Core Indicators for Public Health in Ontario - Reproductive Health Sub-Group Minutes
	Date:
	Monday, March 26, 2012

	Location:
	Teleconference

	Attendees: 
	Amira Ali, Jessica Deming, Nicole Findlay, Natalie Greenidge, Sherrie Kelly, Carol Paul, Mary-Anne Pietrusiak, Enayetur Raheem, Nancy Ramuscak

	Regrets:
	Hilary Caldarelli, Sandy Dupuis, Janette Bowie 

	Chair:
	Mary-Anne Pietrusiak

	Recorder:
	Natalie Greenidge


Minutes
	
	Item
	Actions

	1.0
	Welcome

Review of Agenda  
	

	2.0
	Review of Minutes:

March 1, 2012
	Minutes were accepted without amendments.

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

	3.0
	Standing Items
	

	3.1
	BORN data – PHU access, general update
	Mary-Anne attended the Locally Driven Collaborative project (LCDP) workshop on March 23, 2012. Although interest was expressed in the BORN-related project proposed, a reproductive health project evaluating on-line prenatal programs was ultimately chosen. Mary-Anne was encouraged by Ruth Sanderson to advocate for a second project. Mary-Anne is awaiting word from Paul Fleiszer on whether he has an interest in pursuing a second project since Durham Region is unable to take the lead. 
BORN PHU analyst position: Sherrie reported that talks between Paul Fleiszer and Mari Teitlebaum continue. 

BORN rollout: Sherrie reported that: 
· All 104 hospitals should be live by April 1, 2012.
· 2000+ babies are in the system; 
· 3000+ users have been registered. 
· Two midwifery groups are entering data. 
· PHUs will have access to BORN within the next 6 months. In the meantime, PHUs can request data sets from BORN with no fee associated. 
· No legacy data exists for new BORN data elements that were not in Niday.

	3.2
	Vital Statistics Update, P964 code on “Known Issues” table

	Stillbirth coding issue (i.e. increase number of stillbirths coded with ICD-10 P964) was added to known issues table. 
Mary-Anne stated that once the indicators/resources have been finalized through the external review, the known issue can be removed from the table as it will have been incorporated into relevant indicators/resource.
Carol is still awaiting feedback from Eric Everett at Statistics Canada re: 

· RHWG documents (“Vital Statistics Stillbirth”, “Vital Statistics Live Births” and “Timelines of Changes to Live Birth Registration in Ontario”). 
· RHWG’s offer to assist with the birth and death record data linkage issue.

	4.0
	New Business
	No new business

	5.0
	Work Plan
	

	5.1
	Indicators, Resources that have been revised, posted: Crude birth rate, Fertility rates, General fertility rate, TA Data Source, Congenital infections, HELPS Data Source, BORN Data Source, ISCIS Data Source, VS Stillbirth Data Source, VS Live Birth Data Source and 
Timeline of Changes in Live Birth Registration in Ontario

	Natalie reported that “Lead Authors” were included in the “Acknowledgements” section of indicators as follows:
Fertility Rates, Total Fertility Rate, Crude Birth Rate:
Amira Ali, Ottawa Public Health
Deshayne Fell, BORN Ontario
Carol Paul, Ministry of Health and Long Term Care
Mary-Anne Pietrusiak, Durham Region Health Department
Birth Weight:
Amira Ali, Ottawa Public Health

Hilary Cardarelli, University of Waterloo 

Nicole Findlay, University of Toronto, former PHO practicum student 

Lorraine Telford, formerly with PHO
Natalie added the stillbirth “Know Issue” to the VS Stillbirth Data Source resource.

Fertility Rate, TFR  indicators:

· Natalie noted that the following statement was included in the “Hospitalization Data” analysis checklist of some indicators, (i.e. CBR, Congenital Infections, Perinatal Mortality), and wondered whether to add it to the “Fertility Rates” and “Total Fertility Rate” analysis checklists:
The number of hospital births may be higher than the number of Vital Statistics births because not all births are registered. Some areas with complete registration, including home births, or who have a significant number of babies delivered outside of Ontario, may have a higher number of births recorded in Vital Statistics than through hospitalization data.
· Mary-Anne stated that this information is included in the “Vital Statistics Live Birth Data Source” resource and can be removed from indicators. 
· At present, cross references include “Population by age and sex”, “Population Growth”; “Projected Population Growth”. The group agreed that it would be useful to cross reference “Fertility Rate” to “Total Fertility Rate” and “Crude Birth Rate”. 
Amira noted some inconsistency in terminology used across indicators. In the indicator drafts, “Corresponding National Indicators” is used. Webpages cite “Corresponding Indicator(s) from Statistics Canada and CIHI”. The group confirmed that indicators that do not fall into the latter category, (e.g. PHAC indicators), will be listed under “Corresponding Indicator(s) from Other Source(s)”.
ACTION 2: Natalie will remove the above analysis checklist statement from CBR, Congenital Infections, Perinatal Mortality indicator webpages.
ACTION 3: Natalie will cross reference TFR, CBR and Fertility rates.

