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Dear Minister Currie: 
 
 
I have the privilege of providing to you the first Chief Public Health Officer’s Report for PEI.   
Promote, Prevent, Protect - PEI CPHO Report and Health Trends 2012 summarizes key public 
health information regarding public health programs and health trends in PEI. 
 
 
Respectfully submitted, 

Dr. Heather Morrison 
Chief Public Health Officer 
  



  



Personal Letter to Islanders 
 
Many of us have held a child or a loved one when they have a fever.  You can’t help but worry.  
I know I do when I hold my own children.  But what a terrible feeling it would have been a 
number of years ago to have worried that the fever was related to diphtheria, measles, rubella 
or polio when vaccines were not available.  PEI was actually one of the earliest places in 
Canada to have free access to many of these childhood vaccines.  Before the introduction of 
these universal vaccine programs, for example, there were 300,000 cases of measles in 
Canada per year with 300 deaths and 300 children with brain damage.  Since the introduction of 
the vaccine, there have been less than 20 cases per year in Canada with 0 deaths.  Isn’t that 
amazing?  We need to remember that no other medical intervention (eg. CT scans, specialized 
surgery) has saved the lives of more babies and children in the past 50 years than 
immunizations.   
 
Public Health is about prevention of illness.  It is about promoting healthier lifestyles in our 
population and contributing towards decreased health disparities.  The World Health 
Organization (WHO) defines public health as “organized measures to prevent disease, promote 
health and prolong life among the population as a whole.”  And the most significant advances in 
health care in the last century have been in public health including injury prevention, 
pasteurization, immunizations and clean water.  It is just these types of issues and the potential 
to make a difference in the lives of many people that made me interested in studying and 
working in public health.  I feel so fortunate that I am able to do so in PEI, in a community of 
people for whom I care about for having grown up here and now raising my own family on PEI. 
 
The Chief Public Health Office (CPHO) in PEI provides leadership and guidance in public health 
practice including health protection, health promotion, disease prevention, surveillance, health 
emergency management and research to the Department of Health and Wellness and all 
Islanders.  This first CPHO Report is intended to provide information about the areas of public 
health that we are able and required to manage under the Public Health Act, what we measure, 
and also to give a sense of what we do.  Although many of the daily questions and issues we 
address are not included in this Report, we have tried to reflect the primary areas of 
responsibility.  In this Report, we are also looking at the health trends of Islanders… what do we 
“look like”?  For instance, we know that we are ageing, that we have higher rates of certain 
chronic diseases than the rest of the country, but we tend to be happier, have a strong sense of 
belonging, and indicate we plan to do something to improve our health.   
 
This Report will attempt to provide information to the public and to government in anticipation 
that this may help guide personal and policy decisions moving forward to promote and protect 
the health of Islanders.  But we all need to work together.  Our Office will continue to measure 
the immunization rates of vaccine-preventable diseases, and we need your help in protecting 
your children, yourselves and your neighbours by getting vaccinated appropriately.  We will 
continue to try to prevent yet monitor both communicable and chronic diseases, but we need 
your assistance to maintain healthy lifestyles by being active, eating well, stopping smoking, 
limiting alcohol and engaging in safe sexual practices.  We will continue to work on food safety 
and handling practices so we don’t get sick, but we need you to wash your hands well and try to 
understand the work we do.  We will continue to work on increasing breastfeeding rates, but we 
will need your support to do so.  I hope that we will work together to promote healthy weights in 
order to help our own children and our communities.  All of these things will make a difference to 
our own health and the health of Islanders more broadly. 
 
I believe we can make a difference by promoting good health, doing our best to prevent illness, 
and trying to protect Islanders from becoming ill.  I believe we can do it together.  And that is our 
public health.  It is truly an honour and privilege to serve Islanders.  Thank you. 
 
 
Heather Morrison, MD DPhil 
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Executive Summary  
 
Prince Edward Island Chief Public Health Officer’s Report and Health Trends 2012 is a 
document that expands on some of the key program areas that are a component of the Chief 
Public Health Office (CPHO) and summarizes key health data from a variety of sources, both 
federal and provincial.   
 
Public health is defined as the organized efforts of society to keep people healthy and prevent 
injury, illness and premature death.  It is the combination of programs, services and policies that 
protect and promote health.  
 
In recent years, highly publicized event such as E. coli in Walkerton, SARS in Toronto, and the 
global 2009 H1N1 influenza pandemic have highlighted the need for a strong public health 
system.  The mandate of the CPHO is to provide leadership and guidance in the practice of 
public health.  This mandate is accomplished through the six essential functions of public health: 
health protection; health surveillance; disease and injury prevention; population health 
assessment; health promotion; and emergency preparedness and response.  
 
Chief Public Health Office Programs  
 
• Epidemiology 
The Epidemiology Unit provides advice and expertise to the CPHO, Deputy Minister, and 
Minister on key health issues in PEI.  The unit supports evidence-based decision making and 
promotes continuous improvement by generating, analyzing and interpreting information. 
 
• Environmental Health  
The Environmental Health Office, in coordination with the CPHO, is responsible for the 
enforcement of several Acts and Regulations including the Public Health Act and Regulations.  
The Food Protection Program is a primary inspection program conducted by Environmental 
Health under the authority of the Public Health Act.  It is a comprehensive program and includes 
licensing, routine and follow-up inspection, follow-up of complaints and reported illness, 
enforcement and education.  In 2010 Environmental Health Officers conducted 1822 inspections 
and re-inspections, which resulted in 13 warnings and two health orders.  As well, 21 Food 
Service Education Programs were delivered. 
 
• Communicable Disease 
The Communicable Disease Program is responsible for monitoring the over 50 reportable 
communicable diseases under the PEI Public Health Act and Regulations. The program 
provides direction for contact tracing, investigation, control measures and surveillance of these 
diseases.  The Health Trends section of this report highlights communicable disease rates in the 
province.   
 
• Immunization  
Immunization is a major cornerstone of public health practice and is one of the most beneficial 
and cost effective means of preventing disease that has ever been used in health care.  The 
goal of the PEI Immunization Program is to provide safe and effective vaccines to protect the 
population against vaccine preventable diseases.  The CPHO is concerned about waning 
childhood immunization rates due to the risk of re-emergent childhood illnesses such as 
measles and pertussis, and is working on initiatives to improve the protection of our Island 
population. 
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• Needle Exchange Program  
Since April 2009, the Department of Health and Wellness and Health PEI have jointly worked to 
establish a Needle Exchange Program (NEP) for injection drug users (IDUs). The primary goal 
is to prevent the transmission of infections such as Human Immunodeficiency Virus (HIV), 
Hepatitis C and Hepatitis B that are spread by sharing equipment used for IDU.  The NEP is 
operating in four locations across PEI and in 2011 there were approximately 88,000 needles 
distributed and over 75,000 brought back in for safe disposal. 
 
• Infection Prevention and Control 
The Provincial Infection Prevention and Control Program was implemented to strengthen the 
ability to deal effectively with current and emerging infectious diseases.  The program is focused 
on the development of program standards and guidelines, education and training for health care 
providers and the establishment of a provincial surveillance program for health care and 
community-associated infections.   
 
• Reproductive Care 
The aim of the PEI Reproductive Care Program (RCP) program is to optimize fetal, maternal, 
newborn and family health during the prenatal through postnatal periods. The program is 
responsible for the provincial Perinatal Database. Improving breastfeeding rates (both initiation 
and duration) continues to be a priority area for the RCP and work is currently occurring around 
the development of a Provincial Breastfeeding Policy. 
 
• Health Emergency Management 
Health Emergency Management is an essential function of public health.  The CPHO plays a 
leadership role with the health system in PEI in Health Emergency Management, including the 
development and maintenance of the Provincial Pandemic Influenza Contingency Plan for the 
Health Sector.   
 
• Vital Statistics 
The Vital Statistics Program is responsible for the collection, registration, and maintenance of 
vital event information for the Province, including: births, deaths, marriages, adoptions, divorces, 
stillbirths, and change of name.  Vital Statistics ensures accurate and timely registration of these 
events to provide the public with timely, secure and cost effective services.  The information is 
increasingly used in health planning and research.   
 
 
Health Trends 
 
The Health Trends section is presented in four sub-sections: demographics, health status and 
determinants, common & chronic conditions, and communicable diseases.  In this document, 
Islanders are commonly compared with the entire Canadian population as an assessment of 
how different or how similar PEI rates are with the national rates. 
 
Below is a summary of the key findings within each sub-section. 
 
Demographics 
 
• PEI, similar with Canada and many other countries worldwide, has an aging population.  

Based on current projections by the year 2020, 1 in 5 Islanders will be over the age of 65.  By 
2040, 1 in 3 Islanders will be over the age of 65.   
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• Male Islanders born in 2007 are expected to live for 78 years and female Islanders for 83 
years, both are similar to Canadian expectancies.  Life expectancies have been slowly 
increasing over time and Canada boasts one of the highest life expectancies in the world. 

 
• Cancer, heart disease and stroke are the leading causes of death in both PEI and Canada. 
 
• Fewer low birth weight babies are born in PEI compared to Canada and this rate has 

remained stable over time. 
 
• PEI’s education levels, similar to Canada’s, are improving. 
 
• PEI’s average annual income per person has risen over the past ten years but still remains 

lower than Canada’s. 
 
• The unemployment rate in PEI has decreased since the early 1990's but remains consistently 

higher than the Canadian rate. 
 
Health Status & Determinants 
 
• Almost two-thirds of Islanders and 60% of Canadians report their health as very good or 

excellent. 
 
• The majority of Islanders and Canadians report their mental health as very good or excellent. 
 
• Islanders are less likely than Canadians to consume 5 or more fruits and vegetables per day. 
 
• Breastfeeding initiation rates have steadily increased over time, but still have room for 

improvement. 
 
• More Islanders are likely to be obese than Canadian counterparts. 
 
• PEI and Canada have similar rates of children and young adults who report being either 

overweight or obese. 
 
• Islanders are less likely to be physically active than Canadians. 
 
• More Islanders report heavy drinking than Canadians and this has not changed over time. 
 
• The same proportion of Islanders report daily smoking as Canadians.  This rate declined 

between 1995 and 2005 and has remained stable since that time. 
 

• Fewer Islanders are exposed to second hand tobacco smoke in public places compared to 
Canadians. 

 
• Over half of all Islanders intend to do something to improve their health in the next year.  The 

overwhelming majority intend to get more exercise. 
 

• More Islanders report a strong sense of belonging to their community compared with other 
Canadians. 
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Common & Chronic Conditions 
 
• Islanders are more likely to suffer from “any chronic condition” (arthritis, asthma, heart and 

stroke, diabetes or cancer) than Canadians overall. 
 
• Prostate (males), breast (females), lung and colorectal cancer are the most common cancers 

diagnosed in both PEI and Canada. 
 
• Islanders (aged 50 to 74) are less likely than their Canadian counterparts to be screened for 

colorectal cancer by either FOBT or colonoscopy/sigmoidoscopy.  In 2011, the FOBT 
screening program was expanded Island-wide for all Islanders 50-75 years of age. 

 
• A similar proportion of Islanders and Canadians are living with Type II diabetes which is more 

likely to occur in males and rises considerably after age 45. 
 

• One in every 5 Islanders has been diagnosed with hypertension.  Hypertension is more likely 
to occur in females.  

 
• One in every 10 Islanders has been diagnosed with asthma which is more prevalent in our 

younger population. 
 

• The proportion of Islanders being diagnosed with COPD has been increasing since 2000. 
 

Communicable Diseases 
 

• The most common sexually transmitted infection in 2010 in PEI was Chlamydia which 
accounted for over 75% of all sexually transmitted and bloodborne infections.  Over two 
thirds of reported chlamydia cases occurred in people aged 20-29 years. 
 

• Influenza was the most common vaccine preventable disease in PEI during the 2010-2011 
influenza season.  Age and sex were evenly distributed.  Almost 50% of individuals who had 
lab-confirmed influenza were hospitalized.  It is well established that the number of lab-
confirmed cases greatly underestimates the actual number of influenza cases.   

 
• Among enteric, foodborne and waterborne illnesses, Campylobacteriosis accounted for 39% 

of all reported cases, followed closely by Salmonellosis (37%) and parasitic infections (17%).  
Over 60% of the Salmonellosis cases were S. enteritidis which was the first time this 
serotype was that predominant in PEI. 

 
• The number of new Hepatitis C cases in PEI increased between 2009 and 2010.  This 

increase was paralleled with an increase in Hepatitis C testing.   
 

• In total 5 cases of Pertussis were reported in 2010.  This increasing trend has been seen in 
all parts of North America.  To enhance efforts to protect Island infants from pertussis, a 
Cocooning Strategy has commenced across the province that provides Pertussis (dTAP) 
vaccination for new mothers post-delivery in the hospitals, and additional close contacts (e.g. 
father, grandparent, nanny etc) through Public Health Nursing.  This strategy aims to prevent 
adults from transmitting pertussis to their infants. 
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Conclusions 
 
Over the past century, improvements in health and quality of life have made Canada one of the 
healthiest nations in the world. This report provides comparisons with the rest of Canada and 
comparisons over time on a number and range of indicators.  In many areas PEI is similar to the 
rest of Canada and has shown improvement over time.  Islanders enjoy a similar life expectancy 
to the rest of Canada and the majority of us report our overall health as very good or excellent.  
 
However, there are some areas which are concerning and require attention.  It is no surprise 
that we are an ageing population and as we age our risk of having one or more chronic 
diseases increases.  Having a chronic disease can interfere with lifestyle, sense of wellbeing, 
and limit opportunity for independence.  While some risk factors like ageing and genetics are 
inevitable, many risk factors can be modified or changed.  Such modifiable risk factors include 
being overweight or obese, being physically inactive, and smoking.  While smoking rates have 
remained stable since 2005, Islanders are more likely to be obese or overweight, than the rest 
of Canada.  As well Islanders are less likely to be physically active than the rest of Canadians.  
It is daunting to think that children today may be the first generation to see a declining life 
expectancy due to increasing risk factors such as obesity and lack of physical activity, which 
inevitably contributes to the earlier onset of chronic diseases such as Type II Diabetes and high 
blood pressure.  In addition to concerns about increasing chronic diseases is the challenge 
faced by well established public health programs.  Declining immunizations rates in a population 
can lead to resurgence of diseases such as mumps, measles, and pertussis which have 
previously been controlled.  
 
The good news is that more than half of Islanders indicated they plan to do something to 
improve their health in the next year, with the majority indicating they plan to become more 
physically active.  As well, Islanders report a strong sense of belonging to their community 
which is an important aspect of mental health and social wellbeing.  Both of these factors may 
have a protective affect against life’s stressors.  Individuals taking action at any time to improve 
health, whether it is to stop smoking, increase physical activity, or having a child immunized, will 
contribute to healthier communities over time. 
 
 
Moving Forward 
 
The role of public health includes developing and influencing public policy to ensure the 
population is as healthy as possible as well as preventing injury, illness, and premature death.  
This is accomplished through education and awareness, public health programs such as 
immunization and food protection, and gathering and reporting accurate and timely information 
to support program and policy decisions.  
 
Priorities for the CPHO going forward include: 
 

1) Maintaining a strong focus on Health Protection programs which are legislated under the 
Public Health Act, including Food Protection, Immunization and Communicable Disease 
surveillance and follow up.   
 

2) Improving immunization rates of children to ensure better protection against vaccine 
preventable diseases.  It is also a priority to increase awareness regarding adult 
immunization. 
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3) Maintaining a robust surveillance system in order to appropriately inform program and 
public health policy development.   
 

4) Working with partners within the Department of Health and Wellness, other government 
departments and all Islanders towards attaining healthy weights.  This includes working 
to improve breastfeeding rates and developing a provincial breastfeeding policy. 
 

5) Working with Islanders in collaboration with our partners, particularly health promotion, 
to address the significant burden that high rates of chronic diseases such as heart 
disease, cancer and diabetes place on our society.  Our primary focus must be to 
prevent and reduce the rates of chronic diseases. 
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Introduction 
 
Public health is defined as the organized efforts of society to keep people healthy and prevent 
injury, illness and premature death.  It is the combination of programs, services and policies that 
protect and promote health.1 
 
In recent years, highly publicized event such as E. coli in Walkerton, SARS in Toronto, and the 
global 2009 H1N1 influenza pandemic have highlighted the need for a strong public health 
system.  There are a number of growing pressures on the health care system in Canada 

including increased 
demand for services, 
shortages of health 
human resources, and 
increased costs.  In the 
coming years, our 
ageing population will 
result in an increase in 
the burden of chronic 

diseases amongst other issues.  Environmental factor such as climate change, poor air and 
water control and threats of emergent infectious diseases will have significant impact on the 
health of the population.  Reducing the burden on the health care system by improving overall 
public health continues to be the most effective way to ensure sustainability of our health care 
system. 
 
The Prince Edward Island Chief Public Health Officer’s Report and Health Trends 2012 is a 
document that summarizes key health information from a variety of sources, both federal and 
provincial, and presents results under one large umbrella document.   
 
Health surveillance is the continual collection and analysis of health information performed in a 
systematic manner.  This information can then be used to describe the health status of a 
population, identify health trends and inform health policies.  
 
Population health, as defined by Last (2007) is the health of the population, measured by 
health status indicators.  Population health is influenced by physical, biological, behavioral, 
social, cultural, economic, and other factors.  Population health describes the status of health, 
and public health is the range of practices, procedures, methods, institutions, and disciplines 
required to achieve it.2  
 
Health indicators are characteristics of a population that reflect its health status and must be: 
relevant to established health goals, based on standard (comparable) definitions and methods, 
and broadly available at the national and provincial level. 
 
Health indicators can be used to monitor progress in improving and maintaining the health of the 
population and the functioning of the health system, by providing comparisons over time, and 
between regions.  
 
The current document is formatted with two main sections: public health programs and health 
trends. The public health programs section includes Epidemiology, Environmental Health, 
Communicable Disease, Immunization, Infection Prevention and Control, Reproductive Care, 
Health Emergency Management, and Vital Statistics; the health trends section includes 
demographics, health status and determinants, common and chronic conditions, and 
communicable diseases. 

Vision 
The Chief Public Health Office ensures excellence in Public 
Health practice through leadership and guidance in health 
protection, health promotion, disease prevention, surveillance, 
health emergency management and research to the Department 
of Health and Wellness, Government and all Islanders. 
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The Chief Public Health Office (CPHO) in the Department of Health and Wellness is responsible 
for the following programs and services: Epidemiology, Environmental Health, Communicable 
Disease, Immunization and Vaccine Preventable Diseases, Infection Prevention and Control, 
Reproductive Care, Health Emergency Management, and Vital Statistics.  These programs are 
profiled in this report. 
 
The CPHO collaborates with the division of Sport, Recreation and Healthy Living which has a 
significant responsibility for Health Promotion.  The CPHO works directly with programs and 
services (eg: Public Health Nursing, Medical LabNetwork, Provincial Pharmacy,etc) in Health 
PEI  to meet the Legislated responsibility under the Public Health Act and Regulations.3 
 
The mandate of the CPHO is to provide leadership and guidance in the practice of public health.  
This mandate is accomplished through six Essential Functions of Public Health, including: 
 
 

 
 
Health Protection:  Actions to ensure water, air, and food are safe; Protection from 
environmental threats or hazards through regulation, inspection, and enforcement 
Health Surveillance:  The ongoing systematic collection, use and sharing of health data for the 
purpose of tracking and forecasting health events or health determinants 
Disease and Injury Prevention:  Preventative measures to reduce the risk of injury and 
disease including immunization, screening and infection control 
Population Health Assessment:  Monitoring the health status of communities or specific 
populations through epidemiological study and measuring the effectiveness of public health 
policies and programs. 
Health Promotion:  Encouraging healthy lifestyles and safe behaviours through education, 
personal skill development, and community partnership 
Emergency Preparedness and Response:  Planning for and responding to emergencies 
 
 

Public 
Health

Health 
Protection

Health 
Surveillance

Disease & 
Injury 

Prevention

Population 
Health 

Assessment

Health 
Promotion

Emergency 
Preparedness 
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Within the Health Trends section, indicators are presented with a brief introduction, explanation 
of indicator by either a definition or question, and interpretation of results.  Results are 
presented in both tables and graphs with sex and age comparisons when possible.  Indicators 
are also presented by quintile where possible.  Quintiles are a measure which relates each 
respondent’s household income to all other respondents.  A quintile divides the Island 
population up into 5 groups (from lowest income quintile to highest income quintile) such that 
(approximately) 20% of the population is in each group.  Quintile also takes into account the 
size and location of the household. 
 
