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SALMONELLA TYPHIMURIUM DT104
AND NON-DT104 IN ONTARIO, 2000

Introduction

Thefirst Salmonella Typhimurium definitivetype 104 (ST
DT104) isolatewasidentified in Canadain 1970 and was
sengitivetoal antibioticstested . ST DT104 hasbecome
of increased concern becauseitisnow frequently resistant
tomultipleantibiotics. Antibioticresstant bacterid infections
may compromisetreatment of aseverely or systemicaly
affectedindividud.

A review of ST DT 104 casesconfirmed at the Centra Public
Health Laboratory in Ontario during theperiod August 1,
1997 to July 31, 1998 was undertaken to better understand
thisorganism?. 1n 1999, four provinces, Ontario, British
Columbia, Alberta, and Saskatchewan, began collaboration
onastudy to examinetherisk factorsand burden of illness
associated with ST DT104 infection. This paper presents
findingsspecificto Ontario obtained fromthemulti-province
case-control study. Morespecificaly the paper will provide
descriptive epidemiological findings as well as
microbiological findings with respect to antimicrobial
resistance patternsof the ST isol ates.

Methods

All isolatesof ST in Ontarioidentified at the Centra Public
Health Laboratory in Toronto during the 12-month study
period, December 1, 1999 to November 30, 2000 were
sent to the National Laboratory for Enteric Pathogensin
Winnipegfor phagetypingand antimicrobia sengtivity testing
using Sengtitre™ (Trek Diagnostics, Westlake, Ohio). The
bacterial isolates were classified by commonly used
antimicrobid res stance patterns(R-types) suchasACSSUT
(Ampicillin, Chloramphenicol, Streptomycin,
Sulphamethoxazole, and Tetracycline).

Every second ST caseidentified in Ontario during thestudy
period wasedligiblefor inclusion in the case-control study.
Datacollection consisted of telephoneinterviews. The
information collected on demographics, symptoms, and a
variety of risk factors for the cases and age-matched
controlswas self-reported. This paper providesasubset
of information, specific to Ontario, from the case datathat
wereavailableinthe case-control study database.

All datawere entered into SPSS (ver. 10.0) and responses
summarized by frequency distributions. Chi-square or
independent t-testswere cal cul ated where appropriateand
p-vaues=0.05 werereported asstatistically significant.
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Results

A total of 573isolatesof ST isolateswereidentified during
the 12-month datacollection period. Of the573isolates,
datawere availablefrom 259 casesthat wereused inthe
multi-province case-control study. Of the 259 cases, 113
(44%) were ST DT104 and 146 (56%) were ST non-
DT104.

For the 259 cases, there were more females in the ST
DT104 case-group and moremaesinthe ST non-DT104
case-group, however, therewasno statistical difference
between thetwo groups(Table 1). Theratesof illnessby
age-band for both ST DT104 and ST non-DT104 were
highest for the 0-4 year band, followed by the 5-9 year
band (Figure1). A higher rateof illnesswasobserved for
ST non-DT104 cases compared to ST DT104 casesin
the0-4 age-band. Thedistribution of ST DT104 casesby
monthwasre atively even throughout the 12-month period
whereas the distribution of ST non-DT104 cases was
greater during the summer months (Figure2). Diarrhea,
fever, cramping, and nausea were the most frequently
reported symptoms. Upon comparisonof ST DT104and
ST non-DT104 cases by gender, adult versus pediatric
cases, and various self-reported symptoms, “ headache”
wastheonly statistically significant difference observed
(p=0.047) (Table 1).

Tahle 1.

Salmondla Typhimurium DT104 and nonDT104, summary of frequency
distributions for gender, age, adult or paediatric case, and symptomatology,
Ontario, 1999/2000.

DT104 non-DT104
Gender F=52.2% (58/113) F=43.3% (64/146)
M=47 8% (54/113) M=56.1% (82/146)
Adult or paediatric case A=531% (60/113) L=45 2% (66/146)
{under 12) P=46.9% (531113) P=54.8% (80/146)
Days of diarrhea 950 days  DN=RE 937 days  N=131
Diarthea 973% (1101113 10080 (146/146)
Fever 239% (047112 79.2% (114/144)
Vomiting 455% (511112 46.9% (1143
Cramps 89.0% (109 94.3% (1331141)
Bloody stool 44. 2% (5010 36.1% (41328
Headache * 677%  (6596) 43% (63116)
Nansea T40% 10 687% (B0131)
Aching joints 20.6%  (22/107) 271% (36/133)
Rash 170% (191112 151% (22146
Weak 333% (35/105) 311% @1/132)
Dizzy 28.3% (2899 333% @126
Dysuria 14.3% (151109 14.9% (201134
Tired 723 (81/112) 674% (BI144)
“Statistically significart by Chi-square analysis
02/28/03



