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The Ontario Ministry of Healthand Long-Term Care AIDS &

Sexual Hedlth Infoline hasbeen operatingin Toronto and Ottawa
snce 1987. Theinfolineoffersfree, anonymouscounsding serv-
ices, information and community referralsto the public. Itisa
sourceof reliable, confidentia information for peoplewho have
guestionsregarding awide range of topicsaround HIV/AIDS
transmission, testing, sexually transmitted infections, and sexual

practices. Thisreportisasummary of four biannual reportswrit-
ten by Health Information, Toronto Public Health.2234

Between 1 January and 31 December 2000, the Torontoinfoline
received approximately 25,280 calls. Datacollection wasun-
dertaken every 8" day and resulted in detailed information col-
lected on 1,818 calls. During the sametime period, the Ottawa
infolinereceived approximately 6,840 callsand datawere col-
lected every 5" day for atotal of 1,364 calls. Thisanalysisis
based on the detail ed data collection from atotal of 8,204 calls
that werereceived by both Toronto and Ottawainfolinescom-
bined.



TheTorontoinfolinereceived moremalecalers(56%) than
female callers(44%) callers, whereasthe Ottawainfoline
had morefemale callers (61%) than male callers (39%).
Femaecdlersweredightly younger thanmaecallersfor
bothinfolines. Thevast mgority of calswerefromthegen-
erd publicwith professionasrepresenting only 1% of cal-
ersin Toronto and 9% of callersin Ottawa. The duration of
each call wason average shorter in Ottawa (75% were<5
min) compared to Toronto (50% were5-10 min). Thedis-
position of callswassimilar in both cities. Themgjority of
callsended with either information being given (74% To-
ronto, 88% Ottawa) or areferral (21% Toronto, 8% Ot-
tawa).

Cadllerslearned of theinfolinethrough avariety of sources,
most commonly the telephone book (40% Toronto, 35%
Ottawa). Toronto callersidentified more diverse sources
by which they heard about theinfoline (friend, TV, radio,
newspaper, pamphlet) compared to Ottawacallers(friend,
pamphlet). Referral from ahedth careprovider varied dra
maticaly betweenthetwo cities. In Ottawa, 31% of calers
had heard about theinfolinefrom ahealth care provider
comparedto only 7% in Toronto. Themost common lan-
guage of communicationwas English, accounting for 92%
of calsin Toronto and 71% of callsin Ottawa Thesecond
most frequently used languageswere Chinese (6%) in To-
ronto and French (23%) in Ottawa. In order to meet the
needsof amulticultural population, theinfolinecan provide
servicesintwenty different languages.

Themgority of infolinecalerssdf-identified asheterosexud.
Inalarge proportion (30-50%) of thecalls, sexual orienta-
tion was not relevant or not reported. Of the callswhere
sexud orientationisknown, almost al femaecalerswere
heterosexual (95% in Toronto, 98% in Ottawa).

Therewere more male homosexual (23%) and bisexual
(8%) calersin Toronto compared to Ottawa (11% and
0% respectively). A very small proportion of males(1%)
and females (2%) in both cities combined reported that
they werenot sexually active.

HIV statuswaseither not relevant or not reported in 63%
of callsin Toronto and 84% of callsin Ottawa. In Toronto
8% of males (n=82) and 6% of females (n=44) were HIV
negative, 1% of males(n=10) and females (n=4) where
HIV positive, and only 2 malesand 1 femalehad an AIDS
diagnosis. In Ottawa 1% of both males (n=4) and females
(n=8) wereHIV negative, 2% (n=8) of malesand <1% of
females(n=4) wereHIV positive, and only 1 femaehad
anAlDSdiagnosis.
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A variety of risk factorsand transmission concernswere
addressed during theyear. Themost common risk factor
that callerswanted to discusswas unprotected sex or con-
dom failure, with approximately equa proportionsof male
andfemd e calersrequesting information about thistopic.
Thisrisk factor accounted for 33% of callsin Toronto and
23% of cdlsin Ottawa. I nterestingly, the second most com-
mon issue discussed was sexua contact when protection
was used, representing 15% of calsin Toronto and 3% of
calsin Ottawa. Many other risk factorswere addressed
including needle sharing, occupationa exposure, receiving
blood productsand maternal child transmission. Each of
these topics represented lessthan 1% of all calls(1-12
cals) in both Toronto and Ottawa.

Thevast mgority of calerswanted to discussvagind trans-
mission of HIV/AIDS (Toronto 34%, Ottawa 37%). HIV
transmissonfromora sex, kissng, casua contact and and
sex were other common concernsdiscussed with callers.
Thetop three concernsrelated to HIV testing were pre-
test counseling, testing options and incubation/
seroconversion timeframes. Concernsrelated toHIV/
AIDSinfectionincluded symptoms, disease progression
and treatment. All of these concernsweresimilarly ex-
pressed by males and femal es and comparabl e between
Toronto and Ottawa.

Safer sex issuesidentified by calersincluded condomand
spermicide use, other safer sex activities, and behaviour
change. Callsin Ottawafocused on condom/spermicide
use, whereascallsin Toronto covered abroader range of
topicsincluding femaecondoms, dentad damsand behavior
changes. Sexually transmitted infectionswere the most
commonly reported sexuality concern by both malesand
femal esin both Toronto (44%) and Ottawa (33%). Birth
control wasthe second most commonly reported topic
(Toronto 14%, Ottawa 15%). Other topicsrelated to sexu-
aity included: relationshipps, abortion, pregnancy, assault/
incest/rape and sexud orientation.

Other concerns, representing 1% or lessof callersto both
infolinesand not directly related to HIV/AIDSor sexual -
ity included needleissues, legd/human rightsand housing/
financeissues.

AlIDShasbeen areportablediseasein Ontario since 1983
andtheMinistry-funded AIDS & Sexua HedthInfoline
has been providing information since March 1987. Al-
though we have now experienced thisepidemicfor over
20 years and have provided education/information to
school children and adultsinthe provincefor many years,
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it appearsthereremainsan ongoing need for anonymous
information about HIV/AIDS. Thisneed continuesto be
filled by theinfolineand itsprofessiona staff.

Themost significant change over theyearshasbeenthe
movement away from general information about the dis-
easeto providing information on services needed to ad-
dressthe specific needs of the caller. Theanonymousna-
tureof thisserviceisoneof itsstrengths, dlowing individu-
alstodiscusspersonal issuesin confidence.
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Epidemiology of Hepatitis A in
Ontario, 1992-2000

Introduction

HepatitisA isaviral infection of theliver. Itisusualy
transmitted viafecal-oral routesdirectly fromoneperson
to another through close contact or sexua contact withan
infected person. It can also betransmitted indirectly by
consuming contaminated food or water and through
intravenousdrug use.! Travel to countrieswhere hepatitis
A isendemicincreasestherisk of both direct and indirect
transmission.?

