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TRENDS IN ADOLESCENT
PREGNANCY IN ONTARIO, 1981-
1997

Introduction

Adolescent pregnancy isacomplexissue, involving physical,
psycho-social and financial factors. An increased risk of
adverse reproductive outcomes in teen pregnancy (e.g.,
including low birth weight and preterm births), independent
of socioeconomic status, has been well documented in the
literature. 2 Healthriskstoteenmothers, such aspoor weight
gain and pregnancy induced hypertension have also been
reported. * Psycho-social issues related to alack of support
systems, readinessfor parenting and loss of educational and/
or employment opportunities* have both short and long term
implications on the health and well-being of children bornto
teen mothers. Inaddition, thefinancial ramifications of teen
motherhood, including coststo the health care system, define
teen pregnancy as an important public health issue.

Despitereductionsin national and provincial teen pregnancy
rates over the last twenty- five years, this issue remains a
challenge for the public health sector. In Ontario, agoal to
reduce the teen pregnancy rate to 40 per 1,000 population by
2005 was established in late 1997, as part of the provincially
mandated sexual health program. ® Theon-going examination



of trendsin provincial teen pregnancy ratesistherefore
necessary to assess progress towards achieving this
goal. Thisinformation may also assistinevaluating the
impact of adolescent pregnancy prevention programs
implementedthroughlocal publicheathunits,inaddition
to directing the planning of on-going and future
preventive programs as well as resource and fund
alocation.

The objective of the present report was to examine
trendsin provincial teen pregnancy rates from 1981 to
1997, and to discuss potential contributory factors. For
the purposes of this report, definitions of terms® have
beenincluded in Table 1.

Data sources

Informationregardinglivebirths, stillbirthsand abortions
among females aged 15 - 19 years was obtained from
numerous sources. The number of teen live births and
stillbirthswasobtainedfromtheHealth Planning System
(HELPS) databaseof thePublic Health Branch, Ministry
of Health and Long-Term Care (MOHLTC). ” Priorto
1992, information regarding al hospital therapeutic
abortionsin Canadaand the United Stateswascol | ected
nationally by StatisticsCanadaasameansof monitoring
abortion law and national trends in service utilization.
Although the reporting of abortion datafrom hospitals
isvoluntary, these data are considered to be relatively
complete. Followingtheimplementation of freestanding
clinicsin Ontario in 1992, clinic therapeutic abortion
databecameavail able, and wereprovidedtotheFinance
and I nformation M anagement Branch of theMOHLTC.
Thereportingof clinicabortionsisrequiredasacondition
of licensing, therefore this data sourceisassumed to be
complete. In 1995, the abortion data collection
responsibilitiesweretransferred from StatisticsCanada
to the Canadian I nstitute of Health Information (CIHI).
Thesedataaresuppliedto CIHI by provincial/territorial
ministriesand privateclinicsin Canadaand statesinthe
USA. 1n 1998, abortion datawere sent directly to CIHI
from hospitals, and was then provided to provincial/
territorial ministries. Population estimateswereobtained
from Stati sticsCanada, and provided throughthe HEL PS
database.

Data Limitations

Numerouslimitationswithinthedatasourcesused must
be acknowledged. Inregard to live birth data, arecent
investigation reveal ed that anumber of livebirthswere
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under-reported in the provincia vital statistics data
base between 1991 and 1997.2 The number of
unregistered births among females under 20 years of
agewasdisproportionately higher thaninwomen aged
20 years and older, having direct implications on the
statisticsincludedinthepresent report. Withrespect to
stillbirths, data quality concerns were identified with
1991 statistics®, but werenot reflected in teen stillbirth
data(likely duetothesmall number of eventsinteens).
Therefore, these figures were included in the present
report. In addition, there is a small potential for
stillbirthsto be coded as abortions as the cause of fetal

Table 1. Definitions

» Teen pregnancy: total number of live births,
therapeutic abortions and stillbirths to females
aged 15-19 (calculated at the end of pregnancy)

» Teen pregnancy rate: the number of live births,
stillbirths and therapeutic abortions to women
aged 15-19 per population women aged 15 - 19
inayear®

* Teen fertility rate: the number of live births to
women aged 15-19 relative to the number of
women aged 15-19 in ayear®

* Therapeutic abortion: induced abortion
(termination of pregnancy)

» Teen abortion rate: the number of therapeutic
abortions (TAS) in hospital and clinic to women
aged 15-19 relative to the number of women
aged 15-19 in ayear®

 Teen abortion ratio: the number of abortionsto
women aged 15 - 19 per number of live birthsto
women aged 15- 19°

« Still birth: product of conception weighing 500
gramsor more or of 20 or more weeks gestation
which, after being completely delivered shows
no signs of life?