	5.2
	Folic acid supplementation
	Natalie reported that as a result of e-mail discussions since the last RHWG meeting, it was decided to include the following specific indicators:

· Proportion of women taking folic acid supplementation prior to pregnancy

· Proportion of women taking folic acid supplementation prior to and during pregnancy 
All other “Action” items identified for this indicator have been completed: i.e. 

i. BORN was changed to the “primary” data source; CCHS and RRFSS are listed as “Alternative Data Sources”.

ii. Table was added summarizing the BORN data element.

iii. Method of calculation for the two specific indicators was provided. 

iv. Indicator comment was revised

v. Lead authors were added to the acknowledgements table:

Jessica Deming, Region of Waterloo Public Health

Natalie Greenidge, PHO

Oren Jalon
Because BORN is the recommended primary data source, the following indicator comment was removed:

In the future, BORN may prove to be the preferred source of information on perinatal folic acid supplementation. One significant advantage of BORN is that it would provide a population source of data, compared to survey data from CCHS or RRFSS.

	5.3
	Smoking during pregnancy
	BORN is cited as the “primary” data source. However, BORN asks about the following: 

· Self-reported amount of smoking per day closest to time of infant birth (asked during Birth – Child; Postpartum – Child encounters).
· Self-reported amount of smoking per day at time of first prenatal visit (asked during Birth – Mother; Labour; Antenatal General; Antenatal Specialty encounters).
With the following response categories:

· None
· <10 
· 10 – 20 
· >20
· Amount unknown

· Unknown

Sherrie noted that the variable is different from the Niday variable that considered smoking at different stages of pregnancy (e.g. <20 weeks; ≥20 weeks), but did not quantify the amount smoked. BORN asks women if they smoked (yes/no). If yes, the amount is quantified. (Sherrie noted that such differences between Niday and BORN indicators will be documented/explained in BORN reports). 

Natalie noted that it appears that some women who did not smoke at first prenatal visit or the day closest to time of infant birth, but smoked at some point in between may be classified as non-smokers. 

Mary-Anne stated that some discussion about smoking during pregnancy occurred on APHEOlist in the past and with Deshayne at a RH subgroup meeting. She inquired about how the data elements will be derived and used in BORN reports. Sherrie stated that no BORN reports have yet been created that specifically address smoking during pregnancy, but smoking (yes/no) and amount smoked will likely be reported. 
Mary-Anne suggested that smoking during pregnancy can be captured using a derived variable. May need to examine the indicator once data are available (e.g. is the prevalence of smoking during pregnancy consistent with other data sources; similar to Niday/maternal experiences module in CCHS?). Differences between BORN and Niday “Smoking During Pregnancy” indicators should be documented in the indicator comments. 
ACTION 4: Amira and Natalie will revise the indicator. Sherrie will provide support. 

	5.4
	Documentation Report
-2010 hospitalization live births, 2008 VS live births
	ACTION 5: Natalie will continue to revise the document to reflect changes to indicators.

	5.5
	Birth weight
	Natalie reported that “Lead Authors” were included in the “Acknowledgements” section of indicator as follows:
Amira Ali, Ottawa Public Health

Hilary Cardarelli, University of Waterloo 

Nicole Findlay, University of Toronto, former PHO practicum student 

Lorraine Telford, formerly with PHO
The group approved the indicator comment drafted by Nicole re: birth weights of infants born to immigrant mothers:

Birth weight for gestational age percentile cut-offs may misclassify newborns of certain immigrant mothers. Newborns of mothers originating from non-European/Western nations tend to be smaller at birth (Ray et al, 2012). However, ethnic-specific birth weight curves are currently not available for Ontario. As a result, public health units with large immigrant populations may observe higher small for gestational age rates and lower large for gestational age rates in comparison to other public health units.
Natalie noted that the “analysis checklist” includes the following:
The first tab provides the number of births by infant weight group. Edit table to exclude live births with birth weight less than 500g by choosing Infant Weight Group not equal to 1.
The group recommended  the following:

If choosing to examine birth weights less than 500g separately, edit table to exclude live birth with birth weight less than 500g by choosing Infant Weight Group not equal to 1. 
ACTION 6: Natalie will update the webpage to include: 
i. The indicator comment drafted by Nicole

ii. Analysis checklist instructions for excluding live births <500g.

iii. Cited references 

	5.6
	Pregnancy rate
	Mary-Anne reported that the webpage has been updated. JoAnn Heale is creating predefined reports that hopefully will be ready within the next few weeks.