The Communicable Disease sub-section summarizes communicable disease incidence in the 
province during the 2010 calendar year.  A number of communicable diseases are reportable in 
Prince Edward Island (PEI) under the Public Health Act.3  The Act and Notifiable & 
Communicable Disease Regulations outline the actions that are to be taken by public health 
when these diseases occur, from notification, treatment and follow-up, as well as requiring the 
province to undertake surveillance of these conditions.3  The Communicable Disease sub-
section is further divided into general disease groupings.  These groupings include sexually 
transmitted and bloodborne infections, vaccine preventable diseases, respiratory, direct contact 
and health care associated diseases, and enteric, food and waterborne illness.  Diseases within 
each section are presented with a brief introduction that describes the disease agent, 
transmission, symptomology, and risk factor information.  Historical trends are presented with a 
national comparison where possible.  For diseases with more than 10 reported cases per year, 
further information pertaining to the age and sex distribution is presented.   
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Epidemiology 
 
The Epidemiology Unit provides advice and expertise to the 
Chief Public Health Office, Deputy Minister, and Minister on key 
health issues in PEI.  The unit is responsible for monitoring and 
reporting on health status and health trends in the province.  The 
unit supports evidence-based decision making and promotes 
continuous improvement by generating, analyzing and 
interpreting information.  The scope of the program and services 
within the section are:  production of technical population health 
reports, interpretation and analysis of national reports to make 
information relevant to PEI surveillance of communicable and 
non-communicable diseases, population research, development 
of population health databases, and evaluation of health initiatives.  Technical health reports are 
intended for all audiences including public, health professionals and media. 
 
  

The Health Trends Section of the current report is an example of technical reporting that 
occurs in Epidemiology.  This information is useful to inform policy and decisions and also to 
evaluate on-going programs across the Health System.  The data can also be used to identify 
areas of need that require additional resources and attention. 
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Environmental Health Office  
 
The Environmental Health Office, in coordination with the 
CPHO, is responsible for the enforcement of the following 
Acts and Regulations:  Public Health Act3 and Regulations; 
Smoke-Free Places Act4; Tobacco Sales and Access Act5; 
Donation of Food Act6.  Inspection of child care facilities and 
community care facilities and nursing homes are also carried 
out with reporting to the respective licensing boards. 
 
Inspection programs under the Public Health Act3 include 
food protection, rental accommodations, slaughterhouses, 
swimming pools, summer camps, day use parks, hospitals 
and correctional centres. 

Environmental Health is a critical partner in foodborne and 
waterborne disease outbreak investigation under the 
direction of the Chief Public Health Officer and in 
cooperation with CPHO staff. 

 
 
 
The prevention and control of foodborne illness and outbreaks is the primary goal of the Food 
Protection Program.  The program is aimed at eating establishments (e.g. restaurants) and 
licensed premises and components include licensing, routine and follow up inspection, follow up 
of complaints and reported illness, enforcement and education.  

 

 

  

A priority for 2012 is the evaluation of the Risk 
Categorization Model (RCM). Food premises that 
receive an inspection have recently undergone a 
risk assessment to determine their status as high 
risk, medium risk, or low risk.  Risk is assigned 
based on a number of elements including the 
types of food prepared and served, and activity 
performed in the establishment.  High Risk 
establishments require at a minimum 3 inspections 
per year, Medium Risk establishments require 
inspection 2 times yearly and Low Risk 
establishments annually.  This is a change in 
practice as the minimum requirement prior to 
implementation of the RCM was annual inspection.  



CPHO Programs 
 

 
PEI CPHO Report and Health Trends 2012     9 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Environmental Health Office Services, 2010 
Food Protection Program 

• Inspections, re-inspections 
• Warnings 
• Health Orders 
• Food Service Education Programs 

 
1822 

13 
2 
21 

Swimming Pool 
• Inspections, re-inspections 

 
151 

Rental Accommodation (Complaint based) 
• Inspections, re-inspections 
• Health Order 

 
94 
1 

Radiation Safety 
• Inspections, re-inspections 

 
7 

Environmental Health Complaint 
• Investigations 

 
94 

Personal Services 
• Inspection, re-inspections 
• Tattoo parlours 
• Others 

 
6 
5 
1 

Slaughter House 
• Inspections, re-inspections 
• Carcass inspections 

 
15 

5982 
Tobacco Sales and Access 

• Inspections, compliance 
• Warnings 
• Fines 
• License Suspensions 

 
803 
37 
2 
6 

Smoke-free Places (Complaint based) 
• Inspections, re-inspections 
• Orders 

 
9 
1 

Child Care Facilities 
• Inspections, re-inspections 

 
146 

Community Care Facilities/Nursing Homes 
• Inspections, re-inspections 

 
64 

Rabies/Animal bite 
• Investigations 
• Health order 

 
37 
1 

Boil Water Advisories 127 
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Communicable Disease 
 
The Communicable Disease Program is responsible for monitoring the over 50 reportable 
communicable diseases under the PEI Public Health Act and Regulations.3  The program 
provides direction for contact tracing, investigation, control measures and surveillance of these 
diseases.  The authority to conduct these duties is taken from the Public Health Act and 
Regulations.3 
 
The goal of the Communicable Diseases Program 
is to prevent and control the spread of infectious 
diseases within the population of PEI.  This is 
accomplished through surveillance and 
appropriate investigation and follow-up of all 
reported illnesses in accordance with the 
Notifiable and Communicable Diseases 
Regulations of the Public Health Act.3  In addition, 
educational and awareness programs, 
immunization, infection prevention and control, 
and harm reduction strategies such as the Needle 
Exchange Program are effective in the prevention 
of disease.  
 
A cornerstone of this program is the ongoing monitoring of the incidence of communicable 
diseases over time.  The identified trends help inform the development and implementation of 
public health interventions and programs in the province.    
 
The Communicable Disease subsection of Health Trends summarizes communicable disease 
incidence in the province during the 2010 calendar year.  The incidence of influenza during the 
2010/2011 season is noteworthy in that there were 110 lab confirmed cases, almost half of 
which required hospitalization including 6 with an admission to the intensive care unit.  We know 
this vastly underestimates the incidence of influenza given that not everyone who presents for 
health care is tested for this illness and many more don’t present at all and recover on their own.   
 
  The best defense against influenza is 

receiving a seasonal influenza vaccine 
annually.  Unfortunately the uptake of the 
influenza vaccine by Islanders remains 
low.   Cost and limited access are known 
barriers for people getting vaccinated 
against seasonal influenza.    The CPHO 
will continue to work towards reducing 
these barriers and to encourage all 
Islanders over the age of 6 months, 
especially those at high risk for 
complications, to get an annual influenza 
vaccine.  



CPHO Programs 
 

 
PEI CPHO Report and Health Trends 2012     11 

Immunization 
 
The goal of the PEI Immunization Program is to provide 
safe and effective vaccines to protect the population 
against vaccine preventable diseases.  Immunization is 
a major cornerstone of public health practice and is one 
of the most beneficial and cost effective means of 
preventing disease that has ever been used in health 
care.   
 
As a result of immunization, vaccine preventable 
diseases have experienced a tremendous decrease in Canada and worldwide.  In comparison 
to the pre-vaccine era, Canada has seen a 95% reduction in many communicable diseases 
such as German measles, red measles, diphtheria, tetanus, and haemophilus influenza type b.  
Other diseases such as polio and smallpox have been eliminated.  Within the past decade 
effective vaccines have become available to prevent meningococcal and pneumococcal 
disease, varicella, and to mitigate the effect of human papilloma virus infection.    
 

 
The immunization schedule is updated routinely as new products and recommendations 
become available through the Public Health Agency of Canada (PHAC) and National Advisory 
Committee for Immunization (NACI).  Immunizations are documented in a provincial 
immunization registry. 
 
The current schedule for children and students is shown in the following table:  
 
 2 months DaPTP-Act Hib + Hepatitis B + Pneumococcal Conjugate + Rotavirus vaccine (oral) 
 4 months DaPTP-Act Hib + Hepatitis B + Pneumococcal Conjugate + Rotavirus vaccine (oral) 
 6 months DaPTP-Act Hib (High Risk also receive Pneumococcal Conjugate) 
 12 months MMRV + Meningococcal C Conjugate + Pneumococcal Conjugate  
 18 months DaPTP-Act Hib + MMRV + Hepatitis B 
 4 - 6 years DaPTP + Varicella (if the child has not had two doses) 
 Grade 6  HPV (for girls) 
 Grade 9 dTap + Meningococcal A, C, Y and W-135 Conjugate 
 6-23 months Seasonal influenza 
 DaPTP-Act Hib = Diphtheria, Acellular Pertussis, Tetanus, Polio, Haemophilus influenza type b 
 MMRV =  Measles, Mumps, Rubella (German Measles) and Varicella (Chickenpox)  
 HPV = Human Papillomavirus 
 dTap = Diphtheria, Tetanus, Acellular Pertussis 
January 2012 
           
 
 
 
 
 
 
 

The PEI Immunization Program is directed by the Chief Public Health Office (CPHO).  PEI 
maintains a strong publicly funded immunization program for children and students which is 
delivered by Public Health Nursing Services. 
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Adult immunization is also provided and includes routinely recommended vaccines, vaccines for 
occupational exposure, and special vaccines for persons or their contacts who have specific 
diseases, conditions or circumstances.  These are detailed in the following table: 
 
Provided at Public Health Nursing Adult Clinics 
 Tetanus Everyone, every 10 years 
 Diphtheria Everyone, every 10 years 
 Pertussis (Whooping Cough) Everyone, once in adulthood 
 Measles People who have not had the vaccine or the disease 
 Mumps People who have not had the vaccine or the disease 
 Rubella (German measles) People who have not had the vaccine or the disease 
 Varicella (chickenpox) People who have not had the vaccine or the disease 
Provided at Public Health Nursing Clinics to occupational groups, persons at risk, and/or contacts of cases 
 Hepatitis B People with medical, occupational or lifestyle risks and anyone who 

wants protection from Hepatitis  B 
 Hepatitis A People with medical or occupational risks and those who are contacts 

of a case 
 Meningococcal People with specific medical conditions or communal living risks and 

those who are contacts of a case 
 Pneumococcal People with specific medical conditions or risks 
Seasonal Provided at Physicians’ Offices and Health Centres 
 Influenza  and Pneumococcal  
Other recommended vaccines provided at physician’s offices, Health Centres and/or Travel Clinics 
 HPV Adult females up to 45 years of age 
 Herpes Zoster Shingles Adults 55 years and over 
 Travel Varies by destination – consult a travel clinic 
 
The rates of coverage for vaccine preventable disease (VPD) based on children born in 2008 
are as follows:   

 
On an individual 

basis, 
Meningococcal C 
Conjugate and 
varicella vaccine 
had the highest 
uptake by age 2 at 
93%, with Measles, 
Mumps and Rubella 
at the lowest (79%).  
The overall vaccine 
completion uptake 
was 78% which 
describes the 
percent of Island 
children born in 
2008 that received 
the recommended 
15 vaccines by age 
2.   
  

MenC Var MMR Hep B PneuC DaPTP-Hib Overall
Vaccine Uptake (%) 93 93 79 88 81 81 78
Doses Required by Age 2 1 1 2 3 4 4 15
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One of the greatest challenges facing immunization programs is societal complacency about 
once-common childhood illnesses which are now eradicated or controlled in this country 
because of the strong publicly funded immunization programs.  Conditions like polio and 

congenital rubella syndrome or infections such as red 
measles, meningitis and epiglottitis are now rare due to 
adequate levels of immunity in our population.  However, 
people who have not experienced the effects of these 
potentially fatal diseases question the necessity of 
immunization programs.  Health care practitioners and 
decision makers must remain vigilant and committed to 
this preventative program.  In PEI, public health 
practitioners involved in immunization programs place 
strong emphasis on sharing information with parents and 

those being vaccinated including: benefits and risks of the vaccine, risks of the disease, 
contents of the vaccine product, usual side effects, and obtaining informed consent.  This 
approach is a necessary part of achieving and maintaining high rates of participation in 
immunization programs.  
 
The public health community in this country and worldwide takes the health of the population 
very seriously.  They make recommendations for public health immunization programs after 
thorough consideration of scientific evidence, incidence of disease and its complications, and 
vaccine product safety.  Public health immunization programs are updated according to 
changing epidemiology of vaccine preventable diseases.  
 
 
 
 
  

The CPHO has identified 
waning childhood immunization 
rates as a priority area moving 
forward and is working on 
initiatives to improve the 
protection of our Island 
population. 
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Needle Exchange Program  
Prevention of Bloodborne Pathogens in Intravenous Drug Users (IDUs) 
 
Since April 2009, the Department of Health and Wellness and Public Health Nursing in Health 
PEI have jointly worked to establish a Needle Exchange Program (NEP) for IDUs. The primary 
goal is to prevent the transmission of infections such as Human Immunodeficiency Virus (HIV), 
Hepatitis C and Hepatitis B that are spread by sharing equipment used for IDU.   
 
 
The number of needles distributed in 
2011 was approximately 88,000 and the 
number of needles returned exceeded 
75,000.  This return of used needles to 
the NEP contributes to increased safety 
in PEI communities and prevention of 
accidental needle-stick injuries. 
 

 
Other services provided at the NEP includes immunization against 
tetanus, Hepatitis A and B, influenza and pneumococcal disease, 
counseling, wound assessment, education about safe injecting, sexual 
health, treatment and supports in the community.  
 

 

 

  

The program now operates out of 4 locations 
across the province with access weekly to three 
times a week depending on location.  Over the past 
2-3 years the number of client visits has increased 
to a high of 122 in a single month, with an average 
of 85 client visits per month. 
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Infection Prevention and Control 
 
In 2008, the Department of Health and Wellness of PEI identified a need to improve infection 
prevention and control in the province. The Provincial Infection Prevention and Control Strategy 
was implemented early in July of 2008, to strengthen the Department of Health’s ability to deal 
effectively with current and emerging infectious diseases. The strategy lasted 18 months and is 
now an ongoing program. The coordination of this provincial program lies within the CPHO. 

 
As part of the initial strategy, a province-wide surveillance program for health care and 
community-associated infections was established, and as of January 2010 includes three 
pathogens: Methicillin-Resistant Staphylococcus aureus (MRSA), Vancomycin-Resistant 
Enterococci (VRE), and Clostridium difficile (CDI).  The goal of the surveillance program is to 
gather relevant information on all cases, and to use this information to provide the health system 
with an understanding of the frequency and distribution of infections and colonizations in PEI.  
This knowledge can then be used to aid in preventing and controlling these diseases in the 
future. 
 
Over the past 12 months, the work of the program has involved: 
• Development of environmental cleaning operational 

standards to ensure proper cleaning in all areas of Health 
PEI where patient care is provided. 

• Developing infection prevention and control policies for all 
practice settings. 

• Continuation of the Provincial Hand Hygiene program.  All 
facilities (LTC, Acute Care and Community Hospitals) 
participated in 2011. 

• Participation by the QEH in the Canadian Nosocomial Infection Surveillance Program, 
allowing QEH to compare their rates to similar institutions nationally. 

• Continued data collection through the provincial surveillance database. 
 

 
In September 2010, the health system on PEI 
was reviewed by Accreditation Canada (AC).  In 
the AC report, it was noted that the system should 
have a mechanism for reporting its surveillance 
rates of MRSA and CDI to all staff, especially the 
front line where the work is being done.  As a 
result, the Provincial Infection Prevention and 
Control program developed a quarterly report that 
is distributed to all staff in the Department of 
Health and Wellness and Health PEI.  It is 
expected that public reports will be available in 
2012. 
 

Program Goals: 
1. Strengthen infection prevention and control capacity 
2. Provide clear accountability 
3. Develop and monitor Provincial Standards/Guidelines/Policies 
4. Provide education and training to health care workers 
5. Continue to develop and maintain a system for surveillance and reporting 
6. Provide provincial coordination 

Surveillance is the cornerstone of an 
infection prevention and control 
program.  Surveillance data gives the 
practitioner a clear picture of what is 
happening within their facilities, 
identifying clusters or outbreaks of 
organisms and infections.  Provincial 
surveillance data provides the evidence 
to help inform future priorities for 
education and interventions such as a 
Provincial Antibiotic Stewardship 
Program. 
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Reproductive Care 
 

The PEI Reproductive Care Program (RCP) operates 
under the direction of a multidisciplinary committee with 
representatives from the PEI Medical Society, the PEI 
Department of Health and Wellness, Health PEI and the 
community.  The aim of the program is to optimize fetal, 
maternal, newborn and family health during the prenatal 
through postnatal periods.  
The program is 
responsible for the 
provincial perinatal 

database.  Database annual reports are intended for all 
audiences including public, health professionals, and media.  
The latest copy of the perinatal database report can be found 
at:  http://www.gov.pe.ca/health/reproductivecare. 
 
Breastfeeding rates vary across the province with infants from 
the West Prince Region being the least likely to be breastfed at 
hospital discharge. 

 

  

It is extremely important to invest in continuing education for health care providers as they 
spend a great deal of time providing care and support to parents and caregivers who are 
learning to breastfeed their infants.  The administration of the Breastfeeding Essentials 
courses, which are on-line education tools for health care professionals, has been received 
with much success here in PEI.  In 2010, a total of 121 health care professionals (nurses, 
dieticians, physicians and others) from across the province enrolled for this continuing 
education program. 
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Improving breastfeeding rates 
(both initiation and duration) 
continues to be a priority area 
for the RCP and work is 
currently occurring around the 
development of a Provincial 
Breastfeeding Policy.  
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Health Emergency Management 
 
Health Emergency Management is an essential function of 
public health.  The CPHO plays a leadership role with the 
health system in PEI in Health Emergency Management, 
including the development and maintenance of the Provincial 
Pandemic Influenza Contingency Plan for the Health Sector.  
 
Under the Public Health Act3, the CPHO is directly responsible 
for preparedness, leadership, direction, and response in the 
event of a public health emergency and works with the Public 
Health Agency of Canada and other provinces and territories 
to ensure the World Health Organization International Health 
Regulations (IHR) (2005) are met. 

 
In recent years, two events are noteworthy in that they exemplified the initiation of a coordinated 
international response under the IHR:  the 2011 tsunami in Japan and subsequent accident at 
the Fukushima Daiichi nuclear power plant and the declaration of the 2009 H1N1 influenza 
pandemic.  For PEI, the impacts and therefore the response for these two events differed.  The 
tsunami/nuclear event in Japan required monitoring and information sharing, whereas the 2009 
H1N1 Pandemic required significant direction, coordination, and management at the provincial 
level and contribution to the overall Pan-Canadian response.  
  
Under the leadership of the CPHO, the health system in PEI had invested in planning for an 
influenza pandemic since 2005.  The plan was activated throughout the health system during 
the first wave of the 2009 H1N1 Influenza Pandemic in April of 2009 and continued through to 
December of that year under the direction of the Chief Public Health Officer using the Incident 
Management System (IMS).  The CPHO directly managed several pandemic strategies 
including surveillance, infection prevention and control guidance, the mass immunization 
campaign, distribution of the antiviral stockpile, information and guidance to health system staff 
and physicians, other government departments and agencies, businesses and more broadly to 
the public (through a media campaign and a toll free public information line).  During the second 
wave of the pandemic in October of 2009, the health system suspended a number of day to day 
services in order to manage the increased demands on the health care system due to influenza. 
 
At the same time and throughout the first and second waves of the pandemic, staff in the CPHO 
represented PEI on many Pan-Canadian task groups required to ensure a consistent and 
effective national response to this public health emergency.  The Pan-Canadian response was 
coordinated by Public Health Agency of Canada under the leadership of the Chief Public Health 
Officer of Canada.   
 
The Lessons Learned from the 2009 H1N1 Influenza Pandemic will continue to inform and 
guide Health Emergency Management planning efforts in PEI for the next influenza pandemic 
as well as other health emergencies. 
 

The International Health Regulations require that processes be place for PEI to prevent, 
protect against, control and provide a public health response to an extraordinary event which 
has the potential to constitute a public health risk to other countries through the international 
spread of disease and which could potentially require a coordinated international response. 
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Vital Statistics 
 
The Vital Statistics Program is responsible for the collection, registration, and maintenance of 
vital event information for the Province, including: births, deaths, marriages, adoptions, divorces, 
stillbirths, and change of name.  Vital Statistics ensures accurate and timely registration of these 
events to provide the public with timely, secure and cost effective services.  The information is 
also critical for health planning and research.  The service is done in a manner than effectively 
meets all legislative and statutory requirements including:  Vital Statistics Act7, Change of Name 
Act8, and Marriage Act.9 
 

Over the last number of years the Vital 
Statistics Program has evolved from a registry 
of vital events to a data program which 
integrates many provincial and federal services 
for the public as well for health planning and 
research.  Statistics Canada is a major user of 
vital event data in both record copy and data 

file format.  Other users are Service Canada, Canada Revenue Agency, Elections Canada, 
Passport Canada, Provincial courts, financial & health institutions, physicians, police, and 
numerous government departments and agencies including national and international vital 
statistics programs. 
 
