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Abstract

Woman abuse is a significant health and social issue.
Canadian research describing the extent of this serious
problem and patternsof screeningisrelatively scant. The
purposeof thisarticleisto highlight someof theliterature
describing the extent of the problem and then to describe
current patterns of screening for and disclosure of women
abuseasit relatesto the Heal thy Babies, Hedthy Children
(HBHC) Program established in public health unitsin
Ontario.

Purpose

Thegod of thisstudy wasto describe patterns of screening
for and disclosure of woman abuseamong women contacted
by Public Health Nurses (PHNSs) through the HBHC
Program.

Context for Current Study

Violence Against Women Survey: Statistics
Canada

In 1993, Statistics Canada released the results of the
Violence Against Women Survey®. This one-time-only
telephone survey conducted from February to June 1993,
focused on women 18 years of age and over living in
Canada. Of the 13,500 women who were successfully
contacted, 12,300 women agreed to participate, aresponse
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rate of 91%. Women were asked about their experiences
of physical and sexual violence, sexual harassment, and
perceptionsof their persond safety. Measuresof violence
wererestricted to Crimina Codedefinitionsof assault and
sexuad assault. Violenceby current and previous partners
(both husbandsand common-law partners) was measured
by responsesto thefollowing question: “1 would likeyou
totell meif your husband/partner hasever doneany of the
following toyou”. It was estimated that 2,652,000 or
29% of ever married/cohabitating Canadian women had
been subjected to violence at the hands of their partner at
somepointintherelationship. Further, 12% of Canadian
women aged 18-24 reported at least one incident of
violence by apartner inaone-year period, compared to
the national average of 3% of all married/cohabitating
women. Thisprevaenceof violenceshocked many people
and assisted in profiling woman abuse asamajor hedlth
issuein Canada.

Public Health Sector Work

Concurrently, inthe public health sector, the Canadian
Public Health Association (CPHA) and the Ontario Public
Health Association (OPHA) both published paperson
violencein 19942 and 1997° respectively. InOntario, this
resulted in the establishment of the OPHA Violence
Prevention Workgroup. The purposeof theworkgroupis
to consult and facilitate co-ordination regarding violence
prevention initiatives relevant to Public Health Units,
Community Health Centres and communities across
Ontario.

IN 1998, Peel Regiona Headth Unit published areport on
woman abuse entitled Shades of Grey*. Some of the
Violence Prevention Task Forcefindingsrelevant tothis
study includethat:

* dlwomenareatrisk for violence

* pregnancy placeswomen at higher risk for violence;
and

»  gsxud violenceisepidemic.

The Effective Public Health Practice Project,
2001

A systematic review of theliterature conducted by The
Effective Public Health Practice Project® found that:

* between 11% and 21% of pregnant women
experienceabuse;

»  abused women experiencesignificant physica injuries
ranging from bruisngtointernd injuries; and
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» childrenareimpacted by abuse, experiencing avariety
of poor social, educational and psychological
outcomes, including school difficulties, memory
challenges, anxiety and lack of social and emotional
respons veness.

Task Force on the Health Effects of Woman
Abuse: Middlesex-London Health Unit

In 1999, the Middlesex-London Health Unit (MLHU)
established the Task Force on the Health Effects of
Woman Abuse®. The mandate of the Task Forcewasto
examine existing screening protocolsto determine the
required elementsfor effectiveness and then to adopt a
protocol to be applied by health care professionalsina
routine, universa and comprehensvemanner. Thegod of
universal screening isto promote early identification of
woman abuse whether or not indicators of abuse are
present. The protocol would facilitate assessment and
documentation of the health effects of woman abuse,
provide the opportunity to address immediate safety
concerns, and make gppropriate, woman-directed referras.
Thefina product of the Task Forceisascreening protocol
called Routine Universal Comprehensive Screening or
RUCS.

The Healthy Babies, Healthy Children Program

In 1999, the Ministry of Health and Long-Term Care
(MOHLTC) established theHBHC Program’ in Ontario’s
37 publichedth unitstoidentify infantsat risk of poor child
development for a wide variety of reasons, including
violenceinthehome. Prior todischarge, thehospita nurse,
together with every consenting postpartum woman,
completesthe Parkyn Screening Tool (PST). Any abuse
disclosureisnoted onthe PST form. Thecompletedform
isthenforwarded to thelocal health unit.

