

The Sudbury & District Health Unit areacomprisesap-
proximately 50,000 squarekilometres, and coversapproxi-
mately 300 km from north to south and 300 km from east
towest. Over 80% of thearea spopulation of just fewer
than 200,000 peopleliveinthe City of Greater Sudbury.
Thepoorer hedlth status, lack of physiciansand geographic
challengesfor thisareamean that accessto hedth carewill
be limited for many of the area’ sresidents. In order to
addressthese accessissueseffectively, theWomen'sHedlth
and Wellness Program took an outreach approachto pro-
viding health services. The program holds clinicsin
underserviced communities, and goestolocationsthat are
most likely to be convenient to women who havelimited
accessto hedlth care.

Project Implementation

Intheinitia phasesof the project, aneeds assessment drew
from existing Satigtics, research literature, and community
informant knowledge about barriersto accessing health
care, and unmet needsin areas acrosstheregion. Based
onthefindings, it was determined that the target popul a-
tion for the project would be women with thefollowing
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characterigticsor experiences. nofamily physician; rura-
ity; isolation; Aborigind; minority ethnicity; recent immi-
grants; minority language groups; age groups under-
screened for cervical cancer (< 25, > 65); low educational
level; poverty/low income; homel essness; and transience.

Inorder to reach womenin our target groups, the program
has used acommunity devel opment approach, working
with health care providers, existing groups and organiza-
tionsin the communitieswe serve to make our program
known among their membership or client groups. With
many groups, educational presentations about women’s
health and our clinic servicesweremadeto thegroup mem-
bers. Theprogram hasused only minima mediaadvertis-
ing. Most women heard about the clinic through afamily
member or friend, or through ahealth provider.

The Nurse Practitioner sees between 70 and 90 clients
per month. Intheyear in question, the Nurse Practitioner
saw morethan 625individud clientsfor over 800 appoint-
ments. Clientscan attend the clinic morethan once, for
follow-up, receiving results, etc.

Clinic Site Summaries

Clinicshavebeen held at eight sitesdistributed acrossthe
region: three permanent sitesand fivemobileor occasiond
locations. Permanent sitesinclude Chapleau, Va Caron,
andtheYMCA in Sudbury. Mobilesitesinclude Foyer
Notre Dame, the Action Centre/The Point, and the Cor-
ner Clinic, dl of whicharelocatedin Sudbury. Occasiond
clinicswereheld at the Sudbury & District Health Unit
main office and at the branch officein Espanola, arural
community about one hour away from Sudbury.

AscanbeseeninTable 1, YMCA Sudbury and Va Caron
Tablel. Number of Clients by Clinic Site

CLINIC SITE # CLIENTS

Y M CA Sudbury 247
Val Caron 208
Chapleau 106
SDHU 21
Corner Clinic 15
Espanola 13
Foyer Notre Dame 12
Action Centre for Y outh 5

TOTAL 627
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arethe siteswith the highest volume, with Chapleau asa
thirdlargevolumesite.

Clinicsat the Action Centre, Foyer Notre Dame, and Cor-
ner Clinic locations have been less frequent (generally
monthly), and havealower number of clients, but thelevel
of need ishigh. Clinicsin Espanolaand at SDHU have
been offered on an occasiona basisonly.

TheYM CA diteislocated in downtown Sudbury, inclinic
gpacewithintherecreationd facility. Becauseof thedown-
town location, the site is acceptable to awide range of
clientele. Val Caron islocated within the geographic
boundariesof the City of Greater Sudbury, and isapproxi-
mately 20 km from the core city. It has a significant
Francophone population, with atotal population of 23,500.
Thedliniciscentrdly locatedin theformer town office, near
thelocal secondary school. Chapleau isanisolated lum-
ber community with apopulation of 3,000 and islocated
approximately 400 km by road northwest of Sudbury. The
community hasasignificant Francophone population. Al-
though the community isunderserved, thetwo physicians
havenot closed their practicesto new patients. Therefore,
al community membershaveafamily physician. TheNurse
Practitioner and Project Assistant travel to Chapleau (a5-
hour trip) for three clinic days, including evening appoint-
ments, onabi-monthly basis. Theclinicislocated in space
donated by the local hospital. The Corner Clinic in
Sudbury ismanaged by the Centrede santé communautaire,
A variety of community healthand socia serviceagencies
sharethe spaceto providefront line servicefor ageneraly
transient client base. Itislocated besidethecity’s Soup
Kitchen. Foyer NotreDamein Sudbury providestrans-
tional housing up to three months duration for 16 to 19
year old femaeswho arehomelessor under-housed. They
also have an active street outreach program. Clinicsare
held onsiteinan office. The Action Centre/ThePointin
Sudbury isajoint employment agency for street involved/
low income peopleand needleexchange program. Clinics
arehedinexisting aff offices. TheSudbury & Digrict
Health Unit main office and Espanola branch officein
Espanolawere used asoccasiond clinic sites, serving pri-
marily clientsreferred by existing Health Unit sexud hedlth
dinics

