Core Indicators for Public Health in Ontario – Injury and Substance Misuse Subgroup
Minutes
	Date:
	Monday, December 12, 2011

	Location:
	Teleconference

	Attendees: 
	Christina Bradley, Badal Dhar, Pam Farmer, Suzanne Fegan, Natalie Greenidge, Jeremy Herring, Sean Marshall, Lee-Ann Nalezyty, Narhari Timilshina, Michelle Policarpio

	Regrets:
	Christina Bradley, Brenda Guarda 

	Chair:
	Suzanne Fegan

	Recorder:
	Natalie Greenidge


Minutes
	
	Item
	Actions

	1.0
	Welcome and Introductions
	Suzanne welcomed Jeremy Herring and Sean Marshall to the group. Jeremy is a chronic disease epidemiologist at PHO. Prior to arriving PHO in October, 2011, Jeremy was a senior analyst at CIHI on Health Indicators team. Sean is a geospatial analyst at PHO and has worked on injury-related research projects at St. Michael’s Hospital in Toronto in the past.

	2.0
	Review of Agenda  
	The agenda was accepted without additions. 

	3.0
	Review of Minutes:
November 3, 2011
	The minutes were accepted without amendments.
ACTION 1: Natalie will post minutes on the APHEO website.

	4.0
	New Business
	

	4.1
	Potential addition of indicators
	Suzanne stated that several additional injury indicators have been proposed: Bicycle Helmet Use; Booster Seat Use (RRFSS); Car Seat Use (RRFSS); Leading Causes of Injury; Neurotrauma. Jeremy has begun to work on Booster Seat/Car Seat Use, Cellphone use and Neurotrauma indicators. 

	4.2
	Falls Resource document
	The possibility of creating a falls resource document has been discussed informally. Natalie and Badal feel that justification for including falls throughout the lifespan has been provided through references (including OPHS) within the indicators. 

	5.0
	Business Arising
	

	5.1
	Draft of recommended ICD10-Codes
	Suzanne stated that the “All-Cause Mortality” indicator uses Becker “leading cause” groups, which are mutually exclusive groups. The injury categories suggested in hospitalizations and emergency visits are not mutually exclusive (e.g. an injury could be classified as a fall or a sport-related injury). Suzanne also noted that the “All-Cause Mortality” provides the ICD codes in a separate document rather than within the indicator, something we may want to consider for the injury indicators. Also, ICD 9 codes are provided in the “All-Cause Mortality” and “All-Cause Hospitalization” indicators.  

ACTION 2: Suzanne will add ICD 9 codes to the ICD coding document. 

	5.2
	Indicator Revisions
	

	
	5.2.1
	Fall-Related Mortality: Natalie and Badal reported that  the following changes were made to the indicator:
i. The definition was changed from “Falls-Related Mortality Among Seniors” to “Falls-Related Mortality” to reflect the OPHS to report on falls across the lifespan.

ii. Therefore, the specific indicators will include crude rate; age-specific rate; SRATE; and SMR.

