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| would like to take thls opportunity to thank those members
who have supported me these past four years. These have
been important years in that through my association with the
Institute, | have been enriched in the gained knowiedge and in-
sight, the new friends I've made, and having had the oppor
tunity to meet colleagues across the country. :

It has been my pleasure to serve under the Ieadershvp of
three Branch Presidents and to work alongsnde past and pre-
sent executive members.

| would like to request that you support your executive and

take the time to make yourself and your issues known to them.

In honour of the Institute’s 50th anniversary | would like to ask
each institute member to encourage a fellow colleague who is
not a member to join the Institute. We can only find success in
the strength of our membership. I'm proud to say | belong to
this profession and my association with this profession’s only
voice “THE CANADIAN INSTITUTE OF PUBLIC HEALTH IN-
SPECTORS” has made me that much prouder to say | am a
Public Health Inspector

Pamela L. Cook

Environmental Concerns in
Health Care Facilities
Part Ii

September 26 & 27
1984

‘Holiday Inn - Downtown

" Toronto .

for additional information contact
Jane Urquhart

</o Halton Regional Health Unit
1151 Bronte Rd. Ockvlllc, Ont. L6) 6E1
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Where fre You"

THUNDER BﬁY
DISTRICT H. (.I

by Betty Sulllvan

Hello from Thunder Bay!

This has been a busy summer for us thus far.

As | mentioned in our last Ontario Branch News our
N.O.P.H.S. inspections are-now in full swing.

A very extensive beach samplmg program was undertaken
in the spring.

The Canadian Lakehead Exhibition (June 22 - July 1) had a
banner year in spite of the relentless rain. All food outlets were
monitored together with water quality and general sanitation.

We were very fortunate to have been able to obtain the
Rabies Van for the C.L.E.. As |'was working at the C.L.E. doing
inspections, it was convenient that | co-ordinate these with the
running of the van. Various departments throughout the
Health Unit volunteered their services in helping at the van
which was open daily with two shifts per day.

-A special thanks to Dr. Graham (M.O.H.), and to all of the in-
spectors who heiped make it such a success: Allan Campbell,
Don Everson, Avo Bunger, and Stan Stokaluk.

The response was excellent and | particularly enjoyed the
enthusiasm shown by the children. (This would be a great edu
cational tool for use in the schoois).

The Accreditation Committee has come and gone and-we
now await the results of much hard work by the Health- Umt :
staff

ARE YOU MOVING?

If you have or intend to move and change your
name or address make sure you let the Institute
know. Contact Brian Hatton, National CIPHI, Sec-
Treas, 1975 CARIBOU COURT SUDBURY, ONT
P3A 4W6; Jacques Nadeau, Ontario Branch Sec-
Treas, 21 Tweedsmuir Dr;, North Bay, Ont. P1A
2V3; Editor, Ontario Branch News, Box 687 Clin-
ton, Ont. NOM 1L0. Note: the change of address

“cards can be obtained at your post office free'and
there is no charge for postage. If you want all the
info and publications from your lnstitute keep the:
above informed. '
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~ Why Licencing

**The delegation of self-regulatory authority by
'the legislature to a health occupation is an impor-
tant signal to the public that the members of this
occupation have demonstrated responsibility and
merit the trast relationship. Part of the fulfiliment
of this trust relationship is the institation and
‘maintenance of proper standards of competence
and ethics. The professional who has acquired the
knowledge base in medicine is the best qualified to
ensure that proper standards are set. There is a
clear public interest in the creation and observance
of such standards.

-Once this . trast relationship is established and
_clearly signaled, the trast relationship can be main-
_tained by the presence of lay members in the pro-

cess. This allows the pablic to have a voice in the
setting of policy of the professional bodies and
thereby ensure that the pablic needs are estab-
lished daring the formative stage. Then the lay
members become a window on the proceedings and
reasonings being used by the self-regulating body
in reaching decisions. This provides a conduit of in-
formation to the public and the assarance that
secrecy will not stand in the way of the public in-
terest. In order to fill this role, the people ap-
pointed as lay members must have statare in the

& Registrqtion?

community in order to adequately represent it.
They must be wise people who are conversant in
the affairs of the public and who have demon-
strated an interest in the affairs of the commauanity.

Not only must the public be able to trust the pro-
cess of self-regulation, it must also have legitimacy
in the eyes of the members. In order for this
legitimacy to be maintained the profession must
see that the governing body remains essentially
professional in its composition. Although the lay
members provide an important channel of commu-
nication between the community and the profes-
sion, both in the area of the setting of policy and
the fulfillment thereof, this function can be carried
out by a small minority of the governing body being

laity, so that the governing body neither becomes -

nor is perceived by the profession as an instraument

.of the state.

?rofoss,lonul self-governing bodies must be ulti-
mately qccountublc to the legislature, but they
mast have the aathority to make, in the first place,
decision's for which they are to be heild
ccwunt/nblc.',' ’

- extracted from second submission of Ontario
Medical Association to Health Professions Legisla-
tion Review. ‘

INSPECTORS NOTEBOOK

NURSING HOME DIGRRHE®
- VIRUSES AND MORE

Editor's Note: Following are some reprintg from the “Ontario
Disease Surveillance Report”,” Vol. 4, No. 29. .

The ODSR Is published by the Disease Control and Epide-’

miology Service, Public Health Branch, Ministry of Health.

On Tuesday, April 5, 1983, the nursing director of a 60-bed
nursing home reported that vomiting and diarrhea had af-
fected many of her residents and staff during the preceding
Easter weekend. Though she felt that the outbreak was under
control, the health unit decided that an investigation was wor-
thwhile to rule out Saimonella infection or a food poisoning.

Vomiting and/or diarrhea had affected 30 of the 60 residents
(50%) and 12 of the 62 staff (19%). The first case occurred in a
resident on March 20 but most of the cases had their onset in
‘theé ‘'seven day period between March 30 and April 5. (See

sepidemic curve in Figure 1). : ) L
- Dlarrhea was the commonest symptom, occuring in 81% of
the cases, with nausea and vomiting in approximately half
(Table 1)..The mean duration of iliness was 2 days. There were
no serious sequelae and no one needed hospitalization. One
secondary case was reported in a-household contact. The in-
cubation period for this case was 39 hours. :

Stool specimens from a sample of ill residents and staff
were sent for culture and sensitivity and for virologic examina-
tion. Negative results were obtained for six residents and three
staff members. )

The build-up of cases over time suggested person to person
spread. Handwashing practices were lax and enteric precau-
tions had not been used for ill residents. The health unit em-
phasized the importance of these measures to management
and staff. ) T, )

On April 14 the public health lab isolated Salmon lla typhi

“ from a stool specimen collected from a resident on April 10.

This 90-year-old lady was in relatively good heaith except for
recent acute gastroenteritis. Her family could recall no history
of typhoid fever, but reported that during World War Il she had
been imprisoned in Siberia followed by some years in Africa
and India before returning to her native Poland. She had mov-
ed to Ontario in 1963 and lived with her family until her admis-
sion to the nursing home five years ago. :

The patient’s history and clinical picture did not suggest

acute typhoid fever, but until the situation was clarified she

was placed into -enteric isolation and started on trime-
thoprim—sulfamethoxazole. Two stool specimens were col-

lected from her roommates, staff contacts and her immediate
continued on next page

y




family (a total of 65 persons). No other typhoid excretors were

detected nor did-any typhoid-like iliness develop in the home in .

the three weeks following the patient’'s acute gastroenteritis
(when spread might have occurred). it was concluded that she

“had probably been a typhoid carrier for years: She has con-
tinued to excrete S. typhi intermittently despite the one week
course of trimethoprim-sulfamethoxazole.

Eradication of carrier status may require lengthy courses of
antibiotics and/or cholecystectomy,- and success.is not
guaranteed. In the circumstances the patient’'s physician
decided against aggressive therapies.

By chance, the extensive staff sampling mennoned above
turned up a nurse excreting Salmonella muenster. S. muenster
was also isolated from two of this nurse’s family and the raw
milk they drink regularly. Ironically, raw milk was implicated in
a Salmonella infection in this same family & year ago. Despite
strong warnings they had continued to use raw milk from a
neighbour's farm. The nurse was kept off duty untul clear of in-
fection (about 10 days).

Discussion

This outbreak of non-bacterial gastroenteritis affected 50%
of the residents and 19% of the staff of a nursing home. Such
_ outbreaks are probably common in institutions but are seldom
reported to public health. They are often associated with Nor-
walk or Norwalk-like viruses. 1,2 Laboratory investigation for
these agents is not widely available and requires specialized
laboratory techniques such as immune electron microscopy
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and examination of palred sera, which were not performed in
this outbreak.

Recently clinical. and laboratory cnterla have been sug-
gested to identify outbreaks of acute gastroenteritis. that
might be associated with Norwalk-like viruses.

1) stools negative for bacterial and (if performed) parasitic
pathogens

percentage of cases with vomiting greater than or equal to
percent

3) mean (or median) duration of lliness 12-60 hours

4) if available, mean (or median) incubation penod of '24-48
hours.3

2

~

=

This outbreak closely fits the pattern described above.
Acute gastroenteritis'was common in the community dunng
this period, and we have since learned of its occurrence in a
nearby nursing home a few weeks later.

The unexpected finding of a typhoid carrier during’ ‘the’in-
vestigation caused considerable concern among the staff-and
led to a more intensive investigation which, in turn, uncovered
another Saimonella carrier. .

