Reproductive Health Indicators Sub-Group (of Core Indicators Work Group)
June 22, 2006 Meeting - Minutes
9:30-noon

Present:  
Graham Woodward, Cancer Care Ontario

Mary-Anne Pietrusiak, Durham Region Health Department (teleconference)
Sherri Deamond, Durham Region Health Department

Carol Paul, Ministry of Health and Long-Term Care

Chee Wong, Ministry of Health Promotion

Sara Knox, Ministry of Health and Long-Term Care

Amira Ali, Ottawa Public Health (teleconference)
Rosita Liu, Ministry of Health and Long-Term Care

Emily Karas, Ministry of Health and Long-Term Care
Kirsten Rolenstaad, Ministry of Health and Long-Term Care
Regrets:

Ruth Croxford, Institute for Clinical Evaluative Sciences

Karey Iron, Institute for Clinical Evaluative Sciences
1.0 Introductions

2.0 Minutes of May 9, 2006 – minutes were approved with no changes
3.0 Overview
· The group is to come up with recommendations over the summer which will go to the Core Indicators Work Group in September. Once the recommendations are approved, we can edit the indicators in the fall. If there is something that we need approval on beforehand, we can have that done through e-mail if necessary.
· The APHEO conference in October is accepting abstracts until August 18. It would be good if the sub-group could submit an abstract and present the recommendations at the APHEO conference.
· Many thanks to Rosita for doing up the many tables comparing the DAD and Vital Statistics.
· Sara was not able to produce tables for Niday and the midwifery database because of tight timelines to get the provincial Niday report completed. As well, it will take a fair bit of work to pull some of the data from the midwifery database because it is based on fiscal year rather than calendar year. Once the work has been done by health unit and calendar year, it will be easier to pull subsequently.
· Amira had pulled some data for Ottawa but found a problem with the more recent years for stillbirths. She has contacted Jim Bottomley to find out why there is an undercount in Niday.
4.0 Live births
· The recommendation will be to use the DAD for live birth counts. Provincially, the DAD has about 3,000 more births per year than Vital Stats, highlighting the problem of under-registration of births. Currently, data are available from the DAD for 1997-2004 calendar years (2005 should be available fairly soon).
· The DAD can be augmented with data on home births from the midwifery database. Home births represent 1-2% of total births and about 25% of midwife births. Since midwifery data did not become available until April 2003, it cannot be used for historical trends.
· As Niday is expanded to encompass the whole province, it will likely become the primary source of data. Currently about 94% of births are captured in Niday. The areas not covered are those around Hamilton and in the north. Health units would need access to provincial data. There has been discussion in the Niday group about including this in the near future.
5.0 Stillbirths

· Identified in the DAD as entry code S.
· It was not mandatory for hospitals to enter stillbirths before 2003, so the data are not as complete before that time.

· There is concern that Vital Statistics may undercount stillbirths because it is not registered unless the parent form is completed along with the physician forms. There is not a lot of incentive for parents to register the stillbirth and it may be difficult for them emotionally to do so.

· Recommendation may be to use the DAD, but we need to investigate a bit more since some health units showed more discrepancy between the two data sources. 
ACTION:

Amira will look into Ottawa, which reported 51 stillbirths in VS in 2003 and 45 in the DAD. She will also investigate Middlesex-London which had 29 reported in VS and 56 in the DAD.

6.0 Linkage between maternal/newborn records
· Rosita pulled all newborn records in 2003 and 2004, and used the linkage attribute to try to find the mother’s record. In 2003, the linkage rate was 83.7% for Ontario and 92.7% in 2004. While there seems to be a lot of improvement, the linkage rate varied quite a bit by health unit. In 2004, it was only 28% in Porcupine, 40% in Perth, 46% in Huron, 60% in Leeds, Grenville, Lanark, and 75% in Grey-Bruce. Until the linkage rate improves and is more consistent, we cannot recommend that all health units use this method.

· This was quite disappointing to the group because this is the main way to get maternal age and link it to the birth. This is needed for calculating teen pregnancy rate or to examine birthweight and other variables by mother’s age.
· The current indicators have CMG codes listed to identify women that have given birth in hospital, although Mary-Anne has had feedback from Chris Altmayer and JoAnn Heale that the codes are incomplete and should include code 600. This method may remain feasible, or ICD-10 may have something on the maternal record that easily identifies that she gave birth.

ACTION:

Sherri will contact Chris and JoAnn to investigate whether we can pull this information out in some other way.