Figure 1, Ape-band spedfic distribution of total cases of

Saironally Typhimurium, DTI04 (N =113, and non-
CT104 [N = 146 in Ontario, 2000,
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The573 ST isolatesidentified by phagetype and R-type
ACSSUT areshownin Table2. Themost frequent phage
typewas ST DT104 representing 47.3 % (271/573) of
isolates. Of the 271 ST DT104 isolates, 249 (91.9%)
were R-type ACSSUT.

Therewasadtatistically significant difference (p=0.001)
between ST DT104 and ST non-DT104 sensitivity
patternsfor sevenindividual antibiotics (Table 3). The
resistanceto these antibioticswasa soreflected inthe R-
typesACSSuT, ACKSSUT (ampicillin, chloramphenicol,
kanamycin, streptomycin, sulfonamides, tetracyclines), and
ACAmMocT (ampicillin, chloramphenicol, amoxicillin,
tetracyclines) as91.9, 26.6, and 10.3% of isolatesexhibited
these patterns.

Figure 2. Salmonella typhimurium DT104 (N = 113) and non-DT104 (N =
146), by monthly distribution, Ontaric, 199912000,
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Tahle 2.

Salmonelia Typhimurium, hy phage type and R-type ACSSuT, Ontario,

1999/2000.
Phage type No. of Percentage of || No. of R*- | Percentage of
isolates isolates type isolates
ACSSuT
1 104 271 473 249 919
2124 39 6.3 0 0
3 | 124 variant il 5.2 1 30
4 | 108 29 5.1 3 103
5 |10 15 26 0 0
6 | 302 14 24 9 64.3
7107 13 23 0 0
g8 | U5 13 2.3 0 0
§ |208 9 14 0 0
10 ] 183 3 14 0 0
Other 132 230 7 53
Total 573 100.0 2599 470
* Resistance type
Discussion

Thenumber of ST and ST DT104 identified in Ontario
decreased dightly between 1997-98 and 2000. In 1997-
98, of the 760 ST identified, 299 (39%) were ST DT1042.
In 2000, of the 573 ST identified, 271 (47%) were ST
DT104.

Consistent with other studies?® rateswere highestinthe
agegroup 0-4 yearsfollowed by 5-9years(Fig. 1). ST
DT104 caseswererdativey evenly distributed throughout
the 12-month period. Thetypical seasonal distribution
common to enteric diseasesin Ontario, with casesoccurring
morefrequently in the summer monthsand lessfrequently
inthewinter months, was not observed with ST DT104.
In contrast, thetypical enteric seasonal distribution was
observed in 1997-98, however 2. Thetypical seasonal
distributionfor ST non-DT104 caseswasobserved witha
peak in the number of cases during July, August and
September (Fig. 2).

Diarrhea, fever, cramping, and nausea were the most
frequently reported symptoms (Table 1) consistent with
previously documented outbreaksof ST DT104 4. The
frequency distribution of symptomswassimilar between
ST DT104 and ST non-DT104 cases, except for
headaches, which were morefrequently reported for ST
DT104. Itisnot known if thisstatistical association was
artifactud. Therewasno statigtically sgnificant difference
in the duration of diarrhea between ST DT104 and ST
non-DT104 cases, 9.50 days versus 9.37 days. These
data do not support a difference in symptom severity
between ST DT104 and ST non-DT104 cases.

Thefirst ST DT104 isolate wasidentified in Canadain
PHERO



Tahle 3.

Scalmnenelia Typhimurium DT104 and non-DT104
resistance/sensitivity
patterns, Ontario, 1999/2000.

