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Editor's Note

Meet Marvin the Measle...

A rather unsavoury fellow, isn't he? Y ou'll be seeing more of
him in the upcoming nation-wide M easles Elimination Cam-
paign, to take place in the NWT starting in April 1996. This
issue of EpiNorth features Questions and Answers re-
garding this campaign. Any unaddressed questions
should be directed to your Regional Medical Health ™
Officer or to the Health Protection Unit.

The next article reviews the RSVvirus, the recent Sz,
outbreak in Arviat aswell asareview of its presence over the
past several years.

This issue also looks attwo aspects of tobacco usagein the NWT. The
first one waswritten by Rick Tremblay, Y outh Addictions Consultant. This
article looks at tobacco usage amongst the youth in the NWT, and includes the
results of surveyswhich have been completed over the past several years. The
next oneisafollow up article by Dr. lan Gilchrist, Chief Medical Health Of-
ficer. He looks specifically at lung cancer in the NWT and how this may im-
pact the passing on of Northern heritage.

The final article examines Helicobacter Pylorisinthe NWT and
itsrelationship to gastric and duodenal ulcers, presented by Dr. John Morse,
Internist at Stanton Regional Hospital.

The regular monthly and year-to-date statisticson reportable
diseases are followed by an added feature... News Clips. This
section will keep you abreast of the happenings through-
out Canada and around the globe. We hope to include
noteworthy items dealing with outbreaks and vac-
cines.

Asalways, we welcome your comments and ques-
5:' tions. Please contact us by phone, fax, e-mail or
O mail.
(&)
"'ON Al “00 We vyi [l be conducting a reader ship survey in an up-
coming issue.
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“ With the

current one
dose program,
outbreaks are
expected at
5- 7 year
intervals.”
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Measles Elimination Campaign:

What are the components of the
measles elimination campaign in the
NWT?

Asof January 1, 1996 all preschoolers began re-
ceiving aroutine second dose of MMR, concur-
rent with their FOURTH DOSE of DPT/IPV/HIB
(Pentavalent) vaccine at 18 months of age.

A mass “catch up” campaign will begin April 1,
1996. All other preschool and school-aged children
(tothe end of Grad 12) will be offered measles/
rubella (MR) vaccine. The school-aged children
will be immunized before the end of June 1996.
The preschool children may be immunized
throughout the 1996 year. This campaign isfor
1996 only.

Why is a Measles Campaign necessary?

Measles (rubeol ) is often a severe disease, fre-
guently complicated by otitis media or broncho-
pneumonia. M easles encephalitis occursin ap-
proximately 1 of every 1,000 reported cases and
survivors often have permanent brain damage.
Death occursin 1 of every 1,000 reported cases.
Therisk of death and complicationsis higher for
infants and adults than for children and adoles-
cents. Measlesisalso responsible for subacute
sclerosing panencephalitis (SSPE), afatal, chronic
infection of the brain.

Prior to the widespread use of measles vaccine,
virtually everyone acquired measles by age 18.
The incidence of measles has decreased by over
95% since the 1970’ s because of routine immuni-
zation of infants and children.

In Canada, however, there has been asignificant
increasein measles since 1989. Canadais now the
prime exporter of cases of measlesto the Ameri-
cas. While Canada comprises 3.6% of the popula-
tion of the Americas, it was responsible for 50% of
reported cases of measlesin 1995.

M easles vaccine confers high protective efficacy
after only one dose (90-95%) when administered
to children who are at least 1 year of age.

The cumulative contribution of the small percent-
age of primary non-responders and the 5% of chil-
dren never vaccinated creates a pool of suscep-
tiblesthat is significant enough to sustain out-
breaks or epidemics even in highly vaccinated
populations.

With the current one dose program, outbreaksare
expected at 5-7 year intervals. For thisreason, it
has been predicted that significant outbreaks of
measles will occur in Canadawithin the next two
years.

The graph below shows the cycle of outbreaksin
the NWT, with a5-7 year interval. With the last
significant outbreak in 1991, it isimperative to be-
ginimmunizing and thereby prevent such areoc-
currence.

Reported cases of Measles
Northwest Territories, 1965 - 1995
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The National Advisory Committee on Immuniza-
tion (NACI) has recommended atwo-dose sched-
ule of measlesimmunization. Thisis expected to
confer protection in over 99% of immunized per-
sons.

A mass revaccination campaign is expected to re-
duce the number of susceptibles by immunization
of those who did not respond to an initial dose.
Thiswill prevent outbreaks of measles and lead to
the elimination of indigenous measlesin Canada.

Why is MR vaccine going to be used?