iii. The OPHS section was updated.
iv. The data source citations were updated. Natalie noted that the population estimates, vital statistics and hospitalization citations provided in the APHEO Guide to Creating or Editing Core Indicator Pages document are outdated as they still refer to PHPDB instead of IntelliHEALTH. Natalie suggested copying citations from more recently updated indicators (e.g. “All-cause mortality” or “All-cause hospitalization”).
v. Analysis checklist: 
a. Jeremy stated that suppression of cell counts less than 5 is no longer a MOHLTC requirement. The group agreed that the following information included in the analysis checklist sufficiently covers the small cell size issue: “Consider aggregation of data values and/or cell suppression when dealing with small numbers to avoid risk of confidentiality breach. A new resource is currently under development to provide more detailed information on this issue. If small numbers are an issue multiple years of data may be summed in the numerator to create a more stable rate. In this case, be sure to sum an equal number of years of population data for the denominator”. Jeremy wondered about the “new resource” referred to above, whether it is a MOHLTC document and when it would be available. Natalie stated that the Core Indicators Work Group has discussed developing a resource that would provide advice on common data analysis issues faced by public health epidemiologists/analysts.
b. Jeremy suggested including disclaimer about making comparisons between ICD 10 and ICD 9, something to the effect of “Revisions to codes in the International Classification of Diseases (i.e. changes from ICD 10 – ICD 9) greatly affected the coding of hospitalization data. Care must be taken in comparisons of data based on the two different classifications” (taken from Report on Seniors’ Falls in Canada, PHAC 2005).
c. Suzanne provided a detailed “Use of IntelliHEALTH” summary in the “Injury Hospitalization” draft, which was modified by Badal for the fall-related indicators. Badal and Lee-Ann noted that the level of detail provided by Suzanne was extremely helpful, but Badal noted that only sparse IntelliHEALTH instructions were provided in other indicators. 
d. Method of calculation: equations for fall-related crude rate; age-specific rate; SRATE; and SMR were provided.
e. Basic Categories: 
i. Age groups: Badal and Natalie suggested: <1; 1-4; 5-9; 10-14;15-19; 20-44; 45-64;  65+, 65-74, 75-84, 85+, to monitor changes in fall-related injury/mortality with increasing age after 65, as well as uncover trends in paediatric falls. 
ii. Geography: The group agreed that the recommended geography will vary based on the data source. Postal Code and FSA will only be of use in for geospatial analysis. The group agreed that: “Geographic areas of residence: province (sum of municipalities or health units), public health unit, census subdivision (municipality), census division (county) and LHIN” would be acceptable.
f. Indicator comments were updated.

g. Cited references were included and old references removed.

ACTION 3: Natalie will remove “suppress numbers <5 or rates/proportions based on counts <5” from the indicators and include the basic categories agreed upon above.
ACTION 4: All groups working on indicators that include ICD codes will include a cautionary statement about comparing ICD-9 to ICD-10 in the indicator.

ACTION 5: Suzanne and Badal will modify Suzanne’s “IntelliHEALTH” instructions to apply to mortality, hospitalization and ER data. These standard scripts will be used in all applicable injury indicators.
ACTION 6: Natalie will ensure that the other standard analysis checklist/indicator comments are included in all injury indicators. 

	
	5.2.2
	Fall-Related Hospitalization: Natalie reported that changes similar to those outlined above were made to this indicator. Badal noted that hospitalization data are available by fiscal year and calendar year. Extracting data by calendar year is often problematic, as IntelliHEALTH seems to time out.  Narhari suggested that this may occur due to the size of the data set, especially when extracting data for all of Ontario. Jeremy noted that all population data in IntelliHEALTH is based on calendar year. Suzanne stated that Jo-Anne Heale will be working on predefined reports for the injury and will likely be open to creating them based on our specifications.
ACTION 7: Badal/Suzanne will discuss predefined reports with Jo-Anne.

	
	5.2.3
	Injury Hospitalization: Suzanne reported modifications made to her draft:
i. The OPHS section was streamlined.

ii. ICD-10 codes were presented in tabular form. ICD 9 codes were not included. Jeremy stated that IntelliHEALTH provides an ICD-9((ICD-10 code conversion file. 
Sean provided feedback on the ICD-10 classification document. He noted that some injury categories were missing (i.e. 1) cut/pierce; 2) natural environment; 3) struck by or against and; 4) other land transport injuries. Sean also noted that streetcars were not included in the motor vehicle codes. Suzanne explained that injury categories are not all-encompassing, but were selected based on public health significance.  The group agreed that creating a “public transportation” category to include buses (school, transit, tour); rail transport (train/subway/streetcars) may be helpful. 

iii. Suzanne and Natalie enquired about where boarding/alighting should be captured in the subcategories. Suzanne suggested using the matrix as a guide.
iv. Basic Categories: The categories suggested for the falls indicators (<1; 1-4; 5-9; 10-14;15-19; 20-44; 45-64;  65+, 65-74, 75-84, 85+) will be used. Jeremy and Badal stated that IntelliHEALTH provides the following age categories: 1) <1, 1 – 4, 5yrs to 90; 2)<65; 65+; 3) and chronic disease groupings: <1-19 yr, 20-44, 45-64, 65-74, 75+. Jeremy stated that our age group recommendations will add another step during analysis, but should not be difficult to implement.
ACTION 8: Suzanne will update the ICD table to include ICD 9 codes.