A PHN cdlsevery client screened with the PST within 48
hoursof dischargefrom hospital irrespectivetheir score.
During that call, theclient isoffered anin-homevisitby a
PHN and, if theclient wishes, thevisitisarranged. The
form used by thetelephone PHN includesan areato record
abuse disclosure should that occur.

Thepurposeof thein-homevististo assessinfant/materna
health, promote apositive transition to parenting and to
further assesstherisk potentid for poor child devel opment.

Familiesidentified ashaving infantspotentially at-risk of
poor development (PST score >9) are assessed using a
standardized form, the Family Assessment Tool (FA).
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Questions about past and present abuse are part of this
comprehensivetool, administered in the privacy of the
woman’'shome. Clientswho arenot identified asbeing at-
risk are assessed according to local health unit protocols,
which may or may not include promptsregarding abuse.
Pertinent information isthen recorded on the heal th unit
record accordingtoloca protocols.

Methods
Sample

Incluson Criteria. Thestudy revieweddl MLHU HBHC

Program records on postpartum mothers of babiesborn

between January 1, 2000 and December 31, 2000

containing:

» aPST completed in hospital prior to the mother and
infant’ sdischargeto home;

« aformcompleted by aPHN during abrief telephone
assessment within 48 hoursof discharge; and

» ifavailable, any record of anin-homevisit completed
by a PHN.

Sample Size. Sample size calculations done in PEPI
version 3.008, based on an alphalevel of 0.05and abeta
level of 0.20, indicated that information fromall 3,516
recordswas needed if the confidenceinterval around the
expected proportionsof abusedisclosureinsevera of the
subgroupswasto belessthan 2%. Samplesizecdculations
were based on a recent Statistics Canada report that
indicated that 8% of the general population disclosed
current abuse while ailmost 30% reported a history of
abuse®.

Ethical Review

Thisstudy wasreviewed and approved by the Office of
Research Ethicsof the University of Western Ontario.

Data Collection

Study research assistants (RAS) reviewed dl recordsthat
met theinclusion criteriafiled under years 2000 and 2001
inthefiling cabinets. Recordsof infantsbornin 1999 but
located inthe 2000 cabinet were excluded fromthe study.

Records of infantsbornin 2000 but not discharged until
2001, were added to the study. Any case till actively
followed by aPHN or Family Home Visitor at thetime of
datacollection was stored separately. Thesefileswerefew
innumbersand were not retrieved for the study.

Using predefined criteria, the RAsreviewed each record
for evidence of documentation by the PHN regarding abuse
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inquiry, abuse disclosure and any referral decisions. [ . o
Abstracted, non-nomina information wasdirectly entered
into an Excel spreadsheet. Theco-investigatorschecked | swey temp & | suyomen | swyomec | myomes
theinput of 100 randomly selected recordsfor accuracy. | a+ "o i | FR toaluad | ML F | e
The senior RA did further validity checks during the | &cerarid ™, doirant ™
preliminary dataanalysis. Theresearch team completed | [—
the dataanalysisusing SPSS/PC, Version 9.0 (Chicago, | e | | .
111.) and PEPI, Version 3.C%. o AnzhEaty -
Findings | Fa o e | | e
L L L d
Study Population o | | | e * :
Thedemographic characteristicsof thestudy population of Documente .1.|...~.f iy | | fooua
3,516 women arepresentedin Table 1. v | * | ’ ' | ’ '
Table 1: Study Population Characteristics S 1 el | ! I ';" 1 I
L g L "I'
Mumber %o of L L | "_ I |
(Total=3,516) Study Population : | . I |
Age ¥ L . !-__:
-Teens 211 6.0 | - I |
- Twenties 1,627 463
-Thirties 1,612 459 !
- Forties [514) 1.9
Pari
—pﬁr:ljzpai’ous 1,678 437 . . .
ey —— 1 50e s with the FA (Groups A and B), abuse inquiry was
shiird chiiid 2 o documented on the charts of 295 (75.6%) of thewomen.
- fourth child or more 207 5.8 . . .
“mean # children 1.79 I Theseresultssuggest that if prompted and if appropriate,
T TS PHNswill ask clients about woman abuse and document
- yes 3.008 B5.6 thisabuseinquiry.

