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1 Introduction

The purpose of this document is to provide a data extract definition for EMR vendors to support the
requirements of Manitoba’s Physician Integrated Network initiative (PIN). For more general information
on PIN, please visit the Manitoba Health PIN website at
http://www.gov.mb.ca/health/phc/pin/index.html.

2 Indicator Reporting

The Canadian Institute of Health Information has developed a set of primary health care indicators with
which to compare and measure primary health care at multiple levels within jurisdictions across Canada.!
A subset of these indicators, along with a few additional indicators, was chosen for the Physician
Integrated Network demonstration phase to measure quality of care in the participating demonstration
sites. They have been organized into the following clusters:

e Prevention

¢ Diabetes Management

e Asthma Management

e Congestive Heart Failure Management
e Hypertension Management

e Coronary Artery Disease Management

The following sections list the indicators in their respective categories and identifies how the indicators
are calculated, describing the numerator and denominator. Also included is the CIHI number if it is a
CIHI indicator.

2.1 Prevention

Identifier | CIHI Description Numerator Denominator
Indicator
2.01 50 Cervical Cancer Count if ((extract date - last Count if (Age >=18 or Age
Screening PAP test <=36 months) <=69)
& (Age >=18 and Age <=69) | & (Gender = F)
& (Gender = F) & (PAP Exemption = false)
& (PAP Exemption = false))
2.02? 48 Colon Cancer Count if ((extract date - last Count if (Age >=50 and
Screening FOBT test <=24 months) Age <=74)
& (Age >= 50 and Age
<=74))

! Canadian Institute of Health Information, Enhancing the Primary Health Care Data Collection Infrastructure in
Canada Report 2 — Pan-Canadian Primary Health Care Indicator Development Project. 2006

2 As per the June/09 Evaluation Committee meeting this indicator will be revised following changes to the EMRS.
Specifically, those patients who have had a colonoscopy within the past 10 years will be exempt. A date field will be
added to the EMRs.
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Identifier | CIHI Description Numerator Denominator
Indicator
2.03 49 Breast Cancer Count if ((extract date - last Count if (Age >=50 and
Screening Mammography test <=24 Age <=69)
months) & (Gender = F)
& (Age >=50 and Age <=69) | & (Mammography
& (Gender = F) Exemption = false)
& (Mammography Exemption
= false))
2.04 52 Dyslipidemia Count if ((extract date - last Count if (Age >=55 and
Screening for Women | full fasting lipid test <=60 Age <=69)
months) & (Gender = F)
& (Age >=55 and Age <=69)
& (Gender = F))
2.05 53 Dyslipidemia Count if ((extract date - last Count if (Age >=40 and
Screening for Men full fasting lipid test <=60 Age <=69)
months) & (Gender = M)
& (Age >=40 and Age <=69)
& (Gender = M))
2.06 n/a Fasting Blood Sugar Count if ((extract date - last Count if ((Age >=40 and
Screening fasting blood sugar test <=36 | Age <=74) & (Diabetes
months) Mellitus in Problem list =
& (Age >=40 and Age <=74) | false))
& (Diabetes Mellitus in
Problem list = false))
2.07 44 Child Immunization Count if (((extract date — last Count if (Age =7)
Childhood Immunizations
Counselling <= 7 years) or
(extract date — last childhood
immunizations vaccination <=
7 years)
& (Age = 7))
2.08 41 Influenza Count if (((extract date - last Count if (Age >=65)
Immunization, 65+ influenza immunization
counselling <=12 months) or
(extract date - last influenza
immunization vaccination
<=12 months))
& (Age >=65))
2.09 42 Pneumococcal Count if (((extract date — last Count if (Age >=65)

Immunization, 65+

pneumococcal vaccination
counselling <= 12 months) or
(extract date — last
pneumococcal vaccination <=
12 months))

& (Age >= 65))




Identifier | CIHI Description Numerator Denominator
Indicator
2.10 45 Breast-Feeding Count if ((extract date - most | Count if ((extract date -
Education recent live birth <=12 months) | most recent live birth <=12
& (date of most recent breast | months)
feeding support counselling - & (Gender = Female)
live birth date <= 3 months)
& (Gender = Female))
2.11 54 Blood Pressure Count if ((extract date - last Count if (Age >=18)
Testing blood pressure test <= 24
months)
& (Age >=18))
2.12 17 Advice on Physical Count if ((Sedentary Patient = | Count if ((Sedentary Patient
Activity in PHC true) = True)
& (extract date - last & (Age >=12) and (Age
weight/exercise activity advice | <=74))
given <=12 months)
& (Age >=12 and Age <=74))
2.13 14 Smoking Cessation Count if ((Smoker= true) Count if ((Smoker = true)
Advice in PHC & (extract date - last smoking | & ((Age >=12)
cessation advice given <=24
months)
& ((Age >=12))
2.14 13 Obesity / Overweight | Count if ((extract date - Last Count if Age >= 12 years

