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Executive Summary

The Research Team

Although many descriptive studies are available on the health of Metis' people living in Canada, the
studies are often not specific to Manitoba Metis, nor are they ‘population-based; (i.e., a comparison
including all Manitoba Metis compared to all other Manitobans). In 2006, the Manitoba Metis Federation
contacted the Manitoba Centre for Health Policy to determine interest in undertaking Metis health
services research. For the purposes of planning and decision-making, valid data are required on the
health status, use of the healthcare system, and various social determinants of health for Metis in
Manitoba. At the request of Manitoba Health the Manitoba Centre for Health Policy worked together
with the Manitoba Metis Federation to produce such information.

The Manitoba Centre for Health Policy (MCHP) is a unit of the Department of Community Health
Sciences in the University of Manitoba'’s Faculty of Medicine. According to its mission, MCHP is a
research centre of excellence that conducts world class population-based research on health services,
population and public health, and the social determinants of health. MCHP develops and maintains the
comprehensive population-based data repository on behalf of the Province of Manitoba for use by the
local, national, and international research community. MCHP promotes a collaborative environment

to create, disseminate and apply its research. The work of MCHP supports the development of policy,
programs, and services that maintain and improve the health of Manitobans.

The Manitoba Metis Federation (MMF) was founded in 1967 as a ‘democratic and self-governing body
of the Manitoba Metis community' The MMF promotes, protects, and advances the political, social,

and economic interests of Metis in Manitoba. Through negotiated provincial and federal government
agreements, the MMF provides a range of programs and services. The MMF-Health & Wellness
Department (MMF-HWD), formed in July 2005, undertakes both qualitative and quantitative (aggregate
data analysis) research and knowledge translation. The MMF-HWD aim is to ensure Metis participation
in health planning to inform provincial health policies and programs. For this study, MMF-HWD
researchers and health staff were integral research team members with the MCHP research team. The
MMF-HWD provided Metis context for the study and were extensively trained by the MCHP team in
descriptive analysis of aggregate data.

1

Note that in Manitoba, the Manitoba Metis Federation (MMF) uses the term, Metis, without the accent (Métis). This differs throughout
Canada, so for some citations and research studies done outside Manitoba, the accent may be used. However, throughout the text of this
research where we refer to the Manitoba Metis, the accent will not be used.

Manitoba Centre for Health Policy
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The Purpose of This Report

The overall purpose of this report is to examine population-based indicators of the health status,
healthcare use, and social determinants of health of the Metis of Manitoba; and we ask the following
questions about these indicators:

Question #1: for each indicator, is there a difference between the Metis and all other Manitobans? both
provincially, within each of the 11 Regional Health Authorities (RHAs) of Manitoba, and within each of
the three ‘aggregated’ non—-urban areas of Rural South, Mid, and North?

Question #2: for each indicator, is there a difference between the Metis within each of the seven MMF
Regions and the overall Metis provincial average?

Question #3: for each indicator, is there a difference between the Metis and all other Manitobans living
within each of the 12 Winnipeg Community Areas (CAs) of Winnipeg RHA?

This report is divided into 16 chapters. Chapter 1 is an introduction and explanation of the methods
and of how to read the indicator charts. Chapter 2, written by the MMF-HWD, focuses on the historical
and contemporary Metis context, the MMF, and the MMF-HWD holistic participatory approach to
interpreting research in seven MMF Region Knowledge Networks (KNs) across Manitoba. These KN
‘discussion tables’ engage MMF Regions and RHA(s) to interpret this study within the context of MMF
social programs, RHA health programs and services, Metis citizen experiences, and the health literature.
Arising themes are used to develop a plan to adapt existing health services to better meet Metis citizen
health needs. Chapters 3-14 and 16 contain indicators all of which are based upon administrative data
housed at MCHP, and thus, include data from the entire population of Manitoba. Chapter 15, based
upon the Canadian Community Health Survey data from 2001 to 2005, is a representative sample of
Manitobans, but does not include those living in First Nations communities.

A list of the chapter titles are as follows:

Chapter 1: Introduction & Methods

Chapter 2: MMF-KT Though a Wellness Lens
Chapter 3: Demographics

Chapter 4: Population Health Status and Mortality

Chapter 5: Prevalence of Physical lllnesses
Chapter 6: Prevalence of Mental lliness
Chapter 7: Preventive and Other Services

Chapter 8: Child Health

Chapter 9: Use of Physician Services

Chapter 10:  Use of Hospital Services

Chapter 11:  High Profile Surgical and Diagnostic Services
Chapter 12:  Use of Home Care and PCH

2 The reader should be aware that for northern regions in particular, “all other Manitobans” as a comparative group would be comprised
of a large portion of First Nations, which is in contrast to the southern regions where First Nations would only comprise a small portion of
the population. Therefore, the composition of the comparative group may differ substantially from north to south. Given that the overall
health status of First Nations is worse than the Manitoba average, the health status of the comparative group of all other Manitobans in
the north is poor, so the Metis group may show similar or better health status regionally. In contrast, the overall health status of all other
Manitobans in the south is generally good, so the Metis group may show poorer health status regionally.
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Chapter 13:
Chapter 14:
Chapter 15:
Chapter 16:

Prescription Use

Quality of Primary Care

Health Practices and Personal Characteristics (CCHS)
Education and Social Services

The Appendices also contain useful information, including a Glossary and crude rate tables (since most
indicators in the report are “adjusted” rates to reflect a fair comparison between regions that have very
different age structures of their populations).

A Summary of the Key Findings from Each Chapter

In the complete report, comparative indicators are presented at the provincial level, by
Regional Health Authority (RHA), by Manitoba Metis Federation (MMF) Regions, and by
Winnipeg Community Areas (CA). There is extensive information in each chapter, which
compares results by these geographic areas. For the purposes of the executive summary,
only provincial comparisons of Metis to all other Manitobans are given. Key highlights for
each chapter are given below, followed by a table which lists the actual provincial rates for
Metis compared to all other Manitobans.

Chapter 3: Demographics

For Manitoba overall, the Metis have a greater proportion of young people, a lower
proportion of mid-aged, and a lower proportion of older adults when compared with

all other Manitobans. For males and females combined, 0-19 year olds comprised 33.9%

of the Metis population compared with 26.4% of the “all other Manitoban” population in
2006. Children less than 15 years old comprised 25.4% of the Metis population of Manitoba
and 19.1% of all other Manitobans. In contrast, those aged 65+ comprised 9.1% of the
Metis population and 13.9% of the “all other Manitoban” population.

Chapter 4: Population Health Status and Mortality

Provincially, Metis in general have higher mortality rates compared to all other Manitobans
(12-38% higher, depending upon the indicator used).

Chapter 5: Prevalence of Physical llinesses

In general, the prevalence of chronic disease conditions is higher in the Metis population
compared to all other Manitobans, with the exception of osteoporosis (which is similar).
Hypertension is 13% higher; arthritis, total respiratory morbidity (TRM), acute myocardial
infarction (AMI), and stroke are in the 20-29% higher range; diabetes and dialysis are in the
30-39% range; and ischemic heart disease, as well as lower limb amputations related to
diabetes, are much higher, at 40% and 49% respectively.

Chapter 6: Prevalence of Mental llinesses

In general, the age- and sex-adjusted prevalence of mental illness conditions is similar or
higher in the Metis population compared to all other Manitobans. Provincially, cumulative
mental illness, depression, and schizophrenia prevalence is similar, whereas anxiety
disorders are 18% higher, substance abuse is 47% higher, and personality disorders is 19%
higher for Metis compared to all others. However, nine of the 11 RHAs show a statistically
significantly higher prevalence of cumulative mental iliness disorders for the Metis. After

Manitoba Centre for Health Policy
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adjusting for differences in income and physical comorbidity, Metis have 1.32 times the
likelihood of being diagnosed with one or more of the cumulative mental illness compared
to all other Manitobans.

Chapter 7: Preventive and Other Services
« In general, the prevalence of prevention and screening is similar in the Metis population
compared to all other Manitobans for both child and adult immunizations, slightly higher
(2%) for cervical cancer screening for women aged 18-69 years, but slightly lower (4%) for
mammography screening in women aged 50-69 years.

Chapter 8: Child Health

« Some child health indicators show that Metis children have a similar experience to all
other Manitoba children: hospital readmission rates of newborns within four weeks of
discharge, infant mortality rates, and overall child mortality rates are all similar between
the two groups. However, other indicators show that Metis children may be at greater risk,
with breastfeeding rates about 7% lower, teen pregnancy rates 50% higher, child injury
mortality rates 14% higher, and ADHD prevalence 23% higher.

Chapter 9: Use of Physician Services
« Ambulatory physician service indicators show that Metis have 13% more ambulatory visits
and 7% more consults than all other Manitobans, which is a positive finding given their
overall poorer health status. As well, 85.1% of Metis have at least one physician visit per
year, compared to 81.7% of all other Manitobans. However, Metis are less likely to have
‘good’ continuity of care, with 65.4% having good continuity, compared to 69.1% of the
rest of the population.

Chapter 10: Use of Hospital Services
« Hospital separation rates show that Metis have 26% more hospital separations and 24%
more injury-related hospital separations than all other Manitobans. For the Metis, the
higher hospitalization rate reflects the overall poorer health status compared to all other
Manitobans.

Chapter 11: High Profile Surgical and Diagnostic Services
« For high profile surgical and diagnostic procedures, Metis are either obtaining higher or
similar rates of these procedures compared to all other Manitobans.

« For cardiac catheterization, coronary artery bypass graft (CABG) surgery, and knee
replacement surgeries, Metis have between 21% and 53% higher rates. In all three of these
surgical rates, rates appear to reflect underlying need when looking at aggregate area
levels of Rural South, Mid and North with rates increasing with increasing underlying ‘need’
(i.e., higher PMR). For cardiac procedures, Parkland RHA and The Pas MMF Region appear to
have high rates.

« For hip replacements and cataract surgeries, the rates are similar between Metis and all
others and between aggregate regions.
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For discretionary surgical procedures, Metis Caesarian Section rates are similar to that

of all other women, but hysterectomy rates are 23% higher. However, after adjusting for
potential confounders of age differential, income, and comorbidity, hysterectomy rates are
similar.

Chapter 12: Use of Home Care and Personal Care Homes

In general, the prevalence of home care use and personal care home (PCH) use is higher
for Metis compared to all other Manitobans, with Metis having 27% higher prevalence of
open home care cases (4.2% vs. 3.3%) and 15% higher prevalence of older adults aged 75+
living in a PCH (14.2% vs. 12.3%). However, the provincial admission rate to PCH for those
age 75+ (Metis 3.1%, others 2.9%, NS) and the median wait times for PCH (Metis 8.1 weeks,
others 7.4 weeks, NS) are similar for both Metis and all other Manitobans. Higher home
care and personal care home use may reflect higher morbidity in Metis.

Chapter 13: Prescription Use

Generally, prescription drug use in the Metis population is significantly higher compared to
all other Manitobans, with the exception of defined daily doses per resident for opioids for
which rates are similar. Prescriptions for antidepressants were 11% higher, 14% higher for
antipsychotics, and 19% higher for antibiotics. In terms of benzodiazepine prescriptions,
44% more Metis had one or more prescriptions in one year (10.8% vs. 7.5 %), and 66% more
had repeat prescriptions (i.e., three or more prescriptions in one year) (6.3% vs. 3.8%). The
rate of defined daily doses per resident for benzodiazepines was 22% greater for Metis.
Thirty-six percent more Metis had a prescription for one or more opioids (20.8% vs. 15.3%),
and 75% more (7.7% vs. 4.4%) had repeat prescriptions.

Chapter 14: Quality of Primary Care

The quality of primary care is similar for Metis and all other Manitobans in terms of antidepressant

prescription follow-up, asthma care, and post-AMI care. However, two quality indicators show

that the Metis may be receiving lower quality of care: there is a slightly lower referral for annual

eye examinations for Metis people with diabetes, and there is a 25% higher prescribing of

potentially inappropriate benzodiazepines for community—dwelling Metis older adults aged 75+.

In general, it is problematic to see such low percentages of people receiving good primary
quality of care—around 60% for antidepressant prescription follow-up, around 64%

for asthma care, and around 30% for annual eye exams for those having diabetes. The
prescribing of beta blockers is a little more promising, at around 80% of those having had
an AMI. However, around 20-25% of community dwelling older adults aged 75+ were
prescribed benzodiazepines for an extended period of time. Due to health risks associated
with benzodiazepine use amongst older adults aged 75+, further study and clinical
awareness strategies may be necessary.

Chapter 15: Health Practices & Personal Characteristics
Note: This chapter’s indicators are based on survey data from the Canadian Community Health Survey
(CCHS), with the limitation that all people living in First Nations communities and some remote
communities were excluded from the survey. Hence, the generalizeability of the rates in RHAs that

Manitoba Centre for Health Policy | XXXV



include a hig
exclusion.

h percentage of First Nations living ‘on reserve’ (such as Burntwood RHA) is limited by that

In general, the self-rated health of the Metis is poorer than for all other Manitobans, which
is not surprising given the higher burden of chronic disease. However, what is somewhat
surprising are the similar levels of life satisfaction, emotional well-being, and self-
perceived stress (including work stress) of Metis and all other Manitobans. This may be due
to an attitudinal approach to life which does not necessarily relate satisfaction, emotional
well-being, or stress to physical health or disease.

In some of the lifestyle factors of health, the Metis have a lower consumption of fruits and
vegetables, slightly higher alcohol consumption, and much higher smoking rates (53%
higher) including exposure to smoke in the home (63% higher), compared to all other
Manitobans. Compared to all other Manitobans, the percentage of Metis being overweight
or obese is higher, as is the percentage of Metis reporting limitations of activities due to
physical or mental health problems.

It is somewhat non-intuitive, given the behavioural patterns above, that the Metis have
higher total physical activity levels (work, travel time, and leisure combined) compared to
all other Manitobans.

Metis youth have much higher smoking rates (87% higher) and alcohol consumption (50%
higher) and were more likely to report ever having had sexual intercourse (57% higher).
However, sexually active Metis youth were similar to all other Manitoba youth in terms of
use of condoms or contraceptive pills.

Chapter 16: Education and Social Services

In general, the education and social services outcomes of the Metis are poorer than for

all other Manitobans. Metis children are more likely to have transferred schools or to be
retained in school. They are less likely to pass the Grade 12 Language Arts or Mathematics
Standards Tests or complete high school within six years of enrolling in Grade 9.

Metis children are over twice as likely to be in families receiving provincial income
assistance (IA), or as young adults (ages 18-19), to be receiving IA themselves. Metis
children are 24% more likely to be under the care of Child and Family Services.
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Table E1: Summary of Indicators, Comparing Rates for Metis and All Other Manitobans

at the Provincial Level

Indicator (age- and sex—adjusted unless Provincial difference Percentage

otherwise indicated) between Metis and all difference
others between Metis

For details as to the description of the indicator, and all others, if

please refer to the Chapter, or to the Glossary in the | RR = Relative Rate statistically

Appendix comparison; significant. If not,
NS=Not statistically thenitis
different’; otherwise p<.05 | designated by NS*

Chapter 4: Population Health Status and Mortality

Premature Mortality Rate (PMR—death before the 4.0 vs. 3.3 per 1000; 21% higher

age of 75 years) RR=1.21

Total Mortality Rate 9.7 vs. 8.4 per 1000; 15% higher
RR=1.15

Injury Mortality Rate 0.58 vs. 0.51 per 1000; 14% higher
RR=1.14

Life Expectancy for Females 81.0 vs. 81.8 years; NS
RR=0.99, NS

Life Expectancy for Males 75.0 vs. 76.8 years; 2% lower
RR=0.98

Potential Years of Life Lost (age 1-75) 64.6 vs. 54.6 per 1000; 18% higher
RR=1.18

Suicide Rate 0.17 vs. 0.15 per 1000; NS
RR=1.13, NS

Suicide or Suicide Attempt Prevalence 0.11% vs. 0.08%; 38% higher
RR=1.38

All-Cause 5—year Mortality Rates for Individuals 20.8% vs. 18.6%; 12% higher

with Diabetes RR=1.12

All-Cause 5—year Mortality Rates for Individuals 8.2% vs. 7.9%; NS

with Cumulative Mental lliness RR=1.04, NS

Chapter 5: Prevalence of Physical lllnesses

Hypertension, 19+ 27.9% vs. 24.8%; 13% higher
RR=1.13

Arthritis, 19+ 24.2% vs. 19.9%; 22% higher
RR=1.22

Total Respiratory Morbidity, all ages 13.6% vs. 10.6%; 28% higher
RR=1.28

Diabetes, 19+ 11.8% vs. 8.8%; 34% higher
RR=1.34

Rate of Lower Limb Amputations in People with 24.1 vs. 16.2 per 1000; 49% higher

Diabetes, 19+ RR=1.49

|schemic Heart Disease, 19+ 12.2% vs. 8.7%; 40% higher
RR=1.40

Osteoporosis, 50+ 12.2% vs. 12.3%; NS
RR=0.99, NS

Dialysis Initiation, 19+ 0.46% vs. 0.34%; 35% higher
RR=1.35

Rate of Acute Myocardial Infarction, 40+ 5.4 vs. 4.3 per 1000; 26% higher
RR=1.26

Rate of Stroke Incidence, 40+ 3.6 vs. 2.9 per 1000; 24% higher
RR=1.24

'NS means Not Statistically significantly different between Metis and all others. If the RR does not have an “NS”, then there is a statistically significantly
difference between the Metis’ and the all others’ rate (p<.05).

“This is calculated by taking the Metis rate minus the all other rate, then dividing this number by the all other rate, and multiplying by 100 to get a
percentage difference. For example, for diabetes this calculation would be [(11.8-8.8)/8.8] x100 = 34% higher. Note: if the RR is 1.34, then the
percentage difference will be the decimal part, i.e., .34 or 34% higher. Source: MCHP/MMF, 2010
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Chapter 6: Prevalence of Mental lliness

Cumulative mental iliness (prevalence of population
experiencing at least one of depression, anxiety
disorders, substance abuse, schizophrenia and/or
personality disorders)

28.4% vs. 25.9%:;
RR=1.10, NS

NS

(Note: cumulative
mental iliness
prevalence is
statistically
significantly higher
for Metis in nine of

the 11 RHAs)

Depression’ 22.0% vs. 20.4%; NS
RR=1.08, NS

Anxiety Disorders 9.4% vs. 8.0%; 18% higher
RR=1.18

Substance Abuse 7.2% vs. 4.9%; 47% higher
RR=1.47

Schizophrenia 1.07% vs. 1.14%; NS
RR=0.94, NS

Personality Disorders 1.08% vs. 0.91%; 19% higher
RR=1.19

Dementia 12.4% vs. 10.6%; 17% higher
RR=1.17

Chapter 7: Preventive and Other Services

newborns)

RR=0.93

Complete child Immunizations at age two years 72.0% vs. 71.2%; NS
RR=1.01, NS

Adult Influenza Immunization aged 65+ 62.2% vs. 62.5%; NS
RR=1.00, NS

Mammography Screening, women aged 50-69 59.5% vs. 61.8%; 4% lower

years RR=0.96

Cervical Cancer Screening, women aged 18-69 69.0% vs. 67.8%; NS

years RR=1.02, NS

Chapter 8: Child Health

Breastfeeding Initiation Rates (crude percent of 76.0% vs. 81.7%; 7% lower

Teen Pregnancy Rates (age—adjusted rate per
thousand females aged 15-19 years)

70.2 vs. 46.4 per 1000;

RR=1.51

51% higher

injury)

Newborn Hospital Readmission Rate within 4 35.8 vs. 32.5 per 1000; NS

weeks of birth discharge (crude rate per 1000) RR=1.10, NS

Infant Mortality Rate (crude rate per 1000) 5.7 vs. 6.8 per 1000; NS
RR=0.84, NS

Child Mortality Rate (age— and sex—adjusted rate per | 0.33 vs. 0.36 per 1000; NS

1000 aged 1-19 years) RR=0.92, NS

Child Injury Mortality 71.8% vs. 63.1%; 14% higher

(crude percentage of child mortality rate due to RR=1.14

ADHD (percentage of children aged 5-19 years)

3.7% vs. 3.0%;

23% higher

RR=1.23
Chapter 9: Use of Physician Services
Ambulatory Physician Visit Rates (visits per person 5.4 vs. 4.8, 13% higher
per year, age— and sex—adjusted) RR=1.13
Ambulatory Consultation Rates (visits per person 0.30vs. 0.28; 7% higher
per year, age— and sex-adjusted) RR=1.07
Continuity of Care (percentage of people receiving 65.4% vs. 69.1%; 5% lower
‘good’ continuity of care over a three—year period) RR=0.95

°The five separate components of “cumulative mental iliness” include depression, anxiety disorders, substance abuse, schizophrenia and personality
disorders. The prevalence of these five will add up to greater than the cumulative mental illness prevalence, due to the degree of co-existing

conditions.
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Chapter 10: Use of Hospital Services

Hospital Separation Rate (hospitalizations per 1000 194 vs. 154, 26% higher
persons per year, age— and sex—adjusted) RR=1.26
Injury Hospital Separation Rate (hospitalizations per | 10.3 vs. 8.3; 24% higher
1000 persons per year, age— and sex—adjusted) RR=1.24

Chapter 11: High Profile Surgical and Diagnostic Services

Cardiac Catheterization rates (per 1000 age 40+) 9.5 vs. 6.6; 44% higher
RR=1.44

Coronary Artery Bypass Graft Surgery (CABGs) rates | 2.3 vs. 1.5; 53% higher

(per 1000 age 40+) RR=1.563

Hip Replacement Rates (per 1000 age 40+) 25vs.2.4; NS
RR=1.04, NS

Knee Replacement Rates (per 1000 age 40+) 3.5vs. 2.9; 21% higher
RR=1.21

Cataract Surgery Rates (per 1000 age 50+) 29.7 vs. 27.8; NS
RR=1.07, NS

Caesarian Section (% of live births) 19.8% vs. 20.2%; NS
RR=0.98, NS

Hysterectomy Rates (per 1000 age 25+) 4.8vs. 3.9; 23% higher
RR=1.23

Chapter 12: Use of Home Care and PCH

Annual percentage of population with an Open

4.2% vs. 3.3%,;

27% higher

Home Care Case, all ages, 2005/06-2006/07 RR=1.27

Annual percentage of population aged 75+ with 3.1% vs. 2.9%; NS
Admission to PCH, 2004/06-2006/07 RR=1.07, NS

Percentage of population aged 75+ Living in PCH 14.2% vs. 12.3%; 15% higher
(%), 2004/06-2006/07 RR=1.15

Median Waiting Time (weeks) for PCH Admission,
aged 75+, 2004/06-2006/07

8.1 weeks vs. 7.4 weeks;

RR=1.09, NS

NS

Chapter 13: Prescription Use

Antibiotic Use (percent of residents with 1 or more

41.7% vs. 35.1%;

19% higher

prescriptions in 1 year, age— and sex—adjusted) RR=1.19
Antidepressant Use (percent of residents with 2 or 8.9% vs. 8.0%; 11% higher
more prescriptions in 1 year, age— and sex— RR=1.11

adjusted)

Antipsychotic Use (percent of residents with 1 or
more prescriptions in b years, age— and sex—
adjusted)

4.2% vs. 3.7%;
RR=1.14

14% higher

Opioid Prescriptions (percent of residents aged 16+
years with 1 or more prescriptions in 1 year, age—
and sex-adjusted)

20.8% vs. 15.3%:;
RR=1.36

36% higher

Repeated Opioid Prescriptions (percent of residents

7.7% vs. 4.4%;

75% higher

aged 16+ years with 3 or more prescriptions in 1 RR=1.75

year, age— and sex—adjusted)

Opioid DDDs (rate of doses per resident aged 16+ 88.6 vs. 75.6; NS
years with 1 or more prescriptions in 1 year, age— RR=1.17, NS

and sex—adjusted)

Benzodiazepine Prescriptions (percent of residents
aged 16+ years with 1 or more prescriptions in 1
year, age— and sex—adjusted)

10.8% vs. 7.5%;
RR=1.44

44% higher

Repeated Benzodiazepine Prescriptions (percent of
residents aged 16+ years with 3 or more
prescriptions in 1 year, age— and sex—adjusted)

6.3% vs. 3.8%;
RR=1.66

66% higher

Source: MCHP/MMF, 2010
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Benzodiazepine DDDs (rate of doses per resident
aged 16+ years with 1 or more prescriptions in 1
year, age— and sex—adjusted)

180.9 vs. 147.9;
RR=1.22

22% higher

Chapter 14: Quality of Primary Care

Antidepressant Prescription Follow-Up (crude % of | 59.1% vs. 58.8%; NS
newly depressed patients receiving 3+ physician RR=1.01, NS

visits in 4 months)—note: a higher rate indicates

"better care”

Asthma Care: Controller Medication Use (crude % 64.4% vs. 64.2%; NS
of people with asthma on appropriate long—term RR=1.00, NS
medications)—note: a higher rate indicates “better

care”

Diabetes Care: Annual Eye Exam (crude % of 32.5% vs. 34.0%; 4% lower
people with diabetes having an annual eye exam)— | RR=0.96

note: a higher rate indicates “better care”

Post AMI Care: Beta Blockers (crude % of AMI 78.5% vs. 81.2%; NS

patients receiving beta—blocker within 4 months)—
note: a higher rate indicates "“better care”

RR=0.97, NS

Potentially Inappropriate Prescribing of
Benzodiazepines to Community—Dwelling Older
Adults 75+ (crude % seniors with two or more
prescriptions or greater than a 30—day supply
annually)—note: a lower rate may indicate more
appropriate care

24.7% vs. 19.8%:;
RR=1.25

25% higher

Chapter 15: Health Practices and Personal Characteristics (CCHS)

Self-Rated Health (% age 12+ reporting excellent or | 48.9% vs. 60.8%; 20% lower
very good health) RR=0.80

Life Satisfaction (% age 12+ satisfied or very 92.8% vs. 91.8%; NS
satisfied) RR=1.01, NS

Emotional Well-Being (% age 12+ reporting being 72.3% vs. 75.5%; NS

happy and interested in life) RR=0.96, NS

Average Daily Consumption of Fruits and 20.9% vs. 30.6%; 32% lower
Vegetables (% age 12+ reporting consuming fruits RR=0.68

and vegetables five or more times per day)

Total Physical Activity (% age 15-75 who are 37.2% vs. 29.0%; 28% lower
physically active—includes work, leisure, and travel | RR=1.28

time)

Self-Perceived Stress (% age 15+ with 'quite a bit’ 23.0% vs. 21.1%; NS

to ‘extreme’ amounts of stress) RR=1.09, NS

Self-Perceived Work Stress (% age 15-75 with 27.6% vs. 27.5%; NS

‘quite a bit’ to ‘extreme’ amounts of work stress) RR=1.00, NS

BMI (% age 18+ in the overweight or obese 65.1% vs. 55.1%; 18% higher
category) RR=1.18

Frequency of Alcohol Use (% age 12+ having five or | 21.2% vs. 17.6%; 20% higher
more alcoholic drinks on one occasion per month) RR=1.20

Current Smoking (% age 12+ who smoked daily or
occasionally)

33.3% vs. 21.7%;
RR=1.53

53% higher

Exposure to Smoke (% age 12+ exposed to smoke
inside the home)

27.2% vs. 16.7%;
RR=1.63

63% higher

Limitation of Activities (% age 12+ who are
restricted in their activities due to physical and/or
mental health problem)

39.1% vs. 31.3%;
RR=1.25

25% higher

University of Manitoba
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Youth (ages 12-19 years) only, crude weighted percentages

Youth: current smoking

26.2% vs. 14.0%;

87% higher

RR=1.87

Youth: alcoholic drink in the past week 28.3% vs. 18.9%; 50% higher
RR=1.50

Youth: ever had sexual intercourse 63.1% vs. 40.2%; 57% higher
RR=1.57

Youth: had sexual intercourse in the past year for 89.7% vs. 93.0%; NS

those ever having sexual intercourse RR=0.96, NS

Youth: used a condom last time they had sex 78.6% vs. 74.5%; NS
RR=1.06, NS

Chapter 16: Education and Social Services

Grade 3 Students with No School Changes in Four 66.4% vs. 78.3%; 15% lower

Years (2003-2006) (crude %) RR=0.85

Grade 12 Language Arts Standards Test 46.5% vs. 58.1%; 20% lower

Performance On-Time Pass Rate (crude % of 18- RR=0.80

year—olds who should have written the test)

Grade 12 Mathematics Standards Test Performance | 37.0% vs. 49.3%:; 25% lower

On-Time Pass Rate (crude % of 18-year-olds who RR=0.75

should have written the test)

High School Completion Rates within Six Years of 66.2% vs. 78.4%; 16% lower

Enrolling in Grade 9 (crude %) RR=0.84
Retention Rates (retained at least once) from 4.6% vs.2.8%:; 64% higher
Kindergarten to Grade 8 (age— and sex—adjusted %) | RR=1.64

Children in families Receiving Provincial Income

28.5% vs. 13.1%;

118% higher

Assistance (age— and sex—adjusted %) RR=2.18

Young Adults aged 18-19 Receiving Provincial 21.1% vs. 9.8%; 115% higher
Income Assistance (age— and sex—adjusted %) RR=2.15

Prevalence of Children in Care (age— and sex— 4.1% vs. 3.3%; 24% higher
adjusted %) RR=1.24

Source: MCHP/MMF, 2010
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A Summary of the Key Findings from Regression Modelling

For selected health indicators, more complex regression models were run to analyze the associations
with the outcome of interest. Besides age and sex, these included such variables as illness burden,
average household income of the area, continuity of care (defined as having the majority of a person’s
physician visits over a two-year period from the same physician), and geography.

For the Metis of Manitoba, continuity of care was associated with lower amputation rates for people
with diabetes (adjusted OR=0.62, p<.05), higher two-year-old immunization rates (aOr=1.5, p<.05),
higher mammaography rates (aOR=1.6, p<.05), and higher cervical cancer screening rates (aOR=1.96,
p<.05).

Average household income of the area of residence was also strongly associated with outcomes for the
Metis—the higher the income, the lower the prevalence of diabetes, rate of amputation for people with
diabetes, prevalence of mental disorders, and rates of teen pregnancy. As well, the higher the income,
the higher were the immunization, mammography, and cervical cancer screening rates.

Even after controlling for a number of predictors, such as age, sex, income, and other physical illnesses,
two MMF Regions showed lower than expected rates of diabetes and related amputations and higher
than expected rates of mammography and cervical cancer screening—Southeast and Interlake MMF
Regions. In contrast, The Pas MMF Region and Thompson MMF Region showed higher than expected
diabetes prevalence and lower than expected mammography and cervical cancer screening rates.
Winnipeg MMF had somewhat mixed outcomes with lower diabetes prevalence, higher cumulative
mental illness prevalence, lower two-year-old immunization rates, lower mammography rates, and
higher cervical cancer screening rates. Further discussion with the MMF Regions and RHAs may be able
to give context to these and other findings.

In Conclusion

In general, this report found higher mortality rates in the Metis population compared to the rest of
Manitobans. As well, the prevalence of physical ilinesses (and some mental ilinesses) was higher. On the
other hand, Metis people appear to be accessing the healthcare system with similar rates of screening
and prevention activities and higher use of both physicians and hospitals (which is appropriate, given
the greater burden of illness). The continuity of physician care for Metis appears less than that of all
other Manitobans, which is a concern given the association of continuity of care with various positive
health outcomes. Metis youth show greater risk than the other provincial youth, including higher
smoking and alcohol use, lower educational attainment, and higher use of social services. Given the
high portion of Metis that are under the age of 30, this is a key area of focus.

It is critical for planners and decision—-makers to look at the patterns of health, healthcare, and social
services use at the smaller geographical regions (MMF Regions, RHAs, sub-areas of Winnipeg) provided
in this report, not just the provincial averages. For every indicator there is wide variation both within
the Metis population itself and between the Metis and all others living in those areas. Looking for

areas with lower mortality and morbidity, higher use of preventive and screening services, lower

youth risk behavior, and higher educational attainment may yield productive discussion and learning
opportunities. Such factors are considered by MMF Knowledge Networks (MMF Region/RHA discussion
tables) described in this report.
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Where to Find the Information from This Report

We hope that this information will be a useful tool in the effort to improve the health and well-being

of the Metis population in Manitoba. If you would like to access an electronic version of this report,
which may help you in creating your own summary presentations, you will find this on the website

of the Manitoba Centre for Health Policy, under Publications or through links on the Manitoba Metis
Federation website. You will also find Excel spreadsheets for the graphs in this report (and graphs from
other key reports of interest to planners) by going to Publications from the MCHP website, scrolling to
the Metis Atlas, and then selecting the “Data Extras” link.

o The MCHP website address is http://www.umanitoba.ca/faculties/medicine/units/mchp/

o The MMF website address, with links to MCHP for the report, is http://www.mmf.mb.ca/

Manitoba Centre for Health Policy | XLIII
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Metis Health Status and Healthcare Use in Manitoba

Chapter 1: Introduction and Methods

1.1 The Background of the Research Team

Although many descriptive studies are available on the health of Metis' people living in Canada, the
studies are often not specific to Manitoba Metis, nor are they ‘population-based; i.e., a comparison
including all Manitoba Metis compared to all other Manitobans. Planners and decision-makers require
valid data on health status, the use of the healthcare system, and on various social determinants of
health for Metis in Manitoba. For this reason, Manitoba Health requested that the Manitoba Centre

for Health Policy (MCHP) work together with the Manitoba Metis Federation (MMF) to produce such
information.

The Manitoba Centre for Health Policy (MCHP) is a unit of the Department of Community Health
Sciences in the University of Manitoba'’s Faculty of Medicine. According to its mission, MCHP is a
research centre of excellence that conducts world class population-based research on health services,
population and public health, and the social determinants of health. MCHP develops and maintains
the comprehensive population-based data repository on behalf of the Province of Manitoba for use by
the local, national and international research community. MCHP promotes a collaborative environment
to create, disseminate and apply its research. The work of MCHP supports the development of policy,
programs and services that maintain and improve the health of Manitobans.

The Manitoba Metis Federation—Health and Wellness Department (MMF-HWD), formed in July 2005,
undertakes both qualitative and quantitative (aggregate data analysis and knowledge translation)
research. The Department’s main aims are to inform provincial health policies and programs, and to
ensure Metis citizens can participate in informing health planning at provincial and regional levels. For
this study, MMF-HWD research and health administration staff were integral members of a research
team with the MCHP research staff. The MMF members of this research team participated in guiding the
study for Metis context and in collaboratively undertaking the descriptive analysis of the aggregate data
with the MCHP. Through this joint research team process, the academically trained MMF researchers
(MD, PhD, MSc) and experienced health administrators were provided with extensive training and
experience in aggregate data analysis.

1.2 Purpose of this Report and Outline of the Chapters

The overall purpose of this report is to examine population-based indicators of the health status,
healthcare use and social determinants of health of the Metis people of Manitoba, and to ask the
following questions about these indicators:

Question #1: for each indicator, is there a difference between the Metis and all other Manitobans
provincially, within each of the 11 Regional Health Authorities (RHAs) of Manitoba, and within each of
the three ‘aggregated’ non—-urban areas of Rural South, Mid, and North?

Question #2: for each indicator, is there a difference between the Metis within each of the seven MMF
Regions and the overall Metis provincial average?

' Note that in Manitoba, the Manitoba Metis Federation (MMF) uses the term, Metis, without the accent (Métis). This differs throughout
Canada, so for some citations and research studies done outside Manitoba, the accent may be used. However, throughout the text of this
research where we refer to the Manitoba Metis, the accent will not be used.
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Chapter 1: Introduction and Methods

Question #3: for each indicator, is there a difference between the Metis and all other Manitobans living
within each of the 12 Winnipeg Community Areas (CAs) of Winnipeg RHA?

The writing of this report was a collaborative undertaking by the MCHP and MMF researchers. Jointly,
every graph for all 80+ indicators was reviewed three times—once to ensure there were no obvious
problems in the scientific calculation, once to ensure the Metis context was captured, and once to
describe each graph in bullet form. A first draft of each chapter, based on the bulleted description, was
written by MCHP (Martens for Chapters 3-11, 14-16, and Burland for Chapters 12-13), then reviewed
and edited where needed by the MMF—with the exceptions of Chapters 1 and 2. Chapter 1 was written
by MCHP (Martens) with only minor edits on the MMF-related content; and Chapter 2 was written by
MMF (Bartlett & Carter), again with only minor edits by MCHP.

This report is divided into 16 chapters—Chapters 3 to 16 contain indicators all of which are based upon
administrative data housed at MCHP, with the exception of Chapter 15. Chapter 1 is an introduction
and explanation of the methods and of how to read the indicator charts. Chapter 2 focuses on the
MMF Health and Wellness Department’s holistic operational model and its participatory approach to
interpretation of research (knowledge translation) into practical applications via seven MMF Region
Knowledge Networks (KNs) across Manitoba. The KNs, after receiving extensive training, interpret
information from this Metis health status study, MMF social programs, RHA health programs and
services, MMF citizen experiences, and the literature. This interpretation is used to create themes that
are used in the development of a plan to adapt existing health services to better meet Metis citizen
health and social needs.

Chapter 15 uses the Canadian Community Health Surveys (a combination of all cycles of the survey
from 2001 to 2005), which have the advantage of obtaining information not available in the Repository
(such as smoking status), but the distinct disadvantage of not being population-based. In other words,
the CCHS data are based upon a survey of a sample of Manitobans, but excludes all people living in
First Nations communities (i.e.,‘on-reserve’). For most RHAs, this represents an exclusion of a relatively
small percentage of the population. However, for Burntwood RHA in particular, this could represent
half or more of the population, so the comparison of Metis to all other Manitobans for indicators based
upon the CCHS must be used with caution, particularly in Burntwood and NOR-MAN RHAs. For all other
chapters, we used the administrative databases housed at MCHP that contain information about the
entire population (including people living in First Nations communities), so those indicators are truly
population-based comparisons.

A list of the chapter titles are as follows:

Chapter 1: Introduction and Methods

Chapter 2: MMF-KT Though a Wellness Lens
Chapter 3: Demographics

Chapter 4: Population Health Status and mortality

Chapter 5: Prevalence of Physical llinesses
Chapter 6: Prevalence of Mental Iliness
Chapter 7: Preventive and Other Services

Chapter 8: Child Health
Chapter 9: Use of Physician Services
Chapter 10:  Use of Hospital Services

2
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Metis Health Status and Healthcare Use in Manitoba

Chapter 11:  High Profile Surgical and Diagnostic Services
Chapter 12:  Use of Home Care and PCH

Chapter 13:  Prescription Use

Chapter 14:  Quality of Primary Care

Chapter 15:  Health Practices and Personal Characteristics (CCHS)
Chapter 16:  Education and Social Services

The Appendices also contain useful information.
e Appendix 1 is the Glossary, where various terms used in the report are defined and sometimes
additional information is given beyond that in the relevant chapter.

« Appendix 2 gives crude rate tables, included because most of the indicators in the body of the
text give “adjusted” rates to reflect a fair comparison between regions that have very different
age structures of their populations (see Chapter 1, Section 1.5 for a further description of crude
versus adjusted rates).

1.3 What's in this Report: the Types of Graphs, Tables, and Analyses
The focus of this report is to give insight to policy makers, decision-makers, and planners on patterns of
various Metis health status, healthcare use, and social services outcome indicators.

Chapters 4 through 16 have a consistent formatting of information. When previous MCHP research

has found little difference by sex, the indicators are combined for both males and females. However,
occasionally some indicators are separated by sex—when it is critical to understanding the patterns. In
these chapters, you will find the following:

o Thefirst of three bar graphs of the indicator shows a comparison of Metis to all other
Manitobans living in the same geographical region—in this case, by the eleven Regional Health
Authorities (RHA), by non-urban aggregate areas of Manitoba (Rural South, Mid and North),
and overall provincially.

« The second bar graph shows a comparison of the seven MMF Regions, for Metis people only,
and how each of these regions compares to the overall Metis provincial average.

» The third bar graph shows a comparison of the twelve Community Areas (CAs) within Winnipeg
RHA, comparing Metis to all other Winnipeggers living in the same geographical region.

For a selected number of indicators, there are also results from two logistic regression models. One
compares Metis and all other Manitobans after controlling for various other explanations of age, sex,
socioeconomic status, underlying comorbidity, etc. The other compares Metis only by the MMF Regions
(also controlling for various underlying explanations). In other words, for each given outcome indicator,
what are the best predictors of who would have high or low rates, or which region would have high or
low rates, even after controlling for differences in individuals between regions (such as individuals being
sicker, or older, or from a lower socioeconomic group).

Each chapter also includes a Key Findings section at the beginning of the chapter, which summarizes
the findings for Metis in a table format. At the end of each chapter, a section is also included that
compares results of this study to any other relevant Metis study in the literature.

Manitoba Centre for Health Policy



Chapter 1: Introduction and Methods

The outcome indicators reflect both the planning and decision-making needs, and the availability of
population-based data to measure these outcomes. As well, previous MCHP research reports have
explored the validity of these indicators using administrative data.

