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As 2003 draws to a close, we are provided with the opportu-

nity to reflect upon the milestones of the passing year. The year

has presented public health, and the health care system asawhole,
with unprecedented changes and challenges.

The Public Health Branch becamethe Public Health Division (PHD) in
early 2003, reflecting the growing recognition of public health and the
Ministry’s commitment to health protection and promotion.
Severe Acute Respiratory Syndrome (SARS) tested the strength and capac-
ity of the public health system to address this new and deadly infectious
disease. Province-wide, public health professionals worked tirelessly to
combat and contain the disease. To help prevent and control outbreaksin
the future, the PHD has implemented the SARS Short-Term Action Plan
including the creation of an Epi-Centre, Call Centre, and Rapid Mobile
Response Teams, and additional support for the health units. In addition,
approval has been received to implement the integrated Public Health
Information System (iPH1S) in Ontario. iPHISwill providecommunicable
disease reporting and case management within public health units acfess
the province.
We look forward to the new challenges and opportunities that our
combined efforts to revitalize public health across Ontario are
sureto bring.

On behalf of the PHD, | wish you and your loved ones
a joyous festive season and all the best in 2004.

Coalin O. D’ Cunha, MBBS, MHSc, FRCPC
Commissioner of Public Health,

Chief Medical Officer of Health and
Assistant Deputy Minister
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CANADA RESEARCH CHAIR IN
COMMUNITY ORAL HEALTH

ASSISTANT / ASSOCIATE PROFESSOR

The University of Manitoba is seeking applications or
nominationsfor aCanadaResearch Chair established by
theGovernment of CanadatoenableCanadianuniversities
tofoster world-classresearchexcellence. TheUniversity’s
Strategic Research Plan includes aTier 11 Chair in the
Faculty of Dentistry intheareaof Community Oral Health,
particularlyinrelationtoAboriginal Populations. TheChair
will enhancetheUniversity’ salready establishedresearch
strengthinAborigina Health.

Candidatesmust be established scholarswith demonstrated
potential of becoming worldleadersintheir research area
They should have a strong commitment toward
interdisciplinary research and the ability to attract excellent
graduate students. A Ph.D. and established track record
of researchin community dentistry and/ or PublicHedlthis
required. Theappointment will betenure-track at therank
of Assistant or Associate Professor with limited teaching
responsibilities. Women and Aboriginal peoples are
particularly encouraged to apply.

Aboriginal health is an area of strategic importance to
Manitobaand, inturn,totheUniversity. TheUniversity’s
Faculty of Dentistry hastargetedfor strategicdevel opment
theareaof community ora health, particularlyinrelationto
Aboriginal populations. A Centrefor Community Oral
Healthhasrecently beencreatedtoexpandtheUniversity’s
outreach activities in this area, and a recent academic
appointmentinthisareabringsuniqueskillsintheandysi sof
dental hedlthtoassesstheefficacy of dentd hedlthcare. The
goal of theCentre' sresearch programistounderstandthe
distribution and determinantsof oral diseasesinspecial
needspopulationsin order toimprovetheoral health of
nativepeoples, particularly thoselivinginManitobaand
NorthernCanada. Membersof theCentrewill work closely
withthe University’ soral microbiology and Aboriginal
hedlthgroups, bothof whichhaveestablishedstrengthat the
university. The University of Manitoba encourages
applicationsfrom qualified women and men, including
members of visibleminorities, Aboriginal peoples, and
persons with disabilities. All qualified candidates are
encouragedtoapply; however Canadiansand permanent

I’ﬁ' Ew&wi [l begivenpriority.
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With a population of morethan 650,000, Winnipegisa
major multicultural centre, including the Royal
Winnipeg Ballet, the Winnipeg Symphony Orchestra,
the Manitoba Opera Association, the Manitoba Theatre
Centre, and also a variety of professional sports
activities. Excellent private and public schools are
available that teach in English and/or French.
Professional baseball, basketball, and hockey teams
have their homes in Winnipeg. Superb shopping
opportunities are available and it has been said that
Winnipeg has the most restaurants per capita of any
city in North America. Nearby are some of the finest
beachesin Canada along the shores of Lake Winnipeg
and our provincial parks offer excellent outdoor
recreational opportunities throughout the year.
Winnipeg also boasts some of the most affordable
housing in Canada and has an international airport
within the city limits.