ACTION 9: Suzanne and Sean will look into creating a “public transportation” category.

ACTION 10: Natalie and Suzanne will revisit the “boarding/alighting” issue for the motor vehicle-related ICD-10 codes.

	
	5.2.4
	Car Seat/Booster Seat Use: Jeremy began to work on these indicators based on RRFSS modules, however, has run into difficulty as the survey questions are based on age of the child. Best practice guidelines differ from legislation and are both based on weight and/or height and/or age of the child. Jeremy wondered if RRFSS created the indicator based on a document that correlates children’s ages to weight/height. This may not be the case as the car/booster seat data dictionary was last revised in 2003 and car/booster seat safety recommendations have been evolving over the past few years. Suzanne suggested that the RRFSS module may be in need of updating prior to developing indicators.
ACTION 11: Jeremy will further research booster seat/car seat safety standards (possibly contact Safe Kids Canada, MTO).

ACTION 12: Jeremy and Suzanne will investigate how age groups align with weight/height standards.

	
	5.2.5
	Cellphone Use While Driving: Jeremy continued the work initiated by injury subgroup members earlier this year.
i. Indicator Description: Jeremy stated that the item: “The proportion of motor vehicle drivers, 18+ years, who use hands-free mode “every time” when talking on the cell phone while driving” does not appear on the draft of the questionnaire that he has. (The questionnaire may not be the most current. Natalie obtained the draft questionnaire from a RRFSS steering committee member since it is not available on the RRFSS website). Jeremy also asked whether our aim is to monitor adherence to best practice or compliance with regulations, since use of hands-free phones while driving is still a distractor.
ii. Specific Indicator: RRFSS and CCHS will capture drivers 18+ and 16+ respectively.

iii. Basic categories: 
a. Age: Jeremy recommended < 20, 20-44, 45-64, 65+.

b. Geography: CCHS - 36 Public Health Units in Ontario and 14 Local Health Integration

iv. Definitions: Jeremy was unsure if definitions are required for this indicator

	
	5.2.6
	Neurotrauma Hospitalization: Jeremy presented a draft of the newly created neurotrauma indicator.
i. The specific indicator includes crude rate; age-specific rates; SRATE; SIR for:

a. All neurotrauma (SCI, TBI)
b. SCI

c. TBI

Jeremy noted that SCI is a rare event and tracking it separately may not be meaningful for many health units.

ii. ICD Code groupings were obtained from an unpublished document created by the Ontario Neurotrauma Foundation. Jeremy stated that he was unsure how to cite this reference. Natalie suggested that we use the Vancouver method for citations. 
iii. Basic Categories:

a. Age: Jeremy suggested the IntelliHEALTH chronic disease groupings: <20, 20-44, 45-64, 65+. However, the group suggested using the groupings recommended above (i.e. <1; 1-4; 5-9; 10-14;15-19; 20-44; 45-64;  65+, 65-74, 75-84, 85+) for consistency across indicators.
b. Geography: province (sum of municipalities or health units), public health unit, census subdivision (municipality), census division (county) and LHIN” would be acceptable.
ACTION 13: Jeremy will update the data source citations.

ACTION 14: Task groups will use the Vancouver method to cite indicator references. 

	
	5.2.6
	Indicators not reviewed today: Pam requested additional assistance completing the MVTC injuries/Alcohol-Related Injury and mortality from MVTC/Seat Belt Use indicators. Sean noted that data available through the MTO may not be useful for these indicators. Suzanne noted that there is Trauma registry data from each hospital data – but unsure how feasible it would be to include that as a data source as this might vary according to each health unit. Sean agreed to join this task group and Nahari agreed to take the lead. 

ACTION 15: Sean and Suzanne will investigate data availability for these indicators.

ACTION 16: The above indicators and the Adolescent Drug Use/Suicide indicators will be revised and distributed to the group for review prior to our next meeting.

	6.0
	Next Meetings
	January 5, 2012 at 1:30
January 24, 2012 at 1:30
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