Core Indicators Work Group
Minutes for February 13, 2007

Room: D, 18th floor 393 University Ave.

9:30 a.m. – 1:00

Present:

Sherri Deamond, Durham Region Health Department
Dr. Lisa Hall, University of Toronto
JoAnn Heale, Ministry of Health and Long-Term Care
Shanna Lochhead, York Region Health Services Department 
Carol Paul, Ontario Ministry of Health and Long-Term Care
Michaela Sandhu, Central LHIN

Peter Walsh, Public Health Agency of Canada
Brenda Wannell, Statistics Canada

Sylvain Tremblay, Statistics Canada

Chee Wong, Ministry of Health Promotion
Bill Reid

By Teleconference:

Mary-Anne Pietrusiak (Chair), Durham Region Health Department

Brenda Coleman, Elgin St. Thomas Unit
Brenda Guarda, Simcoe Muskoka District Health Unit
Jane Hohenadel, HSIP, Health Results Team

Katherine Haimes, Ottawa Public Health

Regrets:

Karey Iron, Institute for Clinical Evaluative Services (ICES)
Nam Bains, HSIP, Health Results Team


1.0 
Introductions

2.0 
Approval of Minutes of September 19, 2006

3.0 
Approval of Agenda

4.0 
History and Overview of the Core Indicators Work Group
· Because of a lot of new members to the CIWG, Mary-Anne went through a power point presentation on the history of the Core Indicators project.
5.0 
Terms of Reference, Home Page

· The terms of reference were approved as circulated; they will replace the old ones on the website.

6.0 
Cancer and Risk Factors Sub-Group (Brenda Guarda)

Membership – creating another sub-group

· Brenda was not able to attend the meeting so Mary-Anne spoke on her behalf. Brenda would like to consider splitting the Cancer and Risk Factors Sub-Group into two since a lot of time and effort is going into the smoking indicators. They have not had time to get to the alcohol, physical activity, and nutrition indicators. If people are in favour, the existing group will focus on smoking & cancer screening and a new group formed. The Group thought it was a good idea to do the split.
Survey responses “Don’t know/refusal/not stated”

· The Sub-Group has been unsure how to deal with the “Don’t know/refusal/not stated” survey responses from the CCHS or other surveys. Brenda W. responded that Statscan is relooking at this issue. They have traditionally excluded the “not stated” in analysis but they are included in CANSIM tables. They are considering a 2% threshold whereby they would be excluded if under 2%. At very least, they will suggest adding words of caution. It has been done this way in the CCHS for a number of years but they may need to change it and redo methods in the older surveys. They may end up presenting it both ways. 
· RRFSS has 5% rule for not stated.
· Carol reported that “not stated” varies by age and indicator. Peter echoed this problem and that “not stated” is particularly high for young girls.
· Peter’s group at PHAC is looking at excluding the “not stated”.

· In terms of the Core Indicators, our audience is epidemiologists and data analysts, so we are assuming our audience has access to data and is able to exclude them. This might not be the case for some CCHS users from Statscan and PHAC’s point of view. People are stuck with whatever is decided at a higher level.
· The Core Indicators has not been prescriptive on this issue but has recommended that people look at the number of “not stated” before excluding. We may need to be more explicit in the recommendation.

7.0   Reproductive Health Sub-Group (Mary-Anne)

· Mary-Anne reported that work is proceeding slowly in the group as they continue to work through some of the details of the different reproductive health data sources. Rather than recommend one data source, the indicators will let people use what makes the most sense for their health unit and project, but that within each source (Vital Statistics, hospitalization, Niday perinatal database) there will be recommendations about how to proceed.
· The therapeutic abortion (TA) issue has consumed a lot of time and has reached an impasse. There is disagreement within the Ministry of Health and Long-Term Care about whether TAs are occurring in private clinics other than the specified Independent Health Facilities designated by the Ministry. The Ministry believes TAs only occur in hospital or the specified IHFs and that the data are incorrect – they are just not specific enough to designate from one to the other. ICES disagrees and believes that these TAs are being done by other providers. The Sub-Group is hoping that the issues get resolved soon so that we will be able to use the super query that has been developed for us by the Ministry. In the meantime, the TA data is being provided by HELPS.
8.0 
Infectious Diseases Sub-Group (Brenda Coleman)

· Brenda reiterated that they will be changing wording in the indicators to vaccination from immunization terminology.

· For the influenza indicator, they are looking at how to define risk groups within the CCHS. A good starting point is Jeff Kwon’s definitions but they need physician input. Statscan has not considered this but would be interested in being part of the discussion.
· The group is defining blood-borne pathogens as Hep B, Hep C.

· New indicators that are under consideration – Legionella, institutional outbreaks, New children’s vaccines.

· Need some physician input on age groupings for some of the congenital infections and other indicators since they are all over the map and they do not know whether this is because of some disease-specific issue, or something else.
9.0 
Leading Causes Sub-Group (JoAnn)

· This new sub-group has had 3 meetings.

· A 2006 paper circulated from Sherri has been an ideal reference for them – Becker’s 65 leading causes of death. JoAnn applied 2003 mortality death using this categorization. Certain exclusions were applied and the results were that <2% were in the undefined category. The top 10 causes made up about 50% of deaths. From this the group thought this was a good structure for the leading causes. Sherri and Min looked at other leading causes lists to see how similar they were to this one. The sub-group has made a few changes that were research based, but overall good agreement. JoAnn has a spreadsheet that compares the different categories. She will circulate it. Overall, 12% were residual – they may be cancer groupings. The sub-group has a few more to breakdowns to explore.
· Alzheimers and Dementia grouped together was the 5th leading cause of death.
· When applied to hospitalization data, 45% were residual. So the group will need another categorization structure. Since the nature of injury is in the Most Responsible Diagnosis, they will produce an External Causes List and a Leading Causes List. JoAnn is using another reference that Sherri found and is evaluating the 298 Causes.
· ACTION: WG members should review JoAnn’s spreadsheet and provide comments. With the work complete, the Ministry will try to incorporate the categorization into the PHPBD refresh in April. It is already included in SAS product “SAS Web Reports Studio” (see below)
· Chee’s release of HELPS will still have selected causes of death. He will consider this new grouping for future releases.

10.0 
Demonstration of SAS Web Reports Studio: A New Way to Access the PHPDB 


(JoAnn Heale)

· JoAnn demonstrated this new product which is being piloted by the Ministry this summer. It is a user-friendly web interface. JoAnn extended an invitation for volunteers to participate in the pilot – 1-2 from each geographical area, licensed users of PHPDB.
11.0 
Next Meeting: Teleconference: June 6 - 9:30-11:30
Future Things to Consider:

· Revision of Mandatory – release of new Public Health Standards

· SAS Web Reports Studio – incorporate Core Indicators within Information Maps

· ICES mapping some of their indicators, looking for volunteers – interactive tool
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