This decision was made by the NWT Advisory
Committee on Immunization. The benefit of this
vaccineisthe possible prevention of cases of con-
genital rubellasyndrome. Inthe NWT there are
many women identified at antenatal screening who
are seronegative for rubella. The measles-rubella
immunization catch-up will be achieved for virtu-
ally the same cost as the administration of the mo-
novalent (M) measles vaccine. The cost of MMR
vaccineis 8 times greater than that of the cost of
Measles or MR vaccine. The addition of the
mumps component could not be justified at this
cost. The routine second dose of MMR will lead to
elimination of mumps by about 2012, even without
amumps immunization catch-up.

What about the side effects of the
rubella component of the vaccine?

Arthralgiaand arthritis are possibl e side effects
particularly in relation to post-adol escent (over 15
years of age) SERONEGATIVE females. Itisnot a
concern for those already immune to rubella.
Therefore, it will only be a concern in those 10%
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of adolescent females not already immuneto ru-
bella. If not immunized during this campaign,
many of these femaleswill require immunization
at an older age when arthralgiaand arthritisare
more common and severe adverse effects. Also,
thewild rubellavirusisat least four timesaslikely
asthe vaccine virusto cause such problems.

What about the risk to the fetus if
rubella vaccine is received during
pregnancy?

There has never been areported case of congenital
abnormalities in babies born to women who have
received rubellavaccinein pregnancy. Therefore,
therisk of teratogenicity isonly theoretical. Be-
cause of thisrisk however, rubellavaccine should
not be administered to pregnant femal es or to those
who think they may be pregnant. Also, females
should be advised not to become pregnant for 3
months following receipt of rubellavaccine.

What is the MR vaccine dosage, route,
etc?

The MR vaccine needs to be reconstituted with the
supplied diluent. It is administered by the subcuta-
neous route in adose of 0.5 ml.

Itisgrown in human diploid cell culturein con-
trast to the MMR vaccine which isgrown in chick-
en fibroblast cell culture. MR vaccine therefore
contains no avian products and allergiesto eggsis
not a consideration for the use of thisvaccine.
Also, it does not contain any preservatives or anti-
biotics.

What are the side effects of the MR
vaccine?

The adverse events are similar to those associated
with the use of acombined MMR vaccine. Local
reactionsinclude tenderness at the injection site,
redness, swelling, induration, awheal and flare
reaction or urticaria at the injection site. Rashisan
infrequent reaction and isusually localized but can
be generalized in rare cases. Most common sys-
temic reactionsinclude moderate fever, rash, mal-
aise, headache, nausea, and rarely febrile seizures.
Rash and systemic reactions usually occur 7-10
days after immunization.

Transient or intermittent arthritis, arthralgia,
polyneuritis, myalgia, and paresthesia may also
occur, but arerarely debilitating.

What are the contraindications to the
MR vaccine?

* Hypersensitivity to any component of the
vaccine. Theseinclude a stabilizer containing
gelatin, lactalbumin hydrolyzate, sorbitol and
lactose.

* Pregnancy

* Aswithall livevaccines, MR vaccine should
not be administered to persons who are immu-
nocompromised due to an underlying immune
deficiency or secondary to a disease or immu-
nosuppressive therapy. Those with asympto-
matic or symptomatic HIV infection should be
immunized because measles disease can be
severein the presence of HIV infection, and the
adverse effects of the vaccine are not more
severe in those with HIV infection.

¢ Thoseill with asevere acuteillness should not
be immunized. However those with minor acute
illness, such asacold, with or without a fever,
may be safely vaccinated.

Can the MR vaccine be given at the
same time as other vaccines?

Y es, MR vaccine can be given with any other vac-
cine but at separate sites using separate needles
and syringes.

Why is MMR vaccine being used in the
routine schedule at 18 months of age?

The MMR vaccine will provide some additional
protection against mumps, which could in the fu-
ture cause outbreaks if alarge number of suscepti-
bles accumulates. One dose of mumps vaccine
leave 15% unprotected, although outbreaks occur
rarely because mumpsis much less infectious than
measles or rubella. Secondly, using MMR vaccine
for the routine second dose will simplify vaccine
inventory and minimize potential for errorsin ad-
ministration of the infant dose.

Will a second dose of measles vaccine
be recommended for other groups?

No. The routine recommendations for immuniza-
tion will remain unchanged for all other individu-
als. Generally, measles outbreaks in recent years
have occurred primarily in school aged children,
with secondary cases occurring in preschool aged
children.

EpiNorth




Positive RSV Tests in Canada by Region
Winter 1995/96 - By Week of Report
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RSV in the Northwest Territories:

Therecent outbreak of RSV in the Keewatin,
which began in the community of Arviat in early
February attracted nation-wide media attention.
This attention has al so produced questions among
health providers aswell asthe general public re-
garding the presence of thisvirusin the NWT. The
following article will review the RSV virusas well
asidentify itsimpact inthe NWT over the past
several years.

What is RSV?

