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· Introduction: 
· Vickie provides an overview of the drivers for the SCALE project (IRS regulations relating to CHNAs, public health accreditation – both of which required or could greatly benefit from local level data). CDC got deluged with questions re: how can they help localities meet the IRS standards, etc. Meanwhile CDC were looking at promising projects around the nation and saw some options available for local health data (Seattle, etc.). 
· Tricia (NAPHSIS) provides history of being contacted by Don Schwartz at RWJF who mentioned that there isn’t a health indicator at the local level. He had been speaking with people at the Dept of Treasury who were interested in making sure that when they provide money to local govt for community development that there is some way they can make the projects measurable in terms of health in the local area—he wondered if there was anything we could do in terms of coming up with some sort of indicator that would be a summary measure and would be good for population health. Decided LE makes the most sense – did more research and thought CT might make sense—wanted data to come from the same source, geocode the same way, and calculate it in a uniform manner across the entire country – wanted to do it nationwide. This resulted in USALEEP (which RWJ funded) – working on it for a little over two years now. NAPHSIS got address level data from all states  (and NYC and DC)– used one methodology for geocoding. Would like this to be an ongoing thing through NCHS. The other part of this project is to work with state health departments (and will be working with local HDs) to help them figure out how to use the information. They want to make sure it is really used. Burness Communications is funded by RWJF to develop a communications plan on some FAQs, etc. {Point of convergence here for the evaluation  Use by whom? Who are the FAQs for? Action: Perhaps ask individuals who are on the SCALE project who their target audience for consumption of the estimates is…could also ask NAPHSIS participants and EPHT states? Could provide this to RWJF and Burness?}

· Participants: Derek Chapman (VCU), Jesie Segone (NH), Amy Laurent (Seattle King County), David Sweat (Shelby), Chris Duclos (FL, EPHT), Melissa (FL, EPHT), Kirk Bol (CO, USALEEP), Jessica Bonthius (ME, SCALE & EPHT), ? (CDC/EPHT), Angie Boyner (CDC/EPHT), Buffi LaDue (WA, EPHT & SCALE), Alicia Frazer (MA, SCALE, EPHT), Lorraine Escobedo (CDC/NCHS, USALEEP), Jocelyn Kennedy (contractor, USALEEP), Elizabeth Arias (CDC/NCHS, lifetable program, USALEEP), Alex Ho (LA County, SCALE), Tricia (NAPHSIS, USALEEP), Allan Baker (PH England; mortality surveillance and inequalitites), Paul Johston (PH England; North of England), Matt Beyers (Alameda Co, SCALE).  

· SCALE state presentations
· Jessica Bonthius – Maine
· Most rural state in the country (1.3 M, spread across 533 MCDs)
· Large majority of northern part of the state are “honorary MCDs” – super small populations (<1,000) and several are large geographically
· For estimates
· MCD level 2001-2010; annual town level estimates
· Chiang II, Silcocks adjustment
· Aggregated temporally (started with 5yrs moved to 10yrs) and geographically
· Temporal aggregation maps (leaving at MCDs):
· Maps they present exclude unincorporated MCDs – b/c distracting (large)
· Even after aggregating 10 years of data they still had to suppress several of these areas when using rule of SE of 3 or less. 
· Geographic aggregation (used NYS tool)
· Tricky part was to figure out what to aggregate to. First did relationship between SE and population years—went for SE of 2 or less—looked like about 10,000 population yrs. Also looked at SE by # of deaths. Looked like numerator <60 gets them to deaths that were <=3 SE
· Results
· Assessing stability
· Limington (SE=2.4) vs. Wayne (SE = 1. Something). Both had high LE – everyone said “Limington?”. Something odd. Found a very high mortality rate for Limington for the 85+ age group. The 85+ age group dropped from 100 to just below 40 in a 10 year time span (so huge drop in the population of 85+) – intercensal estimates start in 2009 and that is when you see the huge drop (120 to 35). So this is the reason for the drop – or at least it seems. 
· Town 1 (1.8 SE, 11 zero cells) and Town 2 (2.7 SE, 7 zero cells) – zero variance is in the numerator so messes things up. Found that adding one death to the <1 or 1-4yrs dramatically increases the LE. Implications? – stability criteria: >5000 pop yrs and 50-60 deaths and SE<2. Definitely see a correlation between SE and # of zero death cells. “Zero cells will serve to underestimate the SE.”
· Mellissa Jordan (FL)
· Focusing on methods to calculate LE in FL – zip code level estimates; also will talk about visualization. 
· Methods
· Linked residential zip (death cert) and 2010 census ZCTAs used 2010 ZCTA by gender an age for denominator. 
· Large population in FL so didn’t run into similar issues to ME (2M people in FL) so over 2009-2013 they had 871,920 deaths
· Zip codes are messy though – have about 2000 zip codes in FL. But only have 983 ZCTAs (but still captured 98.61% of population). 
· 68.4yrs lowest  LE in a rural, low SES area of the panhandle; 90.2yrs highest LE island, multi-million dollar homes, etc. --- So eyeballing it this made sense in terms of the pattern (overall). But there were some causes for concern in terms of where they had to suppress data. 
· Attempted to do these calculations by gender and race/ethnicity. Likely won’t release to public the race/ethnicity due to instability of estimates. They are releasing these estimates to the local health departments as well to inform discussions in light of the instability of estimates. 
· Instability of estimates and addressing that…to some extent
· Leon County (10 zips, pop 276k) – The pattern of LE in these Co zip codes made perfect sense to her being a Leon Co resident. 
· Combined 5 counties rural S. Fl  from 2009-2013) (19 zips. 214K pop approx.). So even with aggregating geographically and 5yr estimates there was still a bit of suppression. 
· Conversations with local health departments
· Describes the discussions they have been having with the counties. 
· Highlighted some pieces of these conversations around the local health department action (not much though more the process). 
· EPHT
· Has supported a lot of this work in FL
· Developing sub-county data tools (looks amazing – see the slide). Also playing around with the idea of allowing end user of this platform to do their own geographic aggregation (e.g., aggregate 5 zip codes). 
· Other important note: They do not collect address level data for morbidity data in the state (i.e., hospital discharge) so they went with zip codes so they could match up LE with geographic-resolution available for other health indicators.
· Q&A
· David Sweat – Channeling Doug and Tom – three rule of thumb data points tried to have consensus around (sweet spot)—(1) SE=<2, (2) At least 50 in numerator, (3) at least 10,000 population yrs in denominator. What is your experience?
· Jessica – 10,000 pop years and 60 deaths are basically the same given our data.
· David – Also trying to look at by cause not just LE  still have to get to 50 incidents in the numerator before we feel comfortable—struggling with when to just say suppress. 
· Melissa – been using 50000 person years. Explored getting into the lower SE as well. But definitely a trade off.
· Derrick – When we have done zip code level stuff you have to be really careful because they change over time so you can lose cases/population across years. 
· Tricia – Q about zipcode – any regularity in when they change or criteria? At whim of postal service?
· Panelists: Yes at whim of postal service
· Amy: Cross boundaries too
· EPHT rep – When we set up “how do I” – one is suppression rule from NCHS (deaths under 10) and also flag when under 50 deaths or population is less than (something) or SE<2. 
· Melissa – we just suppress based upon any of the three…less than 50 (or 60 in the numerator), <2SE, less than 10,000 in denominator. Don’t feel comfortable with <10 rule. 
· Jessica – weren’t really considering other options beyond suppression (like flagging, etc.)
