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In Canada there have been several reported outbreaks of E.coli 
0157:H7 in nursing homff. ~~th mortality rates among affected 
residents as high as 35% ,2, • Preventative efforts have encouraged 
adequate cooking and foodhandling practices to reduce the chances of 
foodborne illness as well as the establishment of control measures to 
prevent person-to-person spread among residents and staff of 
institutions. When faced with an outbreak, the medical and 
administrative staff of a nursing home must decide how much 
employee time and expenditure can be allocated to care for ill 
residents and prevent person-to-person spread within the institution. 

In June of 1990 the PEI Division of Aging and Extended Care 
advised all nursing homes in the province to immediately notify the 
Chief Health Officer or Director of Nursing for the Department of 
Health and Social Services of any case of E.coli Ol57:H7 diagnosed 
in one of their institutions. Within the following 3 months, 2 nursing 
homes did notify the Department of such events. 

The Investigations 
For the purpose of these investigations, a case was defined as a 

person having a positive stool culture for E.coli 0157:H7 

Nursing Home A: On 27 June, a Charlottetown nursing home was 
informed by the laboratory that a 70-year-old demented resident who 
was incontinent of stool had a stool culture positive for E. coli 
0157:H7. The Chief Health Officer was notified within 2 hours and 
educational and control measures were instituted within 3 hours. The 
ill man experienced diarrhea with bloody stools for 4 days and his 
stoolrevealed verotoxin-positive E.coli 0157:H7 phage type 4. 

Food histories did not reveal a definite source of the man's illness, 
although hamburger patties were thawed, cooked and served the day 
before the onset of symptoms. Samples of leftover hamburger failed to 
yield a growth of E.coli 0157:H7. The index case was taken off 
isolation one month after he became ill when his second negative stool 
culture was obtained. 
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des hospices a~~)anada; le taux de mortalite chez les pensionnaires malades va 
jusqu'a 35 % • . On a pris des mesures de prevention, certaines axees sur la 
cuisson et la manipulation des aliments afin de reduire les risques d 'infection 
d' origine alimentaire, d' autres vis ant a prevenir la transmission de personne a 
personne chez les employes et chez les pensionnaires des etablissements 
concern es. Dev ant une epidemie de ce genre, c' est aux medecins et aux 
administrateurs de ]'hospice de decider du temps que les employes 
consacreront aux soins des pensionnaires malades et aux mesures vis ant a 
prevenir la transmission de personne a personne, ainsi que des fonds qui y 
seront affectes. 

En juin 1990, la Division of Aein~ and Extended Care de l 'i.P.-E. a 
demande a tous les hospices de la province de signaler immediatement, soit au 
medecin hygieniste principal, soit a la directrice des services infrrmiers du 
ministere de la Sante et des Services sociaux tout cas d'infection a E. coli 
0157:H7 reconnu chez eux. Au cours des trois mois qui ont suivi, deux 
hospices ont signale des cas au Ministere. 

Les enquAtes 
Aux fins de ces enquetes, on definit un cas comme celui d'un sujet chez qui 

E.coli 0157:H7 a ete isole en culture de selles. 

Hospice A : Le 27 juin, le laboratoire informe un hospice de Charlottetown 
qu'E. coli 0157:H7 a ete iso16 a partir des selles d'un pensionnaire age de 70 
ans souffrant de demence et presentant une incontinence fecale. Le medecin 
hygieniste principal est informe dans les deux heures qui suivent cette 
information et en mains de trois heures des mesures sont prises pour informer 
le personnel et faire echec a 1 'epidemie. Pendant 4 jours, le malade presente 
une diarrhee sanguinolente; le laboratoire confirme la presence d' E.coli 
0157:H7 verotoxinogene appartenant au lysotype 4. 