Study Groups

Figure 2 identifiesthe comparison groupsused inthestudy.
Among the 3,516 women eligiblefor thestudy, 1,535did
NOT receilveahomevisit (Group D). Amongthe 1,981
women who received a home visit, 1,591 were NOT
asessed withthe FA (Group C). Among the 390 who were
assessed withthe FA, 95 had NO documentation of abuse
inquiry (Group B), whileamong 295 thereisdocumentation
of abuseinquiry (Group A).

Figure 2 a so showsthe number of women in each group
who disclosed abuse and whether or not there is
documentation of areferrd.

Characteristics of the Sample

AsshowninFigure2, of the 3,516 women eligiblefor the
study, there is documentation of abuse inquiry for 295
women (Group A). Thus, thereisdocumented evidence
of screening for woman abuse among 8.3% (295/3,516)
of postpartum women. Among the 390 women assessed
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Asseenin Table 2, the demographic characteristicsof the
women for whom thereisdocumentation of abuseinquiry
(Group A) are significantly different (p<0.05) from
characteristics of thewomen who recelved ahomevisit
but were not assessed with the FA (Group C) and those
of thewomen who did not receiveahomevisit (Group
D). However, womenin Group A werenot statistically
sgnificantly different fromwomenin Group B.

Table 2: Characteristics of the Four Study Groups
Characteristic | Group A Group B Group Group D

1. Home Visit 1. Home Visit 1. Home Visit | 1. Mo Home Visit

2. FA Tool used 2. FA Tool used 2. FA Tool

3. documented 3. NO documented | NOT used

abuse inquiry abuse inguiry

(IN=295) (IN=95) I9=1,551) (IN=1,535)
Age
_Teens 84 (28, 5%a) 22 (23 2%) 59 (3.7%) 46 (3.0%)
- Twenties 140 (47 5%) 37 (38 9% 752 (47 3%) 698 (45 5%
- Thirties 67 (22.7%) 34 (35 8% 750 (47 1%0) 761 (49.6%0)
-Forties 4 (1.4%) 2 (2.1%0) 30 (1.9%) 30 (20%)
Parity
- primiparous 157 (53.2%0) 52 (65.3%) 924 (58.1%) 535 (34.5%)
- second child 82 (27.8%) 20(21.1%:) 473 (29.7%0) 631 (41.1%)
third child 26 (8. 8%) B (BA%0) 128 (8.0%) 263 (17.1%)
- fourth child 30010.2%5) 5 (5.3%) 66 (4.1%5) 106 (6.9%6)
of motre
Partner in
Home
-ves 165 (55.9%) 63 (66.3%0) 1,423 (83.4%) | 1,357 (88 4%
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WomenwhowereassessedwiththeFA , weresignificantly
morelikely tobeintheirteens, andmorelikely toNOT have
apartner inthehomethan womenwho received ahome
visit, but were not assessed with the FA (Group C).
WomeninGroupsA and B weresgnificantly morelikelyto
beintheir teens, morelikely to beprimiparousand more
likelytoNOT haveapartnerinthehomethanwomenwho
didnot receiveahomevisit (GroupD).

Abuse Disclosure

A total of 211 (6.0%) women disclosed abuse. Thegreat
maority, 200 (94.8%), disclosed abuseduring thein-home
visit aspart of theface-to-faceinterview with the PHN.

Asseenin Table3, womenin Group A weremorelikely
to disclose abuse than womenin GroupsB, Cor D. As
discussed above, women in Groups A and B are
demographically smilar and women in both groupswere
identified by aPHN during previouscontact ashavinginfants
at-risk for poor child development. Yet, disclosurerates
aredramaticaly different. Thissuggeststhat if womenare
asked, they may bemorelikely to discloseand thecorallary,
that if PHNsdon't ask, clientsareunlikdy to discloseabuse.