» Teen tillbirth rate: the number of stillbirths per
stillbirths and live births to women aged 15-19
per year®
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Source: Provincia Health Indicators Working Group.
Provincial Health Indicators. Available online:
www.cehip.org/apheo.
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death, having implications on data accuracy. With
respect to therapeutic abortions, quality issues have
againbeenidentifiedwiththecurrently available (1996,
1997) data. Discussions are in progress within the
MOHLTC to resolve these issues. The number of
abortions performed in clinics became available only
after 1992, thereforethenumber of pregnanciesbetween
1981 and 1991 have been under-counted. Further, due
toconfidentiality restrictions, abortiondataareprovided
to the Public Health Branch in semi-aggregate form,
[imiting the ability to which they may be manipulated
andanalyzed. Therefore, it wasnot possibletoexamine
the numbers/rates of hospital vs. clinic abortion
proceduresinthepresent report. It shouldalsobenoted
that dataregarding therapeutic abortions pertain to the
calendar year in which the abortion occurred, rather
thantheyear of conception. Similarly, theteen pregnancy
rate reflects the age at the end vs. the beginning of
pregnancy, thereforemost womenwho wereaged 19 at
conception would be excluded from present data.
Statistics on Ontario residents who give birth out-of-
province (including stillbirths) are not maintained
provincialy, and were therefore not available for the
present analysis. Theexclusion of thenumber of out of
province abortions is also noteworthy. Although the
number of abortions obtained in the United States by
Ontario residents has likely decreased, particularly
after the implementation of free-standing clinics in
1992, accessto abortion serviceshasremained anissue
in certain provincial regions (i.e., Northern Ontario).
Finally, thereis a paucity of provincial datarelated to
trends in teen sexua behaviour and contraceptive
practices, as well as evaluative research related to
preventive programs. It was therefore not possible to
determine accurately theimpact of thesefactorson the
observed teen pregnancy trends.

Data Analyses

The total number of teen pregnancies was calculated
annually as the sum of live births, abortions and fetal
losses. The teen pregnancy rate was calculated as the
number of pregnanciesamong femalesaged 15 - 19 per
1,000 population. Theteenabortionratewascal cul ated
asthe number of abortionsamong femalesaged 15- 19
per 1,000 population. The teen abortion ratio was
calculated as the number of abortions per number of
live births among females aged 15 - 19.
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The teen fertility rate was cal culated as the number of
live births among females aged 15 - 19 per 1,000
population. Theteenstillbirthratewascal culated asthe
number of stillbirths per number of live births and
stillbirths to females aged 15 - 19. The proportion of
teen pregnanciesamong all pregnancieswascal culated
asthenumber of pregnanciesamong femalesaged 15- 19
divided by thenumber of pregnanciesamongall females.

Results

Figure 1 illustrates the rates of pregnancy, fertility,
abortion and stillbirth among teenaged women in
Ontario, from1981t01997. Followingaslightincrease
between 1981 and 1982, theteen pregnancy ratedeclined
substantially between 1982 (45.7 per 1,000) and 1987
(38.4 per 1,000), representing a20% decreaseover five
years. After remaining fairly constant until 1991 (38.7
per 1,000), therateincreased to 44.6 per 1,000in 1992,
and continued thereafter until 1995 (47.4 per 1,000).
Provincial teen pregnancy rates have since declined to
41.7 per 1,000 in 1997, the most recent year for which
Ontario statistics are available.

Fromtheperiod 1981to 1987, adeclinein bothfertility
and abortionratesamong teenswasapparent. A gradual
increase in the teen fertility rate was demonstrated
between 1988 (18.7 per 1,000) and 1995 (22.5 per
1,000), decreasing thereafter to 17.3 per 1,000in 1997.
The teen abortion rate remained relatively constant
between 1988 (17.8 per 1,000) and 1991 (16.6 per
1,000). A substantial increasein the teen abortion rate
occurred between 1991 and 1992 (22.1 per 1,000).
Following agradual increaseto 1994, the abortion rate
hasremainedfairly constant. Theteenfetal lossratehas
been subject to a small amount of variation between
1981 to 1997, ranging between 6.2 and 9.3 per 1,000.

The number of teen pregnancies, live births, abortions,
stillbirths and the abortion ratio are listed in Table 2.
The total number of pregnancies declined between
1981 (17,639) and 1987 (12,757). Between 1990 and
1995 the number of teen pregnancies in Ontario rose
from 13,179 to 16,450. In 1997, the number of teen
pregnancies decreased to 14,917.

Figure 2 depicts the pregnancy outcomes of women
aged 15 -19 from 1981 to 1997. The proportion of
pregnancies ending in live births remained relatively
stable between 1981 (51.7%) and 1988 (50.9%). This
proportion increased to 56.8% in 1991, and has since
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Fgure 1. Pregnancy, fertility, abortion and stillbirth rates of females aged 15 - 19
Ontario, 1981-1997
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Figure 2. Proportion of pregnancies ending in live birth, abortion and stillbirth in females aged 15 - 19 A
Ontario, 1981-1992
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declinedto41.1%in 1997, representinga27.6%decrease
over six years. Theproportionof pregnanciesendingin
abortionalsoremainedrelatively constant between 1981
(47.8%) and 1988 (48.5%). Between 1988 and 1991,
thisproportion declined to 42.8%, increasing thereafter
to 58.5 % in 1997. In 1992, the proportion of teen
pregnancies ending in abortion exceeded that of live
births for the first time, and the teen abortion ratio has
since remained over 1.0 (Table 2). With respect to all
pregnancies among women residing in Ontario, the
proportion of teen pregnancies declined markedly
between 1981 (11.5%) and 1990 (7.2%) (Figure 3).
Thisproportionincreasedt08.1%in 1994, andremained
fairly constant up to 1997 (8.2%).

