Poster presentation
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Category:  Surveillance

Learning objectives:  Participants will learn the structure of the Vermont asthma surveillance system.

Background:  Until 1999, Vermont’s only surveillance data for asthma was obtained from the Hospital discharge dataset and Vital records.  The complexity of the surveillance network has increased from 1999 to 2002, and a more detailed structure is necessary to keep the surveillance system growing appropriately.  We incorporated CDC’s “Asthma Surveillance Conceptual Framework” into Vermont’s asthma surveillance system in a series of flowcharts to guide us in creating a comprehensive asthma surveillance system.  The system tracks Healthy Vermonter 2010 and program goals for asthma. 

Objectives:  To depict Vermont’s asthma surveillance system in diagrams in order to identify 1) Process:  steps necessary to collect asthma data from each source, 2) Availability: timeframe required to collect data from each source for use in publications, and  3) Gaps in surveillance: either indicators or populations where no surveillance data exists.

Methodology:  VISIO software was used to create flow charts and diagrams showing each of the three aspects of the surveillance system.

Results: Charting Vermont’s asthma surveillance system revealed gaps in “Risk Factors for Poor Control”, and “Absenteeism” for 1999, 2000 and 2001.  “Emergency room visits” were unavailable in 1999 and 2000 and will be available for the first time for the 2001 data year.  More comprehensive surveillance data was available for adults than for children in Vermont, but by 2002 both populations had data sources for each area in CDC’s Conceptual Framework.  Emergency room data will be available for the first time in 2002 for the 2001 data year.  In 2003, additional questions will be proposed for the Behavioral Risk Factor Surveillance System (BRFSS) and the Youth Tobacco Survey (YTS); new questions will be proposed for the Youth Risk Behavior Survey (YRBS), and the Adult Tobacco Survey (ATS).  Vermont is seeking additional surveillance data from private payors and Medicaid.  In summary, the charts will help streamline surveillance efforts, provide a memory aid to meet deadlines for each data source, and suggest appropriate times and topics for reports based on availability of data by time of year. 

Other Required Information:  Laurel Decher, Ph.D., Chronic Disease Epidemiology Chief, Vermont Department of Health, 108 Cherry Street, Burlington, VT  05402-0070; phone: (802) 863-7396 fax: (802) 865-7701; ldecher@vdh.state.vt.us;epidemiology.   Jessie Brosseau, MPH, Health Surveillance Biostatistician, Vermont Department of Health, 108 Cherry Street, Burlington, VT  05402-0070 phone: (802) 951-4067, fax: (802) 865-7701, e-mail: jbrosse@vdh.state.vt.us

INTRODUCTION

· Asthma surveillance in Vermont requires multiple sources of data available at different times of each year.

· Healthy Vermonter 2010 goals and CDC’s “Asthma Surveillance Conceptual Framework” determined data priorities.

OBJECTIVE

· To depict Vermont’s asthma surveillance system in diagrams in order to identify:

· Process:  steps necessary to collect asthma data from each source

· Availability: timeframe required to collect data from each source for use in publications

· Gaps in surveillance: either indicators or populations where no surveillance data exists.

HEALTHY VERMONTERS GOALS

· Goal 1: Increase the percentage of people with asthma who receive education about recognizing early signs and symptoms and how to respond.

· Goal 2: Increase the percentage of people with asthma who receive written management plans from their health care professional.

· Goal 3:  Reduce the percentage of young children who are regularly exposed to tobacco smoke in the home.

· Goal 4:  Further reduce pediatric asthma hospitalizations for asthma among people under age 18.

RESULTS

· Absenteeism from work indicators will be available in the 2002 data year.

· Childhood prevalence of asthma will be available in the 2001 data year. 

· Emergency Department Visits became available in the 2000 data year. 

· Quality of Life indicators will be collected in 2003.

RESULTS II:  TARGET DATES FOR REPORTS

· Fall 2002: “Risk Factors for asthma”: two years of data available

· April 2003: “Pilot study written management plans” (Fall 2002 Adults)

· Fall 2003: (children) “2010 goal: written management plans baseline”. 

· Winter 2003: “Asthma trends: prevalence, hospital, ER, mortality” (Fall 2004 childhood prevalence)
CONCLUSION

· Diagrams of the asthma surveillance system serve as a useful memory aide for requesting new sources of data, carrying out analyses of existing data and planning for program evaluation activities and publication topics.