Vital Statistics databases are recognized as an important component in the development of 
health information infrastructure both at the provincial/territorial and the federal level.  Vital 
Statistics programs across Canada are noting increasing requests for linked health data.  Those 
requesting data include researchers in government departments, non-government organizations 
and the private sector.  The data is used for program planning and evaluation, medical 
research, public health surveillance, and health education and promotion.   
 
Examples of data frequently requested are mortality data. These data are used in public health 
activities such as tracking trends, identifying avoidable mortality, targeting health promotion 
activity, resource allocation, and assessing outcomes and quality of health services. 
 

Advances in technology 
have provided solutions to a 
number of the problems of 
collection, analysis, and 
dissemination of data from 
numerous and varied 
sources.  These 

improvements have facilitated the availability of more accurate, comparable, and timely 
information.  The adoption by the Vital Statistics Council for Canada (Council) of a set of data 
dictionaries for vital events has also provided standardized definitions and ensured data 
consistency on the provincial/territorial and national levels. The data dictionaries follow the 
guidelines of the World Health Organization (WHO), particularly in the complex coding of 
underlying causes of death.   
 
Vital Statistics continues to work collaboratively with providers and users of the data to identify 
opportunities and overcome challenges in maintaining and enhancing the quality of vital event 
data. 

Vital Event Registrations Processed 2010 
Birth Registrations 1376 
Death Registrations 1087 
Marriage Registrations 887 
Stillbirth Registrations 11 
Divorces 293 
Adoptions 15 

Uses of Mortality Data  
Death Rates Administrative Databases 
Life Expectancy Medical Research 
Population Projections Public Health Policy 
Cancer Registry Setting Health Priorities 
Report of Canadians World Health Organization Statistics 
Program Planning  
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Methodology 
 
This section of the report updates Prince Edward Island Health Indicators that was released in 
January 2003, December 2004, October 2006, and Prince Edward Island Health Trends in 
January 2010. This report provides comparisons with Canada and comparisons over time on a 
broad range of indicators.  
 
Multiple sources of health surveillance data from both federal and provincial government 
departments were used in the formation of this document which include:   Canadian Community 
Health Survey, Canadian Chronic Disease Surveillance System, National Diabetes Surveillance 
System/Canadian Chronic Disease Surveillance System, National Population Health Survey, 
Vital Statistics, Birth and Death databases, Canadian Cancer Registry, Notifiable Diseases On-
line, HIV/AIDS Surveillance Reports, National Enteric Surveillance Program, Hepatitis C & STI 
Surveillance, PEI Reproductive Care Program database, Cancer Trends in PEI: 1980 to 2006, 
PEI Public Health Nursing database, Provincial Treasury 37th Annual Statistical Review, and 
Department of Health and Wellness Chief Public Health Office Communicable Disease 
database. 
 
One of the primary sources for this report is the Canadian Community Health Survey (CCHS).  
This survey is conducted by Statistics Canada over two years to provide regular and timely 
cross-sectional estimates of various health indicators.  There are limitations to the interpretation 
of survey data, since self-report often provides socially desirable responses.  Few of the self-
report measures have been validated for their ability to measure the “truth”. 
 
The most recent data collection was in 2009/10. CCHS sampled about 118,000 Canadians over 
these two years, using both computer-assisted personal and telephone interviews.  The target 
population of the CCHS includes household residents, age 12 and over, in all provinces and 
territories; with the principal exclusion of populations on Native Reserves, those in the Military, 
some remote areas, and persons living in institutions.  In PEI, the sample size was 1,835 
Islanders, including 684 in Prince County, 924 in Queens County, and 227 in Kings County.  
During the 2009/10 survey, the overall response rate for PEI (agreement to participate in the 
survey) was 74% which was lower than the Canadian response rate (77%).  
 
The content of the survey includes common content to be asked all across Canada, and 
optional content that may be selected from a predefined list of modules. The full content is 
available on the Statistics Canada website3.  The survey that preceded the CCHS was the 
National Population Health Survey.  It began in 1994/95 as a cross-sectional sample of 30,000 
Canadians, including 1,000 Islanders.  It has continued as a longitudinal survey that follows the 
same participants over time. 
 
Information for diabetes, hypertension, asthma, and chronic obstructive pulmonary disease is 
based on the Canadian Chronic Disease Surveillance System (CCDSS) coordinated by the 
Public Health Agency of Canada.  This surveillance system links the Prince Edward Island 
health insurance registry database with physician billing and hospitalization data.  Identifying 
whether or not a person has the chronic disease is based on a validated procedure of medical 
code searching in the linked data.   
  



Methodology  
 

 
22      PEI CPHO Report and Health Trends 2012      

Age standardization is a procedure for adjusting rates, designed to minimize the effects of 
differences in age composition when comparing rates for different populations.  The direct 
method was used to average age-specific rates, using as weights the distribution of a standard 
population.  The adjusted rate then represents what the observed rate would have been if that 
population had the same distribution as the standard population.  The standard population used 
was the 1991 Canadian population.  
 
Case counts are converted to rates per 100,000 to allow for comparable health indicators.  In 
instances when there are less than 10 (CCHS) or less than 5 (sexually transmitted infections 
data) responses or cases, then the data may be suppressed because of the small sample size.  
 
Comparisons with other data sources may result in different numbers for similar concepts, 
usually as a result of differences in methodology.  To minimize problems, comparisons should 
use the same data source, and look for trends over time.  Sometimes several documents using 
the same data sources will report different numbers.  This may be the result of reporting on 
more current data, the use of different age groups, or the use of sub-samples of the dataset. 
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1.1   Population and Projections 
 
 
Population size, including 
age groupings, provides 
information on the changing 
characteristics, structure and 
shifting service demands of 
our population.  
Understanding how the 
population will change is 
extremely important when we 
are planning for our future 
health care.  Statistics 
Canada estimates population 
size using data derived from 
the Canadian Census, as 
well as information on births, 
deaths and migration. 
 
 

 
 
PEI, similar with Canada and 
many other countries worldwide, 
has an aging population.  Based 
on current projections by the year 
2020, 1 in 5 Islanders will be over 
the age of 65.  This will continue 
to increase each decade with 1 in 
4 and 1 in 3 Islanders aged 65 
and over in 2030 and 2040, 
respectively.  As the population 
ages, there will be an increase in 
chronic diseases that are more 
common in older people such as 
cancer, cardiovascular disease, 
diabetes, and chronic obstructive 
pulmonary disease.  For the most 
part, many of these chronic 

conditions are preventable.  Health begins by raising healthy infants (starting during pregnancy) 
into healthy adults.  To accomplish this, an emphasis on living healthy lifestyles and 
participating in preventative medical care before the chronic conditions develop is critical.  Living 
a healthy lifestyle includes eating a diet rich in fresh fruits and vegetables, increasing physical 
activity, and reduction of smoking and harmful use of alcohol.  Preventative care includes 
regular check-ups with your physician, screening tests, and vaccinations.   
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PEI Population Projections by Age and Sex 
Age 2010 2020 2030 2040 2050 
Male      
<20 16,955 15,191 14,705 13,168 12,043 
20-34 12,402 12,983 10,622 10,083 9,671 
35-49 15,126 12,258 13,179 11,801 10,044 
50-64 15,148 16,376 13,671 13,338 13,932 
65+ 9,803 13,980 18,198 18,716 17,216 
Female      
<20 16,296 14,548 13,936 12,496 11,438 
20-34 13,163 13,298 11,004 10,465 9,846 
35-49 15,203 13,266 14,273 12,612 10,987 
50-64 15,853 16,695 13,932 14,326 14,545 
65+ 12,420 16,959 22,028 22,700 21,715 
Total      
<20 33,251 29,739 28,641 25,664 23,481 
20-34 25,565 26,281 21,626 20,549 19,517 
35-49 30,328 25,524 27,451 24,413 21,031 
50-64 31,001 33,072 27,603 27,665 28,476 
65+ 22,223 30,939 40,226 41,416 38,931 

 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 
 
 
 
 
Source: Statistics Canada.  Provided by: Provincial Treasury, Economics, Statistics and Federal Fiscal Relations Division 
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1.2   Life Expectancy 
 
Life expectancy is the main measure of the health of a population.  Life expectancy at birth is 
the average number of years a person would be expected to live if current trends remain the 
same.  Infant mortalities affect overall life expectancy.  Increases in life expectancies are partly 
dependent on fewer deaths of young children, particularly in the first year of life.  Life 
expectancy does not take into account quality of life. 
 

 
PEI and Canada have similar 
life expectancies at birth and 
have increased from the 
past.  PEI males born in 
2007 are expected to live to 
age 78, and females to age 
83.  The life expectancy in 
Canada is one of the highest 
in the world.    
 
Men generally have a lower 
life expectancy than women; 
however this gap has been 
narrowing during the past ten 
years.10 
 
 

 

Life Expectancy in Years, by Year of Birth, Past 10 Years 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Infant Mortality is the number of infants who die in the first year of life per 1,000 live births.  The 
three year averages are as follows: for the period 2000 to 2002 for PEI: 4.1; for Canada: 5.3; 
2003 to 2005 for PEI: 3.8; for Canada: 5.3; 2005 to 2008 for PEI: 3.0; for Canada: 5.1.  More 
information on infant mortality is available in the 2008 Perinatal Database Report at 
http://www.gov.pe.ca/photos/original/dhw_rep_pdar08.pdf. 
 
 
 
 
 
Sources:   Statistics Canada11, Vital Statistics, Birth and Death Databases 

Year of 
Birth 

Male Female 
PEI Canada PEI Canada 

1998 74.9 76.0 79.9 81.5 
1999 75.7 76.3 81.2 81.7 
2000 75.1 76.7 81.4 81.9 
2001 75.2 77.0 82.6 82.1 
2002 76.2 77.2 81.3 82.1 
2003 76.5 77.4 81.6 82.4 
2004 76.8 77.8 81.6 82.6 
2005 77.4 78.0 82.1 82.7 
2006 77.3 78.4 82.2 83.0 
2007 77.6 78.3 82.7 83.0 
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1.3  Leading Causes of Death 
 
Ranking the leading causes of death is a valuable way to provide information on current 
mortality patterns in PEI and Canada.  The ten leading causes of death in PEI are found in the 
table below; Canadian rates for these causes of death are also listed. 
 
 
Cancer, heart disease and 
stroke are the leading 
causes of non-accidental 
death for both Prince Edward 
Island and Canada.  In 2008, 
23% of deaths in PEI were 
due to heart diseases, 28% 
were due to cancer and 5.6% 
were due to stroke.  In 
Canada, 21% of all deaths 
were due to heart disease, 
30% were due to cancer and 
6% were due to stroke.12 
 
 
 
 
 

*CLRD: Chronic Lower Respiratory Disease 
Age Standardized 

 
 
Leading Causes of Death, 2008 

Cause of Death 
Mortality Rate 

(per 100,000 population) 
PEI Canada 

Malignant neoplasms (cancer) 170.6 163.6 
Diseases of heart (heart disease) 127.5 107.9 
Unintentional injuries (accidents) 34.9 25.4 
Cerebrovascular diseases (stroke) 30.8 28.8 
Influenza and pneumonia 25.1 11.0 
Chronic lower respiratory diseases 21.2 23.7 
Kidney Disease 12.9 8.0 
Diabetes mellitus (diabetes) 12.7 16.7 
Alzheimer's disease 12.7 12.8 
Intentional self-harm (suicide) 8.0 10.4 
Age Standardized 
 
 
 
 
 
 
 
 
 
 
 
Source: Statistics Canada – Catalogue no. 84-215-X13 
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1.4  Low Birth Weight 
 
Low birth weight is a key determinant of infant survival, health, and development.14  Low birth 
weight babies are more likely to have health and developmental problems such as hearing and 
visual problems, learning disabilities, respiratory problems and chronic diseases later in life.15,16  

 
There has been a shift in 
focus away from low birth 
weight to other parameters of 
infant health such as pre-
term births and small for 
gestational age (SGA) rates.  
These measures are useful 
in current times given the 
increase in maternal age, 
assisted reproduction, 
multiple babies and assisted 
deliveries such as 
Caesarean births.17 
 
 
 
 

Factors which may lead to low birth weight include premature birth, a multiple pregnancy, 
congenital abnormalities, acute or chronic disease in the mother, maternal age, poor nutrition 
during pregnancy, smoking while pregnant, the consumption of drugs and alcohol while 
pregnant, experiencing abuse while pregnant and low socioeconomic status.18,19  Other 
maternal risk factors may include stress, physically demanding work and sexually transmitted 
infections.14  
 
Maternal smoking is one of the most changeable behaviors to prevent low birth weight babies. 
This demonstrates the importance of programs which prevent women from becoming smokers 
and help current smokers quit.20,21,22 
 

 
Definition: Live births greater than 500 grams and less 
than 2,500 grams, expressed as a percentage of all 
live births with a known birth weight greater than 499 
grams.  Low birth weights are adjusted for borderline 
viable births, since over time there has been 
increased registration of live births with birth weight 
less than 500 grams.  The adjustment improves 
comparability of this indicator over an extended time 
period. 
 
In 2008, 5.1% of all live births in PEI were considered 
to be low birth weight.  This percentage is lower than 
the Canadian average of 5.9%.  Over time, PEI’s rate 
has remained stable at around 5%, and has been 
consistently one of the lowest rates in Canada. 
 

 
 
Source: Statistics Canada23 

Percent of Total Infant Births Classified
as Low Birth Weight, Past 10 Years 

Year PEI Canada 
1999 5.2 5.5 
2000 4.2 5.5 
2001 3.7 5.5 
2002 5.3 5.6 
2003 3.9 5.8 
2004 5.5 5.8 
2005 5.3 5.9 
2006 4.8 6.0 
2007 5.8 5.9 
2008 5.1 5.9 
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1.5   Education 
 
A person’s level of education has been shown to relate to their overall health.  Those with higher 
education levels may be able to access information and resources easier and allow them to 
make more informed decisions about their health.  Also, people with higher levels of education 
are more likely to have sufficient income, job security and job satisfaction.  Knowledge and skills 
needed to solve problems and cope with change may also be provided through education.  This 
gives people a sense of control over their circumstances, which in turn contributes to better 
health.24 
 
Definition: Individuals aged 
20 and older, reporting 
highest level of education 
obtained.  Mutually exclusive 
categories used are:  
Less than high school: no 
schooling, elementary, or 
some secondary school   
High school graduates: 
high school graduation 
certificate, or some college 
or university 
Post-secondary graduates: 
diploma, certificate, or 
degree 
 

 
Similar to Canada, education levels 
are improving in PEI.  Since 2003, a 
slight increase in the number of 
residents with post-secondary 
education coupled with a slight 
decrease in the number of residents 
with less than high school education 
has occurred.  In 2009/10, 19% of 
PEI residents had less than high 
school education compared to 14% 
of Canadians.   
  

Self-Reported Personal Education Level in PEI and 
Canadian Population Age 20+ 

Year 
PEI Canada 

% CI % CI 
Less than High School     
2001 25.1 23.3-27.0 22.2 21.9-22.6 
2003 25.0 22.5-27.8 19.0 18.6-19.3 
2005 24.2 21.7-26.8 16.5 16.2-16.8 
2007/08 21.2 19.0-23.5 15.6 15.2-15.9 
2009/10 19.0 16.4-21.9 14.4 14.1-14.8 
High School     
2001 25.8 23.9-27.9 28.1 27.7-28.5 
2003 23.5 20.8-26.4 26.8 26.3-27.2 
2005 21.2 18.6-24.0 24.3 23.9-34.7 
2007/08 24.0 21.5-26.7 24.2 23.8-24.7 
2009/10 20.8 18.1-23.7 23.7 23.3-24.2 
Post-secondary     
2001 49.1 46.8-51.3 49.6 49.2-50.1 
2003 51.5 48.2-54.7 54.2 53.7-54.7 
2005 54.6 51.4-57.8 59.2 58.8-59.7 
2007/08 54.8 51.9-57.7 60.2 59.7-60.7 
2009/10 60.2 56.7-63.6 61.8 61.3-62.4 
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As age increases so does the likelihood that you have less than a high school education.  For 
example, in 2009/10, 40% of those aged 65 and older had less than a high school education 
versus 3% of those in the 20-34 age group.  When looking at the highest level of education by 
any member in a household, in PEI, 10% of households had less than a high school education 
compared to 8% nationally and fewer households had a post-secondary graduate (74%), 
however neither of these differences are significant.   
 
Self-reported Personal Education Level by Age and Sex, PEI 2009/10 

Sex 
20-34 yr. 35-49 yr. 50-64 yr. 65+ yr. Total 

% CI % CI % CI % CI % CI 
Less than High School 
Male 4.1 1.6-10.1 17.4 10.7-27.2 30.7 21.9-41.2 42.5 34.2-51.3 23.0 18.8-27.7 
Female 1.5 0.5-4.0 9.3 3.9-20.5 17.2 12.3-23.7 38.3 31.2-45.9 15.3 12.3-18.9 
Total 2.7 1.3-5.5 13.3 8.6-19.9 24.3 18.8-30.7 40.2 34.8-45.9   
High School 
Male 35.9 25.7-47.5 19.3 12.2-29.0 13.9 9.1-20.7 15.8 9.4-25.4 20.7 16.8-25.3 
Female 23.5 17.0-31.4 25.2 17.4-35.0 17.1 12.2-67.0 16.0 10.9-22.9 20.8 17.4-24.8 
Total 29.2 23.1-36.1 22.3 16.8-29.0 15.4 11.7-20.0 15.9 11.7-21.4   
Post-secondary 
Male 60.0 48.5-70.5 63.3 52.2-73.1 55.4 45.5-64.9 41.7 33.4-50.5 56.4 51.0-61.6 
Female 75.1 67.1-81.7 65.5 54.7-74.9 65.7 58.0-72.7 45.7 38.6-52.9 63.9 59.3-68.2 
Total 68.1 61.1-74.4 64.4 56.8-71.4 60.3 53.9-66.5 43.9 38.4-49.5   

 
Self-Reported Household Education in PEI and Canadian Populations  
Aged 20+, 2009/10 

Education 
Level 

 PEI Canada 
 % CI % CI 

Less than High 
School 

2007/08 11.9 10.4-13.7 8.1 7.8-8.3 
2009/10 9.5 7.8-11.4 7.5 7.3-7.8 

High School 
Grad 

2007/08 17.3 15.2-19.7 16.1 15.7-16.5 
2009/10 16.9 14.3-20.0 15.8 15.4-16.2 

Post-
secondary 
Grad

2007/08 70.7 68.0-73.2 75.8 75.3-76.2 
2009/10 73.6 70.3-76.7 76.7 76.2-77.2 

 
Participation in post-secondary education 
for both the individual and for the 
household is directly associated with 
income quintile.  This pattern of post-
secondary participation has been 
occurring throughout Canada for many 
years and was very strong in the early 
1990’s.  After that period, the participation 
gap between the lowest income group and 
highest income group has narrowed likely 
due to increased student financial loans 
and support.25 
 
 
Sources:    Statistics Canada:  CCHS 2009/10, CCHS 
2007/08, CCHS 2005, CCHS 2003, CCHS 2000/0126 
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1.6  Income  
 
Higher income is associated with better health.  Canadians with a lower income are more likely 
to die earlier and to suffer more illness than those with higher incomes, regardless of age, sex, 
race and place of residence.15  Income is needed for shelter, food, warmth and the ability to 
participate in society, all of which are required for overall health.  Not having enough income to 
buy basic necessities can cause stress and anxiety, therefore decreasing health.  Also low 
income limits people’s choices for behavior changes towards health.27 
 
 
 
PEI’s average income per 
person is consistently lower 
than Canada.  In 2009, the 
average per person income 
was $29,788, which was 
lower than the national 
average of $36,429. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Sources:    Statistics Canada Table 27 from PEI 37th Annual Statistical Review 201028 
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1.7  Unemployment 
 
Unemployed people tend to experience more health problems than those who are employed.15  
Between 1992 and 2010, PEI’s unemployment rate decreased from 18% to 11%; however it is 
consistently higher than the Canadian rate.  The 2010 Canadian rate was 8%. 
 