Considerable potential for spread of disease existed. Before
the outbreak handwashing practices were lax and. enteric
precautions were not implemented routinely when residents
developed diarrhea. The whole episode has served as a
reminder to management and staff of fhese basic practlces

Inspecton Notebook Contlnued on Page 24

'

EnvironmentuI‘Concern‘s in
Health Care Facilities
Partl

Al

Sponsored by O.P.H.A.
Environmental Health and Accident Prevention Division

This past May 1984, a workshop sponsored by
0.P.H.A., was held with delegates present from all
areas of Public Health. The goal of the workshop
was to develop a better understanding of en-
vironmental concerns in hospitals, narsing homes
and similar institations. Pablic Health Inspectors,
Medical Officers of Health, Infection Control Practi-
tioners, Public Health Nurses and Administrators of
Health Care Facilities were among those attending
the workshop. This one day workshop was Part | of
two workshops. Part 11 will be held in Toronto on
September 26 & 27, 1984 and is sponsored by the
C.1.P.H.l. Ontarlo Branch (Inc.). Part |l will be a
follow-ap and provide a more indepth enalysis of

the Part | topics and also provide additional infor-
mation on Infection Control concerns and detqlled
inspection techniques.

The papers of the Part i Workshop will be
reprinted in the ‘Environmental Health Rcvlg_w,,.

Three of the five papers prcsentcd' in the Part |
workshop are reprinted in the pages that follow
with permission of the authors. The information is -
a good basic groundwork for the indepth workshop -
of Part Il. Together the information from the two
workshops will provide the delegates that attend
and those readers which were unable to attend, up-
dated information on the Environmental Concerns
In Heaith Care Facilities.
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'Sulmonellosu Outbreok in I-Iosp|tols

and other Health Care Institations

by S. Styliadis, D.V.M., Dr. Med. Vet.
Veterinary Consultant
Zoonoses and Food-borne Diseases
Disease Control & Epidemiology Service
’ Public Health Branch
Ontario Ministry of Health

1

Salmonellosis in man is primarily a food-borne disease

caused by growth of the organism in contaminated “hazar-
dous” foods to infection doses at one of the stages from pro-
duction until consumption.

Salmonella outbreak

in hospitals is classified as a

nosocomial disease. “Nosocomial” disease means a disease
acquired in the hospital. It is derived from the Greek word

““nosocomion’’ - *

nosos’’ means disease and ‘“‘comion” means

facility where ilinesses are treated. Literally, “nosocomion”
means hospital.

Hospital Patient Infected with Salmonella

1.

2.

Patient was admitted to the hospital with symptoms
characteristic of those of the salmonella infection.

Patient developed clinical symptoms of salmonellosis

during hospitalization or after he was released. If the in-

fection occurred during the hospitalization period, then
the mode of infection could be as follows:

a) Infection acquired during hospitalization:
i Person-to-person’ via contaminated hands or
. clothes. Such outbreaks are ‘sporadic and the
number of cases are small.

ii. Via contaminated articles .such as tubes, con
taminated drugs (bulk-dispensed).

. Via contaminated foods. Such incidences occur in
large numbers and can affect the entire hospital
(employees and patients). Until such time it is deter-

- mined beyond a reasonable doubt that'it was not

the source of infection, food must be considered -

the -initiating and continuing cause of the
salmonella outbreak.

b) Infection acquired before admission:
i. - Patient was admitted during the incubation period.
ii. Patient was asymptomatic during his admission, in-
fection flourished because host resistance
diminished due to a variety of reasons eq.,
surgery, vanous tests, etc.

In case of an outbreak, the followi_ng
measures would be taken:

1.

Meei"with management - upon arrival at the hosbital kit-
_chen where the suspected food was prepared, stored or

served, the investigator should introduce himself to the
person in charge and state his purpose. The investigator
should emphasize that the purpose of the investigation is
to determine what contributed to the salmonella outbreak
so that ‘preventive measure can be taken. Many factors
could have contributed to contamination or bacterial
multiplication before food came under the control of the
manager, therefore, he should assure his manager that
these possibilities will also be investigated.

The hospital food supply is a potential source of food
poisoning outbreaks:

10.°
_handlers’.
" quickly as possible.

11. Pharmacy .procedures for possnble route. of mfect»on

" preparation,

Firstly, pathogenic bacteria can be brought in on food

. itself when such ready-to-eat products are prepared out-

side the hospitat kitchen.

Secondly, food service personnel may' be carriers of
salmonella that can contaminate food and then be

-transferred to the patient via the contaminated food.

Thirdly, mishandling of food by insufficient heating, leav-
ing too long at dangerous temperatures, etc can resultin
food-borne illness:

The food service areas should be thorough’iy inspected
and special noté of food handler practices be made. All in-

‘fractions should be verbally reported to the operator and

every item confirmed in writing as soon as possible.
These inspections will be made at least dally while the
control measures of the outbreak are in place. Any items
of non-compliance must be brought to the attention of the
Director of Environmental Health Services.

All refrigerators, walk-in coolers, freezers and other food

. storage areas should be inspected .e.g., temperature, etc.

The supply of food to outside .agencies that may be
served by the kitchen should be discontinued.

The collection of food samples for laboratory analysis
would be as follows:

a) A sample of all hazardous food available from pre-
vious days’ servings; the rest to be discarded.

b) Aroutine sample of every vulnerable food prepared
in the suspected kitchen until outbreak is known to
be controlled.

. ¢) Arandom sample of foods at least twice a week for
another 3-4 weeks after outbreak is controlled.

All food contact surfaces should be swabbed, including
tables, slicers, meat blocks, etc., ‘and
thorough d;smfectmg of all these surfaces by a suttable
disinfectant should be demanded. :

lce samples from all ice machines should be collected.

Water samples should be collected from every location in
the kitchen, plus all key.locations throughout institutions
including all water fountains. One should never assume
that the water supply is safe for hospltal consumption
unless it is checked.

It should be ensured that all symptomatic food handlers
and patient care. staff are -removed from work until
laboratory reports |nd|cate the person is negative for
salmonelia.

Stool samples should be taken’ routinely from all food
including temporary and part-time staff as.

should be checked - e.g., drinkmg cups, water pitchers,
common medicines in bulk containers, “pill counters,”

etc.
continued on next page



12. A check should be made of all staff washrooms, lounges
and handwashing sinks to see that they are properly sup-
plied with single-service towels and soap dispensers.

13. Theinspector should ensure that handling of laundry, gar-
bage and dishes from symptomatic or positive cases are
done separately. Dishes should be single service where
possible.

14. An education of food handlers and patient care staff
should begin as soon as possible, emphasizing the need
for proper handling practices and excellent personal

) hygiene standards.

15. The menu should be adjusted to minimize the number of
vulnerable food items until complete evaluation is made
of food processing.

16. An inspection should be done of ventilation, floor drains,
cross-connections, storage and conditions of non-food
equipment (e.g., mops, brooms, baskets, etc.).

Unforeseen events that may occur in the
hospltal kitchen which can result in food
poisoning outbreaks.

Contamination of foods in the hospital kitchen may be in-
troduced during processing or during any stage of production,
transportation, storage, preparation and serving. There are
numerous ways of transportation of micro-organisms in
hospital kitchens. Some examples are given below:

1. Fopd sinks previously used for preparing raw meats and
raw poultry are used for washing salads, vegetables and
fruits without being washed and d|5|nfected between the
two duties.

2. Ready-to-eat foods come in contact with contaminated
tood contact surfaces.

3. Chef’'s spoons, spatulas, whippers, knives, many times
are rinsed only and placed back in chef’'s personal com-
partments.

4. The can opener, most of the time, is neglected to be wash-
ed at the end of the day.

5. Liquid high-protein foods are prepared in large quantities
and stored in large containers, thus delaying the cooling
of the product when they are placed in the refrigerator.

6. During nourishment service, the various foods to be

served such as juices, eggnog, milk supplement, etc., are

prepared in advance and remain too Iong in temperatures
of dangerous zones.

7. During the serving time, the food is often exposed to con-
tamination from visitors, patients, nursing aides, and
other individuals not directly associated with the food ser-
vice operation. Often, in new hospitals, kitchen floor

space has been greatly reduced. In such instances, trays -

are set up on portable carts in corridors. This, in turn, ex-
" poses the food to possible contamination from visitors,

hospital personnel, or patients who pass by.

8. Kitchen workers with obvious open infected wounds,
sores, cuts, bruises, etc., handle ready-to-eat products.

9. Temporary kitchen helpers or part-time food handlers.are
carriers of salmonella and have very poor standards of
personal hygiene. Many unhealthy kitchen workers are
afraid to report sick because of salary loss, or fear of los-
ing their jobs entirely.

10. A plumber who’ previously repaired a washroom walks l

through the preparation areas to repair a leaking sink,
touches the preparation counters with dirty hands and
leaves his dirty tools lying on top of the counters. Kitchen
helpers using these preparation counters often neglect to
wash and sanitize these areas before using them.

11, An electrician who was previously working in the laundry
room walks through the food preparation area and tries to
replace some burned bulbs. .

12. Occasionally, a laundry person has coffee wnth someone
in the dishwashing area. .
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13. The person who handles dirty dishes forgets to wash his
dirty hands before handling the clean dishes on the
shelves.