Review of applicationswill begin on January 31, 2004
andwill continueuntil the positionisfilled. Pleaserefer to
Position#AGQ 052 indl correspondence. All Chairsare
subject to review and final approva by the Canada
Research Chair Secretariat. Applicationsshouldinclude
acurriculum vita, five-year research plan and three (3)
confidentid lettersof recommendation sent under separate
cover by the candidate srefereesto:

Dr. Johannde Vries

Dean and Chair of Search Committee
Faculty of Dentistry

D113- 780 Bannatyne Ave.
WinnipegMB CanadaR3E 0W2
emall: devrie§ @ms.umanitoba.ca
Fax: (204) 789-3912

Tel: (204) 789-3249

Application materiads, including lettersof reference, will
be handled in accordance
with Freedom of Information and Protection of
Privacy Act (Manitoba)

faculty of

entistry

The University
of Manitoba

For detail sregarding the CRC program, see:http://
www.chairs.gc.ca andfor the University of Manitoba
Strategic Research Plan, see:http://www.umanitoba.ca/
vpresearch/ors/researchchairs.htp
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NUTRITION AND CANCER PREVENTION
Introduction

Insight on Cancer isaunique new seriesof publications
designed to provide up-to-dateinformation for hedth pro-
fess ona sand policy-makersabout cancer and cancer risk
factorsin the province. It has been devel oped and sup-
ported jointly by Cancer Care Ontario (Division of Pre-
ventive Oncol ogy) and the Canadian Cancer Society (On-
tarioDivison).

Thefollowing isan extract from the second issue of In-
sight on Cancer, which focuses on results of the Ontario
Nutrition and Cancer Prevention Survey (ONCPS). Fu-
tureplannedissueswill providenewsandinformation about
colorectd cancer and non-Hodgkin lymphoma.

Detailsabout how to accessthefull issue (and futureis-
sues) arefound at theend of thisextract.

Setting the context

Unhealthy eating, overweight and physical inactivity may
beresponsiblefor 30% of cancersinthedeveloped world.:
16,000 cancersin Ontarians could be prevented annually
by avoiding theserisks. Thisiscomparableto the number
preventabl e by removing manufactured tobacco products.

A diet rich in vegetables and fruit can reduce therisk of
colorectd, lung, and anumber of other cancers(Tablel).2

A hedlthy body weight reducestherisk of severd cancers,
including post-menopausa breast cancer.? Further, recent
research suggeststhat obesity or overweight may bere-
lated to 14% of all male and 20% of all female cancer
deaths.®

Regular physical activity decreasestherisk of somecan-
cers.2* Some benefit resultsfromitsrolein maintaining
hedlthy body weight, for which moderateintengity issuffi-
cient. Additional cancer-risk reduction may requirevigor-
ousactivity.®

Table 1. I
Cancers with convincing or probable evidence for prevention by vegetable and

fruit consuption, healthy body weight, and physical activity

Healthy .
W eight Yy

Mouth, throat a

Esophagus 0 a

Stomach 0

Colon, rectum o a a

Pancreas o

Larynx u|

Lung 0

Breast a a

Endometrium* a a

Prostate 0

Kidney 0

Bladder 0

* Uterus, excluding cervix

Sources: Institute of Medicine, 20032

Friedenreich, 2001*
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Specific recommendationsto reduce cancer risk are sum-
marizedin Table2.

[able 2.

Recommendations to reduce cancer risk

Recommendation

Vegetable and fruit 5-10 servings daily*
consumption®

Body weight® *° BMI <25 kg/m? **

At least 30—45 minutes of
moderate to vigorous
activity on most days of the
week

Physical activity™

* Canada’s Food Guide to Healthy Eating describes a serving as 1 medium size vegetable or fruit, 1/
2 cup of fresh, frozen or canned vegetables or fruit, 1 cup of salad or 1/2 cup of 100% fruit or vegetable
juice®

** A measure of body weight (in kilograms) adjusted for height (in metres). Generally categorized as
underweight, healthy, overweight or obese

Although there is no evidence that a very low BMI (<18.5) increases the risk of cancer, it is associated
with increased risk of other health problems® and so is note recommended.

Vegetables and fruit

Canada’s Food Guideto Healthy Eating® recommends
fivetoten servingsof vegetablesand fruit daily. About 40%
of Ontarianssurveyed (ages 18-64) failed to meet thisrec-
ommendation: 45% of men and 36% of women atefewer
than five servingsper day (Figure 1). Women ate signifi-
cantly more vegetablesand fruit than men: their median
number of daily servingswas 6.3, compared to men's5.4.