 
 

 
 
Definition: Labour force aged 
15 and over who did not 
have a job.  The labour force 
consists of people who are 
currently employed and 
people who are unemployed 
but were available to work 
and had looked for work. 
 
 
 
 
 
 
 
 

 
 
 
 
Percent of Labour Force Aged 15+ who  
are Unemployed, past 10 Years 
Year PEI Canada 
2001 11.9 7.2 
2002 12.1 7.7 
2003 11.1 7.6 
2004 11.3 7.2 
2005 10.9 6.7 
2006 11.0 6.3 
2007 10.3 6.0 
2008 10.8 6.1 
2009 12.0 8.3 
2010 11.2 8.0 
Age Standardized 
 
 
 
 
 
 
 
 
 
 
Source: Statistics Canada: Labour Force Survey29 
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1.8   Self-Reported Hours Worked 
 
Over 86% of Islanders work at least 30 or more hours per week which is higher than the 
Canadian average.  In addition, about 11% of Islanders worked at least 60 hours a week which 
is comparable to the Canadian rate of 10%. 
 
 
 
 
Question: About how many 
hours a week do you usually 
work at your job or 
business?  If you usually 
work extra hours, pain or 
unpaid, please include these 
hours.  (Total hours for all 
work of population ≥15 to 
75).  Those who did not work 
in the week prior to the 
interview have been 
excluded). 
 
 
 
 
 
 
 
Self-Reported Usual Hours Worked per Week in PEI and Canadian  
Populations Aged 15+ 
Hours worked  
per Week 

 PEI Canada 
 % CI % CI 

<30 hours per week 2007/08 17.8 15.2-20.7 16.6 16.2-17.1 
 2009/10 13.6 11.1-16.7 17.4 16.9-18.0 

≥30 hours per week 2007/08 82.2 79.3-84.8 83.4 82.9-83.8 
 2009/10 86.4 83.3-88.9 82.6 82.1-83.1 

60+ hours per week 2007/08 13.2 10.7-16.0 10.0 9.6-10.3 
 2009/10 11.2 8.6-14.4 9.5 9.1-9.9 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source:  Statistics Canada: CCHS 2009/10, CCHS 2007/0826 
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2.1 Self-reported Health 
 
Self-reported health, or how healthy a person feels, summarizes physical, emotional and social 
well-being experienced by the individual.  It provides valuable information about the health 
status of the general population and also represents an individual’s psychological attitude and 
coping skills. 
 
Question: “By health, we mean not 
only the absence of disease or 
injury but also physical, mental and 
social well-being....in general, 
would you say your health is: 
excellent, very good, good, fair, 
poor?” 
 
 
 

PEI has a significantly higher 
proportion of individuals 
describing their health as 
“excellent” or “very good”,   at 
(65%) compared to 
Canadians (61%) in 2009/10.  
Island rates declined slightly 
between 2003 and 2005 but 
have remained steady since 
then.  It is interesting that 
self-reported rates of health 
are higher in PEI than 
Canada, as Islanders tend to 
have higher rates of risk 
factors, lower social 
determinants of health and 
often have high rates of 
common or chronic 
conditions.  

 
 
 
 
 
 
  

Self-reported Health in PEI and Canadian Populations 
Aged 12+, 2009/10 

Self-Reported 
Health 

PEI Canada 
% CI % CI 

Excellent/Very Good 64.5 62.3-66.8 61.3 61.1-61.6 
Good 24.2 22.1-26.3 28.1 27.9-28.4 
Fair/Poor 11.3 9.9-12.7 10.5 10.4-10.7 
Age Standardized     

Percent of Population Aged 12+ with Excellent or Very 
Good Self-reported Health 

Year 
PEI Canada 

% CI % CI 
2001 64.9 63.3-66.4 62.7 62.4-62.9 
2003 66.0 64.0-68.1 59.8 59.6-60.1 
2005 60.9 58.8-63.1 61.5 61.3-61.8 
2007/0
8

60.7 58.6-62.8 60.5 60.2-60.7 
2009/1
0

64.5 62.3-66.8 61.4 61.1-61.6 
Age Standardized    
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Self reported health rates are 
similar between males and 
females.  There is a lower 
proportion of people 
describing their health as 
“excellent” or “very good” 
(48%) in the 65 and older 
age group.   
 
 
 
 
 
 
 
 
 

 
 
Percent of Population with Excellent or Very Good Self-reported Health, by Age and Sex,  
PEI 2009/10 

Sex 
12-19 yr. 20-34 yr. 35-49 yr. 50-64 yr. 65+ yr. Total 

% CI % CI % CI % CI % CI % CI 
Male 65.6 53.4-76.0 65.4 54.2-75.2 69.5 58.9-78.4 62.4 53.4-70.5 45.1 36.6-53.9 62.6 57.9-67.0 

Female 58.0 44.9-70.1 76.8 69.0-83.1 73.4 64.6-80.7 62.0 54.2-69.3 50.0 42.7-57.3 65.6 61.5-69.4 

Total 61.9 53.0-70.1 71.6 64.9-77.4 71.6 64.8-77.5 62.2 56.3-67.8 47.8 42.2-53.4   

 
 

 
There appears to be a direct 
relationship between income 
quintile and self-reported 
health as the income quintile 
increases, so does the 
proportion of people who 
report very good/excellent 
health.  This association has 
been found in Canadians 
even after the effect of age,  
sex, education, smoking, 
alcohol consumption, and 
social support were 
removed.  Income level is a 
primary predictor of future 
self-reported health status in 
Canadians.30 

 
 
 
 
 
 
Sources:    Statistics Canada: CCHS 2009/10, CCHS 2007/08, CCHS 2005, CCHS 2003, CCHS 200126 
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2.2 Self-reported Mental Health 
 
Physical health, well being 
and quality of life are 
affected by mental health.  
Mental health is the ability for 
each of us to feel, think and 
act in ways that improve our 
ability to enjoy life and deal 
with the challenges we face.  
Work/life balance, stress, 
emotional wellness, aging, 
self esteem, coping skills, 
social support of individuals 
and communities are just a 
few components of mental 
health.  Without good mental 
health, people can be unable 
to fulfill their full potential or 
play an active part in 
everyday life.31 
 
Question: “In general, would you say your mental health is: excellent, very good, good, fair, or 
poor?” 
 
Based on the 2009/10 assessment of mental health, approximately 75% of Islanders reported 
their perceived mental health as excellent or very good which was similar to the Canadian rate 
and the same as reported for the 2007/08 survey.   
 
 
Self-reported Mental Health in PEI and Canadian Populations Aged 12+ 
Self-Reported 
Mental Health 

 PEI Canada 
% CI % CI 

Very Good/ 
Excellent 

2007/08 74.8 72.3-77.1 74.6 74.1-75.0 
2009/10 75.1 72.2-77.8 73.8 73.3-74.5 

Good 
2007/08 20.7 18.5-23.0 20.5 20.1-20.9 
2009/10 19.7 17.2-22.5 21.0 20.6-21.4 

Fair/Poor 
2007/08 4.5 3.6-5.6 4.9 4.7-5.1 
2009/10 5.2 4.1-6.6 5.2 5.0-5.4 
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Self-reported mental health 
is slightly lower in the 50+ 
age groups. 
 
 
 
 
 
 
 
 
 
 
 
 

Percent of Population with Excellent or Very Good Self-reported Mental Health,   
by Age and Sex, PEI and Canada 2009/10 

Sex 
12-19 yr. 20-34 yr. 35-49 yr. 50-64 yr. 65+ yr. 

% CI % CI % CI % CI % CI 
PEI           
Male 69.9 58.6-79.3 72.8 61.5-81.9 83.4 73.2-90.2 67.9 57.6-76.7 65.0 55.3-73.7 
Female 69.6 55.4-80.9 82.9 74.6-88.9 82.0 74.5-87.7 74.3 67.2-80.2 72.7 65.8-78.7 
Total 69.8 60.9-77.4 78.4 71.7-83.8 82.7 76.8-87.3 71.0 64.7-76.6 69.3 63.5-74.6 

Canada           
Total 76.1 75.0-77.3 77.3 76.4-78.2 73.2 72.2-74.2 72.0 71.0-73.0 70.3 69.4-71.1 

 
 
 
There appears to be a direct 
relationship between income 
quintile and self-reported mental 
health as the income quintile 
increases, so does the proportion 
of people who report very 
good/excellent mental health.  
Low income level has been 
associated with the development 
of mental disorders.32  Negative 
impacts in overall health are 
often seen as a result of poverty 
combined with mental health 
conditions.  The lowest income 
people may be living under 
stressful conditions increasing 

their risk of poor mental health.  People with mental health conditions may not be able to work 
or have limited opportunity to work, resulting in increased poverty and potentially worsening 
mental health conditions.33 
 
 
Sources:    Statistics Canada: CCHS 2009/10, CCHS 2007/0826   
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2.3 Fruit and Vegetable Consumption 
 
Fruits and vegetables contain essential vitamins, minerals, and fiber that help protect you from 
chronic diseases such as cardiovascular disease, type 2 diabetes and certain types of 
cancer.34,35,36 
 
Consumption of fruits and vegetables is influenced by a number of factors including food 
affordability, access to healthy foods within the community, knowledge of healthy choices and 
food skills such as preparation, storage and budgeting. 
 
Definition:  The average number of times per day that individuals consume fruit and vegetables.   
 

 
In 2009/10, 37% of PEI 
individuals aged 12 years 
and older reported 
consuming fruits or 
vegetables five or more 
times a day.  This is lower 
than the Canadian rate 
which was 44%.     
 
 
 
 
 
 
 
 
 
 
 
 

 
Age Standardized 
 
 
 
Percent of Population Aged 12+ Consuming 5 or More Fruits  
and Vegetables per Day 

Year 
PEI Canada 

% CI % CI 
2001 34.7 33.1-36.3 37.3 37.0-37.6 
2003 31.4 29.2-33.5 41.5 41.2-41.8 
2005 32.7 30.6-34.9 43.9 43.3-44.4 
2007/08 37.5 35.4-39.6 43.9 43.6-44.2 
2009/10 36.5 34.1-38.9 44.2 43.9-44.5 
Age Standardized 
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There is a significant 
difference in consumption of 
fruits and vegetables 
between males and females 
with a larger proportion of 
females consuming 5 or 
more fruit and vegetables per 
day than males.  This 
difference appears to be 
independent of age.  
 
 
 
 
 
 

 
Percent of Population Consuming 5 or More Fruits and Vegetables per Day  
by Age and Sex, PEI 2009/10 

Sex 
12-19 yr. 20-34 yr. 35-49 yr. 50-64 yr. 65+ yr. Total 

% CI % CI % CI % CI % CI % CI 
Male 34.0 24.1-45.6 33.0 22.5-45.5 28.4 19.5-39.4 25.6 18.6-34.1 38.7 30.2-48.0 30.8 26.5-35.5 

Female 41.1 29.4-53.8 34.8 26.9-43.7 43.9 33.9-54.4 40.5 32.8-48.5 56.9 49.4-64.0 43.0 38.7-47.3 

Total 37.5 29.7-46.0 34.0 27.4-41.3 36.7 29.7-44.3 32.9 27.4-38.8 48.6 42.7-54.6   

 
 
 
 
Although not significantly 
different, those from the top two 
quintiles consume more fruits 
and vegetables than those from 
the lower quintiles.  Diets that are 
high in fat and energy tend to be 
less expensive than diets 
consisting of fish, lean meats, 
fresh fruits and vegetables.37 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
Sources:    Statistics Canada: CCHS 2009/10, CCHS 2007/08, CCHS 2005, CCHS 2003, CCHS 2000/0126 
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2.4 Breastfeeding 
 
Breast milk is optimal food for infants and contains ideal nutrients to allow proper digestion, 
brain development and growth.  A baby may be protected from illnesses and infections by the 
antibodies transmitted in a mother’s breast milk.  Breastfeeding may also protect babies against 

allergies and respiratory 
infections38 and may lower 
rates of type 2 diabetes39.   
Summaries of observational 
studies show that there is 
evidence to support a 
protective relationship 
between breastfeeding and 
childhood obesity.  There is 
also evidence that this is a 
dose-response relationship, 
where longer durations of 
breastfeeding provided 
reduced risk of childhood 
obesity compared to shorter 
durations.40  The bond formed 
between a mother and child 
through breastfeeding may 

also contribute to the healthy psychological devolvement of the child.41  In addition to the health 
benefits of breastfeeding for the child, those mothers who breastfeed may have lower rates of 
osteoporosis and certain types of ovarian and breast cancer.42 
 
In 2008, 70.6% of newborns in PEI were breastfed either exclusively or in combination with 
formula at the time of hospital discharge.  This is marks a considerable increase from 1990 
when 48% of newborns were breastfed upon hospital discharge.43  While breastfeeding initiation 
rates have increased, Islanders continue to fall behind the Canadian rates of breastfeeding 
initiation.  Based on a Canadian survey from 2005, 87% of mothers who gave birth in the 
previous five years initiated breastfeeding.17  
 
For more information on breastfeeding in PEI go to the PEI Reproductive Care Program 
Perinatal Database Report at http://www.gov.pe.ca/photos/original/dhw_rcp_pdar08.pdf. 
 
Percent of PEI Newborns Breastfed at 
Discharge from Hospital 

Year % newborns breastfeeding1 
at discharge 

2003 63.0 
2004p 65.9 
2005 incomplete data 
2006 65.9 
2007 64.9 
2008 70.6 
1  includes both “exclusive breastfeeding” or “breastfeeding and formula”; percentages may be higher than actual as out of province 
births are not reported in the denominators 
P  preliminary data 
 
 
Sources:    PEI Reproductive Care Program (2003/2004); ISM Public Health Nursing database and Vital Statistics Birth 
Registrations (2006-2008) 
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2.5 Self-reported Obesity  
 
Body weight depends on a 
combination of factors, 
including genetics, mental 
health, diet, socio-economic 
status and active living.  
Obesity is linked to many 
chronic diseases such as 
cardiovascular disease, 
diabetes, and some 
cancers.15  Despite many 
health initiatives promoting 
the importance of healthy 
eating, healthy weight and 
physical activity, PEI 
continues to have a high 
proportion of overweight and 
obese individuals. 
 
Self reported body weights in adults have been shown to be underestimates of true body weight 
and overestimated height.  Therefore actual PEI and Canadian rates of overweight and obesity 
are likely higher than these estimates.44 
   

 
 
 
Definition: Body Mass Index (BMI) is calculated 
from the respondent’s self-reported weight and 
height as follows: weight in kilograms divided by 
height in meters squared.  BMI is a common 
method of determining if an individual’s weight is 
in a healthy range based on their height. 
Pregnant women are excluded.  International 
standards for interpreting the index are: 
•    underweight  BMI < 18.5  
•    acceptable weight BMI = 18.5 to 24.9 
•    overweight   BMI = 25 to 29.9   
•    obese  BMI > 30  
 
PEI’s obesity rate is higher than the Canadian 
rate, and has been steady since 2003.  The 
Canadian rate of obesity has been steadily 
increasing.  In 2009/10, 36% of Island residents 
were overweight and 22% were obese (based on 
self-reported height and weight). 
 
 

 
 

Self-Reported BMI Category in PEI and 
Canadian Populations Aged 18+ 
Year PEI Canada 

% CI % CI 
Acceptable     
2003 38.3 35.2-41.4 47.8 47.3-48.3 
2005 38.5 35.5-41.7 47.2 46.7-47.6 
2007/08 38.5 35.7-41.4 46.3 45.8-46.8 
2009/10 40.8 37.3-44.3 45.5 44.9-46.0 

Overweight     
2003 38.4 35.3-41.7 34.1 33.7-34.6 
2005 37.4 34.4-40.5 34.2 33.8-34.7 
2007/08 36.5 33.6-39.4 33.9 33.5-34.4 
2009/10 36.0 32.7-39.5 34.0 33.4-34.5 

Obese     
2003 21.5 19.0-24.3 15.4 15.0-15.7 
2005 23.0 20.5-25.8 15.8 15.5-16.2 
2007/08 23.7 21.2-26.5 17.1 16.7-17.5 
2009/10 21.7 18.8-24.8 18.1 17.7-18.5 
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More males reported being 
overweight or obese than 
females.  The 18-34 year 
age group is less likely to 
report being overweight or 
obese compared with those 
50 years and older.  
Although it appears that 
obesity is more prevalent in 
our older adults, this trend is 
impacted by small sample 
numbers and should be 
monitored over time.     
 
 
 
 
 
 
 
 
 
 
Percent of Population Self-Reporting Overweight or Obese by Age and Sex, PEI 2009/10 

Sex 
18-34 yr. 35-49 yr. 50-64 yr. 65 + yr. Total 

% CI % CI % CI % CI % CI 
Male 52.1 41.4-62.7 72.3 61.3-81.2 71.1 62.2-78.6 74.9 67.3-81.3 67.4 62.3-72.2 
Female 43.2 34.3-52.5 43.8 34.1-54.0 55.8 47.5-63.7 51.3 43.7-58.8 48.3 43.7-52.9 

Total 47.6 40.5-54.7 57.9 50.0-65.3 63.8 57.6-69.6 61.8 56.0-67.3   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Sources:    Statistics Canada: CCHS 2009/10, CCHS 2007/08, CCHS 2005, CCHS 200326 
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2.5.1 Childhood Obesity 
 
Canada, as well as many other countries, has growing concerns regarding childhood obesity.  
Obesity rates in both children and youth have almost tripled in the last 25 years. Children who 
are overweight or obese during childhood or adolescence are more likely to experience 
complications with premature morbidity or mortality during adulthood.45  It has been shown that 
children are eating high 
energy/high fat food in 
excess and have become 
more sedentary than children 
in the past.  As with adult 
obesity, childhood obesity 
presents similar health 
complications such as type 2 
diabetes, high blood 
pressure, liver disease and 
psychological difficulties.  
Children who are obese do 
not normally “outgrow” their 
weight concerns but continue 
to gain more weight as they 
become older.46 
 
PEI and Canada have similar 
rates of children/young 
adults who report being either obese or overweight.  In 2009/2010, based on those Island 
children included in the survey, 15% were overweight and 6% were obese. 
 
 
 
 
Self-Reported BMI Category in PEI and Canadian Populations Ages 12-17 years 

Year 
PEI Canada 

% CI % CI 
Neither Overweight nor Obese     
2005 77.8 70.7-83.6 80.5 79.4-81.5 
2007/08 75.8 67.9-82.3 80.8 79.5-81.9 
2009/10 78.1 68.6-85.4 79.9 78.7-81.1 

Overweight     
2005 16.9 11.8-23.7 14.6 13.7-15.6 
2007/08 18.2 12.5-25.7 14.6 13.6-15.7 
2009/10 14.5 8.3-24.1 15.2 14.1-16.4 

Obese     
2005 5.3 2.9-9.2 4.9 4.3-5.5 
2007/08 6.0 3.3-10.6 4.6 4.0-5.4 
2009/10 6.4 3.4-11.9 4.4 3.8-4.9 
 
 
 
 
Sources:    Statistics Canada: CCHS 2009/10, CCHS 2007/08, CCHS 200526 
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2.6. Physical Activity 
 
Being physically inactive is a risk factor for serious health conditions such as obesity, type 2 
diabetes, osteoporosis, certain types of cancer, heart disease and stroke.  These diseases and 
their complications can 
be reduced and/or 
eliminated with healthy 
lifestyle choices such as 
being physically active.  
Those who exercise 
regularly are less likely to 
have a number of chronic 
health conditions. 
Physical activity has also 
been shown to not only 
improve physical health 
but also improve mental 
health.47,48  Changing 
peoples’ attitudes and 
behaviors towards 
physical activity can 
make a substantial 
difference in the health of 
communities.49 

Age Standardized 
 

Definition: Population aged 12 and over 
reporting level of physical activity, based 
on their responses to questions about the 
type of activity, frequency and duration of 
their participation in leisure-time physical 
activity.  Intensity of each activity was 
assigned a value for the metabolic energy 
demand.  Categories of physical activity 
used are: 
• Active: average 3.0 or more 
kcal/kg/day of energy expenditure.  This 
amount of exercise is required for 
cardiovascular health benefit 
• Moderate: average 1.5 - 2.9 
kcal/kg/day of energy expenditure.  This 
amount of exercise may produce some 
health benefits, but little cardiovascular 
benefit 
• Inactive: average below 1.5 
kcal/kg/day of energy expenditure 
 
In 2009/10, over 48% of PEI residents 
and 46% of Canadians were inactive.  PEI 
rates of inactivity have been consistently 
higher than Canadian rates; however, 
they have been slowly decreasing in 
recent years.   