14 How to Read this Report: Geographical Boundaries

Regional Health Authorities (RHAs) and sub-divisions within Winnipeg RHA:
There are currently 11 RHAs in Manitoba; one is the Winnipeg RHA encompassing the provincial capital
city of Winnipeg and the other 10 being non-Winnipeg RHAs. In 1997, the government of Manitoba
established 11 non-Winnipeg RHAs. Two of these amalgamated in 2002 to become Assiniboine RHA.
This report gives indicator outcome information for both Metis people and all others living in the 11
RHAs: Assiniboine, Brandon, Burntwood, Central, Churchill, Interlake, NOR-MAN?, North Eastman,
Parkland, South Eastman, and Winnipeg.

Winnipeg planners have worked on several ways in which to sub-divide Winnipeg RHA, and for
purposes of this report, we are using the twelve Winnipeg Community Areas (CAs): Fort Garry,
Assiniboine South, St. Boniface, St. Vital, Transcona, River Heights, River East, Seven Oaks, St. James-
Assiniboia, Inkster, Downtown, and Point Douglas.

Aggregate Areas in the RHA graphs:
For purposes of showing differences throughout the province when giving comparisons in the RHA
bar graph, the non-urban RHAs have been grouped into “North”, “Mid”, and “Rural South.” At times, due
to sample sizes being too small for all 12 Winnipeg CAs, these have also been grouped to three sub-
regions of Winnipeg called, “Winnipeg Most Healthy”, “Winnipeg Average Health”, and “Winnipeg Least
Healthy’, based upon the premature mortality rates of the areas being lower than, similar to, or higher
than the provincial average PMR (see Chapter 2 for further explanation).

In the first bar graph, three aggregate areas for non-urban RHAs (not including Winnipeg and Brandon
RHAs) are displayed and defined as follows:

North: an aggregate of Churchill, Burntwood, and NOR-MAN RHAs

Mid: an aggregate of North Eastman, Interlake, and Parkland RHAs

Rural South: an aggregate of South Eastman, Central, and Assiniboine RHAs

Note that these aggregate areas do not include Brandon or Winnipeg RHAs, so to get a complete
Manitoba picture, the three rural aggregate areas plus the two urban RHAs must be considered.

Figure 1.1 illustrates the eleven RHA geographical boundaries, as well as the Winnipeg RHA's twelve CAs.
MMF Regions in the graphs:

Figure 1.2 illustrates the seven Manitoba Metis Federation (MMF) Regions geographically. For further
details of the MMF Regions, please refer to Chapter 2.

2 Note: the correct written form of NOR-MAN RHA has capital letters throughout. However, for purposes of this report, NOR-MAN is

indicated by Nor—Man in graphs and tables in order to standardize naming of RHAs. The report text will use the correct written form of
NOR-MAN.
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Metis Health Status and Healthcare Use in Manitoba

The seven MMF Regions are: Southeast, Interlake, Northwest, Winnipeg, Southwest, The Pas, and
Thompson. For purposes of this report, they are referred to as MMF Regions (for example, Southeast
MMF Region). However, there are some regions which use a slightly different syntax—for example,
The Pas uses the term, “MMF Region The Pas.” Rather than changing the syntax for certain regions, this
report keeps all the names in the former format (i.e., The Pas MMF Region), knowing that this is not
necessarily correct for all regions.

Figure 1.3 shows an overlay of the MMF and RHA geographical boundaries. Note that some MMF
Regions contain more than one RHA. Table 1.1 gives the population counts for each of the RHAs,
Winnipeg CAs and MMF Regions.

Manitoba Centre for Health Policy | 5



Chapter 1: Introduction and Methods

Figure 1.1: Map of the 11 Regional Health Authorities (RHAs) of Manitoba and the 12 Community\

Areas of Winnipeg RHA
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Metis Health Status and Healthcare Use in Manitoba

Figure 1.2: Map of the seven Regions of the Manitoba Metis Federation
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Figure 1.3: Geographical Overlay of the RHAs and the MMF Regions of Manitoba
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Metis Health Status and Healthcare Use in Manitoba

Table 1.1:

Population Numbers by Geographical Region

Geographical Region Population size: Metis Population size: All
others in that region
RHAs
South Eastman 5688 56390
Central 4558 97358
Assiniboine 2127 65909
Brandon 2336 47185
Winnipeg 31647 633778
Interlake 8817 67990
North Eastman 3470 36809
Parkland 5976 35986
Churchill 220 719
Nor—Man 4073 20126
Burntwood 4104 42422
Winnipeg CAs
Fort Garry 1785 64498
Assiniboine South 848 35902
St.Boniface 3677 48107
St. Vital 3373 58650
Transcona 2126 31206
River Heights 1679 53971
River East 4419 90056
Seven Oaks 2325 58968
St. James-Assiniboia 2389 55980
Inkster 2022 30119
Downtown 3059 68249
Point Douglas 3945 38072
MMF Regions
Southeast 9837 n/a
Interlake 8151 n/a
Northwest 4267 n/a
Winnipeg 31647 n/a
Southwest 8806 n/a
The Pas 5974 n/a
Thompson 4334 n/a

Source: MCHP/MMF, 2010

Manitoba Centre for Health Policy
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This page edited September 23, 2010.

Figure 1.4: Villages, Towns, Cities, or Unorganized Territories Where Metis Live in Manitoba, 2009

Where Metis Live in Manitoba, 2009
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This page edited September 23, 2010.

Code Key for Metis Community Locations

1 Churchill 48 Roblin 95 Warren

2 Brochet 49 Mallard 96 Marquette

3 Lynn Lake 50 Rock Ridge 97 Grosse Isle

4 Granville Lake 51 Waterhen 98 Stonewall

5 Leaf Rapids 52 Spence Lake 99 Rosser

6 South Indian Lake 53 Crane River 100 [Stony Mountain
7 Nelson House 54 Cayer 101 Lockport

8 Thompson 55 Rorketon 102 [St. Andrews

9 Wabowden 56 Gilbert Plains 103  [Selkirk

10 Thicket Portage 57 Dauphin 104  |Russell

11 Pikwitonei 58 Winnipegosis 105 [Binscarth

12 Cross Lake 59 Ste. Rose 106 |St. Lazare

13 Norway House 60 Laurier 107 |Birtle

14 Gillam 61 McCreary 108 |Erickson

15 Oxford House 62 Eddystone 109 |Amaranth

16 Gods Lake Narrows 63 Bacon Ridge 110 [Minnedosa

17 Garden Hill 64 Kinosota 111 Rivers

18 Red Sucker Lake 65 Dauphin River 112  |Brandon

19 Sherridon 66 Matheson Island 113 [Belmont

20 Snow Lake 67 Pine Dock 114  |Boissevain

21 Flin Flon 68 Fairford 115  |Portage la Prairie
22 Cranberry Portage 69 Steep Rock 116  |St. Ambroise
23 Wanless 70 Grahamdale 117 |St. Marks

24 Cormorant 71 Moosehorn 118 |St. Eustache
25 Umpherville 72 Fisher Bay 119 |Berens River
26 Big Eddy Settlement 73 Hodgson 120  |Seymourville
27 Young Point 74 Fisher Branch 121 Manigotagan
28 The Pas 75 Ashern 122 |Victoria Beach
29 Moose Lake 76 Riverton 123 |Traverse Bay
30 Grand Rapids 77 Vogar 124 |Grand Marais
31 Easterville 78 Eriksdale 125 |Beaconia

32 Red Deer Lake 79 Poplarfield 126  |Powerview
33 Barrows 80 Arborg 127 |Lac du Bonnet
34 Baden 81 Lundar 128 |Ste. Rita

35 Mafeking 82 Narcisse 129 |Lorette

36 Bellsite 83 Gimli 130 [St. Adolphe
37 Dawson Bay 84 Oak Point 131 St. Malo

38 Pelican Rapids 85 Inwood 132  |Richer

39 Birch River 86 Winnipeg Beach 133 |La Broquerie
40 Swan River 87 Matlock 134  [Marchand

41 Minitonas 88 Teulon 135 |Woodridge

42 Duck Bay 89 St. Laurent 136 |St. Labre

43 Cowan 90 Lake Francis 137 |Vassar

44 Camperville 91 Woodlands 138  |South Junction
45 Pine River 92 Argyle 139  |Winnipeg

46 Boggy Creek 93 Balmoral

47 San Clara 94 Petersfield Source: MCHP/MMF, 2010

Manitoba Centre for Health Policy

11



Chapter 1: Introduction and Methods

The way in which the RHAs, MMF Regions and Winnipeg CAs are ordered in this report has special
significance. Each RHA (and aggregate area), MMF Region, and Winnipeg CA graph is ordered
consistently throughout the entire report. This order is based upon the overall population health
status of the area, as measured by the premature mortality rate of the area over a ten-year period
(1996 through 2005). Figure 1.5 below shows the ten-year PMR for the MMF Regions. (Note: we use 10
years for stability of rates in the ordering of regions—in Chapter 4, five-year rates are given so that the
information is more recent for planners.) Similar ten-year PMR graphs for the RHAs and Winnipeg CAs
can be found in the RHA Indicators Atlas 2009 (Fransoo et al., 2009).

Premature mortality rate (PMR) is an age— and sex—adjusted rate of “premature” death, that is, death
before the age of 75 years. PMR has been shown to be highly correlated with underlying burden of
iliness, socioeconomic status and self-rated health. Therefore, PMR is used as a “surrogate” for the
health status of a group of people, and thus their “need” for healthcare (Eyles, Birch, Chambers,
Hurley, & Hutichison, 1991; Eyles & Birch, 1993). PMR has proven to be an important framework for
MCHP’s analyses of regional healthcare use patterns (Black, Roos, Fransoo, & Martens, 1999; Martens,
Frolich, Carriere, Derksen, & Brownell, 2002, Martens et al., 2003; Fransoo et al., 2009). One would expect
populations with poorer overall health status to require more healthcare services. MCHP has frequently
used PMR as a surrogate for the overall health status of a region’s population. Knowing that people
who live in areas of socioeconomic risk usually experience more health problems, MCHP looks not only
at healthcare use rates but also at the relationship between these rates and the “need” for healthcare
(Black, Burchill, & Roos, 1995; Roos, 1999; Roos et al., 1999).

So ordering graphs by PMR essentially gives a framework beyond just the information in a graph. The
poorer the health status of a population, the more one would expect that population to use healthcare
services. Therefore, when reading the graphs, ask the question whether the outcome indicator rates
make sense from a perspective of underlying health status—is there some sort of a trend from the
top to the bottom? For example, is there a reasonable trend in the use of healthcare services from the
top area (the region with the best overall health status) to the bottom area (the region with the poorest
overall health status)—sometimes, like in hospitalization, this means that we would expect to see the
least healthy area population using the most healthcare services.

12
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Figure 1.5: Premature Mortality Rate by Metis Region, 1996-2005 (New Cohort)

Age- & sex-adjusted annual death rate per 1,000 Metis residents aged 0-74 years

Southeast Region (m) Metis

MB Avg Metis
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The Pas Region

Thompson Region (m) 5.41

Manitoba
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'm' indicates the area's rate for Metis was statistically different from Manitoba average for Metis
'0' indicates the area's rate for all other Manitobans was statistically different from Manitoba average for all other Manitobans
'd' indicates the difference between the two groups' rates was statistically significant for this area

s' indicates data suppressed due to small numbers Source: MCHP/MMF, 2010

1.5 Methods Used in this Report

1.5.1  The Meaning of “Population-Based”
This report is mostly a population-based report. What does this mean? First, it means that for all but
one of the chapters, the rates or the prevalence are based upon every person living in Manitoba who
has a provincial health card. This encompasses all people living in First Nations communities as well.
For some indicators, a certain age of population is used. For example, for immunization rates, we look
only at two-year—olds; and for mammography screening, we look at women aged 50-69 years old. Each
indicator includes definitions for that particular indicator, describing the population included in the
analysis both in a paragraph descriptor as well as a subtitle within the graphs themselves. So the rates
are not based upon smaller “samples,” but rather the entire population fitting these criteria—hence,
“population-based”.

Furthermore, the information in this report is based on where you live not where you go for treatment.
For example, a person living in a remote area may be hospitalized in Winnipeg for a certain iliness,

but the hospitalization is “attributed back” to the population living in that remote area. The rate of
hospitalization of the people in a region like Burntwood RHA includes all the hospitalizations of all the
people who live in Burntwood, whether that hospitalization took place in a Burntwood hospital or a
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hospital in another RHA like Winnipeg or NOR-MAN or Churchill. Thus, the report offers insights into the
health and healthcare use patterns of the population within a geographical region, no matter where the
people of that region received the care.

For Chapter 15, indicators are based upon the Canadian Community Health Surveys (CCHS), which is
survey data from Statistics Canada for those aged 12 or older. In our report, we use aggregated survey
information derived from amalgamating CCHS cycles 1.1 (2001), 2.1 (2003), 2.2 (2004), and 3.1 (2005)
to overcome the problem of small sample sizes and allow for rates to be given for RHAs, MMF Regions,
and Winnipeg CAs where possible. For this research, we only used those CCHS individual files of people
who agreed to have their data available to provincial health departments for research purposes.
Knowing it is a survey, indicators in Chapter 15 are not truly population-based, but the samples are
selected in such a way as to approximate the true population values. Despite the strength of obtaining
self-reported information not available through the administrative databases, the major limitation of
these data are that they exclude people living in First Nations communities (i.e., ‘on reserve’). This may
have a dramatic effect on the rates for northern regions such as Burntwood RHA when the “all other
Manitoban”rate is calculated.

1.5.2 The Data Sets Used in this Research
MCHP houses sets of data collectively referred to as the Population Health Research Data Repository
(often referred to as the Repository). These are derived from administrative claims data, that is, data
which are obtained to administer the universal health and social services care system within Manitoba
(see Martens 2006 for further details). However, prior to MCHP using these data, identifying information
such as name and street address are removed. In addition, the true health number (personal health
information number or PHIN) is scrambled into a fictitious and encrypted PHIN only used in the
Repository housed at MCHP. Therefore, the Repository contains anonymized information, which is only
“linkable” across files through a fictitious number assigned to the records, and only linked for purposes
of the study after all approvals are met: ethical approval from the Faculty of Medicine’s Health Research
Ethics Board, approval from the Health Information Privacy Committee of the Government of Manitoba,
approvals from various government departments who are custodians of certain databases, and
approval from MMF for the use of the anonymized Metis population file.

The Repository includes information of key interest to health and social planners, such as mortality and
birth information, physician and hospital use, pharmaceutical use, use of services such as home care
and nursing homes (personal care homes), and information derived from education and family services
programs. As well, enumeration area information from census data, like average household income

for the geographical area, is “attributed” to all people living in that area. This gives insight into how
socioeconomic factors affect health patterns or healthcare use.

For purposes of this report, the following database files of the Population Health Research Data
Repository were accessed:
« hospital claims (records of hospital admissions)

« medical claims (records of visits to physicians outside of those occurring to a hospital in-
patient)

« physician files to identify the type of service provided—a family physician/general practitioner
or a specialist (such as a psychiatrist)
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« home care (records of the use of provincial home care services)
« personal care homes (records of the use of nursing homes)

« theregistry files (records of the time a person is registered as a resident of Manitoba, as well as
their age, sex, and area of residence)

« vital statistics (records of births and deaths, causes of death)
« pharmaceutical claims (pharmaceutical use from the Drug Program Information Network)

o the MIMS system (Manitoba Immunization Monitoring System) for records of immunizations of
children and adults registered as residents of Manitoba

¢ the 1990, 1996, 2001 and 2006 census files (for socioeconomic information at the
neighbourhood level)

« Canadian Community Health Surveys—CCHS 1.1, 2.1, 2.2 and 3.1

« education enrolment and achievement data deposited by the Ministry of Education, Citizenship,
and Youth

« Ministry of Family Services and Housing including information on income assistance
beneficiaries and children in care

Depending upon the source of data, rates and prevalence are generated for either fiscal years or
calendar years. For example, “2006/07" represents the fiscal year April 1, 2006 to March 31, 2007,
whereas 2006 represents calendar year January 1, 2006 to December 31, 2006. Most healthcare use data
are reported in fiscal years, whereas most mortality data (like premature mortality rates) are reported by
calendar years.

For purposes of this particular study, MCHP obtained ethical approval from the University of Manitoba’s
Faculty of Medicine Human Research Ethics Board and the Health Information Privacy Committee of
the Manitoba government to access the Population Health Research Data Repository. As well, trustees
of various non-health data gave permission for use of these data for the report—Manitoba Metis
Federation, Ministry of Education, Citizenship and Youth, and Ministry of Family Services and Housing.

How the Metis Population Cohort was Created

For purposes of population-based studies, the Manitoba Metis Federation shared the MMF membership
list with Manitoba Health’s Health Information Management Branch. The Health Information
Management Branch linked the MMF membership list with Personal Health Information Numbers
(PHINs). These PHINs were then encrypted (i.e., de-identified with a fictitious number specific to the
Repository at MCHP). The MMF “list”, including the encrypted PHIN along with the MMF Region of
membership, was transferred to MCHP. Because the membership lists were mainly comprised of a select
group of people who had to be at least 18 years old, the research team worked with the anonymized
MMF membership list, other sources of Metis self-identification (the CCHS and NPHS surveys), and the
Repository family linkages to create a Metis cohort that approximated the Metis population size in the
2006 Census year. This cohort gave reasonable results (i.e., results that had face validity and concurrent
validity based on previous studies) on such indicators as premature mortality rate (PMR).
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The actual process of creating the Metis Population Health Cohort for this research study is shown in the
following figure:

Figure 1.6: Creating the Metis Population Cohort Used in this Study

MMF membership list n=42,388; linkable and anonymized at Manitoba Health
n=34,257

A4

Identifying more people as “Metis” in the population through:
Using CCHS & NPHS self—report, going down generationally [A], and going up generationally [B].

!

CCHS/NPHS not already identified in MMF membership list:
n=591 self-identified Metis from NPHS/CCHS

A. Adding children using the Population Health Registry:
n=36,000 from the MMF membership list
n=726 from children of self-identified Metis in CCHS/NPHS

B Crude PMR very low
Total = 70,317 (1.2/1000 versus
Manitoba PMR of 3.3/1000)

B. Adding Parents:

(going back to 1970) Including both parents
of anyone already included; n=20,599

y

Total = 90,915 PMR as expected
(or n=73,016 for the year 2006) (crude 3.14, adjusted
(note: 2006 Census says 71,805 were 3.6/1000 versus Manitoba
Metis by identity) PMR of 3.3/1000)
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1.5.5

In Chapter 2, details of the Manitoba Metis Federation and its membership criteria are included. Note
that to establish a cohort for purposes of this study, Metis may be more inclusive. For example, in order
to qualify for membership in the MMF, a person needs to show proof of a certain lineage. However, in
our Metis population cohort, we used not only the MMF membership lists, but also those who were
related intergenerationally to the members and those who self-reported in CCHS and NPHS that they
were Metis. Given the mixing of population sources, there is a potential bias in results. However, the
numbers of people added to the cohort through self-identification in CCHS and NPHA is less than 2000
out of the 90,915 total. That an individual self-identifies as Metis and is not a member of the MMF does
not mean the individual is not Metis. This factor will work in the direction of reducing the bias potential
noted above.

How Rates Were Generated

In many previous MCHP reports showing indicators, rates were age- and sex-adjusted through a
statistical technique called direct standardization. This had its limitations, especially when determining
rates for areas of smaller population counts. To compare and estimate rates of events in this report, the
count of events for each indicator was “modeled” using a statistical technique called a generalized linear
model (GLM), suitable for non-normally distributed data such as counts. Various distributions were used
for different indicators, including Poisson distribution (very rare events), negative binomial distribution
(relatively rare but highly variable), or binomial distribution (two outcomes—yes/no), depending

upon which fit the data best. In the models that created the bar graphs, covariates of age and sex were
included in the model to “adjust” for differences in underlying regional age/sex distributions. In the
logistic regression models of selected indicators, other covariates (such as average household income
and mental/physical comorbidity) were also included. To determine differences by region and by Metis/
all others, covariates described geography (using Manitoba as the reference) and ethnicity, as well as
geography by ethnicity interactions.® A list of all covariates for each outcome indicator is available in
the ‘Data Extras’ for this report on the MCHP website. In order to obtain RHA, MMF Region and Winnipeg
CA rates for the various bar graphs, relative risks were estimated for each region and ethnicity where
appropriate. To estimate relative risks of rates rather than events, the log of the population count in
each stratum was included in the model as an offset (see more detail in the Glossary). Estimated rates
were calculated for each region/ethnicity by multiplying the Manitoba crude reference rate by the
appropriate relative risk estimate.

Adjusted Rates, Crude Rates, and Statistical Testing of Rates

Most of the indicators are given as adjusted rates, adjusted for age (and sex where relevant) through
the statistical modeling described earlier. This means that the rate has been adjusted to create a fair
comparison among regions with different age distributions. All rates are adjusted to reflect what the
rate would be if each area’s population had the same age (and sex, in some indicators) distribution as
the Manitoba overall population for that particular time period. A few of the indicators are already age—
specific, such as immunization rates for two-year—olds, and these are given as crude (i.e., not adjusted)
rates in the graphs.

3 Occasionally, there is a slight discrepancy (very minor) between the Metis provincial rate in the RHA/Winnipeg CA graphs and the MMF
Region graph. The reason this arises is that the RHA and Wpg CA rates were generated in a different model than the Metis region rates. In
the RHA/CA model, the Manitoba Metis adjusted rate is relative to the Manitoba “all others” crude rate and is calculated based on the
“Metis effect” in the model, i.e,, the parameter estimate of the Metis covariate. The Metis effect will be slightly different from one model to
another, even when modeling the same outcome, as the distribution of geography differs from one model to another. To avoid confusion,
the Metis provincial rate stated in the text uses that derived in the RHA/CA model if it differs slightly from that in the MMF Regional model.
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Rates are suppressed (that is, not reported) where the counts upon which the rates are based represent
five events or less (unless the rate is truly 0, in which case it can be reported). This is to avoid breeches of
confidentiality and is similar to the way in which Statistics Canada reports data. Throughout the report,
the letter “s”in brackets beside the RHA, MMF Region, or Winnipeg CA on the left-hand side of the graph
indicates a suppressed rate.

Appendix 2 contains tables listing the crude rates or prevalence (the actual count divided by the
actual population), without any adjustment for age and sex distributions. These tables also include the
‘observed’ number of events for each indicator, where possible (unless this information is suppressed
to avoid breeches in confidentiality). This type of information is helpful in giving a realistic look at the
effect of the population burden of iliness on the region’s healthcare system—actual numbers of the
regional population who will require healthcare services for their illness or condition.

Despite the fact that many of the rates and prevalence graphs in this report are based on several years
of data, most graphs are presented as annualized rates/prevalence, that is, the average value for one
year (based on an average over all the years of data used). Exceptions are indicated when they occur.

Statistical testing indicates how much confidence to put in the results. If a difference is “statistically
significant,” then this difference is large enough that we are confident it is not just due to chance. In
other words, if some rate is considered “statistically different” than the Manitoba average, we would

say that this difference (either higher or lower than the average) is not due to random fluctuation
simply expected by chance, but rather this is most likely (we're 95% ‘sure’) that it is a real difference. The
notation “p<.05” means that the probability of seeing a difference as large as this by chance alone is
less than 5% (.05 out of 1 is 5%), so we say that there is a statistically significant difference—and we are
95% sure of the fact that this difference is real.

Most of the graphs contain information about statistical comparisons. This simply gives an indication
as to whether or not an area’s rate is statistically higher or lower than the comparison group, or if the
rate should be considered similar to the comparison group when no statistical difference is noted. When
you see a large difference that is NOT statistically significant, it is telling you that this rate is considered
similar to the comparison (usually the provincial average), since it could fluctuate greatly from year to
year. This is usually due to the rate being based on small numbers (either a small number of events or a
small underlying population), so it could change from year to year and may be higher, similar, or lower
than the comparison the next time it is measured. Because of its very small population, Churchill RHA
often has highly fluctuating rates; as a result, rarely shows rates that are considered truly statistically
different than the Manitoba overall rate unless they are much higher or lower.

In most of the chapters, the three bar graphs given for each indicator show rates by RHAs, then by MMF
Regions, and then by Winnipeg CAs. The RHA and Winnipeg CA graphs show an age- and sex-adjusted
comparison of Metis to all others living in that geographical area. The MMF graphs show an age- and
sex—adjusted comparison of Metis only, comparing Metis by the region in which they live.

In each graph, the notation provided in brackets beside the name of the RHA, MMF Region or Winnipeg
CA indicates statistical significance. Below each graph is an explanation of the statistical notations.

The notation “m” beside the name of the area means that there is a statistically significant difference
between the Metis rate for this area and the overall Manitoba Metis rate provincially (which is shown
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by the dotted vertical grey line and by the grey bar beside the Manitoba Metis overall rate at the bottom
of the graph). An “0” means that there is a statistically significant difference between the all other
Manitobans rate for that area and the overall “all other” Manitobans’ rate provincially (shown by the
dotted vertical black line and by the black bar beside the all other Manitobans’ overall rate at the bottom
of the graph). A “d” means that there is a statistically significant difference between the Metis and

the all other Manitobans rate within that region. The statistical notations used are similar in the MMF
graphs, but these age- and sex-adjusted graphs only include Metis people and so the comparison of
the regional Metis rates are to the overall Manitoba Metis provincial rate (shown at the bottom of
these graphs and by the dotted vertical grey line). So the only notation used in these graphs is the “m”,
meaning that the rate of a certain MMF Region is statistically different than the overall Manitoba Metis
provincial rate.

Statistical testing is done in such a way that when a difference is “statistically significant’, it means that
there is an overall 95% certainty that the difference you see is not due to chance alone, but is a real
difference. However, “statistically significant” differences occur about 5% of the time merely through
chance. This chance finding is called a Type | error—finding a statistical difference when in reality there
was no difference.

In situations where statistical testing is done repeatedly on the same data, one could potentially have

a much larger Type | error than the traditionally allowed 5%. To avoid much larger Type | error, we used
a Bonferroni correction factor whereby the traditional p<.05 (5%) level of significance is stiffened for
each individual test in the series of tests. This helps keep the overall level of Type | error at the allowable
5% level. So when we tested for differences between each RHA, MMF Region, or Winnipeg CA and

the Manitoba overall average, the statistical criterion of p<.01 was applied for each single test to give
an approximate overall p<.05, 5%, level of Type | error. The standard statistical criterion of p<.05 was
used for testing differences between ethnicity within each RHA, aggregate area, or Winnipeg CA (i.e.,
between Metis and All Others in that area). Because it is only one comparison, a Bonferroni correction
factor is not required. All data management, programming, and analyses were performed using SAS®

software.
Figure 8.2.1: Teen Pregnancy Rate by RHA, 2002/03-2006/07
Here iS an examp|e replicated Age-adjusted annual rate of teen pregnancies per 1,000 females aged 15-19
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Source: MCHP/MMF, 2010
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The “0” means that the same is true for all other female Manitoban teens living in this RHA—
Assiniboine’s teen pregnancy rate for “all others” (denoted by the black bar) is statistically significantly
lower than the provincial “all others” average (black dotted line). There is no “d”, meaning that although
the grey and black bars are slightly different, there is no statistically significant difference between the
teen pregnancy rate of the Metis and all other female teens living in Assiniboine RHA (i.e., we say that
they are similar rates and any small fluctuation could be due to random fluctuation in rates over the
years). However, at the Manitoba provincial level, the “d” shows that the Metis teen pregnancy rate is
statistically significantly higher than that of all other Manitoban teens.

Often Churchill RHA's rates show wide variation from the provincial averages, but are not necessarily
statistically significantly different. This is due to the fact that there are very few people living in this
RHA. Rates could appear to be different only due to random fluctuation that could easily occur in such a
small population but don't reach the statistical significance required. However, in this example Churchill
RHA has an “0", meaning that the “all other” rate is statistically significantly higher than the provincial “all
other”rate.

Difference Between Prevalence and Rate

Prevalence refers to the percentage of the population having a certain condition at a given point in
time (point prevalence) or over a given period of time (period prevalence). In other words, you take

the numerator of people with a given condition, over the denominator of the entire population, to
figure out what portion of the population has this condition. In our report, we often use the concept of
prevalence; for example, we have one indicator which is the period prevalence of diabetes over a three-
year time period. This is simply the percentage of people who are diagnosed with diabetes any time
during the three—year period. In prevalence, a person can only contribute once to this percentage.

In contrast, a rate refers to the number of new cases of a condition that occur as a proportion of a
population, and also involves a time period in which these events occurred. For example, Metis have a
rate of hospitalization of 194 per 1000 persons per year, compared to 154 for all other Manitobans. In a
rate, a person can contribute more than one event, for example, one person could have more than one
hospitalization contributing to this rate during the year.

Logistic Regression Modeling of Selected Outcome Indicators

For selected indicators, the use of logistic regression enabled us to determine the unique contribution
of many factors on the outcome indicator when taking into account other factors besides just age
and sex differences in the population, such as differences in average household income (which we
know relates to health) or underlying illnesses (as measured by both mental and physical comorbidity
measures).

For example, in the case of teen pregnancy (Chapter 8, Table 8.2.1 shown here), we wanted to know

the predictors of teen pregnancy in the year 2006/07. Logistic regression is a technique to determine
the likelihood of a “yes/no” outcome given certain individual or regional characteristics. These models
generate adjusted Odds Ratios (OR). An OR of greater than 1 (with 95% Confidence Limits both above 1
and a p-value less than 0.05, meaning statistically significant) means that there is a higher likelihood.
An OR of less than 1 (with 95% Confidence Limits both below 1) means a lower likelihood. An OR
around 1 (or 95% Confidence Limits crossing over 1 and a p—value which is greater than 0.05, meaning
not statistically significant) means that this characteristic has no statistically significant effect on the
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outcome once you control for the effects of the other variables. An Odds Ratio of 3 means that there

is three times the likelihood of this, and an Odds Ratio of 0.5 means there is half the likelihood of this
occurring compared to a reference group. Caution needs to be used, however, since a likelihood cannot
necessarily be translated into “three times the risk” unless it is a relatively rare event, where Odds Ratios
and Relative Risks are similar numbers.

The logistic regression tables include two models—the first one is a comparison of Metis to all other
Manitobans and the second one includes only Metis. For example, in the Table below, the first part
shows a comparison of Metis vs. all other Manitobans, shows differences by aggregate area, and takes
into account the age of the teen, age of the teen’s mother at time of first birth, area level, income,
mental and physical ilinesses, and use of contraceptive pills (as indicated in the prescription database
for pharmaceutical dispensing). The column “adjusted Odds Ratio” indicates in bold those that are
statistically significant effects, after taking into account all the other effects.

Metis and all other Manitobans have a similar teen pregnancy rate after all the other factors have been
taken into account (i.e., the OR is 0.954, 95% Confidence Limits cross over 1, and the p—value is greater
than 0.05, so this information indicates NS, or not statistically significantly different). However, there
are certain areas with lower teen pregnancy rates—the Rural South (OR = 0.596, which is less than 1
and statistically significant, i.e., p<.05), and the Mid (OR = 0.869, p<.05)—and one area with higher teen
pregnancy rates—the North (OR is 1.809, statistically significant). Brandon and Winnipeg are similar

to the Manitoba average comparison. Within the 15-19 year old age range for this indicator, the older
the teen, the more likely a teen pregnancy occurs (age effect has an Odds Ratio of 1.731, statistically
significant). The older the mother of the teen was at the age of her first birth, the less likely the teen will
be pregnant (OR = 0.862). As indicated by the Odds Ratios being greater than 1, the greater the burden
of underlying mental and physical ilinesses, the greater the likelihood of the teen becoming pregnant.
Somewhat surprising is the effect of contraceptive pill use (derived from pharmaceutical prescription
data in the Repository), which is associated with an increase in the likelihood of teen pregnancy. This
may be a surrogate for being sexually active, or it could indicate that the pill may be misused and
actually result in an increased likelihood of pregnancy. More research must be done to figure out why
this association appeared.

The second part of the table only includes Metis therefore the number of teens included in the analysis
is smaller, so some of the Odds Ratios are indicating similar trends to the above but are not statistically
significant. Besides many of the same effects as in the first part of the table, there are two regional
effects—Southeast MMF Region (OR = 0.427, p<.05) shows a lower teen pregnancy rate, and Thompson
MMF Region has a higher rate (OR = 1.871, p<.05) even adjusting for all other potential indicators.

Manitoba Centre for Health Policy
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Table 8.2.1:

Logistic Regression Model of the Probability of Teen Pregnancy *

Chapter 1: Introduction and Methods

Probability of Teen Pregnancy by Aggregate Region, 2006/07, Females aged 15-19

Covariates Adjusted Odds Ratio p-
(95% Confidence Limits) | value
Metis (vs. All Others) 0.954 (0.800, 1.138) 0.6034
Aggregate Regions (ref = Manitoba)
Rural South 0.596 (0.527, 0.675) <0.001
Mid 0.869 (0.768, 0.983) 0.0260
North 1.809 (1.612, 2.030) <0.001
Brandon 0.982 (0.800, 1.207) 0.8655
Winnipeg 1.086 (0.992, 1.189) 0.0742
Age, linear 1.731 (1.644, 1.822) <0.001
Age, quadratic 0.902 (0.871, 0.935) <0.001
Mother's Age at First Birth 0.862 (0.850, 0.873) <0.001
Average Household Income of Neighbourhood (per
$10,000) 0.787 (0.760, 0.815) <0.001
Mental lliness ADGs 1.619 (1.415, 1.852) <0.001
Major Physical lliness ADGs 1.180 (1.030, 1.352) 0.0169
Contraceptive Pill Use 1.147 (1.011, 1.302) 0.0333

Bold = statistically significant results

Probability of Teen Pregnancy by Metis Region, 2006/07, Metis Females aged 15-19

Covariates Adjusted Odds Ratio p-
(95% Confidence Limits) | value
Manitoba Metis Federation Regions (ref = Manitoba)
Southeast Region 0.427 (0.228, 0.802) 0.0082
Interlake Region 0.891 (0.538, 1.474) 0.6518
Northwest Region 1.136 (0.663, 1.946) 0.6436
Winnipeg Region 1.094 (0.815, 1.467) 0.56502
Southwest Region 0.875 (0.549, 1.394) 0.5740
The Pas Region 1.293 (0.833, 2.007) 0.2527
Thompson Region 1.871 (1.163, 3.010) 0.0098
Age, linear 1.639 (1.403, 1.914) <0.001
Age, quadratic 0.904 (0.809, 1.010) 0.0734
Mother's Age at First Birth 0.870 (0.828, 0.914) <0.001
Average Household Income of Neighbourhood (per
$10,000) 0.847 (0.747, 0.960) 0.0094
Mental lliness ADGs 1.508 (0.990, 2.298) 0.0559
Major Physical lliness ADGs 1.522 (1.014, 2.284) 0.0425
Contraceptive Pill Use 1.082 (0.735, 1.594) 0.6887

Bold = statistically significant results

Source: MCHP/MMF, 2010

* Note: in the logistic regression tables, “age, quadratic” simply refers to the fact that the model required both an age term, and an age-squared term.
When the age-squared term is significant (i.e., p<.05), it means that the relationship plateaus. For example, in this table for Metis vs. all others, the
age, linear term implies that teen pregnancy rates increase with an increase in the teen’s age (aOR=1.73), but the quadratic age term is less than 1
(aOR=0.90), meaning that this effect plateaus in the older ages (presumably 18-19), where there are no longer significant increases. The term ADG
refers to Aggregated Diagnostic Groups, and was used to indicate the absence or presence of significant mental illness or physical illness comorbidity.
Refer to the Appendix for further description of ADG.
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Information in logistic regression models throughout the report may yield valuable insights into

what characteristics at both the individual and regional levels appear to influence the likelihood

of a good outcome (in some indicators, this may mean decreasing the likelihood and in others, an
increasing likelihood). After controlling for variations in individual characteristics, those regions of the
province that still increase the likelihood of a good outcome could be examined for particularly effective
programs or policies. Note that a regression model does NOT mean causation—these may imply
associations with a good outcome, but not necessarily causing the good outcome. However, it may give
good hints to planners for exploring specific programs or policies to test out the causal nature of the
finding.

Summary

There is a wealth of information, in this report on indicators, of use to planners and decision-makers of
Manitoba who are interested in public health and health service programs and policies. The research
team hopes that this will prove useful to planners, decision-makers, and policy-makers in each of the
MMF Regions, RHAs, and Winnipeg CAs, as well as at the provincial level within MMF and the province
of Manitoba. Moreover, it is one of the first atlases at the population level that gives insight into the
comparative health of Metis to other Manitobans, using all MMF Regions in the population cohort.

The information can be used in many ways. A region can obtain an overview of the population it is
serving. Regions can “cross—compare” their information with other regions. What we are trying to do
through this report is to delve down into the somewhat murky waters of “what works” at the population
level—where do we see promising rates? Given the wealth of quantitative information in this report,
regional planners will need to ask many questions about the context of their results—how do the data
add to the knowledge that planners have about their region and its services and what appears to be
“working”? Furthermore, this report gives us fertile ground on which to base future evaluations of
initiatives both provincially and regionally. We hope that this information will be a useful tool in the
effort to improve the health and well-being of the Metis population of Manitoba.

If you would like to access an electronic version of this report, which may help you in creating your
own summary presentations, you will find this on the website of the Manitoba Centre for Health Policy,
under Publications, or on the Manitoba Metis Federation website. You will also find Excel spreadsheets
for the graphs in this report (and graphs from other key reports of interest to planners) by looking under
the MCHP link called “Data Extras.”

The MCHP website address is http://www.umanitoba.ca/faculties/medicine/units/mchp/
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Chapter 2: Manitoba Metis Federation: Knowledge Translation
through a Wellness Lens—How We Are Using this Study

Authors: Dr. J.G. Bartlett and Ms. S. Carter

2.1 Introduction

This chapter provides context and an overview of the many complexities involved in ensuring that
the Manitoba Metis Federation, its Health & Wellness Department, MMF Regions, and their affiliated
Regional Health Authorities are able to undertake Metis—specific Knowledge Translation through a
Wellness Lens.

The Manitoba Metis Federation-Health & Wellness Department (MMF-HWD), through either engaging
in partnerships or working independently, undertakes Metis—specific health research along with a
province-wide process to enhance the use of this research. Collaboration between the Manitoba Metis
Federation (MMF), Manitoba Centre for Health Policy (MCHP), and Manitoba Health (MH) resulted in this
Manitoba Metis Atlas, called the Profile of Metis Health Status and Healthcare Utilization in Manitoba:

A Population-Based Study. Production of this Metis Atlas required the MCHP/MMF-HWD joint research
team to meet almost weekly for more than one and a half years. Also central to the production of this
report is the activity of the MMF Membership Registrar (and staff in Regions) to ensure that the MMF
Membership list is as up to date as possible. Without this list of MMF members, this research would not
have happened.

For the MMF-HWD, the Metis Atlas is ‘the’ base research that sets the stage for undertaking a range of
new research and related activities intended to positively impact the health and wellbeing of Metis
citizens in Manitoba. By having access to reliable and valid information on Metis health status, the
provincial health and other sectors, as well as the MMF, will be better positioned to respond to needs.
The Metis Population Database (MPDB) created during production of the Metis Atlas is an anonymized
dataset, which means that there are no names attached. The process ensuring that Metis data is
anonymous was described in Chapter 1. A signed Data Sharing Agreement is in place between the
MMF and Manitoba Centre for Health Policy (Faculty of Medicine, University of Manitoba) to house the
Metis database securely under the ownership, control, access, and stewardship (OCAS) of the MMF. This
database will remain the base Metis population for MMF-HWD research and knowledge translation over
the next number of years.

The Metis Atlas will be widely accessible; but without a specific effort to ensure its use such a report can
easily end up being underutilized for program and policy purposes. Thus, a much more time consuming
activity for the MMF-HWD over the last several years has been planning, developing, and implementing
a’methodology’ (or lens) and ‘methods’ for research and the use of that research that makes sense

to Metis citizens. Undertaking processes to maximize the use of research is often called Knowledge
Translation (KT), which essentially means using ‘what we know’ from research to influence ‘what gets
done’ in health and social programs and services in order to improve the health of Metis in Manitoba.

The MMF-HWD needed to secure a lot of financial resources to implement its province-wide KT
program and additional research projects. Multiple successful proposals have allowed the building of
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2.2

complementary research and knowledge use activities that will help the health system and the MMF
to better understand, and thus be better situated to address, health and wellbeing needs for Manitoba
Metis. The MMF and its HWD also recognize the leadership role played by the Métis National Council
in advocating and negotiating to ensure that Metis in Canada and Manitoba were included in the
allocation of federal government programs.