Figure 1. Daily servings of vegetables and fruit

Mo H >2—<5 O5+
10% 5%
64%
31%

55%

35%

Men Women

Source: Cancer Care Ontario, Ontario Nutrition and Cancer
Prevention Survey, 2003

Body Weight

A body massindex (BMI) of lessthan 25 kg/m?isrecom-
mended to reduce cancer risk.? Although obesity
(BMI1>30) increasesrisk substantialy, any excessweight
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(BMI1>25) resultsin higher risk. A very low BMI (<18.5)
increasestherisk of other health problemsand isnot rec-
ommended.”®

Almost haf (48%) of Ontario adultsaged 18-64 yearswere
abovethehedthy weight range: 36% wereoverweight and
12% obese. Significantly morementhanwomenwereover-
weight or obese: 47% of men and 25% of women were
overweight, and 15% and 9% of men and women, respec-
tively, were obese (Figure 2).

Figure 2. Body weight (BMI in kg/m?)

W <25 M 25-29.9 30+

15% 9%
38%

25%

47%

Men Women

Source: Cancer Care Ontario, Ontario Nutrition and Cancer
Prevention Survey, 2003

ThelInternational Agency for Research on Cancer recom-
mendsphysica activity for energy balanceand weight con-
trol.°> The Agency suggestscontinuous moderate-intensity
activity, such aswalking, for an hour on most days, par-
ticularly among adultswith sedentary jobs, to help maintain
ahealthy body weight.

Physical activity

Atleast 30t0 45 minutes of moderateto vigorousphysical
activity on most daysof theweek isrecommended to re-
duce cancer risk.>° Thisrepresentsthree hours per week
minimally andfivehoursoptimally.

43% of men and 53% of women aged 18-64 did not meet
the minimum recommendation, with lessthan threehours
of moderateto vigorous physical activity per week; 60%
of men and 73% of women did not meet the optimal rec-
ommendation of five hours per week (Figure 3). Nearly
20% were activefor lessthan one hour per week.

Although moderate-intensity physical activity isadequate
for weight control, vigorousactivity, such asfast walking,
several times per week may be needed for additional can-
cer-risk reduction.®

PHERO
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Figure 3. Weekly hours of physical activity

<1

O 5+

H1-<3 0d3-<5

17%
27%

40%

26%

20%

17%
Men Women

Source: Cancer Care Ontario, Ontario Nutrition and Cancer
Prevention Survey, 2003

Canada’s Physical Activity Guide to Healthy Active
Living recommendsthat activities be performed in peri-
ods of at least 10 minutes each.’® Whether more sus-
tained activity isrequired for cancer-risk reductionisun-

known.

Conclusions and actions

Only 14% of Ontario men aged 18-64 and 22% of women
meet minimum recommendationsfor vegetableand fruit
intake (fiveor moreservingsdaily), body weight (BM1<25
kg/m?) and physical activity (at |east three hoursweekly).
13% of men and 7% of women meet none of the three
recommendationsand areat increased risk of cancer asa
result.

Call to action!

Cancer istheleading cause of preventabledegthin Canada,
respons blefor 31% of potentia yearsof lifelogt.** Unless
actionistakento reducetheincidence of cancer, itsbur-
den on society and the health care systemwill continueto
escalate.

Cancer CareOntario, in consultation withitsstakehol ders,
has set cancer prevention targetsfor theyear 2020 (Table
3).2 Intensive and sustained programs, policiesand me-
diamessageswill be needed to achievethelarge changes
in popul ation behavioursrequired by thesetargets. These
changeswill aso reducetheincidence of heart disease,
diabetes, stroke, osteoporosis, and other chronic diseases.

Itiscriticd that dl sakeholdersinvolved in cancer control
takeaction.
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Table 3.

Ontario cancer prevention targets for diet, weight, physical
activity and alcohol

Vegetable

Alcohol
Consumption

Physical

and Fruit Activity

Intake

Obesity

Measure % consuming % obese % participating % following

5+ servings (BMI=30)  in moderate to the low-risk
of vegetables vigorous drinking
and fruit daily activity on guidelines*
most days of
the week
Cancer
2020 90% 10% 90% 98%
Target
* As set out by the CAMH™

Source: Cancer 2020 Steering Committee™

For more information...

Thefull text of Insight on Cancer. News and I nforma-
tion on Nutrition and Cancer Prevention can be found
on both the Canadian Cancer Society’sand Cancer Care
Ontario’'swebsites. Pleasevist the*library section” of the
Ontario pages of the Canadian Cancer Society’swebsite
located at www.cancer.ca, or visit www.cancercare.on.ca.