Accordingtoarecent national report, theteen pregnancy
rate in Canada declined from 1994 to 1997, reflecting
lower teenfertility andfetal lossrates.® Thenumber and
rateof abortionsamong femalesaged 15t0 19in Canada
now exceeds the number and rate of teen pregnancies,
and is consistent with Ontario's trends. In 1997, the
national teen pregnancy and abortion rates were 42.7
and 21.5 per 1,000 population® respectively. Ontario's
pregnancy rate was slightly below the national rate,
whereastheprovincial abortionratewasslightly higher.

Discussion

Overall, the data indicate a declining trend in the
provincial teen pregnancy rate from the early to late
eighties, followed by an increase between the late
eightiesandthemid nineties. Ontario'steen pregnancy
rate then declined by approximately 12% between
1995 (47.4 per 1000) and 1997 (41.7 per 1000). Teen
fertility rates also declined between 1995 and 1997,
whereas the teen abortion ratio increased from 1.10in
199510 1.42in 1997. The observed provincial trends
paralleled national rates during this time period,
although provincial rates have remained under the
national rates. Several factorsmay have contributedto
the observed provincial trends.

Adolescent Pregnancy Prevention Efforts in
Public Health Units/Departments

Sexual health programs implemented through public
health units/departments play a paramount role in
adolescent pregnancy prevention. Consistent with the
two step approachtohealthy sexuality, numerousefforts
have focused on delaying the onset of sexual activity
followed by education regarding safer sex practices
when intercourse begins. Focused efforts in sexual
health education during the late seventies and early

%
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Figure 3. Percentage distribution of teen pregnancies among total female population
Ontario, 1981-1997
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Source: HELPS data base, Public Health Branch, Ontario Ministry of Health and Long-Term Care.
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Table 2.

Number of pregnancies, live births, abortions and stillbirths among females
aged 15 - 19: Ontario, 1981-1997

Year Pregnancies Livebirths Abortions Abortion Ratio Stillbirths
1981 17,639 9,127 8,440 0.92 72
1982 17,529 9,003 8,460 0.94 66
1983 15,466 8,137 7,263 0.89 66
1984 14,460 7,684 6,728 0.88 48
1985 13,471 7,195 6,214 0.86 62
1986 13,011 6,903 6,043 0.88 65
1987 12,757 6,703 5,992 0.89 62
1988 12,905 6,579 6,264 0.95 62
1989 13,477 7,030 6,385 0.91 62
1990 13,179 7,238 5,889 0.81 52
1991 13,342 7,572 5,719 0.76 51
1992 15,280 7,610 7,605 1.00 65
1993 15,692 7,574 8,065 1.06 53
1994 16,116 7,662 8,401 1.10 53
1995 16,450 7,791 8,589 1.10 70
1996 15,767 7,009 8,708 124 50
1997 14,917 6,132 8,732 1.42 53

Source: HELPS database, Public Health Branch, Ontario Ministry of Health and Long-Term

Care.

eighties, resulting from a prevention approach may
explainthe corresponding declineinrates. Inthewake
of the AIDS epidemic during the mid to late eighties,
thediversionof resourceswithinsexual health programs
from family planning to AIDS/HIV prevention may
have contributed, in part, to the corresponding increase
in rates.

The observed increasing trend in the nineties, led to
gualitative investigations involving adolescent
participants. Programmatic gapsin service provision,
related to both the quality and quantity of information
provided wereidentified.’*!! In addition to the lack of
awareness among adol escents regarding public health
units as a resource for sexual health information,
significant barriers to receiving sexual health
information, including a lack of accessibility and the
cost of birth control methods have been reported.*
Geographical barriers, particularly inremoteprovincia
regionsmay asolimit accesstosexual healthinformation
and services. These combined factors may have
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negatively influenced teen pregnancy rates. While
significant progress has occurred in many local
muni ci palities, thesereportssuggest sub optimal useof
health unitsasasexual healthresource, andtheneedfor
increased collaboration with the educational system.

At present, there is paucity of evaluative research
regarding the effectiveness of preventive programsin
sexual health. A recent systematic review of twenty
international randomized controlledtrial sof adolescent
sexual health programs identified several
methodological limitations in the research conducted
to date and the need for more rigorous design and
investigation of multi-component programsinOntario.*?
Although many of these studies were based on poorly
designed evaluations, findings reveal ed that programs
demonstrating effectiveness in delaying the onset of
sexual activity, improvingbirthcontrol useandreducing
pregnancy rates were substantial in duration, theory-
based and involved adol escent participantsin program
planning.
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Sexual Health Education

Progress in the widespread implementation of sexual
health education within Ontario school boards may
have contributed to the observed trends. Due to their
potential to reach alarge number of adolescentsand the
conducive learning environment, schools are vital for
sexual healtheducation. Todatehowever, collaborative
efforts between school boards and public health units
have been sub optimal. Sixteen years after the
implementation of asexual health program in Ontario,
Orton and Rosenblatt (1993) found that school boards
and community services lagged behind public health
units in the provision of minimal core programs.®
Sincethen, effortsincluding theestablishment of policy
support from the ministries of health and education
through the provincially mandated sexual health
program,® and the new Ontario Curriculum, Grades 1-12
(1998),%* have contributed to progress in this area.
While an on-going challenge has been optimizing the
comfort level among both students and professionals
(i.e., teachers, nurses) intermsof providingandreceiving
theinformation in academic settings, survey research
indicates that a large majority of parents and students
endorse school based sexual health education.™®
However, despite these advancements, the lack of
universal implementation of sexual health educationin
all provincia schools may have a negative impact on
adolescent pregnancy rates. A recent national report
examined the status of sexuality and HIV education
within schools and the public health sector. Among
other findings, thereportidentifiedtheneedfor sustained
program support, improvements in coordination and
communication, and clarification of goals and roles
within the two systems.’6