· Annie (EPHT) – Visualization – what are your thoughts on your portal if you are displaying these aggregations, even at a CT level it is tough for someone to identify what CT they are in…with aggregations how do you help people to think through where this is? 
· Jessica – interactive maps would be really nice
· Melissa – that is what I picture too, interactive maps – they could aggregate and call it whatever they want. 
· Chris (FL) - Address look up feature would be great, especially if you could overlay boundaries on the fly, etc. (e.g., neighborhood boundaries). Melissa – yes, tough for people to know what CTs they are in/that are relevant
· Derrick – We have something that has Google map in the back end of it all so you can put a push pin in the map for your address. 
· David S - This is why we use zip code. People know their zip codes, they know which one they are in. 
· Chris – they know the zip code, but knowing the boundary is tough
· Amy- And sometimes. Questionable (sometimes see streets that aren’t in that zip code)
· Tricia - How did you deal with people who were residents in your state and died in another state? 
· Both panelists -- Yes, we have that information from vital stats office. And excluded deaths to out of state residents.
· Tricia – Yes, this is why we were so concerned about this in our data.
· Amy – But how can you find this out at the local level?
· Tricia - States has reciprocal agreements with all other states. All states do. 
· Derrick – more of an issue of timing. Some states sometimes close their data file. These aren’t necessarily lined up. 
· David – this is why they did so much work in NYS around the institutionalized population. 
· Tricia – they are supposed to be assigned to some other address than the institution. 
· Vickie – also an issue of college populations
· USALEEP, Geocoding the nation’s mortality data (Loraine Escobedo, NCHS)
· Six years of mortality data
· Launched in 2016 (USALEEP) – 50 states, all territories, NYC, DC
· Wanted to calculate LE at birth for every CT in the U.S. that can handle diverse population sizes
· Before calculating LE need to address: data acquisition, geocoding of residential addresses, data issues, release geocoded data (agreement with NCHS for participants supplying data is they would get geocoded data back)
· Data acquisition
· 50 states, NYC, DC, Puerto Rico
· All signed NDA with NCHS
· 2010-2015 died in state/jurisdiction – residential address (in or out of state), state of occurrence, year of death, cert #, lat/long and CT of decedent’s residence. (note they are also doing 2011-2015
· NCHS Div of VS reformatted dataand collaborated with NCHS OAE to remove identifiers (death cert # and gave a pseudo ID to maintain confidentiality of the data, submitted to HUD
· Geocoding	
· Piggibacked on existing agreement between NCHS and HUD. 
· HUD geocoder does the geocoding! (Jon Sperling – now retired)
· Two traditional methods used: (1) Address (Interpolation)- along street centerline; Polygon – places point at centroid (weighted center ) of polygon (which looks like it is zip code or parcels) key thing in quality is to get a quality address. 
· Geocode output  (1) lat/long and three other items (see slides)
· Data issues {in several of the cases below they had to drop the data}
· Incomplete or missing data
· Puerto Rico: “urbanization” field – not properly formatted. Can’t geocode their data because of this
· ME – No 2010 data 
· WI – Incomplete addresses for 2010
· Duplicate data
· Some are data entry errors – linked to same mortality records
· PO Boxes
· Sometimes refers to post office not residence. They searched for these  only comprised 1% of LE data so they kept it in (i.e., effectively died at postal address – there are a small subset that also have address that is the post office, not a PO Box)
· Tricia – less likely to occur for states where the death cert has mailing address and physical address (not sure if both are in the national death cert)
· Release geocoded data:
· The will provide the geocoded data file, documentation (includes strategies for representing geographic data) and the record layout. 
· Fields: lat, long, how coordinates derived, IDs for various Census geographies
· Currently under review, plan is to release in April 2018
· They have several inclusion criteria for this (geocoded file is about 15.6 million records) -- > High geocode quality = 96.1%; low geocode quality = 3.9%
· Quality
· What percent are included and excluded from geocoding file
· Age group:  roughly equivalent for each age group
· Higher percentage of males excluded than included
· Education level – about equivalent between excluded and included. Less than HS percent included a bit less than excluded, reverse trend for college
· Race – okay for white, black, and Asian; American Indian more excluded than included
· Urban/rural – More excluded than included for small town, micropolitan areas, and rural areas; reverse trend in metro areas
· Q&A
· Derrick: Any searches for institutions? When we look for these, we see homeless folks often list hospital address as residence. Did you check for this for clusters?
· No we didn’t have time to do that. We looked at the ACS group quarter variable. 
· Matt: Are you returning the corrected address back to the states? In CA they geocode it but they don’t give us the corrected address or zip.
· No, we don’t get those back either
· Vickie: Are you returning population estimates?
· No
· Jessica: Any intention of looking at % of POBoxes by CT? We have pockets of these in our lead data.
· That would be interesting to do. 
· Derrick: Was there a threshold which you didn’t accept geocoding (i.e., zip code centroid level)? Did you have a threshold you set and are you giving the error codes back to the state so they can make a decision about which geocode to do?
· Yes, CTs were based upon address or Zip + four. The states will get the documentation file to help determine which codes to use.
· Amy: I think you may need to do some TA around this as well, not just documentation. 
· Tricia: Yes, this is why we will be spending a lot of time with the states
· EPHT: How long did it take?
· Jocelyn - If in perfect format it was a week turnaround. 
· David: Have you created the LE? Or are the states going to do the LE? And will that go back to the states?
· Tricia – yes Elizabeth A. is calculating the LE…that is the purpose of this exercise. RWJF is going to put out a grant around data visualization of the estimates (that is the plan). 
· Tricia—this took a lot more time than anyone expected it to. RWJ may be waiting to ensure the estimates will get done by the target date of early Summer 2018 before they do the visualization stuff. Visualization is very important as well as is teaching people to use the data. 
· Vickie: Will there be a delay between geocoded data file and the LE estimates?
· Tricia: There wasn’t supposed to be. But there will be less than 2 months between the release of the files (geocoded and LE). States will also get their data files before the LEs are released publicly.
· Elizabeth A. -  For the LE there will be a big report that describes the methodology behind everything. 

· USALEEP, Status and methodological challenges and strategies (Elizabeth Arias, NCHS)
· Elizabeth’s role over time has been with producing complete life-tables. Producing small-area life tables has been new.
· Data sources: 
· Mortality data 2010-2015
· ACS 2011-2015 and 2010 Decennial Census
· Method:
· Abridged life tables, Chiang
· Modeling to address missing death counts
· Life table construction
· Phase I – Estimate abridged period life tables for tracts with minimum populations of 5k (aggregate of 6 yrs of mortality data) with no missing age-specific death counts. They do not allow any zero counts for any cells – based upon the view that the life table is a complete system (idea is to demonstrate true schedule of mortality for an area). Select those with an “acceptable age pattern of mortality” to use as models for Phase II life tables. 
· Phase II – Poisson or Negative Binomial Models to generate predicted death rates for the “model” tracts identified in Phase 1. – they then use the predicted m(x) for age groups with missing death counts for up to 3 age-categories (in the event that more than 3 age categories had 0 cell counts for deaths they set them aside for “Phase 3”)
· Phase III – the explore grouping tracts.
· Status: They completed Phase I last week, just cranked out some preliminary estimates for Phase II. 
· Shows map of Phase I and II and III  WOW most of the map is Phase II (and this is actually currently inclusive of one or more age groups of missing deaths). Little in Phase III but right now this only shows those with populations less than 5k (doesn’t currently account for areas where there are three or more age categories that have zero cells).
