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Introduction

Insight on Cancer isaunique new seriesof publications
designed to provide up-to-date information about cancer
and cancer risk factorsin Ontario. It has been devel oped
and supported jointly by Cancer Care Ontario (Division
of Preventive Oncology) and the Canadian Cancer Soci-
ety (Ontario Division).

Thefollowingisan extract from thefirst issue of Insight
on Cancer, which focuses on prostate cancer. Future
planned issueswill provide news and information about
nutrition and cancer, colorectal cancer and non-Hodgkin
lymphoma.

Details about how to accessthefull issue (and futureis-
sues) are found at the end of this extract.

Prostate cancer in context
Prostate cancer is the most common cancer in
Ontario men

Prostate cancer representsthe highest number of any can-
cer diagnosed in Ontario men, with 7,444 cases per year
compared with 3,962 for lung and 3,651 for colorecta
cancer.



Many more men are diagnosed with prostate
cancer than die from it

Figure 1

Annual numbersofdeaths and new cases for the
most common cancersin Ontario males, 2000
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Figure 2

Prostate cancer incidence and mortality
rates in Ontario, 1971-2000
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Prostate cancer caused 1,335 deathsin Ontario meninthe
year 2000. Thiswas more than the 1,300 for colorectal
cancer but far fewer than the 3,238 deathsin men dueto
lung cancer.

Incidence time trends

Incidence rates have been increasing steadily

Theoverall incidence of prostate cancer, adjusted for age,
rosesteadily in Ontario between 1971 and 1989. An abrupt
increase between 1989 and 1992 wasfollowed by adrop
through 1995. After 1995 the gradual increaseresumed. If
thiswereto continue, estimated incidencefor theyear 2020
would be 144 per 100,000.

Thereasonsfor the steady riseacrossthe 1970sand 1980s
arenot clear; possiblereasonsincludeareal increasedue
to changesinrisk factor prevaenceor incidenta findingsin
increas ng numbersof men undergoing transurethral resec-
tion of the prostate for benign disease.

A sharpriseinrates, followed by adip or leveling off, isa
common pattern when anew screening test isintroduced.
Thispatternfor prostate cancer incidencelikely represents
additional casesfound with the prostate-specific antigen
(PSA) test. PSA testing hasbeen avail ablein Canadasince
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1986, but its use did not become widespread until the
early 1990s.

Mortality time trends
Mortality rates are falling

Mortality ratesfor prostate cancer are much lower than
incidencerates. Overal mortality rose steadily (1.3% per
year) from 197110 1994. It hassincefallen back rapidly
tothelevel of theearly 1970s. The decline was steepest
for men aged 50-64; their mortality islower in 2000 than
at any timeover the preceding 29 years.

Thegradual increasein mortality up tothe early 1990s
probably reflectsincreas ngincidenceover earlier decades.
Recent declinesinmortality may betheresult of improve-
mentsintrestment (improved hormonetherapy and grester
use of radical prostatectomy) or changesin whether or
not deaths are attributed to prostate cancer.

Survival

Survival for prostate cancer has improved

Relativesurvival* for menwith prostate cancer improved
steadily from 64% at five years after diagnosisfor men
diagnosed in 1971-1975 to 75% for men diagnosed

6/30/03



between 1986 and 1990. It then jumped to 88% for those
diagnosed in 1991-1995.

Thegradua improvement insurviva between 1971-1975
and 1986-1990 may be dueto better treatment, and find-
ing prostate cancersat an earlier stage. Thelarger gainin
survival for men diagnosed in 1991-1995 may be partly
artificial, if PSA found some cancers so early that those
men areliving aslong asthey would have without their
prostate cancer being detected.

Prostate cancer 5-year relative survival
by period of diagnosis, 1971-1995
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Source: Cancer Care Ontario (Ontario Cancer Registry, 2002)

* Relative survival isameasure of thereduction in life expectancy
due to adiagnosis of prostate cancer.

Risk factors

Important risk factorsare age, family history, and
African descent. There are currently few clear
modifiablerisk factors, althoughincreased physical
activity probably lower stherisk of prostatecancer.

Early detection

Screening for prostate cancer inthegenera populationis
not currently recommended. Whilethe PSA test can de-
tect early cancers, fa se-positiveratesare high and there
aresgnificant risksassoci ated with treating the disease once
detected. Digital rectal examination can detect only can-
cersinthe posterior and lateral aspects of the prostate.
Transrectal ultrasound does not specifically detect pros-
tatemalignancies. Severa reviewsof the current evidence
for PSA testing have concluded that risks outwei gh ben-
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efits, or that evidenceisinsufficient for recommending for
oragangtit.