14. Hospital laboratory technicians are allowed to walk in the
food preparation area to coliect various swab tests.

15. Wearing street clothes in the food preparation-area, or
wearing unclean uniforms.

16. Preparing food well in advance (half a day) and storing at
room temperature.

17. Inadequate cooling.

18. Inadequate reheating of ready-to-eat foods. Con-
taminated processed foods and "then insufficiently
reheated, are most commonly associated with outbreaks
of salmonella food poisoning.

19. Anincompletely thawed large turkey, cooked at the same
time/temperature factors as a completely thawed piece of
meat will not reach pasteurization temperatures at the
centre. |nadequately thawed meats are often under-
cooked. .

20. A large turkey, after cooking (roasting) is left to “cool”
overnight in the oven.

21. A 20-b. (8 kg) frozen roast of beef, again thought not to be
adequately thawed, is coo/ked in one piece. After cookmg,
it is left to “coo!” in the oven overnight.

22. A piece of ham not well defrosted is cooked in the oven
and then left there‘overnight to “cool.”

23. The turkey, beef and ham, after an ove'rnight cooling in
the oven are placed in the cold room. Slicing takes place
late that same day and then returned overnight to cold
storage room.

24. lnadequate washing-up facmtles

25. Using t/he same container for both raw and cooked poultry
or other meats.

26. Cross-contamination of raw/cooked foods during prepara-
tion and storage.

27. Using the same meat slicer for cuttmg raw meats and
cooked meats without washing in between the two ac-
tivities. Often the slicer is kept in the cooler, thus during
the inspection it can easily be missed.

28. Sliced meat is kept too long at room temperature before

reheating and consumption. T

29. Counter previously used for preparing raw chicken is used
for slicing ham, roast beef or making sandwiches without
being washed and sanitized.

30. Cream pies are displayed unrefrigerated in the food
preparation area for a long period of time.

31. Garbage containers are without lids and placed close to
. the food preparation area, and garbage containers are
washed in the food preparation area.

32. Stacking of pans on top of one another. These pans may
contain either raw or cooked foods. This is usually the
case on the weekends, particularly on long weekends
when the space is limited.

33. Leftover meats or “‘extra” meats are prepared a day or two

in advance for use in gravy-making. For the worker’s con-
- venience, gravy is stored in large containers (4 or 5

gallons). Sometimes it is stored in the kitchen for several

hours to “cool” before it is placed in the walk-in cooler.

AY

. SUMMARY

Foods can be contaminated by food handlers with poor per-
sonal hygiene standards. Food also can’ become con-
taminated. during the preparation by food service personnel.
Transmission from food handlers is not the only route by
which micro-organisms can contaminate food. Equipment,
utensils, and other tools related to the preparation or handling
of foods can contaminate the food, if they were not properly
washed and sanitized. Storing cooked foods along with raw
meats can also be a possible source of contamination. ’

i

\
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MICROBIOLOGICEL METHODS FOR
ENVIRONMENTAL MONITORING:;

prllcctlon in the Control and
el e Lo Prevcntlon of Nosocomlul Dlsecse.

~ BY M. H. BRODSKY, CHIEF
ENVIRONMENTAL BACTERIOLOGY
ONTARIO MINISTRY OF HEALTH

The transmission of disease causing or pathogenic micro-
organisms by direct contact with an infectious patient or in-
directly by droplet inhilation, that is airborne, or by contact
with contaminated inanimate objects or fomites, has been
recognized for over 100 years. Every day we are constantly be-
ing bombarded by and exposed to a variety of potentially infec-

- tious agents, including viruses, fungi, and bacteria. Most of
us, however, are protected from disease by our body’s ablllty
to ward off these infectious organisms.

.Our skin and mucous secretions act as physical barriers to -

these foreign invaders. Furthermore, each of us has our own
“normal” microbiological flora (a resident family, if you like),
which have established various ecological niches all over our
bodies as well as within our intestinal tracts. This hormal flora
tends to be reasonably stable and resists the intrusion of tran-
sient ‘and ‘potentiaily pathogenic organisms (a ~condition
known as homeostasis).
Most of our resident flora consists of non-pathogenic
organisms. The flora of our skin, for example, is primarily
gram-positive organisms, mcludmg aerobic staphylococci and

diphtheroids. Anaerobic diphtheroids are found on areas such .

as the face,. that produce targe amounts of sebum. Gram-

negative organisms such as acinetobacter or mimae, thrive in

moist areas such as the axilla and groin. Recent studies have
shown, however, that the hands of hospital personnel are
often colonised by gram-negative organisms. Most resident
organisms are found on the-superficial skin surface, but 10 to
20% of the total flora is concentrated in skin crevices: hence
complete sterilization of the skin is impossiblie.

As | mentioned earlier, most resident flora are usually of low
virulence and rarely cause infections except when introduced
into the body through invasive procedures such as surgery or
catheterization. Transient flora, on the other hand, may con-
sist of many- different pathogenic organisms, including those
1that commonly cause nosocomial infections, such as Strep-

'tococcel, escherichia col,
These organisms usually survive less than 24 hours. In addi-

tion, transient flora are not firmly attached to the skin and can -
usually be removed effectively by washing with a soap or
detergent. In fact, friction and water alone has been shown to
be aimost as effective as soap and water.

_ Certain potentially pathogenic organisms, such as Staphy
lococcus aureus and Pseudomonas aeruginosa may be either
resident or transient. Staphylococcus aureus has been shown
to be resident in the anterior nares and/or perineal area of an
estimated 10 to 50% of the normal popuilation, but are tran-
sient on-the hands, except in persons with eczematous der-
matitic skin. Studies have also demonstrated that up to 25%

of individuals harbour pseudomonas aeruginosa in their in- .

‘testinal tract. (Centre for Disease Control: National
Nosocomial Infections Study, third and fourth quarters 1973.
Issued March 1974).

Thus, in the environment, we are dealing with a vast and
diversified microbial population which is constant!y in a state
of flux. . .

and Pseudomonas aeruginosa.

Hospitalized patients. are also being exposed to these
organisms. Such patients often lack the traditional defensive
or protective mechanisms enjoyed by a normal population and
thus represent a highly susceptable poputation. Furthermore,
these - patients often become colonised and infected by,

-organisms not traditionally regarded as pathogenic and which

are often resistant to conventional antibiotic therapy.’

In addition to the obvious methods of exposure i.e. by con-
taminants carried and transmitted by hospital personnel, there
are other, more insidious - ways of patient exposure to disease
causing organisms which have been’ documented Let me glve.
you a few examples:

— Pseudomonas aeruginosa transmitted by flowers and raw

‘vegetables (Kominos et al 1972 and ansorg et al 1974)

— Staphylococcus aureus, Pseudomonas aeruginosa and
species of enterobacteraceae from adhesive tape (Berkowitz
et al. 1974)
<~ Intravenous catheters (Crossley and Matsen 1973) -
— Intravenous feeding solutions (Gelbart et aI 1973)
— Dialysis water (Favero et at. 1974) )
— Leglo,nnalfes‘ disease from aerosolized tap water from
"respiratory devices (Arnow et al. 1982)
— Aspergillosis from air (Lentino et al. 1982)
— Klebsiella from food (Casewell and Phillips 1978)
— Foodborne disease (Salmonellosis)

It is obvnous that special precautlons must be taken to en-
sure the health of these patients.
Can such causes of nosocomial dlsease be effechvely con-
trolled by routine environmental monitoring?
Before | answer that questuon let us look at the Tools of the

. Trade:

1 AIR MONITORING .

Air is not a growth medlum and microbial contamination
is usually transient. Viable organisms.can be dis-

. seminated through the air on dust particles, in large
droplets or droplet nuclei. The levels of contamination in
air are dependent upon

- source
- type of activity
- survival time — which is affected by:
Humidity !
“Sunlight
Temperature ’
Survival potential of individual orgamsms
- size of particles i.e. settlmg . .
- air treatment: ‘ ' '
- Ventilation
- Filtration

- Radiation (UV) continued on next page



SAMPLING TECHNIQUES — a variety of techmques are
available:

1) Settle plates or exposure plates i
- take lids of agar medium in petri plates
- leave open for a period of time- 10-30 minutes
- recover, incubate and count

2) Slit type samples
- agar plate below slit on turntable
- either air drawn through by pump or fixed rate or sht
imparts high velocity
- anderson air samp|er designed to mimic resplratory
system

3) Membrane Filters - vacuum suction and transfer to a
growth medium

4) Liquid Impmgers for sterility monltormg

5) Drum Sampler

6) Electrostatic Precipitation

7)' Centrifugation (similar in concept to the MF approach)

INTERPRETATION OF RESULTS:

There are no meaningful standards for permissible evels
of airborne bacteriological contaminants.

Il SURFACES AND UTENSILS

1) Swab Test
/ a) utentils

i

/ b) surfaces Sy
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2) Rodac 'Ptates

GUIDELINES AND STANDARDS:

Based on an average of 15-20 Rodac Plates counts on cleaned
hospital patient room fioors:

0-25 GOOD (0-10 in O R,

26-50 FAIR

50 POOR

10 R.P.C.'s appears to be an achievable level of cleanlmess
for . bedside tables. .
Utensils

Significance in relating contamination levels to incidence of
nosocomial disease - NONE.

Il WATER

- MF Techniques

- Coliforms-environmental contamination

- Faecal coliforms-sewage or faecal contamination
- Pseudomonas aeruginosa .

- Staphylococcus aureus

- Aerobic Plate Count (spread plate method)

GUIDELINES AND STANDARDS:

FOR TABLE WATER:
- Coliforms - less than 4 per 1OOImIIsample avg 1/100 ml
per month
- Faecal Coliforms - absent in 100 mi
- Aerobic Plate Count - less 500/mi - anthmetnc
monthly average

continued on next page

Incidence of badteriologicél contamination in swimming and hydrotherapy pools.