Severa populations have been identified as being at
increased risk for hepatitisA. Thesepopulationsinclude
resdentsof communitieswith highratesof infection, children
and staff of day-carefacilities, resdentsand staff of long-
term carefacilities, injection drug users (IDU), menwho
have sex with other men (MSM), and international
travellers® Hepatitis A outbreaks have been reported
among several of these populations in Ontario.
Descriptions of the outbreak investigations have been
published €l sawhere. #5657

Thisreport will describetheepidemiology of hepetitisA in
Ontario from 1 January 1992 to 31 December 2000.

Methods

Hedlth unitsin Ontario arerequired to report every case of
hepatitisA tothe Ministry of Healthand Long-Term Care
through the Reportable Disease Information System
(RDIYS). Forthisanalysis, hepatitisA caseswith episode
dates between 1 January 1992 and 31 December 2000
were extracted from RDIS. These datawere analyzed
using SPSS(verson10.1). Additional outbreak datawere
extracted from the RDIS outbreak modulefor the same
time period. The outbreak moduleisaseparatereporting
sysemwithinRDIS.

Incidencerateswere cd culated by health unit and by region
using population estimates obtai ned from Statistics Canada
for 1992, 1994, 1996, 1998, 1999, and 2000.2 For ease
of comparison, prior to 1998, the citiesthat becamethe
amal gamated City of Toronto were combined and rates
were cal culated for theamal gamated city.

Age-ecificrateswerecaculatedfor dl yearsanddl hedth
unitscombined using the nearest popul ation estimate (+ 2
years). Age-specific population estimatesfor Ontariowere
obtained from Statistics Canadafor 1991, 1995, 1996,
1998, and 1999.°
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Definitions

Health units canidentify one of six categoriesto indicate
the source of the hepatitisA infection. These categories
arefood, water, person-to-person, sexual contact, other
and unknown. Several existing RDIS variables were
combined to create two new variables, “sexually
transmitted” and “travel-associated”. A case was
considered sexually transmitted if the RDIS database
identified the source of infection as being “sexually
transmitted”, or “ person-to-person” and “ other/unknown”
withrisk factors* sexua contact likely” or * sex contact of a
casg’. A casewasconsidered travel-associated if “travel/
endemic” or “vacationing” wereincluded asrisk factors
andif thedestination of travel wasoutsideof Ontario. Cases
were considered to be part of an outbreak if they werein
the RDIS outbreak moduleor listedin RDIS case-by-case
reportsasbeing “outbreak associated” .

Results

The mean number of cases of hepatitis A reported each
year in Ontario was 422 (range 152-615). The largest
number of caseswasreportedin 1996. Theannua number
of casesand incidenceof hepatitisA in Ontario during the
study period is shown in Figure 1. The 30-39 year age
group had the largest number of cases(Figure2). There
wasasmall increasein the number of casesreported in
August, September and October each year (Figure 3).

Overall, malesaccounted for 60% of the reported cases,
ranging from 50% to 70% of caseseach year. Therewere
more mal e cases than femal e cases each year except in
1994 and 2000 when there were approximately equal
numbers of male and female cases. Figure 4 showsthe
number of casesby year and sex during the study period.

Of thereported hepatitisA cases, 28% (1,061/
3,814) had information pertaining to

(median 75years). Desthswereequdly distributed among
mal e and femal e cases and there were no deaths among
personsunder 30 yearsof age. Theaverage case-fatality
ratefor thisperiod was 0.37% (range 0-1.97%).

There were 16 outbreaks of hepatitis A and 158 cases
related to these outbreaksreported in the RDI S outbreak
module during the study period. Outbreaksoccurredin
most regionsof theprovinceandinthefollowing settings:
daycare centers, isolated communities, and acorrectional
facility. Therewerebetween 0 and 4 outbreaksreported
each year with an average of 10 casesin each outbreak
(range 2-67 cases). Eighty-eight per cent of case-by-
casereportsin RDIS had completeinformation for the
“outbreak associated” variable. Two hundred and six of
these cases (5%) wererelated to an outbreak; 121 were
maleand 85werefemale.

Of al the cases reported between 1992-2000, 49%
(1,878/3,814) had unknown and 13% (483/3,814) had
missing “source of infection” data. Person-to-person
contact and food were the most commonly identified
“sourcesof infection”, accounting for 17% (662/3,814)
and 12% (466/3,814) of all cases respectively. Water
accounted for 4% (147/3,814) of caseswith an average
of 16 water transmitted cases each year (range 9-29).
Fiveper cent (178/3,814) of casesdid not fall into any of
the categoriesand werereported ashaving “ other” sources
of infection.

Travel wasfoundto bearisk factor for hepatitisA infection
in 21% (787/3,814) of the caseswith an average of 87
caseseach year (range 68-131). The sourcesof infection
for “travel-associated” caseswereasfollows: 27% (211/
787) food, 10% (82/787) water, 3% (26/787) person-

hospitalization. Of these, 30% (320/1,061)
required hospitalization, 68% (724/1,061) did

not, and 2% (17/1,061) were unknown. Of
the 320 casesthat were hospitalized, 90% were
treated in hospital and 10% were treated as
outpatients. Each year therewasan average
of 32inpatients(range 16-50) and 4 outpatients
(range 1-7) reported.

Therewereatotal of 10 reported deathsfrom
hepatitisA duringthestudy period. Onaverage,
therewasonedegath each year (range0-3). The
mean age of the caseswho died was 68 years
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Figure 1 Number of Cases and Incidence of Hepatitis A
in Ontario, by Year (1992-2000)
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Figure 2

Mean Annual Number of Cases & Incidence of
He p atitis A in Ontario, by Age Group (1992-2000)
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Hepatitis A Cases by Year and Sex (1992-2000)
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to-person contact, and 2% (14/787) sexually transmitted.
Thesourceof infectionwasunknown for 33% (262/3,787),
missing for 12% (95/787) and 12% (97/787) were
indicated ashaving other sourcesof infection. Therewere
moremaethanfemale“travel-associated” caseseachyear.
Overdl, maesaccounted for 56% of “travel -associated”
Cases.

Sexual contact wasidentified asthemodeof transmission
for 6% (244/3,814) of al reported hepatitis A cases.
Ninety-two per cent of sexually transmitted caseswere
male. Theproportion of sexually transmitted casesvaried
from year to year (between 1% and 13% of cases each
year), withthelargest number having occurredin 1997.