Antibiotic Salmonella Safmonalla

Typhimurium Typhimurium

DT104 non-DT104
{%) N=271 {%) N=302
e I R 5 I R

Amikacin 99.6 04 [ 100
Ampicilin® 5.2 248 248 03| 149
Apramycin 974 07 1.2 1100
Amozcillin/Clavu | 554 | 239 10.7 914 4.6 4.0
lamc acid*
Ceftriazone 98.5 15 967 30 03
Cephalothin 0.0 74 26 ang 2.6 70
Chloramphenicol® 2.5 15 930 231 8.9 7.9
Ciproflozacin 100 100
Trimethoprim/3ulf | 956 04 977 23
amethoxazole
Florfenicol 100 100
Gentamicin 98.5 145 993 07
Eanamycin® 724 07 269 934 6.6
Malidizic acid 100 997 03
Sulfamethozazole™® 4.1 959 Fi 28.1
Streptomycin® 6.3 8937 241 159
Tetracaycline™ 6.3 937 341 03 156
Ceftiofur 985 15 967 33
ACEEuT* 919 6.6
ACES50T* 266 1.0
ACAmocT* 10.3 2.6

*F3tatisticdly sigmficant differences (p=0.001) between DT 104 and noeDT104
= sensitive

I = intermediate (partially sensitive)

R = resistant

1970 and was sensitiveto all antibioticstested . During
thisstudy period, 91.9% of ST DT104 isolatesin Ontario
were R-type ACSSUT (Table 3). Thiswas higher than
observedfor British Columbiawherethe ACSSUT pattern
comprised 19% (12/64) of ST DT104 isolatesin 1997/
1998 3. Additionally, 10.0% of ST DT104 isolatesin
Ontario were R-type ACAmocT. Thiswas lower than
observed in Albertawherethis pattern comprised 56% of
isolatesin 19998, Thedifferencein antibiotic resistance
patterns between provincesisnot well understood.

Recommended therapeutic agents for severe or
extraintestind illnessinclude ciprofloxacin, azithromycin,
ceftriaxone and cefotaxime®. All ST DT104 isolatesin
Ontario weresengtiveto ciprofloxacin unlikeintheUnited
Kingdom where approximately 15% of ST DT104
isolates have shown decreased susceptibility to
ciprofloxacin°.
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Conclusion

TheOntario datapresented inthisarticlewereacomponent
of astudy involving four provincesin Canada. Thestudy
was conceived to better understand one emerging
antimicrobial resistant organism, ST DT 104, in Canada.
A review of Ontario datareveal ed that the number of ST
decreased from 760in 1997/98t0 573in 2000. Similarly,
the number of ST DT104 decreased from 299 to 271.

Antimicrobial resistant organisms have emerged as a
sgnificant public hedthissueinrecent years. Antimicrobid
resistant organisms certainly compromise therapeutic
optionsfor individua swhere antimicrobial treatment is
required. Thereissomebdlief that antimicrobia resstant
organismsaremore pathogenic than antimicrobid sengtive
organisms. Theandyssperformedinthisstudy compared
sdf-reported symptomsof ST DT104 and ST non-DT104
cases. ST DT104 might be considered representative of
an antimicrobial resistant organismand ST non-DT104
representative of an antimicrobial sensitive organism,
however, thereissomemisclassfication of categories. The
Ontario datadid not support adifferencein pathogenicity
between ST DT 104 and ST non-DT104.
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Communiqué
Public Health Research, Education and
Development Program

A BRIEF ANALYSIS OF THE FAMILY
CENTERED MATERNITY CARE SURVEY
2000 IN THE CITY OF OTTAWA

Introduction

The National Guidelineson Family Centered Maternity
Carein Canada! considers pregnancy and birth normal,
hedlthy lifeevents. Family Centered Maternity Careisa
complex, multidimensional, dynamic processof providing
safe, skilled and individualized care responding to the
physica, emotiond, and psychosocia needsof thewoman
and her family. As well, such care recognizes the
significance of family support, participation, and choice
(Rush J. 1997)2. The Family Centered Maternity Care
Survey was undertaken in Ottawain 2000-2001 with the
god of gaining abetter understanding of the carereceived
by women inthe City of Ottawaduring thefour phases of
reproductive health; prenatal care, labour and birth, in-
hospital postpartum and at-home postpartum care. The
599 motherswho responded tothesurvey revedled ahigh-
level of satisfaction with the services, support and
information received both beforeand after birth but also
identified someareasof concernfor health planners, health
care professionalsand health care programmers. This
paper offersadescription of the methodsfor thissurvey
and abrief presentation of results. Specificindicatorssuch
asoneand Six week breastfeeding ratesand mother-infant
togethernesswill beexplored.

Method

The Family Centered Maternity Care Survey wasacross-
sectional telephone survey in which each mother was
interviewed on two separate occasi onsusing two different
questionnaires. Although someof thesewomen haveolder
children, the survey addressed only their most recent birth
experience.