Self-Reported Physical Activity Levels in PEI and  
Canadian Populations Aged 12+ 
Year PEI Canada 

% CI % CI 
Inactive     
2001 52.0 49.6-54.5 49.1 48.6-49.5 
2003 54.3 52.1-56.5 47.4 47.2-47.7 
2005 54.6 52.3-56.8 47.2 46.9-47.5 
2007/08 51.1 48.9-53.2 48.3 48.0-48.6 
2009/10 48.2 45.8-50.7 46.3 46.0-46.6 

Moderate     
2001 20.7 18.9-22.4 21.6 21.3-21.9 
2003 21.9 20.0-23.8 25.0 24.8-25.3 
2005 23.0 21.1-25.0 25.2 24.9-25.4 
2007/08 23.2 21.4-25.1 24.7 24.5-25.0 
2009/10 27.1 24.9-29.3 25.0 24.7-25.3 

Active     
2001 19.6 18.2-21.1 21.0 20.7-21.4 
2003 23.8 21.9-25.7 27.5 27.3-27.8 
2005 22.3 20.5-24.2 27.6 27.4-27.9 
2007/08 25.7 23.8-27.5 26.9 26.7-27.2 
2009/10 24.6 22.5-26.7 28.7 28.4-28.9 
Age Standardized    
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There were no differences 
between activity level in 
males and females.  The 
percent of inactive residents 
tends to increase with age. 
 
 
 
 
 
 
 
 
 
 
 

 
 
Percent of Population Reporting Physical Inactivity by Age and Sex, PEI 2009/10 

Sex 
12-19 yr. 20-34 yr. 35-49 yr. 50-64 yr. 65+ yr. Total 

% CI % CI % CI % CI % CI % CI 
Male 31.0 21.3-42.8 39.9 29.3-51.5 53.0 41.6-64.1 48.1 38.5-57.9 54.7 45.4-63.8 46.4 41.5-51.4 

Female 31.6 21.5-43.9 51.7 42.4-61.0 42.1 32.4-52.5 55.9 44.7-63.7 68.7 61.1-75.3 50.5 46.2-54.9 

Total 31.3 24.1-39.6 46.4 39.2-53.7 47.2 39.6-54.9 51.9 45.4-58.3 62.5 56.6-68.1   

 
 

 
 
People in the low income 
quintiles are more inactive than 
those of the highest income 
quintile.  Those in a lower 
income bracket may not have 
the financial means or 
transportation necessary to 
participate in physical activity 
such as joining a gym, using 
the community pool, or joining 
a sport team.  In addition they 
may not have the necessary 
time to participate due to work 
or family demands.  
 
 
 

 
 
 
 
 
Sources:    Statistics Canada: CCHS 2009/10, CCHS 2007/08, CCHS 2005, CCHS 2003, CCHS 2000/0126 
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2.7 Alcohol Use 
 
Excessive use of alcohol can 
lead to health and social 
problems.  Men are more 
likely than women to report 
heavy drinking on a regular 
basis.  Heavy drinking is 
most common among youth 
(under 25), and decreases 
with education level.15  
Heavy drinking may be 
associated with several 
health concerns including: 
chronic diseases such as 
liver cirrhosis (damage to 
liver cells); pancreatitis 
(inflammation of the 
pancreas); various cancers, 
including liver, mouth, throat, 
larynx (the voice box), and esophagus; high blood                                                                       
pressure; and psychological disorders;  unintentional injuries, such as motor-vehicle traffic 
crashes, falls, drowning, burns, firearm injuries;  violence, such as child maltreatment, homicide 
and suicide;  harm to a developing fetus if a woman drinks while pregnant (Fetal Alcohol 
Spectrum Disorder);  Sudden infant death syndrome (SIDS);  alcohol abuse or dependence.50 

 
 
High rates of heavy drinking have been 
explained by the low cost of alcohol, the easy 
access to alcohol and advertising portraying 
drinking with upscale lifestyles.51 
 
 
Definition: A drink was defined to respondents 
as: one bottle or can of beer or glass of draft; 
one glass of wine or a wine cooler; one cocktail 
with 1 ½ ounces of liquor.   
Heavy drinking:  Population aged 12 and over 
who are current drinkers and who reported 
drinking 5 or more drinks per occasion, at least 
12 times in the past 12 months. 
 
PEI’s heavy drinking rate is consistently higher 
than the Canadian rate.  In 2009/10, 26% of PEI 
residents who consumed alcohol in the last 
twelve months reported heavy drinking.  The 
Canadian rate was 23%.   
 
 
 
 
 

Frequency of Drinking 5+ Drinks per 
Occasion in Past 12 Months among PEI and 
Canada Aged 12+ 

Year 
PEI Canada 

% CI % CI 
Never     
2001 53.8 51.8-55.8 56.7 56.4-57.0 
2003 48.6 45.6-51.5 53.6 53.3-53.9 
2005 47.2 44.0-50.3 51.3 51.0-51.6 
2007/08 47.0 44.8-49.2 52.4 52.1-52.7 
2009/10 43.9 41.1-46.6 50.5 50.1-50.8 

< 12 Times     
2001 23.1 21.5-24.7 23.4 23.2-23.8 
2003 26.0 23.4-28.6 25.3 25.0-25.8 
2005 28.0 24.9-31.1 26.4 26.1-26.7 
2007/08 28.2 26.0-30.4 25.7 25.4-26.0 
2009/10 30.0 27.2-32.7 26.9 26.5-27.2 

≥ 12 Times     
2001 23.1 21.6-24.9 19.8 19.6-20.1 
2003 25.4 22.9-28.0 21.1 20.9-21.4 
2005 24.8 22.6-27.0 22.2 22.0-22.5 
2007/08 24.7 22.6-26.8 21.9 21.7-22.2 
2009/10 26.2 23.7-28.6 22.7 22.4-23.0 
Age Standardized 
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Heavy drinking rates are 
significantly higher for males 
(38%) than females (17%).  
For example, in the 20-34 
age grouping, 59% of males 
reported heavy drinking 
compared to 31% of females.    
 
 
 
 
 
 
 
 
 
 

 
Percent of Current Drinkers Reporting Heavy Drinking by Age and Sex, PEI 2009/10 

Sex 
12-19 yr. 20-34 yr. 35-49 yr. 50-64 yr. 65+ yr. Total 

% CI % CI % CI % CI % CI % CI 
Male 29.5 16.8-46.4 59.1 47.1-70.2 39.1 27.6-51.9 29.9 21.3-40.1 14.3 8.6-22.8 37.6 32.0-43.5 

Female 40.5 22.4-61.5 30.8 22.1-41.0 11.7 5.4-23.5 9.1 3.9-20.1 1.2 0.3-4.8 16.8 12.7-21.8 

Total 35.4 23.3-49.7 44.0 36.4-51.9 24.4 17.5-33.1 20.3 15.0-26.9 7.1 4.4-11.4   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Sources:    Statistics Canada: CCHS 2009/10, CCHS 2007/08, CCHS 2005, CCHS 2003, CCHS 2000/0126 
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2.8 Smoking 
 
Smoking is a major preventable cause of premature death and illness. Some of the health 
effects of smoking include asthma, bronchitis, emphysema, stroke, heart disease, lung cancer 
and other types of cancer. 
 
Definition: Population aged 12 and over who reported being either a smoker (daily or 
occasional) or a non-smoker (former or never smoked).  A series of questions on frequency and 
amount smoked is used to create the following smoking status categories: daily smoker, 
occasional smoker, former smoker, never smoked. 
 

 
Smoking rates have 
decreased in both PEI and 
Canada since 1995.   
Canadian Cancer Society 
reports the decreasing rates 
of smoking have been 
attributed to smoking 
restrictions, high costs of 
cigarettes, limits on 
advertising, picture warnings 
on cigarette packages, 
smoking cessation programs 
and anti-smoking 
campaigns.52 
 
 
 

 
 
Self-Reported Daily Smoking in PEI and Canadian Populations Aged 12+  

Year Source 
PEI Canada 

% CI % CI 
1995 NPHS53 27.2 24.1-30.4 24.3 23.2-25.1 
1997 NPHS53 26.7 23.2-30.2 23.6 22.9-24.2 
1999 NPHS53 27.7 24.4-31.0 22.8 22.0-23.7 
2001 CCHS26 24.5 22.5-26.5 21.5 21.1-21.8 
2003 CCHS26 20.3 18.0-22.7 17.9 17.6-18.2 
2005 CCHS26 17.6 15.4-19.9 16.6 16.3-16.9 
2007/08 CCHS26 17.1 15.1-19.3 17.0 16.7-17.4 
2009/10 CCHS26 16.9 14.5-19.7 15.5 15.2-15.9 
2003, 2005, and 2007/08 and 2009/10 rates are calculated excluding non-response categories 
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In 2009/10, 18% of PEI 
males and 16% of PEI 
females aged 12 and over 
reported that they smoked 
daily.  This is a decrease 
since 1995 when 36% of 
males and 19% of females 
reported daily smoking.  
Rates are similar for males 
and females.  Daily smoking 
rates are highest during 
adulthood through mid-life 
(20-64 yrs). 
 
 
 

 
 
Percent of Population who Report Daily Smoking by Age and Sex, PEI 2009/10 

Sex 
12-19 yr. 20-34 yr. 35-49 yr. 50-64 yr. 65+ yr. Total 

% CI % CI % CI % CI % CI % CI 
Male 8.5 3.2-21.0 23.7 15.9-33.5 23.8 15.7-34.3 18.4 13.0-25.3 6.1 3.7-10.1 17.6 14.3-21.5 

Female 8.6 2.4-26.2 15.2 10.3-22.0 27.5 18.4-38.9 14.5 10.3-20.2 8.1 4.7-13.5 16.3 12.9-20.3 

Total 8.6 3.9-17.9 19.1 14.4-24.9 25.7 19.3-33.4 16.5 13.0-20.9 7.2 4.9-10.4   

 
 

 
In 2009/10, significantly more 
people from the highest income 
currently do not smoke (88%) 
compared to those in the 
lowest income level (70%).  
Even though the cost of 
cigarettes is extremely high, the 
lowest income quintile has the 
highest proportion of smokers.  
In 2011, the cost of a carton of 
200 cigarettes in PEI was 
among the highest of the 
Canadian provinces at 
$101.89, just behind Manitoba 
($102.19) and the highest 
province, Nova Scotia 
($102.67).54 

 
 
 
 
 
 
Sources:    Statistics Canada: CCHS 2009/10, CCHS 2007/08, CCHS 2005, CCHS 2003, CCHS 2000/0126, NPHS 1998/99, NPHS 
1996/97, NPHS 1994/9553 
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2.9   Exposure to Environmental Tobacco Smoke 
 
Environmental tobacco smoke 
(ETS) refers to exposure to 
tobacco smoke - not from a 
person’s own smoking, but 
from being exposed to 
someone else's cigarette, 
cigar, or pipe smoke. ETS can 
also be described as the 
material in indoor air that 
originates from tobacco 
smoke. Breathing in ETS is 
known as passive smoking, 
second-hand smoking, or 
involuntary smoking.  
 
Exposure to ETS may cause 
lung cancer, heart disease, 
and respiratory problems.  
Young children are 
particularly susceptible.  One of the most effective ways to limit exposure to ETS is with 
restrictions on smoking in public places, and limiting smoking in homes and cars.15  PEI has 
demonstrated improvement in reducing exposure rates. 
 

 
Questions: “Including both household members 
and regular visitors, does anyone smoke inside 
your home, every day or almost every day?  In 
the past month, were you exposed to second-
hand smoke, every day or almost every day, in 
a car or other private vehicle?  In the past 
month were you exposed to second hand 
smoke every day or almost every day, in public 
places (such as bars, restaurants, shopping 
malls, arenas, bingo halls, bowling alleys)?” 
 
In 2009/10, 10% of Islanders reported that they 
were exposed to ETS in the home compared to 
11% of Canadians.  The PEI rate was lower 
than in 2007/08 in which 15% reported ETS in 
the home.  PEI and Canada had similar rates of 
exposure to environmental tobacco smoke in a 
car at 7%.  Only 6% of PEI residents reported 
that they had been exposed to environmental 
tobacco smoke in a public place, which is lower 
than the Canadian rate of 11%. Rates of 

exposure to environmental tobacco smoke in public places have decreased since 2003, when 
13% of PEI residents and 20% of Canadians reported being exposed to environmental tobacco 
smoke in a public place.  
 
On June 2, 2003, the Smoke Free Places Act came into effect prohibiting smoking in public 
places with some exceptions (i.e. designated smoking rooms, patios of eating establishments).   

Self-Reported Exposure to Environmental 
Tobacco Smoke Among Non-Smokers Aged 
12+ in PEI and Canada 

Year 
PEI Canada 

% CI % CI 
Home     
2007/08 14.8 12.8-17.1 13.1 12.8-13.4 
2009/10 9.6 7.9-11.6 11.1 10.8-11.5 
Car     
2003 13.5 11.2-16.1 10.1 9.8-10.4 
2005 12.0 10.1-14.2 8.4 8.2-8.6 
2007/08 9.6 7.9-11.6 7.9 7.6-8.2 
2009/10 6.8 5.3-8.7 7.0 6.7-7.3 
Public Place     
2003 13.0 10.9-15.4 19.6 19.2-20.1 
2005 5.7 4.4-7.3 15.5 15.3-15.8 
2007/08 6.4 5.1-7.8 10.6 10.2-10.9 
2009/10 6.2 4.8-7.9 10.5 10.2-10.9 
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On May 20, 2006 amendments to 
the Act came into effect which 
prohibits smoking in any 
building/enclosed structure or on 
the grounds of a hospital.  Similar 
prohibitions on school grounds 
came into effect on July 1, 2006.  
On September 15, 2009 
amendments to the Act came into 
effect which eliminated designated 
smoking rooms in public and work 
places (exceptions: nursing home, 
community care facilities, and 
shelters for victims of domestic 
violence), and designated smoking 
areas on hospital grounds.   
 

 
The amendments also 
prohibit smoking on hospital 
grounds and in vehicles with 
persons under the age of 19. 
The practice of smoking on 
patios/decks of eating 
establishments and licensed 
premises was also amended 
to specify allowance of 
smoking between 10pm and 
3am. 
 
 
 
Self-Reported Exposure to 
Environmental Tobacco 
Smoke among Non-Smokers, 
by Age and Sex, PEI 2009/10 

Sex 
12-19 yr. 20-34 yr. 35-49 yr. 50-64 yr. 65+ yr. Total 

% CI % CI % CI % CI % CI % CI 
Home             

Male 18.5 11.9-27.7 12.9 7.3-21.7 8.9 4.0-18.6 10.6 6.5-16.9 6.8 4.0-11.6 11.1 8.5-14.3 

Female 18.1 9.5-31.9 7.3 3.8-13.7 6.7 3.6-12.2 9.6 6.0-15.0 3.0 1.2-7.1 8.3 6.2-11.0 

Total 18.3 12.5-26.1 9.9 6.4-14.8 7.7 4.6-12.7 10.1 7.2-14.1 4.7 3.0-7.5   

Car             

Male 15.4 9.2-24.7 8.8 2.6-26.3 5.2 2.1-12.3 7.2 3.2-15.2 4.3 1.8-10.0 7.7 5.3-11.1 

Female 20.7 12.2-32.7 4.8 2.2-10.3 2.3 1.0-5.3 4.5 2.0-9.6 3.3 1.4-7.4 6.0 4.3-8.3 

Total 18.0 12.5-25.3 6.5 3.0-13.5 3.7 1.9-7.1 5.8 3.3-10.2 3.8 2.1-6.8   

Public Place            

Male 12.2 6.7-21.0 8.5 3.4-198 8.1 3.8-16.3 8.0 4.1-15.0 1.8 0.6-4.9 7.5 5.3-10.5 

Female 15.7 8.8-26.3 2.7 1.1-6.6 0.7 0.2-2.3 7.3 4.0-12.9 2.6 1.2-5.9 5.0 3.5-7.0 

Total 13.9 9.2-20.4 5.0 2.5-9.9 4.2 2.1-8.2 7.6 4.9-11.8 2.2 1.2-4.3   
 
Sources:   Statistics Canada: CCHS 2009/10, CCHS 2007/08, CCHS 2005, CCHS 200326 
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2.10 Changes to Improve Health 
 
On an individual level, several behaviors such as physical activity, proper nutrition and not 
smoking, are important to maintain optimal health.  With consistent messaging and 
encouragement regarding healthy lifestyles, it is not surprising that people routinely contemplate 
and make behavioral changes to improve health. 
 

 
Questions: “Is there anything 
you intend to do to improve 
your physical health in the 
next year?  If yes, what is 
that?......Start or increase 
exercise, sports, physical 
activity; lose weight; change 
diet/improve eating habits; 
quit smoking/reduce amount 
smoked/ drink less alcohol/ 
reduce stress level; receive 
medical treatment; take 
vitamins; other”.  
 
 
 
 

Note:  PEI did not opt in to the module “Changes to Improve Health” in the 2005 collection year. 
 
 
In 2009/10, over half of Island residents (58%) 15 years and older, reported the intention to 
improve their health in the next year, similar to other Canadians (52%).  Of those who intended 
to improve their health, the intent to exercise more was cited most often (66%), followed by 
improving eating habits, losing weight and quitting or reducing smoking. 
 
 
Self-Reported Intent to Improve Health in the Next Year in PEI Population Aged 15+ 

Intended Change 
2009/10 2007/08 2003 2001 

% CI % CI % CI % CI 
 Intend to do Something 57.9 54.5-61.1 51.9 49.0-54.7 50.1 47.0-53.2 44.7 42.3-47.0 
    More exercise 66.4 61.7-70.8 64.0 59.8-67.9 61.1 56.7-65.3 57.7 54.2-61.1 
    Improve eating habits 21.1 17.4-25.2 17.8 15.0-21.0 15.6 12.9-18.8 18.3 15.7-21.2 
    Lose weight 11.7 8.9-15.1 15.6 12.6-19.1 16.3 13.2-20.0 19.5 16.7-22.6 
    Reduce/quit smoking 11.3 8.3-15.1 12.4 9.7-15.7 16.1 13.2-19.5 17.9 15.4-20.9 
    Reduce stress 1.0 0.5-1.7 3.4 2.1-5.4 1.3 0.6-2.7 3.4 2.2-5.2 
    Other* 5.2 3.4-7.8 7.1 5.2-9.4 6.7 4.8-9.4 5.2 4.0-6.8 
*Other includes: take vitamins, drink less alcohol, receive medical treatment, manage stress, other 
 
The lowest income quintile had the lowest proportion of people intending to improve their health 
with only 47% percent intending to improve their health compared to the overall of 58% for all 
quintiles.  This group also reports that they have lower general and mental health of all the 
quintiles.  Barriers to improving health should be explored to better understand these results. 
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A higher proportion of 
females (61%) intend to 
make a change to improve 
health over the coming year 
compared to males (54%).  
The percentage of people 
with the intention to improve 
health decreases in the 65 
and older age group.  
 
 
 
 
 
 
 
 

 
 
 
Percentage of Population Aged 15+ Reporting any Intent to Improve Their Health in the Next Year,  
by age and sex, PEI 2009/10 

Sex 
15-19 yr. 20-34 yr. 35-49 yr. 50-64 yr. 65+ yr. Total 

% CI % CI % CI % CI % CI % CI 
Male 63.7 48.5-76.6 62.9 51.1-73.4 58.1 46.6-68.9 51.7 41.9-61.4 33.8 24.8-44.0 54.0 48.8-59.1 

Female 72.7 58.3-85.6 65.1 55.3-73.7 66.4 56.6-75.0 63.3 55.1-70.7 40.7 33.6-48.2 61.3 57.0-65.5 

Total 68.3 58.0-77.1 64.1 56.6-71.0 62.5 55.0-69.5 57.3 51.0-63.4 37.6 31.9-43.6   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Sources:    Statistics Canada: CCHS 2009/10, CCHS 2007/08, CCHS 2003, CCHS 200126 
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2.11 Sense of Belonging 
 
A feeling of belonging to a country, region, and local community can influence a person’s sense 
of identity and the extent to which they participate in society. Social relationships can affect 
overall health.55,56 A sense of 
belonging is an important 
aspect of both mental health 
and social well being.57 
People who report a strong 
sense of belonging are more 
likely to report better physical 
and mental health.58 An 
increased sense of belonging 
has also been associated 
with increased health 
promoting behaviors.59,60 
Social supports may have a 
protective affect against life’s 
stressors and may reduce 
health effects and death 
associated with some 
illnesses.61 
 

Age Standardized 
 
Question: “How would you describe your sense of belonging to your local community?  Very 
strong, somewhat strong, somewhat weak, or very weak? 
 