Sexual Health and Contraceptive Practices

Theobservedtrendsinteen pregnancy ratesmay alsobe
attributable to changes in teen sexua health and
contraceptive practices. According to the 1996/97
OntarioHealth Survey, 41% of respondentsaged 15- 19
yearsweresexually active, 27% of whom had morethan
onesexual partner withinthelastyear.'” M ethodol ogical
differencesinthecollectionof provincial dataregarding
adol escent sexual behaviour and contraceptivepractices
during 1981 to 1997 did not facilitate temporal
comparisons or the measurement of their impact on the
observed rates. However, universal access to sexual
health education and contraception was demonstrated
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to be effective in reducing teen pregnancy rates in
Finland.*® Recently, worl dwideand nationwide efforts
have focused on increasing awareness and access to
emergency contraception (EC). Increased availability
and uptake of this second line of protection from
unwanted pregnancy, inadditiontocondomdistribution
programsmay partially explainrecent decliningtrends
inOntario. Inthespring of 2001, the Ontario Women's
Health Council plans to implement a two-year,
pharmacy-based, pilot effort to increase awareness,
access and uptake of EC in the Toronto area.

Access to Abortion Services

Increased accessto abortionservices, particularly free-
standing clinics, has contributed to changes in teen
pregnancy rates. Withtheimplementationof provincial
funding to clinics in 1992, young women benefited
financially, and through the provision of privacy and
clinical support. Consequently, the number and
proportion of pregnancies ending in abortion has
increased dramatically over the last five years. In
particular, between 1991 and 1995, the increasing
trendinteen pregnancy rateswaslikely reflectiveof the
increase in abortion rates during this time. More
recently, the French abortion pill, RU-486
(mifepristone), has been subject to investigation in
Canada through a clinical trial involving four cities
(Montreal, Sherbrooke, Toronto and, Vancouver).
Althoughthisagent wasapprovedfor useby theUnited
StatesFood and Drug Administrationin October, 2000,%°
it has not yet received a notice of compliance in
Canada. Thelicensingof RU-486would havenumerous
implications. The availability of a safe alternative to
surgical abortion would result in increased access to
abortion services. However, negative implications
may include decreased use of contraception, on-going
safety concernsfor physicians providing thedrug, and
on-going oppositionfrompro-lifeorganizations. If not
approved, anumber of womenmight resort to obtaining
this service in the United States.

Other Factors

Additional factorsmay havecontributed totheobserved
trends. The recession during the mid-nineties had a
substantial impact on teen unemployment and poverty
rates and may partially explain the corresponding
increase in teen pregnancy rates. Changes in social
service provision during this time, affecting welfare
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and other family benefits may have aso contributed to
the observed increasing trend. Finally, artifactual
influences, including the underreporting of birthsfrom
1991-1997, and abortion dataquality concernswith the
1996 and 1997 dtatistics, could be reflected in the
present report.

On-going influences within both the provincia and
municipal government are anticipated. Recently,
transfersingovernmental fundingfrom 100%provincia
to a cost-shared system with the municipalities has
occurred, whichmay haveimplicationsfor sexual health
programs in terms of service provision, budgets and
evaluation.®® The impact of these funding transfers
should be monitored as the sexual health program is
implemented by Boards of Health according to the
Mandatory Health Programs and Services Guidelines.

In summary, after a gradually increasing trend in teen
pregnancy rates from the late eighties to the early
nineties, provincial teen pregnancy rates appear to be
declining. If thistrend continues, the provincia goal of
decreasing the teen pregnancy rate to 40 per 1,000 by
2005 will likely berealized. Thisissueiscomplex, and
numerous solutions, including, on-going collaborative
effortsbetweenthepublichea thand educational sectors,
involvement of adolescents in program devel opment
and the continued provision of accessible,
comprehensive serviceswill berequiredto achieveand
maintainprogrammaticgoals. Further researchregarding
provincia trends in adolescent sexual health practices
and sexual health program evaluationisal sowarranted.
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.

BENCHMARKING IN PUBLIC HEALTH

The following article describes how benchmarking is
being used to support quality improvement in public
health practice by the Ontario Public Health
Benchmarking Partnership, a collaborative initiative
involving: the Public Health Research, Education &
Development Program (PHRED), the Association of
Local PublicHealth Agencies(alPHa), andtheOntario
Council on Community Health Accreditation (OCCHA).

What is Benchmarking?

Benchmarkingistheprocessof consistently researching
for methods, practices and processes and of either
adoptingthe practi cesor adaptingthegoodfeaturesand
implementing them to become the best of the best.
There are three commonly accepted forms of
benchmarking.?

Standards Benchmarking:

Setting a standard of performance which an effective
organization could be expected to achieve. The
Mandatory Health Programs and Services Guidelines
(1998)° themselves are a form of standards
benchmarking. Theuseof Mandatory Program standards
as a basis for benchmarking between health units has
not been useful due to the complexity of public health
programs, the different resource bases and varying
community contexts among health units.

