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Introduction

The Northern Ontario Perinatal and Child Health
Survey gathered new dataon perinatal and child health
through a 2002 tel ephone survey of 3,456 northern On-
tario motherswith children six years of ageand younger.
Thereaultsof thissurvey offer much-needed informationfor
perinatal and child-focused program and service planning
throughout Northern Ontario and at theindividual health
unitlevel. Hedth unitsand community partnerswill usethe
datatoimproveintervention strategiesand policiestarget-
ing familieswith children aged 0-6. Thefocusof thisarti-
cleisto describe the process and the collaboration of
Northern partnersthat madethispossible. A follow-up
articlewill focuson thefindingsand implicationsof the
survey.

In September 2000, theMinistry of Hedlthand Long-Term
Care, Public Health Branch, received funding fromthe
Government of Ontario to support health unit-based Early
Years projects. In 2002, as part of the overall Ontario
Ealy Yearsinitidive, eachhedthunitwasdigiblefor funding
for Perinatal and Child Health Survey Strategies. Thefour
key action areasidentified asprioritiesfor fundinginthe
Firg Ministers Meeting Communiquéon Early Child De-
velopment! were:

n  Promoting hedthy pregnancy, birthandinfancy
n  Improving parentingandfamily supports
n  Strengtheningearly childhood deve opment, learning
andcare
n  Srengtheningcommunity supports
After discussion among health unitsand partnersacross
PHERO

northern Ontario, adecision was madeto pool some of
these resourcesto maximizethe use of thefundsand the
scope of the projects. Asaresult, the Northern Ontario
Perinatal and Child Hedlth Survey Consortium wasestab-
lished. The Consortium hasrepresentation from the eight
northern health units: Algoma, Muskoka-Parry Sound,
North Bay & Didtrict, Northwestern, Porcupine, Sudbury
& Didrrict, Thunder Bay Didrict, and Timiskaming, aswell
astheNorthern Health Information Partnership (NHIP),
andthethreeNorthernuniversities: Lakehead, Laurentian
and Nipissng. TheConsortiumiscoordinated by the Public
Health Research, Education & Development (PHRED)
Program at the Sudbury & Digtrict Health Unit.

TheConsortium undertook threeinterconnectedinitiatives.
Onekey project wasthe Northern Ontario Perinatal
and Child Health Survey (NOPCHYS). Thesurvey was
conducted between March and June2002. Thesurvey is
closaly linked to acompanion report also undertaken by
the Consortium—theNorthern Ontario BasdineChild
Health Information: Analysisof Secondary Data. The
“BasdlineReport” presentsexisting datafrom secondary
sourceson the health of Northern Ontario children aged
0-6, and providesavery useful compendium of informa:
tion to supplement thesurvey findings.

Development of the Partnership

In January 2002, ateleconference wasorganized jointly
by the Public Health Research, Education & Develop-
ment (PHRED) Program at the Sudbury & District Hedlth
Unit and NHIPto discussthe announcement of thisinitia-
tive. Representativesfrom the el ght northern health units
and Lakehead and Laurentian Universitiesjoined NHIP
and PHRED for thisinitia discussion. The purposeof the
teleconference was to share ideas and discuss the best
approach to moveforward on the devel opment of perina-
tal and child hedlth survey strategies. Teleconferencepar-
ticipants discussed the benefitsthat could be gained by
collaborating on specific elementsof theinitiative, espe-
cially sharing datacollection, processing and dissemina-
tion strategies.

Thegroup decided that pooling someof thedlocated funds
and developing ajoint project could provideauniqueop-
portunity to addressthedevel opment of perinatal and child
health survey strategiesin away that far exceeded the
work that could beaccomplished by any singlehedth unit.
Asaresult of thisdecisiontowork together, aconsortium
of research and program staff emerged.
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Theproject had two key objectives: quaity datato guide
northern child hedlth program and policy decisions, and a
strong collaborati on between northern hedth units, dl three
northern universities (Nipissing University joined the part-
nership at alater stage, thereby creating aconsortiumthat
included dl northern universities), NHIP and the Sudbury
PHRED Program. Animportant benefit of this partner-
ship wasthelink between research and program exper-
tise. The survey results obtained would be comparable
acrossnorthern Ontario, and the cooperative effort would
resultinamore comprehensivereport with increased sci-
entificrigour and programrelevance. Inadditiontothedata
that would be produced, it wasfelt that the project also
provided auniqueopportunity for northern hedth unitsand
community partnersto strengthen existing northern part-
nershipsthrough further collaboration. Pooling resources
also provided support to some health unitsthat had less
accessto research and epidemiol ogical resources.