Respiratory Synctitial Virus (commonly known as
RSV) isthe most frequent cause of seriousrespira-
tory tract infectionsin infants and children under 5
years of age. Thiscommon virus, which resembles
the influenza and parainfluenzaviruses, hasin-
fected most children by the age of three. In most
young children it resultsin amild respiratory in-
fection that is not distinguishable from acold. First
isolated in 1957, RSV isthe most common cause
of bronchiolitis (isolated in 65% of cases) and can
also cause pneumonia. Infants under the age of 2
and other children with chronic respiratory prob-
lems (asthmafor ex-
ample) are at particular
risk of severeinfection.
Inthe United States, it

is estimated that 4,500
| infants die each year
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from RSV infection.
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Similar statistics are not
available for Canada.

Fiveinfantswith
bronchiolitis (presum-

ably RSV) have died in
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I i the NWT in the past 5
years, all of them less
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than 6 months old (two
of these recently from
Arviat).

How is RSV transmitted?

Likethe“flu” and the common cold, RSV spreads
from person-to-person contact through dropl et
transmission (sneezing, coughing). The virus can
also survive from two to six hours on unwashed
hands and the surfaces of objects.

What are the symptoms of RSV?

After an incubation period of 3 to 7 days, RSV
causes nasal stuffiness and discharge, cough and
sometimes ear infections. It isusually self-limiting
(lasting 3 to 7 days) and does not require hospital-
ization or specific treatment--even in the magjority
of those who also have lower respiratory tract in-

volvement (30-40%). These children may have a
low-grade fever for several days, respiratory symp-
toms that may last for 1 to 2 weeks and a cough
that sometimes persists beyond 2 weeks.

Lower respiratory infectionisindicated by the on-
set of expiratory wheezing or diffuse inspiratory
rates, marked cough, tacypnea and retractions, and
varying degrees of cyanosis. |n heonates, another
presentation may occur, with apnea, lethargy and a
decrease in appetite as the predominate symptoms.
Progression is thought to be due to necrosis of the
bronchiolar epithelium causing associated peri-
bronchiolar inflammation. Thisnecrosisisthe
pathologic hallmark of RSV infection. Disruption
of surfactant may ensue and airways obstruction
may occur. RSV infection predominatesin the
small airways and, when symptoms progress, ab-
normalities of gas exchange may be severe. Arte-
rial oxygen levels drop and carbon dioxideisre-
tained.

When is RSV most likely to occur?

RSV infectionisaregular occurrence every year,
with peak activity normally observed in April
(usually imported North after the March break and
spread around with some help from the many Car-
nivalsthat occur around that time in many commu-
nities). Certain laboratories across the country
(called sentinel sites) routinely test for variousres-
piratory virusesin order to monitor predict thein-
cidence of these viruses over the winter months.
Thisyear, the virus made its appearance somewhat
earlier and appears to be more virulent (infectious)
than normal, with a high proportion of the cases
devel oping pneumonia.

The following graph shows the cycle of medivacs
for bronchiolitisin children under 5 over the past
several years, with the peak generally in April.

Medical Travel for Bronchiolitis in NWT

<5 years of age
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Examining the Keewatin Outbreak

Thedistribution of casesis predominantly in the
eastern Arctic communities, with the largest num-
bersin the Keewatin and Kitikmeot.

Medical Travel for Bronchiolitis

NWT by Region, <5 years of age
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How is RSV diagnosed?

Confirmation of RSV by culture can take up to two
weeks. Therefore, once the presence of RSV is
confirmed in acommunity, diagnosisis generally
based on symptoms. If a child presents with symp-
toms of bronchiolitis, especially during an epi-
demic, they should be considered to be infected by
the virus, and treated accordingly. L aboratory tests
and chest x-rays contribute to the diagnosis.

How is RSV treated?

Inthe majority of cases, RSV infectionis self-lim-
iting and requires no specific therapy, other than
controlling fever and treating any associated ear
infections. Most children exhibiting the respira-
tory symptoms commonly associated with RSV
(such as a stuffy nose and cough) require no treat-
ment. If, however, the child has more severe symp-
toms, then hospitalization is generally necessary.
Most hospitalizations occur in infants between 1
and 6 months old.

What type of treatment do children
with RSV receive in the hospital?

Children are given humidified oxygen and oxygen
levels are measured through pulse oximetry or
measurement of arterial blood gases. I ntravenous
(IV) fluids are given to children whose respiratory
rates are more that 60-70/min, who are dehydrated
or those whose oral intake is decreased. These
children’ srespiratory status should be closely
monitored, and in severe cases may require intuba-
tion. Aerosol treatments (eg. Ventolin) may be
helpful, but should be discontinued if ineffective.

In severe cases, Epinephrine (inject-
able or aerosol) might also beindi-
cated.

