Core Indicators for Public Health in Ontario – Injury and Substance Misuse Subgroup
Minutes

	Date:
	Thursday, January 5th, 2012

	Location:
	Teleconference

	Attendees: 
	Badal Dhar, Suzanne Fegan, Natalie Greenidge, Jeremy Herring,  Narhari Timilshina, Michelle Policarpio

	Regrets:
	Christina Bradley, Pam Farmer, Brenda Guarda, Sean Marshall, Lee-Ann Nalezyty

	Chair:
	Suzanne Fegan

	Recorder:
	Natalie Greenidge


Minutes
	
	Item
	Actions

	1.0
	Welcome 
	

	2.0
	Review of Agenda  
	The agenda was accepted without additions. 

	3.0
	Review of Minutes:
December 12th, 2011
	December 12th minutes were accepted without revisions. 

	4.0
	New Business
	

	4.1
	External Reviewers
	Defer until next meeting.

	5.0
	Business Arising
	

	5.1
	Indicator Revisions
	

	
	5.1.1
	Fall-Related Mortality: Natalie reported updating basic categories (age groups) and indicator comments, although updates to both sections are still required (i.e. supporting references for indicator comments and geography for basic categories sections). Badal reported updating the IntelliHEALTH section, based the IntelliHEALTH information provided by Suzanne in the ”Injury Mortality” indicator. Suzanne recommended using the “Suicide Mortality” draft or “All-Cause Mortality” indicator as a guide when deciding in what order to put the indicator comments (i.e. start with general rationale information supporting the need for the indicator, data analysis information that isn’t included in the “Analysis Checklist” section, standardization information etc.). Natalie suggested adding subgroups for falls to the indicator, as per earlier drafts of Suzanne’s ICD10 coding document. The group agreed. 
ACTION 1: Natalie will add ICD10 codes for subgroups of falls to the indicator. 

ACTION 2: Natalie will remove the reference to ICD9 from the indicator comments (1st bullet point).

ACTION 3: Natalie will ensure that the “Specific indicators” for injury and fall-related mortality align. 

ACTION 4: Natalie will remove age-group definitions.

	
	5.1.2
	Fall-Related Hospitalization: Badal stated that IntelliHEALTH information in the “Analysis Checklist” section was updated based on information provided by Suzanne in the “Injury Hospitalization” indicator. Natalie stated that CCHS includes an injury modules (2001, 2003, 2005, 2009/2010 collected for all health regions). Data collected includes type of injury, mechanism of injury, treatment of injury (i.e. MD’s office/walk- in clinic/ED visit/Hospitalization etc.). An indicator comment was included in the falls-related injury indicators and injury mortality/hospitalization/ED indicators. The group suggested adding CCHS as an alternate data source for the injury and falls-related emergency department visits/hospitalization indicators and removing the CCHS indicator comment. The group agreed that we may not be able to incorporate CCHS as a data source during this round of revisions (e.g. method of calculation/analysis checklist etc). 
ACTION 5: Suzanne and Badal will ensure the analysis checklists for fall-related and injury hospitalization align.

ACTION 6: Suzanne will review the CCHS injury module and provide her opinion on feasibility of including CCHS in injury indicators at our next meeting.

ACTION 7: CCHS will be included as an alternate data source. CCHS indicator comment will be removed. 

ACTION 8: Natalie will add ICD10 codes for subgroups of falls to the indicator. 

ACTION 9: Natalie will remove the reference to ICD9 from the indicator comments (1st bullet point).

ACTION 10: Natalie will ensure that the “Specific indicators” for injury and fall-related hospitalizations align. 

ACTION 11: Natalie will remove “Note: Use the total years of the estimates, including the most recent year, even if not all were used in the analysis. The years used in the analysis should be included in the report itself” from the “Data Sources” section of the indicator.
ACTION 12: Natalie will remove age-group definitions.

	
	5.1.3
	Fall-Related Emergency Department Visits
Badal stated that IntelliHEALTH information in the “Analysis Checklist” section was updated based on information provided by Suzanne in the “Injury Emergency Department Visits” indicator.
ACTION 13: Natalie will remove ICD9 information from “Analysis Checklist” and “Indicator Comments” sections.

ACTION 14: Suzanne and Badal will ensure the analysis checklists for fall-related and injury ED visits align.