Ninety-six per cent of sexually transmitted cases that
occurred among males were cases between the ages of
20-49 years. Seventy-four per cent of femal e caseswere
between the ages of 20-49 years, 16% between 10-19
years and 11% between 50-69 years. There were no
sexudly transmitted casesamong personsunder 17 years
or over 65 yearsof age.

Discussion

As with all passive disease surveillance systems,
underreporting of casesispossible.’® Therewerefewer
reported casesamong younger agegroups(<10years) and
older groups (60+ years) compared with middleagegroups.
Childhood casesof hepetitisA are often asymptomatic and
go unrecognized by parentsand arenot diagnosed by hedlth
careproviders.'* Asaresult, childhood cases are often
not reported. Studieshavefound that immunity to hepetitis
A increaseswith ageand that up to 80% of Canadian adults
60 years of age and older areimmune.*? Theincreased
proportion of older adultswithimmunity may explainthe
lower incidenceinthispopulation.

Overdl there hasbeen adecreasing trend in the number of
hepatitisA casesin Ontario during the period of sudy. This
decrease in the number of cases has been noted across
Canada.®® In Ontario, this trend was interrupted by an
increasein the number of male cases between 1995 and
1997. Theoveral trendisstrongly affected by the number
of malecases. Therewerealarge number of malecasesin
1992. The number then decreased to equal the number of
fema e casesin 1994 and subsequently increased markedly
in1996. Thisincreasecoincideswith outbreaksof hepatitis
A among MSM that sameyear. Over the next four years
the number of mal e casesdeclined steadily and wasequal
to the number of female casesin 2000. Althoughtherehas
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beenadecreasngtrendin both maesand femaes, andysis
of long-term survelllancedatafromtheU.S. A. indicate
that hepatitisA incidence peakscydlicdly onaverageevery
10years.** Itispossiblethat thedecreasing trend seenin
Ontario is part of a natural cycle and there may be an
increasein the number of casesover thenext few years.

Although there are many more male than femal e cases of
hepatitisA in Ontario, thereisno evidenceto suggest that
mal esare more susceptibleto hepatitisthan females.™ It
isthought that exposureto different risk factorsmay explain
theincreased incidenceamong males. During the study
period malesweremuch morelikely to have sexud contact
identified asthe mode of transmission than females. In
1996, an outbreak occurred among MSM. Of the 68
casesthat wereidentified asbeing sexually transmitted that
year, 94% weremale.

Theproportion of casesthat were hospitalized wasat |east
7%, however the proportion could be as high as 30%.
Thelargeproportion of missng data(72%) inthisvariable
made it difficult to determine the true proportion of
hospitalized cases. Onemight hypothesizethat itismore
likely that the variablewould becompleted if hospitdizeation
wasrequired than if it was not. When the denominator of
the calculation included only cases where the
“hospitdization” variablewascompleted, it resultedin 30%
of casesbeing hospitaized, whichislikely an overestimate.
However, including caseswith missinginformationfor this
variablein thedenominator resulted in 7% of casesbeing
hospitalized. Thetrue proportion of hospitalized caseslies
somewhere between these two estimates but cannot be
accurately determined without improvements in data
collectionand reporting of the* hospitalization” variable.

Itislikely that both RDIS datasourcesunderestimatethe
true number of outbreak-associated hepatitisA casesin
Ontario. Five per cent of case-by-casereports (206 cases)
were associated with an outbreak compared to 158 cases
reported in the outbreak module. Underestimation of
outbreak-associated case-by-casereportsislikely dueto
underreporting and possibly due to cases that are not
identified asbeing outbreak-associated. Previousreports
have noted that outbreak modul e reporting underestimates
the number of enteric disease outbreaks that have
occurred.’®” The outbreak moduleisnot asfrequently
completed at the health unit level compared to the case-
by-case reports and probably over represents larger
outbreaksand under reportssmaller outbreaks. Itislikely
that the case-by-case reports of outbreak-associated cases
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are more accurate than the outbreak modul e asthe data
source is more accurately completed and has a larger
number of reported cases.

Travel outside of Ontario accounted for a substantial
proportion (21%, 787 cases) of hepatitisA casesreported
inthe province. When comparing the source of hepatitis
infectionsamong travellersto non-travellers, therewere
morefood (27% vs. 9%) and water (12% vs. 3%) related
cases among those who had travelled compared to those
who had not. However therewerefewer casesof person-
to-person (4% vs. 20%) and sexually transmitted cases
(2% vs. 9%) among travellersversusnon-travellers. The
agedistribution was similar among both groupswith the
largest proportion of casesfalling inthe 20-29 and 30-39
year old age groups.

Thepublic hedthimpact of thelarge proportion of hepatitis
A casesamong travellersisdifficult to assessin termsof
education, health promotion and awareness. Data
pertaining to the number of Ontario resdentswho travel
outsdeof theprovinceeach year arenot known. Itislikely
that the 787 cases reported are a small proportion of
Ontarioresidentswho havetravelled outsidethe province
during the study period.

The number of sexually transmitted cases among men
peakedin 1996 at 64 cases and hasbeen decreasing since
that time. It ispossiblethat the decreasein the number of
male cases may bearesult of increasing awarenessinthe
gay community and perhapsanincreasein the number of
MSM choosing to bevaccinated. However, itisunknown
if significant numbersof M SM purchased vaccinewhen
outbreakswererecognized inthispopulation.

Conclusion

During the study period, there hasbeen adecreaseinthe
number of hepatitisA casesin Ontario from 601 casesin
1992 to 152 cases in 2000. The 152 cases reported in
2000 isthe smallest number of reported hepatitisA cases
since 1989. Recognized outbreaks among MSM were
mainly respons blefor the periodicincreasesof hepatitisA
casesseenin 1992 and 1996. A substantial proportion
(21%) of hepatitisA casesin Ontario appear to have been
acquired whiletravelling outs deof Canadaand thepotentia
existsto prevent these casesthrough vaccination.

Despitethedecreasing trend, hepatitis A continuesto be
animportant cause of morbidity in Ontario and continued
public health action should be taken to reduce the
transmission of thisvaccine preventable disease. a
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Travel-Associated Salmonella
Enteritidis in Ontario, 2001

Introduction

A significant burden of entericillnessin Ontario hasbeen
linkedtoforeigntrave. Ontarioresdentstravellingoutsde
of the province have been associated with acquiring an
entericillnessin 1) investigations of increased reports of
certain enteric pathogens and 2) during the analysis of
routinely reported Reportable Diseases. In 1998, a
substantial number of casesof enteric diseasereportedin
Ontariowerelinkedtotravel outsideof Ontario.* In 1999,
at least 12% of the burden of selected reportableenteric
diseases in Ontario were attributed to travel. > From
January to April 2000, travel-associated entericillnesswas
reported to account for an increase in the number of
Salmonella Enteritidis (SE) cases in Canada. Other
enteric illnesses were also determined to be travel-
associated inthisstudy. > Similarly, astudy of cyclosporiasis
casesin 2000 and 2001 dsoidentified travel to anendemic
country asthemain risk factor for disease. 4°

Thisarticledescribesthefindingsfrom aninvestigation of
travel-associated SE casesidentified inthewinter of 2001.

