Core Indicators for Public Health in Ontario

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

	Date:
	February 11, 2013, 9:30 p.m. – 11:30 p.m.

	Location:
	Teleconference
     (416) 850-2050
     1-866-261-6767
Password: 770439#

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

	Regrets:
	Elsa Ho, Elizabeth Rael, Katherine Russell

	Chair:
	Suzanne Fegan

	Recorder:
	Natalie Greenidge


Agenda
	
	Item
	Actions

	1.0 
	Welcome and introductions
	

	3.0
	Approval of Agenda
	Approved without amendments.

	3.0
	Approval of January 22, 2013 Minutes
	Approved without amendments. 

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

	4.0
	Business Arising
	

	4.1
	Group membership 
	Deferred

	4.2
	Development of an indicator to meet Guidelines 1 and 2 of the revised LRDG
	The group noted that a lot of discussion was generated on APHEOlist about LRDG following the release of the Chief Medical Officer of Health’s (CMOH) report last week. Several health units have recently used or plan to use the Accountability Agreement definition (i.e., for males and females: consumption of 5+ alcoholic beverages on any one occasion at least once per month in the previous 12 months) rather than the Canadian Centre on Substance Abuse (CCSA) low risk drinking (LRDG) recommendations used in the CMOH report.  Some APHEO members indicated that the CCSA LRDG are too stringent (i.e., consuming 5+ drinks on one occasion in the previous 12 months is common and not necessarily risky behaviour). 

The group agreed that there is a gradient or risk as the amount of alcohol consumed increases: binge drinking is less risky than heavy drinking; drinking more than 5 drinks once per week is more risky than drinking more than 5 drinks once per month etc. 

The group agreed to base the indicator on the Canadian Centre for Substance Abuse ‘Recommended guidelines for Low-Risk Drinking’ found in “Alcohol and health in Canada: a summary of evidence and guidelines for low-risk drinking”:

Guideline 1: 

· “Women: 0-2 standard drinks per day; no more than 10 standard drinks per week.

· Men: 0-3 standard drinks per day; no more than 15 standard drinks per week.

· Always have some-non-drinking days per week to minimize tolerance and habit formation. Do not increase drinking to the upper limits as health benefits are greatest at up to one drink per day. Do not exceed the daily limits specified in Guideline 3.”
Guideline 2:

“Risk of injury increases with each additional drink in many situations. For both health and safety reasons, it is important not to drink more than:

· Three standard drinks in one day for a woman

· Four standard drinks in one day for a man.

Drinking at these upper levels should only happen occasionally and always be consistent with the weekly limits specified in Guideline 1.”
The indicator will be dichotomous, but include a gradient of risk for those that drink in excess of the LRDG, i.e.:

· low risk: exceeds the LRDG once in the previous 12 months;

· moderate risk: – exceeds the LRDG less than once per month in the previous 12 months

· high risk: exceeds the LRDG ≥ once per month in the previous 12 months. 

Therefore, therefore consumption of 5+ alcoholic drinks on ANY occasion in the past year will EXCEED Guideline #2. In addition, the wording or the CCSA “Alcohol and health in Canada: a summary of evidence and guidelines for low-risk drinking” document states that “that drinking at these upper levels should only happen occasionally…” and defines “upper levels” as 3 drinks for women and 4 drinks for men. Therefore, it is never recommended, even occasionally, to consume 4+ and 5+ standard alcoholic drinks for women and men respectively.
In Katherine’s feedback on the minutes of the last meeting she noted that although abstainers may not be at risk of alcohol-related injury, they may be at increased risk of chronic disease as alcohol consumption at low levels is believed to have some health benefits. Therefore, the terminology “no risk” should not be used to describe abstainers. The group agreed that ‘abstainers’ or ‘non-consumers’ will be used instead of ‘no-risk’ and comments will be included in the Core Indicator acknowledging the potential chronic disease-related risks associated with abstaining from alcohol. 

Jeremy suggested that it would be informative to use the ICES file to link CCHS data to NACRS and/or Vital Statistics data to investigate health outcomes associated with different levels of alcohol consumption. However, a  project proposal would have to be submitted to ICES for consideration. 
ACTION 2: Suzanne will revise the definitions and methods of calculation and circulate the documents among the group members for their consideration.

ACTION 3: Jeremy will develop a draft of indicator comments to be considered for inclusion in the Core Indicator and circulate it among the group for their additions/feedback. Group members were reminded to add their name and date to the document when making revisions, and to changing the file name by adding the date of revision or a version number (e.g., v2) if changes are made on the same day.

ACTION 4: Fangli will update the SPSS syntax and the “Survey Questions” section of the Core Indicator. 

ACTION 5: Suzanne will create Stata syntax.

ACTION 6: Ahalya will revise the “Ontario Public Health Standards” section of the Core Indicator. 

	4.3
	Recommended ICD-10 groupings for chronic disease groups 
	The group decided to further investigate the rationale for the specific indicators currently defined in the “Chronic Diseases Hospitalization” i.e.:
1. the respiratory disease groupings: 

· bronchitis, emphysema and asthma specific indicator

· exclusion of J44 (other chronic obstructive pulmonary disease) and J47 (Bronchiectasis) from the “Bronchitis, chronic and unspecified, emphysema and asthma” grouping

· the exclusion of a “Chronic lower respiratory diseases (J40-J47)” specific indicator. 

2. stroke groupings

· the exclusion of I62 

The group agreed: 

· for now all respiratory diseases J00-J99 and chronic lower respiratory disease J40-J47 will be the working definition for the respiratory disease indicators
· it may be useful to consider asthma separately

· to keep the current APHEO definition of stroke (i.e., exclude I62) and include references to other definitions [e.g., Canadian Stroke Strategy, PHAC, CIHI (PHAC and CIHI include I15, I65 and I66)] in the indicator notes of the Core Indicator.  
· the analysis check lists of the indicators may also require updating. (e.g., a comment to explain why cancer is not included in the chronic disease indicators but captured in separate indicators.)

· not to develop a ‘total chronic disease’ Core Indicator as it would be difficult to decide on which diseases to include in a and that such an indicator may not be meaningful/actionable at the public health unit level 

ACTION 7: Suzanne will send out a posting on APHEOlist to solicit input on the rationale for current chronic disease ICD-10 code groupings.

ACTION 8: Suzanne will review the “indicator comments” section of the chronic disease Core Indicators and attempt to find references to circulate to the group that will inform decisions for ICD-10 groupings for chronic diseases. 

ACTION 9: Suzanne will update the ICD-10 codes.

ACTION 10: Ahalya will check with PHAC re: rationale for ICD-10 codes included in stroke and report back to the group.
NOTE: in completing the above action items, group members will aim to circulate any material to be reviewed by the group at least five days prior to the next meeting.

	5.0
	New Business
	

	5.1
	Total Chronic disease indicator
	Refer to item 4.3

	6.0
	Next Meeting 
	First week in March, 2013.