Can a person develop

immunity to RSV? present:

The RSV virusisendemicin nature
and commonly causes reinfection
because immunity to it is short-
lived. Reinfections are generally
benign in adults; however, in eld- .
erly and immunocompromised pa-
tients, serious disease of the lower
respiratory tract may result. N

What is the latest on the
1996 outbreak in the
Keewatin?

While the media caught the begin-
nings of the outbreak in Arviat, it
has continued to make its way
through the other Keewatin commu-
nities. The totals for evacuations of

Hospitalization is recommended
if any one of thefollowing is

* Severerespiratory distress
(deep retractions or grunting
respirations)

Respiratory rate over 50/min
¢ History of apneaor cyanosis

Dehydration or very poor oral
intake

* Lesssevereillnessininfant
with high-risk condition

**|n the presence of an outbreak
situation, other factors must be con-
sidered, including availablity of re-
sources (eg. nursing staff) aswell as
impending poor weather.

EpiNorth

Criteria for hospital

admission of seriously ill
with RSV bronchiolitis

Keewatin infants with respiratory
difficulties, as of mid-March, are
shown in the chart at theright:

Was there
anything different
about the
Keewatin Arvia
outbreak?

Baker Lake

The spread of virus ap-
pearsto have begunin
Arviat in late January,
peaking there the third
week in February. From
thereit spread to Rank-
in Inlet and then to
other Keewatin com- ‘

Chestorfield Inlet

Coral Harbour

Rankin Inlet

Repulse Bay

Whale Cove

Evacuations of Keewatin Infants
Presumed RSV - February/March 96

munities. As noted o
above, the Keewatin
outbreak came earlier

than usual and appears to have been more virulent.

It has al so presented with more cases of pneumo-
nia (42%). Asof March 11, 1996, 93 Keewatin
infants had been medivaced with respiratory diffi-
culties. Of those infants, the majority were under
12 months (77%), with 41% under 6 months and
20% under 2 months. The two Arviat infantswho
died were both under 4 months.

continued on page 9
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Treatment Guidelines
for Gonococcal and Chlamydial Infections

The 1995 Update of the Canadian STD
Guidelines has recently been made
availableto al the health centresin the
NWT. (It'slight green, with black spi-
ral binding, if you haven’'t seen it yet).
Given the prevalence of gonococcal and
chlamydial infectionsinthe NWT (see
accompanying graphs), the recommended
treatment regimes for adults with these
infections will be highlighted below.

While the incidence of gonorrhea has decreased
dramatically over the past several years, it isby no
means controlled. The treatment guidelinesfor
gonococcal infection have been revised to reflect

Gonorrhea Reports
NWT, 1987 - 1995
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the increased prevalence of antimicrobial resis-
tance. All gonococcal infections are treated pre-
sumptively asif they were resistant.

Penicillin, ampicillin, amoxicillin, and tetracy-
clinesarenolonger recommended asfirst-line
therapy for gonorrhea.

Gonorrheain the NWT
Reported cases for 1995
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Currently recommended asfirst-line are third gen-
eration cephal osporins (ceftriaxone and cefixime)
and the fluoroquinol ones (ciprofloxacin and oflox-
acin) which are efficacious against N. gonorrhoeae
strains resistant to penicillin and tetracycline. The
dosage levelsfor ceftriaxone and cefixime have
been reduced by 50% from those indicated in the
1992 STD treatment guidelines.

Chlamydial rates have remained constant despite
previous treatment regimes. In an effort to see
these rates decrease, all patientstreated for
gonococcal infection should also betreated with
an antimicrobial effective against chlamydia,
such as doxycycline or azithromycin, unlesstests

Chlamydia Reports
NWT, 1987 - 1995
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for chlamydia are known to be negative. Azithro-
mycin, asingle dose therapy, has been added asa
first-line treatment for chlamydial infectionsin
adults and adol escents. Single dose therapy is
thought to improve compliance and hopefully im-
prove treatment rates.

Chlamydiain the NWT
Reported cases for 1995
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Treatment of Gonococcal
Infections in Adolescents and Adults

Urethral, endocervical, rectal pharyngeal infection (except pregnant women and
nursing mothers) *

Cefixime 400 mg orally in asingle dose Plus
or doxycycline
Ciprofloxacin 500 mg orally inasingle tetracycline
Oral dose , .
azithromycin
or
Ofloxacin 400 mg orally in asingle dose Note:
Pref d1M Ceftriaxone125mg M inasingle All patientstreated
reterre dose ** for gonorrhea
Al " should also be
ernative _ _ o treated for chlamy-
IM (except Spectinomycin 2g M inasingle dose dial infection
pharyngeal) '

* Ofloxacin and ciprofloxacin are contraindicated in pregnancy and doxycycline/tetracycline should be replaced by
erythromycin (see page 88 in the Canadian STD Guidelines).

** Ceftriaxone and cefixime should not be given to persons with cephal osporin alergy or ahistory of immediate
and/or anaphylactic reactionsto penicillin.