Table 1

Conclusion

Insufficient evidence to
recommend for or against
routine screening

Reviewing body
US Preventive Services
Task Force (2002)

PSA should not be used for
population-wide screening in
asymptomatic males and is not
paid for by the provincial
health plan

Ontario’s Ministry of Health
and Long-Term Care (with a
report from the Institute for
Clinical Evaluative Sciences)
(2002)

Canadian Task Force on
Preventive Health Care
(1994)

Exclude routine screening with
PSA from the periodic health
examination of asymptomatic
men over 50 years of age*

*Currently under review

Trialsnow underway in Europe and the US may provide
evidenceto support screening, perhapsin population sub-
groups. Screening testsdo havearoleto play inmenwhose
doctors suspect that they may have prostate cancer, and
perhapsfor high-risk men (of African ancestry, foringance,
or withafamily history of symptomatic prostate cancer in
acloserelative).

For more information...

Thefull text of Insight on Cancer. News and Informa-
tion on Prostate Cancer can befound on both the Cana-
dian Cancer Society’s and Cancer Care Ontario’'s
websites. Pleasevigit the“library section” of the Ontario
pages of the Canadian Cancer Society’ swebsitelocated
at www.cancer.ca, or Visit www.cancercare.on.ca.

Dr. Marrett isa Senior Scientist, and Ms. Theis, Nishri
and Bahl are Senior Research Associates, Divison of Pre-
ventive Oncology, Cancer Care Ontario. Dr. Marrettis
Associate Professor, Department of Public Hedlth Sciences,
University of Toronto. Dr. Paszat isa Scientist, Institute
for Clinica Evauative Sciences,; Associate Professor, De-
partmentsof Radiation Oncology and Hedlth Policy Man-
agement and Evaluation, University of Toronto; Heed, Pre-
ventive Oncol ogy, Toronto-Sunnybrook Regiona Cancer
Centre, Cancer Care Ontario.
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LoraineD. Marrett, PhD
Beth Theis, MSc
DianeNishri, MSc
SairaBahl, MSc
Lawrence Paszat, MD, MS, FRCPC
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Male pancreatic cancer rates down in past 30 years
Surveillance Unit, Division of Preventive Oncology, Cancer Care Ontario

Over thelast 30 years, therate of new cases of pan-
creatic cancer in men has decreased. This may be
theresult of declining smoking ratesin Ontario men.
Women's rates are lower than men’s and have re-
mained rel atively steady. Pancrestic cancer ishighly
fatal ,with lessthan 10 per cent of people diagnosed
still alive after five years. It is the fifth most com-
mon cause of cancer deaths, even though it is the
eleventh most common cancer in Ontario. Smoking
isthe main known cause of pancrestic cancer. Main-
taining ahealthy body weight and eating alot of veg-
etables may lower the risk of the disease. Women
who have their first child at age 20 or younger ap-
pear to have alower risk of pancreatic cancer, sug-
gesting that female hormones may affect risk.
Chronic pancreatitis (chronic inflammation of the
pancreas) increasesrisk but itisnot clear if the con-
dition leads directly to pancreatic cancer or just
shares some of the same causes.

Rate of new cases per 100,000

New cases of pancreatic cancer
in Ontario, 1971-2000
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Source: Cancer Care Ontario (Ontario Cancer Registry, 2002)

For more information, talk to your health care provider or call Cancer Information Service

(1-888-939-3333).

To view thiscancer fact and other cancer statisticsvisit:

http://www.cancercare.on.ca/cancerfactshome.html
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THE NORTHERN ONTARIO
PERINATAL AND CHILD HEALTH SURVEY:
FINDINGS AND IMPLICATIONS

Introduction

In September 2000, theMinistry of Hedlthand Long-Term
Care, Public Health Branch, received funding from the
Government of Ontario to support health unit-based Early
Years projects. 1n 2002, as part of the overall Ontario
Ealy Yearsinitiative, eech hedthunitwasdigiblefor funding
for Perinata and Child Hedlth Survey Strategies. Thefour
key action areasidentified asprioritiesfor funding inthe
First Ministers Meeting Communiqué on Early Child
Development! were:

B Promoating hedlthy pregnancy, birthandinfancy

B |mproving parentingand family supports

B Strengthening early childhood development, learningand
care

B Strengthening community supports

The Northern Ontario Perinatal and Child Health
Survey gathered new dataon perinatal and child health
through a 2002 telephone survey of more than 3,000
Northern Ontario motherswith children six years of age
and younger. The survey was a project of the Northern
Ontario Perinatal and Child Health Survey Consortium,
which hasrepresentationfromtheeight northern hedlth units:
Algoma, Muskoka-Parry Sound, North Bay & District,
Northwestern, Porcupine, Sudbury & District, Thunder
Bay District, and Timiskaming, aswell asthe Northern
Health Information Partnership (NHIP), and the three
northern universities: Lakehead, Laurentian and Nipissing.
The Consortium is coordinated by the Public Health
Research, Education & Development (PHRED) Program
at the Sudbury & Digtrict Hedlth Unit.
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Theresultsof thissurvey offer much-needed informationfor
perinatal and child-focused program and service planning
throughout Northern Ontario and at theindividua health
unit level. An introductory article described the
developmental process of the survey, the sampling
approach, weighting, and the collaboration of northern
partnersthat madethisproject possible. Thisfollow-up
articlefocusesonthekey findingsand implicationsof the
survey. A report entitled Northern Ontario Perinatal
and Child Health Survey HighlightsReport: A First
L ook presentsinitid findingsfromthesurvey. Thesurvey
isclosdly linked to acompanion report a so undertaken by
the Consortium—theNorthern Ontario BaselineChild
Health Information: Analysisof Secondary Data. The
“BasdalineReport” presentsexisting datafrom secondary
sourceson the health of Northern Ontario children aged
0-6, and providesavery ussful compendium of information
to supplement the survey findings.

The selected main topic areascoveredinthesurvey were;
Parenting

Breesifesting

Unintentiond Injuriesand Sefety

Ashma

Food Security

Prenatal and Child Nutrition

Thetelephone survey targeted Northern Ontario mothers
of children aged 0-6. Only motherswere contacted for the
survey, Snceseverd topic areas, such asbreastfeeding and
folicacidintake during pregnancy, wereonly applicableto
mothers. For motherswith more than one child aged 0-6,
the survey focused on the child who had the most recent
birthday (the‘target child’) inthefamily. This*target child
approach ensured an equal chance of selection among the
eigiblechildreninafamily.

Key Findings and Implications

Respondents were asked specific questions about
household income, marital status, education level,
employment, current main activity and ethnic background.
Slightly morethan athird of households reported total
incomes of $60,000 or more, whichissomewhat higher
compared to incomelevelsfor households with young
children asreported in the Ontario Health Survey 1996-
97. Four per cent of mothersidentified their ancestry as
aboriginad. Frenchwasidentified asthe mother tonguefor
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15.5% of respondents. Fourteen per cent of respondents
weresingleparents.

Genera health questions revealed that the majority of
childrenwerefelttobehealthy, with 94.3% of respondents
reportingthat thehealth of the' target child’ was" good” or
“verygood” (with“very good” asthehighest possiblerating)
(seeFigurel).Overall, 8.2%of ‘ target children’ hadbeen
diagnosedwithaseriousillness, disability or special need.

Figure 1: Percentage of target children' whose general heath
was reported as "good" or "very good", all narthem health units
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Ninety-four per cent of respondentsindicated that they have
afamily doctor. By agesix, 86% of children hadvisiteda
dentist at least once.

Parenting

Parenting isone of themost important tasksin our society,
and it carrieswith it many rewards and stresses. Just over
half of the respondentsindicated that they wereleft feding
drained and exhausted by thetasksof parenting, and just
under aquarter reported that parenting made them tense
or anxious. Theseresultssigna aneed to increase supports
to parentsof young children.

Access to Services

Accessto servicesand supportsfor dl childrenand families
isaparticular concernin Northern Ontario and, therefore,
wasan areaof interest for thissurvey.

A few highlightsfrom theaccessto servicedatainclude:
B Ffty-fiveper cent of respondentsstated that therewasa
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family resourcecentred osetowherethey lived; however,
family resource centreshad only beenusadintheprevious
year by 21% of theabove respondents.

B Although morethan 92% of respondentswith achild
under 1 year of ageindicated that prenatd classeswere
avalableintheir area, fewer than 45% of respondents
who had children lessthan 1 year of ageindicated that
they had attended the coursesinthepreviousyesr.

When asked about obstaclesto using family services, just
over half reported not experiencing difficulties, while
another 18.8% said they did not need the service. Among
the 25% of respondentswho mentioned adifficulty, lack
of information about the serviceswasthe most common
problem. Thisoverview of accessto support systemsfor
parentswill be particularly useful in planning servicesin
each healthunitarea.

Children’s Exposure to Second-Hand Smoke

According to Hedlth Canada, thereisno known safelevel
of second-hand smoke. Children who breathe second-
hand smoke are more likely to suffer from asthma,
respiratory problems, middle ear infections and other
problems.?

One-quarter of motherssurveyed reported that their child
was exposed to second-hand smoke during the pregnancy
or withinthe six monthsafter birth. Among motherswho
breastfed, more than 15% smoked during the period in
whichthey were breastfeeding. Morethan 20% of pregnant
mothers smoked during their last pregnancy. When this
survey findingiscompared to resultsfrom the Baseline
Report, no progress appears to have been made. The
Basdine Report Satitic from 1996 showssmoking among
21% of Northern Ontario women who were pregnant at
thetimeof thesurvey. Thispresentsan ongoing chalenge
to be addressed in the North, and underscores the
importance of ongoing tobacco reduction program and
policy interventions.