Background

In December 2000, the Centra Public Health Laboratory
identified an increase in SE cases above the expected
number of casesfor that timeof year. Forty-eight casesof
SE wereidentified and the expected number of caseswas
approximately 33. Aninvestigation attributed most of the
increasein SE casesto phagetype (PT) 30. Theoutbreak
of SE PT30 continued until April 2001 whenwhole, natura
amonds (raw, shell-lessalmonds) wereidentified asthe
contaminated item causing theillnesses. Although, the
investigation of SE PT30 casesfocused primarily onthe
identification of thesource of theoutbreak, theinvestigation
required al SE casesbeinvestigated. Asaresult, alarge
number of travel-associated SE cases were identified.
Thesetravel-associated SE non-PT30 casesarethefocus

of thispaper.

Methods

Beginning January 1, 2001 and continuing throughout the
year 2001, all SE isolatesidentified at the Central Public
Health Laboratory were sent to the National L aboratory
for Enteric Pathogensin Winnipeg for phagetyping.
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The Public Health Branch distributed
aquestionnaireto heath unit staff that
wasto beadministered to al casesof
SE to determinethe source of the SE

Figure 2. Travel-Associated S. Enteritidis Cases, by Age-Group,
January to March, 2001

N =63

PT30 cases. Becausethereisatime H
delay betweenidentifyingan SEisolate .
and identifying the phage type of that
isolate, questionnaires were
administered to al SE casesin order
toreducerecall biasevenif thephage
typing resultswere not yet available.
As aresult, an analysis of SE non-
PT30 cases could be conducted as
wall.

Theincubation period for non-typhoidal T
Samonellacasesis6 hoursto 10 days;
usually 6-48 hours. ¢ Cases were
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asked if they travelled outside of
Canadainthe sevendaysprior totheonset of their illness,
the country visited, the destination in the country visited,
and the date of departure and return. Cases were
considered to be*“travel-associated” if travel outside of
Canadawasidentified during the seven-day period prior
toillness. Thetravel destinationwascategorized as*travel”
if travel wasindicated onthequestionnairein the absence
of thetravel destination.

All SE non-PT 30 casesidentified during the period January
1 to March 31, 2001 were considered for analysis.
Statistics Canada 2001 population data were used to
calculate age-group specific rates. Inaddition, SE PT1
caseswereconsderedin aseparateanadysisfor theperiod
January 1to April 30, 2001.

Figure 1. S. Enteritidis Cases by Phage Type,
January 1 to March 31, 2001.
Phage Type Number of Cases
4 85
30 60
1 16
8 11
13 10
13a 6
1b 6
6a 6
4a 5
911 4
la 3
Other 14
Unknown 2
Total 228
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Results

Between January 1, 2001 and March 31, 2001, 228 cases
of SE wereidentified. PT4wasthe most common phage
typeidentified during thisperiod (Figure1).

Of the 228 cases, questionnaireswere completed for 144
(63%) cases. Sixty of these completed questionnaireswere
for PT30 cases. Of theremaining 84 questionnaires, 64
(76%) weretravel-associated, 16 (19%) werenot travel -
associated, and 4 (5%) did not indicate thetravel status.

Thedatesof onset for the 64 travel-associated casesranged
from December 3, 2000 to March 25, 2001. Thirty-six
(56%0) of the 64 travel -associ ated caseswerefemae. The
distribution of cases by age-group and age-group rates
areshowninFigure2.

The Caribbean was the predominant travel destination
comprising 52% of the 64 travel-associated cases. The
predominant phagetypesfor thetravel-associated cases
werePT1, PT1b, PT4, and PT4a(Figure 3). Jamaicawas
the travel destination for all four PT1b cases. The
Dominican Republic wasthe destination for 28 of the 40
(70%) PT4 cases.

Post Study Period Update

Sixteen SE PT1 caseswereidentified during the study
period (January 1, 2001 to March 31, 2001) for which
guestionnaireswere completed for 10 of thesecases. In
addition, 28 additional casesof PT1wereidentifiedin
April and questionnaireswere completed for al of these
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Figure 3. Travel-Associated S. Enteritidis Cases by Travel
Destination and Phage Type, January 1 to March 31, 2001

between January 1 and March 31
2001, for which there was a
guestionnaireprovided, weretravel-

N =64 associated.

TheagedigributionshowninFigure

30 +

25 +

15 +

Number of Cases

WM Phage Type 4
APhage Type 1
20 [O0Other Phage Types H
EPhage Type 1b

EPhage Type 4a

2wassmilar totheagedistribution
for travel -associated casesin 1999.
2 The smaller number of cases
considered in the 2001 study
resultedinmorevarigbility intheage-
group rates, and thusinterpretation
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0 4 - — A1 . 1

VR 7

used in the denominators to

North
America

South
America

Central
America

Caribbean Asia Africa

Europe
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that thenumber of Ontario resdents
who travelled outside of Ontario

Travel

cases. Thirty-one(82%) of the 38 SE PT1 casesfor which
guestionnaires were completed reported a travel
association. Travel within Ontario wasreported by one
case (3%), and one case (3%) reported notravel. Fiveof
the 38 cases (13%) did not respond to thisquestion.

Of the 31 travel-associated PT1 cases, 22 (71%) reported
having travelled to the Dominican Republic prior to their
onset of symptoms. Two cases (6%) reported travel to
Portugal and one case (3%) travelled to Spain. Travel
was reported in one case to each of Mexico, the
Philippines, Thailand, and the United States, respectively.
One casewasaflight attendant who was unsure of which
travel destination wasthe sourceof illness.

Discussion

The increase in the number of SE cases identified in
December 2000 was mainly attributed to alarge number
of SE PT4 cases. PT4 cases were investigated as by-
product of theinvestigation of the SE PT30investigation.
Thesecond largest attributablefraction of SE casesresulted
from PT30. PT30wasarelatively rare phagetypelinked
towhole, natural almondsin April, 2001. Whilephage
typing of all SE isolatesisnot normally performed, asa
result of theincreasein SE cases, phagetyping wasinitiated
for al SE isolatesarriving at the Central Public Health
L aboratory beginning January 1, 2001 and continuing
throughout 2001. Thisallowed for theinvestigation of the
source of the non-PT30 SE cases.