Concurrent Treatment for Chlamydia in Adolescents and Adults

All patients should also receive empiric treatment for chlamydial and non-gonococcal infec-
tions:

Doxycycline 100 mg orally x 2/day for 7 days
or

Tetracycline 500 mg orally x 4/day for 7 days
or

Azithromycin 1 g orally in asingle dose ***

***There are only limited data asyet to support the use of azithromycin in non-chlamydial urethritis or
cervicitis; more studies are currently being carried out.

Seethe Canadian STD Guidelines- 1995 Update for treatment of :

» Gonococcal ophthalmia (adolescent and adult) (p. 89)

Disseminated infection: arthritis, meningitis (p. 89)

Gonococcal infectionsin pregnant women and nursing mothers (p. 90)
Gonococcal infectionsin children < 9yearsold (p. 89)

Gonococcal infection in neonates (p. 90)

The changes have been endorsed by the Canadian Infectious Disease Society's Sub-Commit- _—
tee on Sexually Transmitted Diseases and the Canadian Paediatric Society's Committeeon ¢
Infectious Disease and |mmunization.

Copies of the Canadian STD Guidelines - 1995 Update can be ordered from the Canadian
Medical Association. To order by telephone, on credit card, call: 1-800-663-7336.
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Youth and Tobacco Use

We can try to compare youth statistics for tobacco
use between the North and southern Canada. How-
ever, wemust first look at statisticsin general. The
recent Health Canada Y outh Smoking Survey re-
sults are based on 14,200 school classroom ques-
tionnaires and 9,500 phone interviews of 15-19
year olds out of school. Whatever responses were
received have been extrapolated to apply to the
general population of youth in Canada. A sample
was used to represent the population. Survey re-
sultsare a“ guesstimate” based on asample.

The NWT statistics for youth tobacco use are not
extrapolated for the whole population. Of the total
student population of 9,735 students from grade
four to twelve, 5,017(52%) answered the question-
naire. They arethe actual statistics. Thesample 1S
the population. NWT survey resultsare not a
guesstimate but the actual results as stated by stu-
dents.

There are some similarities between resultsin the
north and the south, especially if looking at trends.
Smoking among young people has been decreasing
since the 1980’ s, both north and south. The smok-
ing rate increases as age increases. Asall youth
smokers get older, they smoke more. Boys smoke
more cigarettes than girls. Most youth are aware of
the effects of tobacco use. All youth find it easy to
purchase tobacco products despite the federal laws
which prohibit sales to minors below 18 years of
age. Thisiswhere most similarities end.

Inthe NWT:
* Moregirls(38%) smoke than boys (28%)

Regional Differences in the NWT

Smoking and Chewing Tobacco Use in Youth
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¢ More Inuit youth smoke than other ethnic
groups.

By age nineteen, 69% of Inuit youth smoke;
60% Dene-Metis smoke; 30% of non-aboriginal
smoke.

Prevalance of Current Smokers

Comparing Northern and Southern Canada
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* Non-aboriginals smoke more cigarettes than
other groups

More boys than girls used chewing tobacco and
snuff.

¢ More Inuit used chewing tobacco than the other
groups

* More Dene-Metis used snuff than other groups.

Asthe chart at the left shows, there are some sig-
nificant regional differencesin tobacco use:

Nunavut appears to have itswork cut out for them
in addressing amajor health problem of lifestyle
that can be changed. Asthelast issue of EpiNorth
stated, lung cancers are on the rise due to the com-
ing of age of smokers who are now maturing into
the results of acontrollable lifestyle. The accompa-
nying articlein thisissue demonstrates how lung
cancer is prematurely robbing the North of valued
individuals. Given the above figures, lung cancer
and other related cancers will continue to devastate
the North in the years to come.

For moreinformation contact:

Rick Tremblay,Consultant,Y outh Addictions,
GNWT, Health & Social Services

(403) 920-3299
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How Cigarettes Steal Our Heritage

When my children were very young, my parents
werekilled in acar crash. Asmy children grew
into adulthood, | alwaysfelt regret that they never
got to know the wonderful people that their grand-
parentswere. They never learned theincredible
experiences of the old days, never had the support,
encouragement and wise guidance of those patient
elders, never heard about things that are now lost
forever. It was aloss not only to me but to this
next generation aswell.

In the December 4 issue of News/North, Nunavut
Commissioner Peter Ernerk told how his mother,
sister and uncle all died of cancer. Inthis caseit
was not a car accident, but cigarette smoke that
took their lives at an early age. The result isthe
same...their experiences, wisdom and knowledge
are lost and cannot be brought back.

Nor isthisanew kind of story. In aletter to News/
North published five years earlier (May 7, 1990),
Gabriel Nirlungayuk also told about losing his
grandmother to lung cancer when she was still in
her 40’ s. He too described thisloss, both to him-
self and hischildren.