Consortium members agreed that the Sudbury PHRED
would act as the coordinating site for the project, and
PHRED was given responsibility for organizing
tel econferences, facilitating close collaboration, coordinat-
ing the shared budget, and ensuring that reporting require-
mentswere met.

L ettersfrom each northern health unit confirming their
participationinthejoint northerninitiativewereforwarded
totheMinigtry of Hedthand Long-Term Care. The support
of themedical officersof health and program managers
wasakey successfactor. For Ministry reporting, project
contactswereidentified for each northern health unit. The
health unit representativesa so acted askey information
linksto their organizationsand communities, by gathering
input on information needs, key indicators, and
dissemination strategies. In particular, hedlth unit contacts
solicited feedback on pertinent topicsand potentid survey
questionsfromtheir health unit staff and from community
partnerssuch asOntario Early Years Centres.

Partnership Challenges and Recommendations

Aswith any innovative approach, there are somelessons
to be learned. One key lesson for our group from the
2002 experienceisthat adesignated project coor dina-
tor position isnecessary for aninitiativeof thismagnitude.
Thereweretwel ve partnersacrossthe North, and changes
in representation dueto staff turnover added to the com-
plex communication. To overcomethe challengesof geo-
graphic distance and multiple demandson partners' time,
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a consistent contact person with time dedicated to the
project isrequired. 1n 2002, the coordination wasan in-
kind contribution of the PHRED program. Thetimede-
mands proved such that for 2003, the Consortium agreed
to use someof the pooled fundsto hireapart-time project
manager and apart-time proj ect assistant.

Our experiencewith thisnorthern Ontario initiative sug-
gestssevera other lessonslearned and recommendations
for similar projects. Frequent contact among all group
membersisessential to contributeto the ability to work
together and stay informed. Teleconferenceswereheld at
least monthly and oneface-to-face meetingwasheld. Al-
though e-mail was extremely useful for sharing informa-
tion, itisnot assuccessful when seeking input or for shared
decision-making. The senseof ownership of theprojectis
enhanced when thereisfrequent regular contact and
variousmodes of communication are used.

Animportantingredient that madethisinitiative possiblein
Northern Ontarioisour history of working together. Due
to limited resources and the challenges of geographic dis-
tance and generaly poorer healthindicators, northern or-
ganizationshavelearned towork together todo ‘ morewith
less'. Theability tobuild on existing partnershipsis
essential to makethese projectspossible, especialy when
facing extremey short timdinesaswiththisinitiative.

In partnerships between practice and research centres,
sengitivity tothediffer ent typesof contribution aswell
asvarying levelsof capacity isanimportant consideration.
For smaller health unitswith limited epidemiological and
research support, there may belimitationson the extent of
their participation in the research aspects of the project.
However, the value of program expertiseto keep there-
search grounded and pertinent was recognized ascritical
to the success of the project. There was appreciation of
thework that everyone contributed, from the program,
research and community partner perspectives.

With respect to process, agreement on theover all goals
of theinitiativeisparamount. Thiscommonvisionoffersa
framework for putting individual preferencesasideinor-
der toreach thosegoadls. Initia time spent agreeing onthe
processto befollowed hel psto ensure asuccessful out-
comeagreeabletoall. For example, if asmaller groupis
charged with making fina cutsto the questionnaire, the
entire group needsto know how they can providefeed-
back, who will makethefina decisions, and onwhat basis
thosedecisonswill bemade. Theassgnment of key tasks

PHERO



must be decided with group input and agreement. Further-
more, accountability for key tasksisnecessary. Inorder
for the consortiumto have an acceptablelevel of comfort,
contractsfor significant parts of thework need to be de-
veloped that clearly outlinethe processand deliverables
expected. The contracted work isthen carried out with
the understanding that the consortium will receivethede-
sired product with thelevel of quaity and withinthetime
period expected. Thiswascritica whenthetimelinesfor
thisproject were so short —aone-year period to develop
the partnership, devel op thetools, collect and analyzethe
dataand produce areport.