The specific objectivesof thisstudy were:

a) Togain abetter understanding of thecarereceived by
womenintheCity of Ottawaduringtheir pregnancy
andinthepostpartum periodwithinboth hospital and
community settings.

To determinewomen’sperinatal behaviours.

To collect socio-demographic dataonwomenwho give
birthinthe City of Ottawa.

b)
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d) Todeterminetheprevaenceof postpartum depression.
Recruitment commenced on October 1st 2000, and was
completedin March, 2001. Thisproject was approved
by the Research Ethics Board of theRegiona Municipality
of Ottawa-Carleton Public Health Department. New
mothersweredigibleif they spoke French or English, were
discharged from the hospital with their baby and werea
permanent resident of the City of Ottawa. Datacollection
tools included two questionnaires developed for two
structured telephone interviewswhich were administered
to women whoseinfant was at |east oneweek old at the
timeof thefirstinterview and at least six weeksold at the
time of the second interview. Motherswere excluded if
they: a) had astillbirth or whoseinfant had died, b) had an
infant with severelifethreatening congenital anomalies, ¢)
did not speak English nor French, d) did not have a
telephone; did not permanently residewithin the City of
Ottawa, €) had given their infant up for adoption or had
their infant apprehended by the Children’sAid Society.

Thefirg questionnairefor motherswasto gather information
about thein-hospita experiencefor mother, baby and family
inthefirst week postpartum. The second questionnaire
wasto gain information about broad community support
for mother, baby, and family inthe prenatal and six-week
postpartum periods. A third questionnairewas devel oped
for thepurposeof collecting hospital -based dataon services

and support availablefor thenew family for thetimethe
mother wasin hospitd. Thiswascompleted by ahospital

manager at each of the four Ottawa hospitals with a
mother-infant unit. Theresultsfrom thethird questionnaire
arenot availableat thistime.

Thedatawereentered onapersond computer and analysed
using the software package SPSSPC version 9.0.
Descriptive statisticswere used to describe the response
rates and characteristics of each group.

Findings
Sample Description

Thefinal sampleof respondentswho answered bothone
week and six week questionnaireswas599 new mothers.
Themagjority of womenwhopartici patedinthesurvey had
apartner (90%), werethirty yearsoldor over at thetime
of thebirthof their child (58%), werewell educated (65%
had compl eted post secondary education) and had high
incomes(69%withafamily incomeof fifty thousanddollars
or more).

Public Health Resources

Figure 1 demonstratesthat athough respondentsreported
knowledge of community resourcesupon discharge, many
women were unaware of such resources during their

pregnancy.

Figure 1.

100

Community Resources - Awareness During Pregnancy and Receipt at Hospital Discharoe,
FCMC Studhy, City of Ottawa, 2000
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Table 1 showsthe servicesrece ved or used by the mother
during the postpartum period. Whileamajority of women
received aphonecall from apublic health nurse (PHN),
67% consented to receiveahomevisit. Lessthan 20% of
mothersvisited aWell Baby Drop-inand only 14% went

assessed using Chi-sgquare analysis, income emerged as
the only significant category (x?=4.29, p=0.038). Itis
interesting to note that the breastfeeding rate at 48 hours
postpartum for thelater caregroupishigher (69.5%) than
theearlier caregroup (60.1%).