Inthe NWT, perhaps more than any other place, it
isdifficult to build on the wisdom and experience
of parents and grandparents. Why? Simply be-
cause there are very few elders. Only 2% of the
NWT population is over the age of 70, compared
to 8% nationally. At the same time, 42% of the
NWT population isunder 20, compared to 28%
nationally. Thereisamuch larger percentage of
young peopleto learn from amuch smaller per-
centage of older people. Thisisahandicap for
those who value the wisdom and experience of
those who go before them.

Inthe NWT, cigarette smoking is responsible for
taking many elders away prematurely. So for older

RSV Outbreak (continued from page 5)

people who want to enjoy and teach their grand-
children for many years, and for young people who
want to enjoy and learn from their grandparents, as
well asfor health professionals who want to see
their patientslive in good health, the most worth-
while thing you can do isto face the problem of
cigarettes and make your contribution to keeping
the generations together through long and health
lives. Those who, like Peter Ernerk, Gabriel
Nirlungayuk and myself, see the loss of that strong
bond between grandchildren and grandparents, will
alwaysregret it.

L ook then at these so- NWT Deaths from Lung Cancer

bering tolls which cover

the period 1990-1994. g E:‘c»«

The youngest casein T et

each of the above years il

ranged from 39 to 44 7

years. Lung cancer, =

onceit isfound, usually E”’

developsrapidly. There 3151

was merely an average 104

of 7 months from the 51

time the above 147 0 L5 : : ‘ ‘
peoplewere di agnowd 1990 1991 1992 1983 1994

until they died. That is

avery short time to say goodbye and to pass on to
othersall the experiences that one would long to
share.

These figures only represent deaths from lung can-
cers. Many other forms of cancer are also related
to cigarette smoking. On another occasion we will
share those counts too, and show even more
clearly, how the use of cigarettesis hurtful to the
heritage of NWT peoples.

F. lan Gilchrist, MD, DPH
Chief Medical Health Officer

Almost all of the children have had a history of
previous respiratory tract infections, many re-

peated. Distribution between boys and girls ap-
pears equal. More than 65% were not breastfed.

It should be noted that all statistics are based on
evacuations, not on actual incidence. Many more
children have been infected in all instances, but not
to the extent that they required medical evacuation.

Are there any ways to avert an
outbreak?

Although the outbreak in the K eewatin appearsto
be tapering off, other communitiesinthe NWT

will have to remain vigilant during the coming
weeks. Prevention of spread isvery difficult to
control in small communitieswherethereisalot
of interaction between individuals and overcrowd-
ing isafactor. Exposure to second hand tobacco
smoke is also an important determinant of illness
severity. Finaly, itisimportant to remind the pub-
lic that basic hygienic measures are the best de-
fense: keeping sick children home; shielding in-
fants from sick individuals; frequent hand wash-
ing; covering one’ s nose and mouth when cough-
ing and sneezing.

Acknowledgements: Dr.D.Kinloch, Dr. lan Gilchrist and
Dr. André Corriveau

Prepared by: L.Heinzig, RN, BSN
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Helicobacter Pylori in the Western NWT

Over the past five years, clinicians seeing patients
with acid pepsin disease noted high prevalence of
Helicobacter Pylori infection in the western part of
the Northwest Territories. This organism accounts
for 90% of duodenal and 75% of gastric ulcers.
Gastric cancer has been associated with this organ-
ism aswell. Non ulcer dyspepsia, non-steroidal
anti-inflammatory drug (NSAID) induced ulcers
and reflux esophagitis are common problems but
not associated with Helicobacter Pylori.

We havetried to esti-

with:

* dyspepsia

e non-ulcer dyspepsia
* NSAID ulcers

» esophagitis
 gastric cancer

for gastric ulcer.

Confirmed, non-NSAID duodenal ulcer and
proven non-malignant gastric ulcers should
be treated for H. Pylori if the patient presents

» an acute duodenal disorder

 aprevious duodenal or gastric ulcer on
maintenance acid supressing treatment

» aninactive duodenal or gastric ulcer

Treatment of H. Pylori is not felt to be rou-
tine for the following conditions:

» family members of known cases
» asymptomatic individuals

Treatment Recommendations:

1. Clarithromycin 250 mg BID
2. Omeprazole 20 mg BID

3. Amoxicillin 1lgm BID or, if alergic to
penicillin, metronidazole 500 Bl

Treatment should be for seven days and can be
followed by afurther 21 days of acid supression

mate the preval ence of
Helicobacter Pylori pa-
tients seen at Medical
Daycare at Stanton Re-
gional Hospital (SRH).
We have also compared
various ways of detect-
ing the organism, help-
ing to find a cost-effec-
tive way of treatment
and curing peptic ul-
cers.