INCIDENCE OF BACTERIOLOGICAL INDICATORS

Number of .
Sampies :
_ ) APC .
Month H1 p2 Coliforms Staphylococci Ps. aeruginosa greater than 500/m1
Feb. '82 36 4 2 (5%) 11(27.5%) 2 (5%) ' 7 (17.5%)
March 66 5 1(1.4%) 22 (31.4%) 0 3 (4.3%)
April 70 5 "0 . 29 (38.7%) 1(1.3%) 4 (5.3%)
May 61 5 - 1(1.5%) 22 (33.3%) 4 (6.1%) 7 (10.6%)
June 62 2 1(1.6%) | 24 (37.5%) , 6 (9.4%) 4 (6.3%)
July 65 15 - 3(3.8%) 13 (16.3%) 2 (2.5%) 4 (5%)
October - 65 12 (18.5%) 1(1.5%) 3 (4.5%)
November 66 12 (18.2%) 3 (4.6%) 5 (6.6 %)
December 35 6 (17.1%) 0 0
, ~ Jan. 83 42 ) 10 (23.8%) 2 (4.8%) 2 (4.8%)
TOTAL 604 8 (2.0%)3 20 (3.3%) 39 (6.5%)

161 (26.7%)

1Hydrotherapy pools -

2Swimming Pools

3%, based on data from February to July only
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HYDROTHERAPY AND SWIMMING POOLS

- ABSENCE OF
- MICROCOCCACEAE

- STREPTOCOCCI

- ENTEROBACTERIACEAE

- PSEUDOMONADACEAE

- YEASTS

in 100 ml of sample
- APC less than 500/mi )
Chtorine residual of at least 5 PPM free chlorine or free
iodine residual of 25 PPM ’

-

DIALYSIS WATER:
APC less than 1000 ml

v FOOD BACTERIOLOGY

- sampling and submission
- sample preparation and dilution
- enumeration techniques |

- MPN

- spread plate

ORGANISMS FOR SANITARY
SURVEIL_LANCE ‘

- APC - ' S
--coliforms/faecal coliforms i
- S. aureus

FOODBORNE DISEASE

- organisms responsible
- methods of detection
- intoxication
- S. aureus enterotoxin

a) thermonuclease

_-b) enterotoxin extraction and detection by
immunodiffusion
- detection of C. perfringens enterotoxms in faeces

DETERMINATION OF FOOD VEHICLE

- food specific attack rate
i

GUIDELINES AND STANDARDS: &
Hospital Prepared Foods '
" and Ready to Eat Foods

- Suggest .
APC less than 10,000
_Coliforms less than 1000
Faecal Coliforms less than 30
S. aureus less than 1000
Total Gram -VE less than 10,000
Absence of enteric pathogens
- Salmonelia
- Yersinia enterocolitica
- Campylobacter
NOTE: low levels of indicators not an absolute guarantee of
absence of pathogens but a reasonable gurdelme for routme
survelllance

THEREFORE: :

- must monitor.cooki/chitl parameters more. closely

- store in small volumes -

- proper temperature control

- effective monitoring of internal temp of cooked foods

S .

CONCLUSION S

The occurrence or prevalance of nosocomial infection has
not been related to levels of microbial contamination of air,
surfaces or fomites; meaningful standards for permissible
levels of contamination do not exist. The best way of prevent-
ing nosocomial disease is to rigorously practise good hygiene
and use common sense:

1) Handwash with soap and water between routine petient

* contacts or use a handwashing agent determined by the

. procedure to be performed and the degree of antisepsis

required. Handwashing with an antiseptic agent usually

and iodophor or hexachlorophene containing antiseptic)

-is recommended before surgical, obstetrical or cathe-

_ terization procedures, specral dressmg changes, and in
" the nursery.

2) Monitor the performance of steam stenhzers atleastonce’
a week, using commercial spore preparations of BacII|us
stearothermophilus

3) * Monitor ethylene oxide sterlllzers at Ieast once a week us-
ing commercial preparations of Bacillus subtillis spores

NOTE: every load should be monitored®if it contains im-
platable objects. These should not be used until the spore
test is found to be negative. )

4) Monitor dry heat sterilizers at least once a month wnh
special commercral spore preparations-otf Bacillus sub-
tillis.

5) Check hospltal prepared infant formulas once a week.
Aerobic plate count should not exceed 25 per mi and
virulent organisms.should be absent.

6) 'Endosqopes and respiratory therapy equipment that are
processed by high level disinfection should be cultured
periodically(at least several times per year) by a swab or
‘rinse technique -.no vegetative organisms should be pre- )
sent.

7) Water used for dialysis should be tested at least once per
month. The APC should be less than 200/ml. The Dialysate
at the-end of dialysis should dlso be tested once a month
and shouid contain Iess than 2,000 organisms per mi.

8) Routine sampling of commercially purchased sterile
patient-care objects is-not recommended.

9) Fioors, walls, telephones, bookcases etc. should be
cleaned regutarly, but microbiological monltorlng is a
waste of time, energy and money.

Do not re-sterilize and/or re-use any drsposable medical
devices. :

10)

To be cost effective and meanlngful microbioiogical sampl-'
ing should be directed towards evaluation and ¢ontamination’
known to be associated with a risk of nosocomial infection or

. should be used to investigate specific objects or areas that

have béen epidemeologically incriminated in its transmissiori.
Can nosocomial disease be effectlvely controlled by routine
environmental monitoring? The answer is no!
REF: U.S. Dept. Health and Human Services. Guidelines for

" -the Prevention and Control of Nosocomlal Infections. 1981.

PB82-923401.

" BARTH'S DlSTINCTlON
There are two types of people: those who divide people
mto two types, and those who don’t.
MILLER’S LAW: v
: You can’t tell how deep a puddle is until you step in it.
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Role of the Medical Officer of Health
in Infection Control in Hospitals

by Peter N. Cole, M.D. Commissioner and M.O.H.
Peel Regional Health Unit

~

It is quite common for a Medical Officer of Health to par-
ticipate in the Infection Control Committee in the hospital(s) in
his or her Region. As well, there are a number of occasions
when Heaith Department staff are either routinely involved or
are directed by the Medical Officer of Health to participate in
activities related to infection control. The effectiveness of this
participation can be quite variable and is frequently affected
by a number of obstacles.

Environmental testing has been a common screening tool
for identifying problem areas in a hospital. Frequently, the
hospital will conduct environmental testing on a regular basis
onits own initiative. Occasionally, a healith inspector will be in-

volved in obtaining samples directly. Routine environmental

testing in operating rooms, coronary care units and intensive
care units, to look at the quality of ambient air, the circulation
of the air and bacteriologic testing of the environment is fre-
quently conducted but may be of questionable value. Without
going into the details, there are a few general principles that
can be applied to the appropriateness of environmental
testing, First, such testing is of little value if there are no
known standards available to assess the significance of test
results. Second, it is important to be ablé to establish some
relationship between abnormal tests and hazardous health
conditions that my result from exceeding the standard. Third,
the testing method must be sufficiently reliable to accept test
results that exceed the standard as an indication for action.
And finally, there must be a remedy available that can effec-
tively deal with the circumstances indicated by test results
that exceed the standards.

Environmental testing in the hospital kitchen is commonly
conducted in cooperation with the health unit. Again, the fre-
quency and extent of the environmental testing must be
related to the ability of the hospital to respond to abnormal
results and to remedy the cause. In some hospitals, en-
vironmental testing is used as an educational tool which,
when combined with an effective testing is used as an educa-
tional tool which, when combined with an effective
foodhandlers education, may be justified by itself.

A second area of participation by the Medical Officer of
Health is in the coordination of the community investigation
during a hospital outbreak of nosocomial infection. Whether
ap infection is contracted before or after admission to
hbspital, once a communicable disease is identified, it is im-

ortant to determine whether the infectious disease has been
transmitted to contacts amongst hospital staff, other patients
in the hospital or personal contacts of the infectious case in
thp community. The responsibility for ipv_estigating hospital
staff and other patients in the hospital rests with the Infection
Control Officer and the Employee Health Nurse. Investigation
of community contacts should be the responsibility of the
Heaith Department, and the MOH should maintain an overview
of the whole situation in order to prevent further spread of the
infectious disease through control of cases. This requires
good communication amongst the Medical Officer of Health,
Infection Control Officer and Employee Health Nurse.
Throughout the investigation, the Medical Officer of Health
should make recommendations with respect to the scope of
the invesgiation of contact and the management of cases.
Where the Infection Control Officer and/or Employee Health
Nurse are experiencing resistance, the Medical Officer of
Health should provide support and insist that proper com-
municable disease control measures be followed.

Participation in the Infection Control Committee and the

liaison between other hospital staff and the medical staff are
important roles for the Medical Officer of Health. Generally
speaking, infection control has been given a very low priority
by hospital staff in the past. Frequently, the Infection Control
Officer sees herself in a confrontational role with the medical
staff, constantly having to nag physicians about their respon-
sibilities in communicable disease control. Indeed, it is ap-
parent that the main reason that infection control is effective
in hospitals is because the responsibility has been delegates
to the nursing staff. These individuals are knowledgeable and
cooperative with respect to communicable disease control
procedures. It is crucial that the Medical Officer of Health pro-
vide support to the role of the Infection Control Officer, and
the MOH’s active participation on the [nfection Control Com-
mittee is one way to do this.