The MMF-HWD and MMF Regions collaborated to work through and adjust the methods being used

to facilitate implementation of the KT (knowledge use) approach through a Knowledge Network

in each MMF Region. A Knowledge Network (KN) is a ‘discussion table, led by an MMF Region and
supported technically by the MMF-HWD, which engages affiliated Regional Health Authorities to
examine the Metis Atlas results in their region. This region-specific examination grounds the Metis Atlas
information with ‘meaning; plus additional meaning is added from Metis citizen focus groups, academic
publications, and other sources. Each Knowledge Network carefully documents ‘what it now knows’,

and this results in a plan for practical ‘changes to what is done’ in the health system and MMF program
planning. Most Knowledge Networks are well underway, while a couple are still in the planning stage.
These KN ‘discussion tables’ will be ongoing for at least the next several years, with the longer term goal
being a continued engagement of some type between MMF Regions and the provincial Regional Health
Authorities (RHAS).

This chapter’s main focus is to set the overall ‘context’ for and describe in detail our comprehensive
holistic approach to Metis health research and knowledge translation that will maximize use of the
Metis Atlas. We include a section relating contemporary and historical factors associated with being
Metis in Manitoba. Also included is the structure and function within the MMF that has been essential
to undertaking Metis health research and knowledge translation. Cognizant of a risk of leaving an
impression of organizational ‘self-interest; it is nevertheless critical to relay the extent of the MMF-HWD
and MMF Region health system engagement and health planning capacity that has been developed.
Our goal is to engender confidence and trust that the MMF is committed to ensuring that Metis citizens
have an opportunity, role, and capacity to influence health programs to better meet their needs. A user—
friendly and understandable Metis—specific methodology (or Metis lens) and methods that Metis citizens
can understand on a personal level was needed and is described in detail in this chapter. Support and
active genuine engagement by the Manitoba’s RHAs have also made this KT approach more achievable.
Finally, the MMF Region led Knowledge Networks structure and operation will be described in detail in
this chapter. We end the chapter with ‘Where to From Here?' (Section 2.6) to describe the MMF-HWD
plan for the future continuing research and knowledge translation activities.

Who Are the Metis

The Metis are descendants of the early (17" century) economic, social, and political strategic
relationships between North American Indians and Europeans (Sprague & Frye, 1983). As time passed,
this mixed population formed into a new and distinct people. In 1816, amid tensions between fur trade
companies, Metis, in letter to Duncan Cameron, were referred to by Alexander Macdonell as”....the
new nation under their leaders are coming forward to clear their native soil of intruders and assassins”
(Goulet & Goulet, 2006, p. 60). Though this Metis Nation may have experienced forced dispersal,
followed by a century of marginalization and poverty, it did not disappear.
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Historically in the territory that would become Manitoba, periodic enumerations of the population
were completed. Unfortunately these were shown to have significant deficiencies and were no
longer completed after 1856 (Sprague & Frye, 1983). In 1875, the Government of Canada collected

“genealogical affidavits” ... “family histories to decide who would be eligible to receive scrip”.... (....“out
of some of the land they had been promised by the Manitoba Act”) (Sprague & Frye, 1983, p. 31).

After the 1885 fall of Batoche, “Metis were denied a separate identity and ignored for a century”
(McMillan, 1995). Despite this Metis continued to view themselves as distinct from either of their
historical ancestors. This is evident in Section 35 of the Canadian Constitution Act of 1982 (Government
of Canada, 1982) that States “(1) The existing aboriginal and treaty rights of the aboriginal people of
Canada are hereby recognized and affirmed; and (2) In this Act, “aboriginal peoples of Canada” includes
the Indian, Inuit and Métis peoples of Canada.” Manitoba is considered the homeland of the Metis
where they coalesced into a distinct nation in the late 18th century, ‘acting collectively’ to maintain their
homeland, livelihood, and unique culture. Though marginalized and often forced to live in deplorable
conditions, by 1967 when the Manitoba Metis Federation was formed the Metis in Manitoba were
reasserting their unique cultural identity and reconstituting a capacity to advocate and function once
more in a collective manner.

Since the 1982 Constitution ‘recognition of Metis, considerable confusion has remained for many

people regarding who is Metis. Such confusion may stem from the differing constructs of ‘being of mixed
ancestry, and ‘acting as a collective'. McMillan (1995) states “In western and northern Canada [Metis]
generally refers to the distinct Métis society which emerged in the nineteenth century, with beginnings
along the Red River. Elsewhere, it is often used to designate anyone of mixed Indian-European heritage

Metis efforts to bring clarity to uncertainties in who should be considered Métis “were addressed as part
of the 1992 constitutional negotiations. An agreement, the Métis Nation Accord, was struck between
the Métis National Council, along with provincial and territorial Métis groups, and the federal and
corresponding provincial governments. This agreement defined a Métis as an aboriginal person who
self-identifies as Métis and is a descendant of those Métis who were entitled to land grants or scrip
under the provisions of the Manitoba Act of 1870 or the Dominion Lands Act” (McMillan, 1995). The
failure of the Charlottetown Accord left the question of who is Metis with continuing uncertainty.

To proceed in a collective and self-determining manner on the issue of who is Métis, on September
27,2002, the Métis National Council adopted a definition of Métis as: “Métis means a person who self-
identifies as Métis, is of historic Métis Nation Ancestry, is distinct from other Aboriginal Peoples and
is accepted by the Métis Nation” (Metis National Council, 2002). The Métis National Council is a body
constituted in 1983 by three provincial Metis organizations in Manitoba, Saskatchewan and Alberta
(McMillan, 1995), and later joined by provincial Metis organizations in Ontario and British Columbia.

Following soon after, on September 19, 2003, although not making a ruling on who should be
considered Metis, the Supreme Court of Canada in the case‘R. v. Powley'“indicated that important
components of a future definition [of Metis] for the purpose would require proof of three broad factors
as indicia of Metis identity. These three are: self-identification; ancestral connection; and community
acceptance” (Goulet & Goulet, 2006, p. 165). The Court also indicated that “Self-identification as a
member of a Metis community should not be of recent occurrence, or belatedly made” (Goulet & Goulet,
2006, p. 165).

Manitoba Centre for Health Policy

27



Chapter 2: Manitoba Metis Federation: Knowledge Translation through a Wellness Lens

Between 1875 and the 1982 Constitutional amendment that recognized Metis as one of the aboriginal
peoples of Canada, there was essentially no information available on their health status. Institution of
the Aboriginal Peoples Survey (and Metis Supplement) provided a starting point for acquiring a better
understanding of the health of the Metis population in Canada. Regardless of data availability, Young
(2003) reported a significant lack of research publications on the Metis population. In 2004, David
Boisvert (MMF) and Dr. Judith Bartlett (UM) were successful co—applicants in an ACADRE (CIHR-IAPH)
grant to analyze the 2001 Aboriginal Peoples Survey and Metis supplement. It was realized at this time
that sample-based survey data, although important to showing provincial trends in Metis health status
across time, was not suitable to determine exactly how to allocate often limited resources.

At the end of this research project, Dr. Bartlett accepted a position with the MMF to develop its health
department. She recruited a part-time staff person (Sheila Carter) and over the next year they carefully
planned the department to act within a‘policy and research capacity’ that would fit with and act

in a complementary manner with other social and economic activities already existing in MMF. To
understand how the MMF-HWD created this niche within the organization, it is important to have

a better understanding of the Manitoba Metis Federation and how it functions. Without this stable
political and organizational base, the production of the Metis Atlas would have been an impossible
undertaking.

2.3 The Manitoba Metis Federation

The Manitoba Metis Federation (MMF) was founded in 1967 as a ‘democratic and self-governing body
of the Manitoba Metis community' The MMF membership criteria are consistent to that agreed upon by
the MNC and to that referenced in the Powley case. According to the MMF website, to be an Individual
Member or Child Member ' of the Manitoba Metis Federation you must:

1. Self-identify as Métis

2. Show an ancestral connection to the Historic Métis Community
3. Be accepted by the contemporary Metis Community

Itis important to note that an individual does not need to have two Metis parents in order to meet the
criteria for MMF membership—they need only establish their ancestry, connection, and acceptance
criteria.

Over its forty-three year history, the MMF has continuously strived to develop and maintain its capacity
to‘act collectively’ to successfully promote, protect, and advance the political, social, and economic
interests of Metis citizens in Manitoba. The MMF negotiates with the provincial and federal governments
to access funding to provide a wide range of programs and services that are more consistent with Metis
cultural norms and responsive to health status differentials.

The MMF Board Governance operates multiple Portfolios including: Metis Women of Manitoba; Tripartite
Self-government Negotiations; Metis Policy; Metis Justice Institute; Community Housing Managers of
Manitoba; Environment and Mining; Economic Development; Metis Survivor Family Wellness Program;
Metis Community Liaison Department; Metis Family & Community Institute; Metis Child and Family
Services; Human Resources Development & Training; Hydro Training Department; Health and Wellness
Department; Michif Language Revitalization; Natural Resources; Membership; Agriculture; Heritage,

' ‘Child Member’is a new addition by majority vote on a Resolution at the 2009 MMF Annual Assembly.
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Sports and Youth; Louis Riel Capital Corporation; Provincial Education; Manitoba Metis Community
Investments; Provincial Recruitment Initiative; and Pemmican Publications (MMF website). Each Portfolio
has a specific mandate to provide programs and services to Metis citizens across the province. The

MMF Home office provides program, service, and policy capacity with a province-wide focus; and MMF
Regions offer region-specific programs and services in many of these Portfolio areas.

The Manitoba Metis Federation has a general election every four years and all members are eligible

to vote for their Region representatives on the Governing Body and for the MMF President. The MMF

is organized into seven ‘Regions’ across the province and, additionally, has a number of associated
subsidiaries and affiliations. Each Region is administered by an elected Vice President and two

elected Directors—all of whom sit on the Federation’s Governing Body. The MMF Governing Body

leads, manages, and guides the strategic direction, objectives, and policies of the Federation and its
subsidiaries. The President is the Chief Executive Officer, leader, and spokesperson of the Federation. The
MMF has an Executive Director responsible for overseeing the day-to—day operations of the Federation.

About 400 delegates from MMF Regions and Locals attend the MMF Annual General Assembly (AGA) to
be advised of the MMF programs, services, and policy-related activities; to approve the audited financial
statements; to guide the agenda for the coming year; and to approve resolutions brought in advance of
or to the floor of the Assembly.

MMF Locals have been formed wherever a group of Metis citizens decide to form a Local and meet

the criteria for forming a Metis Local set out in the MMF Constitution. Representatives from each
active Local meet annually at their MMF Region to influence the Region programs, services, and other
activities and to approve its audited financial statements. There are currently 139 Metis Locals listed;
but given their voluntary nature, activity levels vary over time. Most Locals do not have service delivery
infrastructure, although the MMF Governing Body makes effort to have some resources available for
Local activities when possible. Whether or not an MMF Local is currently active, its creation provides a
‘reference indicator’ of where Metis live in Manitoba towns, cities, villages, and unorganized territories.

The long-term existence of the Manitoba Metis Federation is evidence of continued effort by Metis

to act collectively and to advocate for equity in an environment in which they have been highly
marginalized for a century. The significantly poorer health status of the Metis population apparent

in this report is clear evidence of the consequences of such marginalization. At the same time, the
current Manitoba societal trend toward more acceptance of the Metis role in the creation of Manitoba is
encouraging, for example the naming of the new provincial statutory holiday as ‘Louis Riel Day"

Creating the Manitoba Metis Federation-Health and Wellness Department Strategy

The Manitoba Metis Federation-Health & Wellness Department (MMF-HWD) was created in July 2005
as a Metis-specific ‘health knowledge authority’ that does research, policy analysis, program adaptation
planning, and community wellness development support in order to contribute to improving Metis
health status. The MMF-HWD planning process includes the following requirements: high quality
operational capacity with expert staff centrally and in Regions, research capacity development,
academic links and support, and a high quality and secure database. Planning is achieved centrally
through academic and policy research and supports MMF Regions to interpret outcomes for health
planning and to help determine what new research needs to be done.
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A concise ‘Operational Model’ was constructed using the usual organizational functions (accountability,
strategic planning, priority setting, programs development, and activities implementation) along

with a public participation model (IAP2). To this was added the eight ‘Wellness Areas’© (Bartlett,

2004). This Operational Model is the ‘touchstone’to ensure the MMF-HWD does not lose sight of its
structured, organized, and collaborative holistic approach. This approach has been well supported by
senior management and MMF leadership through providing sufficient time for careful planning and
development.

The newly created MMF-HWD, as part of a national consultation process, was asked to determine
Metis health priorities in Manitoba, intended to feed into the Métis National Council’s submission for
the National Blueprint on Aboriginal Health document. The MMF-HWD staff, with support from the
MMF Board Health Portfolio, determined it was more feasible and appropriate to develop a ‘process for
ongoing planning engagement’ rather than a limited one-off consultation. An initial set of five broad
priorities has more recently, through a department-wide Strategic Planning session, been rearticulated
as the four following strategic directions that move the MMF-HWD toward:

» building Metis health planning capacity

« using a Metis culture—based holistic health framework
« developing and implementing a Metis health research agenda
« developing Metis health ‘expert authority’ to advise the health system

Very soon after being created, the MMF-HWD determined that health information was required for
effective participation in health planning. Although some self-reported Metis health status information
would become available from the 2006 Aboriginal Peoples Survey, such ‘sample-based’ provincial-level
data cannot be used to advise the health system on specific health needs by region. To remedy this
situation, the MMF-HWD approached Manitoba Centre for Health Policy (MCHP) in February 2006 to
determine interest in pursuing a Metis health status study.

As stated in chapter one, the Metis cohort began with the MMF membership (based on the MMF
criteria for membership). This group was then expanded to include the children and parents of this
membership. To ensure inclusion of the maximum number of Metis living in Manitoba whether or not
they are members of the MMF, it was decided to look for ‘self-identified’ Metis from additional sources,
specifically the Canadian Community Health Survey (CCHS) and the National Population Health Survey
(NPHS). This mixing of potentially two differing population could present a potential problem. The
group least likely to meet the MMF membership criteria would be a small portion of the individuals and
their children derived from the CCHS/NPHS (self-identified) who were not also identified through the
MMF membership list. This does not necessarily mean that such individuals ‘would not meet’the MMF
membership criteria; it may simply mean that such Metis choose not be become MMF members. On the
other hand, there will be a proportion of the CCHS/NPHS derived cohort (group) that would not meet
the MMF membership criteria. As it turns out, the CCHS/NPHS-derived Metis cohort (group) is less than
2000 individuals, which is quite a small proportion of the total Metis cohort of 90,915.

It is within the context of the long history of Metis living in Manitoba that the Metis Population
Database (MPDB)—referred to in Chapter 1 as the Metis cohort (group) was created; and thus, this study
has been possible. MMF remains committed to protection of the MPDB and privacy rights of Metis
citizens. This is achieved through the formal ‘data sharing agreement’ between the MMF and MCHP.
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Each use of the MPDB requires approval at four levels. The process requires approvals from MMF, MCHP,
Manitoba Health's ‘Health Information Privacy Committee’ (which protects all Manitoba citizens' right
to privacy), and the University of Manitoba'’s Health Research Ethics Board (the group which evaluates
academic ethics). Undertaking this study created a productive MCHP/MMF-HWD Research Team and
partnership to produce a ‘first of its kind’ Metis Atlas in Canada.

After the initial strategic and operational frameworks were in place, and the Metis health status
study was underway, the MMF-HWD strategically pursued multiple funding opportunities to work
toward accomplishing its initial broad priorities. The MMF-HWD now has 21 additional experienced
management, research, and policy personnel with academic research, health administration, health
human resources, program development, and community development expertise. Approximately
half of the MMF-HWD activity is funded through Manitoba Health by the federal Aboriginal Health
Transition Fund. Comprehensive evaluation of our knowledge translation method is funded by the
Canadian Institutes of Health Research-Institute on Aboriginal Peoples Health (CIHR-IAPH). Other
CIHR funded research is examining and supporting the Metis health workforce. This Metis Atlas—the
base information for most MMF-HWD research and KT activity—was funded by Manitoba Health

as a“deliverable” (research report) through the grant relationship with MCHP. Two further detailed
examinations of two areas (cancer and diabetes) have been funded by the Public Health Agency of
Canada (PHAC) and would not have been possible without the creation of the MPDB during this study.

Description of a Culturally Coherent Metis ‘Methodology’ or

Lens for Wellness

Introduction

Margaret Kovach (2008) states“...Indigenous methodology flows from Indigenous ways of knowing
(epistemology), incorporating an Indigenous theoretical perspective and using aligned methods".

The MMF-HWD approaches all departmental activities, ranging from strategic planning to research to
knowledge translation, from a Metis—specific Methodology (Metis perspective or lens). This Metis lens is
rooted in historic Indigenous and European ancestries, which have been integrated to become uniquely
Metis ‘ways of knowing' Burton—Jones (1999) discussed the relationship among different forms of
knowledge such as narrative, experience, data, and information. Indigenous knowledge development,
situated on a wide base of ‘myths and stories’and moving to a smaller base of ‘experience, may be seen
as more personal in nature. Western knowledge development, situated on a wide base of ‘data and
facts’then moving to a smaller base of ‘information, may be seen as more global or systemic in nature.
Combining Indigenous and Western knowledge development approaches creates a holistic approach
consistent with both ancestral ‘ways of knowing'—where holistic Metis knowledge development is
considered to include the Indigenous ‘myths & stories (spiritual) and ‘experiences’ (emotional)—and the
Western ‘data and facts’ (physical) and ‘information’ (intellectual) (Figure 2.1).
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Figure 2.1: Metis Framework for Knowledge Translation and Development

Approach to KT based on adapting work of others Combining Indigenous & Western
Indigenous & Western Knowledge Development Knowledge Development Approaches
Adapted from Burton-Jones (1999) NARRATIVES spiritual
EXPERIENCE i
Data and Facts A Holistic emotional
EE— Approach to
Being Uniquely
Experience Metis
Narratives
(Stories and Myths) intellectual
physical
Indigenous Knowledge (K) Western Knowledge (K)
Development Development
Developed Sept 6, 2003 by Judith G. Bartlett MD, MSc, CCFP, FCFP

Although the validity of this combination has not been formally researched, the first five of seven
Knowledge Networks now in place are finding it quite helpful in demystifying the research and
knowledge development process. This approach also ensures that both the ‘story’ and the ‘experience’
along with the ‘data’and the‘information’are included in the Metis Atlas interpretation. This way of doing
business is further discussed in the section Developing Knowledge—A Holistic Approach. This Metis
lens is used to organize and examine health information from the Metis Atlas and additional publications
within a context of Metis citizen's story and experience, the MMF Region story and experience, and the
RHA story and experience.

2.4.2 Holism and Wellness—The Metis Life Promotion Frameworke (MLPFo)
The MMF-HWD adapted a holistic framework originally developed for use in a community requested
holistic urban Aboriginal community health centre (Bartlett, 1995). For use with Metis, the framework
was renamed the Metis Life Promotion Frameworke % (MLPFo). It is critical to keep in mind that the
MLPFo is a tool for holistically organizing thoughts and information. It is not an ideology and does not
represent Metis culture. At the same time, this holism is consistent with Metis women’s understandings
of health and wellbeing (Bartlett, 2005). While these women thought of ‘health’ as being about disease
and appropriate diet, ‘wellbeing’ was much broader and included the spiritual, physical, emotional, and
mental/intellectual parts of a person.

The MLPFo is made up of 16 important areas of life, with ‘wellness’ being about finding ‘balance’among
these areas. First, there is balance within a person’s spiritual, emotional, physical, and intellectual areas.
Next, this personal balance can occur across the different age groups of children, youth, adults, or

elders (seniors). Then, we need to remember that people live as individuals and as members of families,
communities, and nations — areas that also need balancing. Finally, all of these areas of balance are
occurring within the various cultural, social, economic, and political environments in which people live.
Because these areas have an effect on determining how we live, they are also called ‘Determinants of
Life'o (Figure 2.2).

2 Copyright for MLPF© and associated tools and methods retained by Dr. Judith G. Bartlett for protection of Indigenous knowledge.
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Certain principles of human behaviour, sometimes called ‘seven teachings, underpin this holism and
have been selected as representative of principles contained within Aboriginal culture—sharing,
caring, kindness, honesty, respect, trust, and humility. The framework was originally created in a
medicine wheel form more symbolic of First Nations, as well as in a matrix (square) form for the general
population. To respect and honour the Metis link to two ancestral populations, both symbolic forms are
included in the Appendix Glossary under the “Life Promotion Framework” heading.

2.2: Metis Life Promotion Framework© Determinants of Life©

Health can be considered is balance of:

Developed by: Judith G Bartlett MD, MSc, CCFP (flag photo by Keith Freeman Photograph)

As stated, the MLPF© approach is simply a way of thinking about the complexities of life, and health,
and wellbeing. This can be done for the individual and societal levels: for example, defining personal
meanings for the 16 areas or documenting a high—level community overview (Bartlett et al., 2004).

In 1996, the framework was taken to the next level to further simplify it in order to look at‘Wellness’
from a program or policy development perspective. Thus, the 16 elements were grouped as eight
Wellness Areas©. Using eight rather than 16 areas is more manageable for health planning activities
as in Knowledge Network work to interpret research outcomes. Based within the overall MLPF©, the
Wellness Areas© naturally flow in a circular format around the spokes of a Red River cart, representing
constant motion and change (Figure 2.5).

It is neither sufficient nor appropriate to state that these Wellness Areas© are an accepted Metis lens.
Every person that is engaged in Metis related health planning must have an opportunity to undertake
a process where they learn 'how to create’Wellness Areas based on their own life experience. Once
plans are developed to adapt health and social programs and services to meet Metis—determined
needs, Metis citizens may be more able to take advantage of such programs and services to support
themselves and their family.

Developing MLPFo Wellness Areaso

The development of Wellness Areas© is completed in a stepwise manner through a series of three
workshops that take approximately 1.0 to 1.5 hours each to complete. The first workshop is to develop a
personal meaning for each of the 16 terms by defining and paraphrasing a statement (four to six words)
for each word (an intellectual process), while concurrently grounding this statement ‘emotionally’ This
grounding process is completed by immediately writing, based on the paraphrased statement, how
one is feeling at this moment in time. Because this information is private, it is not shared with other
workshop participants. At the same time, it is essential to create personal meanings in order to proceed
with the second workshop, which is to develop group meanings for the terms.

Manitoba Centre for Health Policy
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Only after having completed the personal meanings, workshop groups are asked to discuss and
document all meanings from individuals in the group without trying to find a consensus meaning. This
stimulates the development of respect for all voices. After completing this group work, participants are
ready to develop Wellness Areas© using the matrix shown below in Figure 2.3. The group is asked to
determine a‘name/title’ for each row and column—some term that will state what each group of four
elements is ‘about’. Once this process is completed, each workshop table reports on the ‘names’ or ‘terms’
articulated.

Figure 2.3: MLPF© Wellness Areas© Matrix

SPIRITUAL EMOTIONAL PHYSICAL INTELLECTUAL
CHILD YOUTH ADULT ELDER

INDIVIDUAL FAMILY COMMUNITY NATION

CULTURAL SOCIAL ECONOMIC POLITICAL

DevelopedbyJudith G. Bartlett MD, MSc, CCFP, FCFP

The Wellness Areas©, developed and refined during many such workshops over a ten-year period
(1996-2006), are shown in Figure 2.4. This is an extremely brief look at the MLPFeo.

Figure 2.4: MLPF© Wellness Areas©
[ —

2 4 6 8
MLPF © IDENTITY- | RELATIONSHIP | FOUNDATION- | GOVERNANCE-
Wellness how we want | -how we respect | what supports | how we choose
Areas others to see | and care for one us our own destiny
us another and future
1
NATURE-who we | SPIRITUAL EMOTIONAL PHYSICAL INTELLECTUAL
really are
3
DEVELOPMENT- CHILD YOUTH ADULT ELDER
what is our age &
characteristics
5
NETWORK-how I INDIVIDUAL FAMILY COMMUNITY NATION
we interact with
one another
7
ENVIRONMENT- || CULTURAL SOCIAL ECONOMIC POLITICAL
what system &
personal
influences
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As can be seen in the above matrix, a question is posed for each Wellness Area©. The Wellness Areas©
have been reconstituted into circular format that allows for a more compact practical and stepwise
approach that can be applied to policy and program assessment or planning. Using this approach for
examining a chronic disease, such as diabetes, is done in this same manner (see Figure 2.5). The person
suffering from/experiencing diabetes is placed in the centre of the wheel and a series of questions
(Table 2.1) is posed and answered. Similarly, the questions can be posed at a group level.

Figure 2.5: Wellness Model for Examining Diabetes

8. Governance
1. Nature
7. Environment /

\ 2. Identity

Diabetes cuml

6. Supports \

3. Development
4.
Relation

ships

Judith G Bartlett MD, MSc, CCFP, FCFP (Metis Nation)

Table 2.1: Wellness Area® Question Type

Approaching
diseases from a
wellness
perspective

Needs to occur
at both policy &
program levels)

WELLNESS AREA© | QUESTION:
How does diabetes affect my:
Nature —sense of who | really am as a person?
Identity —experience of how others see me or how | want others to see me?
Development —sense of age/ability to express the child, youth, adult, and elder parts of me?
Relationship —ability to respect and care for others?
Network —ability to interact with others?
Support —body, ability to work, and be involved in community?
Environment —cultural, social, economic, and political influence?
Governance —ability to choose my destiny and future?

Manitoba Centre for Health Policy
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244 Developing Knowledge—A Holistic Approach
To undertake Knowledge Translation, the MMF-HWD had to better understand Knowledge Development
as shown previously in Figure 2.1. It was necessary to create a‘middle ground’ that did not require
Metis individuals to choose between two historical ancestries approaches. As a reminder, combining
Indigenous and Western knowledge development approaches to create a holistic approach that was
uniquely Metis was important.

Ongoing review and reflection resulted in the creation of a practical and demystified approach to
thinking about research, thus interpretation of research (Figure 2.6). In this holistic Metis research model,
the ‘'way of knowing’ (epistemology) can be seen to have both quantitative (our data and information
synthesis) and qualitative (our story and experience) components. In Knowledge Networks, this model
is shown early in the process so that participants can see how the graphs from the Metis Atlas represents
one aspect (the physical data) of a full spectrum of knowledge needed to better understand Metis
health and wellness status. The model also brings a familiar holistic understanding to the research
process.

Figure 2.6: Holistic Research Process

Holistic Metis Research Model

Quantitative
Research

Our Information

intellectual

Our
Our Data Our Story (narratives)

Way of Knowing spiritual

physical

(epistemology)

Our Experience

emotional

Qualitative
Research

Developed August 18, 2003 by
Judith G. Bartlett MD, CCFP

25 MMF-HWD Strategic Method

The MMF-HWD planning process includes the following requirements: high quality operational
capacity, research capacity development, academic links and support, and a high quality and secure
database. Planning is achieved centrally through academic and policy research which supports MMF
Region Knowledge Networks to interpret outcomes for health planning and helps KNs determine what
new research needs to be done.

2.5.1 Developing Information for Metis Interpretation to Support Health Planning
From the start it was obvious that without high quality health information, there was no possibility of
engaging either Region or Local-based Metis citizens in effective health planning.‘Consultation’ (asking
for Metis individual’s input) might reveal some of what was needed, but could not be grounded within
‘the numbers’ (i.e., why are Metis seeing physicians and what hospital services do they receive). Thus,
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after developing the broad MMF-HWD priorities and the operational framework, in April 2006, the
MMF-HWD Director, Dr. Bartlett, approached MCHP, Dr. Patricia Martens, and the University of Manitoba
to collaborate on a province-wide health status study. With Manitoba Health funding and priority
approval, Drs. Martens and Bartlett became Co-Principal Investigators on the Metis Health Status and
Healthcare Utilization (HS&HU) study, also known as the Metis Atlas.

2.5.2 Developing Knowledge Networks for Knowledge Translation
Knowledge Translation (KT) is a term often made overly complex but is essentially about moving
‘information’to‘action’ For our purposes it is a‘method to ensure that outcomes of the Metis Atlas are
used to maximize benefit for Metis citizens in Manitoba’. To accomplish this, the MMF-HWD developed
and is facilitating implementation of an engagement process between the MMF Region offices and their
associated Regional Health Authorities (RHAs). This engagement process is in the form of Knowledge
Network (KN) ‘discussion tables’ that examine Metis health information using the previously described
Metis—specific holistic wellness lens. The public participation model, previously noted as one of three
components of the MMF-HWD operational approach, is used in Knowledge Network (KN) operations
(Figure 2.7).

Figure 2.7: Knowledge Translation Model

Transparent Process
for
Understanding and Negotiating Influence & Action

“Metis Need to Know Too Study”
Evaluation of KT Adapting Health Programs & Services for Metis in Manitoba
(funded by Canadian Institutes of Health Research-Institute on Aboriginal Peoples Health)
Influence — EMPOWER | COLLABORATE INVOLVE CONSULT INFORM
(make final (incorporate advice (reflect (acknowledge (keep
Action decision) to max extent) concerns) concerns) Informed)
|
COMMUNITY
[MMF Region]
PROGRAM
DELIVERER
[RHA

Developed by Judith G Bartlett

This KT model functions as a ‘participatory method’ for understanding and negotiating influence

and action. The model is used to negotiate how partners wish to inform, consult, involve, collaborate
with, and empower one another. Having a clear understanding of what each partner‘can or cannot’
commit to at the beginning of the KN discussion minimizes misunderstandings and frustrations. While
implementation of this KT model is being formally evaluated through CIHR funded research in two KNs,
it is being used by all Region Knowledge Networks

KNs are led by MMF Region Vice—Presidents. They determine when and how to engage associated

RHAs and the level of technical and operational support required from the MMF-HWD central staff.
Knowledge Network Coordinators have been hired and are situated in MMF Regions. MMF-HWD
central staff develops and provides extensive research training modules and required ongoing technical
support to KNs to ensure effective and efficient mobilization of Metis Atlas results.
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Table 2.2:

In addition to the statistics from this Metis Atlas, the KN examines the historical and current Metis ‘story
and experience’ about their health, the RHA ‘story and experience’ about service delivery, and what they
hear from Metis citizens who use those services. To further understand these stories and experiences,
the MMF-HWD provides information from the literature that is relevant to the areas of discussion.
Additionally, all discussion at KN meetings is documented (along with the above noted statistics, stories,
and experiences) and used to produce thematic areas that can be used by the KN in the development of
a plan to adapt health services to better meet Metis citizen needs. As can be seen in the following chart,
seven MMF Regions are affiliated with one or more RHAs. The MMF Region determines the RHA with
whom it will form its initial KN.

Association of MMF Regions with Specific RHAs
Region Knowledge Networks
MMF Region RHA
Thompson Burntvvpod
Churchill
North Eastman
Southeast South Eastman
Brandon
Southwest Assiniboine
Central
The Pas NOR-MAN
Northwest Parkland
Interlake Interlake
Winnipeg Winnipeg

253

Due to the importance of ownership and understanding of study outcomes by both the MMF Regions
and their affiliated RHAs, the data charts in this report are displayed by MMF Region and by RHA. This
complementary data reporting resulted in observations that would not have been understood had the
study report been created by RHA geography alone. See Chapter 1 for maps of MMF Regions, RHAs,
and the overlapping boundaries of the two. Interestingly, MMF Regions created in the late 1960s
have similar geographical boundaries to the RHAs that were not created until the late 1990s. Some
MMF Regions envelop two or three RHAs. Mapping by MMF Region allows for examination of those
areas outside of the health system where certain programs and services may be provided by the MMF
Region. Due to the way MMF Regions and RHAs provide social and health services respectively, a need
to facilitate engagement between KNs for Metis living in overlapping geographical areas has become
obvious.

Dissemination of Metis Atlas Outcomes for Interpretation through Knowledge Networks
Knowledge Network meetings, facilitated by central MMF-HWD staff, receive all activities mapped out
in the meeting flow schematic (Figure 2.8) at the end of this chapter. An extensive training plan has
been developed and is delivered in a‘just in time’manner—i.e,, training is followed immediately by the
activity. All KN members (MMF and RHA) are included in this training process.
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The first two-day session provides the KN with orientation and training on the Metis holistic approach
including the Metis holistic ‘way of knowing, the Metis Life Promotion Framework (MLPF©), and Wellness
Areas©. The participants undertake three workshops to develop first personal meanings, then group
meanings, and lastly Wellness Areas©. The KN then uses the Wellness Area®© lens, in a workshop format
to develop:

1. aten-year vision for desired future Metis health and wellness

2. ahigh level scan on perceptions of current Metis health and wellness status

Training also includes modules on reading graphs and understanding chronic diseases. An overview
of the chapters contained in the Metis Atlas is provided in order to prepare the KN for receiving its first
introduction to health information (graphs). In addition, this session provides a graph showing the
MMF-Region specific prevalence (by RHA) for the seven major chronic diseases. At this point, the KN
selects three priority areas of interest to examine in greater detail as they build their shared knowledge.
Such priority selection may be based on prevalence of a chronic disease, but may also be based on a
chronic disease that is important to the KN for other more local reasons.

The next two-day session begins with KNs receiving relevant training on: the MMF Adaptation Initiative,
expectations of Region Knowledge Networks, and the Knowledge Translation (KT) negotiation model.
The KN then views additional health information graphs related to each of their three selected chronic
diseases priority areas.

The next three one-day sessions build on the KN health information graphs by adding a wide variety of
factors including:
« Metis citizen stories and experience with chronic diseases and the health system (from by
community Wellness Workshops)

¢ Protective and risk factors of chronic diseases from literature reviews and from Metis
community Wellness Workshops (that undertake the same series of MLPF©/Wellness Area©
training before reviewing the chronic diseases)

« Additional priority chronic disease related Metis Atlas information not yet reviewed

« Information about social and health programs and services (related to priority chronic diseases
selected) delivered by the MMF Region and the Regional Health Authority

o Metis and other health consumer experience known by MMF or RHA members of the
Knowledge Network

The final two-day session includes reviewing all of the information gathered. The main ideas
are transferred to 4x8 inch cards and mapped on a wall around the Wellness Areas©. This view is
documented for recalling how ideas where holistically articulated. This holistic mapping also shows
where there are still information gaps. Finally, the cards are processed through a group-based thematic
analysis workshop. The resulting themes are then used to inform:
« Development of a Region plan to advise their RHA on services adaptations to better meet Metis
citizen needs

« Development of an evaluation plan for the adaptation activities

« ldentification of policy issues that require analysis at a provincial level

Manitoba Centre for Health Policy
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« ldentification where further information needs to be pursued through additional research
« Provincial Metis Health Policy Knowledge Network (PMHP-KN)

Currently the MMF-HWD central staff is undertaking background preparation for the institution of a
Metis health policy table to examine the Metis Atlas provincially. Policy related issues identified by the
Region Knowledge Networks and the MMF-HWD central research and policy staff will be assessed by
a Provincial Metis Health Policy-Knowledge Network (PMHP-KN). The PMHP-KN, led by MMF-HWD
central staff, will include representatives from each Region Knowledge Network, Manitoba Health,
Winnipeg Regional Health Authority, and other health experts. The PMHP-KN will begin with review of
the top three chronic diseases that have been prioritized by Knowledge Networks (KNs). For example,
based on current experience all five active KNs have identified Mental Health as a priority. Given that
there is a current provincial Aboriginal Mental Health strategy in place, the PMHP-KN review, which
determines whether adaptations are needed for Metis citizens, can be completed in a timely manner.
A specific Mental Health policy options paper would be produced for review by the PMHP—KN. Policy
adaptation recommendations for the Mental Health Strategy would be developed and submitted to the
MMF Governing Body for approval and then submitted to Manitoba Health for consideration.
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2.6

Where to From Here?

The results in the MCHP/MMF Metis Atlas provide baseline health information for the Metis population in
Manitoba. The MMF-HWD health planning process (Knowledge Networks) and the MMF-HWD health
policy analysis process (PMHP-KN) will continue interpreting and using new Metis population health
knowledge for health planning. We expect that change will take time, yet our research and knowledge
translation efforts will contribute to better health outcomes for Metis in the long term. Our holistic Metis
Life Promotion Frameworko and eight Wellness Areas© will ensure our endeavours continue to move
well beyond health to examine ‘life determinants’ Our work will enhance Metis-specific community
wellness development being undertaken by multiple MMF Portfolios, Departments, and Regions.

The Metis Atlas will continue to be disseminated in a manner that is useful to planning. Currently only
the chronic diseases and associated information (physician services, personal care, amputation rate,
etc.) have been processed through Knowledge Networks. Given the public release of this report, it is
expected that the critical Knowledge Network activity will begin to look at other aspects of the study
outcomes—child health, infant mortality, health care use, immunizations, child welfare, and education
factors—in the lives of Metis. Although it will not be possible to review specific KN outcomes in this
report (KT model evaluation is underway and KN evaluation is in planning), the preliminary positive
experience of Knowledge Networks' participants finding common ground in understanding cannot be
overstated. Without ongoing, careful, deliberate, and thoughtful holistic approach to Metis health status
information, sustained change may be difficult as both MMF Region and RHA staff changes over time.
There is a need for both RHAs and MMF Regions to provide programs and services to Metis that reflects
Metis health status. Both groups are committed to the best interest for the health of the Metis citizens in
their Regions and will be mutually supported with an ongoing ‘discussion table’

The MMF Metis Population Database housed at MCHP is now available for additional studies. The MMF-
HWD will carry out increasingly more Metis health research and associated knowledge translation. The
Department is currently undertaking two additional studies (funded by the Public Health Agency of
Canada) with the MMF Metis Population Data-Base, which will remain housed at Manitoba Centre for
Health Policy. Data linkage and data runs (using the MPDB source dataset) are contracted to institutions
that undertake such work. For such additional studies the MMF-HWD receives aggregate data and
completes all data graphing, scientific analysis for identifying possible anomalies, descriptive analysis,
report development, and knowledge translation. We are appreciative of continuing to receive MCHP
mentorship and being able to ask questions multiple times until we are absolutely sure we understand
the results.

Our Diabetes in Manitoba Metis study is near completion and will provide age and sex-specific rates by
RHA and aggregate North, Mid, and South. Our Cancer in Manitoba Metis study is also near completion
and provides cancer rates by type of cancer, sex, age, stage, and stage at treatment by province or
aggregate region areas. The MMF has recently signed an agreement with the PHAC to provide the MMF-
HWD funding for a five-year Metis Chronic Diseases Surveillance program. This will result in additional
‘drill down’ studies to ensure that MMF-HWD and Manitoba Health have appropriate health data for
policy planning and that MMF Regions and RHAs have the best health information for health planning.
The Department is also putting in place policies and protocols that will encourage and facilitate others
to assume Metis health studies, for example graduate students and their supervisors. Without having
been intricately involved in all aspects of the work to produce the Metis Atlas in partnership with
Manitoba Centre for Health Policy, the MPDB would not be available for such additional studies.
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Chapter 3: Demographics

For planning and policy purposes, it is important to understand the basic demographics of a population,
so that health and social services can meet their needs. This chapter features diagrams called
“population pyramids” that map out the demographics of both the Metis and the “All Other Manitobans”
populations. Various geographical regions are compared, including Manitoba overall, Regional Health
Authorities, and Manitoba Metis Federation Regions.

Key observations from this chapter:

3.1

« For Manitoba overall, the Metis population have a greater proportion of young people 0-29,
a lower proportion of mid—aged (40-54), and a lower proportion of older adults (70+ years
old) when compared to all other Manitobans. For males and females combined, 0-19 year olds
comprised 33.9% of the Metis population compared with 26.4% of the “all other Manitoban”
population in 2006. Children less than 15 years old comprised 25.4% of the Metis population
of Manitoba and 19.1% of all other Manitobans. In contrast, those aged 65+ comprised 9.1% of
the Metis population and 13.9% of the “all other Manitoban” population.

e The two urban areas of Winnipeg and Brandon, as well as the RHAs of Parkland and Assiniboine,
had noticeably higher proportions of younger Metis people (especially 0-25 years old)
compared to all other Manitobans living in those areas.

e The RHA of Burntwood had a particularly young population, with very few older adults (as
noted by a truly triangular population pyramid) for both the Metis and all other Manitobans
living in this region.

o The MMF Regions vary considerably as to the population pyramid pattern, with Thompson,
Northwest and The Pas showing a triangular shape (young population) but Winnipeg, Interlake
and Southeast showing more of a “flat” shape upward until age 65+. Interlake and Southeast
show a ‘waist”—a small proportion of mid—-aged people residing in these regions compared to
older and younger people. This could be due to urban migration patterns since Winnipeg does
not show this particular ‘waist’ pattern.

Definition: Population Pyramid (Population Profile)

A population pyramid (profile) is a graph showing the age and sex distribution of the population living
in Manitoba in December 2006, based upon the Population Registry in the Repository housed at MCHP.
These population pyramids compare the Metis with all other Manitobans living in the geographical area
(Manitoba overall, RHAs) and show Metis only for the MMF Regions. Population totals are given in the
title.

The percentage of the population within each five—year age bracket (such as 0-4, 5-9, 10-14, and so
on, up to 85+ years old) is shown for both males (on the left side of the graph) and females (on the right
side). All of these “bars” add up to 100%, meaning the entire population fits into these groupings.