Methods

Twenty-five of thirty-
two symptomatic pa-
tients were studied by
the salivary Helisal
ElA, thetissue CLO
(urease) DeltaWest Pty
Ltd. and histopath-
ology. Theremaining
seven of thirty-two
were studied by Helisal
ElA and histopath-

ology.
A positive Helisal EIA

was more than 0.15 Eu/ml. CLO (urease) tests
were urinally inspected for colour changes (yellow
to red) up to twenty-four hours after sampling.

Results

Table One shows the indications for endoscopy
and the results of histopathological and Helisal
EIA. The majority (87.5%) of duodenal ulcers
were positive to both tests. Half of the gastric ul-
cerswere positive to both tests. 40% of non-ulcer
dyspepsia patients were positive. An unexpected
finding was both esophageal stricture patients were
Helicobacter Pylori positive by histopathology.
Follow up of these cases indicated good long term
resultsin duodenal and gastric ulcer patients and
variable resultsin patients with non-ulcer dyspep-
sa

Discussion

We have changed our approach to acid pepsin dis-
ease diagnosis and treatment as aresult of this
study. We now treat all patients with duodenal and
proven non-malignant gastric ulcer for Helicobac-
ter Pylori without any Helicobacter Pylori testing.
When no ulcer isfound at the time of endoscopy
but the patient may have had an ulcer but improv-
ed clinically with treatment (at left), we use only
the tissue CL O instead of more expensive histo-
pathology. We have found by anecdotal experience
that if a patient was on omepramole at the time of
endoscopy false negative results with CLO testing
were often found when only the antrum was
sampled. We have sampled both the antrum and
the gastric body.

Helisal testing is not clinically availablein our
hospital. It could be used to assess needs for fur-
ther investigation of dyspeptic patients. If apatient
isHelisal EIA negative, isnot using NSAIDs and
has no weight loss, dysphagia or gastrointestinal
blood loss, then the chances of finding asignifi-
cant problem with endoscopy or upper gi seriesare
very low. | recommend that thistest be available at
the community level to assist in stratifying risk for
serious acid pepsin disease. What conclusions that
can be drawn from a positive test in the absence of
endoscopy or upper gi seriesisstill unclear.

Positive Helisal EIA IgG

Diagnosis Positive

Agreement

Pathology

Normal

Duodenal ulcer

Non ulcer
dyspepsia

Gastric/antral
ulcer/duodenal
ulcer

Esophageal
ulcer/stricture

Esophagitis

Irritable bowel
syndrome

Retroperitoneal
sarcoma

Hiatal hernia

Diarrhea

Total

Table One: Study Findings

Acknowledgements: R. Kinley, MD; S. Chouinard, MD; K.
Patton, RN

Prepared by: J. Morse, MD, S. I. Hnatko, MD, C. Brown; C.
Linger-Albright, Stanton Regional Hospital, Y ellowknife and
Dr. S. Hanson & Associates Medical Laboratory, Edmonton
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Notifiable Diseases By Region For January & February 1996
Month Cummulative REGIONS (YTD - 1996)
DISEASE Jan & 1995 1996 Baffin | Fort Smith/ Inuvik
Feb YTD YTD Mackenzie Keewatin | Kitikmeot
1996
H.influenzae B 1 0 1 0 0 0 1 0
Measles Vaccine
Mumps P(eventable
Pertussis 4 2 4 0 1 0 3 0 Diseases
Rubella
Amoebiasis
Botulism 1
Campylobacteriosis 4 0 4 1 2 0 1 0
Clostridium/Perfringens
Enteric
E.Coli 0157:H7 Diseases
Food Poisoning
Giardiasis 4 2 0
Salmonellosis
Shigellosis
Tapeworm Infestation
Trichinosis
Chlamydia 154 162 154 43 50 18 23 20
Gonorrhea 16 25 16 12 1 2 0 1 'Sl'l’ea).(nusarll’:)i/ted
Syphillis Diseases
Hepatitis A
Hepatitis B Viral
Hepatitis C 5 5 0 5 0 0 0 Hepatitis
Hepatitis, Other
Brucellosis
Chickenpox 70 291 70 23 36 0 1 10
Malaria
Meningitis/Bacterial 1 1 1 0 0 1 0 0
Other
Meningitis/Pneumonococcal Systemic
Meningitis/Unspecified Diseases
Meningitis/Viral Infection
Rabies Exposure
Tuberculosis 13 2 13 0 11 1 1 0
HIV INFECTIONS BY YEAR REPORTED IN NWT RESIDENTS
YEAR 1987 | 1988 |1989 | 1990 | 1991 | 1992 | 1993 | 1994 | 1995 | 1996
NUMBER/YEAR 3 2 2 3 3 8 4 2 0 1
CUMULATIVE 3 5 7 10 13 21 25 27 27 28
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Notifiable Diseases Reported By Community

January 1996
Campylobacteriosis, 3: Fort Rae 1; Hay River 1;
Sanikiluag 1.