Screening

overweight status screening
date <=24 months)
& (Age >= 12 years))

2.2 Diabetes Management

Identifier | CIHI Description Numerator Denominator
Indicator

3.01 57 HGB A1C Count if ((Diabetes Mellitus in | Count if ((Diabetes Mellitus
Problem list = true) in Problem list = true)
& (extract date - last HGB A1C
test <=12 months)

3.02 57 Nephropathy Count if ((Diabetes Mellitus in | Count if ((Diabetes Mellitus

Screening Problem list = true) in Problem list = true)

& (extract date - last
Nephropathy test <=12
months) OR (Documented
Nephropathy = true))

3.03 58 Fundoscopic Exams Count if ((Diabetes Mellitus in | Count if ((Diabetes Mellitus

Problem list = true)

& (extract date - last
fundoscopic exam (or
fundoscopic referral) <=12
months)

in Problem list = true)
& ((Age >=15)




Identifier | CIHI Description Numerator Denominator
Indicator
& (Age >=15))
3.04 n/a Foot Exams Count if ((Diabetes Mellitus in | Count if ((Diabetes Mellitus
Problem list = true) in Problem list = true)
& ((extract date - last foot & (Age >=18)
exam <= 12 months) OR
(Documented Peripheral
Neuropathy = true))
& (Age >=18))
3.05 57 Full fasting lipid Count if ((Diabetes Mellitus in | Count if ((Diabetes Mellitus
profile screening Problem list = true) in Problem list = true)
& (extract date - last full & (Age >=18 and Age
fasting lipid test <=12 <=74)
months)
& (Age >=18 and Age <=74))
3.06 57 Blood Pressure Count if ((Diabetes Mellitus in | Count if ((Diabetes Mellitus
Testing Problem list = true) in Problem list = true)
& (extract date - last blood & (Age >=18)
pressure test <=12 months)
& (Age >=18))
3.07 57 Obesity/overweight Count if ((Diabetes Mellitus in | Count if ((Diabetes Mellitus
screening Problem list = true) in Problem list = true)

& (extract date - last obesity
screening <=12 months)
& (Age >=18))

& (Age >=18)

2.3 Asthma Management

Identifier | CIHI Description Numerator Denominator
Indicator
4,03 n/a Patients with self care | Count if ((Asthma in problem Count if ((Asthma in

plans

list = true)

& (Asthma self care plan exists
= true)

& ((Age >=6) and (Age
<=55)))

problem list = true)
& ((Age >= 6) and (Age
<= 55)))

s per the June/09 Evaluation Committee meeting this indicator will be revised following changes to the EMRs.
Specifically, the term “asthma self care plan” is to be replaced with “asthma action plan”. Also, a review of the
action plan is to occur every 12 months and the review date will be captured within the EMRs rather than yes/no or

true/false.




2.4 Congestive Heart Failure Management

Identifier | CIHI Description Numerator Denominator
Indicator
5.02 55 Obesity/Overweight Count if ((Congestive Heart Count if ((Congestive Heart
Screening Failure in problem list = true) Failure in problem list =
& (extract date - last obesity true)
screening <= 12 months) & (Age >=18)
& (Age >=18))
5.03 60 ACE Inhibitor Count if ((Congestive Heart Count if ((Congestive Heart
Failure in problem list = true) Failure in problem list =
& (Using ACE inhibitors or ARB | true)
= true) & (Age >=18)
& (Age >=18))
5.04 55 Full fasting lipid Count if ((Congestive Heart Count if ((Congestive Heart
profile screening Failure in problem list = true) Failure in problem list =
& (extract date - last lipids test | true)
<= 12 months) & (Age >=18 and Age
& (Age >=18 and Age <=74)) | <=74)
5.05 55 Blood Pressure Count if ((Congestive Heart Count if ((Congestive Heart
Measurement Failure in problem list = true) Failure in problem list =
& (extract date - last blood true)
pressure measurement test & (Age >=18)
<= 12 months)
& (Age >=18))
5.06 55 Fasting Blood Sugar Count if ((Congestive Heart Count if ((Congestive Heart

Failure in problem list = true)
& (extract date - last fasting
blood sugar test <= 12
months)

& (Age >=18) & (Diabetes
Mellitus in Problem list =

Failure in problem list =
true)