ACTION 15: Natalie will remove “seniors” and “Ambulatory visits” from definitions.

ACTON 16: CCHS will be included as an alternate data source. CCHS indicator comment will be removed. 

ACTION 17: Natalie will ensure that the “Specific indicators” match the “Injury Emergency Department” specific indicators.

ACTION 18: Remove “Note: Use the total years of the estimates, including the most recent year, even if not all were used in the analysis. The years used in the analysis should be included in the report itself” from the “Data Sources” section of the indicator.

ACTION 19: Natalie will remove age-group definitions.
ACTION 20: Natalie will update “Basic Categories”, geography section.

ACTION 21: Natalie will add “Emergency Department Visit” description from the “Injury ED Visits” indicator to the definitions section.

	
	5.1.4
	Injury Mortality: Suzanne reported that ICD10 groupings are based on Becker’s leading cause groupings. Firearms may not be very useful since numbers are small. ICD10 codes: leading causes are listed in table 3 of our ICD10 document. Suzanne differentiated unintentional injuries from intentional injuries in the “Specific Indicators” section of this indicator, the “Injury Emergency Department Visits” and the “Injury Hospitalization” indicators. (Badal noted that intentional self-harm indicators, such as poisonings, will be considered suicide). The analysis checklist is standard in all indicators. Basic categories, indicator comments and references sections were updated. Suzanne added the indicator comment, taken from the “All-Cause Mortality” indicator:
“Deaths occurring several hours or days after an accident that did not require hospitalization may not be assigned an external cause code even though the death was the result of an injury”. 
No reference for this statement was provided in the “All-Cause Mortality” indicator.

	
	5.1.5
	Injury Hospitalization: Jeremy was concerned that the indicator does not explicitly state that we are capturing the number of patients treated rather than the number of “separations”. Suzanne believes that this point is covered in the “Distinct Counts” information and the following bullet provided in the analysis checklist:
“A patient is sometimes transferred from one hospital to another, which might lead to double counting of a patient. To avoid double counting of those patients who were admitted to one hospital and then transferred to another (e.g. to a regional trauma hospital) another filter 'transfer to institution type' not equal to 'acute care facilities' is to be used when extracting the hospital discharge data.” 
Therefore, we are not reporting on the total number of separations (which would potentially over-count separations if a patient is transferred to another hospital), we are reporting on  distinct hospital separations, not total number of patients – as one patient can have more than hospitalization for different injuries in any given year Jeremy noted that this point is not specified in other APHEO indicators (e.g. Chronic Disease Hospitalization) and suggested recommending that all APHEO indicators relying on hospitalization data should capture the number of patients not the number of separations/discharges. Suzanne suggested including this above bullet point all relevant injury indicators and discussing applicability to other APHEO indicators with the Core Indicators Work Group (CIWG). 
Suzanne updated the analysis checklist, using the “All-cause Hospitalization” indicator and “Suicide Mortality” draft as guides. Suzanne added a distinct counts bullet point, taken from a presentation by JoAnne Heale, to the “Analysis Checklist”: 
Distinct counts − Because an external cause (ICD10 Chapter 20 − V−Y codes) cannot be reported as a main problem diagnosis (MPDx) in emergency (or other hospital) data, the external cause diagnoses are only included in the multi−record per visit data sources such as the Inpatient Discharge source. Because the source has multiple records per visit, only distinct counts (# Dschgs (D)) can be used. Although crosstab tables and summing across distinct counts are now available (with the new Intellihealth), users should be cautious in using these, to avoid double counting visits. 
Suzanne stated that this information should be added to the in falls-related hospitalization analysis checklist as well. Suzanne noted that the analysis checklist already includes a statement about use of ICD9. Suzanne updated the indicator comments and removed age categories and child/youth/senior definitions.
ACTION 22: Natalie will add the “Distinct counts” information to the “Falls-related Hospitalization” analysis checklist. 

ACTION 23:  At the next CIWG meeting, Suzanne will raise the issue of consistency across indicators with respect to filtering hospitalization data to avoid double counting. 