The partnership has paid dividendsintermsof the quality
and breadth of thework produced to date. Asevidence of
the sati Sfaction with the partnership, Consortium members
agreed in 2003 to pool funds once again to continuethe
work begunin2002. Furthermore, thelinksamong north-
ern health unitsand partners have been strengthened and
our association will continue beyond the bounds of this
project.

Development of the Survey

Topics were proposed based on needs of program staff
and community partnersfor current datato guideprogram
and policy decisons. Thesdected maintopic areaswere:

m  Paenting

s  Bresdfesting

m  Unintentiond Injuriesand Sfety
s Adhma

m  Food Security

s Prenatd and ChildNutrition

Literature searchesand consultation with health unit staff,
partner agencies, Health Canada, Statistics Canadaand
othersyielded possible questionstoinclude. Whenever
possible, questionsfor the survey were drawn from exist-
ing toolsthat have ademonstrated level of reiability and
arevaidfor usein community samples, e.g., Nationa Lon-
gitudinal Survey of Children and Youth, and the National
Population Health Survey —Child Health Module.

Theinitial questionnairewas quitelengthy — pre-testing
showed an average duration of 37 minutes. Based on cost
and partici pant cons derations, 25 minuteswas determined
to bethe maximum acceptablelength. Therefore, thecon-
sortium reduced the number of questionsto atime-man-
ageabl e set while maintaining the construct validity of the
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survey tool. Consortium members and area content ex-
pertsfrom hedth unit program staff identified potentia cuts,
and when three or more sel ected an item or section for
deletion, it wasconsdered acandidatefor deletion. Prin-
cipal componentsanaysisresultsfrom early pre-testing
werea so used toidentify possibly redundant items. Care
wasd sotakento ensurethat theremaining questionswould
provide enough depth, breadth and quality to be useful.
Theultimategoa of providing policy- and program-rel-
evant datawastheoveradl guiding principle.

Threetelephone data coll ection agencieswere contacted
inorder to obtain quotesfor conducting 650 phoneinter-
viewsof mothersof children 0-6 yearsof age per health
unit acrosseight northern hedth units(tota samplecof 5200).
Based on both their capabilities and offered price,
Oraclepoll Research Limited was sel ected to conduct the
telephonesurveys.

Individuasfrom the health unitswere provided with an
opportunity to monitor theinitia pilot testing of telephone
surveysand providefeedback on questionrevisons. The
questionnairewastrand ated into French by an accredited
trandator. Thefinal version of thesurvey waspilot tested
in both French and English, and after minor revisionsfor
clarity, thefind questionnairewassubmitted to the Sudbury
& Disgtrict Hedlth Unit Research and Ethics Committeefor
ethica review.

Sample

Thetelephone survey targeted northern Ontario mothers
of children aged 0-6. Only motherswere contacted for
thesurvey, sincesevera topic areas, such asbreastfeeding
andfolicacidintake during pregnancy, wereonly applica:
bleto mothers. For motherswith morethan onechild aged
0-6, the survey focused on the child who had the most
recent birthday (the‘ target child’) inthefamily. This‘tar-
get child’ approach ensured an equal chance of selection
amongthedigiblechildreninafamily.

Theinitid samplesizefor each health unit wasdetermined
using theformulaof Pagano and Gauvreau,? with preva-
lence of 50%, 80% power (=.20) and a=.05. Thisgave
sample sizesin therange of 550 to 650 per health unit
fromamalesttolargest hedth unit. Thepopulationonwhich
the samplewas determined wasthe number of households
with children aged 0-6. To estimate the number of house-
holdswith children aged 0-6, 8% of total populationin
each health unit areawas used. The population for each
hedlth unit was cal cul ated based oninformation fromthe
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1996 Census. Population numbersin the north have gen-
erally decreased between the 1996 and 2001 censuses.
Theorigina samplesizewasgenerous, allowingfor sub-
group analysis. Dueto thelength of the survey, resource
condrantsand difficulty inrecruiting motherswith children
aged 0-6 through random digit diding, thesampleszewas
reduced, whiledtill maintaining sufficient numbersper hedith
unit areato ensurereliable estimatesfor the primary ques-
tionsof interest. Duetothereductioninsamplesize, some
sub-group anaysesmay not bepossible.