Results Benchmarking:

Comparing the performance of a number of
organizations providing a similar service through the
publication of performance measures. In the public
sector, this technique can serve to alow the public to
judge whether their local provider makes effective use
of resources or providesalevel of service or outcome,
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comparedto similar providers. Examplesare numerous
in the treatment sector including publishing Caesarean
Section rates or surgical mortality rates for different
hospitals.

Process Benchmarking:

Undertaking a detailed examination within a group or
organization of a process that produces a particular
output, with aview to understanding thereasonsfor the
variances in performance and incorporating best
practices.

Process benchmarking is the approach taken by the
Ontario Public Health Benchmarking Partnership. We
assess performance through comparison with peer
organizations for the purpose of improving that
performance. It assistspublichealthmanagerstoimprove
theeffectivenessandefficiency of their programsthrough
comparison of their performance with their peers and
adoption of superior practices.

The Ontario Experience

Under the auspices of the Benchmarking Partnership,
thePHRED group hasnow done® benchmarking projects;
school immunization record process, food premises
inspection, Chlamydia contact tracing, promotion of
breastfeeding, and coalitions in heart health. These
proj ects have been donein close cooperation withfield
practitionerstoensurethat thelevel of effortisacceptable
and that the results are of clear and immediate valueto
the front line manager.

Theoverall learningsabout how to do benchmarkingin
public health are summarizedinthefollowing sections.
Detailed findings of the individual pilots will be
summarized in future editions of PHERO.

Framing for Benchmarking: Program
Components, Performance Indicators, Practice
Descriptions, and Logic Models.

The essence of benchmarking isthe ability to compare
programs and activities with those of peers. To do this
effectively, theprogram must bestructured and analyzed
in amanner that facilitates comparison. Most Ontario
health units are familiar with the use of program logic
model stostructureeval uationsand devel op performance
indicators. An excellent guide to the use of program
logic models is the Program Evaluation Toolkit* also
developed by PHRED. Programlogic modelshavea so
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recently beenendorsed asakey el ement of performance
measurement and accountability for Ontarioministries
by the Ontario Management Board of Cabinet.® This
makes the logic model the ideal framework to use to
link practice and performance.

Elements of this structure are as follows:

 program components and subcomponents

 performance indicators; overall and for each
component or subcomponent

» common format for describing practices within
each component or subcomponent
« combination of the above elementsinto aprogram
logic model
Program Components and Subcomponents: the
Columns of the Logic Model

After selecting a program to benchmark, (such as
school immunization record process or food premises
inspection), the program components (and
subcomponents, if needed) are defined. Components
should have independent performance indicators that
canbeassignedtodistinct setsof activities. Aswell, the
components should be at a sufficiently high level that
they are consistent with the activitiesand organization
of most health units. These componentswill formthe
columns of the program logic model and performance
indicators and activitieswill be defined within them.

For exampl e, intheschool immunizationrecord process
we identified the following components and
subcomponents:

« Documenting and ensuring the adequacy of the
immunization of entrants in a school board of the
health unit.

*  Documenting and ensuring the adequacy of
theimmunization of new entrants(firsttime
in school in JK, SK, Grade 1) in a school
board of the health unit.

*  Documenting and ensuring the adequacy of
theimmuni zation of other entrantsinaschool
board of the health unit.

* Updatingtheimmunizationrecordsand maintaining
theadequacy of immunization of thoseinschoolsin
the health unit.
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Performance Indicators

For each program component and for the overall
program, we identify two kinds of performance
indicators: effectiveness and efficiency. These are the
short-term outcomesof each program componentinthe
logic model. In the pilots, data was frequently not
available to support ideal performance indicators.
Alternative indicators, for which data was available,
werethen used. Thiswill befurther discussed below in
the Data Quality and Availability section.

For effectivenessindicators, we measure asdirectly as
possiblethe outcomesor impactsof program activities.
Dueto lack of these datain most health units, we have
had to restrict ourselves to indicators describing the
conduct and reach of activities(i.e., process measures,
which describewhichrequirementsand standardshave
been fulfilled) rather than their population impact.

For efficiency indicators, we look at the health unit
resources, expressed asstaff hours(torepresent dollars)
that are required to do the activities or achieve the
impact.

Description of Practices

For effective benchmarking, we need to identify
elements of practice where there is considerable
variability across health units. Ideally, practices are
described within each program component so they can
be related to particular performance indicators.
Descriptions that are primarily numeric or categorical
facilitate ready comparison.

Figure 1: Eight Step Benchmarking
Process

Divide your program into standard
components and subcomponents,

Document your performance and practices
within each subcomponent,

Choose programs or program components
where you wish to improve your performance.
Choose a group of comparator health units
whose performance you wish to compare with
your own.

Compare performance,

Look at differences in practice and context in
better performing health units, and identify
changes in practice that may yield improved
performance.

Change practice,

Monitor performance indicators for
improvement over an appropriate time frame,
Repeat,
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For example, infood premisesinspection, welooked at
the following practices:

» Use of Hazard Analysis Critical Control Point
(HACCP) audits

* Inspection frequencies for different risk premises
» Use of routine swabs and samples
» Management/consultation activities
* Food handler training
» Enforcement activities
Comparator Health Units

Public health programs are complex and varied across
the province. Their content and emphasiswill depend
on context, other community resources, and on
community need. Comparison of performance and
practice (benchmarking) is best done among health
unitsthat aremost similar inthe context and challenges
whichthey face. Wehaveidentified anumber of health
unit characteristics that are deemed to be useful for
comparison including size, region of the province, and
degree of urbanization and linguistic/ethnic profile. In
addition, other factors may be relevant within specific
programs, (e.g. number and concentration of food
premises).