toaBrwfw.jing S'Ipmrt Drop—in' Rajondmtsgme‘dly Table 2. Characteristics of Respondents Who First Went for Prenatal Care
rated the services offered by the Regiona Municipality of Before and Affer 3 Months
. 3 Months or Less After 3 Months
OttawarCarleton Public Hedth Department favourably, but | characteristic n-509 n=8
some mothers indicated the need for improvement as (5= . t | % ¢ | %
) . . prenatal care provider
indicated by thefollowing statement from anew mother: Earnily Doctor 145 285 18] 217
Midwife 10 2.0 0 0
“Mothersshould beawareof publichedth servicesbefore [ Obstetrician 354] 695 65| 783
. . . Totd 509 100 83 100
baby isborn. Postpartum depression should beexplained =
to moms before birth, taught to recognize signs and | Mthod of Feeding Bahy at 48 hours
" Breast Feedin, 306 &0.1 57 695
symptoms. Boftle Foedin 65 128 7 55
Both Breast and Bottle Feeding 138 27.1 13 220
Table 1. Services Received Tota 509 100 go* 100
[1]
= it Yo Mother’s E ducation
Consented and received phone call from a 574 96 High School 112 22 29 349
publiu: health murse Some collegefuniversity &0 11.8 [ 7.2
: = 3 Completed coll ege/universi 272 534 41 494
Consented and recetved visit from a public 400 &7 Pjﬁ‘;fgzu;‘; S‘i;?vemty T 128 = =2
heath nurse Total 509 100 a3 100
Consented and recerved services from the 30 5 —
% £ come
Health‘sr Bahies Healthv Children PI’O,EI’EITI $50,000 plus e 711 o4 569
WVisittoa Well B aby Drop_in 113 19 Less than $50,000 114 289 22 43.1
- : Sub-total 394 100 51 100
Phone call to the Parent Child Information 1593 32 T — T > = 7
Line *yf =429, p=0.038)
Visit to a Breastfeeding Support Drop-n 1) 14
Consented and received package of 377 63| [ ieialStaus
e A S ST Warried! Common Law 467 919 ] w55
information in the mal from the Health Singl e/Separated 39 77 12 145
Depmﬂﬂt Cther 2 04 0 0
Totdl 508* 100 g3 100
Prenatal Education and Care Age of Mother
i . . 19 and under 13 25 3 7.2
Prenatal education classesarelargdly attended by firsttime  [2024 47 92 s 72
mothers and their partners. Of the 232 women who == T T e
attended prenatal classes 215 (92%) were primiparous. [ 23zlus 128 251 6] 193
Totdl 500 100 23 100

Of those women who attended classes, 97% went with
their partner; friend/rel ative or another person and most of
the accompanying persons (98%) felt included in the
prenatal classes.

M ost respondents (86%o) indicated that they first went for
prenatal carewithinthefirst trimester of their pregnancy.
Table 2 compares some of the characteristics of those
womenwhowent for prenatd careearly (509womenwithin
thefirst 3monthsof the pregnancy) with those who went
later (83 women beyond 3 monthsin their pregnancy).
Women in the later care group appeared to have lower
education, lower family income, and were somewhat
younger. When differences between thetwo groupswere

02/28/03

o datafrom 1 respondent

Themgjority of motherswere accompanied by someone
to these prenatal care visits. Almost all (98%) of
accompanying personswere madetofed includedinthe
visit, similar to therates of prenatal education classes.
Interestingly, only two-thirdsof women reported that their
doctor/midwifediscussed preterm labour with them, and
only 76% of respondentsreported agood understanding
of thesignsand symptoms of preterm |abour.

In Table 3, respondents rated their understanding and
education in severa areas important to mothers and
families

PHERO



Table 3.

Prenatal Education

# %0

Alwaysfalno st always ftelt had opportauty to asle questions of L2868 =87
DoctornMlidsante

Tnderstood well what to expect from labour and birth 534 20
Doctortmdweife discussed preterin lab our 220 &l 4
Prenatal educator discussed preterm labour 15977 Bo*
Eeported a good understanding of the signsfsvmmptoms of preterm labour 451 TE
Have arranged for support for taking care of bab v in the early weeles 447 74

* Denommator 15 number of wormen who attended prenatal educaton classes =232

Combined Mother/Baby Postpartum Care

Although mother-infant contact is most beneficial
immediately after the baby’sbirth, in thissample 40% of
mothersdid not hold their baby immediately after ddlivery
and about the same number were separated from their baby
for thefirst few hours. Furthermore, 96.5% of respondents
indicated that they were separated from their baby at some
point during their hospital stay. Thirty-four per cent reported
having 24-hour roominginand 45% had rooming induring
theday. Only 114 (18%) respondentsreported that their
new baby did not spend any timeat al inthenursery. In
spite of this 590 (94%) women responded that they felt
they had the opportunity to spend enough timewith their
baby whilein hospital. Inaddition 472 (77%) rated the
amount of timein hospital tolearnto carefor their baby as
morethan adequate.

TheNationa Guiddinessuggest mother and baby beinthe
same room 24 hours a day. “Mother/baby infant care
providesinfant care at the mother’sbedside, guidesand
teachesparenting skills, atendstothemother’sphysiologica

and psychological needs, and integrates other family
membersinto thiscare’*. Thisstrategy necessitates baby
and mother inthe sameroom 24 hoursaday. Thisconflict
between the guidelinesand the views of mothersmay be
dueto alack of understanding onthe part of the mother of
theimportance of postpartum mother/baby togetherness.