L' anamnese alimentaire ne permet pas de determiner de fa~n precise la 
source de la maladie, mais on sait que de la viande hach6e a ete deconge16e, 
cuite et servie la veille de I' apparition des symptomes. L' analyse des restes de 
cette viandene permetpas d'isoler E.coli 0157:H7. On met fin al'isolement 
du cas de reference un mois apres I' apparition des symp!Omes, deux cultures 
de selles etant negatives. 
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Screening of the 36 residents and 4 staff who resided or worked 
on the same unit failed to reveal any further positive stool cultures 
and no secondary cases were diagnosed among residents or staff. 

No additional staff were required to carry out isolation 
procedures. 

Nursing Home B: On 4 September, 1990, the Chief Health 
Officer was notified of an outbreak of E. coli 0157:H7 in a 
Summerside nursing home. 

The institution housed 120 residents in 3 units and employed 
110 staff. The medical and administrative staff of the nursing home 
instituted immediate control measures and arranged an educational 
session for all staff within 12 hours. 

Stool samples were taken from all residents and staff. Seven 
cases (5 symptomatic) were identified among residents and none 
among the staff. There was a delay in obtaining a stool sample from 
the case diagnosed on 19 September because the resident was 
constipated. The epidemic curve for the outbreak is shown in 
Figure 1. 

It is likely that this was a foodborne point-source outbreak of 
illness with none or not more than one case (that of 9 September) 
being due to person-to-person spread. 

The ages of the cases were 79, 82, 90, 94, 97, 101and104 years 
with a mean age of 92.4 years. Six cases were female and one was 
male with the attack rate for females being 6.8% and for males 
3.1 % (overall rate of 5.8%). 

The range of duration of symptoms was 2 to 11 days with a 
mean of 4.4 days. 

Figure 1 
Cases of Escher/chis coll 
0157:H7 among residents of a 
nursing home rn 
Prince Edward Island 
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Le depistage chez Jes 36 pensionnaires de I' unite de soins concemee et 
Jes 4 employe(e)s qui y travaillent ne permet pas d'obtenir d'autres cultures 
positives; aucun cas secondaire n'est reconnu. ni chez Jes pensionnaires, ni 
chez Jes employes. 

L'isolement du malade n'a pas exige 1' embauche de personnel 
supplementaire. 

Hospice B : Le 4 septembre 1990, une epidemie d'infection a E.coli 
0157:H7 dans wt hospice de Summerside est signalee au 
medecin-hygieniste principal. 

L'etablissement conceme abrite 120 pensionnaires repartis dans 3 unites 
et emploie 110 personnes. hrunediatement, les medecins et la direction de 
I' etablissement entreprennent des mesures de Jutte contre I' epidemie et 
tiennent, dans les 12 heures qui suivent, une seance d'infonnation pour tout 
le personnel. 

Tous Jes pensionnaires et tous Jes employes font l'objet de cultures de 
selles. Chez Jes pensionnaires, on detecte 7 cas (dont 5 presentent des 
symptom es); aucun cas n' est detecte chez les membres du personnel. Le 
diagnostic n 'est pose que le 19 septembre chez un pensionnaire constipe. 
L'evolution de I' epidemie est presentee a la figure 1. 

nest probable qu 'il s' agit d'une epidemie de source alimentaire unique 
ou aucun cas, a l' exception possible de celui du 9 septembre, n' a represente 
une transmission de personne a personne. 

Les sujets touches sont ages de 79, 82, 90, 94, 97, 101et104 ans 
(moyenne 92,4 ans). n s' agit de six femmes et d'un homme. Le taux 
d'atteinte chez les femmes est de 6,8 %, chez Jes hommes de 3,1 % (taux 
global: 5,8 %). 

Les symptom es ont dure de 2 a 11 jours (moyenne 4,4 ). 

Figure 1 
cas d'lnfectlon il 
Eschsrfch/s coll 0157:H7 chez 
les ~nslonnalres d'un 
hpsplcede 
l'lle-du·Prlnce-Edouard 
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Unit A experienced 5 cases (12.5%); Unit B, 2 cases (5.0%); 
and Unit C, no cases although each unit housed 40 residents 
requiring equal overall levels of care. 

