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1.0 Minutes of September 11, 2006: approved 

2.0 Review agenda: Agenda approved
· Mary-Anne introduced new sub-group member Asma Razzaq from ICES. Asma is working on a women’s health report and there is some overlap between the Core Indicators and some of the indicators they are examining for the report, so it was a good fit to have her join the sub-group. Welcome Asma.
3.0 Completed Presentations

3.1
Mary-Anne presented on behalf of the sub-group at the APHEO conference on October 16, 2006. The presentation focused on calculating teen pregnancy rate and included information about the TA query. The presentation was well-received.

3.2
Sherri presented to the Ontario Health Data Users Group on November 3, 2006. Her presentation focused on different methods of identifying maternal records in the hospitalization data. There was a lot of good discussion and Toronto Public Health responded that they had similar findings. Bill Reid suggested that Sherri document the difficulties she has had in identifying maternal records, including the maternal-newborn linking variable, so that he can forward the information to CIHI. Sherri will try to complete this before Bill’s retirement March 31.
4.0 Outstanding items:

4.1 Therapeutic Abortions
· This item was discussed first in the meeting to accommodate guests joining the teleconference. Carol had sent around a brief issue paper discussing the problems with the TA query. Basically, the “other clinics” category that is created by the query is thought to be incorrect and reflect data quality issues. Official sources claim it is not possible for abortions to be performed in any location other than hospital or abortion clinics specified by Independent Health Facilities (IHF). This suggests that the “other clinic” cases are hospital or IHF clinic cases that are not being properly assigned/matched to the correct category. The query produces different results from in-house data which are difficult to explain and which are inconsistent with official numbers given to Statistics Canada.

· Although the query is doing some double-counting, there are some TAs that are being still being missed, namely those where the patient pays a fee directly to the physician.

· Ian Taylor and Terry Stevens have tried different methods but have been unable to reconcile the clinic numbers from the query to match Terry’s numbers which have been reconciled with IHP clinic counts. The number of hospital TAs do match.
· Since the main difficulty is determining where the TA actually occurred (hospital, clinic), Karey mentioned that ICES will be receiving a new attribute on the OHIP file that may be useful: the service locator indicator (SLI). 
· ACTION: Karey will investigate when the SLI will be available and whether it will help clarify this issue. Karey will also look at the Corporate Provider Database to see if it can provide useful information.
· After considerable discussion, it was decided that the TA data issue will be handled in two phases: 
· Phase 1: Obtain data (probably through HELPS), that is comparable with what Terry generates.

· Phase 2: Long-term work to improve the data and modify the query so that will provide the data we need.
· In terms of Phase 1, Elizabeth reported that the Ministry of Health Promotion has finally been designated as a data custodian. The legal advice they have received indicates that they do not have to have public health units sign data agreements, they can just provide them with the data. Once the covering documentation has been changed and approved, Elizabeth and Chee will be able to send out the 2003/04 TA data to the health units through HELPS.
· ACTION: As part of phase 2, Mary-Anne will e-mail Terry Stevens to see whether it is worthwhile to plan a meeting with the various interested parties for discussion and resolution of this issue.
4.2 Spontaneous abortions
· More appropriately termed “other fetal losses”.

· The original pregnancy rate indicator did not include spontaneous abortions, but it was thought that it is appropriate to include when counting pregnancies, especially since data from NACRS is now available to give a more accurate count than just hospital in-patient data.

· Sherri has been working on this analysis. There is a specific code for spontaneous abortions but we are expanding this to include others such as ectopic pregnancies. The counts will be confined to in-patient hospital and NACRS databases, and not include medical claims like the TAs do. It is nevertheless fairly complex to remove duplicate records. As a result, Sherri has contacted Peter Andru to see whether another super query can be developed. He is agreeable as long as there is a group, such as the Core Indicators sub-group or work group, which can provide information (through the web site primarily) about how to use and interpret the information. They handle only the technical side of the issue. We will need to fill out a data request form for the work to be completed, but this does not seem to be a problem.
· ACTION: Sherri will document the codes that make sense to include and distribute for comment. Once people have had a chance to review the information, she will fill out a form for the super query to be created.