	5.7
	Hospitalization Data Source
	Mary-Anne reported that the webpage has been updated.

	5.8
	Perinatal mortality and stillbirth
	Natalie reported that the “Components of Fetal/Infant Mortality” chart was added to the webpage.

Mary-Anne recently came across correspondence with Deshayne re: indicator definitions found in a 2006 WHO report, including perinatal mortality ratio (i.e. PMR = (Fetal deaths + early neonatal deaths)/live births). Earlier in the revision process, the Perinatal Mortality/Stillbirth task group removed PMR as a specific indicator because a definition could not be found and it didn’t appear to be cited in research/reports. Natalie noted that “Perinatal Mortality Ratio” is not included in the 2011 WHO Compendium of Indicators. Also, specific indicators and definitions in the revised APHEO indicator are more in line with those used by the CPSS. The group agreed not to include “Perinatal Mortality Ratio” as a specific indicator.

	5.9
	Neonatal and infant mortality
	“Components of Fetal/Infant Mortality” chart was added to the webpage.

	5.10
	Age of parents
	Jessica reported that

· The following specific indicators were added:

· Average Age of Mother at Birth of First Infant

· Median Age of Mother at Birth of First Infant

· Proportion of Births of First Infant by Age of Mother

· Parity status is not included in Vital Statistics Live Birth data. A chart explaining how to calculate first birth from vital statistics live birth data has been included in the indicator. Determining parity may be different for Hospitalization data.

· Stillbirths have been removed from the “method of calculation” of “Age of Parent”. The “Stillbirth Data Source” will be included under “Data Source”, alternative 3, with the following notation: 

*It may be informative to examine stillbirths by maternal age. Due to data quality issues, it is recommended that stillbirths not be examined by paternal age. Please refer to indicator comments below.
Sherrie reported that maternal age at first live birth is a calculated field available in BORN.
ACTION 7: Natalie will update the indicator webpage.
ACTION 8: Mary-Anne will attempt to work through determining parity status for Vital Statistics Live Birth data and Hospitalization data and report back to the group.

	5.11
	Congenital anomalies indicator
	The indicator was updated and a draft circulated to the group for review prior to today’s meeting. 

Mary-Anne reported that in addition to Neural Tube Defects (NTD), the indicator now includes total Congenital Anomalies (CA), Down Syndrome (DS), Congenital Heart Defects (CHD), Oral-facial clefts (OC) and Musculoskeletal (MSK) anomalies. Indicator comments pertaining to each type of CA anomaly were added. 

Mary-Anne stated that, according to PHAC data tables (2009), MSK anomalies are most prevalent. The group agreed to include the following indicator comment:

“MSK anomalies are most prevalent congenital anomalies reported in Ontario”.
The reference will be unpublished 2009 CCASS tables from PHAC. This information is available upon request. 
Mary-Anne will also add an indicator comment to reflect that the cause of most CA is unknown.Mary-Anne stated that CCASS data are available for census categories only, which will be reflected in the geographic categories. 

Nancy noted that in obese females, prenatal screening may be less effective in detecting congenital anomalies. Therefore the link between CA and maternal obesity may reflect a lower selective abortion rate among obese women.

Jessica noted some problems with the references.
Amira noted consistent terminology for ‘total births’ is not used in the “method of calculation” section of indicators. The group agreed to cite:  total number of births (live births and stillbirths) in all applicable indicators. 
ACTION 9: Natalie will cite total number of births (live births and stillbirths) in “method of calculation” section of applicable indicators.

ACTION 10: Jessica will amend references and forward a revised draft of the indicator to Mary-Anne.

ACTION 11: Mary-Anne will add: 
i. A description of the “geographical” area.
ii. A general indicator comment about congenital anomalies – for most, the cause is unknown. 
iii. An indicator comment about maternal obesity as suggested above. 