	
	5.1.6
	Injury Emergency Department Visits: Suzanne noted that the indicator description and specific indicators section do not match the “Falls-related ED visits” indicator description.  According the Guide to revising indicators, it appears we should follow the format in the Injury ED visits.  Analysis checklist—similar to injury hospitalization indicator. 5th bullet point. Suzanne will add in the words ‘Chapter 20’ to clarify the correct name of the data source. . Suzanne stated that it was difficult to create indicator comments as not much information on emergency visits exists. Suzanne will add in definition of emergency department visits, and  take out child/youth and seniors definitions.  Suzanne noted that the ED visit definition should be added to “Falls-Related Emergency Department Visits” indicator. Don’t need information on double counting due to transfers as per the “Injury Hospitalization” indicator. Jeremy noted that NACRS stands for “National Ambulatory Care Report System”. S
ACTION 24: Suzanne will update definitions section as noted above.

ACTION 25: Suzanne will update the analysis checklist 5th bullet point as noted above.

ACTION 26: Suzanne will correct the NACRS definition.

	
	5.1.7
	Car Seat/Booster Seat Use: Jeremy reported that booster seat use was added to the indicator. Also, the specific indicator list was pared down (i.e. from 11 to 3) to assess compliance with both aspects of the legislation (i.e. car seat/booster seat use and placement in the rear seat), rather than compliance with individual components of the legislation. RRFSS booster seat questions were added to the data source. Method of calculation was changed to reflect decrease in the number of specific indicators. Natalie inquired whether the issue of whether or not the RRFSS questionnaire reflects current legislation/best practice was resolved. Jeremy and Suzanne suggested that RRFSS uses age as a proxy for weight and height, so that so minor changes in legislation/best practice won’t affect utility of the indicator. Suzanne suggested that it would be helpful to have SMARTRISK and RRFSS representatives serve as external reviewers for this indicator.

ACTION 27: Jeremy will contact SMARTRISK. 

ACTION 28: Jeremy will add an indicator comment about limitations of this indicator: legislation is based on weight/height and the data source collects child’s age as a proxy for weight/height.

	
	5.1.8
	Cellphone Use While Driving: 
No major changes were made. Since our last meeting, Jeremy received a more up-to-date version of RRFSS questionnaire. However, the newer version did not contain any additional information. Jeremy added definitions of cellphone and hand-held device, revised the references section and added OPHS information to the indicator.

	
	5.1.9
	Seatbelt Use: Jeremy added OPHS information to the indicator.

	
	5.1.10
	Neurotrauma Hospitalization: No major changes were made. Age groups were changed to “<10, 10-14, 15-19, 20-44, 45-64, 65-74, 75-84, 85+” from “<20, 20-44, 45-64, 65+”. However, Jeremy noted that these narrower age groupings may result in unstable rates. (Jeremy stated that in Joanne Heale’s presentation of age-group specific rates for TBI and SCI, 700 – 1000 injuries were sustained annually in Ontario). Suzanne stated that we can make suggestions for age groupings, but it may be up to health units to aggregate based on their circumstances. Suzanne suggested adding a clause about aggregating cells. Jeremy decided to forgo converting codes from ICD10 to ICD 9. The group agreed not to include ICD9 codes in this indicator. Jeremy provided “Vancouver” citations in the updated the references section.

	
	5.1.11
	Adolescent Drug Use: Suzanne made some updates to the draft provided by Lee-Ann: Updated from “grade 7 to 13” to “grade 7 to 12” . Suzanne added limitations of the data source to the indicator comments and updated the definitions. Suzanne was uncertain about the need for an “Analysis Checklist” or ”Method of Calculation” sections since health units only receive reports from Ontario Student Drug Use Survey (OSDUS). (Health units may choose to buy-in for a larger sample). Therefore, it will not be necessary for most health units to calculate rates. The group decided to leave in the method of calculation. Natalie noted that “Corresponding Health Indicators from Other Sources” is not in the indicator at present. 
ACTION 29: Natalie will investigate “Corresponding Indicators from Other Sources”. 

	
	5.1.12
	Suicide Mortality:  Suzanne made updates to the draft provided by Lee-Ann. The IntelliHEALTH section was revised. Suzanne subdivided the indicator comments section into “About Suicide”, “Considerations when analyzing suicide data” and “Standardization” sections. Central west comment will be left in indicator comments. Suzanne stated she was not sure about the applicability of indicator comments about ICD9/ICD10. For example: 

Comparability ratios for Intentional self-harm (suicide) between ICD-9 and ICD-10 have been found to be very close to 1.0, which suggest that the revision does not substantially affect mortality patterns for suicide. 