· Challenges faced:
· Population data – based upon years of geocoded mortality the only population data available to them is the ACS 5yr estimates. 
· Death counts – In addition to zero death issue in a cell; what is the total number of deaths and age-specific death counts that are acceptable. NCHS states that rates <20 deaths or a coefficient of variation (CV)  >23% should be suppressed. Closest they have to a rule for life tables is the reference in decennial state=specific – cut off is CV of 2.5% or no fewer than 1,600. These are for complete life tables not abridged. 
· How far can age groups be combined without losing important information?
· What did they do (Phase I):
· Combined 2010 Decennial Census (1/6th of the Census count) with 2011-2015 ACS (5/6th). Thought they would do this in five year increments first. Spent many months deciding on 5 or 6 years – decided that 6 years were best. She contacted the ACS folks for advice—noted it would be better to use part of Decennial Census and use the 5yr ACS. (SCALE skirted issue by going for 2008-2012; and used 2010 Decennial Census). They couldn’t use 2008-2012 for USALEEP because several didn’t have data for 2010 – so they had to get around that. 
· They use the Delta Method to account for the population variance that is included in the ACS method of estimating population. 
· In Chiang method the probability of survival at 85+ is zero so he sets the variance of e(85+) at zero. Silcocks et al argue that the variance in 85+ is actually dependent upon the likelihood of death 85+ -- so they borrowed from him (double check this with slides). 
· About 31% of census tracts had zero cells for 3 or more age categories. 
· In assessing inclusion (I’m missing important considerations)– anything below the age-adjusted rate of 400 or above 1600 was unusual; got rid of outliers, expectancy at birth (anything under 65 and over 95) they set aside and checked out further before inclusion (one way is they looked at mortality pattern for each and looked at the CT in detail – by educational attainment, proportion non-Hispanic black, proportion median income, etc. if those were consistent with what the LE would suggest they put it back in). Ended up with 4700 CTs that were the “best models” to use for Phase II. 
· Amy raises concerns that Phase I CTs look to be primarily in the SE which has a certain profile of LE (lower) – worried it will drag LE down for other areas (error). Elizabeth notes that in the model she adjusted for several factors thought to be tied to LE – for example, educational attainment (and many others). 
· SE with the ACS sampling error translates into an avg. LE (by age category) with a range of about 8 years. As you get to the older age categories though you see huge SE (75-84; LE 95% CI is 8.0-17.6 for example, 85+ is worse). She notes that at NCHS an 8 year 95% CI is way too big (SEs are (I think) all above 2) but since this is new, they went ahead with it. 
· What they did (Phase II)
· Looked at pattern of mortality data – essentially want the observed death rate to look close to this (I guess). Death rates for CTs selected in Phase I do show a tighter clustering (than all CTs, i.e., not just Phase I selected) of the death rate by age category (death rate for US—pattern she is looking for, wants to make sure that looks like this). When they looked at the predicted mortality rate based upon Phase I shows an average that is higher than the US mortality rate for the lower age ranges they anticipate that this relates to the ACS estimates and some interpolation that they did in estimating 0-4 age categories. 
· Haven’t gone beyond what they have showed here today. They have never done this before. They want to make it replicable, usable, etc. 
· Q&A:
· Alicia (MA) – Curious about smoothing methods. When you were talking about aggregation, smoothing might be an option, don’t know how you would do that. Did you think about that? Should we move in that direction? 	
· Elizabeth - Haven’t thought about it. We often do that with single year of age. 
· Alicia (MA) – some areas are distinct – might be nice to have smoothed map – could put your address in and see what the gradient color looks like there. 
· Chris – Are you willing to share list of Phase I tracts? 
· Elizabeth – Don’t know if we can do that. Don’t think we can, think we have to wait for full file release. 
· Tricia – Aren’t even allowed to release it to Vital Stats as part of the contract. She notes there may be an evaluation contract from RWJ to examine this project. 
· EPHT rep - Are you planning to do same Phase I, etc. for county?
· Elizabeth – Doing same thing for some exceptions – 5 yrs of data and for the larger counties 3 years of data, maybe for some 1 year. We will have population estimates based upon Decennial Census b/c they have post – Census estimates for counties. One other factor she noted that I didn’t catch (think it was birth records).
· Amy- Is this generating interest at Census for getting estimates for more resolved geographies?
· Elizabeth – she has spoken with them and they said it is just a lot of work. Maybe there isn’t enough demand. They pay for the population estimates (Census and ACS – for education, marital status, and non-Hispanic—for these subgroups since they have to produce these as non-standard practices). 
· PHE LE at the local Ward Authority Level (Allan Baker, PH England)
· They have a national role and a local role (team is actually located throughout England)
· Small area LE – wards and Middle Super Output Areas
· English administrative geographies
· Lower tier local authorities (326)
· These are divided into wards (7,445) “electoral wards” 
· Upper tier local authorities (152) – these are responsible for public health
· Wards have frequent boundary changes, they vary in population (from a few hundred to >40K) – given this ONS decided to create statistical geographies of similar size and would be more stable – Middle Super Output Areas (MSOA).  They have similar population size – min 5k, max 15k; only change boundaries at decennial census (every 10 years). 
· Methods for estimating small area LE (ONS)
· Started in 2002, originally for wards b/c they didn’t have MSOAs yet
· Looked at Chiang, Chiang II, and Silcocks. Saw no difference in LE when using Chiang and Silcocks. They decided upon Chiang method using the estimated variance procedures from Silcocks for the eldest age category. 
· Examined population size (wanted to know how low of a population estimate they could include) – used Monte Carlo simulation to test. Compared reference LE using five different years and calculated the LE from simulations by population size (80K highest, 1K lowest). Did exactly same thing, but looked at SE. About 5,000 is where you see three out of five are between 2.27 and 2.01. Width of 95% CI was about 6.9 around 5K population (just less than 5 at next level up). They felt that the width of Cis for LE at birth at 5K was pretty acceptable. 
· Looked at age bands with zero deaths – Used Monte Carlo simulation for this as well. Tested imputed value of 0.693 and calculated for every age band where there were zero deaths (ran simulated LE by population size, 80K-1K) LE reduces by 20 years (comparing 80K to 1K). So they imputed based upon various other estimates. Ran 0.5 and 0.03 as the imputed value and no imputed value. All the lines come together around 5K irrespective of the imputed value (or none) for 0 cell deaths. So they just decided to go with 5K and forget about what to do with 0 cells because it didn’t seem to matter. But for final age band the calculation fails for LE if you have 0 cell in the highest age category. --- they now use the Silcocks method for estimating final age band because otherwise calculation of variance fails. 
· Final decisions:
· Chiang II method
· 5,000 minimum
· Don’t worry about 0 cells (don’t impute)
· Use Silcock’s to estimate small value in 85+ age category if zero
· Public Health Observatories
· Came to broadly the same conclusions as ONS did. 
· SEPHO calculator
· Originally had upper age band of 85+, they wanted to look at this to see if still a good idea (recently) given changing age of population. In 2016 40% of deaths in England occur 85+ years. Almost ½ of all female deaths occur after 85+ years.
· Adopted 90+ -- looked first at impact on LE for small areas. 
· Most areas didn’t have a difference (most were around -1 to +1 yr (about 13K fall into this).  Also compared to the abridged life table and single year calculated LE very similar – but actually moves LE estimate towards single year life table so likely 90+ is giving a more robust/accurate estimate (lower variance).