Most developing countries of the world will have a population pyramid triangular in shape, indicating
a very young population with few people in the oldest age brackets. (This population would have a
high birth rate, high death rate and low life expectancy.) Most developed countries have a population
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pyramid that looks more rectangular with the young and middle-aged people representing similar
percentages of the population, and many more older adults in the “top part” of the pyramid compared
to developing countries. This reflects a population with a stable fertility and mortality pattern, usually
with low fertility, low mortality, and long life expectancy. In instances of an aging and relatively healthy
population, the ‘pyramid’ could actually constrict at its base, showing low birth rates and a high
proportion of older adults.

Figure 3.1:

Age Profile of Manitoba, 2006
Metis Population: 73,016

All Other Manitobans Population: 1,104,672
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Figure 3.2: Age Profile of Central RHA, 2006
Metis Population: 4,558
All Other Manitobans Population: 97,358
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Figure 3.3: Age Profile of North Eastman RHA, 2006
Metis Population: 3,470

All Other Manitobans Population: 36,809
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Figure 3.4:

Metis Population: 5,688

Age Profile of South Eastman RHA, 2006

All Other Manitobans Population: 56,390
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Figure 3.5:

Age Profile of Interlake RHA, 2006
Metis Population: 8,817
All Other Manitobans Population: 67,990
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Figure 3.6
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Age Profile of Nor-Man RHA, 2006
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Age Profile of Parkland RHA, 2006
Metis Population: 5,976
All Other Manitobans Population: 35,986
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Figure 3.8: Age Profile of Burntwood RHA, 2006
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All Other Manitobans Population: 42,422
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Figure 3.9: Age Profile of Churchill RHA, 2006
Metis Population: 220

All Other Manitobans Population: 719
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Figure 3.11:
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Age Profile of Brandon RHA, 2006
Metis Population: 2,336
All Other Manitobans Population: 47,185
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Figure 3.12:

Metis Population: 31,647

Age Profile of Winnipeg RHA, 2006
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Figure3.14: Age Profile of Northwest MMF Region, 2006
Metis Population: 4,267
All Other Manitobans Population: 38,361
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Figure 3.15: Age Profile of Southeast MMF Region, 2006
Metis Population: 9,837

All Other Manitobans Population: 100,177
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Figure3.16: Age Profile of Southwest MMF Region, 2006

Metis Population: 8,806
All Other Manitobans Population: 204,451
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Figure 3.17: Age Profile of Thompson MMF Region, 2006
Metis Population: 4,334

All Other Manitobans Population: 44,359
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Figure 3.18: Age Profile of The Pas MMF Region, 2006
Metis Population: 5,974
All Other Manitobans Population: 21,385
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Figure 3.19: Age Profile of Winnipeg MMF Region, 2006
Metis Population: 31,647

All Other Manitobans Population: 633,778
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This page edited September 23, 2010.

Year (superscript | % of # of Metis | # of % of Canada’s | % of % Canadian | % Canadian
refers to Manitoba in Manitobans | Aboriginal Canadian Metis living | Metis living
references for population | Manitoba | overall population who | Metis living | in rural areas| ‘on reserve’
each row of data) are Metis in urban
areas

1991** 3.0% 33,230* 1,091,942 26.8 65% 35%
1996 "*° 3.7% 40,720 1,113,898 26% 67% 33%
2001 **° 4.7% 52,095 1,119,683 30% 68% 29%

(34.9% of

Manitoba

Aboriginal

population)
2006 "° 6.3% 71,805 1,148,401 33% 69% 29% 1%

* Does not count Status Indians who indicated Metis identity.
References for each row of data:

'Gionet L, 2009.

? Statistics Canada, 2009.

°Statistics Canada, 2003.

*Normand, 1996.

° Statistics Canada, 2008b.

‘Hallett, 2006.

3.2

Findings from a Literature Review

Various sources of data indicate differing population numbers for Metis people living in Manitoba over
time. According to Hallett (2006), from 1996 to 2001, the Census population of Manitoba Status Indians
increased from 81,715 to 90,155, or a 10.3% increase—this approximated the natural increase (births
minus deaths). However, in contrast, the self-identified Metis increased from 40,720 to 52,095, an
increase of 27.9%; but the birth rate for Metis is lower than that of Status Indians. So it is estimated that
around two-thirds of this increase was due to ethnic mobility, i.e., people identifying as Metis in 2001
that did not do so in the 1996 Census.

In the 2001 Census (for all of Canada), 29.1% of the Metis were 0-14 years old, 30.9% were 15-29 years
old, and 40.0% were 30-65 years old (Hallett, 2006). For Metis, 4% were over 65 years in 2001, compared
with 13% for all other Canadians. The median age of Metis was 27 years in 2001 (compared to 37.7 years
for all other Canadians), 30 years in 2006 (compared to 39 years for all other Canadians), and is projected
to increase to 31.1 years in 2017 (Manitoba Bureau of Statistics, 2005; Manitoba Bureau of Statistics,
2008; Gionet, 2009). In the 2006 Census, the Metis were still younger than the Canadian population
(median age 30 years versus 40 years) (Janz, Seto, & Turner, 2006), and 27% of Manitoba Metis were
under the age of 15 (Gionet, 2009).

According to Hallett (2006), half of the Metis living in Manitoba in the year 2001 resided in Winnipeg.
In northern Manitoba, 13% of northern Aboriginal people were Metis in 2001 (down slightly from 15%
in 1996), with 445 living “on-reserve” and 6,995 living elsewhere in the north. The three small urban
centres of Thompson, The Pas and Flin Flon accounted for 2,750 Metis in the north, with 4,200 living in
scattered settlements (many of which are adjacent to First Nations communities). Metis outnumbered
Status Indians in Selkirk, Dauphin, Flin Flon, and Swan River. In southern Manitoba in 2001, 18,485
lived outside Winnipeg and 31,000 lived in Winnipeg; 86% of Manitoba Metis were located in the south
(including Winnipeg), as compared to only 46% of First Nations.
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According to Janz (2006), 69% of Canadian Metis lived in an urban area. The Census Metropolitan
Areas (CMAs) with the largest number of Metis in 2006 were: Winnipeg (40,980), Edmonton (27,740),
Vancouver (15,075), Calgary (14,770), Saskatoon (9,610), and Ottawa—-Gatineau (7,990). The urban
cities with the largest population of Metis has not changed since the 1991 Aboriginal Peoples’ Survey
(Normand 1996), where Winnipeg and Edmonton were identified as the two highest Metis urban
populations (Lamouche 2002). In 2006, 6% of the Manitoba population self-identified as Metis—the
most in Canada except for 9% in NWT—for a total population of 71,805 in Manitoba (Statistics Canada,
2008a). This represented 18% of all the Metis in Canada.

Comparing the Literature Review to This Study’s Findings:

« The 2006 Census findings report that 27% of Metis in Canada were less than 15 years old (down
slightly from the 29.1% recorded in the 2001 Census). In our study: children less than 15 years
old comprised 25.4% of the Metis population of Manitoba and 19.1% of all other Manitobans.
The Manitoba Metis are similar to those throughout Canada, with around % of their population
in the‘less than 15’ category, indicating a slightly higher fertility rate than the general
population of Canadians.

e The 2006 Census findings report that 4% of the Metis in Canada were 65+ years old, and
this was consistent with the 2001 Census. In our study, those aged 65+ comprised 9.1% of the
Metis population in 2006 and 13.9% of the “all other Manitoban” population. The Manitoba Metis
population appears to be slightly older than the Canadian Metis generally, even though both have a
lower percentage of older adults than the rest of the population.

e The 2006 Census recorded 71,805 Metis people living in Manitoba, which was 6.3% of the
population of 1,148,400. Our study, based upon the Population Health Research Data Repository
housed at MCHP, along with the linkage files from the Manitoba Metis Federation and self-reports
in surveys, indicate 73,016 Metis living in Manitoba in 2006. This is 6.2% of the total Repository
population of 1,177,688. Given the fact that the Census relies on different data collection than the
Repository (which is based upon Manitoba Health universal health registry systems), the relative
proportion of Metis is very close (6.2-6.3%), and the actual numbers are within 1,211 of each other.
This gives confidence in the method used to generate the Metis cohort used in this study.

Manitoba Centre for Health Policy
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Chapter 4: Population Health Status and Mortality

This chapter focuses on indicators of mortality (death), looking at various measures of mortality.
Indicators in this chapter include:

e Premature Mortality Rate

« Total Mortality Rate

e Injury Mortality Rate

« Total Mortality by Cause and Injury Mortality by Cause

« Life Expectancy at Birth

« Potential Years of Life Lost (PYLL)

» Suicide Rate

« Suicide or Suicide Attempt Prevalence

« All Cause Five-Year Mortality Rates for Individuals with Diabetes

o All Cause Five-Year Mortality Rates for Individuals with Cumulative Mental lliness

The Premature Mortality Rate (PMR) is considered a surrogate measure for the overall ‘healthiness’ of
a group of people, since it is easy to measure using vital statistics files. Yet its usefulness goes beyond
simply a measure of death before the age of 75—it is highly correlated to socio—economic indices,
self-rated health measures, and overall morbidity measures. Knowing that people living in areas of
socioeconomic risk usually experience more health problems, MCHP looks not only at healthcare use
rates but also on the relationship between these rates and the “need” for healthcare (Black, Burchill, &
Roos, 1995; Roos, 1999; Roos, Black, Roos et al., 1999). Premature mortality rate (PMR), or death before
the age of 75 years, is used as a “surrogate” for the underlying health status of a group of people, and
thus their “need” for healthcare. PMR has proven to be an important framework for MCHP’s analyses
of healthcare use patterns (Black, Roos, Fransoo, & Martens, 1999; Brownell et al., 2001; Brownell et al.,
2003; Martens, Frohlich, Brownell, Carriere, & Derksen, 2002; Martens, Bond, Jebmami et al., 2002). One
would expect populations with poorer health status to require greater healthcare services.

As mentioned already in Chapter 1, all of the graphs in this report use PMR as a way in which to order
the RHAs, the MMF Regions, and the Winnipeg CAs with the most healthy regions on top and the least
healthy on the bottom of the y-axis (left-hand side) of each graph. This ordering was based upon the
10-year PMR to stabilize the rate. In this chapter, however, the PMR for five years is presented, along
with many other ways in which to look at mortality rates.

Overall Key Findings:

« Provincially, Metis in general have higher mortality rates than all other Manitobans (12-38%
higher) (see Table 4.0)

« Ingeneral, Southeast MMF Region, as well as South Eastman RHA, have lower mortality rates
for Metis compared to the Metis provincial average

¢ Ingeneral, the North (Burntwood RHA, Thompson MMF Region) and two CAs within Winnipeg
(Downtown and Point Douglas) have higher mortality rates for Metis compared to the Metis
provincial average

Manitoba Centre for Health Policy
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Table 4.0: Overall Key Findings of Mortality Indicators

RR=1.21

Indicator Provincial difference Statistically ‘better off’ | Statistically ‘worse off’
between Metis and all | regions for Metis regions for Metis
others (age— and sex— compared to Metis compared to Metis
adjusted unless provincial average provincial average
otherwise stated), with
RR (relative rate)

PMR 4.0 vs. 3.3 per 1000; Southeast MMF Region | Thompson MMF Region;

Downtown CA, Point
Douglas CA; North

Total Mortality Rate

9.7 vs. 8.4 per 1000;
RR=1.15

South Eastman RHA;
Southeast MMF Region

Burntwood RHA; North;
Thompson MMF Region;
Downtown CA; Point
Douglas CA

Injury Mortality
Rate

0.58 vs. 0.51 per 1000;
RR=1.14

Burntwood RHA; North;
Thompson MMF Region;
Downtown CA,; Point
Douglas CA

Life Expectancy for
Females

81.0 vs. 81.8 years;
RR=0.99, NS

South Eastman RHA,
Southeast MMF Region

Burntwood RHA; North;
Thompson MMF Region;
Downtown CA; Point
Douglas CA

Life Expectancy for
Males

75.0 vs. 76.8 years;
RR=0.98

North Eastman RHA;
Southeast MMF Region

Downtown CA

Southeast MMF Region;
Interlake MMF Region;
St. Boniface CA,;
Transcona CA

PYLL 64.6 vs.54.6 per Fort Garry CA North; Thompson MMF
1000; Region; Downtown CA;
RR=1.18 Point Douglas CA

Suicide Rate 0.17 vs. 0.15 per 1000;
RR=1.13, NS

Suicide or Suicide 0.11% vs. 0.08%; South Eastman RHA; Parkland RHA; NOR-MAN

Attempt Prevalence | RR=1.38 Interlake RHA,; RHA; Burntwood RHA;

North; The Pas MMF
Region; Thompson MMF
Region; Downtown CA;
Point Douglas CA

All-Cause Five—
Year Mortality
Rates for
Individuals with
Diabetes

20.8% vs. 18.6%;
RR=1.12

South Eastman RHA

All-Cause Five-
Year Mortality
Rates for
Individuals with
Cumulative Mental
lliness

8.2% vs. 7.9%;
RR=1.04, NS

Downtown CA

NS means Not Statistically significantly different between Metis and all others
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4.1  Premature Mortality Rate

The Premature mortality rate (PMR) is often used as an overall indicator of population health, with high
premature mortality rates indicating poor health. PMR is the age- and sex-adjusted annual rate of
death among residents aged 0 to 74 years per 1,000 residents for calendar years 2002-2006.

Key observations
RHAs:
« Provincially, Metis’' PMR is significantly higher, at 4.0 deaths per 1000 people aged 0-74
compared with 3.3 per 1000 for all other Manitobans

« Although there is a trend to a higher PMR for Metis compared to all other residents in most
regions, this is only statistically significantly higher (i.e., showing a“d”in the statistical notations)
in Central (4.6 vs. 2.8 per 1000) and Winnipeg RHAs (4.2 v.s 3.3 per 1000).

o For all other Manitobans, there is a linear trend. South Eastman is the healthiest region and
Burntwood the least healthy. However, the Metis pattern is not as linear—the only significantly
higher PMR is found in the North.

« Forthe aggregate area of the North, PMR is significantly higher than the provincial average for
both Metis and all others, at 5.3 per 1000. For the aggregate area of the Rural South, Metis are
similar to the provincial average for all Metis (3.8 vs. 4.0 per 1000), even though all others are
significantly lower than their corresponding provincial average (2.9 vs. 3.3 per 1000), which
results in a higher PMR for Metis in the Rural South. In the Mid region of the province, there are
similar PMR values for both Metis and all others (3.5 vs. 3.4 per 1000).

MMF Regions:

e The Metis PMR follows the PMR pattern of RHAs, with (in general) the most healthy Metis
population being in southern Manitoba and the least healthy in northern Manitoba. This is
opposite to the findings in the First Nations report by Martens et al. (2003), where the PMR in
southern First Nations Tribal Councils was higher (i.e., the First Nations living in the south were
the least healthy) compared to the northern Tribal Councils (where the First Nations were the
most healthy).

e The northern MMF Regions (The Pas, Thompson) show elevated PMR, but only Thompson is
statistically higher than the provincial Metis rate (5.6 vs. 4.0 per 1000).

o The southern and mid MMF Regions are similar to the Metis provincial average, with the
exception of a lower PMR in Southeast MMF Region (3.1 vs. 4.0 per 1000). This region may
provide an opportunity to look at protective health factors.

Winnipeg CAs:
e The Winnipeg CAs of St. Vital (4.0 vs. 2.6 per 1000), River East (4.0 vs. 2.9 per 1000), Inkster (5.0
vs. 3.4 per 1000), Downtown (7.6 vs. 5.2 per 1000), and Point Douglas (6.2 vs. 5.8 per 1000) show
significantly higher PMR for Metis compared to all others living in these areas.

Manitoba Centre for Health Policy
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e Winnipeg Downtown and Point Douglas have significantly high PMRs for Metis people, at 7.6
and 6.2 per 1000 respectively. These rates are even higher than Metis living in the North (5.3
per 1000). In the North, Metis and all others have similar PMRs; but in Downtown and Point
Douglas, Metis have significantly higher PMRs than all others in those areas. This is particularly
concerning, given the high proportion of Metis living in Winnipeg’s inner city.

« St.Vital and Inkster somewhat “stick out”as higher PMR than expected for Metis, given the
corresponding PMRs of the other residents of the area.

62

University of Manitoba



Profile of Metis Health Status and Healthcare Utilization in Manitoba: A Population-Based Study

Figure 4.1.1: Premature Mortality Rate by RHA, 2002-2006
Age- & sex-adjusted annual rate per 1,000 residents aged 0-74 years
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Figure 4.1.2: Premature Mortality Rate by Metis Region, 2002-2006

Age- & sex-adjusted annual rate per 1,000 Metis residents aged 0-74 years
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Figure 4.1.3: Premature Mortality Rate by Winnipeg Community Area, 2002-2006

Age- & sex-adjusted annual rate per 1,000 residents aged 0-74 years
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4.2 Total Mortality Rate

The Total Mortality Rate is the age— and sex-adjusted annual rate of death per 1,000 residents for the
calendar years 2002-2006. The denominator includes all Manitoba residents as of December 31 of each
year (2002-2006).

Key observations:
RHAs:
« The Total Mortality Rate for Metis is higher than for all others provincially (9.7 vs. 8.4 per 1000).

e Inthe RHAs of Central (10.7 vs. 7.6 per 1000), Brandon (11.0 vs. 7.9 per 1000), and Winnipeg
(10.3 vs. 8.2 per 1000), Metis have a significantly higher Total Mortality Rate than all other
residents in those regions.

« South Eastman Metis have a significantly lower Total Mortality Rate compared to the overall
Metis provincial average (7.3 vs. 9.7 per 1000), as do all others living in this RHA (7.4 vs. 8.4 per
1000).

e Burntwood RHA shows significantly higher Total Mortality Rates for both Metis (13.8 vs. 9.7
per 1000) and for all others (14.5 vs. 8.4 per 1000), compared to their corresponding provincial
averages.

« By aggregate areas, the North shows very high Total Mortality Rates for Metis (12.7) and for all
others (12.8 per 1000), with no significant difference between the two groups. In contrast, the
Rural South and Mid areas show Metis rates similar to the provincial Metis average.

o Thereis a linear relationship of Total Mortality Rate by RHA for all other Manitobans; but more
of a curvilinear or fluctuating rate for the Metis, with the only obvious similarity being the
higher rates in the northern RHAs.

MMF Regions:
« Similar to the PMR (see previous graphs), the Total Mortality Rate is significantly lower for Metis
in Southeast MMF Region (7.4) and higher in Thompson (13.6) compared with the overall
provincial Metis rate (9.7 per 1000).

Winnipeg CAs:
e Metis living in St. Boniface (9.4 vs. 7.2), River East (10.1 vs. 7.7), Inkster (11.6 vs. 8.4), and
Downtown (17.5 vs. 11.1 per 1000) have significantly elevated Total Mortality Rates compared
with all others living in these CAs.

o Of particular concern are the elevated mortality rates for Metis in Inkster (11.6), Downtown
(17.5), and Point Douglas (13.4 per 1000), which are higher than even the corresponding high
rates for all others living there. In Downtown, the Total Mortality Rate for Metis is 1.6 times
higher than for all others living there (similar to the ratio for PMR at 1.5 times higher).

« Although not statistically significant, Fort Garry’s Total Mortality Rate appears low for Metis and
all others, which suggests the potential to look at protective factors in this area.
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Figure 4.2.1: Total Mortality Rate by RHA, 2002-2006

Age- & sex-adjusted annual rate of deaths per 1,000 residents
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Figure 4.2.2: Total Mortality Rate by Metis Region, 2002-2006

Age- & sex-adjusted annual rate of Metis deaths per 1,000 Metis residents
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Figure 4.2.3: Total Mortality Rate by Winnipeg Community Area, 2002-2006

Age- & sex-adjusted annual rate of deaths per 1,000 residents
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4.3 Injury Mortality Rate

The Injury Mortality Rate is the age- and sex—adjusted annual rate of mortality due to injury per

1000 residents, averaged over 10 calendar years, 1997-2006. The denominator includes all Manitoba
residents as of December 31 of each year (1997-2006). Violence to Self (suicide) is included within Injury
Mortality rates. Sections 4.7 and 4.8 will specifically address both suicide and suicide attempts.

Death due to injury is defined by the presence of one of the ICD-9-CM E-codes or ICD-10-CA
equivalent codes on the Vital Statistics death record. Excluded from the count of deaths due to injury
are those related to medical error and drug complications as follows:

misadventures during surgical or medical care: ICD-9-CM codes E870-E876; ICD-10-CA codes
Y60-Y69, Y88.1

reactions or complications due to medical care: ICD-9-CM codes E878-E879; ICD-10-CA codes
Y70-Y84,Y88.2,Y88.3

adverse effects due to drugs: ICD-9-CM codes E930-E949; ICD-10-CA codes Y40-Y59, Y88.0

Key observations:

RHAs:

Metis have a slightly but significantly higher injury mortality rate provincially compared to all
other Manitobans (0.58 vs. 0.51 per 1000).

Injury mortality is a relatively rare event, so rates can fluctuate widely. Most regions show no
statistical difference in injury rates between Metis and all others living in that area, with the
exception of Winnipeg RHA. In Winnipeg, the Metis rate is higher (0.56 vs. 0.45 per 1000), mainly
due to a significantly lower “all other” rate and a similar Metis rate compared to the provincial
averages.

The injury mortality rates in Burntwood are extremely high for both Metis and all others (1.32
vs. 1.35), both over double their respective provincial rates.

South Eastman RHA shows significantly lower injury mortality rates for all others (0.41) and a
trend to a low rate for the Metis living in this region (0.44 per 1000).

For the aggregate area of the North, the elevated injury mortality is seen for both Metis (0.98)
and others (1.11 per 1000).

MMF Regions:

Most MMF Regions show similar injury mortality rates to the provincial Metis average (0.58 per
1000) with the exception of the extremely elevated Thompson Region (1.31 per 1000), at 2.3
times the Metis provincial average.

Winnipeg CAs:

The Winnipeg CAs of St. Vital (0.60 vs. 0.33), Inkster (0.72 vs. 0.39), and Point Douglas (1.23 vs.
0.81 per 1000) show elevated injury mortality rates for the Metis compared to others living in
that CA. Although not statistically significant, Downtown also shows a similar pattern with
higher Metis injury mortality rates (1.05 vs. 0.80 per 1000).

The injury mortality rates in Downtown (1.05) and Point Douglas (1.23) are extremely high for
the Metis, at 1.8 to 2.1 times the corresponding Metis provincial average (0.58 per 1000).
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Figure 4.3.1: Injury Mortality Rate by RHA, 1997-2006

Age- & sex-adjusted annual rates of deaths from all injuries per 1,000 residents
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Figure 4.3.2: Injury Mortality Rate by Metis Region, 1997-2006

Age- & sex-adjusted annual rates of Metis deaths from all injuries per 1,000 Metis residents
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Figure 4.3.3: Injury Mortality Rate by Winnipeg Community Area, 1997-2006

Age- & sex-adjusted annual rates of deaths from all injuries per 1,000 residents
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4.4 Total Mortality by Cause and Injury Mortality by Cause

The most frequent causes of total mortality for Manitobans were reported for five calendar years,
2002-2006. Causes of death from the Vital Statistics death records, as of January 1, 2000, were recorded
using ICD-10-CA codes.

Due to the rarity of injury mortality events, the most frequent causes of injury mortality for Manitobans
were reported for 10 calendar years, 1997-2006, double the time period for total mortality causes.
Causes of death due to injury were identified from the Vital Statistics death records and grouped into
injury categories [see Injury Categories (External Causes, ICD-9-CM) in the Glossary for a complete list].
Causes of death were coded in ICD-9-CM codes prior to January 1, 2000 and then coded in ICD-10
codes after that date. When necessary, injury deaths coded in ICD-10-CA were converted to ICD-9-CM
codes before grouping them into injury categories. Excluded from the count of deaths due to injury are
those related to medical error and drug complications.

Key observations:
Total Mortality by Cause:
« For the Metis, the top four causes of death were: Cancer (30.6%), Circulatory System (26.9%),
Injuries (9.8%), and Respiratory System (8.0%). In comparison, the top four causes of death for
all other Manitobans were: Circulatory System (33.0%); Cancer (27.8%); Respiratory System
(8.2%); and Injuries (6.5%).

« Caution needs to be used in interpreting these crude rates due to the slightly younger age of
the Metis population. However, cancer appears slightly elevated for Metis, as do injuries as a
cause of death.

Injury Mortality by Cause:

« For the Metis, the top three causes of death due to injury were: Violence to Self (23.6%), Motor
Vehicle Accidents' (23.0%), and Poisoning (12.6%). In comparison, the top three causes of death
for all other Manitobans were: Violence to Self (22.1%), Accidental Falls (19.0%), and Motor
Vehicle Accidents (17.4%).

« Caution needs to be used in interpreting these crude rates due to the slightly younger age
of the Metis population. Knowing that “falls” is often a cause of death in the older adult, it is
therefore not surprising that Accidental Falls is elevated for all other Manitobans compared to
Metis (19.0% vs. 4.7%). Motor Vehicle Accidents are a more frequent cause of injury mortality
for Metis compared to other Manitobans (23.0% vs. 17.4%). Violence to Self (23.6% vs. 22.1%)
and Violence by Others (6.9% vs. 5.7%) are similar, but Poisoning is higher for Metis (12.6% vs.
8.2%).

' Note: The term, “accident” implies that this is not preventable, but injuries are mostly preventable. Therefore, injury experts would use the
term, “motor vehicle crash” rather than “motor vehicle accident”. We are keeping the language of “accident” only because this is the way in
which it is coded into the ICD system.
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Figure 4.4.1: Total Mortality by Cause (ICD-9-CM) for Metis, 2002-2006
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Figure 4.4.2: Total Mortality by Cause (ICD-9-CM) for all other Manitobans, 2002-2006

Il-Defined Signs &
Symptoms
2.2%

Other
3.5%

Genitourinary System
2.3%

Nervous System
3.7%

Mental
3.8%

Digestive System
3.8%

Endocrine & Metabolic
5.4%

Injuries
6.5%

Respiratory System
8.2%

Source: MCHP/MMF, 2010

27.8%

72 | University of Manitoba



Profile of Metis Health Status and Healthcare Utilization in Manitoba: A Population-Based Study

Figure 4.4.3: Injury Mortality by Cause (ICD-9-CM) for Metis, 1997-2006
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Figure 4.4.4: Injury Mortality by Cause (ICD-9-CM) for all other Manitobans, 1997-2006
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4.5 Life Expectancy at Birth

This is the expected length of life from birth, based on the mortality of the population for calendar years
2002-2006.

Key observations:
RHAs:
« Provincially, Metis females have a similar life expectancy compared to all other Manitoba
females (81.0 vs. 81.8 years). However, Metis males have a slightly lower life expectancy
compared to all other Manitoba males (75.0 vs. 76.8 years).

« The RHAs with the highest life expectancy are South Eastman for Metis females (88.0), Central
for other females (83.6), North Eastman for Metis males (82.9), and South Eastman for other
males (78.8 years).

o The RHAs with the lowest life expectancy are Burntwood for Metis females (74.0) and other
females (75.6), NOR-MAN for Metis males (72.4, although the difference is not statistically
significant), and Burntwood for other males (69.9 years).

o Metis females live significantly longer in South Eastman (88.0 vs. 83.3 years), but do not live as
long as their “all other” female counterparts in Central (79.2 vs. 83.6) and Assiniboine (77.6 vs.
83.0).

e Metis males do not live as long as their “all other” counterparts in Central (73.8 vs. 77.6),
Brandon (72.7 vs. 77.3), Winnipeg (74.6 vs. 77.1), and Interlake (74.5 vs. 77.1 years).

o Aggregate areas: Metis males and females have similar life expectancies to all other males
and females with the following exception—in the Rural South, Metis male life expectancy is
significantly shorter than that of all other males in that area (75.6 vs. 77.5 years). Females living
in the North, whether they be Metis (76.6 vs. 81.0 years) or all others (76.7 vs. 81.8 years), have
lower life expectancy than the provincial average. Males living in the North also have a lower
life expectancy compared to their corresponding provincial average (Metis 72.1 vs. 75.0 years,
but not statistically significant; all others 71.4 vs. 76.8 years).

MMF Regions:
» The highest life expectancy for both Metis females and males is in Southeast Region (84.4 and
78.0 respectively), and the lowest in Thompson Region (74.5 and 72.1 respectively).

Winnipeg CAs:
« For Metis females, the highest life expectancy in Winnipeg is in Transcona (86.7, but not
statistically significant), and the lowest is in Downtown (73.6 years). For other females, the
highest is in Fort Garry (84.4) and the lowest is in Point Douglas (76.1 years)

o For Metis males, the highest life expectancy in Winnipeg is in Seven Oaks (79.8, but not
statistically significant), and the lowest is in Downtown (68.3 years). For other males, the highest
is in Fort Garry and Assiniboine South (both 80.3), and the lowest is in Point Douglas (71.5
years).

« Metis females do not live as long as their “all other” female counterparts in the CA of Downtown
(73.6 vs. 79.2 years). Metis males do not live as long as their “all other” male counterparts in
the CAs of St. Boniface (76.2 vs. 79.0), St. Vital (74.4 vs. 79.3), River East (75.2 vs. 78.4), and
Downtown (68.3 vs. 71.9 years).

74 | University of Manitoba



Profile of Metis Health Status and Healthcare Utilization in Manitoba: A Population-Based Study

Table 4.5.1: Life Expectancy for Males and Females, by Region and by Metis vs. All Others

Region FEMALE Life Expectancy (years) | MALE Life Expectancy (years)
Metis | All Others Metis | All Others
RHAs and aggregate areas
South Eastman 88.0 (m,d) 83.3 (0) 76.9 78.8 (0)
Central 79.2 (d) 83.6 (0) 73.8 (d) 77.6 (0)
Assiniboine 77.6 (d) 83.0 (o) 75.2 76.5
Brandon 80.5 82.9 (o) 72.7 (d) 77.3
Winnipeg 81.0 81.8 74.6 (d) 77.1
Interlake 83.4 82.4 74.5 (d) 771
North Eastman 82.7 80.9 82.9 (m) 75.3
Parkland 82.3 81.1 76.7 75.7
Churchill 78.5 75.2
Nor—-Man 79.3 77.8 (0) 72.4 73.6 (0)
Burntwood 74.0 (m) 75.6 (0) 72.6 69.9 (o)
Rural South 81.6 83.1 (o) 75.6 (d) 77.5 (0)
Mid 82.6 81.5 76.0 76.2
North 76.6 (m) 76.7 (0) 721 71.4 (o)
Manitoba 81.0 81.8 75.0 (d) 76.8
MMF Regions
Southeast 84.4 (m) n/a 78.0 (m) n/a
Interlake 82.8 n/a 74.2 n/a
Northwest 81.5 n/a 77.4 n/a
Winnipeg 81.0 n/a 74.6 n/a
Southwest 79.1 n/a 74.0 n/a
The Pas 83.7 n/a 73.9 n/a
Thompson 74.5 (m) n/a 721 n/a
Winnipeg CAs
Fort Garry 83.5 84.4 (o) 79.0 80.3 (o)
Assiniboine South 81.0 82.9 78.1 80.3 (o)
St. Boniface 82.1 83.9 (o) 76.2 (d) 79.0 (o)
St. Vital 84.2 83.6 (0) 74.4 (d) 79.3 (0)
Transcona 86.7 82.0 76.5 77.6
River Heights 81.2 83.0 (o) 74.5 78.0 (o)
River East 81.6 82.7 (o) 75.2 (d) 78.4 (0)
Seven Oaks 80.5 81.3 79.8 77.4
St. James-Assiniboia | 83.6 82.2 75.1 77.6
Inkster 79.3 81.5 74.3 771
Downtown 73.6 (m,d) 79.2 (o) 68.3 (m,d) 71.9 (o)
Point Douglas 74.8 (m) 76.1 (o) 75.9 71.5 (o)

Each of these is specific for the male or female groupings.

'm" indicates the area's rate for Metis was statistically different from the Manitoba average for Metis

‘0" indicates the area's rate for all other Manitobans was statistically different from Manitoba average for all other Manitobans

‘d’ indicates a significant difference between Metis and other.

Blank cells = suppressed data due to small numbers. Source: MCHP/MMEF, 2010
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4.6 Potential Years of Life Lost (PYLL)

PYLL is an indicator of early death (before age 75), which gives greater weight to deaths occurring

at a younger age than to those at later ages. PYLL emphasizes the loss to society of the potential
contribution that younger individuals can make. By emphasizing the loss of life at an early age, PYLL
focuses attention on the need to deal with the major causes of early deaths, such as injury, in order to
improve health status.

In this study, for each death, PYLL = 75 minus the age at death. These values are aggregated over
the entire population. Although measured over calendar years 2002-2006, the values have been
annualized. The denominator includes all Manitoba residents aged 1-74 as of December 31 of each
year (2002-2006).

Key observations:
RHAs:
e At the provincial level, Metis have a significantly higher PYLL than all other Manitobans (64.6 vs.
54.6 per 1000). In other words, Metis are dying younger than others.

o Because of relatively small numbers, there are no RHAs showing statistically higher PYLLs for
Metis compared to the provincial Metis average. However, several RHAs show lower PYLLs for
all other Manitobans compared to their corresponding provincial average, including South
Eastman, Central, Brandon, and Winnipeg. Within RHAs, significant differences in PYLL are
apparent in Central (78.5 vs. 50.1 per 1000) and Winnipeg (65.9 vs. 52.2 per 1000) where Metis
rates are higher (i.e., Metis are dying younger) than others residing in those areas. However, the
Metis rate is actually lower (i.e., others are dying younger) in the RHA of North Eastman (46.4
vs. 81.1 per 1000). There is no statistical difference in rates between Metis and others living in
South Eastman (46.3 vs. 49.3 per 1000), and both trend to low rates.

o The aggregate area of Rural South shows an average PYLL for Metis, but a lower than average
for all others, resulting in a significant difference (62.0 vs. 50.7 per 1000). In contrast, the Mid
rate shows an average PYLL for Metis, but an elevated rate for all others (58.8 vs. 64.5 per 1000),
resulting in no significant difference between the two groups. Finally, the North has high
rates for both Metis and all others (84.6 vs. 102.2 per 1000), but these rates are not statistically
different from each other. So all residents of the North, whether they are Metis or other, are
dying younger than the provincial average.

MMF Regions:
o Compared to the overall Metis PYLL rate (64.6 per 1000), the only MMF Region with a higher
rate is Thompson Region (94.2 per 1000), which means Thompson Metis are dying younger
than Metis across Manitoba.

Winnipeg CAs:
e Metis PYLL rates tend to be similar to all others residing in the Winnipeg CAs with the
exceptions of comparatively higher Metis rates in River East (61.2 vs. 49.0 per 1000) and Inkster
(76.2 vs. 55.7 per 1000).

e InWinnipeg, the PYLL for Metis is similar to the Metis provincial average (65.9 vs. 64.6 per 1000),
but the PYLL for all others is lower than the “all other” provincial average (52.2 vs. 54.6 per
1000).

76 | University of Manitoba



Profile of Metis Health Status and Healthcare Utilization in Manitoba: A Population-Based Study

« Two areas of Winnipeg are particularly concerning due to very high PYLLs for both Metis and
others residing in those areas—Downtown (117.2 and 98.5 per 1000 respectively) and Point
Douglas (113.4 and 114.1 per 1000 respectively). These rates are higher than any other area
in the province, with the possible exception of Churchill RHA. However, Churchill has a very
small population, so the very high rates (122.6 for Metis, 147.5 for others per 1000) may be
misleading since they are actually not considered statistically different than the averages due
to the potential for high fluctuations based on small numbers of events.
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Figure 4.6.1: Potential Years of Life Lost by RHA, 2002-2006

Age- & sex-adjusted annual rate of PYLL per 1,000 residents aged 1-74

South Eastman (0)

Contral (0,0) e — ]
Assiniboine —'-:- p— Metis
H H s Al Other Manitobans
Brandon (0)  — | I MB Avg Metis
WInNipeg (0.0)  —— | ====- MB Avg All Other Manitobans

Interlake

I

North Eastman (0,) | ————
Parkland (o) _i—
Churchil '—'. 147
INOT-M 2 (0) 5 B
Burntwood () —"_
] ]
P
RUPa SOULH (0,1) |—————— ™| ™ |
Mid (0) —'_i
North (m,0) *
Manitoba (d) | —————
0 25 50 75 100 125

'm' indicates the area's rate for Metis was statistically different from Manitoba average for Metis
‘o' indicates the area's rate for all other Manitobans was statistically different from Manitoba average for all other Manitobans
'd' indicates the difference between the two groups' rates was statistically significant for this area
's' indicates data suppressed due to small numbers
Source: MCHP/MMF, 2010

Figure 4.6.2: Potential Years of Life Lost by Metis Region, 2002-2006
Age- & sex-adjusted annual rate of PYLL per 1,000 Metis residents aged 1-74
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Figure 4.6.3: Potential Years of Life Lost by Winnipeg Community Area, 2002-2006
Age- & sex-adjusted annual rate of PYLL per 1,000 residents aged 1-74
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4.7 Suicide Rate

In this study, the age- and sex-adjusted average annual suicide rate per thousand residents aged 10
and older was measured for calendar years 1997-2006. The denominator includes all Manitoba residents
aged 10 and older as of December 31 of each year (1997-2006). The ICD-9-CM and ICD-10-CA coding
used in this analysis are described in the Glossary, under “Suicide Rate!” Because of the rarity of this
event, data could only be shown for aggregate areas (Rural South and Brandon combined, Mid, North
and Winnipeg) and for some of the MMF Regions.

Key observations:
Aggregate areas:
» Provincially, the suicide rate for Metis and all others is similar (0.17 vs. 0.15 per 1000).

« Inall aggregate areas, the Metis suicide rate is similar to the provincial average. However, the
rates show a linear trend, with increases in suicide rate from Rural South/Brandon (0.11) to Mid
(0.13) to North (0.17), but with a trend towards an increased rate in Winnipeg (0.21 per 1000).
In contrast, all others show a different trend where Rural South/Brandon rate (0.12) is lower
than the corresponding provincial average for all others, Mid and North are similar (0.26), and
Winnipeg is somewhere between those rates (0.19 per 1000).

«  Winnipeg RHA is the only region showing a higher rate of suicide for Metis compared to other
residents of Winnipeg (0.21 vs. 0.19 per 1000), but the difference is relatively small. Although
not statistically significant, it appears that there is a large gap between suicide rates in Mid and
North, with Metis being lower than other residents.

e The number of suicides for the ten-year period 1997-2006 was 94 persons for Metis, with over
half of these (51) occurring in Winnipeg. For all others, the ten-year number of suicides was
1411, with over half (771) also occurring in Winnipeg. Therefore, the average annual number of

suicides was 9.4 Metis people compared to 141.1 all other Manitobans.

MMF Regions:
« All MMF Regions that have non-suppressed rates show rates similar to the Metis provincial
average.
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Figure 4.7.1: Suicide Rate by Aggregate RHA Area, 1997-2006

Age- & sex-adjusted annual rate per 1,000 residents aged 10+ years
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Figure 4.7.2: Suicide Rate by Metis Region, 1997-2006

Age- & sex-adjusted annual rate per 1,000 Metis residents aged 10+ years
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4.8 Suicide or Suicide Attempt Prevalence

In this study, this indicator measures the proportion of the population that completed or attempted
suicide. Age-and sex—adjusted annual prevalence? (given as a percentage) of suicide or suicide
attempts for residents age 10 and older was measured for calendar years 1997-2006. In other words,
this yields the percentage of the population who, in an average year over the 10 year period, either
attempted or completed suicide. The most recent event in the calendar year period (suicide or suicide
attempt) is counted, with region of residence assigned and age calculated at the time of the event.
Suicides were defined as any death record in Vital Statistics data with self-inflicted injury or poisoning
listed as the primary cause of death (for specific ICD-9-CM and ICD-10 codes, see Suicide Rate). For
ICD-9-CM and ICD-10-CA codings for suicide attempts, refer to the Glossary. The denominator includes
all Manitoba residents age 10 and older as of December 31 of each year (1997-2006).

Key observations:
RHAs:
o At the provincial level, completed or attempted suicide prevalence among Metis is 1.4 times
that of all other Manitobans (0.11% versus 0.08%).

« Thereis a steep gradient in prevalence, with low rates in South Eastman for both Metis and
others (both at 0.05%) and very high rates in Burntwood for both (0.26% vs. 0.34%).

o Those RHAs where completed or attempted suicide prevalence among Metis is significantly
higher than others living in the same region are: Assiniboine (0.17% vs. 0.08%), Winnipeg
(0.10% vs. 0.06%), and Parkland (0.20% vs. 0.12%).

« Completed/attempted suicide prevalence is particularly low for both Metis and others in South
Eastman (0.05% for both) and Interlake (0.06% for both). This may point to promising practices
and programs in these areas. In contrast, the prevalence is particularly high for both Metis and
others in NOR-MAN (0.19% for both) and Burntwood (0.26% for Metis, 0.34% for others).