& (Age >=18) & (Diabetes
Mellitus in Problem list =
false))

false))
2.5 Hypertension Management
Identifier | CIHI Description Numerator Denominator
Indicator
6.01 56 Fasting Blood Sugar Count if ((Hypertension in Count if ((Hypertension in

problem list = true)

& (extract date - last fasting
blood sugar test <= 12
months)

& (Age >=18) & (Diabetes
Mellitus in Problem list =
false))

problem list = true)

& (Age >=18) & (Diabetes
Mellitus in Problem list =
false))




Identifier | CIHI Description Numerator Denominator
Indicator

6.02 56 Full fasting lipid Count if ((Hypertension in Count if ((Hypertension in
profile screening problem list = true) problem list = true)

& (extract date - last lipids test | & (Age >=18 and Age
<= 12 months) <=74)
& (Age >=18 and Age <=74))

6.03 56 Test to detect renal Count if ((Hypertension in Count if ((Hypertension in
dysfunction (e.g. problem list = true) problem list = true)
serum creatinine) & (extract date - last test to & (Age >=18)

detect renal dysfunction <=12
months)
& (Age >=18))

6.04 56 Blood Pressure Count if ((Hypertension in Count if ((Hypertension in

Measurement problem list = true) problem list = true)
& (extract date - last blood & (Age >=18)
pressure measurement test
<= 12 months)

& (Age >=18))

6.05 56 Obesity/Overweight Count if ((Hypertension in Count if ((Hypertension in

Screening problem list = true) problem list = true)

& (extract date - last obesity
screening <= 12 months)
& (Age >=18))

& (Age >=18)

2.6 Coronary Artery Disease Management

Identifier | CIHI Description Numerator Denominator
Indicator

7.01 55 Fasting Blood Sugar Count if ((Coronary Artery Count if ((Coronary Artery
Disease in problem list = true) | Disease in problem list =
& (extract date - last fasting true)
blood sugar test <= 12 & (Age >=18) & (Diabetes
months) Mellitus in Problem list =
& (Age >=18) & (Diabetes false))
Mellitus in Problem list =
false))

7.02 55 Full fasting lipid Count if ((Coronary Artery Count if ((Coronary Artery

profile screening Disease in Problem list = true) | Disease in problem list =

& (extract date - last lipids test | true)
<= 12 months) & (Age >=18 and Age
& (Age >=18 and Age <=74) | <=74)

7.03 55 Blood Pressure Count if ((Coronary Artery Count if ((Coronary Artery

Measurement

Disease in problem list = true)
& (extract date - last blood
pressure measurement test
<= 12 months)

& (Age >=18))

Disease in problem list =
true)
& (Age >=18)




Identifier | CIHI Description Numerator Denominator
Indicator
7.04 55 Obesity/Overweight Count if ((Coronary Artery Count if ((Coronary Artery
Screening Disease in problem list = true) | Disease in problem list =

& (extract date - last obesity true)
screening <= 12 months) & (Age >=18)
& (Age >=18))

7.05 61 Lipid Reduction Count if ((Coronary Artery Count if ((Coronary Artery

Counselling Disease in problem list = true) | Disease in problem list =

& (LDL Level >2.5 mmol/L true)
within the last 12 months) & (LDL Level >2.5 mmol/L
& ((Date of Last Lipid within the last 12 months)
Reduction Counselling given & (Age >=18 and Age
<= 12 months) OR (Last lipid <=74)
lowering medication
prescription date <= 12
months)
& (Age >=18 and Age <=74))

7.06 62 Beta Blockers Count if ((Coronary Artery Count if ((Coronary Artery
Disease in problem list = true) | Disease in problem list =
& (Has patient had an acute true) & (Has patient had an
myocardial infarction (AMI) = acute myocardial infarction
true ) (AMI) = true ) & (Age
& (Patient currently prescribed | <=74)) & (Asthma in
a beta-blocking drug=true) & Problem list = false))
(Age <=74)) & (Asthma in
Problem list = false))

3 Data Collection

The purpose of this section is to describe the data elements that are required to support quality indicator
reporting. For the most part, the requirement is for the date that the last screening, discussion, or test
was conducted and not the result of the screening, discussion, or test. However, for some indicators, it is
important to know the results, such as if the patient is a smoker, is sedentary, or is overweight.

When new development is required, the data elements described here, along with clinic practices, should
guide the screen layout and database design for capturing the indicator data.

If the clinic’s software already has flow sheets available for the indicator clusters, or an existing data
extract that can be reused, the following sections are helpful checklists to ensure that the minimum data
set is provided by the existing flow sheets and/or extracts.