Infant Feeding

“Women and families make decisions based on many
factors—theexpertise of professionalsbeingone.”! The
method of infant feeding awoman chooses should bethe
best for mother, baby and the family. Health care
professiona sshould inform and educatewomen and their
families about breastfeeding and bottlefeeding and be
prepared to support the choice that is made. Figure 2
indicateswomen received most of theinformation about
infant feeding fromtheir prenatal classinstructor and less
from their health care provider. Breastfeeding was
discussed more than bottlefeeding and support for the
choice of infant feeding was adequate but highest from
hospital nurses.
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Feeding Status

Breastfeedinginitiationrateswerehigh (88.6%) for this
study sample but at 6 weeks over 100 mothers had
switchedtobottlefeedingandtheratesof bottlefeeding
wentupfrom 11.4%at 48 hours(timeof firstinterview) to
28.5% at 6 weeks(timeof secondinterview).

Eighty per cent of mothersreported breastfeeding because
they felt it wasbetter for their baby while 19.5% of mothers
breastfeed becauseit isbetter for themselves. Seventeen
per cent say itismore convenient. Table4 demonstrates
themethod of infant feeding at two-time periods measured
inthesurvey.

Many mothers who breastfed their babies at all,
experienced problems at home with breastfeeding 194
(36%). Of theproblemsidentified, 52 (10%) wereworried
they didn’t haveenough milk and 77(14%) had sorenipples.
Other problemsmentioned werelaching difficulties, worries
about baby’ sweight, breast engorgement, and other issues
related to the mother’sor baby’shealth. Of the mothers
who sought help about their breastfeeding problems (168)
most of them 85 (51%) received hel pfromaPublic Hedlth
Nurse45 (27%), received help from alactation consultant,
and 34 (20%) received help fromtheir doctor or midwife.

Early days at home with the new baby
Motherswerevery confidentintheir ability tocarefortheir

Table4.  Breastfeeding Status at Time of Interview newborn and themselves a home and most (92%) had
At 48 Howrs At§ Weeks enoughhelpmai nlyf_romfaml Iy_aw_dfrlmds Uponreturning
: : - homefromthehospital themajority of women 566 (96%)
Method of feeding # o i o hadsomeonetohe pthem. Thepersonmostoftenmentioned
Breastfeedmg (includes 330 BB 426 Tl asthishel pwasthe husband/ partner.
supplementation)
Eotile feeding 68 114 170 285 Table 6. Help at Home
Total 5981 100 596 100 # %
The most important reason indicated for breastfeeding Iother felt she received enough or more than 454 L
cessation wasthat mothersthought their babieswerenot || snough help from farniy or fends
getting enough milk 39 (38%). Of the mothers who Mlother felt she received enough or more than 405 62
breastfed at all, 94 (19%) attended one of the Epoug;heéig{’?bhiﬁh casie o
Breastfeeding Support Drop-inswith 45(48%) of these |57 "=, = = enonghhelp snce | 543| 92
mothersindicating aproblem breastfeeding asthereason | ;1.4 et e
they attended. Sixty-nine(82%) mothersfoundthedrop- |51 4o foir confident cating for herself dunng 490 a7
invery useful. her time at home
Iother felt confident caring for baby durhg her 550 82
Table 5. Reasons Breastteeding was Stopped time at hotme
Status at Time of 2™ Interview
Reason Stopped # Yo Had extraassi stance been avail able, respondents ranked
Thought baby was not getting 33 38| “helpwithbaby care” asmost important 213 (38%), “help
enough milk with keeping the house clean and laundry” as next most
Lrackedsorenipples 18 71 important 130 (23%), nextimportant was“ help with other
Ezf 52&%&3?3:;2; 3 3 children” 106 (18%), then*helpwith mel preparation 65
i (11%), andfinaly “hel pwith grocery shopping” 50 (8%).
Mother was too tired 21 20| Postpartum Depression

* Denominator iz mothers who started breastfeeding at 48
hours who stopped at 6 weeks

M ost respondents (78%) agreed or strongly agreed with
the statement that the expectations they had about
breastfeeding were the same as what they actually
experienced and 469 (94%) of mothers who initiated
breastfeeding would breastfeed their next baby.
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When asked about their emotional health, themajority of
respondents indicated that they were ableto copevery
well. Ninety-five per cent of women indicated positive
attitudes asevidenced by their |ow score on the Edinburgh
Postpartum Depression Scale®. Almost all mothers[565
(95%)] who answered all the questionsin the Scale scored
11 pointsor lessindicating ahealthy mental state. There
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were 27 (5%) respondentswho scored 12 pointsand over
sgnifying somemeasureof difficulty copingwiththeir new
gtuation.