Breastfeeding

Breadtfeeding of infantsisuniversaly recognized ashaving
significant health benefitsfor mothersand babies. The
resultsof thesurvey suggest that since 1995, theremay be
asmall increasing trendin breastfeeding initiation ratesin
Northern Ontario, asshownin Figure 2, which presents
the percentage of motherswho breastfed exclusively in
thefirst 48 hoursafter birth, by theyear of thetarget child's
birth.

Respondentswere asked about theimportance of having
6/30/03



apecid placefor breastfeedingin various* non-traditiond
stes’. Thehighest agreement wasto haveaspecia place
in malls (84%), followed by workplaces (74%), then
restaurants (68%). Thesefindingswill beuseful to hedlth
promotion programmersand plannersin helpingto guide
program and policy devel opment to continue promotion
of breastfeeding.

Unintentional Injuries and Safety
Falls and Poisoning

Asreported inthe Basdine Report, injury isamgor cause
of disability and death in Ontario, and particularly in
Northern Ontario. Fallsareamajor source of childhood
injury. Nine per cent of respondents to the NOPCHS
indicated that the* target child’ had suffered afal requiring
medical attention inthe past 12 months. Consistent with
other reports of injury epidemiology, most of these
respondentsindicated that the home wasthe location of
thefall. Fewer than two per cent of respondentsindicated
that the‘target child’ had ever beentreated for an accidentd
poisoning. Inthose casesthat had received treatment, more
than 81% visted theemergency roomof thehospital. These
findings will be useful for targeting injury prevention
education programs.

Figure 2: Percentage of respondents that chose to
breastfeed during the first 45 hours, by child's year of
hirth, all northem heath units
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Sun Safety

Thereisevidence®that asingle sunburnin childhood may
increasetherisk of developing skin cancer later inlife.
Therefore, sun safety measuresareimportant contributors
to child health. Asreported in the survey, over 90% of
children usually or always wore a hat when they went
outsdeandjust over three-quartersusuadly or dwayswore
sun block (see Figure 3). Although theserates are reported
to bequite high acrossthe eight northern health unit aress,
theuse of thisprotection doesnot appear to be consistent,
giventherdatively high proportion of “ usualy” responses.
Based ontheseresults, sun safety programming should place
increased emphasi son cong stent use of sun protection.

Figure 3 Percentage of mothers reparting that the child "usually' or
"always" wears sun hlock for protection fram the sun, all narthern
health units
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Asthma and Respiratory-Related Disorders

The decision to include questions about asthma and
respiratory-related disorderswas based on therationale
that northern areas are known to have higher rates of
smoking, which may belinked to higher asthmaratesin
children. Theproportion of householdsreporting apostive
diagnosisfor asthmaand respiratory problemsinthe’ target
child’ is13% acrossthe eight northern health unit areas.
Theoverd| percentageof childrenin Ontariowith asthma
Isestimated to be 10%. Theresultsof our survey will be
helpful infurthering asthmainitiatives.
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Food Security

Canada sAction Planfor Food Security?, asafollow upto
the 1996 World Food Summit, statesthat: “ Food Security
exists when all people, at all times, have physical and
economic access to sufficient, safe and nutritious food
to meet their dietary needs and food preferencesfor an
active and healthy life.” Inthe NOPCHS survey, 11%
of mothersindicated that in the previous 12 months*“the
food that we bought just didn’t last, and we didn’t have
money to get more”. Thesedatasuggest that twotothree
childrenin every classroomin Northern Ontario may not
have enough food to ezt at times.

Thecurrent findingsfromthesurvey confirmthat therehas
been noimprovement over thelast Sx yearswhen compared
to 1996 findings documented in the Baseline Report. The
observationsof thiscurrent survey and previousresearch
indicateacond stent and worrisome pattern concerning food
insecurity. It should also be noted that these results might
bean underestimatedueto thedightly higher incomegroups
inthissample and aso sincefamilieswithout phonesare
exduded fromthesurvey. Workingwithinapopulaionhedth
mode, theseresultspresent achallengeto service providers
and al community partnersconcerned with child healthin
Northern Ontario.

Prenatal and Child Nutrition
Folic Acid Intake

Itisrecommended that womenwho might become pregnant
should consumetheB vitaminfolic acid daily asameansto
reducetherisk of neurd tubedefectsintheunbornchild. In
thissurvey, 92.7% of the mothersinterviewed had heard
about folicacid. However, only 70.4% of mothersfelt that
they had enough information about folic acid to know
whether they should betakingit. Thissuggeststhat more
education and promotionisrequiredin order toassst women
to makeinformed choiceswith respect tofolicacid.