The 5 symptomatic cases all developed bloody diarrhea but 
none ~veloped any complications or were hospitalized and there 
were no deaths. · 

Although the same menu was offered to all residents, there were 
no cases among those who fed themselves and 7 cases (attaek rate 
of 23.3%, significant at p < 0.0001 by Fisher's exact test) among 
those who required assistance to eat their meals. Detailed food 
histories criuld not be obtained because of recall difficulties of 
elderly residents but menus were aviiilable and all 7 cases were 
served soft (grolind) or blended hamburger 2 days before the first 
resident became ill. Cultures of the leftover hamburger failed to 
result in identification of E. coli 0157:H7 organisms. 

Verotoxin-positiveE. coli Ol57:H7 phage type 14 was ctiltured 
from the stools of all cases. . . . 

All cases were taken off enteric precautions within a month of 
the onset of the outbre~ In order to isolate and cohort all cases, it 
was necessary for this institution to employ 2 full-time casual staff 
for one month at a total cost of $12,000.00. . 

Educational and Control Measures 
The f(}ilowing ~ucational and control measures were carried 

out by these instituti<>.JlS: 
11 The staff were informed about the epidemiology of E.coli 

0157 :H7 and the importance of their role in instituting control 
measures. 

II All Cases amon~ residents Were cohorted With enteric 
precautions until asymptomatic and 2 negative stool cultures 
taken 2 weeks apart were obtained. · 

11 All residents with 2 logse swols within 24 hours, or one bloody 
stool, were isolated until a negative stool culture was obtained. 

11 All ill staff with diarrhea were to be excluded from work until a 
negative stool culture was obtained and any cases among staff 
were to be excluded from work until 3 stool cultures taken on 
alternate days were negative. (No illness or cases w.ere 
identified among staff). 

11 All lalllldry from isolation roi>ms was handled with gloves, 
placed into separate plastic bags and transported directly to the 
laundry. 

11 Disp<>sable dishes were used in isolation rooms. 
11 All symptomatic and asymptomatic residents and staff on a unit 

where a case was diagnosed had a stool sample taken for 
screening. 

11 An Environmental Health Officer reviewed foodhandling 
practices with kitche:n. staff in ihe institution. They were 
reminded to cook meat to 70°C, store hot food lit 60°C and cold 
food at 4°C or less and were requested to adequately sanitize all 
utensils and contact surfaces. 

11 The institution was not closed but all visitors to cases were 
instructed regarding precautions and careful handwashing. 

Discussion 
- The medical and administrative staff of these 2 PEI nursing 
homes cooperated with the Department of Health and Social 
Services in instituting immediate educational and control measures 
as soon as the first case of E. coli 0157:H7 was reported to them. 
Both institutions were successful in preventing, or limiting, any 
further person-to-person spread of the organism to other residents 
or to staff. 

Bien que chaque unite heberge 40 pensionnaires exigeant generalement 
le meme niveau de soins, cinq cas (12,5 %) ont ete signales dans !'unite A, 
2 (5,0 %) dans !'unite B; aucunn'a ete signale dans !'unite C. 

Les 5 cas presentant des symptomes ont tous eu de la diarrhee 
sanguinolente; toutefois, aucun d' entre eux n' a souffert de complications ni 
n'a etehospitalise.Il n'y a eu aucundeces. 

Bien que le menu soit le rrieme pour tous Jes pensionnaires, il n 'y a pas 
eu de cas chez ceux qui s'alimentent seuls. Les 7 cas (taux d'atteinte de 23,3 
% significatif a p < 0,0001 selon la methode exacte de Fisber) concement 
des pensionnaires qui ont besoin d'aide pour manger. I1 n'a pas ete possible 
d'obtenir les antecedents alirnentaires detailles, les pensionnaires iiges 
souffrant de troubles ~ la memoire; toutefois, sefon Jes menus, qui ont pu 
etre consulres, on avait servi aux 7 personnes concemees de la viande 
hachee tendre OU passee au melangeur 2 jours avant !'apparition des 
symptomes chez le premier sujet toucM par l'epidemie. Les cultures des 
restes de viande hachee n'ontpas permis d'isoler E.coli 0157:H7. 

