Core Indicators Work Group

Leading Causes Sub-group 

Minutes

May 2, 2007, 10:00–11:30 a.m.
Present: JoAnn Heale (chair), Michaela Sandhu, Rachel Savage, Brenda Guarda, Min Su, Chee Wong, Mary Ward, Elizabeth Rael, Katherine Haimes (recorder)

Absent:  Sherri Deamond

	Items
	Discussion
	Decisions and action to be taken

	1.0 Welcome & Introduction
	Mary Ward from the HSIP Sudbury office joined the group. Welcome Mary! Sherri is now on maternity leave.
	

	2.0 Volunteer to record meeting notes
	Katherine volunteered
	

	3.0 Review Minutes from April
	Accepted without any changes. Brenda will find out about posting minutes on the APHEO website in pdf format.
	Accepted as read

Brenda to find out about posting on APHEO website.

	4.0 Additions to Agenda
	No additions to the agenda.
	

	5.0 Follow-up action items


	5.1 Additional cancer causes (Brenda and Sherri)

Brenda and Sherri looked at the residual category for the leading causes of death to see if any cancer causes should be pulled out and added to the list (see e-mail April 17th). According to Becker, the residual category for leading causes of death should be no larger than 10-12%. 

Sherri reviewed the Canadian Cancer Statistics 2006 annual report and Brenda contacted Beth Theis at CCO about their groupings for leading causes of cancer deaths. It is possible to pull out oral cancer, colorectal cancer, kidney and other urinary cancers, brain cancer, thyroid, and bone cancers.

Oral cancers – Both CCO and Canadian Cancer Stats include oral cancers as a category. The group recommends pulling out oral cancers from the residuals and including it as another leading cause group (C00-C14)

Colorectal cancer – CCO and the Canadian Cancer Stats report include colorectal cancers as a leading cause (C18-21 including C26.0). The CIHI block codes include C15-C26 as one grouping called malignant neoplasms of digestive organs (this would include colorectal cancer). The International Short List includes only C18-C21 (cancer of colon & related). After much discussion, the group decided to follow what CCO and the Canadian Cancer Stats report are doing, which is to pull out colorectal cancers from the residual category using codes C18-C21 and C26.0. Doing so will remove a large number of deaths from the residual

Brain, thyroid, and kidney and bone will be left in the residual category.

The group pointed out that changing the definition of codes will need to be noted in the cancer incidence, mortality and hospitalization indicators.

5.2 Int’l Shortlist for Hospital Morbidity Tabulation

JoAnn sent out excel files with morbidity data (IP discharge, EMG visits, clinic visits, medical, surgical visits).

The group felt that the size of the residual category (no more than 10-12% of total) that applied to mortality data should not apply to morbidity data as well. Morbidity data is a greater volume and there will be a greater number of causes. 

The group decided that when ranking the leading causes of morbidity, the broad ‘others’ category would be excluded, similar to ranking the leading causes of death. The ‘other’ categories are imbedded within the chapters and would be included in the total number, but not in the rankings. JoAnn discussed creating a filter for the report that would filter the ‘other’ categories from the rankings, but include them in the total.

There was discussion about using the ICD-10 block (~210 groupings) or the Leading Causes/International Short List (130 groupings) for morbidity data. The ICD-10 block breaks the ‘other’ category down further into smaller categories. The group thought it would be good to have both groupings so the user can decide which one to use. (Note: this doesn’t preclude also using ICD10 Chapters for grouping data). The group decided to first take a look at rankings and groupings for inpatient data and external causes to see whether to recommend which list to use. The group will look at ambulatory care visits later on.

There was a suggestion to have two separate lists for morbidity data. One list would be meaningful for public health and the second would be meaningful for others. The public health list could include a category for things not important to public health (eg ‘health-care related’ category). This other category could be included in the denominator but not in the rankings.

There was a suggestion to include a note on the indicator page such as – if interested in morbidity, remove ‘other symptoms, signs, abnormal clinical findings’, etc.. 

Brenda and Katherine volunteered to work together to look at a public health list for ranking morbidity and will start with in-patient discharges, looking at both the international short list (130 categories) and the CIHI block (~213 causes). Once the list is suggested, JoAnn can create a filter and run a report with the public health categories.

5.3 ICD10 Blocks, WHO Groupings (298)

ICD10 Blocks discussed above in 5.2, WHO Groupings (298) tabled.

5.4 Peel Groupings
Min sent out a list of Peel’s groupings. 

Tabled.

5.5 External Cause Blocks

There was discussion about whether to include the ‘other injuries’ in the residual category or to pull it out and create a separate grouping for it. There would be a large number of external cause blocks for ambulatory care visits. The International Short List has a grouping ‘other injuries’ that is very large. We might need to look at separating this.  

There was discussion about doing a crosstabulation of ISHMT vs external cause blocks. In the ISHMT only the nature of injury ICD10 chapter is used (e.g. cranial injury) because these codes are used for the most responsible diagnosis or main problem. External cause codes (V00-Y9999, e.g. motor vehicle crash) are not assigned as the MRDx or main problem for hospitalization. Since the external cause of the injury is important to public health, this crosstabulation would be useful.


	RECOMMEND: Pull out oral cancer from residuals and include as a leading cause category (C00-C14)

RECOMMEND: Pull out colorectal cancers from residuals and include as a leading cause category (C18-21,C26.0)

Group to look at the ICD-10 block and International Short List for inpatient discharge data before deciding which one (or both) to recommend for use
Brenda and Katherine to look at a public health list for ranking morbidity data starting with in-patient discharges

JoAnn to provide data for IP discharge – ISHMT injury groups vs. external cause blocks


	6.0 New Items
	6.1 Count by patients vs count by discharges

JoAnn discussed the importance of looking at number of patients vs. number of discharges for some chronic diseases (e.g. cancer, diabetes).  While only patients with a valid HN can be counted – they represent over 96% of hospital discharges.  
6.2 SAS BI for PHPDB – pilot group update; ASDR x leading cause X PHU

At the MHP’s (Elizabeth) request, reports have been created in the new SAS BI applications with ASDR x leading cause x age x sex x PHU.  The leading cause groups from Becker et al., with the modifications recommended by this group were used.
	JoAnn will send out lists for ISHMT and ICD10 blocks, IP discharges with # patients (with HN) and # discharges (with HN) 



	7.0 Recommendations to bring forward to CIWG meeting
	Pull out oral and colorectal cancer categories from residuals in leading causes of mortality.


	JoAnn will revised spreadsheet and inform the CIWG

	8.0   Next Meeting
	JoAnn will send out a list of possible meeting dates and times for June. Thanks everyone.
	JoAnn to send out possible meeting dates for June
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