· Revised SEPHO life expectancy tool to match this change
· PHE annual LE
· Produce them for all wards and MSOAs. Since the MSOAs are statistical in nature they aren’t meaningful for people (in particular politicians who are elected by ward). They have been asked to calculate LE @ 65 – may do that going into the future (haven’t decided yet). 
· Online death registry system  goes to ONS immediately. They code the deaths. About 6 or 7 months before ONS gets the final data. Data doesn’t go into the system until the death is “registered” – so if external cause of death they go through autopsy and then after investigation is complete they are registered and data is entered so this can cause delays. 
· They are no longer doing estimates in Excel, they now do them in SQL and are likely to switch to R soon. 
· Ward changes – they release the data for the most recent time period and archive the data for the previous time period. They do not generate trends (which would require that they map back to previous ward boundaries)
· Suppress estimates when:
· Less than 5K population (this is for person years- i.e., 1K in one year)
· If CI around LE value is >20 years
· If # of deaths I nan age group is > population info for that age group
· Where there are no deaths in the 90+ age group
· For 2011-2015 this leads to 38 suppressed MSOAs out of 6,791 MSOAs; for wards (7,445; suppress 685)
· Communal establishment populations (group quarters)
· They were especially looking at nursing homes. Some areas have several nursing homes. SEPHO – in wards where >25% of deaths are of nursing home residents LE estimates are approximately 2 yrs below similar wards without nursing homes.  don’t really look at this for LE at birth, but if they move to LE at 65yrs then they may need to consider this more. 
· Direct vs modelled estimates
· All PHE values are direct estimates. Might need to examine models b/c of the frequent boundary changes in wards. But worry about potential lack of alignment in LE results compared to what is calculated by local authorities. 
· Healthy LE
· ONS calculates this. Provides annual updates for local authorities only – this is next step up from small area estimates. They have done it for MSOAs for 1999-2003 and 2011 you can see it on line. 
· Migration
· Haven’t looked at it – tricky thing to do. ONS does need to take this into account when they do population estimates. 
· Q&A
· David – In Shelby we have started to get into cause-specific LE. Have you started to do this? What have you learned? If not, why not?
· Yes, we have done it for small areas but for standardized mortality ratios. Mainly because we can aggregate them. We have a tool that allows people to aggregate on the fly but not for LE. Only works when you have a numerator and a denominator. Have done some small area SMRs for the biggest causes of death. Looking at whether we can increase the # of cause specific ones we can do. We are also looking at decomposition of LE – doing at national level at the moment – LE estimates for different time periods and decomposing by cause of death…which have made the biggest contribution to LE (also are going to do by age group as well). 
· Nickie (EPHT) – What is exact difference between Chiang I and Chiang II?
· Chiang II adjusts so that calculation of LE won’t fail if you have zero cells. Silcocks and Chiang II differ in how deaths are distributed between age bands (Chiang II assumes constant spread of deaths, Silcocks it is even distribution of rate of death?).
· Elizabeth (NCHS) – Zero death counts. See you are okay in your method with zero death counts, trying to understand this fully. What if you have zero death counts at birth or younger ages? Are there age categories where that just won’t work? Do you have a limit to how many zero cells?
· No we do not have a limit.  Child death is a very low occurrence in England – so get this a lot. There are some areas where we get very few deaths – although we don’t set a limit on zero cells it will likely get suppressed using one of the other suppression rules. 
· Elizabeth – but how can you have LE at birth that only has data in a couple of cells/age categories? Need a profile that approximates death in the population. 
· Felt like as we were approximating to the overall population that we were in good shape. 
· Jonathan to others – interested in things like Healthy LE?
· Vickie – CDC perspective – going through peer review for SCALE project – Anyone who just uses LE kind of gets criticized so we are happy to have this one indicator. Said we would like to look at a summary measure that better characterized population health and most promising of this looked like healthy LE. 
· SCALE states will be covering this a lot in tomorrow’s presentation. 
· Alicia (MA) – What population do you use for the years after the Decennial Census? Is the leveling off of LE after 2012 may be due to population?
· We have been speaking with ONS a lot about that recently. One of the key questions we want to answer is whether the leveling off of LE is due to population estimates. They have a census in 2011 and then they produce estimates every year up to 2021…then they will revise the in between years (looking backward). They produce estimates at national level, ward and small area – they take into account migration as best they can (survey and admin data – several data sources they try to triangulate).  Other things they look at—way they age standardize? Maybe something else they are unsure of – For example political point of view (e.g., perhaps related to politics)? Causes of death? We know that some of the trends are similar to other EU countries as well. UK does appear to have more of a flattening off than other EU countries though. 

LUNCH

· PHE – demonstrate the Public Health Outcomes Framework (https://fingertips.phe.org.uk/profile/public-health-outcomes-framework) 
· Helps them to “monitor progress”
· Two overarching indicators – 
· Improve healthy life expectancy
· Decrease disparities in life expectancy (from UK LE)
· What is the software platform?
· Developed in house 
· Each of the 9 public health observatories were using different platforms so they decided to move to one software platforms – “fingertips” which was adopted by all PHOs and PHE. 
· Use static data tables or dynamic queries? – static
· What is a Marmot indicator? 
· Marmot Review in 2010 – first big review in England proving case around reducing inequalities. Six recommendations (i.e., focus on children, income inequalities, etc.)—worked with the Marmot Team to come up with a set of indicators aligned with their recommendations and in 2011 as of the first anniversary they produced 6 key indicators that the localities could get information on. 
· Open discussion time (Amy L)
· This section of open discussion relates to methods we heard this morning. Items on our list for discussion include the following:
· Any missing issues/challenges that we didn’t come across this morning?
· Seems like everyone feels pretty good about this. No comments from audience. 
· Vickie asks specifically about PHE and 5k population – would SCALE participants want to go back to see how using that plays out in your estimates and suppression?
· No response, can add to the next SCALE agenda. 
· Amy notes that at Seattle King they weigh how many areas fall out as a result of decisions, what are the cost/benefits of these choices, etc.?
· Specific issues/challenges that we want to prioritize to examine further?
· David S. – What always seems to emerge is those with more population have more variability to see and tighter Cis. Tough to see variability when there isn’t as much of it. In the guidelines – could we have tiers? If in urban environment what are some of the things you can do, if you are in an area with small populations what are some of the things you should do? – the 
· MA rep - I would echo that. We would like to start focusing on looking at disparities across different demographics. We would like to look at several characteristics (beyond race) that perhaps couldn’t be examined in all places. 
· Amy asks if Elizabeth would be willing to come back and report to SCALE about further analyses around zero cells. Elizabeth (NCHS) – skeptical that you can get a reliable estimate at birth of LE when you don’t have deaths in crucial age ranges (e.g., at birth or at peak of mortality). There is a true mortality that you don’t necessarily see because of the snapshot you elected to take. 
· Derrick – I agree completely that the supposition that no one will ever die in an age group is unlikely. So for us when there is a zero count we sub the county estimate or something else. Are you against that type of substitution 
· Elizabeth – yes I’m substituting based upon similar tracts.
· Derrick – what did you do in PHE?
· Allan – in simulations we found it ultimately made no difference.
· Elizabeth but what was that compared to?
· To a complete table with no “missing” deaths? Yes
· MA – so this is a debate about zero cells, there may still be issues with SE though. 
· Elizabeth – for the entire history of NCHS producing life tables (for states) we have never released a life table where there is a cell with “missing” deaths. Issue is that you aren’t capturing the true mortality behind the data. What happens when you don’t have any deaths when at age 0 – what does LE at birth mean?
· Several in group mention that it isn’t that deaths are “missing” it is that there are actually no deaths for that age group for that snapshot of time. 