Web-Based System to Facilitate
Benchmarking among Health Units
Pansarenow underway by thePartnershiptoimplement
aweb based Ontario public heathbenchmarking system
towardsthe end of 2001. The system usesan eight step
process which isoutlined in Figure 1. Thisprocessis
based on the concepts detailed above and on the
experience of conducting the benchmarking pilots.

The system is designed to facilitate the benchmarking
processfor health unitsby having them enter their own
data in a standardized fashion and then follow the
benchmarking steps to compare their practices and
performancewiththat of other health units. Thesystem
is planned to begin with two programs, school
immunization and the promotion of breastfeeding.

Current Limitations on Benchmarking Public
Health in Ontario
Data Quality and Availability

Benchmarkingiseasiestif thereareprovincia systems
in placethat permit ready comparison of performance.
In the pilots, we looked at two systems. IRIS
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(Immunization Record Information System) and CISS
(Computerized Inspection Services System). In both
instances, the systems provided an excellent basis for
benchmarking. Theprocessof comparisonand analysis
did identify places where lack of standardization of
definitions and/or differences in recording practices
affected the quality of the data from these systems
which, in turn, lead to inaccuracies in key indicator
measurements. In fact, the process of benchmarking
brought thesediscrepanciestolight. Thebenchmarking
perspective also suggested new analyses, and reports
whichwould render the datacontained in these systems
much more useful for local program management.

In the absence of provincial systems, routine data
collectioninheathunitsprimarily documentsactivities
that have been conducted and does not capture the
impact of that activity. In consultation with the
participating health units, we limited the indicators to
those where the datawas availablein most health units
or could be collected with a level of effort that was
sustainable. As well, managers had to agree that the
indicatorswouldbevaluabletothemintheir day-to-day
management of theprogram. Thebenchmarking process
led healthunitsto adapt or combineexistinginformation
in different ways. We made every effort to minimize
new data collection.

With a round of data collection and then a detailed
review of the information by all health units together,
standardization was usually possible. While the
indicators developed in this manner were not perfect,
managers in the pilot sites generally agreed that the
information collected and analyzed in this manner was
superior to their current management information.
Combined with theability to comparetheir resultswith
other health units, the effort of extradatacollectionwas
easly justified and was felt to be sustainable. A key
result of thebreastfeeding project wasarecommendation
for standardized survey questionsthat could be used by
all health unitsfor their breastfeeding surveys.

Health units generally do not have activity reporting
systems that permit program costing. Most efficiency
indicatorsfromthepilotscould only becal culated at the
program level, and even then were based on managers
estimates of time spent on that activity. In most health
units, staff perform activitiesin multiple programs and
detailed activity reporting is not done.
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Relationship of Benchmarking to Best Practices

Benchmarking hasoften been discussedinconjunction
with best practices. It is important to recognize that
benchmarking does not identify a single set of best
practices that apply to all health units. It helps health
unitssel ect practiceswhich best suitlocal circumstances
and which are most cost beneficial. Health units that
benchmark demonstrate a commitment to continuous
quality improvement by ongoing measurement of their
performance and by comparing that performance to
their peers. Inthat process, they arecontinually refining
their own practiceto optimizetheir performancegiven
their particular context.

Conclusions

The experience of the benchmarking pilotsisthat the
quality of health unit programs can be improved when
managers and staff measure and reflect on program
performanceand comparethat performanceandrel ated
practices with their peers. This process is greatly
facilitatedif thereisagreement onindicatorsandif data
is collected in a common fashion. Thisis not yet the
case for most public heath programs in Ontario.
Benchmarking can obtain thisagreement, optimizethe
use of existing data systems and improve their
comparability and quality. Ultimately, however,
common provincial data systemswill be needed.

The benchmarking processitself doesnot lead directly
to alist of best practices that al health units should
follow. The challenges facing individual health units
are too different. Quality improvement in health unit
programsrequiresongoi ng monitoring of performance,
judicious comparison of that performance with peers,
and willingness to adopt and/or adapt practices that
may lead to improved performance.

The goal is to contribute to an Ontario public health
system oriented to continuous quality improvement
and performance measurement through common
information systemsand an ongoing exchange of ideas
and innovation among its practitioners. While a great
deal remains to be done, a basic process and
infrastructure will soon be in place. The enthusiastic
involvement of front line practitioners in the
development of this approach augurs well for its
ongoing, effective utilization.

a
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Summary of Reportable Diseases in April, 2001

1996 AIDS Campylo. | Chicken- | Chlamydia | Enceph./ GAS Gonorrhea
Health Units by Region Population pox Meningitis
1 10 11 1