The group decided to leave this comment in for now. 
The group was unsure about the meaning of a notation in the “Data Sources” section:”
“* Note: Use the total years of the estimates, including the most recent year, even if not all were used in the analysis. The years used in the analysis should be included in the report itself” 
This notation was taken from the “All-cause Mortality” indicator and appears in several of the other injury indicator drafts. 

Basic category age groups suggested for the indicator are “10-19, 20-44, 45-64, 65-74, 75+”. Natalie suggested that it may be necessary to consult the literature/comparable indicators if available to determine the most useful age groups for suicide mortality. Michelle forwarded a document on suicide in First Nations communities that includes age groupings. 

ACTION 30:  Remove “Data Sources” notation discussed above from our injury indicators for now.

Standard geographic areas of reference. 

ACTION 31: Suzanne will look into age groups.

ACTION 32: We will use the geographic areas cited in the “Suicide Mortality” indicators:  
Geographic areas of residence: province (sum of municipalities or health units), public health unit, census subdivision (municipality), census division (county) or LHIN. 
And, perhaps add a comment ‘Aggregation across years may be necessary due to small numbers’.

ACTION 33: Suzanne will investigate “Corresponding Indicators from Statistics Canada and CIHI”. Natalie will investigate “Corresponding Indicators from Other Sources”.

	
	5.1.11
	Indicators not reviewed today: Alcohol-related injury and mortality from MVTC & Injury from MVTC: Data acquisition may be an issue. No ICD10 codes exist for alcohol-related MVTC. The MTO does not regularly distribute MVTC data. Suzanne stated that data may be available by special request only and is unsure what data can be obtained. Suzanne stated that KFLA health unit has access to trauma data, but this may not be the case in other jurisdictions. Suzanne noted that Pam and Christine will be unable to continue working on these indicators.

ACTION 34: Sean, Nahari and Suzanne will work through the MVTC issues. The group will discuss these indicators at our next meeting.  

	
	5.1.12
	General Notes:
ACTION 35: Updated, “finalized” drafts of indicators discussed above will be circulated to the group prior to our next meeting.

ACTION 36: “Changes Made” and “Acknowledgement” tables will be included at the end of each indicator (See any falls-related indicator draft for templates). March 30, 2012 will be used as the “Date Revised” or “Date Created” for each indicator.
ACTION 37: Ensure that the “Specific Indicators” descriptions are consistent across indicators.
ACTION 38: Ensure “Analysis Checklist” section roughly follows the order of information provided in the “Suicide Mortality” draft or “All-cause Mortality” indicator.

ACTION 39: Ensure “Indicator comments” roughly are listed from general (more specific, as per the “Suicide Mortality” draft or “All-cause Mortality” indicator. 

ACTION 40: Add a “Double Count” statement to the analysis checklist of all indicators that use hospitalization data:  
“A patient is sometimes transferred from one hospital to another, which might lead to double counting of a patient. To avoid double counting of those patients who were admitted to one hospital and then transferred to another (e.g. to a regional trauma hospital) another filter 'transfer to institution type' not equal to 'acute care facilities' is to be used when extracting the hospital discharge data”
ACTION 41: Remove from the “Data Sources” section of all injury indicators:

“Note: Use the total years of the estimates, including the most recent year, even if not all were used in the analysis. The years used in the analysis should be included in the report itself” 
ACTION 42: Level of Geography to be used for most indicators:
“Geographic areas of residence: province (sum of municipalities or health units), public health unit, census subdivision (municipality), census division (county) or LHIN.”
ACTION 43: ICD9 conversion disclaimer to be added to all applicable injury indicators:

ICD-10-CA has a greater level of specificity and different code titles than ICD-9. CIHI does not endorse forward conversions because of differences in the classification systems. Refer to Resources: ICD-10-CA for more information.
ACTION 44: CCHS will be added to the falls-related and injury hospitalization/ER visits indicators as an alternate data source. 

	6.0
	Next Meeting
	January 24, 2012. Have documents finalized by next session. 
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