Core Indicators for Public Health in Ontario

Core Indicators Work Group <Healthy Eating Active Living (HEAL) subgroup>

	Date:
	January 22, 2013, 1:30 p.m. – 3:30 p.m.

	Location:
	Teleconference
     (416) 850-2050
     1-866-261-6767
Password: 659284#

	Attendees: 
	Suzanne Fegan, Natalie Greenidge, Jeremy Herring, Ahalya Mahendra, Elizabeth Rael, Fangli Xie

	Regrets:
	Elsa Ho 

	Chair:
	Suzanne Fegan

	Recorder:
	Natalie Greenidge


Agenda
	
	Item
	Actions

	1.0 
	Welcome and introductions
	

	3.0
	Approval of Agenda
	Approved 

	3.0
	Approval of January 7, 2013 Minutes
	Approved. 

ACTION 1: Natalie will post minutes on the APHEO website.

	4.0
	Business Arising
	

	4.1
	Group membership 
	Katherine Russell is interested in contributing to the revision of the LRDG but was unable to attend the meeting today. 

Elsa and Fangli, along with representatives from CAMH participated on a MOHLTC work group involved with drafting the Accountability Agreement indicators. One of the CAMH employees authored the technical document for the LRDG, but may have since retired. Fangli suggested contacting the authors of “Alcohol and Health in Canada: a summary of evidence and guidelines for low-risk drinking” (available from: http://www.ccsa.ca/2011%20CCSA%20Documents/2011-Summary-of-Evidence-and-Guidelines-for-Low-Risk%20Drinking-en.pdf), to potentially serve as external reviewers of the work. Ahalya will inquire about whether individual(s) from PHAC may be interested in contributing to the LRDG Core Indicator revision - as subgroup participants or external reviewers. 

ACTION 2: Natalie will add Katherine to the HEAL distribution list and ensure she receives minutes to our meetings and other documentation circulated among the subgroup. Subgroup members will include Katherine when distributing documents in the future (Katherine.Russell@ottawa.ca).

ACTION 3: Natalie/Suzanne will attempt to recruit author(s) of LRDG technical document as reviewers when the external review process of the revised Core Indicator begins. 

ACTION 4: Ahalya will invite the appropriate individual(s) at PHAC to contribute to revision of LRDG Core Indicator as HEAL subgroup member(s) or to participate in the external review process.

	4.2
	Development of an indicator to meet Guidelines 1 and 2 of the revised LRDG
	Jeremy forwarded the CCSA document, ‘Levels and patterns of alcohol use in Canada’ for the group to review. Jeremy is awaiting a response to his request for a copy of the CADUMS survey from Statistics Canada.

	4.3
	Jeremy and Suzanne will examine CCHS Ontario data
	CCSA Guideline#2

Fangli created a document outlining four options for calculating CCSA Guideline #2  (Please refer to Word document: “Questions_Meeting2_Jan2013”):
Option 1: Indicator with three categories: 

1. low-risk drinking (did not exceed guideline 2 in the past year) 
2. moderate-risk drinking 

3. high-risk drinking 
(Categories 2 and 3: exceeding guideline 2 in the past year). Using CCHS Alcohol use module (ALC) (risky drinking 5+ for males and females)

Option 2: As per option 1, applying conversion factors for women to estimate consumption of 4+ drinks, instead of 5+, as outlined in the CCSA LRDG.
Option 3: Indicator with two categories: 
1. low-risk (no 5+ drinking occasions in past year – did not exceed guideline 2 in the past year) 
2. high-risk (at least one 5+ drinking occasion in past year – did exceed guideline 2 in the past year).

Option 4: Indicator with two categories: 
1. low-risk (less than 4 for women or less than 5 drinks for men in a single day in the past week – did not exceed guideline 2 in the past week)
2. high-risk (4+ drinks for women or 5+ drinks for men in a single day in the past week – did exceed guideline 2 in the past week). This would be calculated using CCHS Alcohol use during the past week (ALW) module.
Suzanne suggested a modifying option 2 above by creating two categories;

· does not exceed guideline 2 (no to low risk) 

