Reproductive Health Indicators Sub-Group (of Core Indicators Work Group)
May 9, 2006 Teleconference

10-noon

Present:  
Graham Woodward, Cancer Care Ontario

Mary-Anne Pietrusiak, Durham Region Health Department

Carol Paul, Ministry of Health and Long-Term Care

Elizabeth Rael, Ministry of Health Promotion

Ruth Croxford, Institute for Clinical Evaluative Sciences

Sara Knox, Ministry of Health and Long-Term Care

Amira Ali, Ottawa Public Health

Rosita Liu, Ministry of Health and Long-Term Care

Introduction
Graham began the meeting by discussing the purpose of the group, which is to review and revise the Reproductive Health section of the Core Indicators in Public Health in Ontario. Currently vital statistics, through the Ontario Registrar General, is the authoritative source of birth data. Given the numerous problems with these data, this group will investigate the issues and recommend how to address some of the problems. The result may be that hospitalization data or other sources will become the main data source for reproductive health data in the Core Indicators.  

Although Graham has moved to CCO, he is hoping to remain connected with this work because many of the same issues exist for mortality data. It was also pointed out that fertility is an important outcome for cancer treatment so it is important that these issues be resolved.
Each member discussed their connection to this project:
Elizabeth & Chee  –  Reproductive Health mandatory program
Amira – uses Niday database extensively, focus of thesis
Carol – receives ORG data in the Ministry
Rosita – works with DAD and NACRS data
Sara Knox – holder of midwifery database, also connected with PPPESO, Niday morphing into provincial system
Ruth – is working with therapeutic abortion data at ICES and is coming across a number of issues

Graham – long history with ORG; recently Adalsteinn Brown, ADM of Health Strategy Division, wanted to use teen pregnancy rate as part of the Health System Scorecard but data quality and timeliness was an issue. The Ministry was willing to follow what health units recommended, specifically the Core Indicators.
Review of Reproductive Health Indicators

The web site list of indicators switched to an alphabetical order rather than the logical order that was originally developed. 
ACTION:  Mary-Anne will investigate why this happened and whether it can be changed.

Repro Indicators:
1. Crude birth rate
2. Fertility rates
3. Total fertility rate
4. Therapeutic abortions
5. Pregnancy rate (M), (NI)
6. Preterm births
7. Multiple births
8. Birth weights (M), (NI), (DM), (PIRC)
9. Neural tube defects (M), (DM)
10. Congenital infections (DM)
11. Perinatal mortality (NI)
12. Neonatal and infant mortality (NI), (PIRC)
13. Age of parent at infant’s birth
14. Folic acid supplementation (DM)
15. Substance use during pregnancy (DM)
(M) = Indicator for objectives from the Mandatory Health Programs and Services Guidelines

(NI) = National Indicator as part of Statistics Canada and CIHI initiative

(DM) = Indicator for the draft Mandatory programs of January 2003

(PIRC) = Indicator for the federal/provincial Comparative Health Indicators, referred to as PIRC in Ontario

The group began going through the indicators in the above order.
1.  Crude Birth Rate
· Consider replacing vital stats live birth data with hospitalization data (DAD) & supplement with midwifery data to capture home births.
· The alternative database would be Niday. Niday is not complete enough provincially for it to be designated as the prime data source. Amira responded that in Eastern Ontario, Niday includes all hosp births and 99% of home births. 
· Rosita ran ORG versus DAD by PHU for 2001 and 2002.  DAD has about 3,000 more live births than ORG.  We know some births are not being registered in ORG.    

· Comment from Graham:  we could get numbers from Manitoba about what Ontario mothers’ births are born in hospitals in Manitoba. This is relevant for northern health units, but number is not too big.
· Comment from Amira: Some women in Ottawa give birth in Quebec. She can see if she can find a contact for births in Ontario. 
· From the DAD, babies can be identified from the newborn entry code. Home births are attended only by midwifes (physicians do not attend home births) and should all be captured in the midwifery database. What about births that occur in emergency departments or ambulances, taxis, etc? These would be small in number but it would be good to understand how they are captured – transfers? By the hospital where the baby is admitted? (do they still have a newborn code?) Some data sources may capture where the baby comes out, others where the placenta is removed. Capturing deliveries in transit differs by hospital. We need to know what codes are appropriate.
ACTIONS: 

· Rosita will update the ORG vs DAD tables by PHU with the new 2003 data and send all of this to the group. 

· Rosita will investigate NACRS and the hospital transfer issue in the DAD for those births that occur outside hospital.

· Sarah will obtain data from the Midwifery Database and also from Niday. Since the Toronto GTA Niday only started in 2003, the data does not go back far enough for a good comparison with ORG and DAD, except in some areas like the East. There are gaps around the province, especially in the north. Sarah will see what she can get provincially by PHU. This data will be more recent.

2 & 3.  Fertility rates & total fertility rates
· Mother’s age is needed for these indicators

· General fertility rate used to be for 15-44 years, is now extended to 15-49. Age-specific rates can go according to what is needed.

· The Case Mix Group was used to identify mothers’ records, so that age could be determined. (Note in indicators: CMG not recommended for these specific indicators because live births and stillbirths could not be differentiated; these indicators use live births only).

· Now have the capability to pull newborn records and tack on mother’s age through the linking variable. Rosita calculated the linkage rate - it  was about 95-96% in 2004/05, only 80% in 2003/04, and became available only in 2002/03.  We need to document this.

· The linkage rate probably varies geographically, and by hospital.

· The midwifery database has mother’s age back to 2003.