In 2009/10, 71% of PEI residents reported a somewhat or very strong sense of belonging to a 
local community which is significantly higher than the Canadian rate of 63%.   
 
 
Self-Reported Sense of Belonging to a Local Community in PEI and Canadian  
Populations Aged 12+ 
Self-Reported Sense 
of Belonging 

 PEI Canada 
 % CI % CI 

Very or Somewhat Strong 2007/08 72.2 70.3-74.2 64.5 64.2-64.8 
 2009/10 71.4 69.2-73.6 63.3 65.1-65.6 

Very or Somewhat Weak 2007/08 27.7 25.8-29.7 35.5 35.2-35.8 
 2009/10 28.6 26.4-30.8 34.7 34.4-34.9 
Age Standardized 
 
Income quintile analysis revealed that the lowest quintile (61%) had the lowest proportion of 
people with very or somewhat strong sense of belonging to a local community.  The four other 
quintiles all had 73% or more with very or somewhat strong sense of belonging.  The lowest 
quintile is the most vulnerable economic population.  Social support and social involvement are 
critically important in keeping this group as healthy as the others. 
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Rates of a Very or 
Somewhat Strong Sense of 
Belonging are similar 
between males and females 
and are lowest in the 20-34 
year old age group. 
 
 
 
 
 
 
 

 
 
 
 
Percent of Population who Report a Very or Somewhat Strong Sense of Belonging to a Local 
Community, by Age and Sex, PEI 2009/10 

Sex 
12-19 yr. 20-34 yr. 35-49 yr. 50-64 yr. 65+ yr. Total 

% CI % CI % CI % CI % CI % CI 
Male 73.1 61.4-82.3 63.8 52.5-73.8 73.8 62.5-82.6 83.1 76.0-88.4 88.4 82.4-92.5 76.3 71.9-80.2 

Female 72.4 85.4-83.6 57.6 48.0-66.7 71.7 62.6-79.3 77.9 70.9-83.7 81.6 75.6-86.3 71.9 67.8-75.7 

Total 72.8 63.5-67.3 60.4 53.0-67.3 72.7 65.7-78.7 80.6 75.7-84.7 84.5 80.4-87.9   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: Statistics Canada, CCHS 2009/10, CCHS 2007/0826

0

20

40

60

80

100

12-19 20-34 35-49 50-64 65+

Pe
rc

en
t

Age (years)

Self-Reported Sense of Belonging to a Local 
Community by Age, PEI 2009/10



 

 
58      PEI CPHO Report and Health Trends 2012      

  



 

 
PEI CPHO Report and Health Trends 2012     59 

 
 
 
 
 
 

 
 
 
 

Common and Chronic Conditions 
 
 



Common and Chronic Conditions 
 

 
60      PEI CPHO Report and Health Trends 2012      

3.1   Chronic Conditions 
 
Chronic health conditions typically develop over a long period of time, have a long duration and, 
in most cases, have no cure which is why the appropriate management of these conditions is 
vital to one’s health.  Examples of chronic conditions include asthma, arthritis, high blood 
pressure, chronic respiratory diseases, diabetes, heart disease, cancer, and mood disorders.  
Chronic conditions are major causes of death, potential years of life lost, hospitalization, and 
decreased quality of life.  Overall, chronic conditions can affect an individual’s sense of well-
being and their ability to continue their everyday activities.62 
 
Social, cultural, economic and physical environments (e.g. education levels, income and 
employment status) are major contributors to our lifestyle choices and behaviors (e.g. tobacco 
use, poor diet, and physical inactivity) which ultimately affect the development and progression 
of certain chronic conditions.   
 
Definition: Population aged 12 and over who report that they have been diagnosed by a health 
professional as having a chronic condition. 
•    Arthritis: excludes fibromyalgia 
•    Asthma 
•    Heart and Stroke: includes heart disease and stroke, excludes high blood pressure 
•    Diabetes:  includes all types of diabetes  
•    Cancer: includes all types of cancer 
 
As the population ages, the prevalence of chronic conditions increases.  The exception to this 
would be asthma which is much more likely to be diagnosed in younger people.  In 2009/2010, 
arthritis was one of the most commonly reported chronic conditions in PEI, with 15% of 
individuals aged 12 years and older reporting a diagnosis from a health professional.   
 
In 2009/2010, 30% of the island population reported having a chronic condition (at least one of: 
arthritis, asthma, heart & stroke, diabetes, or cancer), higher than that reported by all Canadians 
(28%). 
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Age Standardized 
 
Percent of Population Aged 12+ Reporting a Chronic Condition 

Year 
PEI Canada 

% CI % CI 
Arthritis     
2001 16.5 15.4-17.6 14.3 14.1-14.4 
2003 18.3 16.8-19.8 15.2 15.0-15.3 
2005 17.5 16.2-18.9 14.6 14.4-14.8 
2007/08 15.8 14.5-17.2 14.1 13.9-14.3 
2009/10 15.1 13.7-16.5 13.8 13.6-14.0 

Heart and Stroke     
2001 5.0 4.3-5.6 5.3 5.2-5.4 
2003 4.9 4.1-5.8 5.2 5.1-5.3 
2005 6.3 5.4-7.2 4.9 4.8-5.0 
2007/08 5.4 4.6-6.2 5.1 5.0-5.3 
2009/10 5.3 4.4-6.2 5.1 5.0-5.2 

Cancer     
2001 1.6 1.2-2.0 1.6 1.6-1.7 
2003 1.2 0.8-1.6 1.5 1.4-1.6 
2005 1.4 0.9-1.9 1.2 1.2-1.3 
2007/08 2.4 1.8-3.1 1.7 1.6-1.8 
2009/10 1.8 1.2-2.4 1.7 1.6-1.8 

Any of Arthritis, Asthma, Heart/Stroke, Diabetes or Cancer 
2003 30.0 28.2-31.9 27.2 27.0-27.4 
2005 30.0 28.3-31.8 26.5 26.3-26.7 
2007/08 29.8 28.0-31.6 26.8 26.6-27.0 
2009/10 30.0 27.9-32.0 27.6 27.4-27.8 
Age Standardized 
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Percent of Population Aged 12+ Reporting a Chronic Condition, by Age, PEI and Canada 2009/10 

Region 
12-19 yr. 20-34 yr. 35-49 yr. 50-64 yr. 65 + yr. 

% CI % CI % CI % CI % CI 
PEI 22.9 14.6-34.0 12.5 8.8-17.6 22.3 17.0-28.7 41.2 35.1-47.6 67.8 62.2-72.9 
Canada 16.3 15.3-17.4 12.9 12.2-13.7 19.6 18.7-20.6 38.4 37.4-39.5 64.1 63.1-65.0 

 
 
 
The risk of developing a 
chronic condition is increased 
by the number of the risk 
factors for that disease.  
Genetics play a part in the 
development of a chronic 
condition, but this can be 
augmented by other factors 
including low income.  Low 
income is associated with 
poor housing, undesirable 
employment, and lifestyle 
choices such as poor diet, 
inactivity, and smoking.  All of 
the factors together increase 
the risk of developing a 
chronic condition. 

 
Islanders in the lowest income quintile were more likely to report any chronic condition (at least 
one of: arthritis, asthma, heart & stroke, diabetes, or cancer) than those in higher income 
quintiles. 
 
 
 
 
 
 
Sources:    Statistics Canada:  CCHS 2009/10, CCHS 2007/08, CCHS 2005, CCHS 200326 
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3.2   Cancer Incidence 
 
Cancer incidence, or the number of new cases of cancer diagnosed in a given year, is a useful 
way to gauge the impact of different types of cancer in a population. 
 
Canadian age-standardized incidence rates for cancer have been stable over time; however the 
number of new cases and prevalence of cancer continues to rise due to our population growth 
and increasing age.63   
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
Overall Cancer Incidence Rate per 100,000 Population 
by Sex, Past 10 Years 

Year 
Male Female 

PEI Canada PEI Canada 
2002 524.6 466.7 357.8 358.6 
2003 555.3 462.3 406.6 351.3 
2004 529.0 466.3 371.5 354.1 
2005 525.0 464.9 386.0 360.7 
2006 544.0 464.2 331.0 360.7 
2007  523.0 466.4 403.0 364.4 

2008  498.0 466.0 376.0 364.1 
2009 f 581.0 458.8 390.0 363.6 
2010 f 552.0 457.6 393.0 366.0 
2011 f 543.0 456.4 396.0 369.0 
Age Standardized     
f   Forecasted 
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Cancer is more common 
among males compared to 
females in specific age 
groups (e.g. <20 years and 
>60 years) however higher 
rates of cancer are seen in 
women between 20 and 
59.  This can be explained 
by the sex-specific cancers 
(e.g. breast and cervical),63 
lung cancer, melanoma 
and thyroid cancer 
incidence in this age 
group. 
 
 
 

 
 
The four most common cancers in PEI in 2008 were prostate, breast, lung and colorectal.  
Incidence rates, expressed as number of new cases per 100,000 people in the population, are 
presented below.  
 
 
Incidence Rates of Prostate, Breast, Lung and Colorectal Cancer per 100,000 Population,  
PEI and Canada 2008 

Sex 
Prostate Breast Lung Colorectal 

PEI Canada PEI Canada PEI Canada PEI Canada 
Male 130 125 - - 89 69 60 61 
Female - - 106 99 41 48 50 41 
Age Standardized 
 
 
Based on the most recent data, prostate cancer is the most commonly diagnosed cancer in 
Island men while breast cancer is the most commonly diagnosed cancer in Island women. 64  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Sources:   Statistics Canada, Vital Statistics, Canadian Cancer Registry, and Demography Division (population estimates), Health 
Canada (2009 – 2011 forecast estimates)63  
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3.3 Colorectal Cancer Screening 
 
Cancers of the colon and rectum account for the third most common cancer in Canadian adults, 
with over 90% of colorectal cancers diagnosed in people 50 years and older.65  The Canadian 
Partnership Against Cancer (CPAC) established a colorectal cancer screening network in order 
to help provinces establish organized colorectal screening programs using the best available 
research and evidence on tests and timing.  The network is working quickly and closely to share 
information and identify the unique needs of each jurisdiction throughout the implementation of 
organized colorectal cancer screening programs across Canada. Over the long term, the 
expected impact is that 
colorectal cancer will be 
diagnosed at an earlier 
stage, reducing both the  
incidence and mortality of 
this cancer.66 
 
Funding for a colorectal 
screening program in PEI 
was announced in 2008 
and Phase I and Phase II of 
the pilot program occurred 
in 2009 and 2010.  In 2011, 
the screening program was 
expanded Island-wide for 
all Islanders 50-75 years of 
age.  Testing should be 
done at least every two 
years.  You can pick up your test kit at any family health centre or medical clinic in PEI.    
 
Questions: A Fecal Occult Blood Test (FOBT) is a test to check for blood in your stool, where 
you have a bowel movement and use a stick to smear a small sample on a special card.  Have 
you ever had this test?  A colonoscopy or sigmoidoscopy is when a tube is inserted into the 
rectum to view the bowel for early signs of cancer and other health problems.  Have you ever 
had either of these exams? 
 
PEI residents continue to have lower rates of FOBT and colonoscopy/sigmoidoscopy compared 
to the Canadian rates.  The occurrence of either the FOBT or colonoscopy/sigmoidoscopy in 50-
74 year olds was 35% and 25% respectively in PEI and 41% and 31% respectively in Canada.  
 
 
Percent of Population Aged 50-74 Reporting Colorectal Cancer Screening in Past 5 Years,  
PEI and Canada 

Screening Test 
PEI Canada 

% CI % CI 
FOBT 2007/08 29.7 26.1-33.6 35.7 34.5-36.9 
 2009/10 34.5 29.7-39.6 41.3 40.0-42.5 

Colonoscopy/Sigmoidoscopy 2007/08 22.7 19.1-26.6 28.5 27.4-29.7 
 2009/10 25.1 21.2-29.4 31.3 30.2-32.5 

Both 2007/08 11.4 9.1-14.1 13.3 12.5-14.1 
 2009/10 12.3 9.7-15.6 15.5 14.7-16.4 
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Percent of Population Age 50-74 Reporting Colorectal Cancer Screening by  
Age and Sex, in PEI 2009/10 

Sex 50-64 yr. 65-74 yr. Total 
% CI % CI % CI 

FOBT       
Male 34.4 25.3-44.9 46.5 34.7-58.7 37.9 30.3-46.1 
Female 27.6 21.5-34.7 38.8 29.2-49.2 31.0 25.6-36.9 

Total 31.1 25.3-37.5 42.6 34.8-50.7   

Colonoscopy/Sigmoidoscopy       
Male 23.4 16.7-31.9 31.9 22.1-43.7 25.9 20.1-32.7 
Female 21.3 15.6-28.4 31.0 22.6-40.9 24.3 19.4-29.9 

Total 22.4 17.8-27.8 31.5 24.8-39.0   

Both       
Male 11.5 7.1-18.1 19.8 11.6-31.7 13.9 9.7-19.6 
Female 9.1 5.9-13.8 14.3 9.2-21.4 10.7 7.8-14.4 

Total 10.4 7.5-14.2 17.0 11.9-23.7   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source: Statistics Canada, CCHS 2009/10, CCHS 2007/0826  
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3.4   Diabetes 
 
Diabetes mellitus is a chronic condition that stems from the body’s inability to produce and/or 
properly use insulin.  The body needs insulin to use sugar as an energy source.  Diabetes can 
lead to serious complications and premature death, however proper management of this 
disease can lower the risk of complications.  There are two types of diabetes, Type 1 and Type 
2.  Type 1 occurs when the beta cells in the pancreas no longer produce insulin.  There is no 
way to prevent type 1 diabetes.  Type 2, on the other hand, may be prevented, delayed or 
reversed in some cases.  It occurs when the body does not make enough insulin or does not 
respond well to insulin.  The risk of developing type 2 diabetes can be reduced by making 
healthy lifestyle choices such as having a healthy diet, exercising regularly and especially losing 
excess weight.  It is estimated that the majority of diabetes cases (90-95%) are type 2.50  
 
Results from the Canadian Chronic Disease Surveillance System (CCDSS) indicate that 5.6% 
of Island residents had diabetes in 2008.  The percent of people living with diabetes 
(prevalence) has been increasing over time, as the rate was 4% in 2000.  The rate of new cases 
of diabetes (incidence) between 2000 and 2008 has remained relatively constant over time with 
an average of 5.3 new cases per 1,000 Islanders per year.  In 2008, the prevalence of diabetes 
in males aged 20 and over (8.4%), was significantly higher than females (6.5%).  Diabetes is 
more prevalent in our older population. Diabetes prevalence rates increase with age in both 
genders, rising considerably after age 45.    
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Prevalence of Diabetes, PEI and Canada, Age 1+ 

Year 
PEI Canada 

Prevalence  CI Prevalence  CI 
2000 3.9 3.9-4.0 3.8 3.8-3.8 
2001 4.2 4.1-4.3 4.1 4.1-4.1 
2002 4.4 4.3-4.5 4.3 4.3-4.3 
2003 4.7 4.6-4.8 4.5 4.5-4.5 
2004 4.9 4.8-5.0 4.8 4.7-4.8 
2005 5.1 5.0-5.2 5.0 5.0-5.0 
2006 5.3 5.2-5.4 5.2 5.2-5.2 
2007 5.4 5.3-5.6 5.4 5.4-5.4 
2008 5.6 5.5-5.7 5.6 5.6-5.6 
Age Standardized 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Age Standardized 
 

Prevalence of Diabetes by Sex, PEI, Aged 20+   

Year 
Male Female 

Prevalence  CI Prevalence CI 
2000 5.9 5.7-6.1 4.5 4.3-4.6 
2001 6.3 6.1-6.6 4.8 4.6-5.0 
2002 6.7 6.5-6.9 5.1 5.0-5.3 
2003 7.1 6.9-7.3 5.4 5.2-5.6 
2004 7.4 7.2-7.6 5.6 5.4-5.8 
2005 7.6 7.4-7.9 5.9 5.7-6.1 
2006 8.0 7.8-8.2 6.1 5.9-6.3 
2007 8.2 7.9-8.4 6.3 6.1-6.5 
2008 8.4 8.2-8.6 6.5 6.3-6.7 
Age Standardized 
 
Source:  Canadian Chronic Disease Surveillance System, PEI Department of Health and Wellness, Chief Public Health Office67   
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3.5 Hypertension 
 
Blood pressure is a force exerted by circulating blood on the walls of blood vessels.  This force 
is necessary to make blood flow throughout the body.  High blood pressure, also called 
hypertension, means there is too much pressure in the arteries.  People who have hypertension 
tend not to have any symptoms, and a large number of people may unknowingly have 
hypertension.  If left untreated or uncontrolled, hypertension will increase a person’s risk of 
death from stroke, heart attack, heart and kidney failure and other vascular diseases. However, 
there are steps that can be taken to control hypertension and lower the risk of these 
complications.  High blood pressure can be prevented by living a healthy lifestyle that includes 
regular physical activity, maintaining a healthy body weight, limiting alcohol consumption, 
measuring and tracking blood pressure regularly, and eating a healthy diet low in sodium, with 
adequate fruits and vegetables, and limited consumption of fat and simple sugars.68 
 
Results from the CCDSS indicate that 21% of Island residents aged 20+ were hypertensive in 
2008.  The proportion of Islanders, aged 20 years of age and older, who have been diagnosed 
with hypertension (prevalence) rose from 16.5% in 2000 to 21.2% in 2008, a relative increase of 
28% in 8 years.  Essentially, 1 in every 5 PEI adults has been diagnosed with hypertension.   
The prevalence of hypertension in females aged 20 and over, is significantly higher than males; 
however this difference has been narrowing over time.  Nearly 2,000 Islanders were newly 
diagnosed (incidence) with hypertension in 2008 (23.2 per 1,000 population aged 20 years and 
older; 21.6 per 1,000 females and 24.9 per 1,000 males). 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Age Standardized 
* Canadian rates are unavailable for 2007 and 2008 at time of publishing 
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Prevalence of Hypertension, PEI and Canada, Ages 20+ 

Year 
PEI Canada 

Prevalence CI Prevalence CI 
2000 16.5 16.2-16.7 15.2 15.2-15.2 
2001 17.5 17.3-17.8 16.2 16.2-16.2 
2002 18.3 18.1-18.6 17.1 17.1-17.1 
2003 19.0 18.8-19.3 17.9 17.9-17.9 
2004 19.8 19.5-20.0 18.5 18.5-18.5 
2005 20.3 20.0-20.5 19.1 19.1-19.1 
2006 20.7 20.4-20.9 19.6 19.6-19.6 
2007 20.9 20.6-21.1   
2008 21.2 20.9-21.4   
Age Standardized 
* Canadian rates are unavailable for 2007 and 2008 at time of publishing 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Age Standardized 
 
Prevalence of Hypertension by sex, PEI, Aged 20+ 

Year 
Male Female 

Prevalence CI Prevalence CI 
2000 15.0 14.7-15.3 17.7 17.4-18.1 
2001 16.0 15.7-16.4 18.8 18.4-19.1 
2002 16.9 16.5-17.2 19.6 19.2-19.9 
2003 17.7 17.4-18.1 20.1 19.8-20.5 
2004 18.5 18.2-18.9 20.8 20.5-21.2 
2005 19.2 18.8-19.5 21.2 20.9-21.6 
2006 19.7 19.4-20.1 21.5 21.1-21.8 
2007 20.1 19.8-20.5 21.5 21.2-21.9 
2008 20.6 20.2-20.9 21.6 21.3-22.0 
Age Standardized 
 
Source:  Canadian Chronic Disease Surveillance System, PEI Department of Health and Wellness, Chief Public Health Office69   
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3.6 Asthma 
 
Asthma is a chronic disease affecting many adults and children in PEI. Asthma is the result of 
hyper-responsive airways leading to chronic airway inflammation and an abnormal reduction of 
the airway size.  The disease is characterized by repeated episodes of wheezing, shortness of 
breath, chest tightening, and coughing, often worse at night or in the morning. The reduction in 
airflow responsible for these symptoms is often reversible spontaneously or with treatment.70 

 
The proportion of Islanders 
who have been diagnosed 
with asthma (prevalence) 
rose from 7.4% in 2000 to 
10.1% in 2008, an 
increase of 36% in the last 
nine years.  Currently, 1 in 
10 Islanders has been 
diagnosed with asthma. 
The number of newly 
diagnosed cases of 
asthma (incidence) has 
dropped from a total of 
1185 newly diagnosed 
cases in 2000 to 733 new 
cases in 2008 (from 8.9 
new cases per 1,000 
Islanders to 5.5 per 1000).   