· exceeds guideline 2 (moderate to high risk)
and further dividing exceedance into ‘moderate’ and ‘high’ risk based on frequency of drinking episodes in excess of the LRDG, as outlined in the CCSA document ‘Levels and Patterns of Alcohol Use in Canada’). The CCSA document outlines how conversion factors to estimate consumption of 4+ drinks by women were derived. 
Group members expressed concerns about using conversion factors:
· conversion factors are age-group specific – may be difficult to understand and apply

· based on one year’s CADUMS and CAS survey data and may not be stable over time

· based on national estimates instead of an Ontario estimate

· not validated

Either option for creating a Core Indicator (i.e., one that relies on an conversion factor with above limitations or one that uses 5+ drinks to represent drinking in excess of the LRDG for women), will introduce an element of uncertainty into the indicator. Further, the group noted that self-reported alcohol consumption underestimates actual consumption as self-reports aren’t in agreement with per capita alcohol consumption in Canada. The group agreed that in light of this, the less complex option would be preferable, i.e., use CCHS ALC module (5+ drinks on any one occasion for males and females) and include indicator comments to explain that prevalence of drinking in excess of LRDG will be underestimated for women and that some have tried to adjust for this although the methods have not been validated. 
Jeremy stated that alcohol module(s) were brought forward in consultations with Statistics Canada re: 2015 CCHS redesign. The group suggested contacting Carol Paul, population health survey liaison, for an update on discussions about amending the alcohol modules to align with Canada’s LRDG. Suzanne will offer to participate in the Statistics Canada CCHS work group. The CIWG can revisit the issue of conversion factor (apply it retrospectively) if the CCHS alcohol module(s) are redesigned and comparative data are later available. 
The group agreed not to incorporate “Alcohol use in the past week” into the calculation of guideline #2. Jeremy analyzed CCHS data for Ontario to examine drinking in excess of the LRDG using CCHS ‘past year’ variable alone vs. ‘past year + past week’ variables. (Please refer to Word document: “Past Week and Past Month Risky Drinking in Adults 19+ in Ontario CCHS”). Including consumption in the past week, increases the prevalence of drinking in excess of LRDG in females by 0.7%, but the calculation is flawed: it adds in women who reported consuming 4+ drinks in the past week but did not report consuming 5+ drinks on a special occasion in the past year. The group agreed that combining data from two time points, with two different definitions of excessive alcohol consumption is not a valid way of calculate guideline #2. 
Elizabeth recommended using Jeremy’s analysis (summary table) if working with Statistics Canada on alcohol module redesign to highlight limitations of using either the ‘past week’ and ‘past year’ modules to examine drinking in excess of the LRDG for females: – weekly better captures recent use, but may not include a special occasion; past year use more feasibly captures special occasions but CCHS does not use the terminology “special occasion”. Changing CCHS terminology to “special occasion” may lead to underreporting of use by those who more regularly drink in excess of the LRDG.  
Suzanne stated that the group must decide on appropriate terminology to use in the Core Indicator: 
· binge, heavy, low-risk, moderate-risk 
· drinkers vs. consumers 

· drinkers has a negative connotation
· abstainers/no-risk individuals are not drinkers/consumers. Respondents that meet/exceed guidelines 1 and/or 2 etc.may be more appropriate.

The group discussed how to ultimately report the prevalence of drinking in excess of LRDG. The group will recommend reporting:

· The proportion of the population (19+) that exceeds guideline #1

· The proportion of the population (19+)  that exceeds guideline #2 

· The proportion of the population (19+) that exceeds guideline #1 OR guideline #2 
ACTION: The group will create a specific indicator within the drinking in excess of LRDG Core Indicator as per Suzanne’s suggested modification above:

· does not exceed LRDG vs. exceeds LRDG (moderate-risk, high risk as defined by CCAS, excluding a conversion factor, and noting limitations of the indicator and option of using a conversion factor in the “Indicator Comments” section. 
· indicators will be based on CCHS “Alcohol use” module, which captures consumption in the past year. Alcohol use in the past week will not be considered.
· drinking in excess of the LRDG will be defined as:

· The proportion of the population 19+ that exceeds guideline #1

· The proportion of the population 19+ that exceeds guideline #2 

· The proportion of the population 19+ that exceed guideline #1 OR guideline #2 (satisfies the Accountability Agreement).
ACTION 5: Suzanne will liaise with Carol Paul re: status of discussions on redesign of CCHS alcohol modules and volunteer to work with the Statistics Canada work group.