Dr. MarrettisaScientist, Ms. RobertsisManager of the
Prevention Unit, and Mr. InnesisaSenior Research As-
sociate, Division of Preventive Oncology, Cancer Care
Ontario. Dr. Marrett is Associate Professor, Department
of Public Health Sciences, University of Toronto.

Q

SOURCE AND CONTACT
LoraineD. Marrett, PhD
Melody Roberts, RD MES
Michael Innes, MSc
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ENTERIC OUTBREAKS REPORTED IN
ONTARIO, 2000-2002

Introduction

Many bacterid, viral, and parasitic pathogens cause enteric
outbreaksthrough oral-fecal transmission by vehiclesof
contaminated food or water, or by person-to-person
exposurest. Previoussummary articlesfor the periods 1994-
1998 and 1999 reported that enteric outbreaks affected
morethan 10,000individuasin Ontario annualy?3. These
outbreskswereinvestigated by theloca public hedth units
in Ontario in accordance with the requirements and
standardslisted in the Mandatory Health Programsand
Services Guidelinesfor infectious disease control. The
outbreak investigation dataare collected by the hedth units
and areentered into the outbreak modul e of the Reportable
Disease Information System (RDIS) for the purpose of
communicabledisease surveillance. Thisreport provides
descriptive epidemiological findingsof enteric outbreaks
reported in RDIS from 2000 to 2002.

Methods

The RDIS outbreak module was accessed on May 8",
2003 to obtain recordsfor theanayss. For the purpose of
thisreport, an enteric outbreak was defined astwo or more
casesof entericillnessassociated by time, exposureand/or
place. “Episode Date”’ was used to estimatethe onset date
of theoutbreak. Thisisthe onset date of symptomsof the
primary case, or if that wasunknown, theearliest available
datelistedinthe RDISfield “ Typeof Episode Date’s. The
recordsinthemodulewereincluded intheanalysisif the

“Episode Date” was between January 1, 2000 to
December 31, 2002.

The number of casesfor each outbreak wasgiven by the
RDISfield* Epidemic curve-Totd 111" or wascal culated
by totalling “ Staff-Actud ill” and“ Clients-Actud ill”. If
therewas adiscrepancy between the two numbers, the
greater of the two numbers was used as the number of
casesfor each outbreak.

Variablesfrom RDISfields“Modeof Transmisson” and
“Typeof Establishment” wereregrouped for the purpose
of thisanalysis. Theregrouped categoriesfor “Mode of
Transmission” include ‘ person-to-person’ (person-to-
person, direct contamination, and dropl et transmission) and
‘other’ (wound contamination, indirect contamination, and
animal contact). Theregrouped categoriesfor “ Type of
Egtablishment” include’ hedlth careindtitutions (hedthcare
facilities, hospitals, long-term-carefacilities), * school/day
careingtitutions’, ‘food service sector’ (cafeteria, club,
fast food, hotel/motel, resort, and restaurant), and * other’
(catered event, church/religiouscentre, rest and retirement
homes, and group homes).

The* Outbreak Agent/Organism” identified the agent or
organism that caused the outbreak. The agent/organism
waslisted as‘ other’ if it wasnot availableintheexisting
RDIScategory lig.

Results

Over thestudy period, 1,881 outbreakswerereportedin
the RDIS outbreak module. Of these, 12 records were
duplicates, 31 had lessthan 2 cases, and 258 did not specify

Table 1: Number and Percent of Missing or Unspecified Valuesby RDIS Field for
Enteric Outbreaks Reported in Ontario, 2000-2002 (N=1,580)
RDIS Field Celd N Missing: number (%)
Number ield Name 2000 2001 2002
(n=334) (n=452) (n=794)
20 Episode Date 0 0 0
100050 Outbreak Primary Health Unit 0 0 0
100440 Outbreak Agent/Organism 167 (50.0) 232 (51.3) 409 (51.5)
155 Outbreak Type of Establishment 25 (7.5) 14 (3.1) 20 (2.5)
240 Outbreak Mode of Transmission 22 (6.6) 10 (2.2) 35(4.4)
100213 Epidemic curve-Total Ill 18 (5.4) 82 (18.4)  141(17.8)
100312 Clients-Actual Ill 17 (5.1) 9 (2.0) 11 (1.4)
100313 Staff-Actual Ill 84 (25.1) 75(16.6) 116 (14.6)
100314 Clients-Actual Number Hospitalized 49 (14.7) 55 (12.2) 149 (18.8)
100315 Staff-Actual Number Hospitalized 105 (31.4) 118 (26.1) 251 (31.6)
100316 Clients-Actual Number of Fatal Cases 55 (16.5) 62 (13.7) 155 (19.5)
100317 Staff-Actual Number of Fatal Cases 107 (32.0) 121 (26.8) 250 (31.5)
PHERO 202 12/31/03