Algoma 123,953
North Bay 93,841 3 10
Northw estern 80,235 1 2 17
Porcupine 97,437 1
Sudbury 201,154 1 20
Thunder Bay 161,187 27 1 2
Timiskaming 38,847
. s 5 2 & 2 2
Eastern Ontario 185,314 2 10
Hastings-Prince Edw ard 143,790 1 6
Kingston-Frontenac 175,568 17 1
Leeds-Grenville 156,129 1 60 2
Ottaw a-Carleton 721,136 14 88 3 2 12
Renfrew 97,634 1 1
| | 1 e @ w8 @ 3 23 @ 12
Durham Region [ 458,616| 3 121 48 1 4
Haliburton-Kaw artha 165,039 5 1 1
Muskoka-Parry Sound 78,675 5 1
Peel Region 852,526 20 59 1 4 12
Peterborough 123,448 3 18 9 1
Simcoe County 329,865 1 16 14 1 1
Toronto City - total 2,385,421 1 59 108 458 3 14 119
North 589,653 17 29 97 1 3 22
South 653,734 1 17 15 152 1 6 55
West 475,252 11 10 142 3 26
East 666,782 14 54 67 1 2 16
York Region 592,445 13 7 1
B O i R e e
Bruce, Grey-Ow en Sound 153,312 4 2 4 1
Hgin-St. Thomas 79,159 1 54 9
Huron 60,220 3 17 2 1
Chatham-Kent 109,650 5 4
Lambton 128,975 1 1
Middlesex-London 389,616 3 12 2
Oxford 97,142 3 1
Perth 72,106 2 8 4
Windsor-Essex 350,329 6 50 48 2 5
|+ @ o] w6 00 87 0 sf 000 00007
Brant 114,564 19 20 1 1 4
Haldimand-Norfolk Region 102,575 1 21 10
Halton Region 339,875 4 1 2 2
Hamilton-Wentw orth 467,799 7 8 54 1 8
Niagara Region 403,504 7 26 4 7
Waterloo Region 405,435 9 47 2 2 5
Wellington-Dufferin 217,052 9 9 10

Total - Central West 2050804 |
April 2001

o el esss 4T ol desl 057

The Toronto City regions abov e are now defined as: North - former North Y ork; South - former City of Toronto; West -
former Etobicoke and City of York; East - former Scarborough and East Y ork

* Adjusted for deletions and late reports.
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Summary of Reportable Diseases in April, 2001

1996 patms patltls He patms influenza Meningo-
Health Units by Region Population coccal

Algoma 123,953 2
North Bay 93,841 1 1 2
Northw estern 80,235 1
Porcupine 97,437 1 2
Sudbury 201,154 4 2
Thunder Bay 161,187 1 1 8
Timiskaming 38,847
Motal -Novthern =~ | 7e068¢ = 2 2 & == = ¢ = 0@l
Eastern Ontario 185,314 2
Hastings-Prince Edw ard 143,790 2 1
Kingston-Frontenac 175,568 15 1
Leeds-Grenville 156,129 1 5
Ottaw a-Carleton 721,136 25 5
Renfrew 97,634
. @ 1 s 1 @ @
Durham Region 458,616 5 1
Haliburton-Kaw artha 165,039 1 3 2
Muskoka-Parry Sound 78,675
Peel Region 852,526 1 27 4
Peterborough 123,448 5
Simcoe County 329,865 1 2
Toronto City - total 2,385,421 1 11 5 103 6
North 589,653 4 31 2
South 653,734 1 5 41 1
West 475,252 6 15 1
East 666,782 1 16 2
York Region 592,445 3
Motal-CentralBast = 4086035 1 @@ 6 f8 | 2 = =~ 1
Bruce, Grey-Ow en Sound 153,312 2
Hgin-St. Thomas 79,159 3
Huron 60,220
Chatham-Kent 109,650 1 2 2
Lambton 128,975
Middlesex-London 389,616 4 1
Oxford 97,142
Perth 72,106 2
Windsor-Essex 350,329 12
. @@= @1 . 1 s @
Brant 114,564 3 3 1
Haldimand-Norfolk Region 102,575 1 2 1 1
Halton Region 339,875 1 4 1
Hamilton-Wentw orth 467,799 3 29 6 1
Niagara Region 403,504 25 3 1
Waterloo Region 405,435 1 22 2
Wellington-Dufferin 217,052

]
e 1
hprizoot ~ - eeien 6 6 ot e s

ffosivibaoel | . | @ 4 m g0l 1 ps . 6 M
frowvioooeo = - - P m e e ane - 2 sl sl s

The Toronto City regions abov e are now defined as: North - former North Y ork; South - former City of Toronto; West -
former Etobicoke and City of York; East - former Scarborough and East Y ork

* Adjusted for deletions and late reports.
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Summary of Reportable Diseases in April, 2001

1996 Pertussis | Rubella Shigellosis Syphilis VIEC
He alth Units by Region Population Prim/Sec

Algoma 123,953
North Bay 93,841 3
Northw estern 80,235
Porcupine 97,437
Sudbury 201,154 3 1
Thunder Bay 161,187
Timiskaming 38,847
Wotel-Northern =~~~ w6684 .. = < 0 0 01
Eastern Ontario 185,314 1 2
Hastings-Prince Edw ard 143,790 7
Kingston-Frontenac 175,568 1
Leeds-Grenville 156,129 1 1
Ottaw a-Carleton 721,136 3 13 2 2
Renfrew 97,634
. s @@= 2z | 3
Durham Region 458,616 4
Haliburton-Kaw artha 165,039 6
Muskoka-Parry Sound 78,675 1
Peel Region 852,526 2 24 2 1 2
Peterborough 123,448 8 2
Simcoe County 329,865 1
Toronto City - total 2,385,421 2 1 55 3
North 589,653 18
South 653,734 1 19
West 475,252 1 11
East 666,782 1 7
York Region 592,445 3 17 2
.. =© . s 1z
Bruce, Grey-Ow en Sound 153,312 1
Hgin-St. Thomas 79,159 1
Huron 60,220 1
Chatham-Kent 109,650
Lambton 128,975
Middlesex-London 389,616 1
Oxford 97,142 1
Perth 72,106 2
Windsor-Essex 350,329 1 6
T e e e
Brant 114,564
Haldimand-Norfolk Region 102,575 1
Halton Region 339,875 3 3
Hamilton-Wentw orth 467,799 1 8 1
Niagara Region 403,504 2 3 1 1
Waterloo Region 405,435 6 2
Wellington-Dufferin 217,052 1 4 1