· Elizabeth – perhaps then you don’t want to use the LE at birth, rather infant mortality or age adjusted mortality, etc. if you have so much missing information in your life table then you don’t actually have a reliable LE measure in my opinion. 
· David – one of the things my geospatial analyst friends have said is significant cold spot, significant hot spot, something in between – pay attention to what is hot and what is not hot and what is different between those two. Heat mapping seems to be more informative. Need to figure out what cells are hot and which are cold rather than provide a value for every cell. 
· Alicia (MA) – what I’m hearing a little bit is that there are methods that you can use to sub these zero cells (e.g., model based upon similar communities, increase geography, sub from another geography) – could do that to get a little more accuracy. Sounds like individuals at PHE have done analyses to demonstrate that it doesn’t change LE estimate that much or the CI that much if you have a population of a certain size – so to me it isn’t as if one is correct and one is incorrect—but more what is the application for? What is the intent? Would love to see what Elizabeth finds if she does future analyses examining this. 
· Conversation seems to come back to the idea of application being important – Paul Johnston notes that it has been a journey for them…accuracy of method and data…to looking at disparities…probably next step is examining economic changes/indicators. 
· In comparing the approaches you heard about this morning (SCALE, USALEEP, PHE)….
· What might you like further clarification about?
· Vickie – suppression vs. geographic aggregation ….seems like people have made their own decisions on this. Esp from FL – maybe fine to do that at the state level but not from perspective of the local health department. 
· Derrick – anyone looked into aggregating years? 
· Vickie – yes, ME and WI. 
· Jessica – In SEPHO Guide it said don’t aggregate over 10 years because of the population estimates. 
· David – It is about getting the math right – need to temporally or geographically aggregate to the point where your CIs are good enough and you trust it. 
· Alicia (MA) – Aggregating over years make sense to me particularly in rural areas where there is little population change. We have to accept at some point that we are doing sub county LE estimates—there are going to be places where you can’t estimate it, there just aren’t enough people unless you aggregate. Why not do it in rural populations (10+ years).  David – what you get though is a rolling address, you can always move the windmill.  
· Sounds like what this gets down to is how stable is the context and which approach will capture this best (temporal or geographic aggregation).
· Any specific approaches/techniques you might like to adopt? – didn’t get to this
· Other indicators – level of interest in these (moving forward, exploring more)? – didn’t get to this
· Migration
· HLE or other summary measure
· Little debates around what one would include in calculations of healthy life expectancy. (Derrick) Maybe something to explore more as we discuss healthy life expectancy. 
· 
· Determinants of health and impact on LE

· Methods for Improving Population Estimates (MA & FL)
· Alicia (MA) – 
· We have been doing sub county estimates for a while now. Have universal Pb screening law, local health is also overseen by local public health authorities – often planning things that require sub-municipal measures (Community needs assessment, HIA, Emerg perp, health disparities nad vulnerable pops). Interest in LE leads to need for high-quality population data.
· Approaches of pop estimates we have used
· Simple linear extrapolation of US Census data
· Commercial products (e.g., geolitics) – last time bought it realized there were a lot of flaws in it, methods descriptions are very vague
· ACS – doesn’t offer single year age groups so that is an issue particularly for lead
· UMDI – strengths
· Comply employed projection method
· Census data used only
· Annually adjusted for improved performance
· Capable to get race, ethnicity, sex, and single-year age strata
· Replicable
· Cost isn’t that great if you are sharing it with the whole health department
· UMDI – MA product
· Produced municipal and tract level data
· Includes sex, age, race/ethnicity breakdown – the contractor decided to spread “other” for race/ethnicity proportionately across all other categories. Agreed with this methodology. 
· Age – single year ages 1029 years, 5 yr ages 5-85+
· UMDI – Use the “standard Hamilton-Perry Methodology” (very common in demography) – 
· Looks at change in same cohort across Census years (cohort change ratio).
· Look at fertility/birth rates (and adapt for locality) – e.g., MA has higher birth rate for 35-50 cohort (?) than US overall
· Employ ceilings  -- the update this annually, controlled to newest releases of Census County Estimates. These incorporate death, birth, and migration data. 
· Assigning error – Did a validation of their method by projecting out population values based upon their cohort change ratio (10 and 20 year CCRs) and looked at how close it got to 2010 Census. Calculate absolute % error and look at it by geographic area as well as cohort size x age. See higher error in age ranges where you would anticipate quite a bit of moving (e.g., going away to college). 
· She notes other special cases important to consider with respect to changes over time essentially – student housing or enrollment changes, large group quarters (opening and closing of them), areas with major new construction or demolition (out of trend), shifting seasonal or international workers. Also geographies for which post-census count corrections have been made. 
· Level of feasibility for other states?
· Can be applied to other areas, will work best where populations remain pretty stable between Census. Alternatively could work well if you have changes between Census but have “excellent correspondence files across time”
· Note some other things to consider – one is boundary changes.
· Evaluation of estimates – looking at some impacts to EPHT rates for specific years and datasets (done), comparison with ACS (in progress),  update messaging and metadata to include description of methods and error (on deck).
· Shows graphic comparing lead screening rates calculated using the UMDI method and the linear method. 
· Shows graphic comparing error of the UMDI method and ACS method – errors are calculated in different ways but the converted to coefficient of variation so that they are more comparable. CVs generally appear to be quite a bit lower in the UMDI method. 
· Melissa (FL)
· Available products
· Prior to SCALE they had only done county level estimates and used state-produced population estimates. 
· They had started exploring ACS data for other health indicators at the sub-county levels. Thought they would take a look at it using LE estimates (had 2009-2013 data coming out for ACS and that matched temporal aggregation for the mortality data) – they had heard warnings/concerns about using ACS estimates but thought they’d at least explore it. 
· They also had 2010 Census…figured it was “midpoint-ish” for mortality data aggregation (2009-2013); but realized wasn’t sustainable.
· Decided to do comparison
· ACS (2009-2013), LE for FL = 78.7, # of zip codes suppressed (46 SE>2, 41 SE = 0)
· 2010 Census, LE = 79.7 (86, SE>2; 10SE =0)
· 2010 Census sensitivity analysis, LE = 80
· Realized needed to develop a longer term solution…started to examine UMDI approach (looked at several off the shelf options as well, but didn’t have a lot of confidence/trust in it b/c of lack of method documentation)
· Currently implementing Phase I of this project
· Producing 5 yr age groups (0-4 through 85+) as well as 15-17, 18-19 by male & female by race groups by Hispanic/non Hispanic by other items that I missed
· Asked UMDI to control to the annual county level population estimates produced by the state estimates usually used in FL; review child to woman ratios; one more I missed
· Working out race allocation process – demographers in FL ask that they don’t reallocate “other” into white or black rather than equally across all five. 
· Phase II
· Produce same types of products using ZCTA, these estimates will have Cis as well. 
· Phase III
· Develop and test models for 0-4 population for single years. 
· Q&A
· Tricia – Resources for Census? Maybe Census could get extra funds to help “fix” these estimates. Elizabeth – do post-census estimates. 
· Lots of conversation about what drivers can be used to push towards “fixing” population estimates for sub county level work. For example, resources to Census; policy through a national program saying you “must” do this (i.e., EPHT FOA); cross federal agency effort that uses population data regularly; etc. Several suggest that this is a priority. 
· Visualization and Messaging (Allan Baker, PHE) – www.localhealth.org.uk 
· Currently using a Flash based version – geoclip. 