Table2: Annual Summary Statisticsfor Outbreaksand

Cases, Ontario, 2000-2002.
Statistic vear

2000 2001 2002

Number of Outbreaks 334 452 794
Number of Cases 10,878 14,989 30,907
Mean
(cases per outbreak) 33 33 39
Median
(cases per outbreak) 15 22 22
Mode
(cases per outbreak) 2 ! 2
Range 21,346 2577 2-332
(cases per outbreak)
Hospitalization Rate per
1000 (# of hospitalized 18 (197) 37 (557) 27 (835)
cases)
Case Fatality Rate per
1000 (# of deaths) 3.6 (39) 3.6 (50) 2.9 (75)

the number of cases. Theserecordswere excluded from
the analysis. Therefore, 1,580 records met the case
definition for an outbreak and wereanayzed. The number
and percentage of missing or unspecified valuesfromthe
RDISfieldsusedinthisreport arelistedin Table 1. The
missing or unspecified values are not included in the
followingresults.

A tota of 56,774 individualswere affected in the 1,580
outbreaks. The mean, median, mode and range of the

number of personsaffected in the outbreaksfor the study
period were 36, 20, 2 and 2 - 1,346 respectively. The
annual mean, median, mode, and range of the number of
cases per outbreak aswell asthe hospitalization rate and
thecasefatality ratearelistedin Table 2.

Enteric outbreakswerereported in 31 of the 37 Ontario
health units (Figure 1). Sixty-two per cent of outbreaks
werereported in thewinter season (i.e., January toMarch
and December). The number of outbreaks by monthis

Number of Qutbreaks Reported in Ontario by Health Unit
2000 - 200;

Health Unit 2000 | 2001 | 2002 | Total
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Figure 1. Number of Enteric Outbreaks by Health Unit, Ontario, 2000-2002
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Figure 2. Number of Enteric Outbreaks by Month, Ontario, 2000-2002
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Themost frequently reported“ Typeof Edtablishment” during
thestudy period was* hedth careingtitutions . ‘Hedthcare
ingtitutions accounted for 62 per cent of outbreaksand 78
per cent of cases. The primary “Mode of Transmission”

was ‘ person-to-person’ reported in 65 per cent of
outbreaks and affected 72 per cent of individuals. The
annual number of outbreaks and cases for “Type of
Establishment” and“Modeof Transmission” areillustrated
inFigure3and 4.

100% -
90%
80%
70% -
60% -

0%

Figure 3. Outbreaksand Cases by Type of Establishments, Ontario, 2000-2002.

50% | - -
40% 1| - -
30% | - -
20% | - -

10% - -

2000 2000 2001 2001 2002 2002
# of Outbreaks  # of Cases # of Outbreaks # of Cases # of Outbreak  # of Cases
(n=309) (n=9,439) (n=438) (n=14,874) (n=774) (n=30,449)
B Unknown 0 0 2 40 1 28
| Other 25 1,011 34 1,108 54 2,948
[ Private Residences 18 67 30 132 71 255
N Food Senice Sector 20 247 19 292 18 327
B School/Day Care Facilities 41 584 69 1,213 182 3,644
O Health Care Institutions 205 7,530 284 12,089 448 23,247
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A total of 772 outbreaks reported the etiology of the
outbreak. Viruses were identified in 416 outbreaks,
followedin number by other (200), bacteria(125), parasites
(29), and unknown (2). Themost frequently reportedvira, (17,827), Esherichia Coli
bacteria, and parasitic agent by number of outbreskswere
Norwalk-likevirus (NLV) (313), Camplyobacter (46),

12/31/03

Figure 4. Outbreaks and Cases by Mode of Transmission, Ontario, 2000-2002
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2000 2000 2001 2001 2002 2002
# of outbreaks # of cases # of outbreaks # of cases # of outbreaks # of cases
(n=312) (n=10,122) (n=442) (n=14,826) (n=759) (n=29,493)
[E Unknown 54 1,075 100 2,591 186 7,014
B Other 13 173 3 53 22 1,016
[ Vectorborne 1 78 2 237 7 392
N Waterborne 2 1,348 4 14 10 53
[ Foodborne 48 440 33 374 43 355
[ Person to Person 194 7,008 300 11,557 491 20,663

listedin Table

3.