Seventy-six per cent of thenon-PT30 SE casesidentified
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would beamoremeaningful number
tobeused inthecalcul ation of therates.

The Caribbean wasthe predominant travel destination.
Thiswasnot unexpected because of theannua migration
of many Ontario residentsto thisareaduring the winter
months

Conclusion

Thisstudy described thefindingsfor travel-associated cases
of one enteric pathogen, SE non-PT 30, from January 1to
March 31, 2001. Thefindingsareconsstent withfindings
from other studies, which demonstrate that travel-
associated ilInesscontributes significantly to the burden of
entericillnessin Ontario. Whilethe study concluded March
31, 2001 because the source of the SE PT30 caseswas
identified, travel-associated cases of SE likely continued
to occur, asevidenced by theadditional SE PT 1sidentified
inApril, 2001.

Fromapublic hedth perspective, someeffort can bemade
to hel p prevent theacquisition of an entericillnessthrough
public education. Mot travel lersrecognizetheimportance
of safefood and water, however, certain precautionsmay
beinadvertently overlooked, and travellersmay assume
that foods and beverages in selected settings are safe.
From the Ontario public health perspective, the burden of
illnessresulting from transmission of theseillnessesfrom
returning individuals to other persons is difficult to
determine. Nonetheless, this burden of illness is not
attributableto poor public health practicein Ontario. As
noted in another study, when increasesin enteric diseases
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arenoted, itisimportant to quickly determinewhether the
cases are travel-associated, as opposed to a domestic
source, which might requireamoreimmediate response
from appropriate agencies®
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Engaging Youth in Smoking
Cessation:

A Model for Secondary School-based
Tobacco Awareness and Education

Introduction

Although the smoking rate trend among students is
beginning to show sgnsof declining, thecurrent prevaence
rateremainshigh. An estimated 216,200 Ontario students
ingrades 7 to OAC still smokeregularly -and educators
across Canadastruggletofind the key to unlock the secret
of youth smoking cessation. What isthe magic formulato
control thisepidemicinour youth?Itiseasier tofocuson
what we do know than to specul ate on what wedon’t. We
know teenagers do not follow the stages of change the
same asadults. They also do not havethe samelevel of
confidenceasadultsduring their quit attemptsand afailed
quit attempt isnot educational asmuch asdispiriting. We
also know that group intervention programs have more
successthan salf-helpwith youtht.

According to the 2001 Ontario Student Drug Use Survey,
23.6% of studentshave smoked cigarettesinthe past year
compared to 29.2%in 1999 — thefirst such declineina
decade. Of those studentswho smokein high school, over
90% will till besmoking 30to 40 yearsfromnow?. Thisis
contrary to the popul ar student belief that they can quit
whenever they want. In order to addresstheseissuesin
their region, theHa dimand-Norfolk Hedth Unit formulated
aplan for asecondary school-based tobacco awareness
and educational program.

Program Components

The program was developed in three components:
Awareness Raising, an Educational Session, and a
Follow-Up Session, which will bediscussed in further
detail later inthisdocument. The programwas coordinated
through apartnership between two health unit programs:
Tobacco Use Prevention and Addiction Services.
Addiction Servicesaready had an Addiction Counsellor
assigned to each of thenine Secondary Schoolsintheregion,
who facilitated theimplementation of thisprogramwiththe
administration at each school .

Component 1 - Awareness Raising

Recruitment to any type of smoking cessation programis
thebiggest hurdleto overcomeandisthe principa indicator
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of success?®. Thekey tool inthisprogram to engaging youth
to think about their smoking behaviour wasthe Carbon
Monoxide (CO) Monitor. A few days prior to the CO
testing, posterswere set up in strategic locations around
the school advertising thetimeand location of thetesting
and ontheday of thetesting amorning announcement was
made. Timing wasfound to beimportant and as such the
CO Testing was completed during the students' lunch
period(s). It wasa so discovered that completing thetesting
inthefdl and winter monthsyielded more participationthan
inthe pring asmore studentswereins dethe school during
the colder months.

Thelocation withinthe school to deliver thisintervention
was also an important factor. Where the program was
physically ddivered within the school varied from school to
schoal. Thisprogramismost effectivewhen you canreach
thelargest number of students, so completingthe COtesting
inalocation that the studentstend to congregate during
lunchisimportant. Locationsthat haveyielded the most
success have been: cafeterias, main foyers and on one
occasion, thefacilitatorsset upin an annex just insidethe
doorsto wherethe student smoking areawas|ocated.

Carbon monoxidetestingisanon-invasive procedurethat
can be completed within minutesfor each participating
student. Studentsexhaleinto aplastic bag and passittothe
facilitator to connect it to the Carbon M onoxide Monitor
to anayzethe CO content (in partsper million). Smokers
and non-smokersaikeweretested to highlight thedifference
in CO level sbetween thetwo groups. Oncethe CO Level
has been established, it iswritten on adlip of paper for
each student describing the possible hedlth effectsof their
reading. A lollipopisgivento each sudent who participates,

Figure 1

both asareward and asan alternative to smoking.

Normally, the CO Testing becomesan attraction for many
studentsat onetime, asthey seemvery interestedineach
other’s readings. This interest allows a window of
opportunity to encourage youth to think about cessation.
Two educationd digplaysweredeve oped. Thefirs display
describescarbon monoxide: what producesit, how it affects
the human body and achart depicting theresultsfrom the
carbon monoxidetesting. The second digplay explainshow
smoking affectsthe body, the benefitsof quitting andtips
toasuccessful quit attempt.

Once astudent hasbeen identified ashaving an above-
normal CO reading due to tobacco use, an educational
session on hedth effectsand cessation techniquesisoffered
to the student.

Component 2 - Educational Session

From the number of studentswho participateinthe CO
testing, asmaller percentage signed up for theeducationa
session. Having the session approved and set up
beforehand by the school administration washelpful. It
hasbeenthefacilitators experiencethat devoting anentire
period to conducting this session was appropriate. The
sessonwasdividedintothefollowingtopics.