Child Nutrition

Young childrenwith nutritional problemshave been shown
to beat risk for growth, behavioural and developmental
problems.®> This survey offers never before available
information on child nutrition. Although just over three-
quartersof mothersindicated that their child“aways’ or
“dmost dways’ enjoysawidevariety of foods, 23% Sated
that thiswastrueonly “sometimes’ or lessoften. Because
eating awide variety of foodsisapossibleindicator of
good nutrition, thisfinding suggeststhat children’snutritiona
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intake may belessthan optimal for approximately one-
quarter of children acrossthenorth.

Thenutritional problemsand concernsof young children
can persistinto adulthood. Theresultsof thissurvey will
helpto direct public health agenciesand their partnersto
increase the awareness of nutrition concerns such as
mal nutrition and nutrient deficiencies.

Conclusion and Future Directions

TheNorthern Ontario Perinatal and Child Hedlth Survey
and Basdline Report provide asolid base of northern data
from which toincrease our understanding of the health
statusof young childrenand familiesin our communities.
The reports have been made available to health unit
program staff and to community partnerssuch aschild
and family service agencies, child care centres, school
boards, children’shedlth care providers, District Health
Councils, and other interested parties. Key recipientswill
be Ontario Early YearsCentresand other local Early Years
initiatives. Based on theinformation contained in these
reports, current health status and areas of particular need
can be identified, so that programs can be effectively
tailoredtolocal circumstances.

ContinuedfundingfromtheMinistry of Healthand L ong-
TermCarethrough2003will allow fivefocusedreportsto
be undertaken as a continuation of the work of the
consortium. Thereportswill presentin-depthanal ysesof
thesurvey data, andwill focusontheimplicationsof the
findingsfor childandfamily programsinhealthunitsand
community programs. Topicsof thefocusedreportsare:
Parentingand A ccessto Services, Breastfeeding; Child
Hed thfromaDeterminantsof HealthFocus, Unintentional
Injuriesand Safety; and Nutrition.

From the outset, there were two main objectivesto the
NOPCHSiInitiative. First, wesoughttoobtainhighquality
datato guide northern child health program and policy
decisions, especialy in the area of health promotion.
Second, we hoped to achieve a strong collaboration
betweennorthernhedlthunits, northernuniversities NHIP
and the PHRED Program. The consortium now looks
aheadtobuildingonitsinitia accomplishmentstomakethe
best useof thewealth of availabledataandtofurther the
collaborative working relationships that have been
devel oped acrossthenorth. Throughdistribution of the
Highlights and Baseline reports, forthcoming focused
reports, and a web-based interface that will allow
Consortiumpartnersto haveongoingaccesstothesurvey
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data, thefindingsof theNOPCHSwill beused asintended,
movingour northerncommunitiestowardimprovedchild
health status. However, improvementsinhea thstatuscan
only bedeterminedbyidentifyingchangesovertime. Ongoing
hedlthsurveillancedataarerequiredtomonitor childhealth
indicatorsandtoallow eva uationandimproved planning of
perinatal andchildhedthinitiatives.

French language versionsof thereportswill beavailable
shortly. TheHighlightsand Basdline Reports, and Executive
Summariesin French, areavailableonlineat:

http://www.sdhu.com/english/statistics/htmlfiles/
Statisics Hedth Status profiles.html.
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Summary of Reportable Diseases in Ontario - April, 2003

Population AlIDS Campylo. | Chicken- | Chlamydia Enceph / GAS Gonorrhea
Health Units by Region 2001 pox Meningitis
9

Algoma 117,200 5

North Bay 92,950 1 88 17

Northwestern 75,085 1 9 22 2

Porcupine 84,755 16 12

Sudbury 188,365 105 30

Thunder Bay 152,800 3 25 1 4

Timiskaming 35,335 3

Eastern Ontario 185,975 2 1 10 1

Hastings & Prince Edward 150,805 2 7

Kingston, Frontenac & Lennox 178,065 1 16

Leeds, Grenville & Lanark 159,100 1

Ottawa 774,070 14 51 107 4 9

Renfrew 96,465 4 6

.

Durham 506,900 7 126 60 1 3 6

Haliburton-K awartha 161,770 7 9

M uskoka-Parry Sound 80,500 4 7

Peel 988,950 26 225 146 4 28

Peterborough 125,860 3 20 14 1 2

Simcoe 377,030 24

Toronto - total 2,481,495 3 53 481 447 3 13 124
North 11 117 91 3 2 16
South 1 19 64 169 6 57
East 1 13 209 110 3 28
West 1 10 91 77 2 23