Mais les cultures de selles dans taus les cas ont permis d'isoler E. coli 
0157:H7 verotoxinogene du lysotype 14. 

Un mois apres l' apparition des symptoines, on met fin aux precautions 
de type enterique. A cause des mesures d 'isolement et du regroupement de 
tous les malades en cohortes, l' etablissement a du embaucb.er 2 employes 
occasionnels a temps plein pendant un mois, ce qui a coute 12 000 $. 

Information du personnel et mesures de lutte contra l'epldemle 
Les eiablissements concemes ont pris Jes mesures suivantes: 

11 On a explique aux employes l'epidemiologie de 1' E. coli 0157:H7 et 
I' importance de leur role dans la lutte contre l' epidfutle; 

II Tous les malades ont ere regroupes en cohortes; i1s ont fait I' obj et de 
.precautions de type enrerique jusqu 'a la disparition des sympromes et 
JUsqu'a ce que 2 cultures, faites a 2 semaines d'intervalle, soient 
negatives. 

11 Tous les pensionnaires ayant presenre 2 selles diarrheiques en 24 heures 
ou une selle sanguinolente ont ete isoles jusqu 'a ce qu 'on obtienne une 
culture de selles negative. 

11 Tous les employes souffrant de diarrhea devaient-etre exemptes du 
travailjusqu'a ce qu'une culture de selles filt negative; les emploxes 
donnant des cultures positives seraient exemptes du travail jusqu ace 
que 3 cultures de selles, sur des echantillons preleves aux deuxjours, 
aient donne des resultats negatifs. Au fait, ni l'une ni l' autre de ces 
eventualites ne s' est presentee. 

11 Le personnel devait porter des gants pour manipuler toute la lingerie 
utilisee dans les chambres d'isolement; celle-ci etait placee dan:s des sacs 
de plastique distincts et transportee directement a la buanderie. 

11 De la vaisselle jetable etait utilisee dans les chambres d'isoleinent. 
II Tous les peJll!ionnaires et emp1oyes d'une unite OU un cas avait ere 

reconnu ont fait l'objet d'lllle analyse de selles, meme ceux qui ne 
presentaient pas de symptOmes. 

11 Un officier sanitaire a rappele aux employes des cuisines les pratiques 
· correctes de preparation des aliments: faire cuire la viande .ii:!squ 'ace 
qu'elle ait atteint 70 °C, conserver les aliments chauds a 60 °C et Jes 
alirnentS froids a 4 °C OU mains, stfuiliser tous Jes ustensiles et bien 
desinfecter les surfaces. 

II L' etablissement Il' a pas ete ferme, mais }es personnes rendant Visite aux 
pensionnaires touches :par l' epidemie etaient infonnees des precautions a 
prendre et de la necess1te de bien se !aver Jes mains. 

Discussion 
Le personnel medical et administratif de ces 2 hospices de 

. I'fie-du-Prince-Edouardont collabore avec le ministere de la Sante et des 
Services sociaux en prenant irnmediatement des mesures pour informer leur 
personnel et pour !utter contre l' epidemie, des que leur fut signale le premier 
cas d'E. coli 0157:H7. I1s ontreussi a prevenir, OU a limiter, toute 
transmission de personne a personne du microbe parrni les employes et les 
pensionnaires. 
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In one nursing home, the costs associated with cohorting and 
maintaining enteric precautions amounted to $12,000. However, 
these efforts resulted in all ill residents being cared for in the 
institution without any hospitalization costs. Further costs 
associated with loss of time from work for ill staff acquiring illness 
due to person-to-person spread were not needed. The illness was 
controlled without further morbidity among residents and the 
institutions portrayed a positive image to staff, relatives of residents 
and to the media. -