Table 3: Number of Outbreaks and Cases by Agent/Organism, Ontario, 2000-2002

2000 2001 2002 Total
Type of Agent/Organism # of # of # of # of # of # of # of # of
outbreaks cases outbreaks cases outbreaks cases outbreaks cases
Astrovirus 4 77 2 38 3 87 9 202
Calicivirus 4 42 5 226 7 255 16 523
Enterovirus 1 11 6 178 3 73 10 262
Hepatitis A 3 33 2 10 6 18 11 61
Viral Influenza yirus 1 8 0 0 4 45 5 53
Norwalk virus 53 2,831 87 4,352 173 10,644 313 17,827
Parainfluenza 0 0 0 0 2 89 2 89
Respiratory 0 0 0 0 1 47 1 47
Rotavirus 16 355 22 677 11 463 49 1495
Total 82 3,357 124 5,481 210 11,721 416 20,559
Bacillus cereus 1 6 1 8 0 0 2 14
Campylobacter 20 66 7 47 19 53 46 166
Clostridium 3 167 5 92 3 87 11 346
E. coli, verotoxin 5 1,370 9 33 6 22 20 1,425
Salmonella (all 4 8 10 86 16 131 30 225
Bacterial serotypes)
Shigella (all 1 5 4 18 3 8 8 31
serotypes)
Staphlococcus 0 0 1 2 1 21 2 23
Yersinia enteritis 0 0 0 0 6 16 6 16
Total 34 1,622 37 286 54 338 125 2,246
Cryptosporidia 3 23 1 13 1 2 5 38
~_ Giardia 5 20 6 16 10 24 21 60
Parasitic Entamoeba 0 0 1 2 2 8 3 10
Total 8 43 8 31 13 34 29 108
Other Other 41 1,044 51 1,659 108 3,788 200 6,491
Unknown Unknown 2 31 0 0 0 0 2 31
205

and Giardia (21). Themost frequently reportedvird,
bacterial, and parasitic agent by number of cases
affected in the outbreaks were Norwalk virus
(1,425), and
Cryptosporidium(38). Theannual number of enteric
outbreaks and cases by type of agent/organism are
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Discussion

Of the 1,881 reportsentered in RDISfrom 2000 to 2002,
289 recordswerenotincluded intheanays sbecauseeither
they did not meet theoutbresk definition (31) or thenumbers
of caseswere not specified for the outbreak (258). These
may have been outbreaks but were not identified dueto
incompl ete reporting on the true number of individuals
affected by the outbreak. Inaddition, six health unitsdid
not report any outbreaksinthethree-year period (Figure
1). Itislikely that these health unitsdid experience some
enteric outbreaks but were not reported. Therefore, this
report likely under-estimates the true number of enteric
outbresksin Ontario.

The 334 outbreaks reported in 2000 were comparableto
the annual number of outbreaks reported from 1994 to
199973, Theannua number of outbreaksincreased mildly
to 452 outbreaksin 2001 and markedly to 794 outbreaks
in 2002. Themarked increasein the number of outbreaks
was attributable to a large increase in the number of
outbreaks that occurred in December 2002 (Figure 2).
Further analysis of data reported in December 2002
indicated that 69 per cent of outbreaksinwhich an agent
wasidentified were caused by NLV. Thesefindingswere
consistent with reportsof NLV outbreaksthat occurredin
hospitals, long-term carefacilities, and school sthroughout
southern and eastern Ontario in December 2002%°.
Similarly, the 10,878 and 14,989 personsaffected in 2000
and 2001, respectively, were comparabl e to the annual
number of cases affected from 1994 to 1999 and the
number increased to 30,907 persons affected in 200222,

Therate of hospitalization, 18 and 27 cases hospitalized
per 1,000 cases for 2000 and 2002 respectively, was
comparableto therate of 22 caseshospitalized per 1,000
casesin 1999, In 2001, therateincreased moderately to
37 cases hospitalized per 1,000 cases. Forty per cent of
the hospitalized casesin 2001 occurred in November in
‘hedth careinditutions . Ninety-four per cent of thesecases
had gastroenteritis caused by ‘ other’ type of organism.