Total - Central West 2,050,804
IApril 2001 10,753,573

—m-m
o e ol el e s e

The Toronto City regions abov e are now defined as: North - former North Y ork; South - former City of Toronto; West -
former Etobicoke and City of York; East - former Scarborough and East Y ork

* Adjusted for deletions and late reports.
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Summary of Reportable Diseases
1st Quarter, 2001

Ministry of Health and Long-Term Care

Ontario
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Summary of Reportable Diseases in Ontario - 1st Quarter 2001

1996 Campylo. Chicken- Chlamydia Enceph./ Gonorrhea
Health Units by Region Population Me ning |t|5

Algoma 123,953 5
North Bay 93,841 2 50 41 2 1
Northw estern 80,235 2 6 40 1
Porcupine 97,437 4 21 23
Sudbury 201,154 7 69 2 3 1
Thunder Bay 161,187 1 60 1 1 4
Timiskaming 38,847 1 19
| = s w4 @ o7
Eastern Ontario 185,314 6 1 24 2
Hastings-Prince Edw ard 143,790 6 13 30 1
Kingston-Frontenac 175,568 12 68 4 2 1
Leeds-Grenville 156,129 4 83 29 1 1
Ottaw a-Carleton 721,136 56 120 288 9 5 40
Renfrew 97,634 6 18 1 2
dottBstern | denssm. - %0 ew 457
Durham Region 458,616 14 498 142 3 3 24
Haliburton-Kaw artha 165,039 10 12 4
Muskoka-Parry Sound 78,675 2 55 12 1
Peel Region 852,526 81 718 342 13 11 68
Peterborough 123,448 2 49 28 4 1 1
Simcoe County 329,865 1 3 136 94 3 2 20
Toronto City - total 2,385,421 7 221 908 1,436 12 19 414
North 589,653 44 183 307 3 1 73
South 653,734 6 94 299 455 1 8 170
West 475,252 1 44 46 451 6 5 114
East 666,782 39 380 223 2 5 57
Y ork Region 592,445 2 57 167 66 8 5 6
Total-CentralEast = 4086035| 10 ~ 300 2831 2132 4 = 4o 533
Bruce, Grey-Ow en Sound 153,312 12 7 16 2 1
Hgin-St. Thomas 79,159 3 217 18 2 1 1
Huron 60,220 7 26 6 1
Chatham-Kent 109,650 4 68 30 1 1
Lambton 128,975 1 6 1
Middlesex-London 389,616 1 13 137 4 10 25
Oxford 97,142 1 12 3 1
Perth 72,106 9 47 16 1 1
Windsor-Essex 350,329 24 176 114 5 1 9
2 v s a0 14 18 38
Brant 114,564 4 45 58 2 1 6
Haldimand-Norfolk Region 102,575 8 13 21
Halton Region 339,875 21 43 40 6 6
Hamilton-Wentw orth 467,799 22 30 179 1 12 23
Niagara Region 403,504 35 232 122 3 24
Waterloo Region 405,435 26 59 126 2 7 11
Wellington-Dufferin 217,052 31 23 34 2 1 1

Total - Central West
1st Quarter 2001

———

The Toronto City regions abov e are now defined as: North - former North Y ork; South - former City of Toronto;
West - former Etobicoke and City of York; East - former Scarborough and East York

* Adjusted for deletions and late reports.
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Summary of Reportable Diseases in Ontario - 1st Quarter 2001

1996 He patitis | Hepatitis  He patitis Influenza Meningo-
Health Units by Region Population A B C coccal
1 19 5

Algoma 123,953
North Bay 93,841 10 2
Northw estern 80,235 3 7
Porcupine 97,437 7 21
Sudbury 201,154 2 29 8
Thunder Bay 161,187 17
Timiskaming 38,847
e
Eastern Ontario 185,314 10 25
Hastings-Prince Edw ard 143,790 7 18
Kingston-Frontenac 175,568 2 87 15
Leeds-Grenville 156,129 7 47 3
Ottaw a-Carleton 721,136 4 1 4 117 100 3
Renfrew 97,634 1 4 6
dolsbBsstern | d4msn 4 2 13 o w0 ] 3
Durham Region 458,616 1 39 1
Haliburton-Kaw artha 165,039 1 4 26 10
Muskoka-Parry Sound 78,675 3
Peel Region 852,526 2 2 3 87 36
Peterborough 123,448 1 1 22 7
Simcoe County 329,865 3 32
Toronto City - total 2,385,421 22 12 13 327 83 3 10
North 589,653 3 1 78 16 2
South 653,734 11 3 11 116 23 2
West 475,252 7 2 78 25 3 2
East 666,782 2 4 1 55 19 4
York Region 592,445 2 1 2 1 34 1
CEm e
Bruce, Grey