Table 3: Characteristics of the Four Study Groups

Characteristic | Group A Group B Group Group D
1. Home Visit 1. Home Visit 1. Home Visit | 1. No Home Visit
2.FA Toolused | 2. FA Tool used 2.FA Tool
3. documented 3. NO documented | NOT used
abuse inguiry ahuse inquiry
(M=235) (MF=55) (I=1,551) (I=1,535)
Disclosed 170 (57.6%) 4 (4.2%0) 26 (1.6%) 11(0.7%)
Abuse

Table4illustratesthat 131 (62.1%) women who disclosed
abuseindicated that thiswas previous abuse. However,
18.5% women discl osed both previousand current abuse.

As seen in Table 5, compared to women who did not
discloseabuse, asignificantly greater proportionof women
whodisclosedwereintheir teens. Further, asignificantly
greater proportionof womenwhodisclosed abusehadno
partnerinthehome. Amongwomenwhoreported current
abuse only, agreater proportion of them were in their
forties. Also,anongwomenwhodisclosed previousabuse
only, agreater proportionreported that thiswastheir first
child.

Table5: Characterigicsby Immediacy of Disclosed Abuse

Never Ever Previous | Current | Unknown | Previous&
Current

(n=3305) | (n=211) | (n=131) | (n=15) | (n=26) (n=39)

Age

- %teens 47 26.1* 313 26.7* - 25.6*

- Ytwenties 45.6 526 534 26.7 69.2¢ 48.7

- %thirties 47.6 19.0* 14.5% 26.7 26.9 25.6*

- %forties 18 24 038 20.0* 38 -

Parity

- Yo primiparous | 47.4 521 57.3 46.7 46.2 410

% NO partner

in home 122 49.8* 56.5% 46.7* 19.2 48.7*

Note * sgnificantly different from*“Never”, p<0.05

Referral

Among the 210 women who disclosed abuseand for whom
information about referrd wasavailableinthedlient record,
52.4% received areferral. Referral was significantly
associated with immediacy of disclosed abuse. Table4
illustratesthat among those who disclosed only previous
abuse, 44.6% received areferral. Yet among thosewho
disclosed current abuse, 86.7% received areferral and
among those who disclosed both previous and current
abuse, 94.9% received areferral.

[tisunlikely that 100% of women who disclosed current
abusewould accept areferra by the PHN for anumber of
reasons. For example, theclient may havedready referred

Table 4: Immediacy of Disclosed Abuse herself to an appropriate agency or the client may have
refused any referrdl.
Number | % of those who
disclosed abuse Table 6: Referral by Immediacy of Disclosed Abuse
Immediacy of Disclosed Ahuse None PHNonly [HUonly | Outside
- previous abuse only 131 671 Previous only (n=130) 554% 115% B.5% 24.6%
' Current only (n=15) 133% 267% 6% 53.3%
- current abuse only 15 14 Unlnown (n=26) 927% - - 1%
-ntkenown / not documented 2 124 Previons and current 5. 1% 2.68% 10.3% 82.1%
; (n=39)
- both current and previous 39 155 Total (n=210) 476% 5.9 7% 5%
Total 211 100 :
HNote: Pearson Chi-Square value 786, p<0.000
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Discussion and Conclusions
Screening

Thestudy resultssuggest that asfew as8.3% of postpartum
women are being asked about abuse. If clientswerejust as
likely to disclose spontaneously asdisclosewhen asked, it
islikely that thedistributionfor disclosurewould havebeen
more widespread throughout the study population rather
than concentrated in the ‘asked’ group. These results
underscore the need for asking clients about abuse to
increasetheprobability of disclosure.

It could be speculated that asking a client about abuse
appearsto givethem permissontodisclose. It legitimizes
the subject for discussion between the client and the PHN.
Evenif theclient doesnot discloseimmediately, sharing
datigticsof woman abusewith thedlient endstheassumption
that the abuse being experienced isexclusiveto theclient
and assures her that sheisnot the only one suffering from
abuseandtrying to deal withthisproblem. Theabuseisno
longer aprivate matter and the experiencesand feelings
sheishaving arevalidated.

Inthisstudy, therewasno documentation of abuseinquiry
for 25% of women who were assessed withtheFA. Itis
probabl e that the question was not asked onthefirst visit
for anumber of reasonsincluding:

* thePHN knew morevisitswereto follow:;

* it may have been too soon to ask in their
relaionship;

» thepartner may have been at home;

» thesurroundingswerenot sufficiently private; and/
or

 children may have been present.