*  “Why Do You Smoke?’ quiz

* Nicotine, what itisandwhy it keepsyou smoking.
Harmful substancesin cigarette smoke

*  Withdrawa symptoms, strategiesto helpyouquit,
nutrition concerns

e Handling your stressand anger
*  Question period and/or discussion

School School | School | School | School | School | School | School | gehgol | School
#1 #2 #3 #4 #5 #6 #7 #8 #9
seagall 6% 9% 5% | 11% | 9% 9% 4% | 13% | 2.8%
Participation
Date of CO Oct.25 [Nov.2 |[Nov.14 [Feb.7 |Feb.21 |April 26| April |May17 |May 3*
testing 30*
# Through CO 84 78 49 72 51 74 28 a0 19
testing
# Signed up for 13 22 6 8 3 18 7 16 11
wor kshop
* These days were sunny and warm.
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Figure 2 St 2000-2001 %

1. Sinceattending the Quit smoking 0.0

wor kshop have you: Cut down 60.0

Attempted to quit 20.0

None of the above- no change 14.3

2. Werethe handouts Yes 65.7

you received at the No 20.0

wor kshop or group Somewhat 20.0
helpful ?

3. What kind of help Group counseling 68.6

would you liketo Individual counseling 14.3

receive now? Other 314

Sincethe sessionrunsfor gpproximeately 75 minutes, amix
of activities, group discussion and presentations by the
facilitatorswasutilizedin order to keep theinterest level as
highaspossible.

Component 3 - Follow-up Session

Thefacilitators attempted to follow-up with each student
either individually or in smaller groupsin order to gauge
the impact of the educational session on their smoking
behaviour. A two-page questionnaire was administered.
This feedback was also useful for program planning
purposes, asthe students were asked which educational
resourceswere useful or helpful to them. Thefollow-up
sessonwasa so useful in gauging theinterest level sthat
students have for further smoking cessation counseling
(either group or individua format).

Discussion

Theresultsfrom thequestionnairewerepositiveand pointed
to the program being effective. Asthiswasthethird year
of the program, students knew what to expect and
remembered thetesting from previousyears. Thishelped
attract studentswho wanted to seeif their CO levelswere
better than their reading from previousyears.

Somelimitationsof theseresultsshould bediscussed. First,
some of the tudentseither checked morethan oneanswer
per question or didn’t answer at al asillustrated by some
resultstotaling morethan or lessthan 100%. Second, one
school did not have afollow-up session and two did not
have aworkshop. Thiswould affect the percentages as
theresultsarenot an accuratereflection of al schoolsthat
participated.
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Asnotedinthe Educationa Session, oneof thecomponents
discussed intheworkshopisvariousstrategiesfor quitting
smoking. One point we stressed in the workshop was
choosing an appropriatequit date. WWeemphasi zed choosing
adatethat would not already be stressful or difficult to
maintain. For example, wediscussed not choosing adate
during an exam period or just prior to along weekend. As
an alternative to aquit date we suggested changing the
amount smoked or the times. This discussion may have
affected theresultsfor question one (Figure 2) asmost of
the students attended the workshop just before an exam
period or along weekend. Therefore, the resultsreflect
that 60% of theworkshop's participantscut down ontheir
smoking and 20% attempted to quit.

Conclusion

The key components to successfully engage youth to
consder theharmful effectsof their smoking behaviour are
asfollows: (&) the Carbon M onoxide Monitor- without an
interactivetool such asthismonitor, therewouldinvariably
belessinterest inthe displaysand educationa session; (b)
an interested individual within the school setting to
coordinate and promote the program with the school’s
administration (i.e., a public health nurse, addictions
counsellor, guidance counsellor, student’s council
representative or aphysical education teacher); and (c)
educationd displaysfor useduring the CO testing.

The program’sorganizersare very pleased with theresults
from implementing the secondary school-based tobacco
awareness and educational program in the 2000-2001
school year. Therearedefinite plansto offer thisprogram
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againover thefollowing school year with some additions.
As68.4 % of the participantsfrom the workshopswanted
group counsdling sessonsto ad with their quit attempt, the
plansfor thefollowing school year includegroup counseling
sessions and to continue offering individual counseling
through Addictions Services.

1. www.commhedth.ihpr.ubc.ca

Ingtitute of Hedlth Promotion Research. Youth Smoking
Cessationinthe School Setting. Lovato, C.Y &
Shovdler, JA.

2. Drug Use Among Ontario Students 1977-2001,
Centrefor Addiction and Mental Health, 2001.
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Binge Drinking Media Cam-
paign: Planning, Implementa-
tion and Evaluation

Introduction

The Substance Abuse Prevention Network (Network) of
Southwest and Central West Ontario, comprised of 16
hedlth units, devel oped andimplemented abingedrinking
mediacampaignin 2000, targeting 19-24 year olds. The
Network partnered with researchersfrom the Middlesex-
London and the Hamilton Public Health Research,
Education & Deve opment (PHRED) Programsto conduct
aprocessevauation. Thisarticleprovidesan overview of
thecampaign, theeva uation, and future recommendations.
The full evaluation report! is available on-line at
www.healthunit.com under Reportsand Research and at
WwWw.city.hamilton.on.ca/lsphs.

Media Campaign
Binge Drinking in Young Adults: A Public Health Issue

Bingedrinking, defined ashaving 5 or moredrinkson a
sngleoccason, isaggnificant publichedthissue, especidly
among 19-24 year olds. Sixty-seven percent of Canadian
drinkersaged 20-24 yearshave engaged in bingedrinking?.
Bingedrinking activity increasesamong 20-24 year olds
and then declineswith age®. The Canadian Campus Survey
indicatesthat studentslivinginauniversity resdenceare
morelikely to report binge drinking than thoselivingin
non-university housing®. Thishigh-risk drinking behaviour
leadsto alcohol poisoning, impaired judgement, injuries
and death®. The Addiction Research Foundation reports
that in Ontarioin 1995, alcohol consumption resultedin
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over 1,000 deathsdueto acohol poisoning, crashes, fals,
drowning, choking on vomit, assault and suicide. Of these
deaths, 5.1% were directly attributable to alcohol
poisoningP.

Mandatory Programs & Network

Boards of health are mandated to provide at least one
community-wide education campaign annudly to address
Injury Prevention and Substance Abuse Prevention’.
Representatives of the Network worked together to plan
and implement acoordinated regional campaignin part to
save staff timeand financial resources. A review of the
literatureindicated that there wasaneed to educate young
adultsabout therisksof bingedrinking including alcohol
poisoning. However, noloca mediacampaignsexistedto
addressthishedth concern. The Network overcame many
obgtaclestodeliver thiscampaign, suchasminimd financid
and human resources, and a large geographic area.
Recognizing theneed for eva uation expertise, theNetwork
collaborated with the Middlesex-L ondon and theHamilton
PHRED Programs.