All cases of E. coli 0157:H7 may not have the same potential for 
spread in a nursing home, Initially, foodbome illness may be 
prevented by ensuring that adequate cooking and foodhandling 
practices are following. Once established, the morbidicy and 
mortality among residents and staff may depend upon the virulence 
of the organism involved. The extent of transmission of the illness 
within an institution may well be related to the adequacy of the 
control program which is implemented, It is suggested that the 
province-wide surveillance system in PEI, combined with a 
vigorous cooperative enteric control program, may reduce the 
chances of a serious outbreak occurring in a nursing home. 
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Editorial Comment: The excellent communication and 
cooperation between the department of health and the5e 2 nursing 
homes undoubtedJy played a major role in the early notification of 
the outbreaks and the subsequent institution of control measures to 
contain them. However, 2 <;>f the control measures warrant further 
comment. 

The use of disposable dishes as a control measure in outbreaks is 
not necessary. Used dishes have not been associated with the spread 
of nosocomial infection. Furthermore, additional precautions are not 
required, provided adequate handling is the routine practice in the 
institution. Additional control measures such as using disposable 
dishes may divert resources which are required during institutional 
outbreaks. The following LCDC recommendations for handling 
soiled linen should be followed at all times, not just for outbreak 
situations. "Although soiled linen has been identified as a source of 
large numbers of certain pathogenic microorganisms, the risk of 
actual disease transmission is negligible. Rather than rigid 
procedures and specifications, hygienic and common-sense storage 
and processing of clean and soiled linen are recommended. Soiled 
linen should be handled as little as possible and with a minimum of 
agitation to prevent gross microbial contamination of the air and of 

Dans l'une de ces maisons de soins, le cout des precautions d'usage dans 
les cas d 'infection enrerique et la constitution de cohortes ont coiite . 
12 000 $.Grace aces efforts, cependant, taus les pensionnaires malades ont 
ere traites dans 1' etablissement; on a ainsi economise des frais 
d 'hospitalisation. En outre, parce qu' on a reussi a empecher la transmission 
depersonne a personne de l'epidem.iechez les employes, on n'a pas eu a 
payer de conges de maladie. On a eu raison de l' epidemie sans qu 'il 
survienne d' autres cas; les etablissements ant projere une image positive 
aupres de leur personnel, des families des pensionnaires et des media. 

Ilse peutqu'enhospice tousles cas d'infection B.E. coli 0157:H7 n'aient 
pas Ie meme potentiel de transmission. En premier lieu, on peut prevenir la 
transmission alimentaire en veillant ace que·les aliments-soient bien cilits et 
manipules avec les precautions d 'usage. Une fois l 'epidemie installee, la 
morbidire et la mortalite chez les pensionnaires et parmi les employes . 
dependent de la virulence du microbe. L' ampleur de la transmission d'une 
maladie dans un etablissement peut fort bi en dependre de l 'efficacite du 
programme de hitte contre l 'epidemie qui est mis en oeuvre. Il est plausible 
que le systeme provincial de surveillance en viguetir dans l'f.P.-E., associe a 
un programme cooperatif energique de lutte contre I' infection enterique 
diminue les risques d'une epid6mie grave dans un hospice. 
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Commentalre de la redaction: L'excellence de la communication et de 
la collaboration entre le service de sante et ces -2 maisons de retraite est l'un 
des principaux facteurs qui expliquent la rapidite avec laquelle les ' 
epid6mie8 ont ere declarees et des mesures de lutte, instaurees. Toutefois, 2 
des mesures de controle mentent quelques commentaires. 