MMF Regions:
» The two MMF Regions of Southeast (0.07%) and Interlake (0.06%) both have significantly lower
completed/attempted suicide prevalence compared to the overall provincial Metis average
(0.11%).

e The two MMF Regions of The Pas (0.23%) and Thompson (0.26%) both have significantly higher
completed/attempted suicide prevalence compared to the overall provincial Metis average
(0.11%).

e There s a steep gradient within the MMF Regions, with the highest rate in Thompson being 3.7
times that of the lowest rate in Southeast MMF Region.

2 For comparison to other MCHP reports: In the What Works report (Martens et al., 2008), the percentage of residents age 10+ who either

completed or attempted suicide was 0.174% for 1996/97-2003/04. However, this was an average two-year prevalence. Hence it is
approximately double the prevalence found in this current report, which shows an average one-year prevalence of 0.086% overall for
Metis and all other Manitobans combined. In the Mental lliness report (Martens et al., 2004), the average one-year prevalence was 0.084%
for 1997-2001, very similar to the current report.
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Winnipeg CAs:

« InWinnipeg, the prevalence of complete/attempted suicide for Metis is similar to the provincial
average for Metis, but “all others” are significantly lower than their provincial average. As such,
there is a significant difference, with Metis being higher than others residing in Winnipeg
(0.10% vs. 0.06%).

« Two Winnipeg CAs have significantly lower prevalence for both Metis and others residing in
these areas—St. Boniface (both at 0.05%) and Transcona (0.04% Metis, 0.05% others). Some
other CAs show a trend to low prevalence for Metis, but probably due to the nature of this rare
event, it is not statistically significant.

« Three Winnipeg CAs have significant differences in completed/attempted suicide prevalence
between Metis and others with the Metis rate being similar to the provincial Metis average, but
the ‘other’rate being relatively low—St. Vital (0.11% vs. 0.04%), River Heights (0.12% vs. 0.06%)
and Inkster (0.12% vs. 0.04%).

« Two areas have significantly higher (or trending to higher) completed/attempted suicide
prevalence for both Metis and others—Downtown (0.19% and 0.12% respectively) and Point
Douglas (0.18% and 0.11% respectively). In both these areas, Metis have a significantly higher
rate than others living in these areas. This may be of particular concern for policy makers.
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Figure 4.8.1: Prevalence of Individuals Completing or Attempting Suicide by RHA, 1997-2006

Age- & sex-adjusted annual percent of residents aged 10+ years
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Figure 4.8.2: Prevalence of Individuals Completing or Attempting Suicide by Metis Region, 1997-2006

Age- & sex-adjusted annual percent of Metis residents aged 10+ years
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Figure 4.8.3: Prevalence of Individuals Completing or Attempting Suicide

by Winnipeg Community Area, 1997-2006

Age- & sex-adjusted annual percent of residents aged 10+ years
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4.9 All Cause Five-Year Mortality Rates for Individuals with Diabetes

This is the age— and sex-adjusted mortality rate (given as a percentage, i.e., deaths per 100) for residents
aged 19 and older with diabetes. A cohort diagnosed or treated for diabetes was identified using three
fiscal years of data (1999/00-2001/02)—see the Glossary for the ICD coding used for this calculation.
The all-cause mortality rate of this cohort was then calculated in the subsequent five-year period:
2002/03-2006/07.The diabetes cohort included Manitoba residents aged 19 and older as of April 1,
2002 who had at least three years of coverage prior to April 1, 2002 and were registered with Manitoba
Health as recipients of universal healthcare coverage up to and including March 31, 2007 or up to the
time of death.

Key observations:
RHAs:

e Provincially, Metis with diabetes are significantly more likely to die within a five-year period
than other Manitobans with diabetes (20.8% vs. 18.6%). For both groups, however, this
percentage is high, with around one in five Manitobans with diabetes dying within a five-year
period (compared with the whole population experience, at one in 17 dying within a five-year
period?).

« Although there is no obvious gradient in the graph by RHA, there is a tendency for people with
diabetes to have a higher five-year mortality rate in the northern areas, whereas southern areas
the rates are very similar.

« Two RHAs show statistically higher mortality rates for Metis compared to others living in those
areas—Central (27.3% vs. 19.0%) and Winnipeg (21.6% vs. 18.4%).

« South Eastman RHA shows a statistically lower mortality rate for Metis with diabetes, compared
to the overall Metis provincial average (16.4% vs. 20.8%).

e Burntwood RHA shows a statistically higher mortality rate for the “all other” group compared
to their respective provincial average (23.1% vs. 18.6%). Although not statistically significant, it
appears as the five—year mortality rate is also higher for Metis with diabetes who are living in
Burntwood (25.3%).

o By aggregate area, only the North shows higher-than-average five-year mortality rates, and
this is only significant for the “all other” group (22.8% vs. the provincial “all other” group average
of 18.6%).

MMF Regions:
o All MMF Regions show similar five—year mortality rates for Metis with diabetes. However, there
appears to be a trend towards increasing mortality with Thompson Region showing the highest
(25.8%).

Winnipeg CAs:
« Five-year mortality rates for people with diabetes living in WRHA show very little variation.
Metis living in St. Boniface have a higher rate than the other people living in that CA (24.9% vs.
17.1%).

3

Note: the all-cause five-year mortality rate for the entire population aged 19+ of Manitoba for 2002/03-2006/07 is 6.07%.
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« The only statistically significant difference with provincial averages is for the Downtown area,

where “all other” people with diabetes have higher rates than the provincial average (22.1% vs.
18.6%).

« Itis somewhat surprising that there isn’t a greater gradient apparent within Winnipeg.
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Figure 4.9.1: All Cause Five-Year Mortality Rates for Individuals with Diabetes

by RHA, 2002/03-2006/07

Age- & sex-adjusted percent of residents aged 19+ years
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Figure 4.9.2: All Cause Five-Year Mortality Rates for Individuals with Diabetes

by Metis Region, 2002/03-2006/07

Age- & sex-adjusted percent of Metis residents aged 19+ years
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Figure 4.9.3: All Cause Five-Year Mortality Rates for Individuals with Diabetes
by Winnipeg Community Area, 2002/03-2006/07

Age- & sex-adjusted percent of residents aged 19+ years
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4.10 All Cause Five-Year Mortality Rates for Individuals
with Cumulative Mental lliness
This is the age— and sex-adjusted mortality rate (given as a percentage, i.e., deaths per 100) for residents
aged 19 and older with cumulative mental iliness disorders. A cohort diagnosed or treated for one
or more of depression, anxiety disorders, substance abuse, personality disorder, or schizophrenia
was identified (see Glossary for the codes used to define each of these) using five fiscal years of data:
1997/98-2001/02. Then the all-cause mortality rate was calculated in the subsequent five year period:
2002/03-2006/07.The cumulative mental iliness cohort includes Manitoba residents aged 19 and older
as of April 1, 2002 who had at least five years of coverage prior to April 1, 2002 and who were registered
with Manitoba Health until March 31, 2007 or death.

Key observations:
RHAs:
» Provincially, Metis with mental iliness have a similar all-cause five—year mortality rate
compared with all other Manitobans with mental illness (8.2% vs. 7.9%). So around one in
12 Manitobans with mental illness die within a five—year period, compared to the provincial
mortality rate? for all Manitobans at onein 17.

« There does not appear to be a consistent gradient in all-cause five-year mortality for Metis
with mental illness. There does appear to be a gradient effect for others with mental ilness,
where mortality rates increase with increasing PMR (premature mortality rate—see Chapter
one for an explanation of the ordering of RHAs).

» There are no statistically significant differences in all-cause five—year mortality rates by RHA for
Metis and others with mental illness.

« For people with mental illness living in Burntwood, there is a trend towards a higher all-cause
five—year mortality rate for Metis (12.1%) and a significantly higher rate for others (12.6%)
compared to the provincial average respectively (Metis 8.2%, others 7.9%)).

» By aggregate area, comparing Metis and others with mental illness, the all-cause five-year
mortality rates are similar in the Rural South (8.1% vs. 7.7%), lower for Metis in the Mid (6.7% vs.
8.3%), and similar in the North (10.3% vs. 11.1%).

MMF Regions:
« Although there are no statistically significant differences by MMF Region in all-cause five-year
mortality rates for Metis with mental illness, there is a gradient. The lowest rate is in Southeast
Region (6.2%) and the highest, at double the rate, is in Thompson Region (12.4%).

Winnipeg CAs:
o For people with mental illness living in Winnipeg, there appears to be a gradient of all-cause
five—year mortality rate for “all others’, but this is not as clear for Metis.

o For people with mental iliness, three CAs show higher all-cause five—year mortality rates for
Metis compared to others in the same area—St. Boniface (9.3% vs. 6.7%), River East (10.4% vs.
7.4%), and Downtown (14.6% vs. 10.5%).

* Note: the all-cause five-year mortality rate for the entire population aged 19+ of Manitoba for 2002/03-2006/07 is 6.07%.
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« Only Downtown has a significantly elevated all-cause five—year mortality rate for Metis
with mental iliness, compared to the provincial Metis average (14.6% vs. 8.2%). However, for
all others, two CAs show lower rates compared to the “all other” provincial rate of 7.9%—
Assiniboine South and St. Boniface (both 6.7%)—and two CAs show higher rates—Downtown
(10.5%) and Point Douglas (10.1%).
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Figure 4.10.1: All Cause Five-Year Mortality Rates for Individuals with

Cumulative Mental lliness by RHA, 2002/03-2006/07

Age- & sex-adjusted percent of residents aged 19+ years
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Figure 4.10.2: All Cause Five-Year Mortality Rates for Individuals with

Source: MCHP/MMF, 2010

Cumulative Mental lliness by Metis Region, 2002/03-2006/07

Age- & sex-adjusted percent of Metis residents aged 19+ years
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Figure 4.10.3: All Cause Five-Year Mortality Rates for Individuals with

Cumulative Mental lliness by Winnipeg Community Area, 2002/03-2006/07

Age- & sex-adjusted percent of residents aged 19+ years
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Findings from Literature Review
(compared to the results in this study—in italics)

Life expectancy, premature mortality rate (PMR):

According to various studies, life expectancy for Metis people is lower than that of the general
population. Various studies differ slightly on the estimates: 70.0 years for males in 2002 and 77.3 years
for females in 2001 (Manitoba Bureau of Statistics, 2005; Hallett, 2006) or 77.7 years for Metis women
compared to 82.2 years for all Canadian women (Mann, 2005; National Council of Welfare, 2007).
Projected Metis life expectancy, according to the Manitoba Bureau of Statistics (2005), is 79.1 years for
females in 2021 and 72.9 for males in 2022. Kinnon (1994) commented over a decade ago that people
living in poverty experience more chronic health conditions and lower life expectancy, so knowing that
the majority of Metis live on low incomes would lead to the expectation of lower life expectancy in this
population group.

However, O’'Donnell and Tait (2003) examined the tremendous population growth of Metis from 1996 to
2001, a 43% increase compared to the Canadian population overall increase of 3.4%. Beyond improved
enumeration (i.e., greater numbers self-reporting Metis identity), O'Donnell and Tait also attributes this
growth to increased life expectancy and higher birth rates.

In 2002, MCHP released a Manitoba First Nations health atlas (Martens et al. 2002) using Repository
data similar to this Metis research study. For 1995-1999, the provincial First Nations PMR was 6.6 deaths
per thousand, ranging from a low of 4.8 per thousand in Keewatin Tribal Council and a high of 9.3 per
thousand in Dakota Ojibway Tribal Council. The First Nations life expectancy was 8 years lower than all
other Manitobans both for males (68.4 vs. 76.1 years) and females (73.2 vs. 81.4 years).

In our study, there was no statistically significant difference in female life expectancy at the provincial level
between Metis women and all other women (81.0 vs. 81.8 years). However, Metis males had a lower life
expectancy (75.0 vs. 76.8 years). This is slightly different than the information from other sources—our
information shows higher Metis life expectancies than those reported previously. As well, there appear to be
much greater gaps in life expectancy (8 years) for Manitoba First Nations populations compared to the rest of
the population.

In the majority of RHAs and Winnipeg CAs, Metis life expectancy was similar to that of all other residents of
the region. At the aggregate area levels, the only significant difference was in Metis males, who had a lower
life expectancy than other males living in Winnipeg, Brandon, and the Rural South.

However, there were large variations in Metis life expectancy by region. Metis females live longer in South
Eastman and not as long in Burntwood RHA, Thompson MMF Region, and the two Winnipeg CAs of
Downtown and Point Douglas when compared to the Metis female provincial average. Similarly, Metis
males lived longer in North Eastman RHA and Southeast MMF Region, but not as long in the Winnipeg CA of
Downtown when compared to the Metis male provincial average.

In general, Metis living in southern areas of Manitoba have higher life expectancy and lower PMR (i.e.,
healthier) compared to those living in northern areas. This is in contrast with First Nations, where higher life
expectancy and lower PMR were apparent in the northern areas, and the least healthy Tribal Council areas
were in southern Manitoba.
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Cause of death:
Kliewer, Mayer, and Wadja (2002) found that injury and poisoning hospitalization rates were
substantially higher for Metis males compared to the provincial male rate from 1995-1997, but Metis
females had a lower hospitalization rate for injury and poisonings than the provincial females. Physician
visit rates, however, were only slightly higher for Metis compared to the general population.

In our study, Metis had a slightly higher injury mortality rate provincially compared to all other Manitobans
(0.58 vs. 0.51 per 1000). This varies widely by area of the province, with injury mortality rates substantially
higher for both Metis and all others living in the North (particularly Burntwood RHA and the MMF Region of
Thompson) and the Winnipeg CAs of Downtown and Point Douglas.

Suicide:
According to the Health Council of Canada (2005), very little is known about mortality rates for
Metis, including rates of suicide and potential years of life lost due to intentional injuries. A relatively
new Manitoba Youth Suicide Prevention Strategy includes community-based, culturally relevant
programming and resources to be delivered in communities across the province with a focus on
breaking down barriers to meet the needs of Aboriginal youth (MHHL 2008). As well, Alberta has a Metis
Suicide Prevention Strategy that addresses Aboriginal suicide, with links to the Alberta Injury Control &
Research program (Hyndman, 2003).

Our study shows that in all the injury deaths, the crude proportion attributed to “violence to self” (i.e., suicide)
is 23.6% for Metis and 22.1% for all other Manitobans for the years 1997-2006. This needs to be viewed

with caution, given the younger population of Metis and that the crude percentages do not control for age
differences between Metis and others.

However, the suicide rate at the provincial level shows no significant difference between Metis and all other
Manitobans (0.17 vs. 0.15 per 1000). There appears to be a trend for the Metis where suicide rates appear
higher in Winnipeg and possibly lower in the Rural South, Brandon and mid areas. This is somewhat different
than suicide rates for all other Manitobans, showing elevated rates in Winnipeg, Mid, and North aggregate
areas and lower rates in Rural South/Brandon.

Prevalence of individuals completing or attempting suicide is primarily driven by attempts. Metis prevalence
is significantly higher than all others—provincially, in certain RHAs (Assiniboine, Winnipeg, and Parkland),
and certain Winnipeg CAs (St. Vital, River Heights, Inkster, Downtown, and Point Douglas CAs). The MMF
Regions of The Pas and Thompson have elevated prevalence and Southeast and Interlake have lower
prevalence compared to the Manitoba Metis prevalence.
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Chapter 5: Prevalence of Physical lliness

This chapter focuses on indicators of physical iliness. Note that the regions in each of the graphs are all
ordered by PMR (Premature Mortality Rate)—see Chapter 1 for a description of and rationale for this
ordering.

Indicators in this chapter include:

« Hypertension

e Arthritis

« Total Respiratory Morbidity (TRM)

o Diabetes

« Lower Limb Amputation Rate for People with Diabetes
e Ischemic Heart Disease (IHD)

o Osteoporosis

« Dialysis Initiation Rates

e Acute Myocardial Infarction (AMI) Incidence Rates

« Stroke Incidence Rates

Overall Key Findings:

« In general, the prevalence of chronic disease conditions is higher in the Metis population
compared to all other Manitobans, with the exception of osteoporosis (which is similar).
Hypertension is 13% higher; arthritis, TRM, AMI and stroke are in the 20-29% higher range;
diabetes and dialysis are in the 30-39% range; and ischemic heart disease, as well as lower limb
amputations related to diabetes, are much higher, at 40% and 49% respectively.

e Many of the southern regions, whether they be RHAs, MMF Regions, or the aggregate Rural
South, show lower prevalence of chronic conditions for the Metis compared to the Metis
provincial average. Notable regions having at least two conditions with statistically lower
prevalence—South Eastman RHA, Assiniboine RHA, Interlake RHA, Interlake MMF Region,
Southeast MMF Region, and St. Boniface CA. For both diabetes prevalence and lower limb
amputation for people with diabetes, the Rural South, and specifically Brandon RHA, show
lower risk.

e Many of the northern regions, whether they be RHAs, MMF Regions, or the aggregate North,
show high prevalence of chronic conditions for the Metis compared to the Metis provincial
average. Notable regions having at least three conditions with statistically higher prevalence—
Parkland RHA, Burntwood RHA, Brandon RHA (for arthritis and TRM), Thompson MMF Region,
The Pas MMF Region, Downtown CA, Point Douglas CA, and the aggregate area of the North.

Manitoba Centre for Health Policy
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Table 5.0: Overall Key Findings of Physical lliness Indicators

Indicator (age of
inclusion for this
indicator)

Provincial difference
between Metis and
all others (age- and
sex-adjusted unless
otherwise stated),
with RR (relative
rate)

Statistically ‘better off’
regions for Metis compared
to Metis provincial average

Statistically ‘worse off’
regions for Metis
compared to Metis
provincial average

Hypertension, 19+

27.9% vs. 24.8%;
RR=1.13

Assiniboine South CA, St.
Boniface CA

Parkland RHA,
Burntwood RHA, Mid,
North, Thompson MMF
Region,

Arthritis, 19+

24.2% vs. 19.9%;
RR=1.22

South Eastman RHA,
Assiniboine RHA, Interlake
RHA, Rural South, Interlake
MMF Region

Brandon RHA, North
Eastman RHA, Parkland
RHA, Northwest MMF
Region, The Pas MMF
Region, Downtown CA,
Point Douglas CA

Total Respiratory
Morbidity, all ages

13.6% vs. 10.6%;
RR=1.28

South Eastman RHA,
Assiniboine RHA, Churchill
RHA, NOR-MAN RHA,

Burntwood RHA, Rural South,

North, Southeast MMF
Region, Thompson MMF
Region, St. Boniface CA

Brandon RHA, Parkland
RHA, Inkster CA,
Downtown CA, Point
Douglas CA

Diabetes, 19+

11.8% vs. 8.8%;
RR=1.34

South Eastman RHA

[in logistic regression: for the
full model—South, Mid,
Brandon, Winnipeg; for the
Metis model only—MMF
Regions of Southeast,
Interlake, Northwest,
Winnipeg, Southwest]

Parkland RHA,
Burntwood RHA, North,
The Pas MMF Region,
Thompson MMF Region,
Downtown CA, Point
Douglas CA

[in logistic regression: for
the full model—North;
for the Metis model
only—MMF Regions of

Rate of Lower
Limb Amputations
for People with
Diabetes, 19+

24.1 vs. 16.2 per 1000;

RR=1.49

[in logistic regression: in the
full model—South, Brandon]

The Pas, Thompson]

[in logistic regression: in
the full model—Mid,
North]

Ischemic Heart
Disease, 19+

12.2% vs. 8.7%;
1.40

Assiniboine RHA, Interlake
RHA, Interlake MMF Region

Parkland RHA,
Northwest MMF Region,
The Pas MMF Region

Osteoporosis, 50+

12.2% vs. 12.3%;

RR=0.99, NS
Dialysis Initiation, 0.46% vs. 0.34%; Southeast MMF Region Burntwood RHA, Point
19+ RR=1.35

Rate of Acute
Myocardial
Infarction, 40+

5.4 vs. 4.3 per 1000;
RR=1.26

Douglas CA

Rate of Stroke
Incidence, 40+

3.6 vs. 2.9 per 1000;
RR=1.24

NS means Not Statistically significantly different between Metis and all others
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Hypertension

Primary hypertension is often referred to as high blood pressure. The “tension” in hypertension describes
the vascular tone of the smooth muscles in the artery and arteriole walls. It accounts for over 90% of all
cases of hypertension in the U.S. and develops without apparent causes. Hypertension is a major health
problem, especially because it often has no symptoms. If left untreated, hypertension can lead to heart
attack, stroke, enlarged heart, or kidney damage.

The age- and sex—adjusted prevalence of hypertension was measured for residents aged 19 and older
in one fiscal year, 2006/07. Crude prevalence is available in the appendix. The denominator includes
all Manitoba residents aged 19 and older as of December 31, 2006. Residents were considered to have
hypertension if they met one of the following conditions:
e one or more hospitalizations with a diagnosis of hypertension: ICD-9-CM codes 401-405;
ICD-10-CA codes I10-113, 115

« one or more physician visits with a diagnosis of hypertension (ICD-9-CM codes as above)

e two or more prescriptions for medications to treat hypertension—see Glossary for a list of
prescription

Key observations:

RHAs:
« Hypertension is a substantial problem affecting at least one in four Manitobans. At the
provincial level, the Metis prevalence of hypertension is higher than that of all other
Manitobans (27.9% vs. 24.8%).

« There may be a slight gradient with PMR, where hypertension prevalence appears to increase
as one goes from the Rural South (and Winnipeg and Brandon) to the Mid to the North
aggregate areas of the province.

e Inevery RHA in the south and mid regions of Manitoba, with the exception of Brandon RHA
(a similar trend, but not significant), the hypertension prevalence is significantly higher for
Metis compared to all others living in those RHAs. Overall, the Rural South prevalence for Metis
compared to all others is 26.8% vs. 24.3%, and the Mid aggregate area is 29.9% vs. 26.6%.

« Inthe North aggregate area there is no difference in hypertension prevalence between Metis
and others, but both are elevated compared to their provincial averages (31.4% Metis, 33.0%
others). These elevated rates are particularly evident in the RHA of Burntwood (36.1% Metis,
38.4% others).

MMF Regions:
« Thereis no obvious gradient of hypertension prevalence by PMR. All MMF Regions have similar
rates to the overall Metis provincial average prevalence of hypertension (27.9%), with the
exception of an elevated prevalence in Thompson MMF Region (35.9%).

Winnipeg CAs:
« Metis in Winnipeg RHA have a significantly higher hypertension prevalence compared to all
other residents (26.5% vs. 23.9%), but the Metis living in Winnipeg have a rate similar to the
Metis provincial average of 27.9%.

Manitoba Centre for Health Policy
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« Two Winnipeg CAs show lower hypertension prevalence for both the Metis and others living in

that area—Assiniboine South (20.9% Metis; 22.4% others) and St. Boniface (24.5% Metis; 23.0%
others).

« Several Winnipeg CAs show hypertension prevalence of the Metis significantly higher than
for all others living in that area: St. Vital (26.0% vs. 23.4%), Transcona (28.4% vs. 24.8%), River
Heights (25.7% vs. 22.6%), River East (27.5% vs. 24.0%), and Downtown (27.2% vs. 24.3%).
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Figure 5.1.1: Hypertension Prevalence by RHA, 2006/07
Age- & sex-adjusted percent of residents treated for high blood pressure aged 19+
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Figure 5.1.2: Hypertension Prevalence by Metis Region, 2006/07

Age- & sex-adjusted percent of Metis residents treated for high blood pressure aged 19+
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Manitoba Centre for Health Policy | 103



Chapter 5: Prevalence of Physical lliness

Figure 5.1.3: Hypertension Prevalence by Winnipeg Community Area, 2006/07

Age- & sex-adjusted percent of residents treated for high blood pressure aged 19+
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5.2 Arthritis
Arthritis is a group of conditions that affect the health of the bone joints in the body.

The age- and sex-adjusted prevalence of arthritis was measured for residents aged 19 and older over
a two-year period: 2005/06-2006/07. Crude prevalence is available in the appendix. Residents were
considered to have arthritis if they met one of the following conditions:
« one or more hospitalizations with a diagnosis of arthritis: ICD-9-CM codes 274, 446, 710-721,
725-729,739; ICD-10-CA codes M00-M03, M05-M07, M10-M25, M30-M36, M65-M79

« two or more physician visits with a diagnosis of arthritis (ICD-9-CM codes as above)

« one physician visit with a diagnosis of arthritis (ICD-9-CM codes as above) and two or more
prescriptions for medications to treat arthritis (see glossary)

The denominator includes all Manitoba residents aged 19 and older as of December 31, 2006.

Key observations:
RHAs:
« Metis have a higher arthritis prevalence provincially compared to all other Manitobans (24.2%'
vs. 19.9%)

o Metis have higher arthritis prevalence in all three aggregate areas of Rural South (21.6% vs.
18.6%), Mid (24.8% vs. 20.9%) and North (25.8% vs. 22.1%) and in Winnipeg (24.9% vs. 19.9%)
and Brandon RHAs (28.7% vs. 20.9%).

« By specific RHAs, Metis arthritis prevalence is significantly higher in Central, Brandon, Winnipeg,
Interlake, North Eastman, Parkland, and Burntwood compared to the rest of the people living in
those RHAs.

o The highest prevalence of arthritis for Metis is found in Brandon (28.7%), North Eastman
(27.5%), and Parkland (28.8%) and the lowest in South Eastman (20.9%), Interlake (21.5%), and
Assiniboine (19.9%) when compared with the Metis provincial average.

« Although arthritis prevalence is high, affecting around one in four Metis and one in five other
Manitobans, there is very little gradient throughout the province. In other words, arthritis
prevalence is similar, no matter what the underlying health status of the population.

MMF Regions:
» Prevalence of arthritis is similar amongst the MMF Regions, with no apparent gradient by PMR.

e Interlake MMF Region has a lower prevalence (21.7%); and Northwest (28.0%) and The Pas
(27.4%) MMF Regions have higher prevalence compared with the overall Metis provincial
average of 24.4%.

Winnipeg CAs:
o At the Winnipeg level (24.9% vs. 19.9%) and in every Winnipeg CA, the Metis have a higher
arthritis prevalence compared to other residents.

1

Due to slight differences in the modeling for the RHA/WRHA graphs compared to the MMF Region graphs, there are sometimes slight
discrepancies in the provincial Metis prevalence in the RHA/WRHA graphs compared to the MMF Region graphs. For example, for arthritis,
the former graph shows 24.2%, whereas the latter graph shows 24.4%. In general, the RHA/WRHA graph result will be used to report the
Metis provincial rate.
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e The two CAs of Downtown (31.9% vs. 21.8%) and Point Douglas (31.3% vs. 24.5%) have very
high prevalence of arthritis for Metis and for others, with the Metis being significantly higher
than all others living in those CAs. In these two CAs, almost one out of three Metis people have
a diagnosis of arthritis.
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Figure 5.2.1: Arthritis Prevalence by RHA, 2005/06-2006/07

Age- & sex-adjusted percent of residents aged 19+ years
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Figure 5.2.2: Arthritis Prevalence by Metis Region, 2005/06-2006/07

Age- & sex-adjusted percent of Metis residents aged 19+ years
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Figure 5.2.3: Arthritis Prevalence by Winnipeg Community Area, 2005/06-2006/07

Age- & sex-adjusted percent of residents aged 19+ years

Fort Garry (0,d)

e Metis

Assiniboine South (d) s All Other Manitobans

|

----- MB Avg Metis
St. Boniface (0,d)

----- MB Avg All Other Manitobans

St. Vital (d)

Transcona (d)

River Heights (d)
River East (0,d)
Seven Oaks (d)

St. James -Assiniboia (d)

|

Inkster (d)

Downtown (m,o,d)

|

Point Douglas (m,o,d)

Winnipeg (d)

Manitoba (d)

|

0% 5% 10% 15% 20% 25% 30% 35% 40% 45% 50%

'm' indicates the area's rate for Metis was statistically different from Manitoba average for Metis

‘o' indicates the area's rate for all other Manitobans was statistically different from Manitoba average for all other Manitobans
'd" indicates the difference between the two groups' rates was statistically significant for this area

's' indicates data suppressed due to small numbers Source: MCHP/MMF, 2010

108

University of Manitoba



Profile of Metis Health Status and Healthcare Utilization in Manitoba: A Population-Based Study

5.3 Total Respiratory Morbidity (TRM)

Total respiratory morbidity (TRM) is a measure of the burden of all types of respiratory illnesses in the
population and includes the following diseases: asthma, chronic or acute bronchitis, emphysema, and
chronic airway obstruction. This combination of diagnoses is used to overcome problems resulting from
different physicians (or specialists) using different diagnosis codes for the same underlying illness (e.g.,
asthma versus chronic bronchitis).

The age- and sex-adjusted prevalence of TRM was measured for all residents over in fiscal year:
2006/07. Crude prevalence is available in the appendix. Residents were considered to have TRM if they
met one of the following conditions:
« one or more hospitalizations with a diagnosis of asthma, chronic or acute bronchitis,
emphysema, or chronic airway obstruction: ICD-9-CM codes 466, 490, 491, 492, 493, or 496;
ICD-10-CA codes J20, J21, J40-J45

« one or more physician visits with a diagnosis of asthma, chronic or acute bronchitis,
emphysema, or chronic airway obstruction (ICD-9-CM codes as above)

The denominator includes all Manitoba residents as of December 31, 2006.

Key observations:
RHAs:
« Provincially, Metis have a higher prevalence of TRM compared to all other Manitobans (13.6%
vs. 10.6%). There is no apparent gradient with PMR.

« Inall RHAs with the exceptions of Assiniboine and Churchill, the Metis prevalence of TRM is
higher than all others living in that area.

« Five RHAs have TRM prevalence lower than the provincial average for both Metis and others—
South Eastman (10.3% Metis, 7.7% others); Assiniboine (9.3% for both); Churchill (4.6% Metis,
5.6% others); NOR-MAN (9.6% Metis, 8.0% others); and Burntwood (8.8% Metis, 6.9% others).

« Two RHAs have TRM prevalence higher than the provincial average for both Metis and others—
Brandon (16.9% Metis, 12.9% others) and Parkland (18.4% Metis, 12.1% others).

« Both the aggregate areas of Rural South (11.1% Metis, 8.3% others) and the North (9.3% Metis,
7.4% others) have lower prevalence of TRM than the provincial average, but Metis rates are
significantly higher in both areas. In contrast, the Mid area has similar rates to the provincial
average (14.1% Metis, 10.8% others), but the difference still exists whereby Metis prevalence is
higher.

MMF Regions:
« Thereis no obvious gradient in the MMF Regions between prevalence of TRM and the PMR
ordering.

e Both Southeast MMF Region (11.1%) and Thompson MMF Region (8.7%) have lower prevalence
of TRM compared with the Manitoba Metis average overall (13.6%).
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Winnipeg CAs:

e Although both have similar TRM prevalence to their provincial averages, the Metis prevalence is
significantly higher than that of all others living in Winnipeg (15.2% vs. 11.4%). This difference is
observed in every CA with the exception of Assiniboine South (where there is a trend to higher
Metis prevalence, but this is not statistically significant).

«  Within Winnipeg, there is evidence of a slight gradient of TRM prevalence with the least healthy
areas having the highest prevalence.

« St.Boniface has a lower TRM prevalence for the Metis (11.5%), whereas Inkster (19.0%),
Downtown (18.7%), and Point Douglas (17.8%) have very high TRM prevalence in comparison
with the provincial Metis average (13.6%).
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Figure 5.3.1: Total Respiratory Morbidity Rate by RHA, 2006/07

Age- & sex-adjusted percent of residents
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Figure 5.3.2: Total Respiratory Morbidity Rate by Metis Region, 2006/07

Age- & sex-adjusted percent of Metis residents

Southeast Region (m) s Metis

MB Avg Metis

Interlake Region

Northwest Region

Southwest Region
The Pas Region

Thompson Region (m)

Manitoba

I
I
]

g RGO s
I
I
E——
I

0% 5% 10% 15% 20% 25% 30% 35% 40% 45% 50%

'm" indicates the area's rate for Metis was statistically different from Manitoba average for Metis

'0' indicates the area's rate for all other Manitobans was statistically different from Manitoba average for all other Manitobans
'd" indicates the difference between the two groups' rates was statistically significant for this area

's' indicates dat d due t I b

s' indicates data suppressed due to small numbers Source: MCHPIMMF, 2010

Manitoba Centre for Health Policy



Chapter 5: Prevalence of Physical lliness

Figure 5.3.3: Total Respiratory Morbidity Rate by Winnipeg Community Area, 2006/07

Age- & sex-adjusted percent of residents
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Diabetes

Diabetes mellitus is a chronic condition in which the pancreas no longer produces enough insulin
(type 1 diabetes) or when cells stop responding to the insulin that is produced (type 2 diabetes), so
that glucose in the blood cannot be absorbed into the cells of the body. The most common endocrine
disorder, diabetes mellitus affects many organs and body functions, especially those involved in
metabolism, and can cause serious health complications including renal failure, heart disease, stroke,
lower limb amputation, and blindness.

The age- and sex-adjusted prevalence of diabetes was measured for residents aged 19 or older over
three fiscal years: 2004/05-2006/07. The crude prevalence is given in the appendix. Residents were
considered to have diabetes if they met one of the following conditions:
e one or more hospitalizations with a diagnosis of diabetes: ICD-9-CM code 250, ICD-10-CA
codes E10-E14

« two or more physician visits with a diagnosis of diabetes (ICD-9-CM codes as above)
« one or more prescriptions for medications to treat diabetes (listed in glossary)

The denominator includes all Manitoba residents aged 19 and older as of December 31, 2006. Note
that this measure of diabetes combines type 1 and type 2 diabetes, as physician claims data do not
allow separate identification. Note that gestational diabetes has a separate diagnosis code and is not
specifically included here, but some cases may be included in this definition if gestational diabetes was
not properly coded.

Key observations:

RHAs:
« Provincially, Metis have a significantly higher prevalence of diabetes compared to all other
Manitobans (11.8% vs. 8.8%). There is also a steep gradient of diabetes prevalence with PMR,
with the least healthy regions having the highest prevalence.

« In most RHAs, the Metis diabetes prevalence is higher than others living in that region, with
the exceptions of South Eastman (where prevalence is similar—8.3% Metis, 7.1% others);
North Eastman (similar at 10.8% Metis, 10.7% others); NOR-MAN (similar at 13.9% Metis, 14.0%
others); and Burntwood (where Metis diabetes prevalence is significantly lower at 17.9% vs.
22.3%). Churchill has a wide discrepancy in prevalence (19.7% Metis, 14.8% others), but this
is not statistically significantly different. It is important to note that a large proportion of
the population in northern RHAs is First Nation, and thus the within-RHA comparisons for
Burntwood, NOR-MAN and Churchill reflect a population of “all others” that has high diabetes
rates themselves.

« Compared to the provincial Metis average (11.8%), Metis living in South Eastman have a lower
prevalence of diabetes (8.3%), but a statistically higher prevalence in Parkland (15.0%) and
Burntwood (17.9%).

o Peopleliving in the aggregate areas of the Rural South (10.0% Metis, 7.8% others) and Mid
(12.3% Metis, 9.7% others) have rates similar to their provincial averages, but the Metis
prevalence is significantly higher than that of all others residing in these areas. In contrast, the
diabetes prevalence of Metis and others living in the North are both elevated (15.7%, 18.4%),
but not significantly different from each other.

Manitoba Centre for Health Policy
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MMF Regions:

There is a steep gradient of diabetes prevalence and PMR for the MMF Regions, with the least
healthy regions showing the highest prevalence.

The Pas (16.4%) and Thompson MMF Region (18.0%) have significantly higher diabetes
prevalence compared to the overall Manitoba Metis average (11.7%).

Winnipeg CAs:

In Winnipeg, both Metis and all others have rates similar to their corresponding provincial
averages. However, the Metis prevalence of diabetes is significantly higher than that of all
other residents of Winnipeg RHA (11.4% vs. 8.8%).

There is a gradient of diabetes prevalence with PMR, with the least healthy areas showing the
highest prevalence for both Metis and others in Winnipeg.

The Metis have a higher prevalence of diabetes than all other residents of most CAs throughout
Winnipeg (most are statistically higher, but Assiniboine South and Transcona are trending in
the same direction, but the difference was not significant).

Metis diabetes prevalence is higher than all others in the area in the two CAs of Downtown
(16.0% vs. 10.6%) and Point Douglas (15.5% vs. 11.4%). In both groups, their prevalence is
higher than the corresponding provincial averages.

Metis in the Winnipeg CAs of Downtown (16.0% vs. 10.6%) and Point Douglas (15.5% vs. 11.4%)
have a higher prevalence of diabetes compared to all others residing in those CAs.

Logistic Regression for the risk of diabetes (controlling for income, sex, geographic area, age, and mental
and physical comorbidities—see Table 5.4.1):

Comparing Metis and all others:

Metis are at greater risk of diabetes compared to all other Manitobans (aOR 1.29, 95% Cl
1.25-1.34, p<.001)

In this full model including all Manitobans, the risk is higher for males (aOR 1.14, 95% Cl
1.12-1.16, p<.001).

Comparing within MMF Regions:

Demographics—the risk of diabetes is greater for those living in lower neighbourhood
income areas, those with greater physical comorbidities, and those who are older (although
as age increases, risk increases and then levels off). There is no difference in risk between
males and females among the Metis, and no difference in risk for those having mental illness
comorbidities.

Metis living in the MMF Regions of The Pas (aOR 1.22,95% Cl 1.11-1.33) and Thompson (aOR
1.66, 95% Cl 1.49-1.86) have significantly higher risk of diabetes compared to other Metis in
Manitoba. All other MMF Regions (Southeast, Interlake, Northwest, Winnipeg, and Southwest)
have significantly lower risk of diabetes.
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Figure 5.4.1: Diabetes Prevalence by RHA, 2004/05-2006/07

Age- & sex-adjusted percent of population aged 19+ years
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Figure 5.4.2: Diabetes Prevalence by Metis Region, 2004/05-2006/07

Age- & sex-adjusted percent of Metis population aged 19+ years
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Figure 5.4.3: Diabetes Prevalence by Winnipeg Community Area, 2004/05-2006/07

Age- & sex-adjusted percent of population aged 19+ years
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Table5.4.1: Logistic Regression Modeling of the Risk of Diabetes

Probability of Diabetes by Aggregate Region, 2004/05-2006/07, All Manitobans aged 19+

Covariates Adjusted Odds Ratio p-
(95% Confidence Limits) | value
Metis (vs. All Others) 1.293 (1.253, 1.335) <0.001
Aggregate Regions (ref = Manitoba)
Rural South 0.730 (0.717, 0.744) <0.001
Mid 0.906 (0.889, 0.923) <0.001
North 1.936 (1.888, 1.986) <0.001
Brandon 0.882 (0.855, 0.911) <0.001
Winnipeg 0.885 (0.872, 0.897) <0.001
Age, linear 1.191 (1.187, 1.194) <0.001
Age, quadratic' 0.999 (0.999, 0.999) <0.001
Males (vs. Females) 1.141 (1.123, 1.159) <0.001
Average Household Income of Neighbourhood 0.892 (0.889, 0.896) <0.001
Mental lliness ADGs’ 1.029 (1.008, 1.050) 0.0058
Major Physical lliness ADGs 1.640 (1.613, 1.667) <0.001

Bold = statistically significant results

Probability of Diabetes by Metis Region, 2004/05-2006/07, only Metis aged 19+

Covariates Adjusted Odds Ratio p—
(95% Confidence Limits) | value
Manitoba Metis Federation Regions (ref = Manitoba)
Southeast Region 0.789 (0.728, 0.855) <0.001
Interlake Region 0.849 (0.782, 0.922) <0.001
Northwest Region 0.877 (0.785, 0.981) 0.0215
Winnipeg Region 0.921 (0.872, 0.972) 0.0030
Southwest Region 0.911 (0.838, 0.991) 0.0306
The Pas Region 1.219 (1.114, 1.333) <0.001
Thompson Region 1.664 (1.488, 1.860) <0.001
Age, linear 1.199 (1.184, 1.215) <0.001
Age, quadratic 0.999 (0.999, 0.999) <0.001
Males (vs. Females) 1.003 (0.943, 1.066) 0.9319
Average Household Income of Neighbourhood 0.875 (0.856, 0.893) <0.001
Mental lliness ADGs 1.061 (0.983, 1.145) 0.1270
Major Physical lllness ADGs 1.652 (1.551, 1.761) <0.001
Bold = statistically significant results Source: MCHP/MMF, 2010

' Many of the regression models include a quadratic age term, which means that the model fit was improved through the use of both the age term
and an age-squared term. The way in which this can be interpreted is that the likelihood increases with age (since the aOR of the age term is greater
than 1 and statistically significant), but that this effect levels off at higher ages (since the aOR of the quadratic age-squared term is less than 1, and
statistically significant).

’ Note: ADGs refers to Aggregated Diagnostic Groups, a measure of comorbidity (co-existing conditions) that can be grouped into either co-existing
mental illnesses or major physical illnesses. See the Glossary for further explanation.
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5.5 Lower Limb Amputation Rate for People with Diabetes

A lower limb amputation among people with diabetes refers to the removal of the lower limb (below or
including the knee, and including toes) by amputation among those with a diagnosis of diabetes.