· They have been developing Health Profiles for each local jurisdiction – started producing these for local coucilors (4 pages) – intended to be a conversation starter. But they didn’t really want these, they wanted more resolved data that corresponded to their local area – providing them data really wasn’t sufficient though, so they decided to do interactive mapping tool online. 
· Includes 70 indicators – health outcomes, wider determinants of health and demographic characteristics. 
· Can download data as well as generate maps, local jurisdictions can also use the tool and upload their own data. 
· Zoomed in on Stockton on Keys where they have low male LE but they also are quite close to areas with high male LE. 
· Also generates reports by ward (though primarily a mapping tool)
· Bespoke geographies – they do not aggregate geographies at all. Local areas like to do their own aggregation and they can do this in this tool for most indicators but not LE (because it doesn’t just add up numerators and denominators) – can aggregate using wards or larger geographic area (refer to above). 
· Bing map – makes it a little easier to visualize the area. Includes roads and shopping areas, etc. so people can more readily understand the area they are looking at. 
· Media
· This tool is not targeted to general population – for local authorities. So they were really relying on local authorities to interpret.
· But in 2014 Allan got a call from a reporter who had been looking at the estimates and they were “quite interesting”. Highlighted an area where a “baby girl born in the Northburn estate could expect to live to 105”. Simply an artifact of the population structure of the area. Other media “If you live here, you’ll die younger”. So there was a real media storm. Another journalist made a big splash about female LE being lower than male LE – but really what is happening is for some areas this is the case, but not once you account for Cis…but that didn’t matter to media!  194 areas had higher LE for males, only five wards had a difference of >5 years and Cis overlapped for all 194 wards. 
· Visualization
· One of the most impactful things they have ever done is demonstrated difference in LE within a small area in London looking at the “tube stops” – Westminster to Canning town and showed the LE (by sex) – drops from 77.7 for males to 71.6 (CI doesn’t overlap); female 84.2 to 80.6 (Cis overlap).  “each tube stop represents nearly one yare of LE lost” – quoted all over the place. Really took off  now they have “lives on the line” – map LE for all tube stations. www.coventry.gov.uk/infoandstats --> Conventry did it along their bus routes (2010-2014). Scottland did it – LE in Edinburgh looking across train stops (“Mind the GAP”). 
· Want local areas to reduce their inequality gaps. 
· PHOs were looking at inequalities in LE in many different ways. 
· Proposed “slope index of inequality” and adopted this as one of the overarching indicators in the PHO Framework.
· Rank geographies and put them in 10 categories (within the small geographic area – unclear about this as figures they are showing are for England so I may have gotten this incorrect). Plot LE and weight them by population size – fit a regression line and look at the difference between where it crosses the Y axis (LE @ birth) at bottom and top of regression line and the difference in the slope index of inequality. Reporting similar trends now for all local authorities. 
· Visualizing inequalities in LE
· Some universities picked up on these indicators and generated visualizations depicting “league tables” – one of which highlighted differences between north and south which is a big topic of importance in England.
· Health profiles (for local authority)
· Wider determinants tool (which they showed earlier)
· Also provide local authorities The Segment Tool which helps them to identify the causes of death which contribute most to the LE gap.  produce “scarf chart”—can say things to a local authority such as “17% of the gap you are seeing in LE is driven by external causes of death”. Also generates information about the LE years gained or lost for the locality if the mortality was the same as that for England (https://fingertips.phe.org.uk/profile/segment).
· Q&A
· Amy – do you get push back for not using an assets based approach? 
· Yes, there is a lot of steam around this in UK as well.  
· Vickie- cites Krieger and notes that in her work they found that poverty (% of population in the local area in poverty) was the best predictor of disparity (break point around 20%) – issue with this, concentrated poverty measure is acting as a surrogate for several other indicators. Then you have indices which capture several more indicators but then how do you know what to act on as far as SDoH? What conversations did you have?
· What measure of social economics should we use was a point of conversation. Narrow definition of income in the indicator used – based upon social benefits received by government—did consider using this instead of deprivation. They weren’t convinced, figure if they have index of deprivation that they should use it instead of one indicator…does make it a little more difficult to know what to focus on. But the local authorities are looking at this data and they know their local populations well and have a sense as to what is driving the deprivation in their area. 
· David – If you just say “poverty” you give people the ultimate out b/c they will say they can’t do anything about it. If you show them the parts of the elephant they may find somewhere to start. 
· Tricia – You mention Krieger, have you done any life tables by race?
· Allan – No. Don’t do it because we can’t do it, we do not collect ethnicity at death registration. Biggest gap we have at the moment. Something we are trying to address but no prospect of us being allowed to collect that anytime in the future. Also don’t capture it at birth either but have been able to link to another data source (to get NHS number for baby) to get it for birth. 
· Paul – we do produce reports looking at health and ethnicity. 
· Elizabeth – my understanding is that the US is one of the only countries that collects information on race/ethnicity and that several other countries don’t even have the same definition of race/ethnicity. Interested in history of this. 
· Allan - Much of this stems from the second world war. Since WWII in France they cannot collect race/ethnicity they are allowed to collect country of birth. Biggest issue in UK really has been social class given immigration since WWII ethnicity is becoming very important. Notes that it has been interesting to hear our conversations about race/ethnicity b/c they don’t really differentiate between race/ethnicity. {Just cued back in – looks like they in part determine social class by occupation}
· Vickie – have you been able to see any decreases in disparities by looking at social class?
· Allan - Infant mortality, though there are some indications it is beginning to widen again. Paul – Gives an example of how they were able to drive infant mortality down in one locality where he worked because in the data they saw what was driving the infant mortality rate down related to marriages among second cousins in Pakistani families. Had local conversation, localities came up with a plan of action, and then took action on this. Infant mortality came down. 
· Wrap up (Amy)
· Population estimates
· Can use PUMA
· Also you can purchase a seat at Census
· Impact of migration
· Topic that is still an issue – any ways we can look at this?
· Tricia – given that LE is a hypothetical situation and in real life, people don’t necessarily die where they were born then why is migration important? Knowing the LE doesn’t account for it anyway.
· Amy – if you push everyone who is poor out of your community then your LE goes up and it has nothing to do with LE at all, it has to do with pushing people out. Need to know that LE changes are real and not due to gentrification or other population migration of some sort. 
· Vickie – So how can you tell if migration has happened?
· Derek – This is really about rapid change from year to year. 
· Paul – Notes that in England the main driver for starting all of this related to national desire to change LE indicator. Due to political changes that is not so much the driver. Now it is about local level individuals wanting their area to be about creating a good local community to live in.
· David – I’m more interested in what is a healthy life? How long are you having a healthy life for? How do we measure that systematically?
· Summary of action items:
· Look at zero cell impact (Liz, Amy, and Jessica)
· Tiered approach—given rural, urban, etc. inclusion in Guide
· How has LE changed over time?
· How to define group quarters? 
· Maybe look at the tools and indicators that PHE presented and think about which we might like to adopt going forward? What is next?
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· VCU LE Visualization and Messaging (Derek Chapman)
· Center on Society and Health – Academic research center working to connect the dots between social factors and health (www.societyhealth.vcu.edu). Goal is to get research into the hands of policymakers. Large gap between research and policy. “Connecting the dots” – research, policy outreach, strategic communication, and stakeholder engagement (with collaboration at the center). They design their products with the end-user in mind and do a lot of outreach to the end-users. 
· One of the first major projects that they did was Place Matters – https://societyhealth.vcu.edu/work/the-projects/place-matters.html  
· Goal was to produce a communication about LE that is a “conversation starter”. 