Age Standardized 

 
 
Asthma is more prevalent in our 
younger population.  The 
prevalence of asthma decreases 
considerably after 15 years of 
age.  However, the prevalence is 
significantly higher in males until 
they reach 20 years of age after 
which the prevalence is higher in 
females. 
 
From the 2009/10 CCHS data, 
the prevalence of self-reported 
asthma in those aged 12 and 
older in PEI was 9.1% compared 
with all of Canada whose 
prevalence was 8.4%.  However, 
this difference was not 
significant.            Age Standardized 
 
 
 
 
Source:  Canadian Chronic Disease Surveillance System, PEI Department of Health and Wellness, Chief Public Health Office71   
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3.7 Chronic Obstructive Pulmonary Disease (COPD) 
 
Chronic Obstructive Pulmonary Disease or COPD is a term for multiple chronic respiratory 
diseases that include chronic bronchitis and emphysema.  Most people with COPD have both 
conditions resulting in a chronic cough with mucus from the chronic bronchitis and progressive 
destruction of the lungs with shortness of breath from the emphysema.72,73  Symptoms of COPD 
do not usually begin until after 55 years of age, but the damage to the lungs may begin many 
years earlier.  The earlier the disease is diagnosed, the better improvements will be seen by risk 
factor reduction and treatments.   
 
COPD is a chronic disease but with the proper management, the impact of the disease can be 
reduced.  Flare-ups occur when COPD symptoms such as shortness of breath, cough or spitting 
up mucus get worse or new ones develop.  These are the most common cause of disability 
and/or hospitalization of COPD patients.  They are commonly caused by lung infections.  
Knowing how to prevent flare-ups of COPD is critical in the management of the disease.   

 
The proportion of Islanders who 
have been diagnosed with COPD 
(prevalence) rose from 5.3% in 
2000 to 7.6% in 2008, an 
increase of 43% in the last nine 
years.  The proportion of patients 
with active COPD (at least one 
diagnosis of COPD by physician 
visit or hospitalization per year) 
remained close to 2% up until 
recently when the prevalence 
rose to 2.6% in 2008.   
 
The number of newly diagnosed 
cases of COPD (incidence) has 
decreased from a total of 652 
newly diagnosed cases in 2000 

to 591 new cases in 2007 (from 9.1 new cases per 1,000 Islanders to 7.6 per 1,000).  In 2008, 
there was a significant increase to 844 new cases diagnosed in PEI (10.6 new cases per 1,000 
Islanders).  Reasons for this sharp increase in cases diagnosed are likely multifaceted.  In 
September 2007, the Canadian Thoracic Society published updates on the recommendations 
for management of COPD.74  Two new physicians with respiratory medicine subspecialties were 
recruited to work in PEI during that period.  In addition, there were pharmaceutical companies 
offering spirometry testing for COPD at pharmacy locations. 
 
  

2000 2001 2002 2003 2004 2005 2006 2007 2008
Prevalence 5.3 5.7 6.1 6.4 6.6 6.8 7.1 7.1 7.6
Active Prevalence 2.2 2.3 2.3 2.3 2.3 2.2 2.2 2.1 2.6
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In the early 2000’s, the 
prevalence of COPD was 
significantly higher in men 
compared to women. However, 
this has been changing over 
time.  The prevalence in 
women continues to increase 
at a faster rate than men.  In 
2008, the prevalence in men 
(7.7%) was not significantly 
different than the prevalence in 
women (7.5%). 
 
 
 
 
 
 
 
 
From the 2009/10 CCHS data, the prevalence of self-reported COPD in PEI was 3.8% 
compared to the overall Canadian prevalence of 4.2%.  However, this difference was not 
significantly different. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Source:  Canadian Chronic Disease Surveillance System, PEI Department of Health and Wellness, Chief Public Health Office75
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Male 5.8 6.2 6.5 6.8 6.8 7.0 7.3 7.3 7.7
Female 4.9 5.3 5.7 6.0 6.4 6.7 6.9 7.0 7.5

0

5

10

15

20

Pe
rc

en
t

COPD Prevalence in PEI, Males and Females, Aged 35+



 

 
74      PEI CPHO Report and Health Trends 2012      

 
 
 



 
 

 
PEI CPHO Report and Health Trends 2012     75 

 
 
 
 
 

 
 
 
 

Communicable Diseases 
 



Communicable Diseases 
 

 
76      PEI CPHO Report and Health Trends 2012      

4.1 Sexually Transmitted and Bloodborne Diseases 
Note: Sexually transmitted and bloodborne diseases which have less than 5 cases reported per year are not listed in this report 
according to reporting guidelines of the Chief Public Health Office. 
 
4.1.1  Chlamydia 
 
Genital Chlamydia is caused by Chlamydia trachomatis bacteria that are transmitted primarily 
through sexual contact.  Symptoms include abnormal discharge, genital itching and a burning 
sensation while urinating76, however many people with Chlamydia do not have any symptoms.  
Because of this, diagnoses are often made through following up with the contacts of a known 
case, highlighting the importance of thorough contact tracing.  If left untreated, complications of 
infection can include pelvic inflammatory disease, ectopic pregnancy, and infertility. Some risk 
factors for Chlamydia infection include sexual contact with an infected person, unprotected 
sexual intercourse, and having multiple sexual partners.  Avoiding these risk factors can reduce 
the risk of infection. 
 
The incidence of chlamydia infections in PEI has been increasing since 2007.  In 2010, 213 
cases were reported.  The Canadian rate of chlamydia infections has increased steadily over 
time and has been consistently higher than the rate observed in PEI. 
 
 

1 2 3 4 5 6 7 8 9 10 11
Case Count - PEI 184 169 168 194 202 213
Incidence Rate - PEI 133.3 122.5 121.6 139.1 143.3 149.7
Incidence Rate - Canada 150.9 161.4 179.5 189.6 200.5 206.1 212.9 224.0 248.8 258.5 279.4
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In 2010, over two-thirds of reported Chlamydia cases occurred in people aged 20-29 years 
which reflects the ages during which high risk behaviours are more common.  Chlamydia is also 
reported more often in females (73% of reported cases in 2010 were female).  Of importance to 
note is that a larger proportion of females in the 10-19 year age category are identified with 
Chlamydia (>25%) versus males (<10%).   
 
 

1 2 3 4 5 6 7 8 9 10
Case Count - Male 0 5 42 10 1 0 0 0 0 0
Case Count - Female 0 43 102 7 3 0 0 0 0 0
Incident Rate - male 0.0 51.9 486.9 123.4 9.3 0.0 0.0 0.0 0.0 0.0
Incident Rate - Female 0.0 467.1 1143.5 80.9 27.8 0.0 0.0 0.0 0.0 0.0
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4.1.2   Hepatitis C 
 
Hepatitis C is a virus that primarily attacks the cells of the liver.  While symptoms of infection are 
uncommon, those reported include malaise, nausea, right upper quadrant pain, dark urine and 
jaundice.77  Some people recover from this initial acute phase of the infection; however up to 
85% of acute infections will turn into chronic, long-term infections.77  Long term complications of 
chronic infection may include liver cirrhosis and cancer.  Hepatitis C infection is treatable at both 
the acute and chronic phase; however the asymptomatic nature of this disease makes diagnosis 
and treatment difficult. 
 
Transmission of Hepatitis C occurs through exposure to infected blood or blood products, for 
example during injection drug use (IDU). In Canada, it is estimated that between 70-80% of all 
newly acquired cases of Hepatitis C are associated with IDU.78  Although uncommon, the virus 
can also be spread through sexual contact or by maternal transmission.  People with Human 
Immunodeficiency Virus (HIV) have a higher prevalence of Hepatitis C infection than the general 
population, largely due to their shared routes of transmission and common risk factors.77  
Infection can be prevented by avoiding exposure to contaminated blood and high-risk drug 
related behaviours. 
 

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
Case Count - PEI 24 28 38 38 36 44 38 49 46 35 56
Incidence Rate - PEI 17.6 20.5 27.8 27.7 26.1 31.9 27.6 35.5 33.0 24.8 39.4
Incidence Rate - Canada 40.5 37.2 36.8 36.1 33.7 30.6
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Hepatitis C Rates by Year, PEI and Canada 

 
The overall incidence of new cases of Hepatitis C on PEI increased from 2000 to 2007.  In 2003 
there was a move towards encouraging high risk groups to get tested.  The number of new 
infections dropped from 2007 to 2009, coinciding with the start of the Methadone Maintenance 
Program and the Needle Exchange Program.  These programs are aimed at reducing high risk 
behaviours associated with Hepatitis C infection.  The increased rate in 2010 coincides with an 
increase in testing and represents the first year that the Island rate was higher than the national 
rate.  In 2010, 16% more Hepatitis C tests were performed compared with 2008.  The Canadian 
rate has been declining over the past few years.  Annual incidence of infection is very difficult to 
interpret as the infection may have occurred many years earlier than the diagnosis. 
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Given that many Hepatitis C infections are chronic, the prevalence (amount of disease present 
in a population at a given point in time) is a good way to assess the burden of disease in a 
population.  The Public Health Agency of Canada (PHAC) estimates that the prevalence of 
Hepatitis C in PEI in 2007 was 0.43%, lower than the estimated prevalence of 0.8% for 
Canada.79,80 
 
Over two-thirds of all Island cases occurred in males. In females, most new cases 
(approximately 40%) in 2010 occurred between 20 and 29 years old, however among males, 
there was a more even distribution of cases among the age categories. This may be explained 
by different risk behaviours among men and women - it has been hypothesized that females 
may be introduced to IDU at earlier ages, and be exposed to a social structure within the IDU 
community that inhibits young women’s abilities to negotiate safer drug use and sexual 
behaviours.78  The majority of cases in PEI in 2010 are related to IDU. 
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Case Count - Female 0 0 7 3 5 3 0 0 0 0
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Incidence Rate - Female 0.0 0.0 78.5 34.7 46.3 27.5 0.0 0.0 0.0 0.0
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4.1.3  Syphilis 
 
Syphilis is caused by Treponema pallidum bacteria that are transmitted primarily through sexual 
contact.  Syphilis has various classifications or stages (primary, secondary, latent or tertiary).  
Symptoms depend on the stage of infection.  A chancre (painless, skin ulceration) is present in 
primary syphilis and is an infectious lesion.  Neurological or cardiac symptoms may well be 
present in tertiary syphilis which can make diagnosis challenging due to the atypical 
presentations. Syphilis can be effectively treated with antibiotics.  Syphilis is passed from 
person to person through direct contact with a syphilis sore which can occur mainly on external 
genitals, vagina, anus, or in the rectum.  Syphilis may also be transmitted from mother to fetus 
during pregnancy which results in congenital syphilis.  High risk activities such as sexual contact 
with multiple sexual partners and men having sex with men make infection more likely.  
Avoiding these risk factors can reduce the risk of infection.     
 
In 2010 there were 7 cases of syphilis diagnosed in PEI (this includes both infectious and non-
infectious syphilis).  In previous years there have been <5 cases of syphilis.   
 
Nationally, from 1994-2000 the rates of infectious syphilis were stable between 0.4–
0.6/100,000; since that time rates of infectious syphilis have risen. In 2010 the national rate of 
infectious syphilis is estimated at 5.1/100,000.81  This is higher than the Island rate of infectious 
syphilis. 
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4.2 Vaccine Preventable Diseases 
 
Many childhood and adult diseases are prevented by vaccination.  These include pertussis 
(whooping cough), hepatitis B, rubella (German measles), mumps, measles (red measles), 
diphtheria, tetanus, Haemophilus influenza type b, and polio, among others.  Immunization is 
considered to be among the most cost-effective public health interventions available.82  In PEI 
the childhood immunization program recommends vaccinations against specific diseases at 
specific ages based on the latest scientific information. 
 
Since 2005, PEI has had few cases of vaccine preventable diseases.  In 2007, a mumps 
outbreak was reported in Canada with the vast majority of cases occurring in Nova Scotia, New 
Brunswick and Alberta.83  Some cases were also reported in PEI and were likely a part of this 
larger Canadian outbreak.  
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4.2.1  Hepatitis B 
 
The Hepatitis B virus infects liver cells, and similar to Hepatitis C, infection can be acute or 
chronic.  While uncommon, symptoms of acute infection include fatigue, nausea, vomiting, 
anorexia, rash and arthralgia.77  Acute infection is cleared without treatment in 90% of cases.  
People unable to clear the infection will go on to develop a chronic infection, which, while 
treatable, may lead to liver cirrhosis and cancer.77  Transmission of the disease occurs through 
exposure to infected blood or body fluids, for example during IDU, sexual contact, sharing of 
personal care items or maternal transmission.77  Hepatitis B vaccination has been available in 
PEI since 1995 and is a very effective way to prevent infection.  It is administered to children at 
2 months, 4 months and 15 months of age.  Other ways to prevent infection are to avoid 
exposure to contaminated blood, body fluids, and high risk drug-related behaviours. 
 
 

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
Case Count - PEI 5 1 0 2 7 7 3 6 3 9 6
Incidence Rate - PEI 3.7 0.7 0.0 1.5 5.1 5.1 2.2 4.3 2.2 6.4 4.2
Incidence Rate - Canada 4.5 4.8 4.6 6.0
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Hepatitis B cases (both acute and chronic combined) do not occur frequently in PEI.  Of the six 
cases reported in 2010, the average age was 41 years, and 67% of the cases were male.  One 
third of the cases were diagnosed in immigrants to Canada from countries where Hepatitis B 
may be endemic.  The Canadian rate for Hepatitis B was stable from 2005 to 2007 and saw an 
increase in 2008.   
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4.2.2  Influenza 
 
Influenza is a viral infection of the respiratory system.  Most individuals with influenza 
experience fever, cough, and often sore muscles and joints.  The virus is transmitted through 
the air or by direct contact with infected people.76  The majority of infected people recover within 
7 days;76 however the Influenza virus can cause severe disease in individuals who are at high 
risk of developing complications such as those aged 65 years and older, young children (6-23 
months), those with existing chronic health conditions, pregnant women, aboriginals and those 
who are morbidly obese.  Vaccination against influenza is recommended annually to everyone 
for protection against infection. 
 
During the 2010/2011 influenza season (starting late August 2010)  there were 110 lab-
confirmed cases in PEI residents.  Three different influenza strains were prevalent during the 
season which included:  A/H3, A/pH1N1, and B.   
 
Of the 110 lab-confirmed cases, 53 were hospitalized (6 of these were admitted to ICU).  Cases 
were evenly distributed across sex and age category. 
 
It is well known that the number of cases of influenza is well underestimated based on counting 
lab confirmations only.  Between September 1, 2010 and March 31, 2011, a total of 230 
Emergency Room visits, 124 inpatient visits, and 790 Physician/Walk-in Clinic visits were listed 
with Influenza-like Illness as the most responsible diagnosis (total = 1144).  These numbers are 
likely low as others may have been coded as cough, pneumonia, viral illness or upper 
respiratory illness.  Many more do not present for health care intervention and recover on their 
own.   
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4.2.2.1 Seasonal Influenza Vaccination 
 
Influenza vaccination is recommended annually for the general population.  The vaccine is 
recommended in particular for:  all persons 65 years of age and older; residents of chronic care 
facilities; those with diabetes mellitus, metabolic diseases, cancer, immunodeficiency or 
suppression, renal disease, anemia, hemoglobinopathy or HIV; those with chronic cardiac or 
pulmonary disorders; adults or children on long periods of treatment with acetylsalicylic acid; 
heath care personnel; household contact of high-risk persons who cannot receive the vaccine; 
healthy children 6 to 23 months of age; and all pregnant women, to prevent or lessen the 
severity of influenza.  Influenza affects millions of Canadians a year.  It is highly contagious and 
it may cause serious illness including death.  
 
In total, 28% of Islanders 
aged 12 and older 
received a seasonal flu 
vaccine.  This is similar to 
the Canadian rate of 29%. 
 
For people aged 65 and 
over, PEI had similar rates 
of seasonal influenza 
vaccination to the overall 
Canadian rates.  
Specifically, in 2009/10, 
62% of Island seniors and 
63% of Canadians aged 
65 and older reported 
having a seasonal flu shot 
within the last year.  These 
survey results may 
underestimate the actual number of seniors receiving vaccinations as the survey based 
numbers do not include those who live in institutions such as long-term care facilities.  
 
The vaccination rate increases with age as a significantly higher proportion of seniors (65+) had 
a current seasonal influenza vaccine compared to those in younger age categories.  No 
differences exist between males and females. 
 
Percent of Population Reporting Influenza Vaccination in Past Year, PEI and Canada 

Year 
Age 12+ Age 65+ 

PEI Canada PEI Canada 
% CI % CI % CI % CI 

2001 20.5 19.0-22.1 17.3 17.0-17.6 62.4 57.8-66.8 63.0 61.6-64.3 
2003 28.3 25.5-31.2 34.2 33.7-34.7 72.1 66.3-77.2 75.7 74.8-76.5 
2005 30.6 28.0-33.4 33.9 33.5-34.3 69.8 64.1-75.0 71.3 70.4-72.1 
2007/08 30.2 27.8-32.7 31.7 31.3-32.2 59.2 56.7-64.4 68.0 67.1-68.9 
2009/10 28.0 25.3-30.9 28.9 28.5-32.4 61.9 56.1-67.4 63.3 62.3-64.2 
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Percent of Population Reporting Influenza Vaccination in Past Year by Age and Sex, PEI 2009/10  

Sex 
12-19 yr. 20-34 yr. 35-49 yr. 50-64 yr. 65+ yr. Total 

% CI % CI % CI % CI % CI % CI 
Male 16.6 10.3-25.7 10.5 5.5-19.0 19.1 11.3-30.4 25.9 18.5-34.9 60.4 51.4-68.8 25.2 21.2-29.6 

Female 18.4 10.9-29.3 24.0 17.3-32.3 20.0 13.2-29.2 30.9 24.2-38.7 63.0 55.3-70.1 30.6 27.0-34.5 

Total 17.5 12.3-24.2 18.0 13.4-23.7 19.6 14.1-26.5 28.4 23.2-34.2 61.9 56.1-67.4   

 
 
 
 
 
 
 
 
Sources:  Statistics Canada: CCHS 2009/10, CCHS 2007/08, CCHS 2005, CCHS 2003, CCHS 2000/0126 
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4.2.3  Pertussis 
 
Pertussis, commonly known as whooping cough for the characteristic whooping sound made 
during coughing, is an infection of the respiratory tract caused by the bacteria Bordetella 
pertussis.76  Pertussis is transmitted through the air, by exposure to droplets of mucous expelled 
when an infected person coughs.76  Childhood vaccination against pertussis has drastically 
reduced its occurrence, however sporadic outbreaks of pertussis do occur and are generally 
found in unvaccinated or under-vaccinated populations.    
 
Pertussis is relatively rare in PEI, however occasionally occurs in susceptible populations.  
Outbreaks of pertussis were seen in both 2003 and 2004 accounting for the increased rates 
during these two years.  In 2010, 5 cases of pertussis were diagnosed in Island residents. 
 
In the past few years, there has been a recurrence of high rates of pertussis in North America.  
Of particular concern have been the infant deaths that have occurred in Western Canada and in 
California.  To enhance efforts to protect our Island infants from pertussis, a Cocooning Strategy 
has commenced across the province that provides Pertussis (dTAP) vaccination for new 
mothers post-delivery in the hospitals, and additional close contacts (e.g. father, grandparent, 
nanny etc) through Public Health Nursing.  This strategy aims to protect adults from transmitting 
pertussis to their infants as adult immunity to pertussis wanes approximately 10 years post-
vaccination. 
 