The clinic’s data extract files must comply with all relevant requirements in the clinic’s PIN Service Purchase
Agreement (SPA). These include reporting one record per core patient and including all of the clinic’s core
patients. Please refer to the SPA for a complete list of requirements and for a definition of core patients.

Please click this link to view Appendix A, the Data Extract layout in Excel spreadsheet format:
http://www.gov.mb.ca/health/phc/pin/docs/img_extract.xls




3.1 Demographic Data
The following represents the basic demographic data elements that need to be collected to support

reporting of the indicators.
of the clinic’s core patients.

The demographic file will include one record per patient, and will include all

The demographic file is to be entitled “demographic.txt” or "demographic.csv”.

Data Element

Purpose / Patient Population

Clinic Identifier

Clinic Identifier assigned by PIN

Manitoba Health and
Healthy Living Physician
Billing Number

Billing ID to uniquely identify the provider of service providing health care
to an individual. Billing ID, will be scrambled by Manitoba Health and
Healthy Living prior to the production of reports.

Patient Identifier

This is the unique number assigned to the patient by the clinic for
identification within the clinic's EMR.

Manitoba Health and
Healthy Living Personal
Health Identification
Number (PHIN)

Used to uniquely identify the individual for health care purposes. Will be
used to track quality indicators by patient.

Manitoba Health and
Healthy Living Registration
Number

Used to identify an individual under the family unit for health care
purposes. Will be used to track quality indicators by patient.

Date of Birth

Used to determine age, which is necessary for several indicators

Gender

Used to determine eligibility for several indicators

Postal Code

Used to determine the general geographical location of a client’s residence.

Core Patient

Expect that they will all equal 1 since the file should only contain core
patients.

Date of last visit

The date of the patient’s most recent visit to the clinic or group practice.

3.2 Prevention

The following represents the data elements that need to be collected for Prevention. The prevention file

will include one record per

patient and will include all the core patients. I.e. the Prevention file should

have the same number of patients as the Demographics file.

The prevention file is to be

entitled “prevention.txt” or “prevention.csv”.

Data Element

Purpose / Patient Population

Clinic Identifier

Clinic Identifier assigned by PIN

Patient Identifier

This is the unique number assigned to the patient by the clinic for
identification within the clinic's EMR.

Date of last cervical
cancer screening

The date of the last PAP test. Only needs to be collected for women
between the ages of 18 and 69 (inclusive).

Exemption from cervical
cancer screening

This is a true/false value. For example, if the patient has had a
hysterectomy, or has not been sexually active, they would be exempt from
cervical cancer screening. Only needs to be collected for women between
the ages of 18 and 69 years (inclusive).




Data Element

Purpose / Patient Population

Date cervical cancer
screening advice was
last provided

The date that the patient was most recently given advice about the benefits
of cervical cancer screening. This won't be used in the calculation of the
indicator, but will be used as part of the PIN research study.

Date of last colon
cancer screening

The date of the last FOBT test. Only needs to be collected for patients aged
50 to 74 years (inclusive).

Date colon cancer
screening advice was
last provided

The date that the patient was most recently given advice about the benefits
of colon cancer screening. This won't be used in the calculation of the
indicator, but will be used as part of the PIN research study.

Date of last breast
cancer screening

The date of the last mammography test. Only needs to be collected for
women between the ages of 50 and 69 years (inclusive).

Exemption from breast
cancer screening

This is a true/false value. For example, if the patient has had a radical
mastectomy she would be exempt from breast cancer screening. Only needs
to be collected for women between the ages of 50 and 69 years (inclusive).

Date breast cancer
screening advice was
last provided

The date that the patient was most recently given advice about the benefits
of breast cancer screening.

Date of last lipid test

For dyslipidemia screening. Collected for women ages 55 to 69 and men
aged 40 to 69 years (inclusive).

Date of the last lipid to be taken back due to clinical evidence.

Date dyslipidemia
screening advice was
last provided

The date that the patient was most recently given advice about the benefits
of dyslipidemia screening. This won't be used in the calculation of the
indicator, but will be used as part of the PIN research study.

Date of last fasting
blood sugar screening

Collected for everyone aged 40 to 74 years (inclusive).

Date fasting blood sugar
screening advice was
last provided

The date that the patient was most recently given advice about the benefits
of fasting blood sugar screening. This won't be used in the calculation of the
indicator, but will be used as part of the PIN research study.

Date of Childhood
immunizations
counselling

The date of patient’s last childhood immunization discussion has occurred for
patients by the age of 7.

Date of last influenza
vaccination counselling

Collected for patients aged 65+. The date of the patient’s last influenza
vaccination counselling.

Date of Pneumococcal
vaccination

Collected for patients aged 65+. The date the patient’s pneumococcal
vaccination was given.