A second function for the MOH to perform through the Infec-
tion Control Committee is to bring community disease trends
to the attention of hospital staff. This, of course, requires an
adequate reporting and monitoring system to be in place, and
this represents a major obstacle to effectively providing this
kind of service to the hospital. One alternative strategy would
involve obtaining information on disease trends through repor-
ting by the emergency department of the hospital. The
assumption is that the emergency department, for the most
part, can be seen as reflective of cases in doctors’ offices.
With this in mind, adequate data collection would make it
possible to get an accurate picture of the current trends in
communicable diseases seen by the emergency department,
and from this to extrapolate the trendsithat might be present
in the community at the same time. With this information, the
Medical Officer of Health can bring certain cutrent intection
trends to the attention of hospital staff i in order to improve the
management of patients. '

Finally, another possible role is for the Medlcal Officer of
Health to advise the Infection Control Committee of any
change in legislation, policies or procedures, as indicated by
the Ministry of Health, that might impact upon procedures
under the jurisdiction of the Infection Control Committee.

Probably the most important role of the Medical Officer of
Health with respect to communicable disease control in the
hospital is to maintain an overview of communicable diseases
in the community at large. This not only refers to individuals in
the home but also to possible cases of infectious disease in
the various levels of institutional care in the community set-
ting. With this in mind, it is important for the MOH to establish
a good communications network with rest homes, nursing
homes, extended care and chronic care institutions. There
should be an understanding of the importance of identifying
communicable disease and controlling its spread in the
various different kinds of institutions, including the reporting
of cases of infectious disease as early 'as possible during the
course of the illness. This will allow for adequate
epidemiologic investigation as well as effective contact follow
up and management of cases. With good reporting in the com-
munity, the Medical Officer of Health can be aware of new ad-
missions to hospital who are carriers of communicable
disease, allowing hospital staff to initiate the appropriate
precautions.

If the Medical Officer of Health performs the role of
facilitator for community investigations and provides signifi-
cant support to the Infection Control Officer, Employee Health
Nurse and the Infection Control Committee in general, this
should provide considerable assistance towards maintaining
an effective infection control program in the hospital.[}
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Pollation Control in Ice Grenas

by Robert Fraser

President

Engine Control Systems Ltd.

Engine exhaust pollution control is a frequently recurring
topic in health and safety today, whether it be on highway
vehicles, fork lift trucks or underground mining equipment.
One area where it is frequently overlooked, however, is in ice
arenas. Many communities across Canada benefit from a local
ice arena and each location uses an ice resurfacing machine,
driven by an internal combustion engine.

Many arena operators iare not aware of the potential hazard,
not having experienced any problems to date. However, every
winter there are regular reports of skaters and ice hockey
players being taken to hospital suffering the toxic etfects of
exhaust fumes. i . ‘

Carbon monoxide is the exhaust gas component with which
we are principally concerned, in this area. Very small quan-
tities in the air can prevent the passage of oxygen to the brain,
causing headaches, nausea, unconsciousness and eventually,
if the carbon monoxide is in sufficiently high quantities -death.
It is an odourless gas and it is important to note that ‘‘clean”
smelling exhaust fumes by no means imply the absence of car-
bon monoxide. This assumption would without doubt be very
dangerous. The limit recommended for most provinces of
Canada is 35 or 50 parts per million. Above 50 ppm symptoms
can occur quite quickly for a normal healthy person. Rapid
breathing due to exercise (for example skating) or chest pro-
blems would accelerate these symptoms.

Noxious odours andirritants are also associated with
engine exhaust fumes. Although the toxicity of the com-
ponents causing this, is not known to be specificaily high, they

" are nonetheless unpleasant and can give rise to nausea.
However, they are secondary to the carbon monoxide.

General information available on the choice of fuels, with
regard to exhaust pollution, can be very misleading. For exam-
ple; the commercially available fuel which gives the lowest car-
bon monoxide in the emissions is.diesel. It is the noxious
odours associated with this fuel that give rise to the assump-
‘tion that the toxicity levels are high. Typical carbon monoxide
levels from the three main fuels used are as follows:

Diesel '400 ppm
Propane 5000 ppm
Gasoline 8000 ppm

This assumes a well-maintained engine which is tuned to

give good performance. In practice, the carbon monoxide from
diesel engines remains consistently low, whereas propane and
gasoline engines can give carbon monoxide levels about five
per cent, in the event of poor carburation. i

There are two stages of pollution from ice resurfacers. in-
itially, the exhaust from the engine remains in a “cloud”
around the machine and follows the machine in the arena. Tox-
icity levels are obviously very high, and the operator and those
people in the vicinity are at great risk. Further diffusion then
occurs and the toxic components are gradually diluted into th
ambient air of the whole arena. :

There are two methods of overcoming this potential hazard -

-ventilation and elimination at source. Forced ventilation will
create a regular change of ambient air, hence reducing the

overall concentration of pollutants. However, ventilation is_

costly and will not always break down the high concentration
around the ice resurfacer. Even without f_orqe»c.i ventilation,

natural,ventilation will still reduce the concentrations but the
effect on local build up is negligible.

The most important key to minimizing pollution is good
preventive maintenance. This means not only tuning the
engine for performance but ensuring that the fuel air ratio
gives acceptable emissions. With propane and gasoline
engines this is a fairly simple matter. On. diesel engines,
choice and condition of injectors are important as-well as fuel
air ratio. Most diesel engine manufacturers and many equip-
ment manufacturers are familiar with the necessary settings
for low emissions since this is a standard requirement for
underground mining, wheré exhaust pollution is a potential
hazard. . . .

Carbon monoxide and high proportion of noxious odours
can be reduced in the exhaust by the use of catalytic purifiers.
These comprise canisters containing precious metals
deposited on honeycomb support (the cataiyst).. The exhaust
gases pass through the catalyst and, combining with oxygen
from the air or exhaust at temperatures greater than, 225°C,
the carbon monoxide and some hydrocarbons oxidize to car-
bon dioxide and water vapour. Gasoline and LPG engines nor-
mally emit exhaust gases at.temperatures above the ‘“light
off” temperature of catalytic purifiers, which allow them to
remove 90% or more of the harmful products. .

-Most current engines are produced so that LPG or unleaded
gasoline can be used. In cases where regular gasoline is the.
fuel, the lead contained would rapidly poison the precious
metal catalyst and engines should be switched to unleaded
fuel and run for some time before a catalyst is used. On older
engines, this could eventually cause the valves to burn out
prematurely, and these would need to be repiaced with high
temperature vaives. .

Diesel engine exhaust is normally considerably. cooler than
that from spark ignition engines. For this reason, catalytic
purifiers only work for a small portion of the time. On the other
hand, the carbon monoxide'levels are considerably lower and
the problem here is to deal with the odours and irritants. The
use of fume diluters has been found to be very beneficial on
diesel engines. These products dilute the exhaust fumes with
ambient air, to 10% of the origina!l value orless and provide
velocity to the diluted fumes, projecting them away from:the

- vehicle.

The overall effect is to eliminate a buil‘d up of fumes around

" - the vehicle. A derated-diesel engine using a fume diluter can

give acceptable emissions in an ice arena with minimum.ven-
tilation requirements. : . '
Since spark emission engines have considerably higher car-
bon monoxide than diesel, even after a catalytic purifier, the
levels can still be quite high-around the vehicle. Addition of a
fume diluter removes this local pollution problem and, again,
with minimal ventilation acceptable levels can be met. '
In summary, a combination. of engine settings, preventive
maintenance, aftertreatments and ventilation will minimize in-

_ cidents of accidents caused by internal combustion engines in

ice arenas. A corréct combination of the factors will ensure a
safe environment at a very small if any additional cost.

For additional information please contact: Robert Fraser,
President of Engine Control Systems Ltd., P.O. Box 458,
Aurora, Ontario, L4G 3L5..
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“FOOTLOOSE AND FANCY-FREE
IN FORRIN PARTS"

Well, it seems as if our profession here in Canada is coming
of age at last. We have impending registration, degree courses
and last but not least, lads tootling off to all corners of the
globe to spread the good word from our great white north.

Andy White in New Zealand and Klaus Seeger about to go to
that same land, called by the Maoris The Long White Cloud -
(New Zealand | mean, not Klaus!) on exchange with two of
their people.

Another couple of our bunch are going to Belize, which was
formerly British Honduras and another South American des-
tination, to give consuitative advice to their health inspectoral
set-up down there. And don’t forget Armand Barrette who went
from Algoma a few years ago to work with the World Health
Organization in a French speaking area of Africa.

Everyone seems to be afflicted with “itching feet” these
days but it can do nothing but good, both for the persons in-
voived and our organization as a whole.

| like to think | was a pioneer in this restlessness some 23
years ago when | also went to the World Health Organization
from a Health Unit in a south-western Ontario city.

No one from Canada in our own sphere of influence had
been inducted into that U.S. body before, and no one did again
until Armand Barrette went some 15 years’ later.

My job with WHO was only vaguely related to our work here,
and | was really fortunate to get the position with them since it
was considered rather prestigious to be selected.

However, | had a little edge on most other applicants as the
job entailed working on a Malaria eradication project in South-
east Asia and | had already had experience in the British Army
during W.W. 1l with a Malaria Control Unit in Italy - among
other more nefarious Army activities!