Media Campaign Goals, Materials and
Messages

Two goalsweredevel oped for the campaign: 1) to reduce
the percentage of a cohol-related injuriesand deasthsamong
19-24 year olds living in Central West and Southwest
Ontario, and 2) to reduce the preva ence of bingedrinking
among young adultsinthisarea.

The campaign and materials were selected to increase
knowledgeof:

* therisksassociated with binge drinking, e.g., a cohol
poisoning

* thenumber of drinksthat congtitutesbingedrinking, and

« dternative behavioursto reducebingedrinking.

Thestandardized campaigncons stedof themassdigtribution
of aposter, apostcard, and the placement of apaidradio
advertisement and mediarel eases. M embersof thetarget
audienceinrura andurban settingspil ot testedthecampaign
materials. Hedthunit staff participatedinloca community
eventstoincreaseawarenessabout the dangersof binge
drinkingand sought opportunitiesfor unpaidadvertising,
suchasradioandtelevisioninterviews.

TheNetwork decidedtousea“ Chugging CanKill” poster
that wasdevel oped by FA CE (http://FACEproject.org) a
non-profit Americanorganization. It waschosen because
themessagewasclear and serious. However, information
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obtained from pilot testing the poster indicated that the
youthdid not feel susceptibletothethreat of deathfrom
bingedrinking. Furthermore, the poster did not provide
alternative actions for avoiding the threat. The norm
referencingline,“ Throwingupor passingout after drinking
isanearly signof a cohol poisoning” wasaddedtomakethe
threat moreconcrete, persona andrelevant. Inaddition, an
efficacy message, “ It’ syour choice, drink |less, dow down
or take the night off” was aso added. This message
provided clear and simplealternativestobingedrinking.

TheNetwork devel oped abrightly coloured postcard with
acustomized campaign message. Postcardsareused in
licensed establishments to advertise new bands, CD
launchesand special events. Thepostcardsweredesigned
tobeacollectibleitem, so that thetarget audiencewould
read and possessthem longer. The campaign messages
were also incorporated into a radio advertisement.
Participating radio stationsrecorded the advertisement so
that the DJvoicethat wasfamiliar tothetarget population
could be utilized. Minimal changes were made to the
postcard and radio advertisement to promote clarity
followingthepilot testing.

Media Campaign Implementation

The media campaign took place one week prior to and
one week following the 2000 Victoria Day and L abour
Day weekends. Typically young adultsconsumeincreased
amountsof acohol duringtheseholidays. Fiveradio sations
across Southwest and Central West Ontario played the
radio advertisement during both purchased and somenon-
purchased airtime. Radio stationswere selected based on
demographic reach and were specifically chosento target
young adult mal esand to maximize geographic coverage.
Network membersand other health unit staff distributed
postersand postcardsto community locationssuch asbars,
the beer stores, and campgrounds. Campaign materials
werea so distributed at community eventsand university
orientation activities. Toincresseawarenessof thecampaign
andto obtain further unpaid mediacoverage, the Network
devel oped and provided each health unit with amediakit
for local newspapers, radio andtelevision stations.

The 16 hedth unitsof the Network contributed $18,800.00
in total to the media campaign. These health unitsalso
dedicated staff timeto the development, implementation
and eva uation of the campaign. Furthermore, the PHRED
Program contributed significant financia and staff resources
by conducting acomprehensive processeval uation.
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Process Evaluation
The process evaluation wasdesigned to:

* identify thedistribution pattern and typesof mediaused
by hedlth unitswithinthe Network;

» edimatetheproportion of thetarget audiencethat was
exposed to thecampaign;

* assessawarenessof associated risksand how binge
drinkingisdefined;

* examineknowledge, attitudesand beliefsabout binge
drinking and the campaign message, and

*  determinewhether or not any new partnershipsemerged
asaresult of thecampaign.

Becauseof thechadlengesof ng thetarget population
in asystematic way, acrossthelarge geographic area, a
decision was made to obtain feedback from 19-24 year
olds in post-secondary institutions using a web-based
survey. The web-based survey was also used to recruit
focus group participants. Thissurvey waslaunched with
the technical expertise of the Southwest Region Health
Information Partnership (SRHIP). The 16 hedlth unitsused
two other data collection tools: 1) a tracking form to
document the number and types of mediaused, and 2) a
guestionnaireto determineif Network membersdevel oped
any new partnershipsor initiativesthat resulted fromthe
campaign. Ethical approval wasobtained from McMaster
Univergty and the University of Western Ontario.

Of the 15 possible post-secondary institutionsinvited to
participate, four (three univergitiesand one college) agreed
to send an email to their studentsdescribing the study. Of
thosewho met the age criteria, 3,767 studentsresponded.
Thesurvey included demographic dataand nine questions,
one of which wasaquestion about afictitiousdrug. This
guestion wasincluded to control for socid desirability bias.
Most of the respondents (72%) were between the ages of
19-21 and themajority werefemal e (63%). Of the 1,002
who volunteered on theweb-survey to participatein afocus
group, 195 responded to afollow-up email invitation, and
of these, 66 attended. There were nine focus groups
conducted at three of theingtitutions, fivewithfemalesand
fourwithmales.

Findings

When asked about their general awareness of any binge
drinking mediacampaign, 29.7% of thoseresponding to
theweb-based survey indicated that they had seen or heard
messages about thedangersof bingedrinking. When asked
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specificaly about thiscampaign, agreater percentagewere
aware of the radio ad (29.2%) than either the poster
(16.6%) or the postcard (11.8%) and significantly more
maleshad heard the radio ads (34%0) than females (28%).
Only 2% answered “yes’ to the control question about a
fictitiousdrug. Thethreemost commonly identified risks
of bingedrinking wered cohol poisoning (66%), long-term
physical health effects (34%), and impaired decision
making/embarrassment (31%). Femaesweremorelikely
than malesto identify personal vulnerability asarisk.
Furthermore, femaeswere morelikely to define binge
drinking as more than three or more than five drinks
whereasmalesweremorelikely to defineit ashaving 10
or moredrinks, throwing up and passing out. Theresults
aso suggest that wheretherewas moreunpaid advertising,
suchasradioandtdevisoninterviewsand other community
events, therewasgreater awareness of the campaign.

Focus group participants did not relate to the term or
definition of bingedrinking used for thepostcard and radio
ad. They preferred to usesuchtermsas*”funnelling” and
“chugging”. Inaddition, bingedrinkingwasperceived asa
socid norminthispopul ation and not viewed asaconcern.
Participantsa so recommended that messagesbedirected
to both high school and university/college students.