Date of most recent live
birth

Used to determine eligibility for breast feeding education indicator.

Date of most recent
breast feeding
support/counselling

Collected for female patients who have had a live birth within the last 12
months.

Date of last blood
pressure test

Collected for all patients aged 18+.
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Data Element

Purpose / Patient Population

Date blood pressure
screening advice was
last provided

The date that the patient was most recently given advice about the benefits
of blood pressure screening. This won't be used in the calculation of the
indicator, but will be used as part of the PIN research study.

Sedentary patient

True/false value to indicate if the patient undertakes regular physical activity,
more specifically, whether a patient performs at least 20 minutes of light
exercise three times per week. Used to determine eligibility for Physical
Activity Advice indicator.

Date of last physical
activity advice

Collected for all patients 12 to 74 years of age (inclusive) who are sedentary
(as defined above).

Smoker

True/false value to indicate if the patient is a smoker. Used to determine
eligibility for Smoking Cessation Advice indicator.

Date smoking cessation
advice was last provided

The date that the patient was most recently given advice about the benefits
of quitting smoking.

Date of last influenza

Collected for patients aged 65+. The date of the patient’s last influenza

vaccination vaccination given.
Date of last Collected for patients aged 65+. The date of the patient’s last pneumococcal
pneumococcal vaccination counselling.

vaccination counselling

Date of last obesity /
overweight screening

Collected for all patients age 12+.

3.3 Diabetes Management

The following represents the data elements that need to be collected for Diabetes Management. The file
will include one record per patient, and will include all patients with a diagnosis of Diabetes.

The diabetes file is to be entitled “diabetes.txt” or “diabetes.csv”.

Data Element

Purpose / Patient Population

Clinic Identifier

Clinic Identifier assigned by PIN

Patient Identifier

This is the unique number assigned to the patient by the clinic for identification
within the clinic's EMR.

Patient has
Diabetes

To determine eligibility for diabetes indicators.

Date of last HGB
A1C

Collected for all diabetic patients.

Date of last Collected for all diabetic patients.

nephropathy test

Patient has True/false value collected for all diabetic patients.

documented

nephropathy

Date of last Collected for all patients aged 15+. Note that fundoscopic exams are not always

fundoscopic exam

conducted in the primary care clinic. This information will likely come from the
patient interview.
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Data Element

Purpose / Patient Population

Date of last foot
exam

Collected for all diabetic patients aged 18+.

Patient has
documented
peripheral
neuropathy

True/false value collected for all diabetic patients aged 18+.

Date of last full
fasting lipid test

Collected for all diabetic patients aged 18 to 74 (inclusive).

Date of last blood
pressure testing

Collected for all diabetic patients aged 18+.

Date of last obesity
/ overweight
screening

Collected for all diabetic patients aged 18+.

Date of last
fundoscopic exam
referral

Collected for all diabetic patients aged 18+. This is the date of the fundoscopic
referral, and not the date of the exam itself.

3.4 Asthma Management

The following represents the data elements that need to be collected for Asthma Management. The file
will include one record per patient, and will include all patients with a diagnosis of Asthma.

The asthma file is to be entitled “asthma.txt” or “asthma.csv”.

Data Element

Purpose / Patient Population

Clinic Identifier

Clinic Identifier assigned by PIN

Patient Identifier

This is the unique number assigned to the patient by the clinic for identification
within the clinic's EMR.

Patient has Asthma

To determine eligibility for asthma indicators.

Number of canisters
of SABA prescribed
within past 12
months

Collected for all asthma patients between the ages of 6 and 55 (inclusive).

The calculation of this indicator has been temporarily postponed until further
notice.

Patient has received
preventer /
controller medicine
within past 12
months

True/false value. Could also be last date the patient was given preventer /
controller medicine. Collected for all asthma patients between the ages of 6 and
55 (inclusive).

The calculation of this indicator has been temporarily postponed until further
notice.

Date patient last
visited emergency
department for
asthma

Collected for all asthma patients between the ages of 6 and 55 (inclusive).

The calculation of this indicator has been temporarily postponed until further
notice.

Patient has self care
plan

True/false value collected for all asthma patients between the ages of 6 and 55
(inclusive).
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3.5 Congestive Heart Failure Management

The following represents the data elements that need to be collected for Congestive Heart Failure
Management. The file will include one record per patient, and will include all patients with a diagnosis of

Congestive Heart Failure.

The congestive heart failure file is to be entitled “CHF.txt"” or "CHF.csv".

Data Element

Purpose / Patient Population

Clinic Identifier

Clinic Identifier assigned by PIN

Patient Identifier

This is the unique number assigned to the patient by the clinic for
identification within the clinic's EMR.