Another plus for my application was that | had previous
“tropical’” experience, also with the Army, and in that same
part of the world to which WHO wanted to send me. |
 I,had applied for work with WHO about four to five years
before, sometime in 1957, and was slated to go to Surinam
(Dutch Guiana) on the north-west coast of South America, near
Venezuela. That project was an anti yellow fever campaign but
it eventually fell through due to withdrawal of funds by the in-
cumbent government.

The project leader at that time was Dr Adan, a Filipino, who
later became my own project leader in Burma. A team member
who worked with him in Surinam was Tani Miranda whom
‘many of you know here in Ontario.

Another job with the same outfit was offered to me a short

“time later in the Dutch Antilles, the island colonies of Holland
in South America - Bonaire, Aruba and Curacao. This last job |
was really keen on since | would be stationed in Curacao, an
intriguing place, displaying the last vestiges of Holland’s
former overseas empire and mostly in the grip of Royal Dutch
Shell oil company.

But that again was not to be. For one reason and another
the project fell through once more and | was left, chomping at
the bit, to be off to “forrir) parts.” ]

Eventually, in 1961 | made it, and after three harrowing
months of extensive and intensive training at the Malaria In-
stitute of Egypt in Cairo — | was packed off to Delhi, India for
Indoctrination and briefing. My experiences in Delhi dealing
with the U.N. bureaucracy was as bad as the training period in
Cairo and the living conditions in Burma where | finally landed
up. Those are other stories . ... .. !

Burma, a remote somewhat mysterious land, immortalized
by Rudyard Kipling in his ballad — “On the Road to

Mandalay.” It still clung tenuously to the remnants of the
rapidly disintegrating British Empire and the golden-hued tiny,

" perfect Burmeése people were in constant conflict with the

Shans and Kachins and Nagas, all tribes within their borders.
In fact, the north half of the country when | was there was in
the hands of the insurgents, and travel was considered to be
dangerous in those areas.

The heat was extremely debilitating. | was glad to get out of
Rangood where both the heat and humidity played havoc with
mind and body. Anything leather such as shoes and belts were
mildewed and walls of houses ran with damp. | was des-
patched northwards by that same Dr Adan with whom | should
have worked in Surinam, to Mandalay - where Rudyard Kipling
said that the “flying fishes play.”

I can tell you. There amt no flying fishes anywhere within

- thousands of miles of that town. It's in the middle of a sun- )

baked plain where dust sérves as rain and bullock carts careen
down the roads like the Dukes of Hazard. -

Certainly, Mandalay sits on the Irrawady River, but the only
flying fishes that are there, are big clumsy beasts that leap out
of the water in fright' whenever the women are washlng their
clothes on the stones at the river.

| guess Mr Kipling was using poetic licence.

Mandalay was even hotter than Rangood, being in the mid-
die of the plain, and it was dry heat, over 115°F.night and day,
like someone constantly opening a btast furnace door.

| got relief by forays into the hinterland, on the borders of In-
dia. and China, mountainous regions, full of head-hunting
Nagas and their itk. These expeditions into the fie\d, though
hazardous and physically debilitating, were nevertheless
educational and adventurous and made up somewhat for the
duil, mind-numbing time in Mandalay where the only relief was
Mandalay rum, a local concoction designed to remove all brain

~ power without benefit of surgery.

After some time in Burma, a rather frightening military coup
took place when | was away in the hills, while my wife was still
back in Mandalay.

Burmese and tribesmen were running around with guns and
machetes, ostensibly ousting the government, but in most
cases just settling old scores with rivals of all stripes. Heads
were being chopped and people shot indiscriminately and it
was a rather terrifying time for my wife sitting alone in her little
concrete cubicie, ostentatiously named a '‘hotel,” with no one
to talk to, and a bunch of half-crazed nationais running amok.

However, she survived the ordeal and although it was not
allowed, | insisted she accompany me on all future treks into
the field. That too was harrowing but much preferable to her
than sitting in Mandalay.

Some of the places we went to by jeep and mule back, no
other.white woman had ever been and she was a great curiosi-
ty among the natives. But there again — that’s another story!

Anyway, the new government eventually kicked all the
foreigners out of Burma, including those of us who had come
so far to help them with their malaria problem. The whole
thrust of the malaria campaign collapsed, and since similar
actions have taken place in other parts of the world, it is again
on the increase, just when total eradication of the disease, like
smallpox, was within our grasp.

Ah well. Such are the affairs of men. Power is all - no matter
what may be for the good of the people. We get a little taste of
that here in Canada every four or five years ‘twas ever thus
and will be to the end of time.

continued on next page
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continued from previous page

" After | returned to Canada and was working in the Com-

municable Disease Control & Epidemiology Division (an im-
pressive title) of the City of Toronto Health Department, about
1964-65, the old restlessness was still biting at me and my feet

were itching to get on the move again. It’s a terrible affliction”

folks, and | have it still. . )
| cast around for new fields to conquer, where | could get in

_among a couple of jungles or a desert or two without going

back to WHO, whose bureaucratic entanglements were
enough to try the patience of Job and where estimable pro-
jects seemed to collapse before they got going.

An ad appeared in the Toronto Star just then, indicating an
information meeting taking place at Toronto University for
CUSO. They were a new organization at the time, following on
the heels of John F. Kennedy’s announced Peace Corps.

_Fwent to their meeting and, apart from one other male who
was at the head table, | was the only other of that gender there.
The rest were solidly.- wall-to-wall women. In some cir-
cumstances a not unpleasant experience but this night, | was
not there for dalliance. | listened to all that was said until the
end when | stood and praised them, for their projected pro-
grammes but deplored the fact that the whole business was
slanted toward those who were largely geared to treatment
and not prevention. They were treating the end results of lack
of prevention. Diseases which, by carrying out proper preven-
tive measures, would not be there in the first place. 1 jokingly
remarked that if they turned as many health inspectors loose
in the areas where the nurses were to work, neither they nor
the doctors would be needed since there'd be nothing to treat!

That put the cat among the pigeons | can tell you. The
nurses in particular were incensed that | would attempt to
denigrate their area of competence. No sense of humour at all.

However, the sole male at the head table was intrigued by
my tale.

He was some kind of organizer for projects for CUSO and he
had no idea of our area of expertise and evinced great interest
that perhaps we could be used by CUSO as | suggested, to
carry ‘'out works of improvement of sanitation and water sup-

~

plies,'communicable disease control, education in preventive
measures and other areas where our expertise would have an
impact.

This project director said he would bring up my proposals at
the next executive meeting and he would be in touch with me..

I didn’t hear from him again but later, much, much later, dur-
ing the tast couple of years in fact, a job appeared in our En-
vironmental Health Review for one of us to goona project with
CUSO in the Soudan.

I like to think that my contact with that pro;ect director ten
years ago had something to do with CUSO’s hopefully increas-
ing involvement with public health inspectors.

Reading Andy White's and Kingsley Berkhan's account of
their exchange between here and New Zealand, in the last
issue of our Ontario Branch News, | can see there are some
clearly defined ditferences in their work from ours, as well as
simitarities. Theirs, through their Ministry of Health, covers a
wider scope than ours, seemingly modelled on the British role.

My wife and | are also going off to New Zealand and
Australia, (with a couple stops in Tahiti & Fiji to view the
sarong-clad giris) in September. She has a sister living near
Wellington as Paraparauma - that's a mouthful eh?

Since Andy White will still be there at Paimerston North,
maybe I'll get a chance to see him and reassure Canada that
he hasn’t completely fouled up the New Zealand public health
mspectlon program!

-~ It's a pity that Klaus Seeger won’t be there until December
then | could have killed two birds with one stone - so to speak -
and taken a peek at his efforts down there in the Antipodes.

Best of luck on your trip to New Zealand, Klaus.

Keep at it fellers and gals. It can do nothing but good to for-
mulate and promote international exchange with others of our
kind, and to embark on projects with WHO, CUSO CDC and
other such organizations.

I't tell you, if | didn’t have such a shorttime to go for retire-
ment, which might screw up my pension, I'd have another bash
at the international stuff, exchange or otherwise.

* Bill Vaughan

i

LAW REPORTS

‘Water Sampling

Editor's Note: Following Is a reprint of an article from the
“New Zealand Journal of Environmental Health, Vol. 7, No. 3,
July 1984. The article is part of a regular column entitied “Law
Reports”. Comments are welcome.

On Friday 13th April 1984, in the Gisborne District' Court
before Judge P. T. Rice, two charges brought by the Cook
County Council against a restaurant company were dismissed
and the name of the restaurant suppressed.

Each of the two charges referred to an alleged offence on
the dates of 10th and 19th October 1983, respectively, for fail-
ing to provide the premises with a clear, wholesome supply of
water, contrary to paragraph 11 of the First Schedule of the
Food Hygiene Regulations 1974.

In evidence, the County Health Inspector stated that various

samples had been collected in strict accordance with the pro-
cedure set out in the WHO document, ‘“International Stan-

dards for drinking water” and upon analysis, the samples were .

found to contain faecal and other coliforms, rendering the
water unwholesome.

The County Health Inspector stated in evidence that on 8th

June 1982 a spring in a nearby paddock had been found to be
connected to the restaurant water storage system to supple-
ment the supply, as the premises were otherwise reliant only

upon roof water collection. The proprietor had been advised

Procedure Rejected

most strongly at the time not to use the spring supply because
of the very doubtful quality: subsequent checks soon after had
revealed faecal counts in the order of 330 to 370 colonies of
per 100 ml and one result which exceeded 100,000 colonies
per100 ml. On two subsequent occasions the premises had
been granted a licence under the Sale of Liquid Act by the
Licensing Committee, condmonal upon the absolute prohibi-
tion of the use of the spnng water supply. Despite this, the
County Health Inspector found the premises again connected
on a number of occasions. Evidence of verbal and wrltten war-
nings was adduced.