Chickenpox (varicella), 33: GjoaHaven 10; Fort
Rae 10; Fort Smith 9; Y ellowknife 3; Rankin In-
let 1.

Chlamydia, 60: Y ellowknife 6; Fort Rae 5; Re-
pulse Bay 5; Fort Providence 4; Fort Resolution
4; Cambridge Bay 3; Coppermine 3; Fort Mc-
Pherson 3; Inuvik 3; Taloyoak 3; Arviat 2; Baker
Lake 2; Coral Harbour 2; GjoaHaven 2; Hay
River 2; Holman 2; Pelly Bay 2; Rankin Inlet 2;
Fort Liard 1; Jean Marie River 1; Sanikiluaqg 1;
Tuktoyuktuk- 1; Tulita 1.

Giardiasis, 1: From Y ellowknife.

Gonorrhea, 2: Cambridge Bay 1; Inuvik 1.

Hepatitis C, 1: From Y ellowknife.

Meningitis/Bacterial, 1: From Inuvik.

Pertussis, 1: From Chesterfield Inlet.
Salmonellosis, 2: Taloyoak 1; Y ellowknife 1.

Tuberculosis, 7: Lutsel k'e5; Fort Smith 1; Yel-
lowknife 1.

February 1996

Campylobacteriosis,1: From lgaluit.

Chickenpox (varicella), 22: Igloolik 6; Pangnir-
tung 5; Grise Fiord 3; Hay River 3; Fort Rae 2;
Y ellowknife 2; Arctic Bay 1.

Chlamydia, 94: Igaluit 11; Pond Inlet 9; Yel-
lowknife 9; Igloolik 6; Hall Beach 5; Fort Provi-
dence 4; Hay River 4; Inuvik 4; Arctic Bay 3;
Clyde River 3; Fort Simpson 3; Rankin Inlet 3;
Arviat 2; Cape Dorset 2; Fort Good Hope 2; Fort
Liard 2; Fort Rae 2; Lac LaMartre 2; Pangnir-
tung 2; Pelly Bay 2; Taloyoak 2, Tuktoyuktuk 2;
Aklavik 1; Baker Lake 1; Broughton Island 1;
Cambridge Bay 1; Chesterfield Inlet 1; Deline 1;
Fort Smith 1; Lake Harbour 1; Sanikiluaq 1;
Whale Cove 1.

Giardiasis, 3: 1 each from Coral Harbour, Re-
pulse Bay and Y ellowknife.

Gonorrhea, 14: Igaluit 4; Arctic Bay 2; Igloolik
2; Pangnirtung 2; Pond Inlet 2; Inuvik 1; Y ellow-
knife 1.

HepatitisC, 4: From Y ellowknife.

H. influenzae B meningitis, 1: From Coral
Harbour.

Pertussis,3: Arviat 2; Fort Rae 1.
Salmonellosis, 1: From Baker Lake.

Tuberculosis, 6: Lutselk’e2; Fort Good Hope
1; Fort Liard 1; Hay River 1; Sanikiluag 1.

Notifiable Disease information reported in Epi North on a monthly basis reflects reports received in the Health Protection
Unit during the current month, not the month in which the cases occurred. Health professionals who suspect or diagnose a
Notifiable Disease are required to report the disease to their Regional Medical Health Officer within the time frame legis-
lated in the Public Health Act/Communicable Disease Regulations.

News Clips
Suspected Ebola Haemorrhagic Fever: Gabon

The World Health Organization (WHO) hasre-
ported an outbreak of suspected Ebola Haemor-
rhaic Fever in the Village of Mayibout on the In-
vido River. Thisisin aremote rural areaof Gabon,
West Africaabout 150 km from M akokou, the pro-
vincial capital of Ogooue - Ivindo. Of the 19 cases
so far recorded 10 have died and the remaining 9
persons have been isolated and appear to be recov-
ering. In addition, 4 other persons are under sur-
veillance for possibleinfection. Preliminary labo-
ratory results on blood specimens taken from 9 of
the cases support theinitial diagnosis of Ebola
Haemorrhaic Fever, and further confirmatory tests
are under way.

Theinitial source of the outbreak is reported to
have been contact by some of the patientswith a
dead chimpanzee on 26 January 96. Several youths
were involved with butchering and consuming it.
Patients were susequently admitted to Makokou
Hospital on 5 & 6 February. The circumstances of
the outbreak are being investigated by amedical
team. The WHO report that the government of
Gabon has requested WHO' s assistance to investi-
gate the situation.

If confirmed, this outbreak will be the second ap-
pearance of the disease in Africasince the epi-
demicin Zairein 1995 which infected 316 people
and killed 245. A single case of Ebolawas con-
firmed in Cote d’ Ivoire last December. The patient
survived.
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