Conclusion

Overdl themothersinthissampleappearedtobesatisfied
with their experience in all stages of the reproductive
experiencefrom prenatal care and education beforethe
birth to six weeks postpartum. New mothers reported
good support during labour and delivery from hospital
nursingstaff, partners, family andfriends. Eighty per cent of
respondents reported receiving health information and
resources at hospital discharge. Eighty-six per cent of
mothersfelt confident about caring for their babiesand
ninety-twoper centreported havinghadenoughhel pmainly
fromfamily andfriends. For mostwomeninthisstudy, the
method of feedingtheir baby waschosen prior to pregnancy
and was not subsequently influenced by health care
professionals. Respondents tended not to make
arrangementsor expl orebreastfeeding support prior tothe
birth, andhospital roomingin, whichsupportsbreastfeeding,
waslimited. Thecombinationof thesecircumstancesmay
haveimpactedonthefalingbreastfeedingrateas71%were
breastfeedingat 6weeks, downfrom89%%atinitiation. One
of themost commonreasongivenfor stoppingbreastfeeding
was that women were unsure if their baby was getting
enoughmilk. Thismay beduetolack of recognitionof cues
fromthebaby indicatingwhether he/shewashungry orjust
fussy andwomenwerenot taught torecogni zethesecues.
Therecouldbeanimprovementinthefollowingaress:

a Women's confidence levelsin their breastfeeding
capabilitiescouldbehigher as44% of womenindicate
averageor lower level sof confidence.

b) Inthisstudy, 67% of mothersconsentedtoreceivea
homevisit. Perinatal attitudesand behaviorsneedtobe
exploredtounderstandwhat feeding or parentingissues
may havebeen missedinthe33% of motherswhodid
not consent toreceiveahomevisit.

c) Attendanceat breastfeedingdrop-inscouldbeincreased
and promoted.

A number of areasof concernemerged, of which, twowere
briefly outlinedinthisarticle. Thefirstareaof concernwas
thequick drop-inbreastfeedingfrom89%ooninitiationto
71%by theend of six weeks. Secondly wasthereported
separationof mother andbaby whileinhospital. Ninety-six
per cent of women reported being separated from their
baby whileinhospital. Educationonthebenefitsof rooming
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inhasbeenoverlooked. Althoughgapshaveemerged, we
havegai nedins ghtintobetter understanding carereceived
by womenresidingintheCity of Ottawaduringall stages
of their reproductiveexperience.
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Summary of Reportable Diseases in Ontario - December, 2002

Algoma 125,109 47 20 1 2
MNorth Bay 93,505 2 8 o 1
Morthwestern 01,920 3] 13
Porcupine 93,680 1 a7 11
Sudbury 199,619 1 26 2 1
Thunder Bay 158,698 2 21 1 3
Titniskaming 37,721
Mot Nortern | sooas2] | 5[ w] @ we[ 1] o« o]
Eastern Ontatio 194 045 4 1 3] 2
Hastings & Prince Edward 159 088 2 17
Kingston, Frontenac & Lennox 120,225 11 a9 2
Leeds, Grenville & Lanatk 163,143 2
Ottawa 770274 7 21 95 1 1 10
Renfrew 101,131 2
[omtbwtrn | usmrses] | us[ es] e 03[ 3] @ w]
Dutham 512,271 7 45 7
Haliburton-EKawartha 168,120 5 5
Iluskoka-Parry Sound 26,218 1
Feel 1,008,163 19 78 4 1 15
Petethorough 128 881 1
Simcoe 377,405 3 30 23 1 1
Toronto - total 2,542,844 4 6l 106 409 5 16 117
MNorth 627,021 2 28 73 i 5 id
South G88,584 5 24 28 156 i g Gl
West 509,302 17 25 100 2 g 20
Fast FI7837 i i 27 &0 i 3 22
York 724,969 11 16 3 1 1
ol Contatbast | ssssanl o] e[ use| e[  we[ wl e
Grey Brice 157 b4 1 3 10
Elgin-3t. Thomas 24,182 20 2 1
Huron 61,097 2 1 1
Chatham-Kent 112,897 1 21 13 1
Lambton 131,643 1
Iliddlesex-London 412976 21 3 1 7
Oford 102,561
Petth 75,238 1 & 3
Windsor-Essex 381,672 5 51 20 3 1 1
ol sowaowest | uswogaoll | e[ wes|  m[  s[ 2] 1w
Brant 126,481 27 11 1
Haldimand-MNorfolk 109 536 1 5 1
Halton 375,705 1 1
Hamilton 498 553
MNiagara 423,600 7 34 19 3 3
Watetloo 446,233
W ellingt on-Dufferin-Guelph 241 777 2 16 2 1