Patient has Congestive
Heart Failure

To determine eligibility for congestive heart failure indicators.

Date patient last visited
emergency department
for congestive heart
failure

Collected for all CHF patients aged 20+.

The calculation of this indicator has been temporarily postponed until further
notice.

Date of last obesity /
overweight screening

Collected for all CHF patients aged 18+.

Patient using ACE
inhibitors or ARB

True/false value collected for all CHF patients aged 18+.

Date of last full fasting
lipid test

Collected for all CHF patients aged 18 to 74 years (inclusive).

Date of last blood
pressure testing

Collected for all CHF patients aged 18+

Date of last fasting
blood sugar test

Collected for all CHF patients aged 18+.

3.6 Hypertension Management

The following represents the data elements that need to be collected for Hypertension Management. The
file will include one record per patient, and will include all patients with a diagnosis of Hypertension.

The hypertension file is to be entitled “hypertension.txt” or “hypertension.csv”.

Data Element

Purpose / Patient Population

Clinic Identifier

Clinic Identifier assigned by PIN

Patient Identifier

This is the unique number assigned to the patient by the clinic for
identification within the clinic's EMR.

Patient has Hypertension

To determine eligibility for hypertension indicators.

Date of last fasting blood
sugar test

Collected for all hypertensive patients aged 18+.

Date of last full fasting
lipid test

Collected for all hypertensive patients aged 18 to 74 years (inclusive).
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Data Element

Purpose / Patient Population

Date of last test to detect

renal dysfunction (e.qg.
serum creatinine)

Collected for all hypertensive patients aged 18+.

Date of last blood pressure

testing

Collected for all hypertensive patients aged 18+.

Date of last obesity /
overweight screening

Collected for all hypertensive patients aged 18+.

3.7 Coronary Artery Disease Management

The following represents the data elements that need to be collected for Coronary Artery Disease
Management. The file will include one record per patient, and will include all patients with a diagnosis of
Coronary Artery Disease.

The coronary artery disease file is to be entitled “"CAD.txt” or “"CAD.csv".

Data Element

Purpose / Patient Population

Clinic Identifier

Clinic Identifier assigned by PIN

Patient Identifier

This is the unique number assigned to the patient by the clinic for identification
within the clinic's EMR.

Patient has Coronary
Artery Disease

To determine eligibility for Coronary Artery Disease (CAD) indicators.

Date of last fasting
blood sugar test

Collected for all CAD patients aged 18+.

Date of last full
fasting lipid test

Collected for all CAD patients aged 18 to 74 years (inclusive).

Date of last blood
pressure testing

Collected for all CAD patients aged 18+.

Date of last obesity /
overweight screening

Collected for all CAD patients aged 18+.

LDL Level >2.5 in last
12 months

Collected for all CAD patients aged 18 to 74 years (inclusive). A level greater
than 2.5 within the last 12 months determines eligibility for CAD indicator 7.05,
Lipid Reduction Counselling.

Date of last lipid
reduction counselling

Collected for all CAD patients aged 18 to 74 years (inclusive). Note that the
medications listed under ATC code C10 can be used for this item.

Date of last lipid
lowering medication
prescription

Collected for all CAD patients aged 18 to 74 years (inclusive).

Patient has had acute
myocardial infarction

True/false value to determine eligibility for indicator 7.06, Beta Blockers.

Patient has a current
prescription for a
beta blocking drug

True/false value collected for all CAD patients up to 74 years of age (inclusive)
who have had an AMI and are currently prescribed beta blocking drugs.
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4 Data Extract and Reporting Process

Indicator data will be collected on a quarterly basis to allow clinics and the PIN team to see how the
clinics are progressing towards their quality targets. The process is currently as follows, but is subject to
change as PIN expands in Manitoba:

PIN Data Collection & Analysis Process Flow

Physicians enter Clinic prepares | & i
results into EMR | | Date Extract from | | | Repering Quartery Indicalor
Report

Flowsheets. EMR (quarterly)

Clinics

F

@

Create password-
encrypled data CD

MB Health
Information
Management

CD sent by courier-
h J

Distribute Quarterly Report:

Password sent by o —
«email or phone Validate Personal Scramble Prepare files | roduce
| identiiers (PHINS) [*|  PHINs [ | foranalysis [ | datareport [ 7| | Guatery

reale password-
encrypled data CD with
scrambled IDs

'y

MCHP/
UMDFM

"CD sent by courier
¥

Password sent by [ Lopmiis

email or phone ] Dafmﬁc”if‘s 4—‘ i
Repars

Report Validation
and QA

PIN Team

o Validate data and test Quarterly Im:lramr
case records

Ongoing

1 week afier quarter-end 1-2 weeks after quarter-and

5-T weeks after

34 weeks after quarter-end quarter-end

1 The Clinic extracts the indicator data using their EMR and copies the extracted data to a CD. The
data is password protected and encrypted. The CD is delivered via courier to the Health
Information Management (HIM) Group at Manitoba Health. The clinic provides the password to
the HIM Group via e-mail or telephone.

a)

b)

Manitoba Health Information Management (HIM) receives the CD containing the data
files (one file for each indicator cluster and another for the demographics export) and the
password to decrypt the files.