En situation d' epidemie, il est inutile d'utiliser des assiettes jetables, La 
vaisselle sale n'ajamais ete associee a la propagation d'une infection 
nosocomiale. En outre, des precautions supplementaires ne sontpas 
necessaires si les pratiques de manipulation en vigueur dans l' etablissement 
sont correctes. L' adoption de mesures supplementaires de luttes telles que 
l 'utilisation d' assiettes jetables peut divertir des res sources qui devraient 
etre reservees a autre chose pendant I' epidemie. Ence qui concerne la 
manipulation du linge souillC, le LLCM a formule des recommandations qui 
doivent elie appliquees en tout temps et non pas seulement pendant une 
epidemie. Les voici : bien que la literie et le linge souilles aient ete reconnus 
comme une source importante de certains microorganismes pathogenes, ils 
ne representent qu 'un risque negligeable pour ce qui est de la transmission 
de maladies. Plut:Ot que de prescrire des methodes strictes, on recommende 
done de faire preuve de ban sens et de respecter les regles d'hygiene dans 
l' entreposage et le traitement du linge propre et du linge souille. Pour eviter 
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persons handling the linen. All soiled linen should be bagged at the. 
location where it was used. It should not be sorted or rinsed in 
patient-care areRS. A second bag is usually required only if 
necessary for very wet or soiled linen where leakage may be a 
problem. Linen soiled with blood or body fluids should be placed 
and transported in bags that prevent leakage." (Department of 
National Health and Welfare. Infection control guidelines for 
isolation and precaution techniques, revised 1990, available in 
English or French from: 

DMslon of Infection Control 
Room 528, Brooke Claxton Building 
Tunney's Pasture 
Ottawa, Ontario ,KlA OK9 
or phone (613) 952-8227 
or FAX (613) 998-6413 

Announcements 

INFECTION CONTROL GUIDELINES 

Two titles in this series have recently been revised: 1) 
Infection Control Guidelines for Occupational Health in Health 
Care Facilities, and 2) Infection Control Guidelines • 
Organlmtlon of Infection Control Programs in Health Care 
Facilities. Request for copies of these guidelines should be 
forwarded to: 

Division oflnfectlon Control 
Room 528, Brooke Claxton Building 
Tunney's Pasture 
Ottawa, Ontario 
K1AOK9 
or phone (613) 952-8227 
or FAX (613) 998-6413 

BCPIC Annual Education Day 
"THREE FACETS OF INFECTION CONTROL" 

7June,1991 

The British Columbia Practitioners in Infection Control, a 
Chapter of CHICA-Canada, will present this 1-day seminar 
focusing on virology, RSpects of microbiology, and communication 
skills, at the Workers' Compensation Board in Richmond, BC. 
(The location is about 10 minutes from Vancouver International 
Airport and 20 minutes from downtown Vancouver.) The 
registration fee is $60, which includes lunch and a wine and cheese 
reception at the end of the day. For further information, please 
contact: 
Anne Rogers 
Clinic Health Unit 
Workers' Compensation Board 
6951 Westminster Hwy 
Richmond, BC 
V7C 1C6 
Tel: (604) 273-2266, local 1446 
FAX: (604) 276-3097 

la contamination de I' air et des personnes, il faut eviter de manipuler OU de 
secouer inutilement le linge souille, en prenant bien soin de le rnettre en sac 
al 'endroit rneme OU ii a ete utilise. Il ne faut jamais le trier OU le rincer dans 
une aire reservee aux malades. Le sac ne doit etre place dans un deuxieme 
sac que sl le linge est fortement trempe ou souille et s'll y a des rlsques 
de fulte. Pour le transport, le Iinge souille de sang ou de liquide organique 
doit etre place dans un sac impermeable. (Ministere de la sante nationale et 
du bien-etre social. Guide de prevention des infections - Techniques 
d' isolemenl et precautions, revision 1990, disponible en versions anglaise et 
franvaise a la : 
Division de la lutte antl-infectleuse 
Piece 528, lmmeuble Brooke-Claxton 
Pre Tunney 
Ottawa (Ontario) KlA OK9 
telephone : (613) 952-8227 
teMcopleur: (613) 998-6413 