Evidence as to the risks of cross contamlnatlon via work-
surfaces, utensils, containers, etc, together with the subse-

" quent chain of infection through perishable foods which were

commonly prepared in the restaurant, was stressed. Examples
were given in evidence regarding the statutory requirements
under the Food Hygiene Regulations 1974 as to the need to
keep articles and equipment and the premises clean, thus re-
quiring water as a *“cleansing” agent: importance upon the
need for clean water at wash hand basins on the premises was
also stressed. It was emphasized that water intended as a
cleansing agent to meet the requlrements of the Regulations
became a potential contaminant and a slgnlficant public

health risk.
The defence counsel submitted no case to answer. He said
continued on next page .



Environmental Heaith: RESEARCH METHODS |
- offered Fall 1984
Occupatlonal Health and Safety: PRINCIPLES OF HEALTH
AND SAFETY SYSTEMS
- offered Fall 1984

Environmental Health: RESEARCH METHODS It
- offered Winter 1985 . :

Occupational Health and Safely: ASSESSING AND CON-
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TROLLING THE PROBLEM EFFECTING CHANGE
- offered winter 1985

Occupational Health and Safety COMMUNICATIONS
- offered winter 1985

DISTANCE EDUCATION

At the conclusion of the Cirriculum Subcommlttee
Report thls item will be pursued once more.

REVIEW OF THE DEGREE PROGRGM
IN ENVIRONMENTAL HEALTH

"Review Committee

Marvyn Novick, Chairman
(Dean, Community Services)

Irmajean Bajnok
(Chairman, Nursing)
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& Materials Technology)
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Consumer and Family Studies)
Jack Park, Secretary ex-officio
- (Chairman, Environmental Health)
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3.0 RECOMMENDATIONS

1.0 BACKGROUND
|

The Dean of Communlty Services instituted a review of the

Environmental Health degree program in February 1983 to
determine the future direction and relationship of the program
to the Faculty of Community Services. Issues precipitating the
review included: o
- adequacy of existing and future enrollment in years
three and four of the program ’
- the structure of employment demand for degree
graduates
- a review of projected occupational trends in.the
broader environmental health field as these may relate

to the eX|st|ng program }K
The review was incorporated ‘as a planning activity of 'the
Academic Plan for 1983-84. A Review Committee was
established by the Dean to include an appropriate representa-
tion of interests and perspectives from within the program
(faculty, student, advisory committee), with Community Ser-

vices (two Chairmen) and an academic administrator external
to Community Services (Acting Associate Vice: President,
Academic). The Review Committee had 'a mandate to consuit
with external sources where required.

In assessing the future relationship ef the program of the
Faculty of Community Services, the' terms of reference
presented by the Dean to the Committee contained four op-
tions:

'Opuon 1 - Re-affirm the present structure of the program with
_or without curricular and enrolment modifications.

Option 2 - Expand the existing program to embrace emerging
environmental health occupations.

Option 3 - Consolidate all or part of the existing program with
another department/school in the Faculty of Community ser-
vices, or another Facuity of Ryerson, to lnclude approprlate
modifications.

Option 4 - Phase-out the Environmental Health degree program
at Ryerson. .
continued next page
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In February 1983, the Departmental Council of the Environ-
mental Health program requested that Option 4 be removed
from the terms of reference. This request was reviewed at a
meeting of Community Services Chairmen and not accepted.

The Review Committee held eleven meetings from March
1983 to September 1983. Committee members reviewed rele-
vant educational and professionai literature from the field.
Enrolment and related program data were assessed.

Comparative information on undergraduate environmental
health programs in Sweden and Great Britain was presented
Exchanges took place with the chairman and members of the
Public Health Inspection Certification Board. A concise survey
was conducted of 61 public health authorities and agencies in
Canada outside of Quebec. An external consultation was con-
vened with senior public health officials from Ontario and the
Metro region. '

2.0 CONTEXT o
In 1934, education of the public health inspector initially

consisted of a correspondence course available through .

C.P.H.A,, with concurrent practical experience within an
employing health agency. In 1953, the first full-time formal pro-
gram, The Ontario Sanitary Inspectors Training Course,
(0'S.I.T.C), was established and became the principal
_pathway to qualification. Certification by the Board of Cer-
tification followed practical, written and oral examination. (Un-
til_ recently, the Board was appointed by the Canadian Public
Health Association. It is now the responsibility of the Cana-
dian Institute of Public Health Inspectors.)
For almost the. next twenty-five years, professional quall
. fication could be gained by either of the routes above describ-
ed. In 1967, a formal two-year program was established,
leading to a Ryerson certificate. During the 1953-1967 period
the O.S.1.T.C. was based at Ryerson-except for a brief period
when it was located at the Provincial Institute of Trades. The
program became a full Ryerson offering in 1967 and has been
based here ever since.

Two other post-secondary educational mstltutlons became.

involved in PHI education in 1967-1968. The British Columbia
Institute of Technology, at Burnaby, B.C. offered a two-year
program, serving B.C., Alberta and part of Saskatchewan in
meeting PHI manpower needs. In Quebec, the College
Regional Bourgchemin at St. Hyacinthe offered a three-year
diploma course with instruction in French and serving the
needs of the Province of Quebec.

in each case of the academic preparation was foliowed by
Board of Certification examinations.

In 1968, a further course was establishea at Ryerson which
led to a Certificate in Environmental Health Administration.
This certificate was considered an extension to the basic two-
year certificate obtainable at Ryerson, and was adopted as a
requirement for promotion to administrative ‘positions by a

number of municipal and regional health agencies. With the .

advent of the four-year degree program in 1980, the EHA cer-
tificate program offering was discontinued.

The survival of the B.C. and Quebec educational programs
has become  questionable due to current economic
developments. Ryerson is now, as it has always been, the prin-
cipal institution for public' health inspector education and
could conceivably become the only institution offering such
an educational opportunity in Canada.

In 1978, the Environmental Health department undertook the
offering of an eight credit course in Occupational Heaith. This
was done in co-operation with the industrial Accident Preven-
tion Association and with financial assistance from the pro-
vince of Ontario through the Ministry of Labour. The program
leads to the Certificate in Occupational Health and Safety

(CO H.S.) and has been offered, to this point, through Ryer- .

son’s Continuing Education Division. The program has some
common elements with the EHAD* degree program, with the
three course offerings in the C.O:H.S. being credit courses in
.the EHAD program.

*EHAD is code for Environmental Health Course

2.1 Assumptions Regarding P.H.l. Education

‘The education of public health inspectors and of the
equivalents, Environmental Health Officers in the United
Kingdom and Sanitarians in the United States, has been found
to be, as expected, a function of post-secondary education. In
the U.S.A,, U.K., Sweden and other jurisdictions, the programs
are offered primarily at the baccalaureate level

Successful applicants for the Ryerson EHAD program are
required to have attained grade XlIl Ontario or equivalent stan-
ding. The applicant must be old enough to have attained the
age of majority at the point of certification, since statutory re-
quirements for enforcing Regulations, By-laws and Acts set
this forth. This no longer poses the problem it once did due to
the lowering of the age of ‘'majority from twenty one to eigh-
teen years. )

The curriculum of the EHAD program must, as a minimum,
meet the requirements of the Board of Certification of P.H.1.

Curriculum design and emphasis must be such that prepara-
tion for the particular career application is assured and that
opportunity is provided to meet the practicum requirement of
the Board of Certification.

2.2 Enrolment Patterns

The enroiment data for the Environmental Health program is
provided for the 1977 to 1983 period. The shifts in enrolment
reflect the impact of the transitional period of the late 70’s and
early 80's. . '

Data From Page 12 of “Institute and Program Summary”
1977-1982

PLUS current (1983) data on same basis roughly:
1977 . - 95

1st year entrants
© 1978 - 88 oo
1979 - - 70 oo
1980 Co- 57 oo
1981 - 53 oo
1982 - .57 oo
1983 - 60 v T

A significant concern of the review is for the enroiment
viability of the upper two years of the program. The following is
data relative to the individual year levels within the program
since inception of the four year degree in, 1980:

1st Year 2nd Year 3rd Year 4th Year
* 1980 57 - . -
1981 53 42 L.
1982 57 ' 47 . 18 -
1983 60 : 57 30 15

* as of mid-September

There was a notable drop in the number of students return-
ing to year lll in 1982, the first time the third year was offered.
In 1983, the number entering year 11l was considerably higher
(30). This may be due to a number of factors,

(a) diminished job opportunities for students leaving
at end of year I,

'(b) certificate graduates of earlier years who have
returned for upgrading, and

(c) influence of assumed competition for employment
openings from.forthcoming degree holders - in 1984

Surveys conducted of first year students each September-
October Indicate a reversal of intentions regarding completion
: continued next page



of all four years of the program. in Fall 1982, the majority (34 of
46 responding) indicated an intention to leave for certification
at completion of year Il. In Fall 1983, the majority (29 of 33
responding with 17 undecided) indicated their intention of
completing all four years prior to leaving Ryerson.

2.3 Issues ldentified by Committee

The Review Committee deliberations had, by May 15, 1983,
defined a number of issues which would have to be addressed
prior to the formulation of committee recommendations.
These issues emerged following, in most cases, considerable
discussion and reference to documentation from both inside
and outside Ryerson. This was augmented and refined at later
meetings in which the input from selected field practitioners
was sought.