York 728,980 9 108 37 4 1

964 744 159

Grey Bruce 152,380 20 10 2

Elgin-St. Thomas 81,560 27 7

Huron 59,695 2 15 4 2 1

Chatham-K ent 107,705 1 43 3

Lambton 124,295

M iddlesex-London 403,180 3 33 3 1 9

Oxford 99,265 1 5 2

Perth 73,680 1 16 3 1

W indsor-Essex 374,985 6 38 1 5

Mowsowes . P wees 103

Brant 118,085 2 96 10 1 1 1

Haldimand-Norfolk 104,580 1 16 9

Halton 375,230 8 21 1 2 4

Hamilton 490,270 1 5 91 78 3 7

Niagara 410,570 7 31 3 8

W aterloo 438,515 9 49 2 8

W ellington-Dufferin-Guelph 238,315 3 16 1

20 1
April 2003 11,394,785

" Total Y70 2002 sl oo 1005

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

** Infectious Syphilis cases include 'Primary, Secondary and Early Latent' staging effective January 1, 2003
* Adjusted for deletions and late reports.
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Summary of Reportable Diseases in Ontario - April, 2003

Population |l Hepatitis | Hepatitis Hepatitis Hib influenza | Measles| Meningo-
Health Units by Region 2001 A B C coccal

Algoma 117,200 6
North Bay 92,950 2
Northwestern 75,085 3 6
Porcupine 84,755 3 5
Sudbury 188,365 1 16 1
Thunder Bay 152,800 11 8 1
Timiskaming 35,335
B Ty
Eastern Ontario 185,975 5 4
Hastings & Prince Edward 150,805 1
Kingston, Frontenac & Lennox 178,065 2
Leeds, Grenville & Lanark 159,100 4
Ottawa 774,070 1 31 4
Renfrew 96,465 2
Total- Eastern | wseseel o TP
Durham 506,900 1 2 1
Haliburton-Kawartha 161,770 16
M uskoka-Parry Sound 80,500
Peel 988,950 2 43 6
Peterborough 125,860 7
Simcoe 377,030
Toronto -total 2,481,495 4 2 86 33
North 1 18 5
South 38 14
East 2 16
West 1 2 14
York 728,980 2 11 6
Towi-cCentraleasr |
Grey Bruce 152,380 3
Elgin-St. Thomas 81,560 3 1 1
Huron 59,695
Chatham-Kent 107,705 1
Lambton 124,295
M iddlesex-London 403,180 1 12
Oxford 99,265
Perth 73,680
W indsor-Essex 374,985 1 13 1 1
E-
Brant 118,085 6
Haldimand-Norfolk 104,580
Halton 375,230 3
Hamilton 490,270 2 31 2
Niagara 410,570 24 2 1
W aterloo 438,515 13 2
W ellington-Dufferin-Guelph 238,315 1

Total - Central W est 2115565
April 2003 11,394 765

* Total YID 2003

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

** |nfectious Syphilis casesinclude '‘Primary, Secondary and Early L atent' staging effective January 1, 2003
* Adjusted for deletions and late reports.
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Summary of Reportable Diseases in Ontario - April, 2003

Health Units by Region 2001 infectious* *
Algoma 117,200
North Bay 92,950 1
Northwestern 75,085 1 2
Porcupine 84,755
Sudbury 188,365
Thunder Bay 152,800 1
Timiskaming 35,335

Total - Northern

746,490

Eastern Ontario 185,975 1

Hastings & Prince Edward 150,805 1

Kingston, Frontenac & Lennox 178,065 1

Leeds, Grenville & Lanark 159,100 1 1

Ottawa 774,070 2 7 2 3

Renfrew 96,465

. s w2l 8 3

Durham 506,900 2

Haliburton-Kawartha 161,770 1

M uskoka-Parry Sound 80,500 1

Peel 988,950 2 1 1

Peterborough 125,860 6

Simcoe 377,030

Toronto - total 2,481,495 2 33 6 14 8
North 8 3 3
South 8 4 9 1
East 2 6 1 3
West 11 1 1

York 728,980 3 7 2

e

Grey Bruce 152,380

Elgin-St. Thomas 81,560 1 1

Huron 59,695

Chatham-Kent 107,705

Lambton 124,295

M iddlesex-London 403,180 2 4

Oxford 99,265

Perth 73,680 1

W indsor-Essex 374,985 1 5

lotal - Central W est
April 2003

* Total YID 2003

2,175 565
11,394 7165

Brant 118,085 1

Haldimand-Norfolk 104,580 2

Halton 375,230 3

Hamilton 490,270 4 1

Niagara 410,570 1 12 4
W aterloo 438,515 3

W ellington-Dufferin-Guelph 238,315 1 2 1

* lotal YID 2002

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 Y ork

** Infectious Syphilis cases include '‘Primary, Secondary and Early L atent' staging effective January 1, 2003

* Adjusted for deletions and late reports.
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Summary of Reportable Diseases
1st Quarter, 2003

Ministry of Health and Long-Term Care

Ontario
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Summary of Reportable Diseases in Ontario - 15t Quarter 2003