Each health unit agreed to provide 300 namesfrom their
respective catchment areasof mothersfromthelntegrated
Servicesfor Children Information System (1SCIS) data-
base who had consented to participatein the study, with
the remaining 350 to be contacted by random digit dial-
ling. Dueto unanticipated difficultiesin reaching the de-
sired number of completed surveys, thenumberswerere-
duced to between 400 and 456 for each of the eight health
unit areas, for afina overal samplesizeof 3,456. Those
hedlth unitsthat were ableto recruit moremothersthrough
the 1 SCISdatabasereceived alarger final samplesize.

The sample was, therefore, drawn from two sampling
frames: the ISCIS database and random digit dialing.
Overall, 56% of the sample was from ISCIS and 44%
fromrandomdigitdiaing (RDD).

ISCIS

The ISCIS database contains the names and contact
information for mothers of newborn children who are
residentsof each health unit’ scatchment area. Because
healthunitsarerequiredto contact all motherswho have
givenbirthintheir catchment areawithin48hoursafterthe
child’ shirth, the | SCIS database coversthe universe of
OntariomotherswhohavegivenbirthsinceJuly 1999.

In order to recruit mothers from the I1SCIS database, a
recruiting procedure and an extraction protocol were de-
veloped. The Sudbury PHRED devel oped aconsent script,
which was approved through an ethicsreview process, as
well asapackageto trainthelay homevisitorswho were
to carry out the subject recruiting. Contact was madewith
each mother by thetrained recruitersfrom each hedth unit,
who asked for her consent to be contacted by the survey-
ors. A one-page summary information sheet that could be
mailed out toindividual srequiring additiona information
wasa so developed. All thematerial wasmade available
in both English and French. Nameswere extracted ran-
domly from the 1SCIS database for births between
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September 2000 and August 2001. Starting from the last
day of themonth, 50 mothers' nameswere extracted for
each month. Nameswereexcludedif thechild wasknown
to be deceased or if the mother was known not to speak
English nor French. (Inthe 1996 census, 3.2% of North-
ernresdents spoke neither English nor French.) Contacts
weremadeuntil 25 consents per birth month, for atotal of
300 names, wereobtained, a though the number per month
was topped up from other monthsif one month did not
yield 25 consents. The consented names and telephone
numberswerethen provided tothesurvey firm.

Theabove-describedprocessof obtainingnamesfromI SCIS
ensured a random selection of mothers from the ISCIS
database. Oneof thelimitationsof usingthel SCI Sdatabase
asdescribedwasthat it selectsmotherswhohavegivenbirth
recently, andthus, thesamplewasskewedtowardsmothers
withyounger children. However, thetarget childmay beachild
otherthantheoneinl SCl Sdatabase, if amother hasmorethan
onechildunder theageof 7.

Although it had been anticipated that the | SCIS numbers
would provide avery high rate of completed interviews,
because the mothers had already agreed to be contacted
for the survey, approximately 20% of the | SCI S contacts
declined to participate when contacted by the surveyors.
Because of thetimetakento reducethelength of the sur-
vey, wewere not ableto contact themothersasquickly as
wehadindicatedinitialy, and, therefore, the mothersmay
haveforgotten about theinitia contact or may havechanged
their mindsintheinterim. Itisalso possiblethat asocia
desirability biaswas operating when the mothersagreed
to havetheir namesgo forward to the survey firm, but then
they declined when approached by an unknown cdler from
thesurvey firm.

Random Digqit Dialing (RDD)

All motherswithalisted phone number havean equa prob-
ability of being selected fromtheRDD sample. Limitations
include exclusion of mothersthat do not have aphone,
thoselivingininstitutions, and unlisted phone numbers.
Accordingtoinformationfromthesurvey firm, only asmall
percentage of individuasin Northern Ontario haveunlisted
phone numbers. In order to avoid duplicate contacts, the
RDD contactsexcluded the numbersprovided through the
| SCI S database.

Data Collection Process

Data collection began at the end of March 2002 and was
completed by the end of June. Phone callswere made
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during varioustimesthroughout theday including evenings
and weekends. Motherswho werebusy or not available
at thetimeof theinitia phonecall could set up atimefor a
later date. For al cals, surveyorsasked to speak withthe
mother of achild 6 years of age or under who liveswith
her. If therewasno answer, the surveyorsmade up to 15
repeat callsto each number.

