Infectious Disease Indicators Sub-group Minutes

July 19, 2006, 9:00 - 11:00a.m.
Present: Brenda Coleman (chair), Anne Arthur, Andrea Currie, Sherri Deamond, Popy Dimoulas-Graham, Katherine Haimes, Stephanie Wolfe (recorder)
Regrets: Siroos Hozhabri
	Items
	Discussion
	Action to be taken

	1.0 Welcome
	
	

	2.0 Minutes
	Stephanie will take minutes
	

	3.0 Review Agenda
	There were no changes.  
	

	4.0 Review previous minutes
	Approved 
	

	5.0 Review progress on assigned Indicators:
	1.  Enteric Disease Hospitalization (Sherri) – MHPSG require a reduction in incidence and morbidity of food/waterborne disease.  Incidence is a separate indicator.  Hospitalization may be dropped because counts are so small (see Sherri’s spreadsheets). The highest counts are for salmonella but campylobacter and E.coli are missing.  Before dropping this indicator, group would like to review the numbers for E.coli and all organisms combined (incl. missing ones).
2.  Infectious Disease Mortality (Sherri, Steph). MHPSG objectives state:  reduce ID morbidity& mortality; and reduce age-adjusted mortality rate for pneumonia and flu (using a 5 yr moving average).  Also relevant is the MHPSG objective to reduce complications of STD’s (applies to HIV/AIDS mortality).  Group decides to remove Tb death rate from indicators section because there is no objective related to Tb mortality (only incidence). Group decides to add “all ID Mortality” to indicators defined by ICD-10 chapter.  Group is not sure why moving averages are recommended for pneu. & flu death rates since the numbers are among the highest disease-specific ones.  There was also a sharp decrease in pneu&flu death rates in 2000 because of change from ICD-9 to ICD-10 (causing pneu. to be named as underlying cause of death less frequently).  Using a moving average would smooth out this artificial decrease in incidence and also hide seasonal trends.  Group decides to exclude “moving average” part of indicator and hopes that this part will be dropped from the objective.
3.  PID Hospitalization (Sherri, Steph) – MHPSG state must reduce complications of STDs.  Sherri provided spreadsheet on the number of PID hospitalizations and another with ER and day procedures.  The latter two are significant relative to hospitalizations.  Group would like to see trends in PID hospitalizations and ER/Day procedures before deciding whether to add ER/Day to hosp. indicator.
4.  STD incidence (Anne, Popy) – MHPSG objectives say to reduce incidence of specific diseases.  There are some changes to this indicator that are general to all indicators:  MOHLTC division names have changed, some references are not current, etc.  Another question:  why use 1991 Cndn population as reference in age standardized incidence rates?  Answers offered were:  because it doesn’t need to be a real population and Stats Can uses this one, or because if it is changed too often, then can’t compare to many past years.  Last issue with this indicator is that Hep. C is missing. 

Enteric Disease Incidence – there are some diseases missing (ex. Listeriosis).  
5.  IPHIS as a resource (Anne) – iPHIS issues have not been documented in full so it’s difficult to find references.  Perhaps CDSN minutes have notes on iPHIS to use as reference. 
6.  Congenital Infections – there is an indicator for this under ‘reproductive health’ section.  ID is responsible for the numerator (number of congenital infections).  The denominator is live births, which falls under repro. group.
7.  AVE Case Definitions resource (Steph, Andrea) – case definition was a copy of old RDIS one so was updated to the iPHIS one. On the APHEO website, there was no reference for the information so the iPHIS Manual was added.  Other questions on this case definition need to be addressed by iPHIS case definition writers (Andrea sent them an email regarding sections 13, 18, 25.  There are people working on this case definition now and will be sent once finalized).  
8.  AVE Indicator (Andrea, Steph) – The MHPSG say to “monitor adverse events associated with vaccines”.  The specific indicators don’t match the description and methods of calculation.  The indicators are the number of events and the number of people experiencing events. The description and methods of calculation differentiate between number of people investigated for an event and number of people who met case definition.  Should the number of investigations be a core indicator?  Capturing investigations may provide information on public perception re: vaccines.  Once decision is made, the description, specific indicators and calculation section need to match.  Should we add “by vaccine type” to indicators?  This would produce very small numbers.  Vaccine types change often so this should be added to comments.  The word “reactions” need to be replaced with “events”.  The National AVE definitions are still in draft but are being used.  Last 2 references are potentially only resources.

9.  Vaccine coverage (Andrea, Siroos) – MHPSG are very specific with coverages for specific age groups but indicators are not age-specific enough.  The indicator needs to reflect this.  New provincial vaccines need to be added.
10.  IRIS resource description (Andrea, Katherine).  There needs to be more detail in this description.  Changes to IRIS logic need to be incorporated but perhaps these haven’t had any effect?  Are there issues with extracting data over time?  Perhaps this is the section that the new pan-Canadian electronic surveillance system should be mentioned.   

11.  Vaccine coverage rates in LTC, HCW and public (Katherine).  Katherine would like to defer these items until the next meeting because Siroos has not been consulted on them.
12.  Rabies (Brenda) – This is not a core indicator according to the MHPSG but exists under standards section that we report number of rabid animals annually.  Brenda wants to change rates to confirmed counts because the denominator for rates (number of animals tested) is variable (by area, veterinary practice etc.) and difficult to interpret.  Animals must be dead to test them so large increases in number tested is unlikely.

13.  Ontario case definitions for ID (Brenda, Siroos).  Brenda would like to defer this item until next meeting because Siroos has not been consulted on them.
	Sherri to query the PHPDB for counts on hospitalizations for campy, E.coli and report back
Sherri to get historical data and examine whether trends in hosp. correlate to trends in ER/day procedures.  
Sherri to send out a list of the issues common to all indicators (many of these are known to larger core indicators group)

Sherri or Brenda to take the ref. pop. question back to larger group
Brenda to take responsibility for this indicator in conjunction with repro group

Brenda and Andrea to ask their VPD Managers re: value of investigations as core indicator.

Andrea and Katherine will circulate a draft of this IRIS resource document to the group for comment

Bring forward

Bring forward

	6.0 Next Steps:
	The changes that are made by this group are brought forward to the larger core indicators group.  
We should all create draft documents of our changes and circulate them prior to next meeting.  In future, we may edit the html file (or create new one). We’re waiting for direction on that.
	All to create draft document (Word doc. using ‘track change’) of our sections and circulate prior to next meeting.

Brenda to email Maryanne and ask how to edit html files and whether we should do that 

	7.0 Future meetings

	The group decided on the following dates and times for future meetings:

Aug, 23  2006
9:00 – 11:00a.m.

Sept. 13 2006     9:00 - 11:00am
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