The PHINs contained within each record are manually cross-referenced against the
Health Registry. A record containing an invalid PHIN for which a valid match cannot be
found in the Health Registry has its PHIN field blanked out. The data file then has all of
its PHINs scrambled in order to de-identify the data in the file.

The file is run through the SAS environment in order to perform this de-identification

process.

The SAS environment is also used to compile the data files into a common file format.
The Health Information Management group performs specific tasks around transforming
the received data into the common file format. As a final audit of the input and output
files, the number of records in the SAS-outputted files is then compared against those in
the original files sent by the clinic.

MB HIM creates the quarterly summary reports for each clinic. The department
distributes copies of the summary reports to the clinics and to the PIN team. Note that
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c)

each clinic only receives its own report.

MB HIM then encrypts the de-identified data files and burns them onto a CD. This CD is
delivered via courier to the Department of Family Medicine at the University of Manitoba

(UMDFM) for PIN Evaluation reporting. The HIM group provides the password to Dr.
Katz at the UMDFM via email or telephone. This data is requested by UMDFM on an ad

hoc basis.

4.1 Sample Report by Indicator Cluster

In order to assist clinics attain their indicator goals, the Approved Vendor will provide the clinics with
reports to track their progress. Pictured below is a sample layout of a data report broken down by
indicator cluster.

PIN Data Report

Name of Clinic Ti2412008
Diabetes Management
Compliance
Identifier  |CIHI Indicator [Description # Patients # "
3.01 57|HGE A1C 0 0 #0 [/
302 57 |Mephropathy Screening 1] 0 #OIW0I
3.03 57 |Fundoscopic Exams a 0 #OIvi0!
3.04 57|Foot Exams 0 0 #O [/
3.05 57 |Full Fasting Lipid Profile Scraening a 0 #OIvA0I
3.06 57 |Blood Pressure Testing a 0 #OIvA0I
3.07 57 | Obesity/Ovenveight Screening 0 0 #OIWAI
Coronary Artery Disease Management
Compliance
Identifier  |CIHI Indicator [Description # Patients # i
701 55|Fasting Blood Sugar 0 0 #OW0I
7.02 55|Full Fasting Lipid Profile Scraening a 0 #OIvA0I
7.03 55|Blood Pressure Measurement 0 0 FOIA!
7.04 55| Obesity/Ovenveight Screening 1] 0 #OIW0I
.05 51| Lipid Reduction Counselling a 0 #OIvAI
7.06 62|Beta Blockers 0 0 #Or!
Hypertension Management
Compliance
Identifier  |CIHI Indicator [Description # Patients # "
B.01 56|Fasting Blood Sugar 1] 0 #OIvA0!
6.02 56| Full Fasting Lipid Profile Screening a 0 #DIWAI
6.03 56|Test to Detect Renal Dysfunction a 0 #OIvi0!
6.04 56|Blood Pressure Measurement 0 0 #O [/
6.05 56| Obesity/Overweight Screening a 0 #OIvAI
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4.2 Sample Report by Physician

Pictured below is a sample layout of a data report broken down by specific physician, across multiple
indicators.

PIN Data Report (by Physician) Name of Clinic
Ti24/2008

Coronary Artery Disease (CAD) Indicators

¥,

r

i 0 0 0 0 0 0 0 0 0 0 0 0 DIvIn
"2z 0 0 0 0 0 0 0 0 0 0 0 0 "s01vi0n
"33 0 0 0 0 0 0 0 0 0 0 0 0 "so1vinn
i 0 0 0 0 0 0 0 0 0 0 0 0 3
555 0 0 0 0 0 0 0 0 0 0 0 0 03
Tes6 0 0 0 0 0 0 0 0 0 0 0 0 3
"7 0 0 0 0 0 0 0 0 0 0 0 0 3
"ass 0 0 0 0 0 0 0 0 0 0 0 0 3
"aag 0 0 0 0 0 0 0 0 0 0 0 0 3
Moo 0 0 0 0 0 0 0 0 0 0 0 0 3
"anz0 0 0 0 0 0 0 0 0 0 0 0 0 3
"3030 0 0 0 0 0 0 0 0 0 0 0 0 [
Total 0 o [ 0 o [ 0 o [ 0 o [ 0 o [ 0 0
PIN Data Report (by Physician) Name of Clinic