Evaluation Methodology

A comprehensive evaluation of thisproject isunderway.
Theeva uation committee consistsof the project eval uator
and other staff from the SDHU Public Health Research,
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Education and Devel opment (PHRED) Program, andtwo
professorsfrom Laurentian University who haveexpertise
inevaluation and hedlth research. The Project Evauator
attends meetingsof the project’sExterna Advisory Com-
mittee as needed to provide updates and to consult with
community partnersabout thedirection of theeva uation.

Anevauation plan linked to the project logic model was
developed as part of the proposal process and has been
refined by the Evaluation Committee. A key outcomeob-
jective is to address the health and wellness needs of
womenwho have experienced barriersto accessing regu-
lar health care. To measure our successin reaching this
outcome, questionnairedataare collected fromcliniccli-
ents, assessing their current access to health care and
wellness services, reasonsfor attending the clinic, demo-
graphic profiles, and satisfaction with the service. During
theyear in question, 583 new clientsprovided evaluation
guestionnaire data, aconsent rate of 95%. Chart reviews
and cliniclogsare used to determinerisk factors, services
provided, follow-up andreferrds. Qualitativedatawill be
collected from clientsand key informants at thetermina-
tion of the program through focusgroupsandinterviews.

Along with outcome measures, the processof establishing
the programin each locationisbeing assessed. Process
evaluation datasuch asnumbersof clientsattending and
client suggestionson satisfaction formsare used to modify
theprogram asit progresses, aiming to offer the best pos-
sbleservicetothetarget groups.

Recognizing that the effectiveness and long-term
sustainability of these programsrequirescommunity in-
volvement and support, the process of building commu-
nity capacity isalso being assessed as part of theevalua-
tion. With each community development contact, level of
interest and capacity to provide in-kind support are
tracked.

Findings

In order to give asnapshot of the Women’sHealth and
Wellness program, thisreport presentsthe datafor one
full-time Nurse Practitioner over the course of one year
(August 22, 2001 — August 21, 2002). Clients were
women from variousage groups: onethird wereunder 25
yearsof age, with another third aged 25-39, and there-
maining third aged 40-78. Theagedistribution varied by
site, with only 8% of the Chapleau clientsaged under 25,
and 15% of them aged 55 and over. Preliminary results
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areprovided inthisreport with respect to thethreegoals
outlined eaxlier.

1. Didwe deliver primary health care and screening
services via mobile clinics?

The public hasoverwhelmingly supported the project and
clinicsare booked severd weeksin advance. Women had
many reasonsfor attending theclinics. Pap screeningswere
themost common reason given for attending theWomen's
Healthand Wellness Clinic (77% of clientsgavethisasa
reason), although seeing afemae provider (50%) wasan-
other very common reason that women gavefor choosing
toattend thisclinic. For women in Chapleau, whereboth
physiciansaremde, “ seeing afemaehedth provider” was
the most common reason for attending the clinic (83%).
Oneof the objectivesof the clinic wasto improve access
by holding clinicsin convenient locations. Although con-
venience was hot the most common reason for attending
theclinic (34% overall), in some sites, conveniencewas
frequently given asareason for attending (48% in Va
Caron). It should be noted that women'’s self-reported
reasonsfor attending the clinicsdo not alwaysreflect the
servicesoffered based on the Nurse Practitioner’sassess-
ment. Clientscould give morethan onereasonfor attend-
ingtheclinic.