4.3 Identifying maternal records 
· As indicated at the last meeting, Sherri’s analysis showed that CMG codes seem to be the best way of identifying maternal records since they are consistent over the longest time.

· Asma reinforced this concept from their work on the women’s health report at ICES, but also said that patient service “51” is a good match for more recent years and is an easy code to pull. 
· ACTION: Asma will forward spreadsheet comparison and list of codes they are using to the sub-group.

· Sarah reinforced that home birth information is available from the Midwifery Database as of April 2003, and that counts of home births are available from 1994-2002.
4.4 Stillbirths – discussion deferred until Amira is back
4.5 Neural tube defects

· ICD-10 codes are available for us to pull NTD information from the PHPDB.

· Mary-Anne has contacted the Fetal Alert Network. Mary Agnes Beduc is no longer with FAN, but Mary-Anne has another contact – Hazel Pleasant. As well, Sarah will forward contact information for Peter Kim from FAN. The data as it currently stands may not be good for generating health unit rates; more information about the data is needed.
· Mary-Anne informed the group that she will be part of a new working group, Surveillance Partnerships, from the Canadian Congenital Anomalies Surveillance Network. She is hoping that this will help create an Ontario congenital anomalies surveillance system by bringing together the components that are already in existence, namely Niday, FAN, maternal serum screening database, and others. Mary-Anne is interested to participate to ensure that public health is at the table and will eventually have access to the data.
4.6 Coroner data – no information yet forthcoming from coroner’s office.

4.7 Smoking during pregnancy

· This new indicator, which will replace substance use during pregnancy, would use Niday data. There is no relevant information from hospital data.
· Mary-Anne emailed Barb Chapman (GTA Niday) to find out how good the smoking information is on Niday. Barb reported that smoking data capture is improving (see sample below). For the first half of fiscal 2006, there is just over 10% invalid data. With the database having voluntary participation, complete data capture is not enforceable, especially since hospitals are entering the data with resources from their global budget. No funding is supporting this work at the point of data entry. Non-compliant hospitals can be excluded from any analysis. Niday seems to be a good source of data for smoking during pregnancy. The hospitals that are non-compliant are improving. Amira confirmed Barb’s observations when she looked at Ottawa data.
[image: image1.jpg]Entire Province
Smoking # Pregnancies % Pregnancies _ Valid %
Triknown 4,296.17 600%  D.00%
<= 20 weeks 1,137.00 159%  177%
> 20 weeks 602 097%  108%
<=20 and >20 wesks 5,561.00 7.77%  B.68%
No smoking 56,700.64 79.24%  83.47%

Not Entered 3,171.00 4.43%  0.00%




5.0 Draft recommendations
· Mary-Anne will revise the recommendations paper that is going forward to the Core Indicators Work Group. This paper will be a good summary of all the major decisions and rationale behind them.
6.0 Work to be done

· Indicators and sections were allocated as follows:

· Crude birth rate – Sherri

· Fertility rates – Sherri

· Total fertility rate – Sherri

· Pregnancy rate – Sherri

· Stillbirths piece for relevant indicators – Amira

· Niday piece for relevant indicators – Amira

· Preterm births – To be determined

· Multiple births – To be determined
· Birth weights – To be determined
· Neural tube defects – Mary-Anne
· Congenital infections – only need to include information about denominator since rest of indicator covered by Infectious Diseases Sub-Group
· Perinatal mortality – Graham and Karey
· Neonatal and infant mortality – Graham and Karey
· Mother’s age – Sherri

· Folic acid supplementation – Mary-Anne

· Smoking during pregnancy – Amira
7.0 Next Teleconference: January 26, 2007, 9:30-11:30, Rescheduled to February 5, 2007.
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