The question could have been asked on asubsequent visit
inwhich caseit would have been recorded on adifferent
formintherecord. Becauselow-risk clientsareoften seen
only once, theclient recordswerereviewed to theend of
thefirst visit only for both low-risk andin-depth interviews
aswell.

Abuse Disclosure

No Partner in the Home. Women most likely to disclose
abuse had no partner inthehome. Itisgenerally accepted
that abused women feel safer talking about their
circumstanceswhen the abusing partner isnot livingwith
them and so women with no partner in the home may be
morelikely to discloseabuse.
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However, before any conclusions can be drawn, it is
important to consider two issues. First, eventhoughthe
chart documents‘ no partner inthehome’, itispossible
that thereisapartner but just not living at that address
elther temporarily or permanently. Secondly, there could
beapartner living at that address but the client does not
fedl inclined to discloseit. For example, if the social
assistance system has a ‘ no spouse in the house’ rule,
women could bedisinclined to revea apartner at hometo
thePHN for fear that theinformation would reachthewrong
ears. There is no way to distinguish these various
possibilitiesthrough arecord review. Also, womenwho
haveno partner inthehomearemorelikely to beidentified
asat-risk or potentialy at-risk (GroupsA and B) and are
morelikely to receiveahomevisit and be assessed with
the FA. Thus, it ispossible that because more women
without partnerswere asked about abusethrough the FA,
more women without partnersdisclosed.

PreviousAbuse. Previousabusemay havebeendisclosed
more often than current abusefor several reasons. What
happened in the past may be safer to address becausethe
abuser haseither changed hisbehavior or isnolonger part
of theclient’slife. Becausetime haselapsed sincethe
abuse occurred, thewoman may either beready to deal
withit or may havedealt withit already. The emotions
around previous abuse at thetime of thisasking may be
lessacute or sensitive, giving the client an opportunity to
declare abuse and deal with thisissue more comfortably.
It was not the focus of this study to confirm these
speculationsfor thispopulation.

Younger Women. For this study population, alarger
percentage of young women discl osed than ol der women.
This could be due to the fact that younger women,
especially teen mothers, weremorelikely to beidentified
as either at-risk or potentially at-risk for poor child
development, were assessed with the FA, and therefore
asked about abuse. Younger women may bemoreapt to
discloseprivateissues, such asabuse. Dueto morerecent
campaignsand course content in the schools, the culture
for their generation may not view abuse asacceptable or
shameful for thevictim. Aswell, theabusemay beanew
experienceof whichthey arelessaccepting and therefore
more open to getting help.

Pregnancy andbirth, particularly of afirst child, arelife
milestonesthat trigger changeinhowwomenseethemselves
andtheir roles. Nowthat they haveachild, theabusethat
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women have been experiencing or are beginning to
experiencebecomesathreat totheir childaswell andis
thereforeunacceptable. Theabuseisincompatiblewithher
new roleof protector.

Current Abuseand Referrals. Withtoofew cases, there
wasvery limited statistical power to examinethisissue.
However, it isinteresting to observe the frequencies of
choiceof referral. Theselection of referral to aresource
outsidethe health unit for thosereporting current abuseis
reflective of the urgent need for the PHN to establish the
client’sand her children’ssafety. A referral to anagency
speciaizing intreatment of abused women ensuresthat the
follow-upisimmediateand thorough. Itisaformof criss
intervention. Theoutsdereferrad may aso bedictated under
lessurgent circumstancesby the client’sstate of readiness
to deal withthe abuse.

Limitationsof the Study

Theinformation gleaned fromtherecordisonly asaccurate
or complete astherecorder hasmadeit. However, since
they arelegal health recordscompleted by professionals,
inaccuracies should be at aminimum. Further, therewere
timeswhen the meaning of the recorded commentswas
unclear with no opportunity to clarify the intent of the
recorder. Therecordisasummary of al thedialoguethat
occurred during thevisit and, as such, the PHN selected
whichitemsto record and whichto omit. Thereisnoway
to determine what may have been omitted from these
records, including documentation of abusedisclosure.