7.0 Birth Weight
· The DAD identified a larger number of low birth weight babies than VS. This is consistent with the work Graham did before which found that certain groups were less likely to register their births.
· However, it would be useful to know how many unknowns / missing there are in each data source

· With the linkage variable not working optimally, we will not be able to look at birth weight by mother’s age if we recommend using the DAD.

ACTION:

Rosita will run unknown / missing for birth weight by health unit (including 
weight =0)
8.0 Pre-term Births
· Similar issues with pre-term births as with low birth weight.

· Gestation is now part of the baby’s record since conversion to ICD-10.

ACTION:

Rosita will run unknown / missing for gestation by health unit (including 

gestation =0)

9.0 Spontaneous Abortions (Miscarriages)

· Rosita had run spontaneous abortion counts for the DAD and NACRS, using ICD-10 starting with “O03”. This code is from the Core Indicators website, but we need to verify it.

· It is recommended that spontaneous abortion be included in the pregnancy indicator, using the data source NACRS only, since those admitted to hospital would first go through the emergency department, or have a day procedure. 

· This would still not capture all spontaneous abortions since some women would be treated in walk-in clinics, not require treatment, or may not know they are pregnant.

10.0 Therapeutic Abortions

· Carol had sent out documentation called “Induced (Therapeutic) Abortions in Ontario” which explains how Terry Stevens and her group creates the TA data using OHIP billing data and hospitalization data.
· Chee has got the 2004 data and created the HELPS files but cannot send them out to the health units because of issues around Ministry of Health Promotion not being designated data custodians. Access to the data was obtained through the fact that Public Health Division is part of both MOHLTC and MHP. Kirsten may be able to help with the distribution.

· In the past, Chee ran a program on clinic data to remove duplicates. He did not have to do that this year because of how Terry created the data files.

· Ideally, it would be best to access the TA data through the PHPDB since that would allow analysis below the health unit level. However, coding of the hospitalization data is quite complex and would be prone to error if you have many health units trying to create the query.
· Doug Ramsay is creating a portal with standard reports. This might be a good place to allow access, although health units do not yet have access to the portal. Alternatively, a query could be created that could be available on the Core Indicators site or elsewhere, which health units could then run.

ACTION:

Mary-Anne will e-mail Peter Andru to explore whether such a query could be created and how health units would access it.
11.0 Neural tube defects indicator
· This indicator uses the Canadian Congenital Anomalies Surveillance System, but the most recent data the Public Health Agency of Canada has is 2000. They are having difficulty getting access to the data from CIHI.
· Another alternative is to generate rates ourselves using the DAD. This was a focus of a practicum project of Farah Ramji at Durham. She was having trouble getting PHAC’s Access program to work. Since she was going to Ottawa for a meeting, she was hoping to meet with Jocelyn Rouleau and resolve the problem.

ACTION:

Mary-Anne will contact Farah to find out if it is feasible for us to generate our own estimates from the DAD.
12.0 Congenital infections

· This indicator uses data from RDIS. We will ask the Infectious Disease Sub-Group to take a look at this indicator and update the iPHIS information.
13.0 Perinatal mortality

· We have already covered stillbirths. Perinatal mortality also considers child deaths in the first week of life, ie. < 7 days. The current source of this data is Vital Statistics mortality data.
· The DAD would probably include almost all of these deaths since they are early enough that they would likely occur in hospital.
ACTION:

Rosita to run a comparison of VS mortality and DAD by health unit for deaths in the <7 days.
14.0 Neonatal and infant mortality

· Neonatal deaths are those <28 days and infant deaths those <365 days. The DAD may not capture as many of the infant deaths because SIDS deaths are typically not admitted to hospital. 
· Graham reported that work at ICES comparing the Registered Persons Database (RPDB) and VS found that about 40-50% of infant deaths in RPDB were not recorded in VS. He could not explain this. Karey Iron may be able to shed more light on this work.

· One potential source of data would be Coroner Data. It is likely that most infant deaths would be investigated by the Coroner, particularly SIDS and injury deaths.

ACTION:

Kirsten will contact Bart Harvey, who is working as a coroner, to see if this data would be available to public health and how complete it would be.

15.0 Age of parent at infant’s birth
· Same issues as mother’s age and pregnancy rate. To be investigated by Sherri.

16.0 Folic acid supplementation
· This indicator uses CCHS and RRFSS data. It may not require much modification.

ACTION:

Mary-Anne will review the indicator and see what is needed to update the information.

Next meetings, by teleconference:
July 18, 9:30-12:00
August 22, 9:30-12:00

Mary-Anne will contact Vijay to arrange the teleconference line.
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