 
 

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
Case Count - PEI 10 9 0 42 17 1 0 0 0 2 5
Incidence Rate - PEI 7.3 6.6 0.0 30.6 12.3 0.7 0.0 0.0 0.0 1.4 3.5
Incidence Rate - Canada 7.7 7.2 4.6 5.9
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4.3 Direct Contact, Respiratory and Health Care Associated Diseases 
 
4.3.1  Invasive Group A Streptococcal Disease (IGAS) 
 
IGAS is caused by the bacteria Streptococcus pyogenes.  While these bacteria are often found 
in the throat or on the skin, when they get inside the body into places where bacteria are not 
normally found, they can cause severe infections.77  These are known as invasive infections, 
and include streptococcal toxic shock syndrome and necrotizing fasciitis (also known as flesh 
eating disease).  Symptoms of invasive disease depend largely on where the infection is located 
in the body.  Group A Streptococci are transmitted by direct contact with wounds or sores, or 
mucous of the infected people.  While possible, it is much less likely to pick up Group A 
Streptococci from people who carry the bacteria but are not infected.84  
  
There are normally very few IGAS infections in PEI each year.  From 2006 to 2008 there was an 
increase in the number of cases observed, a trend also seen in the rest of Canada.  At that time, 
enhanced national surveillance identified IDU as a significant risk factor assessment.  It is 
expected that the continued development of the NEP in PEI will mitigate the spread of this 
organism through the population of IDU in the province.  
 
 
 

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
Case Count - PEI 1 2 3 2 1 0 4 8 5 2 5
Incidence Rate - PEI 0.7 1.5 2.2 1.5 0.7 0.0 2.9 5.8 3.6 1.4 3.5
Incidence Rate - Canada 2.8 2.7 2.8 3.2 2.6 3.2 3.7 4.3 4.4
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4.3.2  Tuberculosis (TB) 
 
TB is a disease caused by the bacteria Mycobacterium tuberculosis. It usually affects the lungs 
(pulmonary TB), but can also affect other organs (extrapulmonary TB).  TB is spread when 
someone with pulmonary TB coughs, sneezes, or forcefully expels air from their lungs, and 
releases infectious droplets into the air.  Other people nearby can inhale these droplets and may 
become infected.  Risk factors for developing TB include the degree of contact with an infected 
person (how close they were and for how long), and how many bacteria were inhaled.  In the 
elderly or immunocompromised, old TB infections that were not cured can reactivate to become 
infectious.76  Low socioeconomic status and poor housing conditions (inadequate ventilation, 
crowding etc) have also been implicated in the occurrence and spread of disease.85  The spread 
of TB can be prevented by quickly diagnosing and treating people with infectious TB, and 
following up with their contacts to determine if transmission has occurred.76  
 
New cases of TB are uncommon in PEI.  In Canada, over half of those diagnosed with TB are 
foreign-born individuals, and there is also a higher burden of TB illness among aboriginal 
populations of Canada.86 
 
 
 

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
Case Count - PEI 3 3 1 3 1 1 0 0 0 1 1
Incidence Rate - PEI 2.2 2.2 0.7 2.2 0.7 0.7 0.0 0.0 0.0 0.7 0.7
Incidence Rate - Canada 5.6 5.7 5.3 5.2 5.0 5.1 5.1 4.8 4.8
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4.3.3  Methicillin Resistant Staphylococcus aureus (MRSA) 
 
Staphylococcus aureus (SA) is a bacteria that is commonly found in the environment and may 
live on the skin or in the noses of about 30% of healthy people at some point in their life.  MRSA 
is the term for Staphylococcus aureus that has become resistant to certain classes of 
antibiotics, and like SA, can live on the skin or in the nose of healthy people without causing 
harm.  However, both SA and MRSA can cause serious infections, particularly for those with a 
compromised immune system.  MRSA infections can be more difficult to treat because common 
drugs used to treat SA are not effective.  
 
MRSA is spread through direct person to person contact with someone who is carrying MRSA 
or who has an infection caused by MRSA.  It can also be spread when hands touch surfaces or 
objects that are contaminated with MRSA and then touch the eyes, nose or mouth without 
proper hand washing.  Thorough hand washing or rubbing with an alcohol based hand sanitizer 
is recommended to remove MRSA from the hands. 
 
Traditionally, MRSA is seen in people who have been hospitalized or had contact with the 
health care system.  More recently, MRSA has been found in people who have no contact with 
the health care system.  This is known as Community Associated MRSA (CA-MRSA) and most 
commonly causes skin and soft tissue infections (e.g., boils or abscesses). Rarely, CA-MRSA 
can cause serious infections such as pneumonia or bloodstream infections.  
 
In 2010, there were 215 new cases of MRSA identified that were attributable to a facility or to 
the community setting in the province.  While an increase in cases was seen in 2010, this is 
likely attributed to an increase in CA-MRSA due to suspected infections that are being 
diagnosed at the physician’s office.  In 2009, only 5 cases of MRSA were diagnosed at the 
physician’s office compared to 32 cases in 2010.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
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Until 2004, MRSA identifications were quite low in the province, around 10 cases per year.  In 
2004, the first outbreak of MRSA in PEI was reported at Queen Elizabeth Hospital (QEH).  In 
2006, during which a new screening tool for MRSA was implemented in some facilities across 
the province, the number of cases increased by over 80%, from 62 in 2005 to 113 in 2006.  In 
2008, the two major acute care centres in the province implemented new screening protocols. 
Prince County Hospital (PCH) in Summerside began screening all new admissions to their 
facility, and QEH experienced another outbreak of MRSA and as a result implemented 
enhanced screening and surveillance.  These actions and events resulted in another large 
increase in cases during that year.  Following that trend, 60% of cases identified in 2009 were 
as a result of screening as opposed to clinical isolates. 
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Of the 215 cases of MRSA reported in 2010, 141 (65.6%) of these were considered to be Health 
Associated-MRSA (HA-MRSA).  This is a significant decrease from 2009 where three quarters 
of all new cases were HA-MRSA.  The mean age of new HA-MRSA cases was 70.6 years 
(median 77 years), and the mean age of females and males 72.5 and 67.7 years, respectively.  
Females accounted for 61% of cases, and males for 39%.   
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4.3.4  Clostridium difficile 
 
Clostridium difficile (CDI) is a spore forming bacterium that causes diarrhea and other potentially 
serious intestinal conditions in both humans and animals. It is currently the most common cause 
of diarrhea in hospitalized patients. Because of the hardiness of the spores, CDI can survive for 
long periods in the environment which makes it challenging to control. 
 
Transmission is fecal-oral and often occurs when contaminated surfaces are touched and then 
spread through further contact. The main symptoms of infection include watery diarrhea, fever, 
nausea, poor appetite and abdominal tenderness. 
 
In 2010, there were 63 new cases of CDI identified that were attributable to either a facility or to 
a community setting in the province.  This was the first year that CDI surveillance data was 
available through the Infection Prevention and Control Strategy.  The Public Health Act was 
amended in 2010 to make CDI a reportable disease to the CPHO.3  In the past CDI was 
monitored by the facility Infection Prevention and Control Practitioner (ICP), in those facilities 
with an ICP.  Cases of CDI had not been monitored in the community in the past so this is new 
information for this practice setting. 

 
 
 
 

 

 

 

 

 

 

 

 

 

 

In 2010 there were 39 (62%) cases of Community Associated-CDI (CA-CDI).  The mean age of 
CA-CDI cases was 50.2 years (median 53.9 years), and mean age of females and males were 
52 and 47.3 years, respectively.  There was no significant age difference by sex, however there 
were more cases in females (61.5%).   
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4.3.5  VancomycinResistant Enterococcus  
 
Enterococci are bacteria that live in the gastrointestinal tract of most individuals and can also be 
present in the anterior urethra, vagina, or skin.  Enterococci may also be found in wounds, 
ulcers and medical device sites in patients, and is a common cause of health care-associated 
infection.  Vancomycin-resistant enterococci (VRE) are strains of Enterococci that have become 
resistant to the antibiotic vancomycin.  VRE do not generally appear to be more virulent than 
sensitive strains but because of their resistance patterns, are more difficult to treat if infection 
occurs. 
 
In a health care setting VRE is predominantly spread via the hands of health care workers who 
acquire it from contact with colonized or infected patients or after handling contaminated 
material or equipment.  VRE is very hardy and can survive for long periods in the environment.  
Meticulous hand hygiene and environmental cleaning are key to preventing the spread of VRE. 
 
In PEI we have not seen VRE infections.  Identified cases have been carriers (also known as 
colonized) of VRE. 
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0

10

20

30

40

50

Number 
of Cases

VRE Cases by Year, PEI

 

 

Historically there have been very few cases of VRE diagnosed in PEI.  In 2006 a screening tool 
was implemented that assessed new admissions to acute care for risk factors for VRE.  In the 
spring of 2008 there was a VRE outbreak which led to enhanced screening for VRE on several 
units at the QEH.  At this same time, PCH began all admission screening in their facility.  All 
these factors are seen by the steep increase in cases of VRE between 2007 and 2008.   
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4.4 Enteric, Foodborne and Waterborne Diseases 
 
4.4.1  Campylobacteriosis 
 
Campylobacteriosis is an intestinal infection caused by members of the Campylobacter family of 
bacteria.  Most individuals with this infection experience diarrhea and some may also 
experience abdominal pain, nausea and vomiting.  Infected people carry the bacteria in their 
stool (feces).  The most common method of transmission of this disease is though the ingestion 
of contaminated food or water.  Undercooked poultry is a commonly implicated source of 
campylobacteriosis.87 Infection can be prevented by having good hand hygiene and by safely 
handling and cooking foods, especially raw meats, when preparing them. 
 
The rate of infection decreased between 2000 and 2004 and then remained relatively stable; 
however there were periods of increasing infection rates leading up to two peaks, in 2002 and 
2008.  Thirty six cases of sporadic Campylobacteriosis were reported in 2010. The Canadian 
rate of campylobacteriosis has been decreasing, and 2008 was the only year in which the 
infection rate for PEI was higher than the national rate. 
 
 

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
Case Count - PEI 44 40 45 31 26 27 28 32 42 35 36
Incidence Rate - PEI 32.2 29.3 32.9 22.6 18.9 19.6 20.3 23.2 30.1 24.8 25.3
Incidence Rate - Canada 39.1 38.1 36.7 31.5 29.9 30.9 30.7 29.2 28.4
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In 2010, males were more likely to be diagnosed with Campylobacteriosis than females (61%).  
Young males (<10 years) were most likely to experience campylobacteriosis compared with 
other age categories, whereas females had a more even age distribution.   
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Case Count - Female 2 1 3 1 3 2 0 2 0 0
Incidence Rate - Male 82.1 10.4 23.2 24.7 46.3 19.3 37.2 22.7 0.0 0.0
Incidence Rate - Female 28.2 10.9 33.6 11.6 27.8 18.3 0.0 39.5 0.0 0.0
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4.4.2  Hepatitis A 
 
Hepatitis A is a virus that infects the cells of the liver.  The virus is found in the stool of infected 
people, and is transmitted when virus particles are ingested by others, often in contaminated 
food, water, or from touching the mouth with contaminated hands. Symptoms include fever, 
abdominal cramping, and nausea, followed by jaundice, and can vary from a mild illness lasting 
one to two weeks, to a severe disease that persists for several months.76  Hepatitis A infections 
can be prevented by ensuring good hand hygiene, and by avoiding foods prepared by infected 
people.  A Hepatitis A vaccine is also available and is an effective way of preventing infection. 
 
Hepatitis A infection is very uncommon in PEI.  In 2010 just one case was diagnosed. 
 
 
 

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
Case Count - PEI 0 0 0 0 0 0 0 0 0 2 1
Incidence Rate - PEI 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 1.4 0.7
Incidence Rate - Canada 1.5 1.4 1.4 1.3 1.5 1.1 1.5 0.9 0.9
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4.4.3  Parasitic Infections (Giardiasis & Cryptosporidiosis) 
 
Giardiasis is caused by the parasite Giardia lamblia, and Cryptosporidiosis is caused by the 
parasite Cryptosporidium parvum.  Symptoms of these parasitic infections include loose, watery 
stool and stomach cramps.76  The parasites are released by infected people in their stool, and 
are transmitted to others when they are ingested, usually in contaminated food or water.  
Untreated water from springs and streams is a common source of infection, as is contact with 
infected cattle. 
 
There were 11 cases of Giardia in 2010 and 5 cases of Cryptosporidiosis. 
 
 

2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
Case Count - PEI 15 10 22 7 11 8 9 12 22 16
Incidence Rate - PEI 11.0 7.3 16.0 5.1 8.0 5.8 6.5 8.6 15.6 11.2
Incidence Rate - Canada 17.3 16.1 11.9 14.8 15.0 15.1 15.4 15.1
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Cases were evenly distributed across sex and age categories. 
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Case Count - Male 2 1 2 0 0 3 0 0 0 0
Case Count - Female 2 1 1 2 2 0 0 0 0 0
Incidence Rate - Male 27.4 10.4 23.2 0.0 0.0 29.0 0.0 0.0 0.0 0.0
Incidence Rate - Female 28.2 10.9 11.2 23.1 18.5 0.0 0.0 0.0 0.0 0.0
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4.4.4  Salmonellosis 
 
Salmonellosis is an intestinal infection caused by bacteria in the Salmonella family.  These 
bacteria are carried in the stool of infected people and animals, and people become infected 
when they ingest the bacteria, usually in contaminated foods. Symptoms of illness include 
diarrhea, fever, chills, headache and sometimes vomiting.  Salmonellosis can be prevented by 
practicing safe food handling procedures, avoiding undercooked meat and eggs, and avoiding 
unpasteurized dairy products.  
 
Salmonellosis rates vary from year to year both nationally and in PEI.  A large increase in the 
number of cases was seen between 2009 and 2010 with 34 cases reported in 2010.  In 2010 
the Island rate surpassed the national rate.  Salmonellosis cases reported in PEI were 
predominantly Salmonella enteriditis, which accounted for over 60% of all cases. The second 
most common serotype was S. heidelberg (15%).  The national trend was similar with the top 3 
serovars being S. enteriditis, S. typhimurium and S. heidelberg accounting for 39%, 11.4%, and 
10.9% of all Salmonella infections.88 
 
 

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
Case Count - PEI 33 18 13 24 17 20 30 21 23 16 34
Incidence Rate - PEI 24.2 13.2 9.5 17.5 12.3 14.5 21.8 15.2 16.5 11.3 23.9
Incidence Rate - Canada 20.5 21.3 20.7 17.5 17.2 19.6 18.6 16.8 18.8 18.0 21.2
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Salmonellosis infections were evenly distributed across sex, however the affected age 
categories within sex differed.  Younger males were more often affected whereas older female 
cases were reported.  No cases were reported in people over 69 years of age. 
 
 

0-9 10-19 20-29 30-39 40-49 50-59 60-69 70-79 80-89 90+ 
Case Count - Male 6 2 2 2 0 5 1 0 0 0
Case Count - Female 0 2 1 1 3 5 4 0 0 0
Incidence Rate - Male 82.1 20.7 23.2 24.7 0.0 48.3 12.4 0.0 0.0 0.0
Incidence Rate - Female 0.0 21.7 11.2 11.6 27.8 45.8 47.1 0.0 0.0 0.0
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4.4.5  Shigellosis 
 
Shigellosis is an intestinal infection caused by bacteria in the Shigella family.  These bacteria 
are carried in the stool of infected people and people become infected when they ingest the 
bacteria by way of contaminated food or water or from direct person to person transmission.76 
Symptoms of illness include loose stools (sometimes bloody), fever, nausea, and sometimes 
vomiting and cramping.  Shigellosis can be prevented by practicing excellent hygiene and safe 
food handling procedures.  
 
Shigellosis rates vary from year to year both nationally and in PEI due to the small number of 
cases.  In 2010 in PEI there were 3 cases reported. 
 
 
 

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
Case Count - PEI 3 1 0 1 0 5 1 0 2 0 3
Incidence Rate -PEI 2.2 0.7 0.0 0.7 0.0 3.6 0.7 0.0 1.4 0.0 2.1
Incidence Rate -Canada 3.7 2.9 4.3 3.0 2.3 3.2 2.0 2.5 2.3 1.9 2.2
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4.4.6  Verotoxigenic Escherichia coli (VTEC) 
 
VTEC are bacteria that infect the intestines and can cause diarrhea, bloody diarrhea and 
abdominal cramping.89  Approximately 10% of VTEC cases result in severe and lasting 
complications.  Infection occurs when the bacteria are ingested, usually from contaminated food 
or water.  Undercooked meat and unwashed produce are common sources of infection.76  The 
best ways to prevent infection are to avoid eating undercooked meat, ensure good food 
preparation procedures are used when handling raw meat, and to thoroughly wash all produce 
before eating it.   
 
VTEC infection rates in PEI over the past 10 years have usually been above the national rates.  
Outbreaks in 2002 and 2007 raised infection rates even further.  In 2010, only two cases were 
reported and the Island rate was the same as the national rate.  
 
 
 

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
Case Count - PEI 9 17 28 11 6 3 5 14 2 9 2
Incidence Rate - PEI 6.6 12.4 20.5 8.0 4.4 2.2 3.6 10.1 1.4 6.4 1.4
Incidence Rate - Canada 5.9 4.3 4.0 3.2 3.4 2.5 3.3 3.3 2.3 1.8 1.4
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4.5 2010 Communicable Disease Incidence Table 
 

Disease Totals 

Campylobacteriosis 36 

Chlamydia Infection 213 

Clostridium difficile 63 

Cryptosporidiosis 5 

Giardiasis 11 

Gonorrhea 0 

Hepatitis A 1 

Hepatitis B  6 

Hepatitis C  56 

HIV Infection <5 

Influenza 110* 

Invasive Meningococcal Disease 0 

Invasive Group A Streptococcus 5 

MRSA 215 

Mumps 0 

Pertussis 5 

Salmonellosis 34 

Shigellosis 3 

Syphilis 8 

Tuberculosis 1 

Typhoid Fever 1 

Vancomycin Resistant Enterococcus 0 

Verotoxigenic Escherichia coli  2 
* 110 cases associated with the 2010-2011 Influenza Season  
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CONCLUSION 
 
Over the past century, improvements in health and quality of life have made Canada one of the 
healthiest nations in the world.90  This report provides comparisons with the rest of Canada and 
comparisons over time on a number and range of indicators.  In many areas PEI is similar to the 
rest of Canada and has shown improvement over time.  Islanders enjoy a similar life expectancy 
to the rest of Canada and the majority of us report our overall health as very good or excellent.  
 
However, there are some areas which are concerning and require attention.  It is no surprise 
that we are an ageing population and as we age our risk of having one or more chronic 
diseases increases.  Having a chronic disease can interfere with lifestyle, sense of wellbeing, 
and limit opportunity for independence.  While some risk factors like ageing and genetics are 
inevitable, many risk factors can be modified or changed.  Such modifiable risk factors include 
being overweight or obese, being physically inactive, and smoking.  While smoking rates have 
remained stable since 2005, Islanders are more likely to be obese or overweight, than the rest 
of Canada.  As well Islanders are less likely to be physically active than the rest of Canadians.  
It is daunting to think that children today may be the first generation to see a declining life 
expectancy due to increasing risk factors such as obesity and lack of physical activity, which 
inevitably contributes to the earlier onset of chronic diseases such as Type II Diabetes and high 
blood pressure.  In addition to concern about increasing chronic diseases is the challenge faced 
by well established public health programs.  Declining immunizations rates in a population can 
lead to resurgence of diseases such as mumps, measles, and pertussis which have previously 
been controlled.  
 
The good news is that more than half of Islanders indicated they plan to do something to 
improve their health in the next year, with the majority indicating they plan to become more 
physically active.  As well, Islanders report a strong sense of belonging to their community 
which is an important aspect of mental health and social wellbeing.  Both of these factors may 
have a protective affect against life’s stressors.  Individuals taking action at any time to improve 
health, whether it is to stop smoking, increase physical activity, or having a child immunized, will 
contribute to healthier communities over time. 
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MOVING FORWARD 
 
The role of public health includes developing and influencing public policy to ensure the 
population is as healthy as possible as well as preventing injury, illness, and premature death.  
This is accomplished through education and awareness, public health programs such as 
immunization and food protection, and gathering and reporting accurate and timely information 
to support program and policy decisions.  
 

Priorities for the CPHO going forward include: 

 
1) Maintaining a strong focus on Health Protection programs which are legislated under the 

Public Health Act3, including Food Protection, Immunization and Communicable Disease 
surveillance and follow up.   
 

2) Improving immunization rates of children to ensure better protection against vaccine 
preventable diseases.  It is also a priority to increase awareness regarding adult 
immunization. 
 

3) Maintaining a robust surveillance system in order to appropriately inform program and 
public health policy development.   
 

4) Working with partners within the Department of Health and Wellness, other government 
departments and all Islanders towards attaining healthy weights.  This includes working 
to improve breastfeeding rates and developing a provincial breastfeeding policy. 
 

5) Working with Islanders in collaboration with our partners, particularly health promotion, 
to address the significant burden that high rates of chronic diseases such as heart 
disease, cancer and diabetes place on our society.  Our primary focus must be to 
prevent and reduce the rates of chronic diseases. 
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