Weighting

Thewelght assigned to respondentswas based on two fac-
tors. First, aweight was cal culated so that the distribution
of children’sages0-6 matched the popul ation distribution
within each health unit area, correcting for over-represen-
tation of younger childrenin our sample. Thesecond level
of weighting wasfor health unit population, in order to ac-
count for proportiona under-representation of mothersin
larger health unit areasinthe calculation of northern rates
(seeFigurel).

Figure 1: Prapoetian of methers inesch bealth snil aes, aciu s
popul e nverses sunvey s amphe
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Thedifferencesin proportion areexplaned by thefact that
asmilar number of peoplewere sampled from each health
unit. Therefore, aweight was cal culated to adjust the pro-
portion of mothersto berepresentative of thedistribution
of mothersby hedth unit area. Thefind weight isaproduct
of thetwo weights. Generation of weightswerebased on
agedigtribution dataand the 2001 popul ation estimatesfrom
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the NHIP population data cube (age 0-6), from the
Provincia Hedlth Planning Database, Ministry of Hedlth
and Long-Term Care.

Conclusion

Thisarticle providesan overview of the partnershipand
the processrequired to makethisinitiative possible. From
the outset, there were two main objectives to the
NOPCHS.Initiative. Firgt, we sought to obtain high qudity
datato guide northern child health program and policy
decisions, especidly intheareaof heath promotion. The
Highlightsand Basdline Reports have been wel comed by
hedlth unit program staff and by community agenciesthat
servechildren and families. Second, wehopedto achieve
astrong collaboration between northern hedth units, north-
ernuniversities, NHIP and the PHRED Program. The
Northern Ontario Perinatal and Child Health Survey Con-
sortium hasdevel oped ahighly successful and productive
partnership. Thework of the Consortium continuesin
2003, with additional funding fromtheMinistry of Health
and Long-Term Care. Fivefocused reportson topicscov-
ered inthesurvey arebeing produced and will beavail-
able by theend of 2003.

A follow-up articlewill outlinethekey findingsand pro-
gram, policy and serviceimplicationsof thesurvey for the
promotion of the health of northern Ontario children.

French language versionsof thereportswill beavailable
shortly. The Highlightsand Basdline Reports, and Execu-
tive Summariesin French, areavailableonlineat:

http://www.sdhu.com/english/statistics/htmlfiles/

Satigics Hedth Status profileshtml.
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Summary of Reportable Diseases in Ontario - March, 2003

Algoma 125,109 20 3

Morth Bay Q3,505 1 24 10

Morthwestern 91,920 < 19

Forcupinie 23,680 3 11 1
Sudbury 192419 a3 15 1

Thunder Bay 158, 6598 1 34 3
Timiskaming 37,721 1 4]

Eastern Ontario 194, 945 K] 19

Hastings & Prince Edwrard 158 058 4 15

Kingston, Frontenac & Lennox 180,225 35 1 2
Leeds, Grenville & Lanark 163,143 2 < 1

Ottawra TTR.274 21 101 23 2 4 7
Renfrew 101,151 3 7 1

Duatham 512,271 12 364 45 3 4 3

Haliburton-Fawartha 168,120 1 14

Iiuskoka-Farry Sound 86,218 & 4

Feel 1,002,163 26 204 135 3 2 19

FPeterhorough 128 881 2 17 20

Simcoe STT. A0S

Toronto - total 2,542 544 2 54 313 457 o 4] 146
Morth G2F 02T i4d &5 52 I 21
Sowth G888 554 2 22 32 174 2 2 &2
East FIFQET ii £7 IZ] ki 2 24
Hiest S0, 302 E T4z T E) I g

Yotk 27 42 43 1 1 o

Cirew Brnace 1 20 14

Elgin-5t. Thomas 4 13 & 1

Huron 1

Chatham-Fent = 5 7

Lambton

Iliddlesex-London 1 4] a9 2 )

Cindord 1 11

Erant 126,481 71 13

1
Haldimand-Horfolk 108,536 2 4] 1
Halton 375,705 9 10 1 2 1
Hamilton 495 5573 5 29 91 1 2 11
Hiagara 425,600 10 127 50 1 3
Waterloo 4468 233 Q as 2 1 7
Wellington-Dufferin-Chaelph 241,777 4 40 17

