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CASE DEFINITION STANDARDS
Purpose

To set minimum standards and guidelines of validity prior to implementing new and revised case
definitions in the pan-Canadian repository. Strict standards exist to promote principles of excellence and
a rigorous approach to quality improvement, surveillance and research for communicable and non-
communicable disease .

CPCSSN Case Definitions must meet the following minimum standards prior to being
implemented in the pan-Canadian repository:

e Demonstrated sensitivity greater than or equal to 70% with reasonable precision in each of the
networks in which it was tested.

e Demonstrated specificity greater than or equal to 70% with reasonable precision in each of the
networks in which it was tested.

e Validation studies that demonstrate low sensitivity/specificity but can demonstrate a positive
predictive value >80% may be considered for inclusion for the purpose of identifying specific
patient populations or study cohorts.

e The validation protocol has been provided to the WG and demonstrates robust methodology.

e The validation metrics have been published in the peer reviewed literature where appropriate*.

e The Case Definition Working Group accepts case definitions as fit for primary care usage by a
majority vote of its members.

* Some case definitions may be already established in the wider literature and may not require additional validation
work, or the work is confirmatory and thus may be presented as unpublished.

Guidance statement using general principles.

CPCSSN’s goal is to provide case detection algorithms that are as sensitive and specific as
possible. Our case detection algorithms are designed to classify patients who have already been
diagnosed. We therefore recommend that case detection algorithms that are to be routinely included in
CPCSSN data are validated against an acceptable reference standard from which diagnostic accuracy
test measures can be calculated with an acceptable level of precision [1, 2]. Several diagnostic test
calculators are available to use and there are multiple sources of guidance available on calculating the
sample size required to calculate diagnostic accuracy measures [3—-6].

Differences in EMR structure and patient population may vary between clinical and CPCSSN Network
sites. Consequently, we may not know to what extent the results of validation studies can be generalized to
all EMR products. Furthermore, primary care differs between provinces (billing practices and incentives,
guidelines, and policies). Therefore, we require that, where possible, all validation studies conducted should
sample data from multiple EMRs from different provinces. At the same time, we recognize that obtaining
permission to gain access to EMR data across multiple jurisdictions and clinical sites is resource intensive
and has limited feasibility. Therefore, it is possible that a manual audit of the entire CPCSSN record
(including .orig and text data) may be used as a reasonable source of reference standard data for case
validation [7]. However, if the reference standard is derived from the CPCSSN national database it must be
representative of the EMR product and province within the CPCSSN national database. If a case definition
presented to the WG was not validated on a representative national data set, then the Case Definition
Working Group will, where possible, validate the definition on the latest CPCSSN national reference set
before considering its approval. Last, age and sex adjusted prevalence estimates stratified by network and



EMR will be calculated by the Case Definition Working group to demonstrate the presence or absence of
inter-network, inter-province and/or EMR variation.

Not all case validations will be deemed sufficient for inclusion in routine CPCSSN data processing.

At the same time, the Case Definition Working Group recognizes that there will be exceptions such as
case definitions that rely solely on laboratory-based test results or definitions that hold great primary
health care utility despite not meeting the metrics standards listed above. Therefore, the Case

Definition Working Group will review all requests to assess a case validation definition for inclusion

in CPCSSN routine processing on a case-by-case basis.
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