A. Issues Identified By Committee:

- the decline at year tll due to opt-out.

- effects of off-campus offerings or other part-time offer-
ings reducing day enrolment.

- influence of current curriculum design on enrolment.

- small class sizes result in inefficient resource utiliza-
tion.

B. Issues Concerning Employment:
- limits to marketability of graduates beyond the current
field of practice.

- difficulties associated with the assessment of a na-
tional job market.

- limited potential for expansion of job market within the
field of practice.

- comparison with ‘“competing” programs not of value
due to questions of scale, linguistic and curricutar dif-
ferences or non-identical job markets.

C. Issues Concerning Department Administration:

- small number of faculty has implications for gover-
nance.
D. Issues Concerning Upgrading of Alumni:

- satellite offerings, short courses — the Iimited number
of alumni regionally available.

- variation in educational needs existing in the field.

E. Issues Concerning Curriculum:

- current curricular strengths/weaknesses may require re-
design — implications for alumni with pamal prepara-
tion.

- lack of clear affirmation from employers as to need for
degree

2.4 Trends in Field of Practice

‘Widespread awareness and concern for the environment
and for the effects of pollution upon human health are rather
recent developments. Prior to 1940, the community response
to environmental pollution consisted almost entirely of an at-
tempt to enforce various acts, regulations and by-laws dealing
with sanitation and public health nuisances. The duties of the
public health inspector to that point consisted of the applica-
tion of largely coercive techniques to ensure compliance. The
education of inspectors was limited to the technical and legal
aspects necessary to the role of “medical policeman.”

Following World War I, demands were made upon the in-
spectorate to deal with the environmental effects of rapid ur-
banization and increasing technological complexity in a
number of spheres. By 1960, interest in environmental matters
had become more widespread. Various professional groups

. began. to apply their specific skills to the problems of en-
vironmental pollution, food contaminants,-occupational risks
and toxicological hazards. Community responsé consisted of
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an elaboration of laws, development of health agency pro-
grams and the creation of entirely new agencies such as’
Ministries of the Environment.

The public health inspector was no longer able to use simple
surveillance and enforcement in environmental control. Pro-
blems and issues were now technically complex. The pro-
cesses in food production, water and waste treatment and in
the distribution, handling and disposal of toxic substances
could not be monitored using the techniques of the previous
decade. A demand for skills in the field of occupational health
emerged through the 1960’s and 1970’s. Public health inspec-
tors were engaging in health promotion and educational ac-
tivities. Classroom teaching, individual instruction and group
meeting presentation were becoming a regular part of the in-
spector’s field of practice.

As communities have grown and health agency programs
developed, the need for administrative as well as technical
skills on the inspector’s part has become apparent. Inspectors
with little or no preparation have found themselves responsi-
bie for managing programs and directing numbers of staff per-
sonnel. As later pointed out by the external reference group,
the duties and responsibilities currently undertaken by public
health inspectors require a level of preparation quite beyond
that which sufficed for the inspection of twenty and thirty
years ago.

2.5 Survey of Employers

At the May 6, 1983 meeting of the Review Committee it was
recommended that a survey of employers of public health in-
spectors across Canada be undertaken in order to determine
employment patterns in recent years, and to provide a base
upon which to frame projections for the next few years. This
proposal followed Mr. Packham’s presentation of a prelimi-
nary analysis of the 1976 to 1981 graduate figures for the
EHCN (2 year certificate) program. The questions arising from
the analysis are:

A. Is there a current shortage of qualified public health in-
spectors in the field?

B. Is there a diminishing demand for inspectors, possible
as a result of economic restraint polncnes in the public
sector?

A survey questionnaire was prepared and mailed to program
directors, chief inspectors and other appropriate agency of-
ficials throughout the English-speaking provinces. Included in
the mailing were federal, provincial, regional and municip_al
health agencies. (The province of Quebec was not surveyed in-
asmuch as graduates of Ryerson’s program have rarely found
employment in that province). The response to this mailed
survey was extremely good, with 86% of the agencies return-
ing completed questionnaires.

RYERSON POLYTECHNICAL INSTITUTE
ENVIRONMENTAL HEALTH DEPARTMENT
REVIEW COMMITTEE QUESTIONNAIRE
MAY 1983

1. Total number of staff in agency? (include
medical, nursing, other professional as well as
clerical support personnel, etc.).

: Best Estimate _____

2. Population "s.erved by. agency?

3.  Number of C.P.H.I.(C) holders employed in agen;
cy?

4. Number of new and replacement C.P.H.l. (C)
holders added to staff during past 5 years?

5. Number of new and replacement C.P.H.l. (C)
holders you expect to add to your staff during
the next 5 years? -

(a) Given continuing climate of public sector
restraint.
(b) Given reasonable capacity of public sector to

staff required programs.
continued next page
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6. Gi\)en equally suitéble candidates and identical
starting salaries: would you prefer to employ,
(a) An inspector who has recently obtained
his/her C.P.H.l. (C)? I

"(b) An inspector who has recently obtained a
relevant degree in- addition to’ holding -a !
C.P.H.L. (C)?

7.. Do you see needs arisin'g for competencies in
the C.P.H.1. (C) holders which are beyond those
currently brought to the field of employment?

Yes No

If answer to above .is yes, please number the .
following in accordance with your priority.

" occupational health
and safety

biological sciences

community health |

knowledge of broad education skills

environmental’

concerns __—— ability to apply -
. . research within
admmllstr.atlve, the field
organizational
skilis _ OTHER.
: . (specify)

L. A — S, o -
8. Please comment on any pertinent matter using
the blank sheet attached. '
9. Do you wish to be advised of the summarized .
resuits of this survey? -
Yes No _-

10. Name and address of agency, division, etc.

(optional, if anonymity desired.)

Signature (optionai) \

Most of the responses to the survey questions required little
further analysis or interpretation. The exception was question
No. 7, which asked for ranking of graduate competencies. A
further analysis of the responses to question No. 7 was under-
taken inasmuch as the committee feit that it had implications
for any possible future curriculum design.

The survey provides data and opinion from heaith agencies
serving almost 16 million people across Canada. With Quebec
being excluded, the level of response for the remainder of
Canada is very high and would appear-therefore to provide a
representative .and reliable base upon which to draw in-
ferences concerning employment needs and employer
preferences. : : .

‘We have concluded our consideration of the survey that a
demand for public health inspectors will continue irito the
_foreseeable future, and that employer -attitudes will be such
that degree level inspectors will be given preference. it should
be noted that employers have clearly Indicated a need for in-
creased competencies for entry level practice beyond those

currently being provided by graduates of the two-year Ryerson

program. : _
- A further breakdown of the responses to Question 7 was

considered necessary in order to permit better assessment of
the ranking responses and thus possible significance for cur-
riculum development. A weighting procedure was employed,
which assumes a gradient of concern expressed rather than a
simple _frequency of response. _ »

' While this analysis does not alter the rankings appreciably

- from that obtalned eariler, it suggests that two-year graduates
may be less prepared In areas other than “broad environmen-

tal concerns” and “community health education skills” as

. suggested by ranking alone. :

o

2.6 External Reference Group Consultation

The committee decided early in the review to consult a
number of professionals who currently hold responsible posi-
tions within heaith agencies, or who have ext_ensive knowledge

of environmental health practice. The benefit was to provide
the committee with direct input from professionals in continu-
ing contact with public health inspectors and public heaith
programs. S

A reference group was convened on September 7, 1983 and
provided with a topic list in advance to permit consideration of
the issues and concerns to be discussed. ) '

The topic list provided was the following:

1. Factors Associated with the Emerging Role of the P.H.I.

A. What are the implicaiionslarising from heélth'agency
accreditation by the province of Ontario?

B. Are there implications-arising fron’i the establishment
of core programs? '

C. Will the role of the P.H.1I. at various government levels*
expand, be maintained as at present or contract?

D. Will local health agencies become more involved in oc-
cupational health with consequences for the role of
the P.H.l.? . B

E. Are there other areas in which the role of the P.H.I. may '
- be developed or expanded?

2. Assessment of Survey and Re’spbnses '

A. How would you assess the general findings of the
survey?

B. Do you have any further comments regarding the ques-
tions and responses to item No. 7 of the survey?

C. Are there any further, relevant questions which might
have been included in the survey? e

“*elaborate to federal and international levels.

3. Issues Influencing Dévelopmént of Professional Education
of a P.HU. e .

What do you think are the curricular priorities in a dégree pro-
gram? : -

i.e. Are there issues such as computer technology, societal
change, which you see as having ongoing effects upon Ryer-
son’s environmental health program: :

The committee was gratified with the response and par-
ticipation of the external reference group. Opinion and infor-
mation on a wide variety of topics were freely given to the com-
mittee. o o :

In summary, the reference group informed the committee
that: ' o i

* Developments .at the provincial level indicate an exten-
sion of responsibilities for public health inspectors - new
legislation, mandatory programs. In-the opinion of one
health unit administrator, P.H.l. staff complement was as
low as 50% in terms of new legislation.

e  Current skills of public health inspectors were notable in
dealing with infectious disease process, man/environ-
‘ment problems, conduct of food handler, nursery school,
and hospital sanitation educational programs.

*  An extended role for P.H.l.'s in school health education
will resuit from development of Ministry of Health
guidelines. o ' a

. continued next page -