ACTION 6: Suzanne will create a table to summarize best options for meeting guideline 1; guideline 2 and either (including an abstainer category).

ACTION 7: All group members will be prepared to provide their thoughts on appropriate terminology to be used in the Core Indicator at the next meeting. 

	4.4 
	Recommended ICD-10 groupings for chronic disease groups 
	Elizabeth suggested that documents created by subgroup members be dated and include the author for ease of future reference. 
Table created by Suzanne, summarizing chronic disease ICD-10 code groupings used by various organizations to define various chronic disease conditions was discussed. It was noted that: 
· ICD-10 code groupings differed from one organization to the next [e.g., Hypertension I15 is not globally included. Asthma J47 (bronchiectasis is included in some, not others)].
· Jeremy provided a breakdown of stroke as reported by health units (please refer to excel spreadsheet ‘Copy of Hospitalization_Stroke_Codes’). In smaller health units, hospitals may not have the diagnostic capabilities to differentiate between I62 (intracerebral haemorrhage - not a stroke) and stroke. Therefore, CIHI includes I62 in its definition of stroke to facilitate comparisons across regions. APHEO excludes I62. Jeremy stated that the difference in stroke rate when including vs. excluding I62 is not large but, including it might falsely elevate number of strokes. Jeremy suggested leaving APHEO stroke indicator unchanged, but including an indicator comment explaining why I62 is not included..

· Canadian Stroke strategy – very specific definitions, including different codes than currently used in the APHEO definition

· CIHI’s Ambulatory Care Sensitive Conditions (ACSC) – CIHI has separate stroke indicator and MI indicators, but also rolls up other chronic conditions into one indicator (e.g., asthma, COPD etc.). See CIHI Health Indicators and Ambulatory Care Sensitive Conditions Technical Note link provided by Jeremy. 

· APHEO: Hypertensive disease is included in the specific indicators for Chronic Disease Hospitalization, but ICD-10 codes are not provided. Need to update
The group agreed that PHAC definitions, followed by CIHI would be most pertinent to our work.
Fangli wondered why APHEO Core Indicator included a specific indicator for Bronchitis/Emphysema/Asthma instead of an indicator that took all lower respiratory tract conditions into consideration. Elizabeth stated that the grouping may have resulted from discussions about which respiratory conditions are actionable at a public health level. Elizabeth suggested that the group may want to solicit input from Teresa To, an expert on respiratory health and surveillance (ICES) and Nancy Garvey, MOHLTC. 
The group agreed that we must first develop a framework for which chronic diseases to include in the Chronic Disease indicators and why. The OPHS would be a useful starting point (the OPHS includes cardiovascular diseases, cancer, respiratory diseases and type 2 diabetes as chronic diseases of public health importance). 
Fangli noted that the CCO/PHO “Taking Action on Chronic Disease” report includes cancer in chronic disease, while APHEO considers cancer Core Indicators separately. The group agreed that a ‘total chronic disease’ Core Indicator would include cancer. Fangli suggested ranking top 10 chronic diseases responsible for mortality and hospitalization in Ontario to help inform the group’s decision on conditions to be included in the chronic diseases indicators.     

ACTION 8: All group members will include “created by” and the date on any documents created and distributed to the group.         
ACTION 9: All group members will:

· review grey and academic literature for commonly used ICD-10 groupings for chronic diseases of public health importance as defined by OPHS, and any other disease that they feel warrant consideration.

· update the document created by Suzanne, adding new rows with information on the agency, chronic condition and ICD-10 codes. Also include links to references where appropriate. 

· Suzanne:  will add CIHI ACSC indicator 

· Jeremy: will investigate ICD-10 chronic disease groupings used in Australia and add information to the table 
· Elizabeth: will investigate ICD-10 chronic disease groupings used in the United Kingdom and add information to the table
· Ahalya: will investigate ICD-10 chronic disease groupings used by PHAC [Chronic Disease Surveillance System (PHAC)] and add information to the table   
ACTION 10: Suzanne will look at chronic disease hospitalization and mortality rankings for Ontario.

	5.0
	New Business
	

	5.1
	Total Chronic disease indicator
	See item 4.3

	6.0
	Next Meeting 
	TBD in 2 to 3 weeks