	5.12
	CCASS Data Source
	The webpage has been updated.

	5.13
	Preterm births
	The indicator was updated and a draft circulated to the group for review prior to today’s meeting. 

Mary-Anne reported that the indicator formerly included a specific indicator for “Post-term Births” and proposes the following options:
i. Retain the indicator name “Pre-term Births”, include length of gestation under “basic categories” and add an indicator comment about post-term births 
ii. Rename the indicator “Gestational Age” and include “post-term birth” as a specific indicator.

The group agreed with option (i).
Mary-Anne reported that:
CIHI uses the following gestational age categories: 

· <28 weeks – extremely preterm

· 28-31- very preterm 
· 32-33 - moderately preterm

· 34-36 - late preterm. 

And CPSS uses the following gestational age categories:
· Preterm births <32 weeks

· Preterm births 32-36 weeks

· Preterm births <37 weeks

Sherrie stated that the level of disaggregation reported in BORN PHU reports depends on the data available for each PHU.

Mary-Anne suggested using the following gestational age categories in the indicator: 

· <32 – very pre-term

· 32-36 - moderate/late pre-term
The group agreed. 
Mary-Anne encouraged the group to contribute any related references, (e.g. articles, PHU reports), of which they are aware.
Amira recommended cross referencing “Preterm Births” to “Birth Weight” and “Multiple Births”. The group agreed.
ACTION 12: Mary-Anne will include length of gestation, (very pre-term, moderate/late pre-term, post-term as noted above), under ‘basic categories’ and add an indicator comment about post-term births.
ACTION 13: Natalie will cross reference Preterm Births, Birth Weight and Multiple Births.

	5.14
	Multiple births
	The indicator was updated and a draft circulated to the group for review prior to today’s meeting. 

Jessica added indicator comments based on literature used in her HU’s health status report (e.g. which populations are more likely to have multiple births, adverse outcomes associated with multiple gestation pregnancy, upward trends in multiple birth rates etc.).

ACTION 14: Mary-Anne will finalize the Multiple Births, Congenital Anomalies and Preterm Birth indicators and forward them to Natalie. 
ACTION 15: Natalie will update the Core Indicator webpages.

	5.15
	Next tasks, update to Work Plan

-Review of indicators and resources
	Mary-Anne stated that once indicators and resources have been posted, the external review process can begin, likely in April, 2012. Reviewers will be recruited through a general call on APHEOlist. Also, experts in the field may be approached to participate, including: 

· Jocelyn Rouleau (PHAC) reviewed CCASS Data Source resource and will be asked to review the Congenital Anomalies indicator. 

· Nicola Gilbert (PHAC): Congenital Anomalies, Preterm Births
· Sharon Bartholomew (PHAC): Congenital Anomalies

· Dr. Shoo Lee, Canadian Neonatal Network 

· Representatives from PHUs not represented on the RHWG:

· Carmen Yue, TPH. 
· Brenda Guarda, Simcoe Muskoka

· New epidemiologist starting in Peel, Family Health.

Timeline for feedback is 6-8 weeks, with extensions if necessary. 

Natalie requested that RHWG members review webpages (preferably indicators which they did not develop) prior to commencing the external review.
The group should start to consider new indicators for development once the current indicators have been finalized (e.g. maternal weight gain, maternal obesity, violence during pregnancy, healthy pregnancy, preparation for parenting, health before pregnancy etc.). 

ACTION 16: As able, RHWG members will provide names of content experts to potentially serve as external reviewers.

ACTION 17: Mary-Anne will compile a list of potential external reviewers, including their contact information.

ACTION 18: Mary-Anne will assign RHWG members to review webpages.

ACTION 19: Group members will make note of indicator gaps for future consideration.

	6.0
	Standing Items
	

	6.1
	Core Indicators Working Group Update 
	Mary-Anne and Natalie brought the issue of consistency across indicators to the last CIWG meeting and are now working on standardizing terminology. Suggestions include:

Level of Geography: 

· Geographic areas of residence: Ontario, public health unit, municipality, and smaller areas of geography based on aggregated postal code.

· CCHS – Ontario, and all 36 Public Health Units

Residual Disclosure: 

Consider aggregation of data values and/or cell suppression when dealing with small numbers to avoid risk of confidentiality breach. Aggregation (e.g., combining years, age groups, categories) should also be done when small numbers result in unstable rates. 

	7.0
	Next Meeting
	TBA. Pending feedback from external reviewers.
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