Population AIDS Campylo, Chmk en- | Chlamydia Enceph / Gonorrhea
Health Units by Region 2001 M emngltls

Algoma 117,200 1

North Bay 92,950 2 80 33 4

Northwestern 75,085 20 63 2 4

Porcupine 84,755 1 18 51 2 1

Sudbury 188,365 3 173 87 2 2

Thunder Bay 152,800 5 19 107 12

Timiskaming 35,335 1 12

Eastern Ontario 185,975 7 15 41 1

Hastings & Prince Edward 150,805 5 58 1 1 1

Kingston, Frontenac & Lennox 178,065 3 87 3 3 2

Leeds, Grenville & Lanark 159,100 9 4 1 3

Ottawa 774,070 53 264 297 9 8 34

Renfrew 96,465 5 1 16 3 3

EEE e e e 287 499

Durham 506,900 19 674 157 5 10 18

Haliburton-Kawartha 161,770 6 26 1 2 1

M uskoka-Parry Sound 80,500 1 9 14

Peel 988,950 2 79 519 406 6 9 68

Peterborough 125,860 4 36 55 2 3 2

Simcoe 377,030 5 8 21

Toronto - total 2,481,495 13 198 920 1,579 21 19 434
North 1 46 213 312 2 3 75
South 10 73 160 547 7 7 224
East 1 43 427 465 8 6 82
West 1 36 120 255 4 3 53

York 728,980 88 137 175 9 5 28

Grey Bruce 152,380 6 35 43 3

Elgin-St. Thomas 81,560 4 52 16 1 1

Huron 59,695 3 3 4

Chatham-Kent 107,705 1 65 23 1 1

Lambton 124,295 2

M iddlesex-London 403,180 2 17 141 2 3 19

Oxford 99,265 3 30 2 3

Perth 73,680 3 31 17 2

W indsor-Essex 374,985 26 284 121 1 6 13

Brant 118,085 3 157 56 7 1

Haldimand-Norfolk 104,580 5 27 16

Halton 375,230 15 58 2 5 5

Hamilton 490,270 2 20 214 255 1 10 21

Niagara 410,570 30 283 141 1 5 19

W aterloo 438,515 1 19 36 204 6 14 15

W ellington-Dufferin-Guelph 238,315 16 100 62 1 3

Total - Central W est 2,175,565 ____
15t Quarter 2003 11,394,765 -_ s189| 4532 _-

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

** Infectious Syphilis cases include 'Primary, Secondary and Early Latent' staging effective January 1, 2003
* Adjusted for deletions and late reports.
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Summary of Reportable Diseases in Ontario - 15t Quarter 2003

Population Hepatitis | Hepatitis | Hepatitis Hib Influenza | Measles Meningo-
Health Units by Region 2001 A B C coccal
9

Algoma 117,200 1

North Bay 92,950 10 6 1
Northwestern 75,085 4 1

Porcupine 84,755 13 8

Sudbury 188,365 35 13

Thunder Bay 152,800 23 7

Timiskaming 35,335 3 12

Eastern Ontario 185,975 2 13 1 10

Hastings & Prince Edward 150,805 1 2 12 3

Kingston, Frontenac & Lennox 178,065 12 18

Leeds, Grenville & Lanark 159,100 17 6

Ottawa 774,070 119 12

Renfrew 96,465 6 4 1

Durham 506,900 2 1 6

Haliburton-Kawartha 161,770 1 18 6

M uskoka-Parry Sound 80,500 1 4 5

Peel 988,950 5 1 95 45 3

Peterborough 125,860 28 2

Simcoe 377,030 21 5

Toronto -total 2,481,495 9 8 372 40 4 2
North 2 3 75 5 3
South 1 2 153 15
East 5 1 81 12 1 2
West 1 2 63 8

York 728,980 1 1 55 15 1

Towl CenvalEast

Grey Bruce 152,380 2 15 13

Elgin-St. Thomas 81,560 10 1

Huron 59,695

Chatham-Kent 107,705 9

Lambton 124,295

Middlesex-London 403,180 37 1

Oxford 99,265 1 5

Perth 73,680

W indsor-Essex 374,985 45

Total - Central W est

1st Quarter 2003

* Total YID 2002

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 Yo

Brant 118,085 14

Haldimand-Norfolk 104,580 3

Halton 375,230 1 36 2
Hamilton 490,270 2 84 17

Niagara 410,570 1 1 83 10

W aterloo 438,515 43 3 2
W ellington-Dufferin-Guelph 238,315

2,175,565
11,394,765

rk

1 11 10
s 2! el ) ssf b 4
1278

. 8 s P

** Infectious Syphilis cases include 'Primary, Secondary and Early Latent' staging effective January 1, 2003

* Adjusted for deletions and late reports.
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Summary of Reportable Diseases in Ontario - 15t Quarter 2003