Annonces 

GUIDE DE PREVENTION DES INFECTIONS 

Deux parties du Guide ont recemment ete revisees : 1) Gulde de 
prevention des infections pour Jes etabllssements de solns prolonges et 
2) Gulde pour l'organlsation d'un programme hospimller de prevention 
des infections. Pour obtenir des exemplaires de ces nouvelles versions, 
s 'adresser a : 

Division de la lutte antl·infectleuse 
Piece 528, immeuble Brooke-Claxton 
Pre Tunney 
Ottawa (Ontario) 
K1AOK9 
telephone : (613) 952-8227 
telecopleur: (613) 998-6413 

Journe annuelle d'educatlon des~ 
'IHBEE FACETS OF INFECTION CONTROL" 

Le 7 juln 1991 

Ce colloque d'une journee concacre a la virologie, a des aspects de la 
rnicrobiologie et al' art de la communication aura lieu a Richmond (C.-B .). 
II sera presente a la Commission d'indemnisation des accidents de la 
Colombie-Britannique, une division de CHICA-Canada. (L'endroit choisi 
se trouve a une dizaine de minutes de l' Aeroport international de Vancouver 
et a une vingtaine de minutes du centre-ville.) Les droits d'inscription sont 
de 60 $, incluant le dejeuner et un "vins et fromages" offert a la fin de la 
joumee. Pour plus derenseignements, s'adresser a: 
Anne Rogers 
Clinic Health Unit 
Workers' Compensation Board 
6951 Westminster Hwy 
Richmond, BC 
V7C 1C6 
Tel.: (604) 273-2266, poste 1446 
FAX: (604) 276-3097 
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INFLUENZA ACTIVITY IN CANADA 
ACTIVITE GRIPPALE AU CANADA 

Laboratory Evidence (for the week ending 22 March 1991 (cumulative total from 25 September 1990) 
Slgnes blologlques (pour la semalne se termlnant le 22mars1991 (cumulatlf du 25septembre1990) 

Province/Territory 
Provlnce/Terrltolre 

NS D 

s 

H3N2 D 

s 
Total A 

:trnM111tu.1:arn:::m:n:m :·:·:·:·:·:·:·:·:·:·:·:·:·:-:·:·:-:·:·:·:·:·:·:·:·:·:·:·:·:·:·:·:·:·:·:·:·:·:·:-. 

D 

s 
Total B 

TOTAL 

Nfld. 
T.·N. 

2(13) 

(2) 

2(15) 

2(15) 

P.E.I. 
1.-P.·E. 

N.S. 
N.·E. 

(7) 

(2) 

(9) 

(9) 

N.B. 
N.·B. 

(3) 

(3) 

(3) 

Que. 
Que. 

(1) 

(1) 

1(79) 

2(18) 

3(98) 

3(98) 

Ont 

(5) 

(1) 

1(4) 

1(10) 

6(150) 

11 

16(131) 

22(292) 

23(302) 

Man. 

(64) 

3(27) 

3(91) 

3(91) 

19 Octl19 ocl O O O O 

Sask. 

(2) 

(2) 

(45) 

1(30) 

1(75) 

1(77) 

Alta. 
Alb. 

(2) 

(3) 

(2) 

(7) 

1(110) 

(4) 

1(46) 

2(160) 

2(167) 

B.C. 
C.·B. 

2(2) 

1(1) 

3(3) 

3(35) 

(1) 

10(38) 

13(74) 

16(77) 

Yukon 

2 Nov./2 nov. 0 O O 0 0 0 O + + + 
30 Nov./30nov. 0 O O 0 O O O 0 + + + 
21 Dec.121 dee. + o o o o + + + + 
4 Jan.14 ian. + 0 0 0 0 + + + + + + 
18Jan118Jan. + O o + O + + + + 
1 Feb.11 fev. + + o + + + +++ + + + + 
22 Feb.!22 fev. + o + + + + + + + + + 
1 Mar.fl mars + O + + + + + + + + + 
8 Mar.18 mars + O + + + + + + + + + 

Based on reports from provincial/territorial health departments D'apres las rapports des services provinciaux/lerritoriaux de sante 
O No reported cases Aucun cas signala 
+ Sporadic cases Cas sporadiques 
++ Localized outbreaks Poussees localisaes 
+++ Widespread Poussees etendues 

Data unavailable Donnaes non-disponibles 

N.W.T. 
T.N.-0. 