The age- and sex-adjusted rate of lower limb amputations due to complications of diabetes was
measured per 1,000 people with diabetes aged 19 and older in five fiscal years: 2002/03-2006/07. Crude
rates can be found in the appendix. Amputation was defined by a hospitalization with a surgery for a
lower limb amputation, identified by ICD-9-CM procedure codes 84.10-84.17 and CCl codes 1.VC.93,
1.VG.93, 1.VQ.93, 1.WA.93, 1.WE.93, 1.WJ.93, 1.WL.93, and 1.WM.93. This definition does not include

all amputations, but only those for which there was an existing condition of diabetes coded with

the amputation; therefore the hospital abstract for the amputation must also indicate a diagnosis of
diabetes (defined by ICD-9-CM diagnosis code 250 and ICD-10-CA codes E10-E14). Amputations due
to accidental injury (defined by ICD-9-CM diagnosis codes 895, 896, 897 and ICD-10-CA codes S78,
S$88, 598, T05.3,T05.4,T05.5,T13.6) were excluded.

Key observations:
Lower limb amputation among people with diabetes is a rare event. Thus, the RHA graph has some
“suppressed” (s) rates; and the Winnipeg graph could only display three aggregated areas of Winnipeg—
Most Healthy, Average, and Least Healthy (see Glossary for definitions of each). Caution must be exerted
in interpreting rates based on very small numbers, due to the potential of huge variations from one
time period to the next. A rate is different than a prevalence—prevalence refers to the percentage of
the population with at least one amputation, whereas a rate allows for more than one amputation per
person.?

RHAs:
« Provincially, Metis have an elevated rate of lower limb amputation in those with diabetes
compared to all other Manitobans (24.1 vs. 16.2 per 1000).

« Although not statistically significant, both the Rural South (22.8 vs. 16.0 per 1000) and the
Mid (28.3 vs. 22.3 per 1000) show a trend towards higher rates for Metis compared to others.
However, the North shows the opposite trend with lower rates for Metis (27.5 vs. 36.4 per 1000).
This is most likely due to the fact that in the north, the comparison group is comprised of a
large portion of First Nations, with a correspondingly high amputation rate due to diabetes.

o For all other Manitobans, there is a strong gradient of lower limb amputation in people with
diabetes, with the least healthy RHAs showing the highest rates (with the exception of Central
RHA). However, the trend is not obvious for the Metis.

« Although not statistically significant, and thus use with caution, Central RHA shows a very high
lower limb amputation rate for the Metis (36.2 per 1000) and has higher-than-expected for
others residing in this RHA (21.9 per 1000) given its overall good health status.

2 In the time period 2002/03-2006/07:
The crude prevalence of Metis with diabetes having at least one lower limb amputation was 1.56%. There were a total of 135 amputations
amongst 5,846 Metis people with diabetes (the majority, 5755, had 0 amputations; but 61 had 1 amputation and 22 had 2 amputations,
with variations from 0-5 amputations).
For all other Manitobans with diabetes, the crude prevalence having at least one lower limb amputation was 1.22%. There were a total of
1,340 amputations amongst 82,748 other Manitobans with diabetes (the majority, 81,739, had 0 amputations; but 743 had 1 amputation
and 217 had two amputations, with variations from 0-6 amputations).
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The only RHA which shows a statistically significant difference in lower limb amputation rates
between Metis and other residents is Winnipeg (21.3 vs. 12.7 per 1000). In Winnipeg, the rate for
all other residents is lower than the corresponding provincial average (12.7 Winnipeg “others’,
16.2 per 1000 Manitoba “others”), whereas the Metis rate is similar to the provincial Metis
average (21.3 vs. 24.1 per 1000).

MMF Regions:

Although there appears to be some variation by MMF Region in lower limb amputation rates
for people with diabetes, none of these rates are significantly different than the overall Metis
provincial average (23.9 per 1000).

Winnipeg Aggregated Areas®:

In Winnipeg, Metis were more likely to have a lower limb amputation in people with diabetes
compared to other residents of Winnipeg (21.3 vs. 12.7 per 1000). However, the Metis rate in
Winnipeg was similar to the provincial average for Metis (24.1 per 1000), whereas the rate for all
other Winnipeggers was lower than their provincial average (16.2 per 1000).

Winnipeg'’s Most Healthy area had similar lower limb amputation rates in people with diabetes
for Metis and others (10.8 Metis, 7.9 per 1000 for others), as did Winnipeg's Least Healthy

area (22.7 Metis, 19.0 per 1000 for others). However, in the Average Health area, there was a
significantly higher rate of lower limb amputation in Metis people with diabetes compared to
others (31.3 vs. 12.8 per 1000).

Logistic Regression for the risk of lower limb amputation in people with diabetes (controlling for
income, sex, geographic area, age, mental and physical comorbidities, and continuity of care—see
Glossary for definition of continuity of care; see Table 5.5.1 for results):

Comparing Metis and all others:

Metis are at a similar risk of lower limb amputation in people with diabetes, compared to all
other Manitobans, after controlling for the above (aOR 1.13, 95% Cl 0.90-1.40, NS)

In this full model including all Manitobans, the risk is higher for males (aOR 1.94, 95% Cl
1.71-2.21, p<.001). As well, the risk is higher for those living in lower neighbourhood income
areas and those with physical comorbidities. The older the person, the more likely is a lower
limb amputation; but this effect eventually plateaus.

In this full model, continuity of care (seeing the same physician for at least one-half of their
visits over a two-year period) was associated with lower risk of amputation (aOR 0.71, 95% Cl
0.62-0.81, p<.001).

In this full model, the risk of lower limb amputation in people with diabetes was elevated in the
Mid and North aggregate areas, similar in Winnipeg, and lower in the South and in Brandon.

Brandon RHA is especially notable, having a very low risk of amputation (aOR 0.59, 95% Cl
0.43-0.80, p<.001). According to MMF, this is a relevant finding that given there is a program in
Brandon that is targeted to people living with diabetes.

Comparing within MMF Regions:

* Note that due to relatively small numbers of events at the Winnipeg CA level, only aggregate area rates could be shown. The MCHP
suppression rule is that if a rate is based upon 1 to 5 events, the rate must be suppressed for that geographical area.
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o Demographics—the risk of lower limb amputation in people with diabetes is greater for
those living in lower neighbourhood income areas, those with greater physical comorbidities
(aOR 2.88,95% Cl 1.78-4.67, p<.001), and those who are older (although as age increases, risk
increases and then levels off).

« There is a high risk of amputation in Metis males compared to Metis females (aOR 2.36, 95% Cl
1.50-3.71, p<.001).

o There is no difference in risk by MMF Region. All show similar amputation rates.

o Continuity of care is associated with a much lower risk for lower limb amputation in Metis
people with diabetes (aOR 0.62, 95% Cl 0.40-0.96, p<.04).
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Figure 5.5.1: Diabetes-Related Lower Limb Amputation Rate by RHA, 2002/03-2006/07
Age- & sex-adjusted annual rate per 1,000 people with diabetes aged 19+ years

South Eastman
Central

T
|
H
|
L ! !
Assiniboine (s) : : s Metis
Brandon (0,S)  n————— E i — '\Aﬂl:so/;r\:::v'\lﬂ;?sit‘)bans
Winnipeg (0.0) e —— ‘ i
] | ====-MB Avg All Other Manitobans
| 1
Interlake

|

North Eastman

Parkland (o) *
Churchill (s) ' |
1 '
s e

Burntwood (o) * 47

| '
| '
| '
Rural South —. !

VI (0) |y 0 S
1 '

NOTN (0) | —————————— e ————————
Manitoba (d) —
[] [ |
0 5 10 15 20 25 30 35 40

'm' indicates the area's rate for Metis was statistically different from Manitoba average for Metis

'o' indicates the area's rate for all other Manitobans was statistically different from Manitoba average for all other Manitobans

'd" indicates the difference between the two groups' rates was statistically significant for this area

's' indicates data suppressed due to small numbers Source: MCHP/MMF, 2010

Figure 5.5.2: Diabetes-Related Lower Limb Amputation Rate by Metis Region, 2002/03-2006/07
Age- & sex-adjusted annual rate per 1,000 Metis people with diabetes aged 19+ years
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Figure 5.5.3: Diabetes-Related Lower Limb Amputation Rate

by Winnipeg Aggregate Areas, 2002/03-2006/07
Age- & sex-adjusted annual rate per 1,000 people with diabetes aged 19+ years
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Table 5.5.1: Logistic Regression Modeling of the Risk of Diabetes—Related Lower Limb Amputation

Probability of Lower Limb Amputation by Aggregate Region, 2002/03-2006/07,
All Manitobans with Diabetes aged 19+

Covariates Adjusted Odds Ratio p-
(95% Confidence Limits) | value
Metis (vs. All Others) 1.126 (0.904, 1.402) 0.2900
Aggregate Regions (ref = Manitoba)
Rural South 0.851 (0.734, 0.986) 0.0320
Mid 1.219 (1.063, 1.398) 0.0046
North 1.806 (1.530, 2.131) <0.001
Brandon 0.585 (0.429, 0.796) <0.001
Winnipeg 0.913 (0.813, 1.026) 0.1265
Age, linear 1.145 (1.106, 1.184) <0.001
Age, quadratic 0.999 (0.999, 0.999) <0.001
Males (vs. Females) 1.944 (1.711, 2.209) <0.001
Average Household Income of Neighbourhood (per
$10,000) 0.790 (0.757, 0.823) <0.001
Continuity of Care 0.709 (0.624, 0.806) <0.001
Mental lliness ADGs 0.945 (0.808, 1.106) 0.4834
Major Physical lliness ADGs 3.251 (2.823, 3.743) <0.001

Bold = statistically significant results
Probability of Lower Limb Amputation by Metis Region, 2002/03-2006/07,
only Metis with Diabetes aged 19+
Adjusted Odds Ratio p-
(95% Confidence Limits) | value

Covariates

Manitoba Metis Federation Regions (ref = Manitoba)

Southeast Region 0.648 (0.327, 1.284) 0.2137
Interlake Region 1.294 (0.781, 2.145) 0.3168
Northwest Region 0.730 (0.328, 1.624) 0.4402
Winnipeg Region 0.997 (0.682, 1.456) 0.9863
Southwest Region 0.947 (0.526, 1.705) 0.8554
The Pas Region 1.282 (0.736, 2.232) 0.3804
Thompson Region 1.351 (0.641, 2.847) 0.4283
Age, linear 1.212 (1.044, 1.406) 0.0115
Age, quadratic' 0.999 (0.997, 1.000) 0.0235
Males (vs. Females) 2.362 (1.504, 3.710) <0.001
Average Household Income of Neighbourhood (per
$10,000) 0.840 (0.713, 0.989) 0.0368
Continuity of Care 0.618 (0.397, 0.962) 0.0330
Mental lliness ADGs’ 0.773 (0.430, 1.388) 0.3888
Major Physical lllness ADGs 2.881 (1.779, 4.665) <0.001
Bold = statistically significant results Source: MCHP/MMF, 2010

' Many of the regression models include a quadratic age term, which means that the model fit was improved through the use of an age term and an
age-squared term. The way in which this can be interpreted is that the likelihood increases with age (since the aOR of the age term is greater than 1
and statistically significant), but that this effect levels off at higher ages (since the aOR of the quadratic age-squared term is less than 1, and
statistically significant).

“Note: ADGs refers to Aggregated Diagnostic Groups, a measure of comorbidity (co-existing conditions) that can be grouped into either co-existing
mental illnesses or major physical illnesses. See the Glossary.
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5.6 Ischemic Heart Disease (IHD)

Ischemia is a condition in which the blood flow (and thus oxygen) is restricted to a part of the body.
Cardiac ischemia is the name for lack of blood flow and oxygen to the heart muscle. Thus, the term
‘ischemic heart disease’ refers to heart problems caused by narrowed heart arteries. When arteries are
narrowed, less blood and oxygen reaches the heart muscle. This is also called coronary artery disease
and coronary heart disease. It can ultimately lead to heart attack.

The age- and sex-adjusted prevalence of IHD was measured for residents aged 19 and older over
five fiscal years: 2002/03-2006/07. The crude prevalence of IHD is in the appendix. Residents were
considered to have IHD if they met one of the following conditions:
« one or more hospitalizations with a diagnosis of IHD: ICD-9-CM codes 410-414; ICD-10-CA
codes 120-122, 124, 125

« two or more physician visits with a diagnosis of IHD (ICD-9-CM codes as above)

e one physician visit with a diagnosis of IHD (ICD-9-CM codes as above) and two or more
prescriptions for medications to treat IHD (listed in glossary)

The denominator includes all Manitoba residents aged 19 and older as of December 31, 2006.

Key observations:
RHAs:
« Provincially, the prevalence of IHD was higher for Metis compared to all other Manitobans
(12.2% vs. 8.7%), with no obvious gradient across RHAs.

o Several RHAs show Metis IHD prevalence significantly higher than for others living in that
RHA—South Eastman, Central, Brandon, Winnipeg, Interlake, North Eastman, Parkland, and
NOR-MAN.

e Metis prevalence of IHD was lower than the Metis provincial average (12.2%) in the RHAs of
Assiniboine (8.8% Metis, 7.3% others) and Interlake (10.6% Metis, 8.0% others), but higher in
Parkland (16.5% Metis, 11.3% others).

MMF Regions:
o The Interlake MMF Region has a lower prevalence of IHD compared to the provincial Metis
prevalence (10.3% vs. 12.1%).

« The prevalence of IHD for Metis living in Northwest MMF Region (14.6%) and The Pas MMF
Region (15.1%) was higher than the provincial Metis prevalence of 12.1%.

Winnipeg CAs:

« InWinnipeg, Metis have a significantly higher prevalence of IHD compared to all other
Winnipeggers (12.3% vs. 8.9%). There is a gradient of IHD for Metis, with the least healthy CAs
having the highest IHD prevalence. However, there is very little evidence of a gradient by
PMR for all other Winnipeggers. Most CAs show a higher prevalence for the Metis compared
to all others living in that CA. However, all CAs have Metis IHD prevalence similar to the Metis
provincial average (12.2%).
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Figure 5.6.1: Ischemic Heart Disease Prevalence by RHA, 2002/03-2006/07
Age- & sex-adjusted percent of residents aged 19+
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Figure 5.6.2: Ischemic Heart Disease Prevalence by Metis Region, 2002/03-2006/07

Age- & sex-adjusted percent of Metis residents aged 19+
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Figure 5.6.3: Ischemic Heart Disease Prevalence by Winnipeg Community Area, 2002/03-2006/07

Age- & sex-adjusted percent of residents aged 19+
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5.7 Osteoporosis

Osteoporosis is a disease that leads to a reduction in bone density and causes the bones to become
weak and more likely to break.

The age- and sex-adjusted prevalence of residents aged 50 and older with osteoporosis (including
fractures) was measured over three fiscal years: 2004/05-2006/07. The crude prevalence of osteoporosis
is given in the appendix. Residents were considered to have osteoporosis if they met one of the
following conditions:

e one or more hospitalizations with one of the following diagnoses:

o osteoporosis: ICD-9-CM code 733.0, ICD-10-CA code M81
« hip fracture: ICD-9-CM code 820-821, ICD-10-CA code S72

o spine fracture: ICD-9-CM code 805; ICD-10-CA codes $12.0-512.2,512.7,512.9, 522.0, 522.1,
$32.0-532.2,T08

¢ humerus fracture: ICD-9-CM code 812, ICD-10-CA codes S42.2-542.4

« wrist fracture (radius, ulna and carpal bones): ICD-9-CM code 813-814; ICD-10-CA codes S52,
$62.0, S62.1

« one or more physician visits with one of the following diagnoses:

e osteoporosis: ICD-9-CM code 733

o hip fracture: ICD-9-CM codes 820-821

o spine fracture : ICD-9-CM code 805

o humerus fracture : ICD-9-CM code 812

o wrist fracture: ICD-9-CM codes 813-814

« one or more prescriptions for medications to treat osteoporosis (listed in the glossary)
The denominator includes all Manitoba residents aged 50 and older as of December 31, 2006.

Key observations:

RHAs:

» Provincially, osteoporosis prevalence is similar between Metis and all other Manitobans (12.2%
vs. 12.3%). There is no consistent relationship between osteoporosis prevalence and PMR.

e In Churchill, the osteoporosis prevalence is significantly higher than for “all others” living in that
RHA (19.4% vs. 4.8%).

MMF Regions:
« The overall osteoporosis prevalence for Metis (and all others who are 50 and over) is 12.4%.

« MMF Regions show similar prevalence of osteoporosis, with none being statistically different
than the overall provincial average. There may be a slight trend towards higher osteoporosis
prevalence as PMR increases.
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Winnipeg CAs:
« InWinnipeg, the osteoporosis prevalence is similar for Metis and all other Winnipeggers (13.2%
vs. 12.5%), with no evidence of a gradient by PMR.

« There s a significantly lower prevalence of osteoporosis in Transcona for all others compared
to the corresponding provincial average (10.0% vs. 12.3%). Although the Transcona Metis
prevalence (9.9%) is similar to all other residents of Transcona (implying a trend to a low
prevalence like for other residents), this is not significantly lower than the Metis provincial
average of 12.2%—probably due to small numbers.

o The prevalence of osteoporosis for Metis living in Inkster CA is significantly higher than for all
others living in that CA (12.9% vs. 9.4%).
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Figure 5.7.1: Osteoporosis Prevalence by RHA, 2004/05-2006/07
Age- & sex-adjusted percent of residents aged 50+

U N B s M N e I
Central (0) ::
"

A SO | ————————— Y

Brandon (0) —:_
VNP | ————————————————

W | Metis

Itk —
H mmmmmm All Other Manitobans
North Eastman  —————— 1| - - - MB Avg Metis
Parkiand (0)  —— | L= ME Avg Al Other Manfopans

Churchill (d) e —

N e

Burntwood

AUCISe iy o
M e 11

O
——————————————

Manitoba

0% 5% 10% 15% 20%

'm' indicates the area's rate for Metis was statistically different from Manitoba average for Metis
'0' indicates the area's rate for all other Manitobans was statistically different from Manitoba average for all other Manitobans
'd' indicates the difference between the two groups' rates was statistically significant for this area

's' indicates data suppressed due to small numbers
Source: MCHP/MMF, 2010

Figure 5.7.2: Osteoporosis Prevalence by Metis Region, 2004/05-2006/07
Age- & sex-adjusted percent of Metis residents aged 50+
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Figure 5.7.3:

Osteoporosis Prevalence by Winnipeg Community Area, 2004/05-2006/07
Age- & sex-adjusted percent of residents aged 50+
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5.8 Dialysis Initiation Rates

Dialysis is a treatment for people in the end stage of chronic renal insufficiency (kidney failure). This
treatment cleans the blood and removes wastes and excess water from the body.

The age- and sex-adjusted rate of dialysis initiation for residents aged 19 and older was measured
over five fiscal years: 2002/03-2006/07. The crude incidence rates are available in the appendix. Dialysis
initiation rate was defined by one or more physician visits with Manitoba tariff codes.

e 9610—chronic ambulatory peritoneal dialysis, in hospital, per day

o 9798—acute renal failure initial hemodialysis

o 9799—acute renal failure subsequent hemodialysis

« 9801—chronic renal failure initial hemodialysis

o 9802—chronic renal failure subsequent hemodialysis

e 9805—acute renal failure initial peritoneal dialysis, complete medical management, up to two
weeks

e 9806—chronic renal failure initial peritoneal dialysis, first 24 hours
e 9807—acute renal failure subsequent (peritoneal) dialysis, after two weeks
e 9819—chronic renal failure intermittent subsequent (peritoneal) dialysis

e 9820—home (peritoneal) dialysis and self-care dialysis weekly retainer for administration,
routine visits, and supervision. This fee is not applicable if the patient is admitted to hospital as
an in—patient

o 9821—chronic renal failure home dialysis and self-care dialysis and self-care dialysis weekly
retainer

The denominator includes all Manitoba residents aged 19 and older as of December 31, 2004. Note that
this indicator only captures individuals who begin dialysis in the study period. Individuals who began
their dialysis treatment prior to April 1, 2002 would not be included here.

Key observations:
RHAs:
« Provincially, the dialysis initiation rate was higher for Metis than all other Manitobans (0.46% vs.
0.34%). There is a gradient apparent with the North higher than the other regions—however,
the gradient is more obvious for all other Manitobans than for the Metis.

« The graphs if dialysis initiation incidence rates mirror the diabetes prevalence graphs, reflecting
the fact that diabetes is a main driver of renal failure.

« Dialysis initiation rates are significantly higher for Metis compared to all others in Central
(0.59% vs. 0.27%) and Winnipeg (0.53% vs. 0.35%).

« Burntwood has a particularly high dialysis initiation rate for both the Metis (0.93% vs. Metis
provincial rate of 0.46%) and for all others living in Burntwood (1.22% vs. other provincial rate
of 0.34%). There is no statistical difference between Metis and others living in Burntwood.
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MMF Regions:

There is an obvious gradient with PMR for the MMF Regions with the least healthy regions
showing the highest dialysis initiation rates.

Compared to the overall provincial Metis rate of 0.45%, Southeast MMF Region has a
significantly lower dialysis initiation rate (0.21%), and there is a trend (although not statistically
significant) to a high rate in Thompson MMF Region (0.89%).

Winnipeg CAs:

There is a higher dialysis initiation rate for the Metis living in Winnipeg compared to all others
(0.53% vs. 0.35%). There is a gradient within Winnipeg CAs with the least healthy areas having
the highest dialysis initiation rates. (note: many of the Metis rates are suppressed due to small
numbers)

Two CAs show a significantly higher dialysis initiation rate for the Metis compared to others
living in that area—St. Vital (0.54% vs. 0.29%—although both rates are similar to their provincial
averages) and Point Douglas (1.05% vs. 0.53%—where both rates are higher than their
provincial averages).

The Metis dialysis initiation rate for Point Douglas (1.05%) is the highest in the province for
Metis people and is statistically higher than the Metis provincial rate of 0.46%. In Point Douglas,
about one in 100 people have initiated dialysis. This could be a mark of people moving there to
be close to services; dialysis is provided at Health Sciences Centre near Point Douglas CA. The
high rate could also mirror the high diabetes prevalence of the area.
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Figure 5.8.1: Dialysis Initiation Rate by RHA, 2002/03-2006/07

Age- & sex-adjusted percent of residents aged 19+ years
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Figure 5.8.2: Dialysis Initiation Rate by Metis Region, 2002/03-2006/07

Age- & sex-adjusted percent of Metis residents aged 19+ years
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Figure 5.8.3:

Dialysis Initiation Rate by Winnipeg Community Area, 2002/03-2006/07

Age- & sex-adjusted percent of residents aged 19+ years
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5.9 Acute Myocardial Infarction (AMI) Incidence Rates

Also known as a heart attack, an acute myocardial infarction (AMI) occurs when the heart muscle (the
myocardium) experiences sudden (acute) deprivation of circulating blood. The interruption of blood

is usually caused by narrowing of the coronary arteries leading to a blood clot. The clogging is usually
initiated by cholesterol accumulating on the inner wall of the blood vessels that distribute blood to the
heart muscle.

The age- and sex-adjusted incidence of AMI for residents aged 40 and older was measured in five fiscal
years: 2002/03-2006/07. Crude incidence rates are available in the appendix. AMI was defined as:
« aninpatient hospitalization with the most responsible diagnosis of AMI and a length of stay of
three or more days (unless the patient died in hospital)

« adeath with AMI listed as the primary cause of death on the Vital Statistics death record.

Diagnosis codes used to identify an AMI include ICD-9-CM code 410 and ICD-10-CA code I21.
Hospitalizations for less than three days were excluded as likely rule out’ AMI cases; transfers between
hospitals were tracked to ensure all ‘true’ AMI cases staying at least three days in hospital(s) were
counted. The denominator includes all Manitoba residents aged 40 and older as of December 31 of each
year (2002-2006).

Key observations:
RHAs:
« Provincially, the AMI rate was higher for Metis compared to all other Manitobans (5.4 vs. 4.3 per
1000). There is no obvious gradient across RHAs for Metis; but there is a strong gradient for all
others, where the AMI rate increases with increasing PMR.

o The Metis experienced a higher AMI rate in the following RHAs compared to others living in
those areas: Central (6.1 vs. 4.1 per 1000), Winnipeg (5.6 vs. 4.3 per 1000), and Parkland (7.5 vs.
5.3 per 1000).

o The Metis AMI rates are consistent across the aggregate areas of the Rural South (5.0 per 1000),
Mid (5.5 per 1000), and North (5.1 per 1000) and similar to the Metis provincial average of
5.4 per 1000. In contrast, all other Manitobans show an elevated rate in the North compared
to their provincial average (5.5 vs. 4.3 per 1000). Metis living in the Mid aggregate area have
statistically higher AMI rates compared to others living in that area.

MMF Regions:
« All MMF Regions have similar AMI rates to the overall Metis provincial average of 5.4 per 1000.
However, there may be a trend towards higher rates in the Northwest (6.9 per 1000) and The
Pas MMF Regions (6.8 per 1000).

Winnipeg Aggregated Areas*:
« InWinnipeg, Metis have higher AMI rates compared with all other Winnipeggers (5.6 vs. 4.3 per
1000). There appears to be a gradient, with the least healthy having the highest rates for both
groups.

* Note that due to relatively small numbers of events at the Winnipeg CA level, only aggregate area rates could be shown. The MCHP
suppression rule is that if a rate is based upon 1 to 5 events, the rate must be suppressed for that geographical area.

Manitoba Centre for Health Policy
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o Rates of AMI are similar between Metis and others in the Winnipeg Most Healthy (4.2 vs. 3.8
per 1000) and Average Health (6.1 vs. 4.7 per 1000) areas. However, Metis rates are higher in
the Least Healthy area (7.0 vs. 5.0 per 1000), but this rate is still similar to the Metis provincial
average (5.4 per 1000). This may be due to small numbers.
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Figure 5.9.1: Heart Attack (AMI) Rate by RHA, 2002/03-2006/07
Age- & sex-adjusted annual rate of death or hospitalization (3+ days) for AMI, per 1,000 residents aged 40+ years
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Figure 5.9.2: Heart Attack (AMI) Rate by Metis Region, 2002/03-2006/07

Age- & sex-adjusted annual rate of death or hospitalization (3+ days) for AMI, per 1,000 Metis residents aged 40+ years

Southeast Region s Metis

----- MB Avg Metis

Interlake Region
Northwest Region

Winnipeg Region

The Pas Region

Thompson Region

Manitoba

T
]
]
S — .
]
]
]
. |
]
]
]
]
]
]
]
]
]
SO S RGO S e
]
]
]
]
]
]
S T !
]
]
]
]
]
]
]
]
]

o

1 2 3 4 5 6 7 8 9 10

'm' indicates the area's rate for Metis was statistically different from Manitoba average for Metis
‘o' indicates the area's rate for all other Manitobans was statistically different from Manitoba average for all other Manitobans
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s' indicates data suppressed due to small numbers Source: MCHPIMMF, 2010
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Figure 5.9.3: Heart Attack (AMI) Rate by Winnipeg Aggregate Area, 2002/03-2006/07

Age- & sex-adjusted annual rate of death or hospitalization (3+ days) for AMI, per 1,000 residents aged 40+ years
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'm' indicates the area's rate for Metis was statistically different from Manitoba average for Metis
‘o' indicates the area's rate for all other Manitobans was statistically different from Manitoba average for all other Manitobans
'd" indicates the difference between the two groups' rates was statistically significant for this area

's' indicates data suppressed due to small numbers
Source: MCHP/MMF, 2010
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5.10 Stroke Incidence Rates

A stroke occurs when there is a sudden death of brain cells due to a lack of oxygen when the blood flow
to the brain is impaired by blockage or rupture of an artery to the brain.

The age- and sex-adjusted incidence of stroke for residents aged 40 and older was measured over five
fiscal years: 2002/03-2006/07. Crude incidence rates are available in the appendix. Stroke was defined
as:
« aninpatient hospitalization with the most responsible diagnosis of stroke and a length of stay
of one or more days (unless the patient died in hospital)

« adeath with stroke listed as the cause of death on the Vital Statistics death record.

Diagnosis codes used to identify strokes include ICD-9-CM codes 431, 434, 436 and ICD-10-CA codes
161, 163, 164. Transfers between hospitals were tracked and only hospital episodes were counted, not
individual separations, to avoid double-counting. The denominator includes all Manitoba residents
aged 40 and older as of December 31 of each year (2002-2006).

Key observations:
RHAs:
« Provincially, the stroke rate for Metis is higher than for all other Manitobans (3.6 vs. 2.9 per
1000). There is a strong gradient for all other Manitobans with stroke rate increasing with PMR
of the RHAs, but this is not evident for the Metis.

« Regions having significantly higher stroke rates for Metis compared to all others living in those
areas include: Assiniboine (4.7 vs. 2.8 per 1000), Brandon (5.3 vs. 2.0 per 1000—a very large
discrepancy), and Winnipeg (3.5 vs. 2.7 per 1000).

« Although not statistically higher than the provincial Metis stroke rate (3.6 per 1000), the three
RHAs of Assiniboine (4.7), Brandon (5.3), and Burntwood (5.8 per 1000) show a trend towards
high rates for the Metis.

« There is a significant difference in stroke rates between Metis and others in Rural South (3.6
vs. 2.8 per 1000), but similar rates in the Mid (3.4 vs. 3.6 per 1000) and the North (4.6 vs. 5.1 per
1000).

MMEF Regions:
o There s a steep gradient, with stroke rates increasing as PMR increases, for the MMF Regions.
Although not statistically significant, the lowest stroke rates are in Southeast and Interlake MMF
Regions (3.2 per 1000); and the highest rates are in Thompson MMF Region (5.3 per 1000). The
overall Metis rate is 3.6 per 1000.

Winnipeg Aggregated Areas®:

« InWinnipeg, Metis stroke rates are higher than those for all other Winnipeggers (3.5 vs. 2.7 per
1000). However, this is driven by the fact that the stroke rate of “all others” is lower than their
provincial average (2.9); whereas the Metis Winnipeg rate is similar to their provincial average
(3.6 per 1000).

> Note that due to relatively small numbers of events at the Winnipeg CA level, only aggregate area rates could be shown. The MCHP

suppression rule is that if a rate is based upon 1 to 5 events, the rate must be suppressed for that geographical area.
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o Metis stroke rates are higher than all others living in two aggregate Winnipeg areas—Winnipeg
Most Healthy (3.6 vs. 2.6 per 1000) and Winnipeg Least Healthy (3.9 vs. 2.9 per 1000). There is
no apparent gradient by PMR for Metis living in Winnipeg. However, there is a gradient for all
others with two of the three areas (Most Healthy at 2.6 per 1000, and Average Health at 2.5 per
1000) having lower stroke rates than the “other” provincial average at 2.9 per 1000.
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Figure 5.10.1: Figure 5.10.1: Stroke Rate by RHA, 2002/03-2006/07

Age- & sex-adjusted annual rate of death or hospitalization for stroke per 1,000 residents aged 40+ years
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Figure 5.10.2: Figure 5.10.2: Stroke Rate by Metis Region, 2002/03-2006/07

Age- & sex-adjusted annual rate of death or hospitalization for stroke, per 1,000 Metis residents aged 40+ years
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Figure 5.10.3: Figure 5.10.3: Stroke Rate by Winnipeg Aggregate Area, 2002/03-2006/07

Age- & sex-adjusted annual rate of death or hospitalization for stroke, per 1,000 residents aged 40+ years
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5.11 Findings from Literature Review
(compared to the results of this study—in italics)

Prevalence of diabetes and associated risk factors:

According to Hallett (2006), the 2001 Canadian Metis diabetes prevalence of 5.9% increased
from 5.5% since 1991. By comparison, the Canadian age-standardized rate was 2.3%. However,
in 2006, 7% of Metis reported having been diagnosed with diabetes, in comparison with a
national prevalence of 4% (Janz, Seto, & Turner, 2009). Metis men and women reported similar
prevalence of diabetes (Janz et al., 2009).

According to Bruce (2000a, 2000b), the crude diabetes prevalence among Western Canadian
Metis (6.1%) was twice the rate reported for the general Canadian population for the same
geographic region (3%) in the mid 1990s. The directly standardized diabetes prevalence of 9%
among the Metis was at least three times the diabetes rate among the general population.

As well, inter-provincial differences in diabetes prevalence were found between Aboriginal
groups. Diabetes prevalence among Manitoba and Saskatchewan Metis was significantly less
than their respective First Nations provincial populations, whereas the opposite was found in
Alberta. However, this last issue may be due to a sampling problem in the Alberta First Nations
populations.

A more recent rural Alberta screening project database found that despite higher prevalence
of pre-diabetes for Metis individuals, there was no difference in the prevalence of undiagnosed
diabetes between First Nations, Metis and Non-Aboriginals (Oster & Toth, 2009).

For Metis aged 65-74, 37% of males and 40% of females had a diagnosis of diabetes (Kliewer,
Mayer, & Wadja, 2002; Hallett, 2006; Bruce, 2000a, 2000b°). The young age structure of the
population indicates that the full extent of the situation will not be realized for several years.

It is estimated that undiagnosed diabetes constitutes about one-third of all cases of diabetes
(Young & Mustard 2001; Bruce, Kliewer, Young, Mayer, & Wadja, 2003). Ultimately, the only
solution to overcoming this is community-based screening (Bruce et al., 2003).

In the fall of 2006, Métis Nation British Columbia (MNBC) conducted their first provincial survey.
The survey was distributed to households through local MNBC affiliates and collected data
from those who self-identified as Métis. Diabetes was reported by 40.7% of those surveyed;
however, there are questions regarding the generalizeability of the methodology to yield a
population prevalence (“Pathways to Health’, 2009).

The MCHP First Nations report (Martens et al., 2002) found a four-fold prevalence of diabetes
comparing First Nations to all other Manitobans (189 vs. 45 per 1000) for 1996/97-1998/99.
Although not equivalent to the definition used in this Metis report (which reports amputation
rates of those with diabetes), the First Nations report found First Nations amputation rates
related to diabetes to be sixteen times higher than for all other Manitobans (3.1 vs. 0.19
amputations per thousand - this is the entire population, not the people with diabetes only).

6

It is important to note that a previous study (Bruce 2000a, 2000b) used a sample of Metis from the MMF Northwest Region. However,

in our current study, of all the MMF Regions used to link data and create a population-based cohort, Northwest Region had the lowest
percentage of linkable data and required further work on the membership databases to improve this linkage. Therefore, previous
prevalence estimates may have been affected by the potentially biased Metis linkage.

Manitoba Centre for Health Policy
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In our study, the overall Manitoba age- and sex—adjusted prevalence of diabetes was elevated for Metis
compared to all other Manitobans (11.8% vs. 8.8%; Relative Risk [RR] = 1.34). Areas showing the highest
diabetes prevalence for Metis include: Burntwood RHA (17.9%); Thompson MMF Region (18.0%); and in
Winnipeg, the Downtown CA (16.0%). In the logistic regression model controlling for such factors as age,
income, geographical area, and existing comorbidities, the Metis have an elevated odds of having diabetes
compared to the rest of the Manitoba population (aOR=1.29, 95% Cl 1.25-1.34, p<.001). Although the
prevalence of diabetes in the Metis population is elevated in Manitoba, this report did not find a doubling
or tripling effect as in other Metis studies previously, nor the four-fold effect of First Nations compared to all
other Manitobans. This may relate to the fact that there may be underlying undiagnosed diabetes or the rest
of the Manitoba population rate is much higher than in some other provinces or the Manitoba sample was
different than our population-based cohort approach. There is an elevated risk of lower limb amputation
for the Metis having diabetes compared to the rest of the population having diabetes (24.1 vs. 16.2 per
1000). However, this may be less of a gap when comparing the sixteen-fold difference within First Nations
populations in the Martens et al. (2002) study.

e Bruce et al. (2003) found that factors independently associated with a risk of diabetes were: sex,
age, BMI, and level of education. Diabetes prevalence was 1.6 times higher for Metis males and
2.0 times higher for Metis females compared to their provincial Manitoba counterparts. As age
increased, so did the risk of diabetes. Risk also increased with increasing BMI (with three—fold
increases for those having BMls of 30 or more). Those having less than Grade 9 education had
twice the diabetes rate than those with at least Grade 9 education.

« Among the Metis populations of Manitoba, Saskatchewan, and Alberta, the risk of diabetes
increased with age and was greater among females than males. (Bruce, 2000a, 2000b).
However, the prevalence of diabetes for rural Metis (7.1%) was not significantly different than
among urban Metis (5.7%).

e Metis with diabetes were more likely to have a diagnosis of arthritis or rheumatism,
emphysema and tuberculosis compared with Metis not having diabetes. Thus, the extent of
comorbidity among Western Canadian Metis is considerable (Bruce, 2000a, 2000b)

« Among the Metis populations of Manitoba, Saskatchewan, and Alberta there were no
significant relationships between diabetes and annual income and employment status. (Bruce,
2000a, 2000b). However, it may be incorrect to conclude that diabetes among these groups is
not associated with lower socioeconomic status because the distribution of the annual income
variable was very narrow. For example, half of the Metis reported an annual income of less than
$10,000, and only 6% reported greater than $40,000 annual income. As well, the data for this
study was from a relatively low income Metis area (Northwest Region).

« Individuals with diabetes are at increased risk for hypertension, cardiovascular disease,
peripheral vascular disease, stroke, nephropathy, and visual impairments (Harris, 1995; Barcelo,
1996; Bruce, 2000a, 2000b). After adjusting for age and sex, Metis with diabetes were almost
three times more likely to report having high blood pressure and heart disease and twice
as likely to report a sight impairment than Metis participants without diabetes. Métis with
diabetes were significantly more likely to report their health status as poor, to have limitations
in their daily activities, and to report comorbidities compared to those without diabetes. (Bruce
et al., 2003)
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In our study, a logistic regression yielding the probability of having diabetes and only including the Metis
gave results similar to those in the literature (see Table 5.4.1 for the logistic regression model). Age and
physical comorbidities are associated strongly. The risk of having diabetes was elevated by age but plateaus
at older age groups (aOR=1.66, 95% Cl 1.49-1.86; also a quadratic effect of age-squared, aOR=0.99 meaning
it plateaus) and by the presence of physical comorbidities (aOR=1.65, 95%Cl 1.55-1.76).

The effect of gender is specific to the logistic regression—in the modeling with all Manitobans, males were at
a higher risk of diabetes than females (aOR=1.14, 95% CI 1.12-1.16). However, in the model only including
Metis, there was no statistically significant difference in the risk of diabetes between males and females
(aOR=1.00, 95% Cl 0.94-1.07, NS). This corresponds with the finding of Janz et al. (2009), but is contradictory
to the finding of Bruce where females had a higher prevalence (2000a, 2000b).

In contrast to Bruce (2000a, 2000b), the average household income of the neighbourhood (aOR=0.875, 95%
C10.86-0.89 for each $10,000 increase) was a significant effect in the logistic regression for Metis only. Also in
contrast to Bruce et al. (2003) where geographical area did not show variation, our study found that all of the
southern and mid-province MMF Regions had lower risk of diabetes (including the urban area of Winnipeg
MMF Region, aOR=0.92, 95% Cl 0.87-0.97), but the two northern MMF Regions (The Pas aOR 1.22, 95%Cl
1.11-1.33; Thompson aOr 1.66, 95% Cl 1.49-1.86) both had elevated risk. This may be due to sample size,
since Bruce’s conclusions were based upon a survey, and the prevalence in the survey showed a trend towards
higher rural diabetes prevalence compared to urban (7.1% vs. 5.7%, NS).

Prevalence of chronic conditions other than diabetes:

o The six most prevalent chronic conditions for the Métis population of Canada were: arthritis or
rheumatism, high blood pressure, asthma, stomach problems or intestinal ulcers, diabetes, and
heart problems (O’'Donnell & Tait, 2003). In 1991, arthritis was the most common Metis health
problem with 40% self-reporting the disease; other illnesses were reported at 27% for high
blood pressure, 25% for bronchitis, 16% for heart problems, 16% for asthma, 13% for diabetes,
13% for emphysema, and 6% for tuberculosis (Normand 1996).

e In 2006 (Janz et al., 2009), just over half (54%) of all Metis aged 15 and over reported that they
had been diagnosed with a chronic condition, about the same as in 2001. Of these, about 25%
reported one condition, whereas 28% had two or more chronic conditions. The most commonly
reported chronic health conditions among Metis aged 15 and over in 2006 were arthritis and/
or rheumatism (21%), high blood pressure (16%), asthma (14%), and stomach problems or
intestinal ulcers’ (12%); all are similar to the percentages reported in 2001. These rates were
higher than those reported in the total population of Canada after age standardizing®. For
example, almost double the percentage of Métis reported asthma (14%) and diabetes (7%) as
compared with the total population (8% and 4% respectively).

7 Total population of Canada comparisons could be made with arthritis/rheumatism, high blood pressure, and asthma but were not
available for “stomach problems or intestinal ulcers.”