Population Mumps | Pertussis Rubellia Salmon. Shigellosis Syphilis VIEC
Health Units by Region 2001 Infectious**
1

Algoma 117,200 3 1

North Bay 92,950 1 2

Northwestern 75,085 1 1
Porcupine 84,755 7 5

Sudbury 188,365 1 5 1
Thunder Bay 152,800 6 1
Timiskaming 35,335

Eastern Ontario 185,975 1 6 2
Hastings & Prince Edward 150,805 1 7 1
Kingston, Frontenac & Lennox 178,065 1
Leeds, Grenville & Lanark 159,100 2 4 1
Ottawa 774,070 11 30 8 5 1
Renfrew 96,465 1 1
ey Ve e P ey ey
Durham 506,900 20 2 1
Haliburton-Kawartha 161,770 3
M uskoka-Parry Sound 80,500 1 1
Peel 988,950 2 4 46 12 1 2
Peterborough 125,860 6 1 2
Simcoe 377,030 7
Toronto - total 2,481,495 1 3 99 30 63 4
North 1 2 30 3 1
South 28 18 57
East 1 26 4 2 2
West 15 5 3 2
York 728,980 1 46 4 2 6
Towal-centralEast |
Grey Bruce 152,380 1 1
Elgin-St. Thomas 81,560 1
Huron 59,695 2 1 1
Chatham-Kent 107,705 1 1
Lambton 124,295
M iddlesex-London 403,180 12 1
Oxford 99,265 1
Perth 73,680 1 3
W indsor-Essex 374,985 20 5

Total - Central W est
lst Quarter 2003

2,175,565
11,394,765

Brant 118,085 1

Haldimand-Norfolk 104,580 2

Halton 375,230 5 15 3

Hamilton 490,270 1 20 1 69
Niagara 410,570 1 3 31 2 1

W aterloo 438,515 2 12 4 2

W ellington-Dufferin-Guelph 238,315 2 9 1

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 York

** Infectious Syphilis cases include 'Primary, Secondary and Early Latent' staging effective January 1, 2003

* Adjusted for deletions and late reports.
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Vaccine Preventable and Other Diseases

Measles by Month

Ontario
January-March, 2002 and 2003

Number of Cases

0
Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Month
712002 E2003

Total for 2002 includes "confirmed" and "probable" cases

Measles by Age

Ontario
January-March, 2002 and 2003
4 Number of Cases Rate per 100,000 4
3 3
2 2
1 1
0 0

<1 1-4 5-9 10-14 15-19 20-24 25-29 30-39 40+
Age
212002 number —2002 rate m2003 number =—2003 rate

Total for 2002 includes "confirmed" and "probable" cases
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Vaccine Preventable and Other Diseases

Meningococcal Disease by Month
Ontario
January-March, 2002 and 2003

Number of Cases

15 |-

10 [

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Month
22002 E2003

Meningococcal Disease by Age
Ontario

January-March, 2002 and 2003

Number of Cases Rate per 100,000 20

———————————————————————————————————————————— 15
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<1 1-4 5-9 10-14 15-19 20-24 25-29 30-39 40-49 50-59 60 +
Age
12002 number —2002 rate 2003 number —2003 rate
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Vaccine Preventable and Other Diseases

Pertussis by Month
Ontario
January-March, 2002 and 2003

Number of Cases

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Month

712002 E=2003

Pertussis by Age
Ontario
January-March, 2002 and 2003

Number of Cases Rate per 100,000
0 80
60 | 60
40 | 40

20 N\ R 20

1-4 5-9 10-14 15-19 20-24 25-29 30-39 40+
Age
‘2002 number —2002 rate E2003 number —2003 rate
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Enteric Diseases

Campylobacter by Month
Ontario
2002 to 2003

Number of Cases
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40 =t
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Salmonellosis by Month
Ontario
2002 to 2003

Number of Cases
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Enteric Diseases

Shigellosis by Month
Ontario
2002 to 2003

Number of Cases
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Verotoxin-Producing E. coli Infections
Ontario

2002 to 2003

Number of Cases
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Month
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OH3Hd

col

PPNG as a Proportion of Total Gonorrhea

Ontario
2002 to 2003
Percent of total GC cases Number of GC cases 400
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Month
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Reportable Disease Summary for First Nations and I nuit Health Branch
Ontario Region, January 1 - M arch 31, 2003

F

DISEASE M

F|M
Campylabacer Emeris L PP PP

Chickenpox (Varicella) 3 2 3

F
Chlamydia Trachomatis infections ......E 5 7 3
Giardiasis

Genorthea e L
1

=

s

2

Hepatitis C

nfuenze e
1 1

Tuberculosis

—
Qe
D

On-Reserve Population for MSB - Ontario Region = 68,874
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