· Speaks about several communications strategies – in terms of design of products (mostly getting rid of noise in the communication).
· Talks about how to get on media’s radar – notes importance of having press release that is prepackaged. Many media products on their work just wrote the story directly from the prepackaged materials (which contained quotes, etc.).Their work on LE has really been picked up – about 100 interviews with media, millions of people reached through Wash Post article, NYT, ABC News, Facebook posts by Bernie Sanders (of Wash Post article), etc. 
· Mayors are pulling together groups to talk about findings, etc.
· Argues that the most important thing here is local relevance since action is likely to be taken at local level (“arguably, action is taken more easily at the local level”). 
· Efforts to better identify some of the drivers for LE. Did a mixed methods study where they examined positive deviant cases in CA (funded by Cal Endowment) – so they look at who had high LE where it wasn’t expected based upon the demographic profile. Selected 5 of these CTs and went out and did a qual study to identify potential factors that drove better LE. 
· CA Healthy Places Index – http://map.healthyplacesindex.org; http://healthyplacesindex.org/policy-actions/ (Public Health Alliance of Southern California)—The indicators for inclusion in this index were specifically selected with stakeholders and those stakeholders wanted the findings to be specifically relevant to policy actions. This website is currently in beta testing. 
· Discussing their communications approach and using LE data – moving beyond the maps.
· Q&A
· Paul – So what happens now then? What is the uptake of the information and action locally? 
· From the map we just do the awareness piece and jump out. We have changed some of the conversations around local funders in Virginia – when a for profit hospital turns into a nonprofit hospital we have had several of these in Richmond…one example we have seen locally is engaging in discussions now thinking about focusing on investments in disadvantaged communities (rather than individual-level engagement). Community Reinvestment Act – they have had some involvement in driving some of the decisions that are being made out of here.
 
· Map of Local Mortality Disparities to Drive Major National Initiative (Paul Johnstone)
· Takes us through three case studies 
· Story #1 – History
· Documents history of political system, changes in PHE, and various fluctuations in the trajectory of health inequality being on the map.
· 2013 – at the local level they have to have a Health and Wellbeing Strategy (have a Health and Wellbeing Board (?))
· Notes how far they have come since Margaret Thatcher with Teresa May recently stating in one of her speeches a tag line from their work on LE – that if you are poor you are more likely to die 9 years earlier. Never would have occurred in Thatcher days and “life expectancy has been a big part of this” history. 
· Story #2 – Healthier lives on premature mortality by LA”
· Others did not want to have a similar color gradient. They wanted “blood red” to depict low LE (i.e., high premature mortality). 
· Media was in a frenzy over this. 
· Notes that the look at the deprivation index and the idea of healthy LE to speak about the costs associated with poor health over the course of several years and perhaps decades for individuals. In England this is a big driver since government funded health care. 
· They brought a bunch of individuals from various backgrounds together. Tons of energy around how to make a difference based upon the findings of this report—one item they wanted to produce was essentially a “Marmot Report” specifically for the North which has much poorer health outcomes and lower LE-> “Due North” (see slides for three key messages in the repot). 
· Put together a collection of evidence on the web (Collection - Health Equity); “At the Heart of Health” – www.phe.gov.uk; other reports
· Story #3 – Impact 
· Come to a cross roads in England – “What kind of country do we want here?” This is really across the board – both parties.  The underlying messages of Brexit was really that people feel disenfranchised. 
· Local councils have gotten together in groups around city regions (often) and they have said “we want to take the decision making out of London into our areas.” There are about 21 devolution deals – a deal with the national govt with local authorities—handing over power to the cities to take control of their infrastructure, edu, welfare, and much more—only one place where this has included health – Manchester. 
· Using LE in Manchester to affect these efforts. 	
· Produced maps – “life on the line? Differences in life expectancy across Greater Manchester” maps LE alogn the stops on the subway line. 
· Manchester has huge health inequalities. 
· Healthy LE – gap of 27.6 years males; 25.8 for females
· Mayor of London – most powerful politician
· The London Health Inequalities Strategy
· London Health and Social Care Devolution - MOU 
· The message here is that you need to get these men and women on your side and they can be very powerful partners. 
· Q&A
· Amy – how much do you translate into other languages? 
· Paul – We think about that a lot. We used to make sure anything we published was in 21 different languages, we have changed that a bit – find we are self-perpetuating isolation between these communities…so working in essence to share English as a common language – very controversial.
· Alicia – want to ask about a term you use we don’t use here “deprived/deprivation” – it has an inherent connotation that something has been taken away of these populations/groups – not saying they are economically disadvantaged or poor but something has been taken away. In U.S. we. Struggle with helping people to understand there are health disparities and the role of SDoH. Where does this term come from? Does it reflect cultural context re: cause of health—that it is put upon people or it is their own responsibility?
· Paul – Most important thing is getting people to the point where they can take more ownership – this is about enabling conversations. We have projects in “well North” – we are working with the private sector (social entrepreneurs) who are used to advocating in deprived areas. Example – one company is working with individuals to employ them and lift them up – public health stands in the background on this. 
· Interesting conversation around this  observation is that it is difficult to even communicate with Paul re: the charge of the term “deprivation” here in the states. 
· Conversation pushes the idea of the importance and potential power of language in all of this. 

· Note: One shared product is a logic model depicting what we want out of this, drawing upon each of our respective efforts (PHE, NCHS/NAPHSIS, SCALE, VCU). As Paul J. points out that the “impact” is not a decrease in inequality gap – that is the “long term game”. But the dialogue has changed, including the language (not so much “health inequality” or “filling in gaps” – rather moving towards more asset based language) – “inclusive growth” “inclusive health” {Paper could be on the “long game” of addressing health inequalities through surveillance indicators}

· SCALE Cases
· Shelby County (David)
· 217 CT in the county and 33 zip codes in the county. The restrictions around using zip codes (required before) had now been lifted. They had 8,000 deaths in 2016. About 11k to 12k births.  The ratio has actually come down over the years and they aren’t too far off now from zero population growth. 
· Expresses that it is important not only to look at rates but also to sometimes look at number of deaths. 
· We came to small area analysis different from other people – most think about LE first and then think about underlying causes. We were working on small area analysis of heart disease rates and other leading causes of death and we added LE at the end. Death is a rare event – so you run into small numbers quickly. 
· Most of the previous analyses were done at zip code level (ZCTA used as anchor)
· There are several unintended uses of the data – Ran into an activist in south Memphis who “used his map” – put it all over South Memphis – “why is this okay?” 
· Great way to start conversations. 
· Why did we use zip codes?
· Sometimes it is tough to get the data from the data gatekeepers. Some sites have yet to get the data the right way from the people who have it (SCALE). When I tried to get the data from our gatekeepers they said I couldn’t do any analyses on areas that have fewer than 20k. The silver lining – S.E.s are low! Also you can do cause-specific analyses of these issues. 
· They look at economic hardship index (see how defined on his slides) – score between 0 and 100 – data for this is easily available through the ACS – provides formula for calculating.  Pearson between LE and EHI is -0.7875 for Shelby data. 
· Now have done CT level analyses
· State epidemiologist attended one of David’s presentations and told him that the gatekeeper was incorrect – that he could do CT level analyses. 
· Producing heat maps—draws attention to statistically significantly advantaged and disadvantaged areas. If you are really trying to drive action into where you intervention can have the biggest impact this can be important – getting rid of the noise. 