Ti24/2008

Diabetes Management (DM) Indicators

i 0

0 0 0 0 0 0 0 0 0 0 0 0 0 "aas
"2z 0 0 0 0 0 0 0 0 0 0 0 0 0 0 "
"33 0 0 0 0 0 0 0 0 0 0 0 0 0 0 "
m 0 0 0 0 0 0 0 0 0 0 0 0 0 0 "
5555 0 0 0 0 0 0 0 0 0 0 0 0 0 0 "
"eees 0 0 0 0 0 0 0 0 0 0 0 0 0 0 "
oo 0 0 0 0 0 0 0 0 0 0 0 0 0 0 "aas
"a23 0 0 0 0 0 0 0 0 0 0 0 0 0 0 "
"33 0 0 0 0 0 0 0 0 0 0 0 0 0 0 "
"ot 0 0 0 0 0 0 0 0 0 0 0 0 0 0 "z
"z0z0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 "
Fnz0 ] ] ] ] ] ] ] ] ] ] ] ] ] ] "sas
Total 0 o [ 0 o [ 0 o [ 0 o [ 0 o [ 0 o [ 0 0
PIN Data Report (by Physician) Name of Clinic
7124/2008

Hypertension Management {HTN) Indicators
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4.3 Revision Log

Version No.

Description of revision

Date of revision

1.43

Indicator Revisions following the June 25 PIN Evaluation
Committee meeting:

2.02 — Colon Cancer Screening

e FOBT Exemption temporarily removed until changes
have been made to the EMRs to allow for the
recording of exemption information. Any clinics
currently collecting this information should continue
to do so as these exemptions will be taken into
consideration in the calculations.

2.06 - Fasting Blood Sugar Screening

e Eligible age has been reduced from 50 to 40 years
of age

e Persons with Diabetes are excluded from the test

2.14 - Obesity / Overweight Screening

e Frequency of screening has been decreased from

every 12 months to every 24 months
3.03 - Fundoscopic Exams

e Eligible age has been reduced from 18 to 15 years
of age

e Frequency of screening has been increased from 24
to every 12 months

4.01 - Asthma Control (number of SABA canisters)

e Data calculation has been temporarily postponed
until further notice; removed from section 2 but
retained in section 3

4.02 - Emergency Department Visits for Asthma

e Data calculation has been temporarily postponed
until further notice; removed from section 2 but
retained in section 3

5.01 - Emergency Department Visits for Congestive Heart
Failure (CHF)

e Data calculation has been temporarily postponed
until further notice; removed from section 2 but
retained in section 3

5.03 - ACE Inhibitor
e References to ACE inhibitors or ARB as the first line
of treatment have been removed

5.06 - Fasting Blood Sugar

e Persons with Diabetes are excluded from the test
6.01 - Fasting Blood Sugar

e Persons with Diabetes are excluded from the test
7.01 - Fasting Blood Sugar

e Persons with Diabetes are excluded from the test
7.06 — Beta Blockers

e Persons with Asthma are excluded

Section 3 Data Collection: descriptions modified to better

November 2009




match those descriptions within the Extract Layout
spreadsheet.

Hyperlink to Extract Layout spreadsheet added to section 3.

Page numbers added.

1.42

From the December 4, 2008 PIN Evaluation Committee
meeting - reclassification of the Obesity/Overweight
Screening indicator from the Health Risk cluster to the
Prevention cluster. Appears as Indicator 2.14 under
Prevention.

A change has also been made to the data extract layout to
reflect this addition to the Prevention extract.

January 2009

1.41

From the December 4, 2008 PIN Evaluation Committee
meeting. Revision to indicators with an upper age limit of
75 years. Evaluation Committee agrees that the upper age
range for these indicators should be up to 74 years of age,
inclusive.

Indicators revised:

2.02 — Colon Cancer Screening

2.06 — Fasting Blood Sugar Screening

2.12 - Advice on Physical Activity in PHC

3.05, 5.04, 6.02, 7.02 — Full Fasting Lipid Profile Screening
7.05 — Lipid Reduction Counselling

7.06 — Beta Blockers

December 2008

1.4

Revision to the upper age limits of the Prevention indicators
based on the PIN Evaluation Committee discussion.

Added revision log.

November 2008

4.4 Appendix A

Appendix A, the Data Extract Layout, is available at the following link:
http://www.gov.mb.ca/health/phc/pin/docs/img_extract.xls
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