Respondentsfrom the web-based survey and focusgroup
participantsoffered smilar commentsabout the campaign
materias. Overdl, thefeedback waspositiveand provided
someindication that the promotiona materid soffered new
knowledge and helghtened awareness. Nevertheless, the
radio ad was described as “too wordy” and its rapid
ddivery and upbeat music distracted thelistener fromthe
serious message. Although the postcard wasjudged as
colourful and eye-catching, therewas concernthat thetext
wasdifficult to read and sincetheinformation wason the
back, the health message could be missed. In contrast, the
poster wasfound to be effective becauseits messagewas
clear, direct and focused onthe* hereand now” . However,
it was suggested that the poster could be improved by
using beforeand after pictures.

Thirteen of the 16 health units indicated that new
partnershipshad beeninitiated or current relationshipshad
been strengthened asaresult of themediacampaign. Most
of these partnershipswerewith academicinstitutionsand
restaurant/bar owners. Other examples included the
Ontario Provincial Police, campground/recreation
personnd and community-wide committees. Almost half
of the health units organized local events. Network
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members attributed the heightened community interest in
bingedrinking tothecampaign.

Discussion and Implications for Practice

Working with adiverse urban and rural populationina
largegeographic areawaschalenging, aswascollaborating
with 16 health unitsthat covered two planning regions.
However, to maximizethe potential reach and to avoid
duplication of efforts, the Network pooled their collective
resources, including money and staff time, and created
innovative sol utionsto conduct thecampaign. TheNetwork
reached consensus on the campaign, and the project has
formed the basis for future collaboration with other
partners.

It isrecognized that this eval uation used aconvenience
sample and hence, results need to be interpreted with
caution. Neverthel ess, the project offered useful datafor
program planning and incorporated aninnovative way of
surveying apopulationthat isgenerdly considered difficult
to access, especially when resources are limited. The
project asoidentified areasfor further research.

Congdering that the campaign was|limited to afour-week
period, itischalenging to determinewhether theawareness
levelsachieved are acceptable. A review of theliterature
found that level s of awarenessand how they arereported
areinconsistent®1911, Recognizing that recruitment was
limitedtoaninformd invitationto participeteintheevauation
with noreminders, asamplesizeof 3,767 wasencouraging.
With limited resources, it would not have been possibleto
survey this many 19-24 year olds using any other
methodol ogy. Two areasworthy of further investigationare:

1) examining awareness levels of media campaigns
delivered by public sector organizationswho generally
deliver such programswith limited fundsand 2) theimpact
of such campaignson thetarget audience.

Sincetheserespondentswere more aware of theradio ad
than the poster or postcard, radio messages may bemore
effectivein exposing 19-24 year oldsto hedthinformation.
Thisassumptionrequiresfurther sudy. Itisnot surprising
that more malesthan femal eswereaware of theradio ads
sinceradio stationsthat target maleswere purposefully
chosen. Thisisanimportant congderation, giventhat males
bingedrink morethan females'?. Since only 2% answered
“yes’ tothe control question about afictitiousdrug, it was
concluded that the overwhelming mgjority of respondents
weretruthful intheir responses.

It isinteresting to note that focus group respondentsdid
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not identify with theterm or definition of bingedrinking
used for the campaign. Aswell, such behaviour was not
seen asaproblem by thisaudience. Thissample of 19-24
year olds was more likely to be receptive to messages
describing immediate risks rather than messages
emphasizing future health consequences. Thisobservation
hasimplicationsfor planning interventionsthat will be
favourably received by this age group. These findings
suggest that future radio ads should adopt an even more
serioustoneand continueto deliver messagesthat address
both the immediate physical and social consequences.
Pogtersthat use smple, clear messagesand offer aredlistic
image are more likely to be positively received. The
suggestionthat thecampaign dsotarget high school sudents
isnoteworthy and requiresfurther exploration. Overall,
campaign materials should be realistic and personally
relevant to thistarget population. Findly, itisencouraging
to note that health units reported that they were ableto
devel op partnershipsand plan local events. Thesewere
identified as" spin-offs’ that weredttributed to thecampaign.

Recommendations

Based on the campaign’simplementation and the process
evauation, thefollowing recommendations are presented:

1. SincetheMandatory Program Guidelinesrequirehedth
unitsto conduct education campaignsto disseminate
healthinformation, and because effective campaigns
requireasignificant investment of resources, an effec-
tiveness evaluation of campaigns needsto be done.
Evd uation should beincluded inthe planning stage of
thenext campaign.

Health units need to collaboratein developing media
campaignsto:

share costsacross planning regions
createquality campaigns, and

obtain better resultsthan any one health unit
could achieve.

Sincetheterm bingedrinking and itsdefinition were
not well accepted by thetarget population, thisterm
and definition should be avoided with 19-24 year ol ds.

Itisimportant toalow sufficient lead-time so that other

community partners can participate in planning a

comprehensvemediacampaign.

Becauseunpaid advertisngwaseffectivein heightening

awarenessof campal gn messages, health unitsshould

dlocateaufficent gaff imetogenerateunpaid advertisng.
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Theseactivitiescouldindudedeve oping mediarel eases,
participating in media activities, and working with
community partners.

6. Mediacampaignsshouldtarget adolescentsinorder to
reachindividuasbeforeor asthey beginto experiment
withbingedrinking.

Next Steps

Membersof the Network are organizing support in order
to launch a three-year campaign to reduce dangerous
drinking by underage youth in Ontario. Thegoal of this
provincial campaignisto raise awareness of the risks of
dangerousdrinking. Thetarget group includesadol escents,
parentsand their communities. The proposed campaign
wouldintegratelocd initiativesto build avarenessand kills,
mobilize communitiesand support policy development.

Conclusion

Bingedrinkingin thispopulation of 19-24 year oldsisan
important public hedthissuethat must beaddressed further.
Itisimportant to recognizethat bingedrinkingisatermthat
was not accepted by those who participated in this
evaluation. They preferred using theterms* chugging” or
“funndling’. Resultsdsoindicated that campaign materids
needto beclear, direct, have persond relevance, and focus
on the“hereand now”. Areasfor further research have
beenidentified.

The lessons learned from working together from the
inception to the delivery of the campaign, aswell asthe
feedback received from 19-24 year oldsare being used to
influence practice. It isanticipated that the strengthened
partnerships and those that emerged as a result of the
campaign will enhance futureinitiatives, including the
underagedrinking campaign currently being planned.

Evaluation needs to be incorporated at the outset.
Collaboration between practitioners and researchers
recognizesthe special skillsand expertiseof both partners,
and maximizesthe poss bility of asuccessful initiative. By
working together the 16 health unitswereableto accomplish
morethanif they had acted independently. Thiskind of
partnership requires dedicated time and resources.
Compromise and consensus are critical elementsfor an
effectivemediacampaign.
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