Screening for Cervical Cancer

Dataon Pap screening are availablefor the 7-month pe-
riod August 22, 2001 — March 31, 2002. Data are not
availablefor thefull year in question becausethereisa4-
month delay, on average, between the Pap test and re-
celving theresult, and Pap test dataare not entered inthe
database until theresultshavebeen received. For patients
who do not attend the clinic for Pap screening reasons,
dataontimesincelast Paptestisnot alwaysavailable.

Seventy percent of the 422 clients seen during thistime
had aPap test as part of their visit. Of thosewho had a
Paptest, 36% had exceeded the Ontario Cervica Screening
Program guidelinesrecommended two-year interval be-
tween Paptests. A further 9% had never previoudy had a
Pap test, for atotal of 45% for whom aPap test wasover-
due. Thisfinding suggeststhat the programisproviding
accessto screening for women who had previously not
been ableto access screening serviceson aregular basis.

Primary Health Care

Although screening for cervical cancer isthe most com-
mon reason that women givefor attending theclinics, and
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approximately 70% of clients had a Pap test as part of
ther clinicvigt, theprogramisactualy providingamuch
broader range of health and wellness servicestowomenin
locationsthroughout Sudbury and districts.

Clinicsare staffed by aNurse Practitioner, who worksei-
ther a one or with support from aPublic Health Nurse or
the Project Assistant. Nurse Practitioners practice under
the Expanded Servicesfor PatientsAct (1998). They are
autonomous health care providers, whose scope of prac-
ticeincludesprevention of illness, wellnesscare, diagnosis
of illness, monitoring of stablechronicillness, episodicill-
nesscare, and rehabilitation. NursePractitionerscan pre-
scribe medi cationsand order testswithin established pa
rameters.

Servicesat al stesinclude Pap tests, breast exams, mam-
mogram referras, pelvic exams, contraception and access
tolow cost contraception, treatment of genital wartyHPV,
STD/HIV testing and menopause counselling, and other
“well-women” services. For clientswith afamily physi-
cian, aletter of informationissent tothefamily physician,
with the client’sconsent, in the case of unusual examina-
tionfindings. For clientswithout family phys cians (about
one-third of theclient group), thefull scopeof Nurse Prac-
titioner primary health careisprovided, and theseclients
can receive ongoing care with the Nurse Practitioner or
theNP/MD team. TheWomen'sHedth & WellnessClinic
NursePractitioner collaborateswith alocal femaephysi-
cian when problems areidentified outside her scope of
practice. Referrasto speciadistsaremadeviathe collabo-
rating physcian.

Althoughthedinicishilled asa”wdl-women'sdinic”, there
havebeen s gnificant abnormalitiesdiagnosed. Asanindi-
cationof therangeof abnormditiesidentified, referrdshave
been madeto: Gynaecol ogy (regarding Pap test abnor-
malitiesand other aonormdlities, including cancersof ovary,
cervix and vulva, ovarian cyds, uterinefibroids, abnormal
uterinebleeding, multiplevagina warts), Obgtetrics, Inter-
nal Medicine, Cardiology, Diabetes Education/Nutrition
Counsdling, Sudbury Regiond Breast Hedth Clinic, Oph-
thalmology, ENT, General Surgery, Hepatology, Neurol -

ogy, and Urology.

2. Did we increase access to health care for
underserved and hard-to-reach women in Sudbury
and Districts through an outreach model?

Preliminary analyses show that the goal of reaching
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underserved and hard-to-reach womenisbeing met: many
of the clientsdo not haveafamily physician, and alarge
proportion isin alow-income bracket. Inaddition, the
programisreaching Aborigina womenin greater numbers
than expected for the population. Aborigina women are
knownto beat higher risk of cervical cancer and on aver-
age have poorer health status than the remainder of the
population. Inour client group, 8.6% identify asNorth
AmericanIndian, and 4% asMétis, for acombined total of
12.6%. Most respondents indicate another ancestry as
wdll: wedo not know to what extent thesewomen identify
asAboriginal. For comparison, Aborigina peoplemake
up 2.7% of the popul ation of the Regional Municipality of
Sudbury area, and 6.3% of the population of the District of
Sudbury (which encompasses Chapleal).