The Toronto City regions above are nowy defined as: Morth - former Rlorth York; South - former City of Toronto; West - former Etobicoke and City of York;
East - former Scarborough and East York

=|nfectious Syphilis cases include 'Primary, Secondary and Early Latent' staging effective January 1, 2003
#* A dpasted for deletions and late reports.
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Summary of Reportable Diseases in Ontario - March, 2003

Alzoma 125,109

Horth Bay 93,505 5 3 1
Horthwestern 01,920 2

P orcupine 93,620

Sudbury 199,519 [

Thunder Bay 158 A9%% Q 5

Titniskaming 37,721

Eastern Ontario 194 945 £ 2

Hastings & Prince Edward 159 025 1 2 1
Kingstorn, Frontenac & Lennox 180,225 1
Leeds, Grenville & Lanark 163,143 1
Cittawa TR AT 40 3
Renfrew 101,131 1
B
Charham 312,271 1
Haliburton-Flawartha 162,120 1 7 1
Lluskoka-Fary Sound 26,218 1 1 1
Feel 1,008,163 2 24 12 1
Peterhorough 128 881 14
Simcoe SFT.A05
Toronto - total 2,542 544 2 120 1a 2
Morth G277 021 gt i& E i
South GEES84 52 &
Erast FI7 937 2 ki I
West 5049, 302 i& I
Yotk 724,969 1 1 11 4

Crey Brace 157 664 il 2

Elgin-St. Thomas 24,182 4 1
Huron al 097

Chatham-Fent 112,897 4

Lambton 131,643

Iiddlesex-London 4129764 12 4 1
Cndford 102,561 1

FPerth 75,238 1

"Ainds or-E

Brant 126,4%1 3

Haldimand-Horfolk 109,536 1

Halton FF5,705 3 3

Hamilton 458,553 1 35

Hiagara 423,600 26 2

Wratetloo 46 B33 11 1
Wellington-Dufferin-Cuelph 241,777 2

The Toronto City regions abowve are now defined as: Morth - former Morth York; South - former City of Toronto; West - former Etobicoke and City of “ork;
Ea=t - former Scarborough and East York

*Infections Syphilis cases include 'Primary, Secondary and Early Latent' staging effective January 1, 2003
#* A dpasted for deletions and late reports.
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Summary of Reportable Diseases in Ontario - March, 2003

Algoma 125,109 3

Morth Bay 03,505 1
Morthwestern 91,920
FPoroupite 95,680 1
Fudbury 192,619 1 1
Thunder Bay 158 498 2
Titnishaming 37,721
Eastern Ontario 194945 1 3
Hastings & Prince Edward 152 082 1 4 1
Kingston, Frontenac & Lennox 120225
Leeds, Grenville & Lanark 163,143 1 1
Critawra e 10 | 2 1
Fenfrew 101,151 1
Drahiam 512,271 K 1
Halibutton-Kawartha 168,120 2
Iluskoka-Patry Sound 26,218
FPeel 1.008,163 1 14 1 1
Peterborough 128 881 4
Simecoe 377,405
Toronto - total 2,542 844 1 1 36 12 17 2
Morth G27 021 i iz )
South GEE 554 I & Ig
East FIT 937 i 7 2 i 2
West S0a, 202 & I
York 1 11 1 5
Grey Brace 157 664
Elgin-3t. Thomas 24,182
Huron al 097 1
Chatham-Fent 112,897 1
Lambton 131,643
Lliddlesex-London 412976 £ 1
Cidford 102,561 1
75238 1 3 1
381,672 15
Brant 126,481 3 1
Haldirmard-H orfolk 102,536 1 1
Halton 375,705 S 2 1
Hatilton 498 553 & 1
Miagara 423,600 2 13
Watetloo 446 233 1 5 2 1
W ellington-Dufferin-Cuaelph 241,777 3 1 3

The Toronto City regions above are now defined as: Morth - former Morth York, South - former City of Toronto; West - former Etobicoke and City of York;
East - former Scarborough and East York

=nfectious Syphilis cases include 'Primary, Secondary and Early Latent' stadging effective January 1, 2003
* Adpsted for deletions and late reports.
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