· LE at CT  map he is showing us was created Monday evening. Compared to the zip codes what is the story? (zip LE range 69-82; CT LE range 59-86). Still wind up with good S.E.s 10% have a SE between 2 and 3, 3% greater than 3 and none reached 4—population density is driving this. 
· Also looking at EHI at CT level. Notes that within zip codes that light up as economically deprived there are CTs that are not economically deprived. 
· Their statistician is pushing them to think about looking at Anselin Local Moran’s I for EHI by CT so that what you see is the highest EHI and lowest EHI (stat sign diff) to focus attention. 
· Agencies last week asked David – help me to figure out where to fight poverty…they have limited resources to target this fight. 
· Irrespective of the health indicator or EHI you use – you see the same story.
· Where are we today compared to 5 yrs ago?  5 years ago we were looking at these analyses and we were the only people who were doing so in the county. Zip code stuff has been published on the web for 3 years now, on Monday there is a reporter who wants to interview him to see if there is anything new – so media have come to them before and are coming back, activists posting map in South Memphis, every time he gives a presentation there is someone who pulls out the map, politicians call to get briefs and expect this information. “The first map you produce is the first map you produce, but it is not the last map you will produce.” Since they know we can analyze something at the sub-county level they want all things analyzed at this level. 
· Opioid work – has forced them to do different maps
· Different stakeholders want different types of maps
· Is interested in moving forward with how to create interactive maps…the # of people wanting this information gets bigger not smaller. 
· LE is a great conversation starter. 
· When he took over as chief of epi – we had 9 people, $390k budget request; he just put in for 19 people little over $1M plus 4 graduate students. He is almost certain that the support for this is because they have seen this sub-county mapping type of work. 
· Amy Laurent (Seattle King County)
· Usually set the frame that we spend the most $ on healthcare in US but have low relative LE. 
· Initially developed “health reporting areas” – where there was a population of at least 30K…didn’t quite meet that everywhere so some areas were suppressed. LE varied by more than 10 years between HRAs. Worked to drill down to see what factors might drive this – so looked at several SDoH by zip code, but were having difficulties seeing patterns. Mapped LE by CT – instead of 10 yr gap they had a 25 yr gap. And this 25 year gap really got people talking. 
· Used county Health Rankings figure to facilitate conversation about how to drive how to change  took these variables and used BRFSS data to look at them at a lower level of resolution. The asked on the BRFSS for their nearest intersection. These maps were a real stretch for the health department. They hung the pictures all around the room at a meeting and it had a big influence – same pattern over and over again (ask Amy, sounded like this meeting was hosted or with a finance agency – ask who—think this is similar to something David mentioned in his presentation or someone else, perhaps similar to Paul J. in England). 
· Led to Communities of Opportunity
· When you compare the highest and lowest deciles of LE and several other indicators (SDoHs) that you see huge differences. 
· Became a strong rallying cry. 
· COO has been going on for the past 4 years now.
· Using results based accountability and Collective Impact
· Through COO several additional funds have been acquired, cross departmental level collaborations, community based priorities, funds into the community, developing cross-sector structures for improving lives of high-cost, high-need individuals, aligned activities.  (see slide for more detail – and remember that this is not only LE but also SDoH)
· One of the first things people in communities are in is “what is our LE” – this resonates with people because they really get it. Healthy LE they also get, but it was very difficult for us to generate at a small area. 
· Next steps: 
· Move from static pdf to an interactive page where they can actually look at things (just released community health indicators – take a look online). https://www.kingcounty.gov/depts/health/data/community-health-indicators.aspx  
· LE has had 7000 views compared to all other indicators which had about 7k views combined. (check with Amy on this)
· Matt Beyer (Alameda)
· Development and use of the social gradient and the LE measure in Alameda County
· Been doing sub-county LE and all cause mortality since the day he started 15 years ago. The day I started is the same day Tony Iaton (CA Endowment Healthy Communities) started. 
· “An Introduction to Measures of Mortality” – latest paper
· Potential gains in LE – different examination than we have seen to date
· Also did health adjusted LE (aka disability free LE) – he has a table of LE and Health adjusted LE by age (contrast is quite amazing)
· Also looked at LE by nativity (born in US, not born in US) – higher LE for those born outside of US
· Q&A
· Trisha – To Matt – Can you go back to education slide? Wondering about <HS, you age adjusted but why would you just not eliminate anyone under 18? 
· I eliminated anyone under 25 b/c that is what is done in ACS
· Derek – Boomers. The absolute #s are critically impotant b/c they are receiving services. We have been doing studies on opioid crisis – 1946-1964 had to age adjust 5 year intervals b/c they were seeing huge differences. Anywhere where you are getting around the 2000’s there is a spike in people over 65. 
· David – most of the deaths were among those 70yrs of age and older, but we need to begin understanding end of life services needed and the impact of baby boomers. 
· Amy – we talk a lot about housing as a platform for health. Been working to look at Medicare data to help us understand this. 
· Alicia- Talked about race yesterday, lots of that in Matt’s presentation looking at LE. Clearly emphasizes that we need to be discussing race. Just a reminder to us all. 
· Alex – several discussions around trends
· Would be helpful to think through how to quantify the impact of the opioid epidemic.  Notes there is an opioid epidemic conference in LA March 24th. 
· Alex asked if there it is possible to share code developed in R for calculating sub county LE. (PHE is moving in this direction, Jessie in NH has been working on this as well)

· Opportunities for future coordination/collaboration
· The first item for open discussion related to lessons learned from the meeting. Specifically we asked attendees to share their thoughts on what they took away from the meeting, and more specifically what they hoped to purse (or hoped others would pursue) more upon returning back to the workplace. 
· Potential contributing causes for cross-over in age-adjusted mortality rates for races (primarily seen in white and black race categories) (Vickie B.)
· Comparing slope in inequality to social gradient (Matt B.)
· Economic Hardship Index (EHI) and life expectancy  Northern Maine has a high life expectancy but low economic hardship index (Jessica B.)
· Positive deviant cases
· Patterns we don’t expect – reasons behind unanticipated anomalies (David S., Amy L.)
· What does asset-based analysis look like and how to standardize (David S., Amy L.)
· How to connect positive deviant case analyses noted above with community information needs. Purpose of communications behind the analyses (e.g., stakeholders need to know what the priorities are when they have limited dollars to spend, democratizing data). (David S.)
· Gains and losses in life expectancy – what is within reason? In other words, what is meaningful vs. noise (Vickie B.)
· Parsimony for communication (Derek C.)
· Life expectancy as an opportunity to start discussions (Alicia F.)
· The second topic of conversation was to share our ideas about what collective actions we could take after the meeting. What are some opportunities for further collaboration among the groups that attended this meeting? 
· Life expectancy as a “gateway map”  tie to upstream determinants. Can we create a key, unifying message that can be used in communications re: life expectancy and upstream determinants? One that can be tailored slightly based upon factors that emerge as “hot topics” in public health (e.g., unifying message tailored to opioid epidemic). (Derek C.)
· Create a toolkit of best indicators and what policies (best) connect to those indicators. Ties results of public health analyses to “what can I do about it?” for the stakeholders. (David S.)
· Document/articulate cycle of work related to sub-county life expectancy estimates (e.g., analysis  communication influenceimpact). Collaborate on framework and items within (action). (Paul J.)
· Who are the end users and what would they like to do with it?  Indicator sets tailored to target audiences. Also could produce a toolkit or checklist for others re: how to be responsive to community in generating indicators. (Leslie F. & Derek C.)
· Document and share SCALE story (Vickie B.)


2