Underserved by Physicians

Among our client group, 76.5% had contact with aphysi-
cian in the past year. By comparison to femalesin our
region, our clientsarelesslikely to have seen aphysician:
Canadian Community Health Survey (CCHS) datafor our
region showed that 85.6% of women had contact with a
physicianinthepast year. Inour client group, 36% have
no family physician (excluding Chapleau, whereeveryone
hasafamily physician). AttheY MCA siteindowntown
Sudbury, 46% of clientsdo not haveafamily physician.

We havelearned that although clientsmay have afamily
physician, thisdoes not ensure that they have necessary
accessto primary health care, screening or health promo-
tion. Appointmentswith phys ciansoften need to bebooked
several weeksor monthsin advance, and thismeansthat
timely accessisnot dwayspossible. Also, giventhelim-
ited timethat physicianshaveto spend with patients, health
promotion and screening services often are not possible
withinanofficevist.

Low Income

Incomeisanimportant determinant of health. Asshownin
Table2, among our client group, 39% havefamily incomes
lessthan $20,000. Thisincomelevel putsthesefamiliesat
or below theindividual “low-income cut-off” for there-
gion, which is $19,834 for females in Chapleau, and
$18,775for femaesintheformer Regiona Municipality of
Sudbury (roughly equivalent to the present City of Greater
Sudbury)3. At most of the Sudbury locations, (YMCA,
Corner Clinic, Foyer Notre Dame, and Action Centre),
the mgjority of the clients had family incomesbelow the
individual low-income-cut-off, suggesting that they were
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living well below an adequateindividual income. Sixteen
percent of respondents did not answer theincome ques-
tion.
Table2. Percentage With Family Incomes L ess
Than $20,000, by Clinic Site

CLINICSITE INCOMESLESS

THAN $20,000 (%)
YMCA Sudbury 52
Va Caron 24
Chepleau 21
SDHU 46
Corner Clinic 100
Espanola 33
Foyer Notre Dame 86
Action Centrefor Youth 100
TOTAL 39

3. Didweensure project sustainability through part-
nerships?

At thispoint inthe project, we have only afew months
until theend of thefunding. Throughout thelife of the
project, we have been building on existing rel ationships
andforming new relationshipsinthecommunitiesweserve.
Our objective hasaways been to maintain the continuity
of services, recognizing that the health care needsof the
womenin our communitiescannot be met completely in
two years. Women need permanent accessto primary
hedlth careand welIness services, and wehavebeenusing
our evaluation datato demonstrate the viability of this
outreach model and the use of Nurse Practitionersaspri-
mary health care providers.

At thistime, the MOHLTC hasannounced funding for
NursePractitionersfor communitiesacrossOntario. Cur-
rently, one of our project partnersisplanning to apply for
such fundingin order to continuethework begun by the
Women’sHealth and WelIness Program. Weare hopeful
that the proposal will be successful, and that thefunding
will recognize the advantagesto the outreach model we
have demonstrated. Such amodel ismore costly than
one-site, office-based services, but the benefits to
underserved and i solated communitiesthat havebeen dem-
ongtrated through this project are reason to move beyond
traditiond fundingformulae.
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Challenges

Thereare overwhelming health care needsin the SDHU
area. Physician shortages, coupled with low health status
and social indicators, create asituation that could not be-
ginto beaddressed comprehensively through this project.
We have been cautious about advertising and doing public
education for the simple reason that we did not wish to
create demand for servicesthat our resourceswould not
alow usto mest.

Giventhehighdemandfor primary hedth careand screening
services, wehavehad to jugglethedesireto provide serv-
icetoasmany clientsaspossibleand theproject objective
to servethosein greatest need. Oneoption for managing
client numberswould have been to restrict the scope of
practiceto only screening and well-woman services. How-
ever, other screening-focused clinicshavefound that in
order to provide aviable serviceto high-need clients, the
scope of practice must expand to encompass serviceshbe-
yond screening*. Inthe Women’sHealth and Wellness
Program, sexua hedlth hasnot been the exclusivefocusof
our services becauseit is not the exclusive need of the
clientsweserve.