Thewinter season accounted for 59 per cent of outbreaks
in 2000, 74 per centin 2001, and 73 per centin 2002. The
increase above the expected number of outbreaks (33%)
that occurred in the winter monthswas attributed to the
outbreaksoccurring in health carefacilities.

‘Health care ingtitutions accounted for 62 per cent of
outbresksand 78 per cent of cases. Resdentsiningitutiond
settingsare often at increased risk of disease because of
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factorssuch as pre-existing iliness or old age that may
compromisetheir ability toresist disease. Further, the
residents often live in close proximity to each other
increasing therisk of person-to-person transmission.

‘Privateresidences had agreater number of outbreaks
(119) compared to the ‘food service sector’ (57).
However, the number of persons affected in the ‘food
service sector’ (866) was greater than the number of
persons affected in the ‘private residences (454). A
reporting biaslikely affected thesefindings. Outbreaks
occurringin‘ privateresdences werelikely under-reported
to agreater degree than outbreaksin the ‘food service
sector’.

L essthan half of the outbreakshad known etiology. This
isacommon limitationin outbresk gudiesinvolving enteric
diseases?31%12, For the outbreakswith known etiol ogy,
common characteristicswereidentified for theetiologic
agents with respect to the outbreaks. In general, vird
outbreakswere reported to have occurred in the winter
months(72%), occurredin‘ hedth careinditutions (74%),
had ‘ person-to-person’ mode of transmission (87%),
affected morethan 50 individua sin each outbreak, and
the virus most frequently identified was NLV (75%).
Bacteria outbreaksoccurred from August to November
(46%), occurred in private residences (64%), had
‘foodborne’ mode of transmission (58%), and affected 2
to 10individuals. Paragitic outbreaks occurred throughout
the year, occurred in ‘private residences (81%y), had
‘person-to-person’ (34%), ‘unknown’ (31%) or
‘waterborne’ (28%) modes of transmission and affected
2to10individuds.

Inaseparate analysisof outbreakswith unknown etiology
(808), it wasfound that 64 per cent of these outbreaks
occurredinthewinter, occurred in hedlth careingtitutions
(65%), and had * person-to-person’” mode of transmission
(58%). Thus, the mgjority of these outbreaks had
characteristicsthat weresimilar to viral outbreaks. Itis
suggested in many studies that NLV's are a mgjor
contributor to the number of unidentified agentsinthe
outbreaksdue to lack of sensitivity and specificity of
laboratory testing for NLVs'%. Itislikely that many of
the outbreakswith unknown or unspecified agentswere
NLV sbut were not identified assuch.

Conclusion

Thefindingsfor enteric outbreaksin the period 2000 to
2002 were predominantly influenced by outbresks caused
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by vird agentsthat occurredin* hedlth careingtitutions in
thewinter spread by * person-to-person’ transmission. The
number of outbreaksincreased markedly in 2002 duetoa
series of NLV outbreaks that occurred in December
throughout southern and eastern Ontario. Caution must
be exercised when interpreting the findings, however,
because of incompletereporting. .
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Summary of Reportable Diseases in Ontario - September, 2003

Population AIDS Campylo. | Chicken- | Chliamydia Enceph / GAS Gonotrhea
Health Units by Region 2001 pox Meningitis
30

Algoma 117,200 5

North Bay 92,950 2 4 14 1

Northwestern 75,085 1 4 10 1

Porcupine 84,755 24

Sudbury 188,365 5 1 29 2

Thunder Bay 152,800 5 30 3

Timiskaming 35,335 7

e s e

Eastern Ontario 185,975 7 14 2

Hastings & Prince Edward 150,805 2 1 19 1 1

Kingston, Frontenac & Lennox 178,065 10 32 6 1

Leeds, Grenville & Lanark 159,100 1 1

Ottawa 774,070 34 33 112 4 18

Renfrew 96,465 2 2 3

T e e e 150

Durham 506,900 18 11 74 1 11

Haliburton-Kawartha 161,770 6 18 1

M uskoka-Parry Sound 80,500 1 8 1

Peel 988,950 52 4 140 4 1 24

Peterborough 125,860 7 7 23

Simcoe 377,030 7 43 33 3 4

Toronto - total 2,481,495 5 155 35 611 13 3 178
North 1 30 6 137 2 28
South 4 65 13 223 2 87
East 40 8 153 3 32
West 20 8 98 6 31