Terms were not defined for the clients or PHNs in a
cons stent manner prior to caredelivery or datacollection.
The study may be subject to the sameinconsistency with
definitionsof current and previousabuse. Potentially, a
client could consider previous abuse aswith aprevious
partner rather than last year’s abuse from the current
partner. Also, there may have been someinconsistencies
inidentifying whether or not there was a partner in the
house.

Recommendations for Future Research

What prompts PHNs to ask clients if they are
being abused?

Further study isrequired to subgtantiatethe suggestionfrom
this study and the current literature that the following
measures may makeadifferenceto abuseinquiry rates.

» aprotocol that requiresasking the question about
abuse;
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e organizational supportsand expectationsaround
building theskill and comfort level requiredto ask
the abuse question and deal with theresponse;

e promptsininterview scriptsthat act asreminders
and encourage asking about abuse; and

» documentation requirements regarding having
asked about abuse and the PHN'sinterventions,
giventheclient’sresponse.

Whatis the real incidence of woman abuse in the
postpartum population?

Since Group A women, the ‘asked’ group, was not
representativeof theentirepostpartumpopulation,itshould
not beassumedthat their disclosureratewill apply toall
postpartumwomen. Thecurrent post-interventionstudy
may providethisanswer.

Will introducing the RUCS protocol into Public
Health Nursing practice improve the rate with
which abused women are identified and
referred for assistance?

Thisscreening protocol wasdesigned to:

* raiseawarenessof the need to screen all women
for woman abuseon aroutinebasis; and

* guidethedecisgon-makingandfollow-upactivities
of health care professional sduring the screening
Process.

The RUCS screening protocol hasnever beentestedin
practice. However, research suggeststhat implementinga
screening protocol could increaseidentification of abused
women®. Thisstudy isthefirstinaseriesof studiesto
identify theimpact of introducing RUCSinto PHN practice
with postpartum clientsand clients attending the sexual
hedthandfamily planning clinics. 0
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Summary of Reportable Diseases in Ontario - February, 2003

Algoma 125,109 2 28 2

Motth Bay Q3,505 37 12 2

Horthwre stern 91,920 Q 20 1
Porcupine 93,880 a 13 1

Sudbury 199619 2 23 35 1
Thunder Bay 158 898 3 19 21 1
Titnizlami 37,721 3

Eastern Ontario 194 945 2 13 1

Hastings & Prince Edwrard 159 022 17 1

Fingston, Frontenac & Lennox 180,225 17 1 1

Leeds, Grenvwille & Lanark 163,143 =

Otaara TrR.2A74 11 o9 Qs 3 2 14

Renfrew 101,151 1 ] 1 1

Duarham 512,271 4 100 59 1 3 9

Haliburton-Fawartha 162,120 2 7 1

Iluskoka-Parry Sound 26,2128 1 1

Peel 1,008,163 20 167 129 2 22

Peterborough 128,881 15 20 1 2 1

Suncoe SF7.A05

Toronto - total 2,502,844 73 322 528 5 7 146
Iiorth G2A 02T Ia 124 a2 27
South GEE S84 24 a7 isa 2 & 72
Easf FIZ 237 7 I Jaz E 2 27
West S0 302

724,969

Grey Brace 157 664 k] 7 13 2

Elgin-3t. Thomas B4, 182 15

Huron 61,097 1 2

Chatham-Fent 112,807 10

Lambton 131,643

liddlesex-London 412978 = =8 7
Cifard 102,561 1

Perth 75,238 2 4 & 1

Wiindsor.

38

72

Brant 126,421 3 43 27

3 1
Haldimand-Morfolk 108 556 2 1 2
Halton 375,705 3 4 2
Hamilton P8 555 1 5 51 B7 4 5
Miagara 423 600 11 41 2 2 7
Watetloo A48 BE3E 5 a2 4 &
1 1

W ellington-Dufferin-CGuelph 241,777 9 29 22

The Toronto City regions abowve are now defined as: Morth - former Morth “ork; South - former City of Toronto; West - former Etobicoke and City of York;
East - former Scarbarough and East “Wark