For our clinical staff, many challengesare associated with
managing care at multiple sites. Equipment and supplies
must bemonitored to ensurethat dl steswill beadequately
stocked. Becausetheclinicsdo not operatein amedical
office setting, the Nurse Practitioner cleaned examination
rooms, delivered samplesto thelab, moved portable ex-
amination tablesinto our mobilesites, and did other tasks
outside of patient care. Managing follow-up ontest re-
sultsalso proved challenging, astherewas minimal office
timeavailablefor contacting clients.

Therewere challenges associated with providing primary
health careunder ahedth unit umbrela, giventhat thepublic
health mandate focuses on health promotion and disease
prevention. TheNursePractitioner rolewasaso unfamil-
iar to many health unit staff at the start of the program.
Althoughtheneed for primary hedlth carethroughthispro-
gramwasnever in question, therewere adjustmentsto be
made when dealing with thedifferent scopeof practicefor
the Women’sHealth and Wellness Program.

Conclusion

By using an outreach mode and by conducting clinicsin
multi plecommunity-based | ocations, the Women'sHeal th
and Wellness Program has been successful at reaching
women with barriersto accessing health care and screen-
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ing, includingwomenwithout family physdans low-income
women and women who are underscreened and never-
screened for cervical cancer.

Asweenter theremaining months of the Women’sHedlth
and Wellness Program, wewill be continuing to provide
primary health care and screening servicesto our clients,
with eva uation continuing throughout thelife of theproject.
A completereport onthe program and thefindings of the
evauationwill beavailablethrough the Sudbury & Didrict
Health Unitin Summer 2003.
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Summary of Reportable Diseases in Ontario - August, 2002

Population AlDS Campylo. Chicken- | Chlamydia Enceph./ GAS Gonort hea
Health Units by Region 2000 pox Meningitis
1 26 1

Algoma 125,109
North Bay 93,505 1 1 13
Northwestern 91,920 2 17 1 1 3
Porcupine 93,680 8
Sudbury 199,619 4 2 33
Thunder Bay 158,698 1 4 40 2 1 3
Timiskaming 37,721
T e e e e e
Eastern Ontario 194,945 4 3 5
Hastings & Prince Edward 159,088 5 11
Kingston, Frontenac & Lenn 180,225 25 1
Leeds, Grenville & Lanark 163,143 3
Ottawa 779,274 37 4 98 2 17
Renfrew 101,131 1 10
o ey Paeaser PP e
Durham 512,271 1 13 85 65 12
Haliburton-Kawartha 168,120 1 9
M uskoka-Parry Sound 86,218 2
Peel 1,008,163 50 96 14 1 22
Peterborough 128,881 1 22 3 3
Simcoe 377,405 13 26 24 6 2 1
Toronto -total 2,542,844 2 158 71 562 35 5 192
North 627,021 1 41 14 126 2 28
South 688,584 1 54 10 190 19 3 85
West 509,302 53 11 152 6 2 51
East 717,937 10 36 94 8 28
York 724,969 60 18 31 3 4
T T T e 234
Grey Bruce 157,664 9 18 2
Elgin-St. Thomas 84,182 7 2 5 2
Huron 61,097 5 1
Chatham-Kent 112,897 2 1 11 1 1
Lambton 131,643
M iddlesex-London 412,976 3 43 20 13
Oxford 102,561 3 14
Perth 75,238 1 1 6
W indsor-Essex 381,672 24 40 11 1
Brant 126,481 5 7 12 1 1
Haldimand-Norfolk 109,536 8 5
Halton 375,705 15 15
Hamilton 498,553 2 12 8 71 4 12
Niagara 423,600 19 144 24 5
W aterloo 446,833 16 59 1 6
W ellington-Dufferin-Guelph 241,777

17 5 31 2 1
Total - Central W est 2222485
September 2002 oy e .
L s o s e

* Total YTD 2001 3,783 8,960 1221 2200

The Toronto City regions above are now defined as: North - former North Y ork; South - former City of Toronto; West - former Etobicoke and City of York;
East - former Scarborough and East York

* Adjusted for deletions and late reports.
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Summary of Reportable Diseases in Ontario - August, 2002

Population PPNG Hepatitis Hepatitis Hepatitis Hib Influenzal Measles Meningo-
Health Units by Region 2000 A B C coccal