0 
0 
0 
0 
0 

+ 

Total 

(8) 

(1) 

1(9) 

2(4) 

1(1) 

4(23) 

13(503) 

17(33) 

33(297) 

46(817) 

50(840) 

I Identification by growth in tissue culture Identification par culture tissulaire 
D Detection of virus in specimen by other methods such as fluorescent activity Detection du virus dans le specimen par d'autres mathodes corn me las anlicorps fluorescents 
S Confirmation by<!: 4-fold rise in serologic titre by any method Confirmation par augmentation de<!: .4 dilutions du titre salon n'importe quells methoda 
NS Not subtyped Non sous-type 

ThoCam.daDi>ouoiWcoldy Ropa;tpIOl!011!1 cunontinfannatlonan lnfi><t!OUJ andotbordll01U101 for Lo !Upport hobdoowlairo de1 llllladic1 au Canada, qui Coumit des domi6o1 portimntoJ IUt le1 llllladie1 
llUM>ilJII>::C purp<>IOJ and iJ •vailablo fi<c of charge upon request. Many of tho articleJ e<mtaJn ptollm.ln.uy infectloUICJ ot 101 autrc1 llllladici d.uu lo but do facllltor lour JUrVOil!llilOO, p>ut81!1l ob!onu gratui- IUl" dommdo. 
infonnatlcn and fiutbot cmfinnaticnDlly bo obtaiaod from tbo souroos quolod. Tho Dopartm:mt off!oallb and Un grandnombro d'article1 no cooticilllCIJt que de1dCED6es1ommairo1 ma!J de1 rena>lgnomonlll compl6mon1&iro1 
Wolfam ~ noturumo rorpomibility fer ux:umcy or aulbonticity. Contributions aro weloomod (in tbo pouvcnt Strc obtcnU! on 11addrci1unt aux 1ourcc1 clt6o1. Lo mini.Jtro do la Sant6natiaulo ot du Bion-Stm 1oci.al to pout 
officW lanauago of your choice) frcm any00<> waldng in tho health fiold and will not prccludo publication etrc mpooublo de 1 'oxacti!udo, ni do l 'authomicihl do1 uticloJ. Tooto pet1anDO OOUVW!t d.uu lo domaino do la 1snt6 
olocwb:m>. · oil invihlo l collabcner (d.uu la languo officiollo do 100 choix) et la publication d 'un article dam lo pr6.ont !Upport 

n'on cmp8cbo pu la publlcaticn allloww. 
D' I.Spika (613) 957-4243 SclontiflcAdvbory Boord: Dr.I.Spika (613) 957-4243 Groupe do coruoillori oclontifiquoi: 

Dr. A. Corter (613) 957-1339 D' A. Corter (613) 957-1339 
Dr.K.Razco (613) 957-1329 D'K.Rruec (613) 957-1329 

Bdlur. meaner Paulton (613) 957-1788 ~dactricc en cbof: Hiemer Paulron (613) 957-1788 
Deiliop Publi.thing foanm RDgilior (613) 957-7845 llditique: Joanno RDgnicr (613) 975-7845 
Circul&tion: Gortnulo Tardiff (613) 957--0842 Dbtributicn: Clcrtrudo T ardlff (613) 957-0842 

Buroau ofCoommnicabloDbo&1<1 Hpidomlo!ogy 80n>au d'6pld6miologio dos llllladio1 trammluib!o1 
Laboratary Centre for Di>ouo Control Laboratolro do lutm conlIO la llllladio 
Tunnoy'• Pulu!<> Pr6Tunnoy 
UIT AW A, Ontario UITAWA(Ontario) 
CanadaK!AOC.2 Canada KIA OC.2 