York 728,980 58 14 53 2 2 3

Grey Bruce 152,380 7 3

Elgin-St. Thomas 81,560 2 9 3

Huron 59,695 4 5

Chatham-Kent 107,705 5 7

Lambton 124,295

Middlesex-London 403,180 10 51 3 1 17

Oxford 99,265 4 13 1 3

Perth 73,680 4 3

W indsor-Essex 374,985 23 44 2 1 4

o

Brant 118,085 11 12

Haldimand-Norfolk 104,580 1 4 2 4

Halton 375,230 22 33 1

Hamilton 490,270 9 6 92 19

Niagara 410,570 19 9 69 1 1 12

W aterloo 438,515 26 66

W ellington-Dufferin-Guelph 238,315

17 7 30 2 1
Total - Central W est 2,175,565 1
September 2003 11,394,765

* Total YTD 2002 3.619 1201 13,566 2,279

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

** 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 - September, 2003

Population fl Hepatitis | Hepatitis Hepatitis H
Health Units by Region 2001 A B C
1

Algoma 117,200 7
North Bay 92,950 4
Northwestern 75,085 3
Porcupine 84,755 1
Sudbury 188,365 9
Thunder Bay 152,800 9 1
Timiskaming 35,335 1
_.ee. .y v
Eastern Ontario 185,975 1 3
Hastings & Prince Edward 150,805 1
Kingston, Frontenac & Lennox 178,065 16
Leeds, Grenville & Lanark 159,100 1
Ottawa 774,070 31
Renfrew 96,465
e ey e
Durham 506,900
Haliburton-Kawartha 161,770 4
M uskoka-Parry Sound 80,500
Peel 988,950 5
Peterborough 125,860 3 7 1
Simcoe 377,030 25
Toronto -total 2,481,495 7 3 113 1 1
North 25
South 5 1 45 1
East 1 1 29
West 1 1 14 1
York 728,980 3 2 10 1
s T e e e e
Grey Bruce 152,380 1 6
Elgin-St. Thomas 81,560 2
Huron 59,695 1
Chatham-K ent 107,705 3
Lambton 124,295
M iddlesex-London 403,180 2 1 22
Oxford 99,265 3
Perth 73,680
W indsor-Essex 374,985 17
FEETT R e B e e e e
Brant 118,085 1
Haldimand-Norfolk 104,580 1
Halton 375,230 8
Hamilton 490,270 2 1 25
Niagara 410,570 4 35
W aterloo 438,515 1 11
W ellington-Dufferin-Guelph 238,315 1 1

21755651 8|

* Total YTD 2002 3.899 0 00

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

** Infectious Syphilis casesinclude 'Primary, Secondary and Early Latent' staging effective January 1, 2003
* Adjusted for deletions and late reports.

12/31/03 209 PHERO



Summary of Reportable Diseases in Ontario - September, 2003

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

Algoma 117,200
North Bay 92,950
Northwestern 75,085 1
Porcupine 84,755
Sudbury 188,365 6
Thunder Bay 152,800 2
Timiskaming 35,335
- >
Eastern Ontario 185,975 2
Hastings & Prince Edward 150,805 4 1
Kingston, Frontenac & Lennox 178,065 3 1
Leeds, Grenville & Lanark 159,100 1
Ottawa 774,070 8 2 1
Renfrew 96,465 2
Moo e F eeeeel el
Durham 506,900 4 7 1 2
Haliburton-Kawartha 161,770
M uskoka-Parry Sound 80,500
Peel 988,950 31 3 4
Peterborough 125,860 3 2 1
Simcoe 377,030
Toronto - total 2,481,495 5 75 6 16 13 3
North 19 1 2 1
South 1 22 4 12 1
East 4 19 1 1
West 15
York 728,980 1 26 1 2 3
Crey Bruce 152,380 2 1 2
Elgin-St. Thomas 81,560 3
Huron 59,695 5
Chatham-Kent 107,705
Lambton 124,295
Middlesex-London 403,180 1 2
Oxford 99,265 3
Perth 73,680 3
W indsor-Essex 374,985 3
o
Brant 118,085 1
Haldimand-Norfolk 104,580
Halton 375,230 1 5 1 1
Hamilton 490,270 1 7 2 2
Niagara 410,570 6 1
W aterloo 438,515 1 7 3
W ellington-Dufferin-Guelph 238,315

2 1
1 s 00000000 e @03 000 ] 0 77 8

e 1 ol e 2 el el B o

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

** Infectious Syphilis cases include ‘Primary, Secondary and Early Latent' staging effective January 1, 2003
* Adjusted for deletions and late reports.
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