Algoma 125,109 5
North Bay 93,505 1
Northwestern 91,920 3
Porcupine 93,680 1
Sudbury 199,619 4 1
Thunder Bay 158,698 2 5
Timiskaming 37,721
ERETT  TT  aa
Eastern Ontario 194,945 1 4
Hastings & Prince Edward 159,088
Kingston, Frontenac & Lennp 180,225
Leeds, Grenville & Lanark 163,143 4
Ottawa 779,274 1 1 1 25 1
Renfrew 101,131 1 2
T R EEET R B S e B e e
Durham 512,271 1
Haliburton-Kawartha 168,120 5
M uskoka-Parry Sound 86,218 3
Peel 1,008,163 2 25
Peterborough 128,881 6
Simcoe 377,405 1 28
Toronto - total 2,542,844 9 16 6 85 2
North 627,021 2 3 2 20
South 688,584 5 7 1 28 1
West 509,302 1 4 2 19
East 717,937 1 2 1 18 1
York 724,969 3 3 5
e BT SR BT SR R B e e e
Grey Bruce 157,664 4
Elgin-St. Thomas 84,182 3
Huron 61,097
Chatham-Kent 112,897 1
Lambton 131,643
M iddlesex-London 412,976 2 12
Oxford 102,561
Perth 75,238 1 1 1
W indsor-Essex 381,672 11
Brant 126,481
Haldimand-Norfolk 109,536 1
Halton 375,705 8
Hamilton 498,553 2 17
Niagara 423,600 22
W aterloo 446,833 10
W ellington-Dufferin-Guelph 241,777 2 2

lotal - Central West 2,222,485
September 2002 11,669,344

* Total YID 2001

The Toronto City regions above are now defined as: North - former North Y ork; South - former City of Toronto; West - former Etobicoke and City of Y ork;
East - former Scarborough and East Y ork

* Adjusted for deletions and late reports.
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Summary of Reportable Diseases in Ontario - August, 2002

Population Mumps Pertussis Rubella Salmon. |Shigellosis| Syphilis VIEC
Health Units by Region 2000 (Primi/Sec)
1

Algoma 125,109
North Bay 93,505 1
Northwestern 91,920
Porcupine 93,680 2
Sudbury 199,619
Thunder Bay 158,698 1
Timiskaming 37,721
I T e e e ey
Eastern Ontario 194,945 1 7 1
Hastings & Prince Edward 159,088
Kingston, Frontenac & Lenn 180,225 1
Leeds, Grenville & Lanark 163,143 1
Ottawa 779,274 5 16 3 1 3
Renfrew 101,131 1 1
s e e e
Durham 512,271 4 1
Haliburton-Kawartha 168,120 2 1
M uskoka-Parry Sound 86,218 1 23
Peel 1,008,163 33 2 4
Peterborough 128,881 8
Simcoe 377,405 1 6
Toronto - total 2,542,844 1 14 76 11 18
North 627,021 6 23 1 2
South 688,584 6 19 8 14
West 509,302 1 1 13 3
East 717,937 1 21
York 724,969 4 24 4
Total-ContralEast =~ F ssase7al 00 ] 0 28 00| 0 ol @0 se] @ 38 @ 16
Grey Bruce 157,664 1
Elgin-St. Thomas 84,182 2 4
Huron 61,097 2 1
Chatham-Kent 112,897 2
Lambton 131,643
M iddlesex-London 412,976 1
Oxford 102,561 2 3
Perth 75,238 1 3
W indsor-Essex 381,672 4 2
Total-Southwest I 1519930
Brant 126,481 6 3
Haldimand-Norfolk 109,536 1
Halton 375,705 1 2 5
Hamilton 498,553 4 18 2
Niagara 423,600 1 8 1 5
W aterloo 446,833 1 13 2
W ellington-Dufferin-Guelph 241,777 5 1 3

lotal - Central W est 2,222 485
September 2002 11,669,344

S ————W—
* Total YTD 2001 iy 1997

The Toronto City regions above are now defined as: North - former North York; South - former City of Toronto; West - former Etobicoke and City of Y ork;
East - former Scarborough and East Y ork

* Adjusted for deletions and late reports.
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