The Toronto City regions above are now defined as: Morth - former Morth “ork; South - former City of Toronto; West - former Etobicoke and City of York;
East - formetr Scarborough and East Work

* Bdpsted for deletions and late reports.
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Summary of Reportable Diseases in Ontario - December, 2002

Algoma 125,109 2 é
Horth Bay 93,505 2 3
Motthwestern Q1,920
Poreupine 03,680
Sudbury 199,619 8
Thunder Bay 158,698 2
Timiskatning 37,721
ToalNomem | ewasa] [ ] [ w1 ol [ ]
Eastern Ontario 184 045 2
Hastings & Prince Edward 159 028 1
Kingston, Frontenac & Lennox 180,225 2 1 1
Leeds, Grenvwille & Lanatk 163,143 2
Ottavra FI0.274 2 25 12 1 1
Renfrew 101,131
Toalbasen |  vemses] 2] a] 0] m[ ] w[ [ 2]
Durham 512,271 1 9
Haliburton-Kawartha 162,120 1 5 2
MMuskoka-Parry Sound 26,218 1
Peel 1,008,163 1 1 1] 32
Peterborough 128 281
Bitncoe 377,405 1 15 11
Toronto - total 2,542 844 T 1 23 115
MNorth 627,021 23 23
Sovth 658,584 5 31 37
West 509,702 I i3 2]
East 717,937 2 Id 34
Yotk 724,969 1 26
ToalComtbast | sswan| o[ ozl s we] [ as] [ ]
Grey Bruce 157 dad 5 Q
Elgin-3t. Thomas 84,182 2 2
Huton 61,097 4}
Chatham-Kent 112,897 3
Lambton 131,643
Middlesex-London 412976 1 7 1
Onford 102,561 12
Perth 75,438 1 13
Windsor-Easex 381,672 1 1
ToalSewtovest | vewgso] a] ] 0 ] e[ ] e[ [ ]
Brant 126,481 1
Haldimand-Norfolk 109,556 2
Halton 375,705 7 13
Harmilton 498 553
Niagara 423,600 16 2
Waterloo 446,833
Wellington-Dufferin-Guelph 241,777 18 1

The Toronto City regions above are now defined as: Horth - former Horth ¥Tork, South - former City of Toronta, West - former Etobicoke and City of Fazk,
East - former Scathorough and East Tork

* Adpsted for delations and late reports.
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Summary of Reportable Diseases in Ontario - December, 2002

Algoma 125,109
Morth Bay 93,505 1
Northwestern 01,920
Porcupine 33,650
Sudbury 195,419
Thunder Bay 158 695 1
Timiskaming 37,721

Eastetn Ontatio 194 045

Hastings & Prince Edward 155 088 3

Eingston, Frontenac & Lennox 180,225

Leeds, Grenville & Lanark 163,143

Ottawa 789,274 4 5

Renfrew 101,131

Towrbwm | esws| T s[  [ 7]  s[ [ 1

Dutham 512,271 o

Haliburton-Kawartha 168,120 1

Iluskoka-Parry Sound 260,218

Feel 1,008,163 7 4

Petethorough 128 881

Simcoe 377,405 2 1

Toronto - total 2,542 244 a7 5 10
MNorth 827,021 4] 2
South 888,554 & 3 &
Wesf S09,302 4 i
East 717937 o

York T24,969 5

T ComraBast | ossssn] [ o[ ] el  w[  w] 4

Grey Bruce 157 664

Elgin-3t. Thomas 24,182

Huron 61,097

Chatham-Kent 112207

Lambton 131,643

Iliddlesex-London 412,976 3

Oxford 102,561 1

Perth 75,238

Windzor-Eszex 381,672 1

Brant 126,481
Haldithand-H orfolk 109,536
Halton 375,705 1 1
Hamilton 408 553
Hiagara 423 /00 | 1
Waterloo A5 233

W ellington-Dufferin-Guelph

241,777

The Toronto City regions above are now defined as: North - former North York; South - former City of Toronta; Weast - former Etobicoke and City of Tork,
East - former Scarboronzh and East Tork

* Bdpsted for deletions and late reports.
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