® Age standardizing is a technique used to make percentages for the Métis population, which is young, comparable to those for the total
population of Canada, which is relatively older. It is important to consider the different age structures of these two populations when
analyzing and interpreting Aboriginal Peoples Survey data. Figures have been standardized to the Métis age structure.
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« In 2006, Métis women were more likely (57%) than men (50%) to indicate they had at least one
chronic condition. They were also more likely to report two or more chronic conditions (31%)
relative to men (24%). The chronic conditions that were reported more often by Métis women
than men were arthritis and/or rheumatism (24% versus 18%), asthma (17% versus 11%), and
bronchitis (8% versus 5%). Métis women and men reported similar rates of high blood pressure,
ulcers, diabetes, and heart problems. (Janz et al., 2009)

« Parents or guardians reported that the most common chronic health conditions among Métis
children aged 6 to 14 were allergies (19%), asthma (15%), and ear infections or ear problems
(9%)°. Older Métis children (aged 11 to 14) were more likely to have allergies, while younger
children (6 to 10) were more likely to have chronic ear infections. In 2006, parents reported
that 21% of older children had allergies, compared with 18% of young children; while 11% of
young children had chronic ear infections, compared with 7% of older children. A smaller share
of Métis girls (12%) had asthma relative to boys (18%). Asthma was, however, more prevalent
among Métis children living in urban (16%) than rural (12%) areas. (Janz et al., 2009)

In our study, the age— and sex—adjusted prevalence of various chronic diseases in the Metis population
compared to all other Manitobans, from most to least common, were: hypertension (27.9% vs. 24.8%,
RR=1.13); arthritis (24.2% vs. 19.9%, RR=1.22); total respiratory morbidity (13.6% vs. 10.6%, RR=1.28);
ischemic heart disease (12.2% vs. 8.7%, RR=1.40); diabetes (11.8% vs. 8.8%, RR=1.34); osteoporosis (12.2% vs.
12.3%, RR=0.99), AMI (5.4 vs. 4.3 per 1000, RR=1.26), and stroke (3.6 vs. 2.9 per 1000, RR=1.24).

In many ways, these results are similar to other recent studies—O’Donnell and Tait (2003) found arthritis/
rheumatism, high blood pressure, and asthma to be the top three conditions; and Janz et al. (2009) found
similar results in 2006 with arthritis/rheumatism at 21%, high blood pressure at 16%, and asthma at 14%.
However, our study’s hypertension rates are much higher than those reported in the literature, whereas the
arthritis rates are similar.

The literature also reports often double the prevalence of conditions for the Metis compared to the overall
Canadian population. However, our results do not show this doubling effect—the effects range from 13%
higher for hypertension to 40% higher for ischemic heart disease. That being said, the prevalence is elevated
for the Metis in most of the chronic conditions, with the exception of osteoporosis being slightly lower (1%
lower).

Arthritis/Rheumatism:

e The most commonly reported chronic health conditions among Métis aged 15 and over in 2006
was arthritis or rheumatism (219%), similar to the percentages reported in 2001 but higher than
the 13% reported in the total population of Canada. Métis women were more likely than men
to have arthritis or rheumatism (24% versus 18%) (Janz et al., 2009).

e In2000-01, 19.5% Metis vs. 19.1% of other Canadian adults were diagnosed with arthritis
(Reading & Wien, 2009)

o Arthritis was the most commonly reported chronic condition for the Métis people completing
the 2006 Metis Nation British Columbia survey, with over 54 percent of households surveyed
having at least one person in their household with the condition. (“Pathways to Health", 2009).

° Comparable data were not available for the total population of Canada.
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In our study, 24.2% of the Metis population aged 19+ had a diagnosis of arthritis/rheumatism. This is similar
to the 19-21% reported in the literature (Janz et al., 2009; Reading & Wien, 2009). It was the second most
common condition in our study, just slightly lower than hypertension.

High blood pressure:
« High blood pressure was the second most common condition; it was reported by 16% of Métis

and 12% of the total population, with Metis females and males reporting similar rates (Janz et
al., 2009).

e Inthe MCHP First Nations report (Martens et al., 2002), hypertension prevalence was statistically
significantly higher for First Nations compared to all other Manitobans (22.1% versus 20.2%) for

the years 1996/97-1998/99.

In our study, prevalence of hypertension was much higher than that reported in the literature—at 27.9% of
the Metis population of Manitoba aged 19+ (and 24.8% of all other Manitobans). These results are almost
double those reported by Janz et al. (2009) based on self-report.

Heart disease:
o In the fall of 2006, Métis Nation British Columbia (MNBC) conducted their first provincial survey.

The survey was distributed to households through local MNBC affiliates and collected data
from those who self-identified as Métis. Heart disease was reported by 32.5% of the population
(“Pathways to Health”, 2009).

In our study, prevalence of various “heart disease” conditions were analyzed separately—hypertension
(27.9%), ischemic heart disease (12.2%), and AMI (5.4 per 1000). If one were to combine all three, knowing
that these are presumably often comorbid conditions, it is not surprising that about one-third of Metis in BC
reported some sort of heart disease.
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Chapter 6: Prevalence of Mental lliness

The indicators used for prevalence of mental illness (aged 10+) were derived from the MCHP report

on mental illness (Martens et al., 2005). Note that there may be diagnostic “shift” between some of the
indicators, depending upon who is diagnosing the condition. Thus, the working group for the 2005
mental illness report decided that a combined prevalence, called “cumulative mental illness’, was
desirable to ensure that diagnostic shift was taken into account. This cumulative indicator includes
anyone having at least one diagnosis of five mental illnesses—depression, anxiety, substance abuse,
schizophrenia, and personality disorders. In this chapter, we not only give the prevalence of this
cumulative mental illness indicator, but also each of the components of it separately. As well, dementia
prevalence is given—a key indicator for the older adult population.

Indicators in this chapter:
¢ Cumulative Mental lliness

e Depression

* Anxiety

e Substance Abuse

e Schizophrenia

« Personality Disorders

¢ Dementia

Overall Key Findings:
« Ingeneral, the age- and sex-adjusted prevalence of mental illness conditions is similar or

higher in the Metis population compared to all other Manitobans. Cumulative mental illness,
depression and schizophrenia prevalence is similar between Metis and others (see Table 6.0
for prevalence of each condition). The prevalence of anxiety disorders is 18% higher (9.4%
vs. 8.0%) for Metis compared to all other Manitobans, the prevalence of substance abuse is
47% higher (7.2% vs. 4.9%), and the prevalence of personality disorders is 19% higher (1.08%
vs.0.91%). Depression has the highest prevalence as a diagnosis, statistically similar in both
groups at 22.0% of Metis and 20.4% of all other Manitobans

o The age- and sex-adjusted prevalence of cumulative mental illness disorders (one or more
of depression, anxiety disorders, substance abuse, personality disorders, and schizophrenia)
is similar in the Metis compared to all other Manitobans (28.4% vs. 25.9%, NS). However,
9 of the 11 RHAs show a statistically significantly higher prevalence of cumulative mental
iliness disorders for the Metis compared to all other area residents. As well, after adjusting for
differences in income and physical comorbidity (i.e., in the logistic regression model), Metis
have 1.32 times the likelihood of being diagnosed with one or more of the cumulative mental
ilinesses.
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Many of the southern regions, whether they be RHAs, MMF Regions, or the aggregate Rural
South, have lower prevalence of mental illness conditions for the Metis compared to the Metis
provincial average. Notable regions having at least three conditions with statistically lower
prevalence are: South Eastman RHA, Interlake RHA, Rural South aggregate area, Southeast MMF
Region, and Interlake MMF Region.

The two urban areas of Winnipeg and Brandon show high prevalence of mental iliness
conditions for the Metis compared to the Metis provincial average. This may be migration, since
people may move to access the services given in these two major urban centres of Manitoba.
Notable regions having at least three conditions with statistically higher prevalence include:
Brandon RHA; and the two Winnipeg CAs of Downtown, and Point Douglas.

Using crude prevalence, 30.2% of Metis and 25.7% of all other Manitobans had one or more
of the following diagnoses in a five-year period—depression, anxiety, substance abuse,
schizophrenia, personality disorders, and/or dementia. As well, 10.6% of Metis and 8.2% of all
other Manitobans had comorbid mental iliness conditions; the most common are depression/
anxiety disorders (5.4% Metis, 4.0% others), depression/substance abuse (1.7% Metis, 1.1%
others), and depression/anxiety disorders/substance abuse (1.3% Metis, 0.6% others).
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Table 6.0: Overall Key Findings of Mental lliness Indicators

Indicator (age of
inclusion for this
indicator)

Note: all of these
are five—year
period
prevalence

Provincial difference
between Metis and all
others (age- and sex-
adjusted unless
otherwise stated), with
RR (relative rate).

Statistically “better off”
regions for Metis compared
to Metis provincial average

Statistically “worse
off” regions for Metis
compared to Metis
provincial average

Cumulative
Mental Iliness

28.4% vs. 25.9%;
RR=1.10, NS

Interlake MMF Region

[in the logistic regression for
Metis only: Southeast,
Interlake and Northwest
MMF Regions]

Brandon RHA,
Downtown CA, Point
Douglas CA

[in the logistic
regression for Metis
only: Winnipeg MMF
Region, Southwest
MMF Region]

cumulative mental i

The five separate components of “cumulative mental illness” [Note: this will add up to greater than the
lIness prevalence due to the degree of co—existing condition

s.]

Depression

22.0% vs. 20.4%,;
RR=1.08, NS

Burntwood RHA, North
aggregate area, Thompson
MMF Region

Brandon RHA, River
Heights CA, Downtown
CA, Point Douglas CA

Anxiety Disorders

9.4% vs. 8.0%;
RR=1.18

Central RHA, Interlake RHA,
North Eastman RHA, Rural
South aggregate area,
Interlake MMF Region,
Thompson MMF Region

Brandon RHA, The Pas
MMF Region,
Transcona CA,
Downtown CA

Substance Abuse

7.2% vs. 4.9%:;
RR=1.47

South Eastman RHA, Central
RHA, Interlake RHA, Rural
South aggregate area, Mid
aggregate area, Southeast
MMF Region, Interlake MMF
Region, St. Vital CA

Churchill RHA,
Burntwood RHA, North
aggregate area,
Thompson MMF
Region, Downtown CA,
Point Douglas CA

Schizophrenia

1.07% vs. 1.14%:;
RR=0.94, NS

South Eastman RHA, Rural
South aggregate area,

River Heights CA,
Downtown CA, Point

RR=1.17

Southeast MMF Region Douglas CA
Personality 1.08% vs. 0.91%; South Eastman RHA; Winnipeg RHA,
Disorders RR=1.19 Interlake RHA; North Winnipeg MMF Region,
Eastman RHA; the aggregate | River Heights CA,
areas of Rural South, Mid, Downtown CA, Point
and North; Southeast MMF Douglas CA
Region; Interlake MMF
Region
Dementia 12.4% vs. 10.6%; All regions similar to the All regions similar to the

overall provincial Metis
prevalence

overall provincial Metis

prevalence

NS means Not Statistically significantly different between Metis and all others

Source: MCHP/MMF, 2010

Manitoba Centre for Health Policy

153



Chapter 6: Prevalence of Mental lliness

6.1 Cumulative Mental llIness

Cumulative mental illness disorders include residents who received treatment for one or more of the
five following mental ilinesses: depression, anxiety disorders, substance abuse, personality disorder, and
schizophrenia. See the specific diagnoses for details regarding definitions used.

The age- and sex-adjusted prevalence of cumulative mental illness disorders was measured for
residents aged 10 and older in fiscal years 2002/03-2006/07. Crude prevalence is available in the
appendix. Residents were considered to have a cumulative mental illness disorder if they met the
definition for any of the five mental ilinesses above. The denominator includes all Manitoba residents
aged 10 and older in the five-year time period who were continuously registered with Manitoba Health
for at least one year in the five-year time period.

Key observations
RHAs:
« Provincially, Metis had a similar five—year period prevalence (i.e., not statistically significantly
different) of cumulative mental illness than all other Manitobans (28.4% vs. 25.9%, NS).

o Thereis very little evidence of a gradient in cumulative mental iliness prevalence by PMR for
either the Metis or all other Manitobans. There may be a small gradient by aggregate area for
Metis. Prevalence increases from Rural South (24.7%) to Mid (25.1%) to North (27.7%).

o For Metis and for all other residents, the highest prevalence of cumulative mental illness is in
the two urban centres of Winnipeg (32.7% Metis, 27.5% others) and Brandon (36.1% Metis,
28.6% others). This may, in part, be due to migration for mental health services both in the
past and in the present, or may be due to diagnostic screening by physicians, or may be a truly
increased prevalence.

«  Within the majority of RHAs, Metis had a higher prevalence of cumulative mental illness than
the other residents of that RHA, with the exceptions of South Eastman, Central, Interlake, and
Churchill.

« Metis living in Brandon (36.1%) had a significantly higher prevalence of cumulative mental
illness than the Metis provincial average.

MMF Regions:
o There is no apparent gradient of cumulative mental iliness prevalence with PMR for the MMF
Regions.

« Interlake MMF Region (23.3%) had a significantly lower cumulative mental iliness prevalence
compared to the Metis provincial average (28.4%). Although the Winnipeg MMF Region
prevalence (32.4%) appears to be higher than the Metis provincial average, this was not
statistically significantly different.

Winnipeg CAs:
« InWinnipeg, Metis had a significantly higher prevalence of cumulative mental illnesses than all
other Winnipeggers (32.7% vs. 27.5%).

e The trend to higher prevalence for Metis is seen in every CA of Winnipeg, and all are statistically
significantly higher except for St. Boniface, St. Vital, Transcona, and St. James.
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o Thereis an extremely high prevalence of cumulative mental illness for Metis living in
Downtown (41.9%) and Point Douglas (38.8%). This is also statistically significantly higher than
the prevalence for all other residents of Downtown (30.1%) and Point Douglas (30.3%). These
two Winnipeg CAs had the highest area prevalence in the province for Metis.

Logistic Regression for the risk of having a diagnosis of cumulative mental iliness (controlling for
income, sex, geographic area, age, and physical comorbidities—see Table 6.1.1):
« After controlling for the above factors, the Metis have a statistically significantly higher
likelihood of having a cumulative mental illness compared to other Manitobans (aOR=1.32,
95% Cl 1.29-1.35).

«  Within the Metis population only, after controlling for age, sex, income and physical
comorbidity:

« Three geographical MMF Regions have a statistically lower likelihood of cumulative mental
iliness: Southeast, Interlake, and Northwest.

« Two geographical regions have a statistically higher likelihood of cumulative mental
illness: Winnipeg MMF Region (aOR=1.35, 95% Cl 1.31-1.40) and Southwest MMF Region
(@OR=1.06,95% CI 1.01-1.11).

+ As age increases, so does the risk of cumulative mental illness (however, this plateaus)

« As average household income of the area of residence increases, the risk of cumulative
mental illness decreases (for every $10,000 increase, aOR=0.93, 95% Cl 0.92-0.94)

« Males had a much lower risk of cumulative mental illness compared to females (aOR=0.47,
95% Cl 0.46-0.49). [Note: this was also true in the logistic regression involving all
Manitobans.]

« There is a strong relationship between physical comorbidity and increased risk of
cumulative mental illness (aOR=1.73, 95% Cl 1.66-1.80).
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Figure 6.1.1: Prevalence of Cumulative Mental lliness Disorders by RHA, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for residents aged 10+
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Figure 6.1.2: Prevalence of Cumulative Mental lliness Disorders by Metis Region, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for Metis residents aged 10+
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Figure 6.1.3: Prevalence of Cumulative Mental lliness Disorders
by Winnipeg Community Area, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for residents aged 10+
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Table 6.1.1:

Logistic Regression Modeling of Cumulative Mental lliness’

Probability of Cumulative Mental lliness by Aggregate Region, 2002/03-2006/07,
All Manitobans aged 10+

Covariates Adjusted Odds Ratio p-
(95% Confidence Limits) | value

Metis (vs. All Others) 1.324 (1.299, 1.350) <0.001
Aggregate Regions (ref = Manitoba)

South 0.813 (0.804, 0.822) <0.001

Mid 0.871 (0.861, 0.882) <0.001

North 0.972 (0.955, 0.988) 0.0007

Brandon 1.248 (1.226, 1.271) <0.001

Winnipeg 1.164 (1.154, 1.174) <0.001
Age, linear 1.060 (1.059, 1.061) <0.001
Age, quadratic 0.999 (0.999, 0.999) <0.001
Males (vs. Females) 0.537 (0.532, 0.542) <0.001
Average Household Income of Neighbourhood (per
$10,000) 0.949 (0.947, 0.951) <0.001
Major Physical lliness ADGs 1.831 (1.811, 1.850) <0.001
Bold = statistically significant results

Probability of Cumulative Mental lliness by Metis Region, 2002/03-2006/07,
only Metis aged 10+
Covariates Adjusted Odds Ratio p-
(95% Confidence Limits) | value

Manitoba Metis Federation Regions (ref = Manitoba)

Southeast Region 0.929 (0.884, 0.976) 0.0034

Interlake Region 0.870 (0.825, 0.917) 0.0000

Northwest Region 0.899 (0.835, 0.967) 0.0042

Winnipeg Region 1.354 (1.310, 1.399) 0.0000

Southwest Region 1.058 (1.006, 1.114) 0.0284

The Pas Region 0.994 (0.937, 1.054) 0.8325

Thompson Region 0.968 (0.899, 1.042) 0.3861
Age, linear 1.087 (1.082, 1.092) <0.001
Age, quadratic 0.999 (0.999, 0.999) <0.001
Males (vs. Females) 0.473 (0.455, 0.491) <0.001
Average Household Income of Neighbourhood (per
$10,000) 0.930 (0.920, 0.941) <0.001
Major Physical lliness ADGs 1.728 (1.657, 1.801) <0.001

Bold = statistically significant results Source: MCHP/MMF, 2010
lMany of the regression models include a quadratic age term, which means that the model fit was improved through the use of both the age term and an age-squared
term. The way in which this can be interpreted is that the likelihood increases with age (since the aOR of the age term is greater than 1 and statistically significant),
but that this effect levels off at higher ages (since the aOR of the quadratic age-squared term is less than 1, and statistically significant).
Note: ADGs refers to Aggregated Diagnostic Groups, a measure of comorbidity (co-existing conditions) that can be grouped into either co-existing mental illnesses
or major physical illnesses. See the Glossary for further explanation.
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6.2 Depression

Depression is a mood disorder characterized by feelings of sadness, anger, frustration, and a lack of
interest in activities that persist to the point that they interfere with daily life for an extended period of

time.

The age- and sex-adjusted prevalence of depression was measured for residents aged 10 and older
in fiscal years 2002/03-2006/07. The crude prevalence is available in the appendix. Residents were
considered to have depression if they met one of the following conditions:

one or more hospitalizations with a diagnosis for depressive disorder, affective psychoses,
neurotic depression or adjustment reaction: ICD-9-CM codes 296.2-296.8, 300.4, 309 or 311;
ICD-10-CA codes F31, F32, F33, F341, F38.0, F38.1, F41.2, F43.1, F43.2, F43.8, F53.0, F93.0

one or more physician visits with a diagnosis for depressive disorder, affective psychoses or
adjustment reaction: ICD-9-CM codes 296, 309 or 311

one or more hospitalizations with a diagnosis for anxiety disorders: ICD-9-CM code 300;
ICD-10-CA codes F32.0, F34.1, F40, F41, F42, F44, F45.0, F451, F452, F48, F68.0, or F99 AND one
or more prescriptions for an antidepressant or mood stabilizer: ATC codes NO3AB02, NO3AB52,
NO3AF01, NOSANO1, NO6A

one or more physician visits with a diagnosis for anxiety disorders: ICD-9-CM code 300 AND
one or more prescriptions for an antidepressant or mood stabilizer: ATC codes NO3AB02,
NO3AB52, NO3AF01, NO5ANO1, NO6A

The denominator includes all Manitoba residents aged 10 and older in the five-year time period who
were continuously registered with Manitoba Health for at least one year in the five-year time period.

Key observations:

RHAs:

Provincially, Metis have a similar prevalence of depression compared to all other Manitobans
(22.0% vs. 20.4%). There is very little evidence of a gradient by PMR.

There is a higher prevalence of depression for Metis, compared to all other RHA residents in
Assiniboine, Brandon, Winnipeg, North Eastman, Parkland, Nor-Man, and Burntwood RHAs. All
other RHAs show a similar trend, but these are not statistically significant differences.

There is a higher prevalence of depression for Metis in the urban RHA of Brandon (28.9%)
compared to the Metis provincial average. The prevalence for all others is 22.9%, which is
similar to their corresponding provincial average.

The northern RHA of Burntwood (Metis 17.3%, others 13.8%), as well as the aggregate area

of the North (Metis 17.5%, others 14.1%) have significantly lower prevalence of depression
compared to the provincial averages. Caution must be exerted—this may be a diagnostic shift,
since we see similar cumulative mental illness prevalence in the North compared to other
regions of the province. At the same time, as will be later shown, other mental illnesses may be
contributing more to the cumulative mental iliness in these northern RHAs.

The only RHA where the prevalence of depression for Metis is lower than the provincial Metis
average of 22.0% is Burntwood, at 17.3%.
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MMF Regions:
e Thompson MMF Region (16.9%) has a lower prevalence, compared to the Metis provincial
average (22.0%). However, this may be due to underdiagnosis, so caution needs to be exerted
when interpreting this result.

Winnipeg CAs:
« InWinnipeg, Metis have a significantly higher prevalence of depression compared to all other
Winnipeggers (25.5% vs. 21.7%).

e Metis prevalence of depression is consistently higher than for all others in every CA in
Winnipeg, but this is not significant in Transcona and St. James.

« For the Metis, prevalence of depression is particularly high in the CAs of River Heights (27.6%),
Downtown (31.1%) and Point Douglas (29.2%) when compared to the Metis provincial average
(22.0%).

e The Metis prevalence of depression in the inner city of Winnipeg (Downtown at 31.1%, and
Point Douglas at 29.2%) is particularly of concern. This is also much higher than for other
residents of those same areas — Downtown 21.8%, Point Douglas at 22.7%).
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Figure 6.2.1: Prevalence of Depression by RHA, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for residents aged 10+
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Figure 6.2.2: Prevalence of Depression by Metis Region, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for Metis residents aged 10+
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Figure 6.2.3:

Prevalence of Depression by Winnipeg Community Area, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for residents aged 10+
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Anxiety

Anxiety disorders can include excessive feelings of apprehension or fear.

The age- and sex-adjusted prevalence of anxiety disorders was measured for residents aged 10 and
older in fiscal years 2002/03-2006/07. Crude prevalence is available in the appendix. Residents were
considered to have an anxiety disorder if they met one of the following conditions:
« one or more hospitalizations with a diagnosis for anxiety states, phobic disorders or obsessive—
compulsive disorders: ICD-9-CM codes 300.0, 300.2, 300.3; ICD-10-CA codes F40, F41.0, F41.1,
F41.3,F41.8,F41.9,F42

« three or more physician visits with a diagnosis for anxiety disorders: ICD-9-CM code 300

The denominator includes all Manitoba residents aged 10 and older in the five year time period who
were continuously registered with Manitoba Health for at least one year in the five-year time period.

Key observations:

RHAs:
« Provincially, the Metis have a higher prevalence of anxiety disorders compared to all other
Manitobans (9.4% vs. 8.0%). At the individual RHA level, there is no evidence of a gradient by
PMR. However, at the aggregate area level, it appears as if the Metis prevalence increases from
Rural South to Mid to North, whereas the prevalence for all others does not show this pattern.

« Inevery RHA of the province, the Metis prevalence of anxiety disorder is statistically higher than
that of all other RHA residents (with the exception of Churchill, Central, and Interlake, but these
shows the same trend).

« Brandon RHA has a higher prevalence of anxiety disorders for both Metis (14.6%) and for all
others (9.8%), compared to their provincial averages (Metis provincial average of 9.4%, other
at 8.0%). NOR-MAN RHA also has an elevated prevalence of anxiety disorders for the Metis
(11.6%).

« RHAs with lower prevalence of anxiety disorders for the Metis, compared to their provincial
average of 9.4%, include: Central (6.9%), Interlake (6.3%), and North Eastman (7.0%).

MMEF Regions:
o There is no obvious gradient in the prevalence of anxiety disorders by PMR for the MMF
Regions.

« Two MMF Regions show lower prevalence of anxiety disorders for Metis, compared to their
provincial average of 9.2%—Interlake (6.4%), and Thompson (7.1%); whereas The Pas MMF
Region (12.4%) is higher.

Winnipeg CAs:
» Metis in Winnipeg have a higher prevalence of anxiety disorders compared to all other
Winnipeggers (11.0% vs. 8.0%), but there is no apparent gradient by PMR within Winnipeg.

« Many Winnipeg CAs show the same pattern, with Metis prevalence of anxiety disorders
being statistically higher than others living in the same area. The six exceptions—Fort Garry,
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Assiniboine South, St. Boniface, St. Vital, Transcona, and Seven Oaks—show trends towards the
same direction, although these are not statistically significant.

« The Winnipeg CA with very high prevalence of anxiety disorders for both Metis and others
living in that area, compared with their corresponding provincial averages, is: Transcona (13.9%
Metis, 12.0% others).
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Figure 6.3.1: Prevalence of Anxiety Disorders by RHA, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for residents aged 10+
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Figure 6.3.2: Prevalence of Anxiety Disorders by Metis Region, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for Metis residents aged 10+
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Figure 6.3.3: Prevalence of Anxiety Disorders by Winnipeg Community Area, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for residents aged 10+

Fort Garry mmmmn Metis

mmmm All Other Manitobans
----- MB Avg Metis
----- MB Avg All Other Manitobans

Assiniboine South

|

St. Boniface

St. Vital

Transcona (m,0)

I

River Heights (d)

River East (d)

Seven Oaks

|

St. James -Assiniboia (d)

Inkster (d)

|

Downtown (m,d)

Point Douglas (d)

|

Winnipeg (d)

Manitoba (d)

0% 2% 4% 6% 8% 10% 12% 14% 16% 18% 20%

'm' indicates the area's rate for Metis was statistically different from Manitoba average for Metis
‘o' indicates the area's rate for all other Manitobans was statistically different from Manitoba average for all other Manitobans
'd' indicates the difference between the two groups' rates was statistically significant for this area
's' indicates data suppressed due to small numbers
Source: MCHP/MMF, 2010

166 | University of Manitoba



6.4

Profile of Metis Health Status and Healthcare Utilization in Manitoba: A Population-Based Study

Substance Abuse

Substance abuse is the excessive use of and reliance on a drug, alcohol, or other chemical that leads to
severe negative effects on the individual’s health and well-being or to the welfare of others.

The age- and sex-adjusted prevalence of substance abuse was measured for residents aged 10 and
older in fiscal years 2002/03-2006/07. Crude prevalence is given in the appendix. Residents were
considered to abuse substances if they met one of the following conditions:
« one or more hospitalizations with a diagnosis for alcoholic or drug psychoses, alcohol or drug
dependence, or nondependent abuse of drugs: ICD-9-CM codes 291, 292, 303, 304 or 305;
ICD-10-CA codes F10-F19, F55

« one or more physician visits with a diagnosis for alcoholic or drug psychoses, alcohol or drug
dependence, or nondependent abuse of drugs (ICD-9-CM codes as above)

The denominator includes all Manitoba residents aged 10 and older in the five-year time period who
were continuously registered with Manitoba Health for at least one year in the five-year time period.

Key observations:

RHAs:
« Provincially, Metis prevalence of substance abuse was statistically significantly higher than
all other Manitobans (7.2% vs. 4.9%). There appears to be somewhat of a gradient between
substance abuse and PMR, with the least healthy RHAs having the highest prevalence of
substance abuse. However, the urban areas of Brandon and Winnipeg show higher prevalence
than one would expect in the gradient. This may be a mobility effect, where people may be
migrating for treatment.

« The provincial difference in prevalence of substance abuse, with Metis prevalence being higher
than all others, is observable in the following RHAs: Central, Assiniboine, Brandon, Winnipeg,
Interlake, and Parkland.

« Inthe aggregate areas, the Rural South has lower prevalence of substance abuse, compared to
their provincial average for both Metis (5.1% vs. 7.2% provincially) and all others (3.8% vs. 4.9%
provincially). In the Mid aggregate area, the prevalence of substance abuse for Metis is lower
than the Metis provincial average (5.6% vs. 7.2%), whereas the prevalence for all others living
in that area is similar to their provincial average (4.2% vs. 4.9% provincially). In the North, both
groups have significantly higher prevalence (Metis 10.9%, others 10.4%). It isimportant to note
that in the North, the comparative population is largely First Nations, so the Metis and this “all
other” population have similar and very high prevalence of substance abuse (affecting 1 in 10).

« Three RHAs have significantly lower prevalence of substance abuse for Metis compared to
their provincial average of 7.2%—South Eastman (4.2%), Central (5.2%), and Interlake (4.8%).
Two RHAs have significantly higher prevalence of substance abuse for Metis compared to
their provincial average—Churchill (14.1%), and Burntwood (12.9%). The remaining RHAs
(Assiniboine, Brandon, Winnipeg, North Eastman, Parkland, and NOR-MAN) have similar
prevalence of substance abuse for Metis compared to their provincial average.
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MMF Regions:

There appears to be a gradient in prevalence of substance abuse with PMR in the MMF Regions,
with the least healthy region showing the highest prevalence.

Compared to the provincial average for Metis (7.2%), two MMF Regions have lower prevalence
of substance abuse (Southeast and Interlake, both at 4.8%) and Thompson MMF Region is
substantially higher at 13.2%.

Winnipeg CAs:

Metis prevalence of substance abuse in Winnipeg is higher than the prevalence of all other
Winnipeg residents (8.1% vs. 4.8%). This gap persists in every CA of Winnipeg.

There appears to be a gradient of the prevalence of substance abuse and the PMR of the CAs,
with the least healthy CAs having the highest prevalence.

In the CA of St. Vital, both Metis (5.1%, provincially 7.2%) and others (3.7%, provincially 4.9%)
have lower prevalence of substance abuse compared to their corresponding provincial
averages.

Both Metis and all other residents of Downtown (14.5% Metis, 8.0% others) and Point Douglas
(12.8% Metis, 8.7% others) have statistically significantly higher prevalence of substance abuse
compared to their provincial counterparts. These two Winnipeg CAs are of concern for the
Metis, given the extremely high prevalence of substance abuse. Other geographic areas having
extremely high Metis prevalence of substance abuse are Churchill RHA (14.1%), Burntwood
RHA (12.9%), and Thompson MMF Region (13.2%).
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Figure 6.4.1: Prevalence of Substance Abuse by RHA, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for residents aged 10+
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Figure 6.4.2: Prevalence of Substance Abuse by Metis Region, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for Metis residents aged 10+
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Figure 6.4.3:

Prevalence of Substance Abuse by Winnipeg Community Area, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for residents aged 10+
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6.5 Schizophrenia

Schizophrenia is a long-term mental illness that affects how a person thinks, feels and acts. Symptoms

of the illness include auditory hallucinations, delusions, difficulty in expressing emotions, or

disorganized speech and thought.

The age- and sex-adjusted prevalence of schizophrenia was measured for residents aged 10 and older
in fiscal years 2002/03-2006/07. Crude prevalence is given in the appendix. Residents were considered
to have schizophrenia if they met one of the following conditions:

one or more hospitalizations with a diagnosis for schizophrenia: ICD-9-CM code 295; ICD-10-
CA codes F20, F21, F23.2, F25

one or more physician visits with a diagnosis for schizophrenia: ICD-9-CM code 295

The denominator includes all Manitoba residents aged 10 and older in the five-year time period who
were continuously registered with Manitoba Health for at least one year in the five-year time period.

Key observations:

RHAs:

Provincially, the prevalence of schizophrenia is similar for both Metis and all other Manitobans
(1.07% Metis vs 1.14% others). Although there is no obvious pattern by RHA, there appears

to be a gradient, with prevalence of schizophrenia increasing from Rural South (0.60% Metis,
0.69% others) to Mid (0.94% Metis, 0.85% others) to North (1.02% Metis, 1.06% others). None of
these show a statistically significant gap in prevalence between Metis and all others.

By RHA, the prevalence of schizophrenia for Metis and all others is lower in South Eastman
(0.40% Metis, 0.80% others).

Although not statistically significant, there is a trend towards higher prevalence of
schizophrenia in the two urban centres of Winnipeg (Metis 1.37%, others 1.34%) and Brandon
(Metis 1.54%, others 1.19%) and the RHA of Parkland (Metis 1.43%, others 1.27%), when
compared to the provincial average. The urban prevalence may be influenced by availability to
treatment.

MMF Regions:

Only Southeast MMF Region (0.54%) shows a significant difference (i.e., lower) in prevalence of
schizophrenia compared to the Metis provincial average of 1.07%.

No gradient is apparent in the MMF Regions between prevalence of schizophrenia and PMR.

Winnipeg CAs:

In Winnipeg, there is no significant difference in the prevalence of schizophrenia between Metis
and all other Winnipeg residents (1.37% vs. 1.34%). There appears to be somewhat of a gradient
with River Heights being a notable exception with higher prevalence than expected.

Metis living in the Downtown (3.5%) and Point Douglas CAs (2.0%) both show higher
prevalence of schizophrenia compared to the Metis provincial average of 1.07%.
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e Intwo CAs, both Metis and others have a significantly higher prevalence of schizophrenia
compared to their provincial averages — Downtown (3.5% Metis, 3.0% others) and Point
Douglas (2.0% Metis, 2.1% others).
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Figure 6.5.1: Prevalence of Schizophrenia by RHA, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for residents aged 10+
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Figure 6.5.2: Prevalence of Schizophrenia by Metis Region, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for Metis residents aged 10+
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Figure 6.5.3:

Prevalence of Schizophrenia by Winnipeg Community Area, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for residents aged 10+
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Personality Disorders

Personality disorders are a class of mental illnesses characterized by chronic behavioral and relationship
patterns that often cause serious personal and social difficulties, as well as a general impairment of
functioning.

The age- and sex-adjusted prevalence of personality disorders was measured for residents aged 10
and older in fiscal years 2002/03-2006/07. Crude prevalence is given in the appendix. Residents were
considered to have a personality disorder if they met one of the following conditions:
e one or more hospitalizations with a diagnosis for a personality disorder: ICD-9-CM code 301;
ICD-10-CA codes F34.0, F60, F61, F62, F68.1, F68.8, F69

« one or more physician visits with a diagnosis for a personality disorder: ICD-9-CM code 301

The denominator includes all Manitoba residents aged 10 and older in the five-year time period who
were continuously registered with Manitoba Health for at least one year in the five-year time period.

Key observations:

RHAs:
« Provincially, Metis have a higher prevalence of personality disorders compared to all other
Manitobans (1.08% vs. 0.91%). There is no evidence of a gradient by PMR.

« Three RHAs show a significantly higher prevalence of personality disorders for Metis compared
to all others living in that region— Brandon (1.44% vs. 0.87%), Winnipeg (1.52% vs. 1.09%), and
Parkland (1.44% vs. 0.96%). As well, there is a higher prevalence in the Mid aggregate area for
the Metis compared to all others (0.84% vs. 0.62%).

« Interestingly, all three non-urban aggregate areas have lower prevalence of personality
disorders than the overall Manitoba average—Rural South (0.60% Metis, 0.56% others); Mid
(0.84% Metis, 0.62% others); and North (0.66% Metis, 0.63% others). This highlights the fact
that the provincial prevalence of personality disorders is driven by higher rates in the urban
areas. This may be due to urban migration effects of people living with personality disorders, or
possibly diagnostic differences.

e Three RHAs show a low prevalence of personality disorders for both the Metis and all others
living in the area—South Eastman (0.39% Metis, 0.50% others); Interlake (0.57% Metis, 0.51%
others); and North Eastman (0.50% Metis, 0.46% others).

e Only one RHA has a significantly higher prevalence of personality disorders than their
corresponding provincial averages for both Metis as well as for others—Winnipeg RHA (1.52%
Metis, 1.09% others).

MMF Regions:
« Compared to the overall Metis provincial prevalence of personality disorders of 1.08%,
Southeast MMF Region (0.43%) and Interlake MMF Region (0.60%) have a lower prevalence and
Winnipeg MMF Region is higher at 1.52%.

o Thereis no obvious gradient by PMR.
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e Northwest MMF Region trends toward a high prevalence of personality disorders (1.42%)
compared to the provincial average, but this is not statistically significant.

Winnipeg CAs:
« InWinnipeg overall, Metis have a higher prevalence of personality disorders compared to all
other Winnipeggers (1.52% vs. 1.09%), and both Metis and all others have prevalence rates
higher than the provincial averages of 1.08% and 0.91% respectively.

« The prevalence of personality disorders is higher than the provincial average for both Metis and
others living in the following areas: River Heights (1.96% Metis, 1.81% others, NS); Downtown
(Metis 3.06%, others 1.73%); and Point Douglas (Metis 1.87%, others 1.22%).

« Metis prevalence of personality disorders is significantly higher than all others in the following
CAs: River East (1.35% vs. 0.81%), Inkster (1.19% vs. 0.65%), Downtown (3.0% vs. 1.96%), and
Point Douglas (1.88% vs. 1.39%).

« The highest prevalence of personality disorders for Metis in the entire province is in the
Downtown CA; the prevalence of 3.0% is three times higher than the Metis provincial average
of 1.08%.
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Figure 6.6.1: Prevalence of Personality Disorders by RHA, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for residents aged 10+
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Figure 6.6.2: Prevalence of Personality Disorders by Metis Region, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for Metis residents aged 10+
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Figure 6.6.3: Prevalence of Personality Disorders by Winnipeg Community Area, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for residents aged 10+
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6.7 Dementia

Dementia is a loss of brain function. It is not a single disease, but a group of ilinesses that involve
memory, behavior, learning, and communication problems. The problems are progressive, which means

they slowly get worse over time.

The age- and sex-adjusted prevalence of dementia was measured for residents aged 55 and older
over five fiscal years: 2002/03-2006/07. Crude prevalence is given in the appendix. Residents were
considered to have dementia if they met one of the following conditions:

one or more hospitalizations with a diagnosis for dementia, including organic psychotic
conditions, cerebral degenerations, and senility: ICD-9-CM codes 290, 291, 292, 294, 331, 797;
ICD-10-CA codes F00, FO1, FO2, F03, FO4, FO5.1, F06.5, F06.6, F06.8, F06.9, F09, F10-F19, G30,
G31.0,G31.1,G31.9, G32.8, G91, G93.7, G94, R54 (but not including: F10.0, F10.1, F10.2, F10.3,
F10.4,F10.8,F10.9,F11.1,F11.2,F12.1,F12.2,F13.1,F13.2, F14.1,F14.2, F15.1, F15.2, F16.1, F16.2,
F17.1,F17.2,F18.1,F18.2, F19.1,F19.2)

one or more physician visits with a diagnosis for dementia (ICD-9-CM codes as above)

The denominator includes all Manitoba residents aged 55 and older in the five-year time period who
were continuously registered with Manitoba Health for at least one year in the five-year time period.

Key observations:

RHAs:

Provincially, Metis age 55+ have a higher prevalence of dementia compared to all other
Manitobans age 55+ (12.4% vs. 10.6%).

There is no apparent gradient of the prevalence of dementia with PMR although a slight trend
may be seen at the aggregate area level. At that level, the prevalence of dementia may be
higher in the less healthy aggregate areas.

Throughout all RHAs, the Metis prevalence of dementia is similar to the Metis overall provincial
average.

The prevalence of dementia is statistically significantly higher for Metis compared to all others
in Brandon RHA (18.7% vs. 8.6%).

The prevalence of dementia is statistically significantly higher for Metis compared to all others
in the aggregate areas of Rural South (11.3% vs. 9.1%) and Mid (12.0% vs. 9.5%). However, this
is not the case in the North, where the prevalence of dementia is similar between the Metis and
all others (10.9% vs. 10.2%, NS).

MMF Regions:

The prevalence of dementia is similar throughout all MMF Regions, with no statistically
significant difference from the Manitoba Metis prevalence of 12.4%. There is no apparent
gradient of dementia prevalence by PMR of the MMF Regions.

Winnipeg CAs:

Metis and all others living in Winnipeg RHA have similar prevalence of dementia, at 13.9% and
11.9% respectively. There is no obvious gradient of dementia with PMR.