** [mfectious syphilis cases include 'Primary, Secondary and Early Latent' staging effective January 1, 2003

* & dpasted for deletions and late reports.
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Summary of Reportable Diseases in Ontario - February, 2003

Algoma 125,109 2 28 2
Motth Bay Q3,505 37 12 2

Horthwre stern 91,920 Q 20 1
Porcupine 93,880 a 13 1

Sudbury 199619 2 23 35 1
Thunder Bay 158 898 3 19 21 1
Titnizlami 37,721 3

Eastern Ontario 194 945 2 13 1

Hastings & Prince Edwrard 159 022 17 1

Fingston, Frontenac & Lennox 180,225 17 1 1

Leeds, Grenvwille & Lanark 163,143 =

Otaara TrR.2A74 11 o9 Qs 3 2 14
Renfrew 101,131 1 Jal 1 1

Duarham 512,271 4 100 59 1 3 9

Haliburton-Fawartha 162,120 2 7

Iluskoka-Parry Sound 26,2128 1 1

Peel 1,008,163 20 167 129 2 22

Peterborough 128,881 15 20 1 2 1

Suncoe SF7.A05

Toronto - total 2,502,844 73 322 528 5 7 146
Iiorth G2A 02T Ia 124 a2 27
South GEE S84 24 a7 isa 2 & 72
Easf FIZ 237 7 I Jaz E 2 27
West S0 302 Id 3 & I 20

724,969

157 66

Elgin-3t. Thomas B4, 182 15

Huron Al 097 1

Chatham-Fent 112,807 10

Lambton 131,643

liddlesex-London 412978 = =8 7
Cifard 102,561 1

Perth 75,238 2 4 & 1

1,

Brant 126,421 3 43 27

3 1
Haldimand-Morfolk 108 556 2 1 2
Halton 375,705 3 4 2
Hamilton P8 555 1 5 51 B7 4 5
Miagara 423 600 11 41 2 2 7
Watetloo A48 BE3E 5 a2 4 &
W ellington-Dufferin-Cuelph 241,777 9 29 22 1 1
H

The Toronto City regions abowve are now defined as: Morth - former Morth “ork; South - former City of Toronto; West - former Etobicoke and City of York;
East - former Scarbarough and East “Wark

** [mfectious syphilis cases include 'Primary, Secondary and Early Latent' staging effective January 1, 2003

* & dpasted for deletions and late reports.
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Summary of Reportable Diseases in Ontario - February, 2003

Algoma 125,109 1 1

Hotth Bay 03,505 1

Horthwestern Q1,920

FPorcupine Q3,620 ES 2

Fudbuey 198 619 1

Thunder Bay 158 608 4 1
Titniskami 37,721

Eastern Ontario 194945 2 1

Hastitngs & Prince Edward 159 022

Kingston, Frontenac & Lennox 180,225 1

Leeds, Grenvwille & Lanark 163,143

Oitaara TERATA 2 o 1
Renfrew 101,151

Durhatm 512,271 5 1

Halibnurton-Fawartha 168,120

huskoka-Parry Sound 20,218

Feel 1,002 163 13 5

Peterborough 128,881 1 1 1

Fimcoe 3T 405 1

Toronto - total 2,543 244 1 =0 2 = 2
Meorth G2 02T I )
Sowth GEE S84 & o & )
East FI7837 14
st S0, 702 F 2 2

724969

Gresy Bruce 157,664 1

Elgin-3t. Thomas 2,182 1
Huron 61,097 1 1
Chatham-Fent 112,897
Lambton 131,643
IMiddlesex-London 4129768 1
Oford 102 561
75,238

381,

Brant 126,481

Halditmand-Horfolk 109 536 1

Halton 375,705 1 3 1 1
Hamilton 498, 5535 3 3
Miagara 423 600 1 3 1 2
Wiaterloo A BEE 3 1 1
W ellington-Dufferin-Cuelph 241,777 1 [ 1

The Toronto City regions ahove are nowr defined as: Morth - former Horth Tork, Scuth - former City of Toronto, West - former Etobicoke and City of Vork;
East - former Scatborough and East Tork

#2# Infections syphilis cases inchide 'Prmary, Secondary and Early Latent' staging effective Jaxmary 1, 20035

* A dmsted for deletions and late reports.
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