ACTION: 

· Rosita will send out linkage rate by year, by PHU.
· Sarah will pull midwifery data by 5 year age group.
4. Therapeutic abortions

· Clinics stopped submitting data to the Ministry. Ministry moved to another system, based on DAD. 2003 is the most recent year of data that health units have.

· Ruth commented that ICES is using OHIP TA data but that there are major limitations – don’t know about complications, how the abortion was performed, and gestational age. ICES is interested in long-term complications but they don’t have clinic data & hospital records.  
· Terry Stevens’ group is responsible for combining information to create the TA data – need to look through documentation to see what is included – do not think NACRS is included, but old DAD would have picked up same day surgery.  Need to clarify how this is being done now.

· Medical abortions are not included, but an e-mail to Mary-Anne from Nancy Peroff in Public Health Division explains that medical abortions are not common, may take several days, are unpredictable, and more often take place in developing countries where they don’t have resources. So this is not likely relevant here.

· Emergency contraceptive pill (ECP) prevents implantation so it’s not considered an abortion or a medical abortion.
ACTION:

· Carol will check with Terry about documentation on TA data. Carol will ask Terry for description of how abortions were calculated over time.

5. Pregnancy rate
· Pregnancy rate use live births, stillbirths and TAs. Live birth and TA data referred to above.
· Spontaneous abortions (SAs) are currently not included as part of the indicator, but NACRS has a lot as part of their day procedures. DAD captured very few spontaneous abortions over time and they have been continuously decreasing because women are treated at walk-in clinics or by their doctor, etc. 

· By including spontaneous abortions, the pregnancy rate would be higher.

· Sarah explained that women may go to the emergency department for a SA and be asked to come back the next day for an ultrasound (captured through day procedures) and then asked to come back again for a D&C. So we need to avoid double or triple counting.  

· Another point of discussion was the sensitive nature of the SA data and how it might be used separately in relation to environmental contamination or inadequate access to prenatal care. 

ACTION:  Rosita will run some spontaneous abortion data so we can assess this better to determine if it should be part of the pregnancy rate. To take a preliminary look, start with total and for teens 15-19.  
· The other component of pregnancy rate is stillbirths. Previously, stillbirth events were not mandatory in DAD & NACRS. Need to document when the stillbirth data became mandatory – 2003/04?.

· Even ORG data has lots of problems, particularly with 2003 which may not be comparable to earlier years. ORG did not enter 2003 data so it was entered by Statscan. Statscan went back to original forms. It seems that the ORG used to make an assessment, decide whether it really was a stillbirth or not using gestational age or other information. Statscan just entered the forms. As a result there were over 900 stillbirths in 2003, compared to about 820 in previous years.
· Niday stillbirth data is pretty complete for Eastern Ontario. They also have gestational ages. Niday is probably the gold standard.
· Midwife data includes home stillbirths.

· Need to reference the legislated definition of stillbirth.

· There are often inconsistencies in defining whether it is a stillbirth or live birth when it is close to 20 weeks – maternal benefits, cultural practices, etc all play a role.
ACTION: 

· Amira & Sarah will provide Niday stillbirth data for Eastern Ontario (Amira) and whatever other geographical areas (Sarah) they can get.  
· Elizabeth will find the legislated definition of stillbirth. Done – see below. 

Elizabeth’s Post-meeting note:  
Still-birth: " “still-birth” means the complete expulsion or extraction from its mother of a product of conception either after the twentieth week of pregnancy or after the product of conception has attained the weight of 500 grams or more, and where after such expulsion or extraction there is no breathing, beating of the heart, pulsation of the umbilical cord or movement of voluntary muscle. (“mortinaissance”) R.S.O. 1990, c. V.4, s. 1; 1998, c. 18, Sched. E, s. 290; 2001, c. 9, Sched. D, s. 13; 2002, c. 17, Sched. F, Table."

This definition is from the Vital Statistics Act, R.S.O. 1990, Chapter V.4. Definitions. Section 1. 

 http://www.e-laws.gov.on.ca/DBLaws/Statutes/English/90v04_e.htm, accessed 2006 May 6.
6.  Preterm births   
· ORG is not very accurate for gestational age.  Gestational age is now included in the DAD, not sure when this happened – need to document.

· Niday has gestational age. 
· Consider birthweight as part of the definition.

ACTION:  
· Rosita can run gestational age from DAD, including the 2003 data.
· Amira can run for Niday.

7.  Multiple births

· Multiple births requires the linkage between the maternal and newborn record since there is no indicator of type of birth on babies record – confirm. 
ACTION:
· Rosita will run info on multiple births.

8.  Birthweight
· Birthweight has been in the DAD for a long time and now birthweight categories have been included on PHPDB.  It is more difficult for sub-analysis to be done by multiple birth and gestation.

· Midwives care for initially low risk women but if risk status changes over time, this is assessed on a case by case basis. Most midwife births are normal weight babies but there are some low birth weight babies.  

· Consider whether we need to add a small-for-gestational-age indicator.

ACTION:
· Rosita will run birthweight info from the DAD for 2001, 2002 and 2003.
· Sarah will look at midwifery data.

Other Discussion
· Given that we have many different data sources, covering different time periods and geographical areas, we may do some large tables, filling in and comparing across the different data sources where we can.

· Invite Wil Ng to be a part of the group – Mary-Anne will contact Wil.
Next meeting:  

ACTION: Elizabeth will arrange room & teleconference option at 393 University Av, Thursday June 22, 9:30 – noon but book room till 2 pm. 
Note: Meeting changed to June 21 due to cancellation of a RRFSS meeting.
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