Manitoba Centre for Health Policy
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« Throughout the Winnipeg CAs, the prevalence of dementia for Metis is similar to the overall
provincial Metis average of 13.9%.

e Only one CA shows a significant difference in dementia between Metis and all others—River
Heights (21.1% vs. 12.1%), but neither group are statistically different than the overall provincial
average for each.
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Figure 6.7.1: Prevalence of Dementia by RHA, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for residents aged 55+
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Figure 6.7.2: Prevalence of Dementia by Metis Region, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for Metis residents aged 55+
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Figure 6.7.3: Prevalence of Dementia by Winnipeg Community Area, 2002/03-2006/07

Age- & sex-adjusted percent in a five year period for residents aged 55+

Fort Garry

e Metis

Assiniboine South e All Other Manitobans

|

] .
St Boniace  ——— |- o rtan
H : ----- MB Avg All Other Manitobans
S Vit ey
_—
NSO |
] ]
River Heights (0) |y s 21.1%
] ]
R e s |ty |
]
]
Seven Oaks (0) |
] ]
St. James - Assiniboia (0] |————
[] []
g
] ]
] ]
Downtow n (o) | Sy
] ]
Point Douglas (o) |——————
] ]
] ]
] ]
] ]
T innip e |
] ]
Manitoba (0) - ——
0% 5% 10% 15% 20%

'm' indicates the area's rate for Metis was statistically different from Manitoba average for Metis
'o'" indicates the area's rate for all other Manitobans was statistically different from Manitoba average for all other Manitobans
'd' indicates the difference between the two groups' rates was statistically significant for this area
's' indicates data suppressed due to small numbers
Source: MCHP/MMF, 2010

182 | University of Manitoba



Profile of Metis Health Status and Healthcare Utilization in Manitoba: A Population-Based Study

6.8 Comorbidity of Mental lliness Diagnoses

The crude rate tables below show the percentage of Metis aged 10 and older having a certain
combination of mental illness diagnoses, compared with a similar table for all other Manitobans aged
10+. The first row represents those people that have none of the following diagnosis within the five—
year period of 2002/03-2006/07: depression, anxiety, substance abuse, schizophrenia, personality
disorders, or dementia. This represents 70.26% of the population. Note that this has not been age- or
sex—adjusted; these are observed numbers.

Key observations:

« Using crude prevalence, 69.78% of Metis (and 74.26% of all other Manitobans) aged 10+ had
no diagnosis of mental iliness (depression, anxiety, substance abuse, schizophrenia, personality
disorders, and dementia) in a five—year period. So 30.22% of Metis and 25.74% of all other
Manitobans had one or more diagnoses of these mental iliness conditions in the five-year
period.

o 19.56% of the Metis (compared to 17.52% of all other Manitobans) aged 10+ had a single
diagnosis with no other comorbid mental iliness diagnosis—13.07% depression only (11.43%
others), 3.35% substance abuse only (2.28% others), 2.14% anxiety disorder only (2.10% others),
0.67% dementia only (1.36% others), 0.25% schizophrenia only (0.29% others), and 0.093%
personality disorder only (0.067% others).

e 10.64% of the Metis (compared to 8.18% of all other Manitobans) aged 10+ had comorbid
mental illness diagnoses. The most frequent combinations of diagnoses were: 5.37% depression
and anxiety disorder (3.99% others); 1.79% depression and substance abuse (1.11% others);
and 1.26% depression, anxiety disorder, and substance abuse (0.64% others). The remaining
2.22% of Metis (2.44% of all other Manitobans) had other combinations with each representing
less than 1% of the population.

o 23.31% of Metis (compared to 19.29% of all other Manitobans) had a diagnosis of depression—
either a single (13.07% Metis, 11.43% others) or comorbid diagnosis (10.24% Metis, 7.86%
others).

o 7.28% of Metis (compared to 4.63% of all other Manitobans) had a diagnosis of substance
abuse—either a single (3.35% Metis, 2.28% others) or comorbid diagnosis (3.93% Metis, 2.35%
others).

e 9.76% of Metis (compared to 7.63% of all other Manitobans) had a diagnosis of anxiety
disorder—either a single (2.14% Metis, 2.10% others) or comorid diagnosis (7.62% Metis, 5.53%
others).
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Table 6.8.1: Comorbidities Among Specified Mental lliness Disorders for the Manitoba Metis Population

aged 10+, 2002/03-2006/07*

Substance Personality Total
Depression Anxiety Abuse Schizophrenia Disorder Dementia Number Percent
0 0 0 0 0 0 41099 69.78
0 0 0 0 0 1 393 0.67
0 0 0 0 1 0 55 0.09
0 0 0 1 0 0 149 0.25
0 0 0 1 0 1 6 0.01
0 0 0 1 1 0 7 0.01
0 0 0 1 1 1 0 0.00
0 0 1 0 0 0 1972 3.35
0 0 1 0 0 1 31 0.05
0 0 1 0 1 0 13 0.02
0 0 1 1 0 0 19 0.03
0 0 1 1 1 0 9 0.02
0 0 1 1 1 1 0 0.00
0 1 0 0 0 0 1258 2.14
0 1 0 0 0 1 11 0.02
0 1 0 1 0 0 10 0.02
0 1 0 1 1 0 0 0.00
0 1 0 1 1 1 0 0.00
0 1 1 0 0 0 109 0.19
0 1 1 0 1 1 0 0.00
0 1 1 1 0 1 0 0.00
0 1 1 1 1 1 0 0.00
1 0 0 0 0 0 7698 13.07
1 0 0 0 0 1 180 0.31
1 0 0 0 1 0 117 0.20
1 0 0 0 1 1 8 0.01
1 0 0 1 0 0 130 0.22
1 0 0 1 0 1 10 0.02
1 0 0 1 1 0 15 0.03
1 0 1 0 0 0 1057 1.79
1 0 1 0 0 1 16 0.03
1 0 1 0 1 0 63 0.11
1 0 1 1 0 0 55 0.09
1 0 1 1 1 0 20 0.03
1 0 1 1 1 1 0 0.00
1 1 0 0 0 0 3164 5.37
1 1 0 0 0 1 55 0.09
1 1 0 0 1 0 131 0.22
1 1 0 1 0 0 62 0.11
1 1 0 1 1 0 22 0.04
1 1 1 0 0 0 740 1.26
1 1 1 0 0 1 15 0.03
1 1 1 0 1 0 105 0.18
1 1 1 0 1 1 0 0.00
1 1 1 1 0 0 37 0.06
1 1 1 1 1 0 29 0.05

*The "1" and 0" notation in the first six columns refers to either having the diagnosis (1) or not (0). For example, in the first row, 41,099 Metis people
(69.78% of the Metis population) had none of the six listed diagnoses. Looking at the very last row, 29 Metis (0.05% of the Metis population) had
diagnosis for depression, anxiety, substance abuse, schizophrenia, and personality disorder, but not for dementia.
Note: Some combinations of illnesses are suppressed due to small numbers. True zeros are reported.

Source: MCHP/MMF, 2010
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Table 6.8.2: Comorbidities Among Specified Mental lliness Disorders for All Other Manitobans aged 10+,
2002/03-2006/07

Substance Personality Total
Depression Anxiety Abuse Schizophrenia Disorder Dementia Number Percent

0 0 0 0 0 0 731398 74.26
0 0 0 0 0 1 13418 1.36
0 0 0 0 1 0 657 0.07
0 0 0 0 1 1 185 0.02
0 0 0 1 0 0 2824 0.29
0 0 0 1 0 1 412 0.04
0 0 0 1 1 0 101 0.01

0 0 0 1 1 1 17 0.00
0 0 1 0 0 0 22408 2.28
0 0 1 0 0 1 559 0.06
0 0 1 0 1 0 111 0.01

0 0 1 0 1 1 13 0.00
0 0 1 1 0 0 290 0.03
0 0 1 1 0 1 17 0.00
0 0 1 1 1 0 58 0.01

0 0 1 1 1 1 0 0.00
0 1 0 0 0 0 20639 2.10
0 1 0 0 0 1 434 0.04
0 1 0 0 1 0 90 0.01

0 1 0 0 1 1 7 0.00
0 1 0 1 0 0 162 0.02
0 1 0 1 0 1 15 0.00
0 1 0 1 1 0 15 0.00
0 1 1 0 0 0 963 0.10
0 1 1 0 0 1 20 0.00
0 1 1 0 1 0 18 0.00
0 1 1 1 0 0 30 0.00
0 1 1 1 1 0 10 0.00
0 1 1 1 1 1 0 0.00
1 0 0 0 0 0 112554 11.43
1 0 0 0 0 1 6734 0.68
1 0 0 0 1 0 1825 0.19
1 0 0 0 1 1 255 0.03
1 0 0 1 0 0 2285 0.23
1 0 0 1 0 1 370 0.04
1 0 0 1 1 0 303 0.03
1 0 0 1 1 1 65 0.01

1 0 1 0 0 0 10938 1.1

1 0 1 0 0 1 438 0.04
1 0 1 0 1 0 671 0.07
1 0 1 0 1 1 30 0.00
1 0 1 1 0 0 512 0.05
1 0 1 1 0 1 41 0.00
1 0 1 1 1 0 250 0.03
1 0 1 1 1 1 7 0.00
1 1 0 0 0 0 39258 3.99
1 1 0 0 0 1 1711 0.17
1 1 0 0 1 0 1783 0.18
1 1 0 0 1 1 126 0.01

1 1 0 1 0 0 1072 0.1

1 1 0 1 0 1 124 0.01

1 1 0 1 1 0 351 0.04
1 1 0 1 1 1 34 0.00
1 1 1 0 0 0 6327 0.64
1 1 1 0 0 1 175 0.02
1 1 1 0 1 0 965 0.10
1 1 1 0 1 1 23 0.00
1 1 1 1 0 0 371 0.04
1 1 1 1 0 1 21 0.00
1 1 1 1 1 0 353 0.04
1 1 1 1 1 1 10 0.00

Note: Some combinations of illnesses are suppressed due to small numbers. True zeros are reported.
Source: MCHP/MMF, 2010
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6.9 Findings from Literature Review
(compared to the results in this study—in italics)

Depression:
o Feelings of depression, sadness or “the blues”are more common in Metis than in the general
population. Of the 1,509 Métis households surveyed during the 2006 Métis Nation British
Columbia Survey, 648 households indicated that at least one member of their family suffered
from at least one of the following mental health conditions: Depression, Personal Problems,
Anxiety Attacks, Isolation, Schizophrenia (“Pathways to Health", 2006).

o The MNBC survey results showed depression as the most significant problem (32.2 %), followed
by personal problems and anxiety attacks at approximately 17.4 and 14.8 % respectively
(“Pathways to Health”, 2006).

o More Métis women (30%) than Métis men (19%) reported they have feelings of sadness,
the blues, or depression. The Métis population had higher rates of being sad/blue (8.2 %)
compared to 5.8% of the non-aboriginal population, based upon the condition occurring for at
least two weeks continuously (Statistics Canada Aboriginal People’s Survey 2001; Metis Centre,
2007).

« For Métis, reporting feelings of sadness, the blues, or depression was associated with activity
limitations, reporting a number of health conditions (such as diabetes, asthma, etc.) and lower
overall health status (Statistics Canada Aboriginal People’s Survey, 2001; Metis Centre, 2007).

« Given the levels of depression in Metis women, it would be advisable that primary healthcare
professionals, including nurses, offer postnatal screening for women who may be at risk for
postpartum depression (Clarke, 2008).

In our report, we found that depression was the most prevalent mental illness condition in the Metis
population aged 10+ with an age- and sex-adjusted prevalence of 22.0%, higher than for all other
Manitobans at 20.4%. We also found that the prevalence of anxiety disorders was 9.4% for Metis and 8.0% for
all other Manitobans. In a five-year period 2002/03-2006/07, 23.3% of the Metis population was diagnosed
with depression, or depression along with another comorbid mental illness, compared to 19.3% of all other
Manitobans (see Tables 6.8.1 and 6.8.2) . This is probably similar to the Statistics Canada Aboriginal Peoples
Survey of 2001. The BC survey asks about a household rather than an individual prevalence, so it is not
surprising that this yields higher prevalence (32.2%), since people are reporting depression existing in others,
not necessarily themselves.

Substance abuse:

e Kinnon (1994) did a qualitative research study where a number of key informants expressed
concern about Métis youth who have lost a sense of family and community and lost contact
with elders and the Métis culture. According to the key informants, this was linked to possible
involvement in drug and alcohol abuse.

« Hyndman (2003) found that substance abuse and mental health issues were in the top four of
health concerns for the Metis people (the four were family violence, diabetes, substance abuse,
and mental health issues).
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In our study, the prevalence of substance abuse for Metis aged 10+ was 7.2%, compared with 4.9% of all other
Manitobans. This was especially high in the North (10.9% Metis, 10.3% others). Referring to Tables 6.8.1 and
6.8.2, 7.3% of Metis (compared to 4.6% of all other Manitobans) had a diagnosis of substance abuse—either
asingle diagnosis or with other comorbidities.

Itis also important to note that the indicator used in this report (prevalence of cumulative mental illness
disorders) takes into account shifting diagnostic categories. For example, the North has a low prevalence

of depression diagnoses, but high prevalence of substance abuse diagnoses. Yet when diagnoses are all
combined, the North does not have an elevated prevalence of cumulative mental illness diagnoses. So there
may be similar underlying prevalence of mental illness, but differing ways that this is expressed. For example,
people may have a diagnosis of substance abuse as a form of ‘self-medicating’ for depression.
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Chapter 7: Prevention and Screening Services
Indicators in this chapter:

¢ Child Immunization: Immunizations for Two-Year-Olds
¢ Adult Immunization: Immunizations for Influenza
Mammography

« Cervical Cancer Screening

Overall Key Findings:
« In general, the prevalence of prevention and screening is similar in the Metis population
compared to all other Manitobans for both child and adult immunizations, slightly higher (2%
higher) for cervical cancer screening in women aged 18-69 years, but slightly lower (4% lower)
for mammography screening in women ages 50-69 years.

« According to Table 7.0, notable regions having at least two indicators with statistically higher
prevalence of screening and prevention are: Interlake MMF Region and Brandon RHA.

« Ingeneral, the North aggregate area, and in particular Thompson MMF region, shows
particularly low rates of prevention and screening in at least three indicators.
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Table 7.0: Overall Key Findings of Prevention and Screening Indicators

Indicator (age of
inclusion for this
indicator)

Provincial difference
between Metis and
all others (age- and
sex-adjusted unless
otherwise stated),
with RR (relative

Statistically “better off”
regions for Metis compared
to the Metis provincial
average

Statistically “worse
off” regions for Metis
compared to the Metis
provincial average

rate).
Complete Child 72.0% vs. 71.2%; - Inkster CA, Point
Immunizations at RR=1.01, NS Douglas CA, Winnipeg

age two years

[trend towards higher
rates in Churchill RHA
but NS]

MMF Region in the
logistic regression

Adult Influenza
Immunization age
65+

62.2% vs. 62.5%;
RR=1.00, NS

[trend towards higher rates in
Churchill RHA but NS]

[In the logistic regression:
Interlake MMF Region,
Winnipeg MMF Region,
Southwest MMF Region,
Brandon RHA, Winnipeg RHA]

Burntwood RHA,
Thompson MMF Region

[in the logistic
regression: Thompson
MMF Region, the North
aggregate areal

Mammography
Screening for
women aged 50—
69 years

59.5% vs. 61.8%;
RR=0.96

South Eastman RHA, Interlake
RHA, Southeast MMF Region

[logistic regression: Southeast
MMF Region, Interlake MMF
Region, aggregate areas of
Rural South and Mid, Brandon
RHA]

Downtown CA, Point
Douglas CA.

lin the logistic
regression: Winnipeg
MMF Region, The Pas
MMF Region,
Thompson MMF
Region, the North
aggregate area,
Winnipeg RHA]

Cervical Cancer
Screening for
women aged 18-
69 years

69.0% vs. 67.8%;
RR=1.02, NS

Fort Garry CA, St. Boniface CA

[logistic regression: for Metis—
Southeast MMF Region,
Interlake MMF Region,
Winnipeg MMF Region,
Southwest MMF Region. For
all—Rural South and Mid
aggregate areas, Brandon

RHA, Winnipeg RHA]

Parkland RHA, Churchill
RHA, NOR-MAN RHA,
Burntwood RHA, North
aggregate area, The Pas
MMF Region,
Thompson MMF
Region,

[logistic regression:
The Pas MMF Region,
Thompson MMF
Region, the North
aggregate areal

NS means Not Statistically significantly different between Metis and all others
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7.1 Child Immunization: Immunizations for Two-Year-Olds

The recommended immunization schedule for children changes over time; the guidelines used for this
report were those recommended as of fiscal year 2002/03. For two-year-olds, it is recommended that
they receive:

« Four Diphtheria, acellular Pertussis, Tetanus, and Polio (DaPTP) Immunizations

o Four Haemophilus Influenzae B (HIB) Immunizations
¢ One Measles, Mumps and Rubella (MMR) Immunization

In this study, the crude percentage of two-year—old children (born 2003/04-2004/05) who had a
complete immunization schedule was measured in fiscal years 2005/06-2006/07. The denominator
includes all Manitoba children born in fiscal years 2003/04-2005/06 who were continuously registered
with Manitoba Health up to their second birthday.

Note that new vaccines became free on October 1, 2004 for children born on or after January 1,
2004. These include: four PCV7 (pneumococcal) vaccines, one varicella (chicken pox) vaccine, and
one influenza vaccine. These vaccines will not be included in the “complete” count of immunizations
in this study so as to not penalize children whose parents may not have been willing or able to pay
for them prior to that date. Rates using an older immunization schedule (as above) were calculated
for all children. Only 25% of Metis children were considered completely immunized if all the newer
vaccinations were included.

Key observations:
RHAs:

» Provincially, Metis two-year—olds had a similar complete immunization rate compared to
all other Manitoban two-year-olds (72.0% vs. 71.2%, NS). There appears to be little or no
gradient of immunization rates by PMR for Metis children by RHA, with only a slight gradient
by aggregate area of Rural South, Mid, and North. No RHA or aggregate area has a statistically
significantly higher or lower immunization rate for Metis children in comparison with the
overall Metis provincial average.

« Only two RHAs show a statistically significant difference in two-year-old complete
immunization rates between Metis and others living in the region—Winnipeg, where the Metis
rate is slightly lower (69.4% vs. 75.0%); and Burntwood, where the Metis rate is substantially
higher (69.2% vs. 52.2%) compared to all other children living in that area.

« All three non-urban aggregate areas show a similar trend, with Metis two-year-old complete
immunization rates higher than for all other children, mainly due to the fact that the “other”rate
is statistically lower than the overall provincial rate—Rural South (77.1% Metis, 69.2% others);
Mid (74.1%, Metis, 69.8% others); North (72.5% Metis, 56.6% others).

» Four RHAs show significantly lower two-year-old complete immunization rates for the “all
other Manitoban” children living in those areas—Central, Interlake, North Eastman, and
Burntwood—whereas Metis children living in those same areas have rates equivalent to the
overall Metis provincial rate.

« Although not statistically significant due to very small numbers, Churchill RHA shows very high
two-year—old complete immunization rates for both Metis (100.0%) and other children (90.0%).

Manitoba Centre for Health Policy
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MMF Regions:

All MMF Regions have two-year-old complete immunization rates similar to the overall
Metis provincial average of 72.0%. However, there is a trend towards slightly higher rates for
Southeast MMF Region (78.3%) and Northwest MMF Region (77.4%).

Winnipeg CAs:

In Winnipeg RHA, Metis children have a significantly lower two-year-old complete
immunization rate compared to all other Winnipeg children (69.4% vs. 75.0%). The rate for both
Metis and other children also shows a gradient by PMR, with the least healthy CAs showing the
lowest immunization rates.

Two CAs show substantially lower two-year—old complete immunization rates for Metis
children compared to their provincial average—Inkster (55.2% Metis, 70.4% others, significant
difference between the two groups) and Point Douglas (53.6% Metis, 60.8% others, rates similar
and lower than their respective provincial averages of 72.0% and 71.2%)).

Most Winnipeg CAs show two-year-old complete immunization rates for all other children
that are higher than the provincial average of 71.2%, with the exceptions of Inkster, Downtown,
and Point Douglas. In general, the Metis children’s rates show similar trends, but these are not
statistically higher (may be due to a small sample).

Logistic regression modeling of the probability of having complete immunizations at age two years:

For the logistic regression including everyone:

+ In comparing the crude rates of two-year-old complete immunization rates, Metis and
all other Manitoban rates were not significantly different (72.0% vs. 71.2%, NS). However,
the logistic regression model allowed us to control for possible confounding facts. After
controlling for the effects of geography, income, sex, breastfeeding status, gestational
age at birth, continuity of care, and maternal age at first birth, the likelihood of Metis
two-year—olds to have complete immunizations was higher than for other Manitobans
(a@OR=1.22,95% Cl 1.10-1.35).

For the logistic regression including the Metis population only:

« There was no effect of sex, breastfeeding status, or gestational age (preterm vs. not) on the
probability of two-year-old complete immunizations for Metis.

« The higher the neighbourhood income and the higher the mother’s age when she gave
birth to her first baby, the more likely the child had two-year-old complete immunizations.

« Continuity of care (i.e,, receiving at least 50% of physician care over a three-year period
from the same physician) was associated with a higher probability of two-year—old
complete immunization (aOR=1.48, 95% Cl 1.20-1.82)

« When all factors were taken into account, Winnipeg MMF Region had a lower probability of
two-year—old complete immunizations.
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Figure7.1.1: Proportion of Children Born in 2003/04-2004/05 with Complete Immunizations
at Two Years, by RHA

Crude percent of continuously registered two-year-olds
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Figure 7.1.2: Proportion of Children Born in 2003/04-2004/05 with Complete Immunizations
at Two Years, by Metis Region
Crude percent of continuously registered Metis two-year-olds
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Figure 7.1.3: Proportion of Children Born in 2003/04-2004/05 with Complete Immunizations
at Two Years, by Winnipeg Community Area

Crude percent of continuously registered two-year-olds
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Table 7.1.1:

Profile of Metis Health Status and Healthcare Utilization in Manitoba: A Population-Based Study

Logistic Regression Model of the Probability of a Complete Set of Inmunizations
for Two-Year-Olds

Probability of Complete Immunization Schedule by Aggregate Region,
children born in 2003/04-2004/05

Covariates Adjusted Odds Ratio p-
(95% Confidence Limits) | value

Metis (vs. All Others) 1.218 (1.100, 1.349) <0.001
Aggregate Regions (ref = Manitoba)

Rural South 0.946 (0.890, 1.007) 0.0801

Mid 1.035 (0.959, 1.117) 0.3760

North 0.809 (0.750, 0.873) <0.001

Brandon 1.295 (1.145, 1.464) <0.001

Winnipeg Most Healthy 1.024 (0.952, 1.102) 0.5198

Winnipeg Average Health 1.071 (0.982, 1.168) 0.1224

Winnipeg Least Healthy 0.889 (0.832, 0.950) <0.001
Males (vs. Females) 0.999 (0.944, 1.057) 0.9726
Mother's Age at First Birth 1.068 (1.062, 1.075) <0.001
Average Household Income of Neighbourhood (per
$10,000) 1.060 (1.040, 1.081) <0.001
Breastfed 1.084 (1.008, 1.166) 0.0302
Preterm (less than 37 weeks) 0.851 (0.765, 0.946) 0.0029
Continuity of Care Since Birth 1.629 (1.531, 1.734) <0.001
Bold = statistically significant results

Probability of Complete Immunization Schedule by Metis Region,
Metis children born in 2003/04-2004/05
Covariates Adjusted Odds Ratio p-
(95% Confidence Limits) | value

Manitoba Metis Federation Regions (ref = Manitoba)

Southeast Region 1.069 (0.807, 1.416) 0.6401

Interlake Region 0.750 (0.558, 1.008) 0.0569

Northwest Region 1.440 (0.962, 2.156) 0.0762

Winnipeg Region 0.758 (0.637, 0.902) 0.0018

Southwest Region 0.898 (0.681, 1.185) 0.4470

The Pas Region 1.296 (0.959, 1.750) 0.0911

Thompson Region 0.981 (0.710, 1.356) 0.9079
Males (vs. Females) 0.949 (0.780, 1.155) 0.6032
Mother's Age at First Birth 1.099 (1.074, 1.125) <0.001
Average Household Income of Neighbourhood (per
$10,000) 1.081 (1.007, 1.161) 0.0306
Breastfed 1.230 (0.979, 1.547) 0.0760
Preterm (less than 37 weeks) 0.837 (0.580, 1.208) 0.3415
Continuity of Care Since Birth 1.479 (1.200, 1.823) <0.001

Bold = statistically significant results

Source: MCHP/MMF, 2010
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7.2  Adult Immunization: Immunizations for Influenza

Immunizations are an intervention to initiate or increase resistance against infectious disease. Influenza
vaccinations are the most effective preventive measure to prevent influenza and the complications
arising from it in high-risk populations, such as seniors. The Canadian National Advisory Committee

on Immunization (1999) recommends influenza vaccination for people at high risk. This includes

people aged 65 and above, adults and children with certain chronic medical conditions, nursing home
residents, healthcare workers who are in contact with people in the high-risk groups, and household
contacts of people at risk who either cannot be vaccinated or may respond inadequately to vaccination.
Influenza vaccination is available free of charge in Manitoba for the target groups identified by the
National Advisory Committee on Immunization.

The age- and sex-adjusted percentage of residents aged 65 and older who received an influenza
vaccine (flu shot) was measured over in fiscal year 2006/07. Crude rates are available in the appendix. Flu
shots were defined by physician tariff codes 8791, 8792, 8793, and 8799 in MIMS data. The denominator
includes all Manitoba residents aged 65 and older as of December 31, 2006.

Key observations:
RHAs:
o At the provincial level, Metis and all other adults age 65+ have similar influenza immunization
rates (62.2% vs. 62.5%, NS). The pattern does not necessarily follow a PMR gradient.

« The only RHA having a significantly lower influenza immunization rate for Metis compared
to the Metis provincial average is Burntwood (40.3% for Metis), which is also low for all other
Manitobans living in that region (37.8%).

« Although not statistically significant, Metis rates appear to be slightly higher in Winnipeg
(64.8%) and Churchill (70.5%) compared to their provincial average of 62.2%.

« Only one RHA shows a statistically significant difference between Metis influenza immunization
rates and “all others” living in that region. South Eastman Metis have a significantly higher
influenza immunization rate compared to other residents of that region (61.9% vs. 55.3%)—the
Metis rate in South Eastman RHA is comparable to the Metis provincial average, but the “other”
rate is lower than their corresponding provincial average.

MMF Regions:
o Metis living in most MMF Regions have influenza immunization rates similar to the overall
provincial average of 62.4%', with the exception of an extremely low rate in Thompson MMF
Region (43.3%).

Because different modeling was used for the RHA/WRHA graphs and the MMF Region graphs, there may be slight discrepancies in the
Metis provincial rate between the two.
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Winnipeg CAs:

e InWinnipeg, influenza immunization rates for Metis and all other Winnipeggers are similar
(64.8% Metis, 64.6% others). The ‘other’rate is significantly higher than the corresponding
provincial average, whereas the Metis rate is not—though this is probably due to small sample
size of the Metis 65+ population in Winnipeg (1,177 according to the crude rate tables in the
Appendix).

« Every Winnipeg CA has an influenza immunization rate for Metis that is similar to the provincial
average for Metis.

e Only one CA, Seven Oaks, shows a statistically significant different influenza immunization
rate between the Metis and others, where the Metis rate is significantly higher than that of “all
others”living in the CA (75.4% vs. 63.2%).

« Although not statistically significantly lower than the overall Metis provincial average, Metis
living in the Downtown CA had the lowest influenza immunization rate in Winnipeg at 54.3%.
All others living in that CA also had a lower rate (56.0%), which was statistically lower than their
provincial rate.

Logistic regression modeling of the probability of having an immunization for influenza for those aged
65+:

« Inthe logistic regression with all Manitobans included, there is no statistically significant
difference in the probability of influenza immunization between the Metis and all other
Manitobans aged 65+. This result is similar to that in the age- and sex—adjusted analysis given
in the graphs.

« Inthe logistic regression for Metis only:

- There is a higher probability of having an influenza immunization as age increases (and
this effect plateaus at higher ages) as average household income of the area of residence
increases and as the degree of physical comorbidity increases.

+ Metis males are less likely to have an influenza immunization compared to Metis females
(aOR=0.89, 95% Cl 0.81-0.99).

+ Metis having good continuity of care (i.e., at least 50% of their visits from the same
physician over a two-year period) are more likely to have an influenza immunization
compared to those not having good of continuity of care (aOR=1.61, 95% Cl 1.44-1.80).

« After controlling for all other factors, Metis are more likely to have an influenza
immunization if they live in one of three MMF Regions—Interlake (aOR=1.23, 95% Cl
1.08-1.40); Winnipeg (aOR=1.15, 95% Cl 1.04-1.26); and Southwest (aOR=1.18, 95% Cl
1.03-1.35)—but far less likely if they live in Thompson MMF Region (aOR=0.56, 95% Cl
0.43-0.72).
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Figure7.2.1: Adult Influenza Immunization Rates by RHA, 2006/07

Age- & sex-adjusted percent of residents aged 65+ years
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Figure 7.2.2: Adult Influenza Immunization Rates by Metis Region, 2006/07

Age- & sex-adjusted percent of Metis residents aged 65+ years
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Adult Influenza Immunization Rates by Winnipeg Community Area, 2006/07
Age- & sex-adjusted percent of residents aged 65+ years
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Table 7.2.1:

Logistic Regression Model of the Probability of an Influenza Inmunization*

Probability of Influenza Immunization by Aggregate Region, 2006/07, seniors aged 65+
Adjusted Odds Ratio p-
(95% Confidence Limits) | value

1.038 (0.985, 1.093) 0.1626

Covariates

Metis (vs. All Others)
Aggregate Regions (ref = Manitoba)

Rural South 0.988 (0.963, 1.013) 0.3535
Mid 1.021 (0.994, 1.049) 0.1297
North 0.786 (0.745, 0.829) <0.001
Brandon 1.116 (1.068, 1.165) <0.001
Winnipeg 1.130 (1.106, 1.155) <0.001
Age, linear 1.298 (1.267, 1.330) <0.001

0.999 (0.998, 0.999) <0.001
0.953 (0.933, 0.973) <0.001

Age, quadratic

Males (vs. Females)

Average Household Income of Neighbourhood (per
$10,000)

Continuity of Care

Mental lllness ADGs

Major Physical lliness ADGs

1.027 (1.022, 1.033) <0.001
1.966 (1.921, 2.011) <0.001
1.201 (1.168, 1.235) <0.001
1.570 (1.537, 1.603) <0.001

Bold = statistically significant results

Probability of Influenza Immunization by Metis Region, 2006/07, Metis seniors aged 65+
Adjusted Odds Ratio pP-
(95% Confidence Limits) | value

Covariates

Manitoba Metis Federation Regions (ref = Manitoba)
Southeast Region
Interlake Region
Northwest Region
Winnipeg Region

1.087 (0.957, 1.235) 0.2007
1.231 (1.079, 1.404) 0.0020
1.030 (0.867, 1.224) 0.7333
1.149 (1.044, 1.264) 0.0045

Southwest Region 1.181 (1.029, 1.354) 0.0178
The Pas Region 0.965 (0.811, 1.148) 0.6845
Thompson Region 0.555 (0.428, 0.719) <0.001

1.231 (1.063, 1.427) 0.0056
0.999 (0.998, 1.000) 0.0167
0.893 (0.807, 0.990) 0.0309

Age, linear

Age, quadratic

Males (vs. Females)

Average Household Income of Neighbourhood (per
$10,000)

Continuity of Care

Mental lliness ADGs

Major Physical lliness ADGs

1.066 (1.030, 1.102) <0.001
1.611 (1.444, 1.798) <0.001
1.094 (0.958, 1.250) 0.1861
1.658 (1.497, 1.837) <0.001

Bold = statistically significant results Source: MCHP/MMF, 2010
* Many of the regression models include a quadratic age term, which means that the model fit was improved through the use of both the age term
and an age-squared term. The way in which this can be interpreted is that the likelihood increases with age (since the aOR of the age term is greater
than 1 and statistically significant), but that this effect levels off at higher ages (since the aOR of the quadratic age-squared term is less than 1, and
statistically significant).
Note: ADGs refers to Aggregated Diagnostic Groups, a measure of comorbidity (co-existing conditions) that can be grouped into either co-existing
mental illnesses or major physical illnesses. See the Glossary for further explanation.
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7.3 Mammography
Mammography is a procedure to determine if a woman has breast cancer; it is commonly used for
breast cancer screening. Manitoba introduced a province-wide breast screening program in 1995 which
is operated by the Manitoba Breast Screening Program. It is recommended that all women between 50
and 69 years of age be screened every two years for breast cancer.

The age-adjusted percentage of women, aged 50-69, who had at least one mammogram for breast
cancer screening or diagnosis was measured in two fiscal years: 2005/06-2006/07. Crude rates are
available in the appendix. Diagnostic or screening tariffs used to identify a mammography are listed in
the Glossary. The denominator includes all Manitoba female residents aged 50-69 as of December 31,
2005 or 2006.

Key observations:

RHAs:

Provincially, mammography rates for women aged 50-60 are lower for Metis compared to all
other Manitobans (59.5% vs. 61.8%). There is no apparent gradient with PMR, except that North
rates appear lower than Rural South or Mid, and those in turn appear higher than the Winnipeg
rates.

Two RHAs show significantly higher mammography rates for both Metis and all other women
living in those regions—South Eastman (69.8% Metis, 65.4% others) and Interlake (66.0% Metis,
65.8% others)—compared to their corresponding provincial averages.

Mammography rates are significantly lower for Metis compared to all other women living in
the RHAs of Assiniboine (52.1% vs. 66.1%), Winnipeg (57.2% vs. 60.4%), and Parkland (53.1% vs.
65.2%).

MMF Regions:

There appears to be a steep gradient of mammography rates by PMR in the MMF Regions, with
the healthiest regions having the highest rates.

Only one region, Southeast MMF Region (68.6%) has a significantly higher mammography
rate than the overall Manitoba Metis average of 59.5%. Thompson (51.0%) and The Pas (52.5%)
MMF Regions appear low, but are not statistically significantly different than the overall Metis
average.

Winnipeg CAs:

In Winnipeg RHA, Metis women have a lower mammography rate compared to all other
Winnipeg women (57.2% vs. 60.4%). The Winnipeg rate for “all others” is also significantly lower
than the corresponding Manitoba “all other” rate of 61.8%.

There appears to be a gradient by PMR, mainly driven by the very low mammography rates in
the least healthy CAs.

Only two CAs have significantly lower mammography rates for Metis women compared to

the overall Metis provincial average of 59.5%—Downtown CA (45.2%) and Point Douglas CA
(44.9%). Both of these areas show very low rates for all other women as well—Downtown at
45.2% and Point Douglas at 43.5%—and there is no statistical difference between the Metis

Manitoba Centre for Health Policy
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and the other rate in these two areas. Inkster CA appears low for Metis (53.4%, though not
statistically different than the Metis provincial average) and for “all others” in the area (53.3%,
statistically lower than the “other” provincial average).

Logistic regression modeling of the probability of having mammography for women aged 50-69 years:
« For the model including everyone, Metis women are less likely to have a mammogram
compared to all other Manitoban women (aOR=0.93, 95% Cl 0.88-0.98), after adjusting for
geographic region, age, income, mental and physical comorbidity, and continuity of care.

« in this‘full model, women living in the aggregate areas of Rural South, Mid, and the urban
area of Brandon are more likely to have a mammogram, whereas those living in the North
or Winnipeg are less likely.

« For the model with only Metis:

« Metis women who are older (although the effect plateaus) or reside in an area of higher
average household income (aOR=1.15, 95% Cl 1.12-1.19) are more likely to have a
mammogram

+ Metis women with good continuity of care are more likely to have a mammogram
(aOR=1.62, 95% Cl 1.45-1.80).

+ Metis women with a mental iliness comorbid condition are less likely to have a
mammogram (aOR=0.89, 95% Cl 0.80-0.99).

+ Metis women living in Southeast MMF (aOR=1.48, 95% Cl 1.30-1.68) and Interlake MMF
Region (@OR=1.38, 95% Cl 1.21-1.57) are more likely to have a mammogram

« Metis women living in Winnipeg MMF Region (aOR=0.81, 95% Cl 0.74-0.88); The Pas MMF
Region (aOR=0.81, 95% Cl 0.70-0.95); and Thompson MMF Region (aOR=0.71, 95% Cl
0.57-0.88) are less likely to have a mammogram.
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Figure 7.3.1: Mammography by RHA, 2005/06-2006/07
Age-adjusted percent of women aged 50-69
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Figure 7.3.2: Mammography by Metis Region, 2005/06-2006/07
Age-adjusted percent of Metis women aged 50-69
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Figure 7.3.3: Mammography by Winnipeg Community Area, 2005/06-2006/07
Age-adjusted percent of women aged 50-69
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Table 7.3.1:  Logistic Regression Model of the Probability of a Mammography*

Probability of Mammogram by Aggregate Region, 2005/06-2006/07, women aged 50-69

Covariates Adjusted Odds Ratio p-
(95% Confidence Limits) | value
Metis (vs. All Others) 0.928 (0.883, 0.975) 0.0031
Aggregate Regions (ref = Manitoba)
Rural South 1.136 (1.104, 1.169) <0.001
Mid 1.198 (1.162, 1.235) <0.001
North 0.824 (0.785, 0.865) <0.001
Brandon 1.178 (1.120, 1.238) <0.001
Winnipeg 0.757 (0.740, 0.775) <0.001
Age, linear 1.658 (1.581, 1.739) <0.001
Age, quadratic 0.996 (0.996, 0.996) <0.001
Average Household Income of Neighbourhood (per
$10,000) 1.121 (1.114, 1.127) <0.001
Continuity of Care 2.127 (2.074, 2.182) <0.001
Mental lllness ADGs 0.966 (0.937, 0.995) 0.0213
Major Physical lliness ADGs 1.118 (1.088, 1.147) <0.001

Bold = statistically significant results

Probability of Mammogram by Metis Region, 2005/06-2006/07, Metis women aged 50-69
Adjusted Odds Ratio p-
(95% Confidence Limits) | value

Covariates

Manitoba Metis Federation Regions (ref = Manitoba)

Southeast Region 1.477 (1.302, 1.675) <0.001
Interlake Region 1.378 (1.210, 1.570) <0.001
Northwest Region 1.037 (0.868, 1.239) 0.6903
Winnipeg Region 0.809 (0.741, 0.883) <0.001
Southwest Region 1.016 (0.890, 1.160) 0.8168
The Pas Region 0.813 (0.695, 0.953) 0.0104
Thompson Region 0.709 (0.574, 0.875) 0.0013
Age, linear 1.808 (1.485, 2.201) <0.001
Age, quadratic 0.995 (0.994, 0.997) <0.001
Average Household Income of Neighbourhood (per
$10,000) 1.154 (1.119, 1.189) <0.001
Continuity of Care 1.616 (1.454, 1.796) <0.001
Mental lliness ADGs 0.891 (0.795, 0.999) 0.0475
Major Physical lliness ADGs 0.963 (0.869, 1.067) 0.4701
Bold = statistically significant results Source: MCHP/MMF, 2010

* Many of the regression models include a quadratic age term, which means that the model fit was improved through the use of both the age term
and an age-squared term. The way in which this can be interpreted is that the likelihood increases with age (since the aOR of the age term is greater
than 1 and statistically significant), but that this effect levels off at higher ages (since the aOR of the quadratic age-squared term is less than 1, and
statistically significant).

Note: ADGs refers to Aggregated Diagnostic Groups, a measure of comorbidity (co-existing conditions) that can be grouped into either co-existing
mental illnesses or major physical ilinesses. See the Glossary for further explanation.
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7.4  Cervical Cancer Screening

Also called a Pap (Papanicolau) test, cervical cancer screening is based on the examination of cells
collected from the cervix to reveal pre-malignant (before cancer) and malignant (cancer) changes as
well as changes due to non-cancerous conditions such as inflammation from infections.

Cervical cancer screening was measured as the age—adjusted proportion of women aged 18-69 who
received at least one Pap test in three fiscal years: 2004/05-2006/07. Crude rates are available in the
appendix. See Glossary for tariff codes used. The denominator includes all Manitoba female residents
aged 18-69 as of December 31, 2005. Women who have had a complete hysterectomy surgery were
excluded from both the numerator and denominator.

Rates for northern and remote areas served by nursing stations may be underestimated due to missing

data.

Key observations:

RHAs:

Provincially, Metis women have a similar cervical cancer screening rate compared to all other
women (69.0% vs. 67.8%). There appears to be a gradient by PMR, with the least healthy regions
having the lowest Pap test rates (however, caution needs to be exerted regarding the “other”
rate, since some of the First Nations northern nursing stations may not be reporting into the
administrative data).

Most RHAs have rates for Metis and other women that are similar to the corresponding
provincial averages. However, for Metis women, four RHAs show cervical cancer screening rates
that are lower than the corresponding provincial Metis average of 69.0%—Parkland (58.9%),
Churchill (17.8%), NOR-MAN (49.9%), and Burntwood (50.2%). In three of these, the rates are
also lower for all other women, compared to their provincial average of 67.8%—Churchill
(31.4%), NOR-MAN (50.9%), and Burntwood (34.6%). As well, the aggregate North area has very
low rates for both Metis (48.9%) and “all others” (40.0%).

Two RHAs have significantly higher cervical cancer screening rates for Metis compared to other
women in the area—South Eastman RHA (75.5% vs. 67.0%) and Burntwood (50.2% vs. 34.6%).
As well, this trend is seen in the aggregate North area (Metis 48.9%, others 40.0%).

MMF Regions:

Compared to the overall Metis cervical cancer screening rate of 68.9%, The Pas MMF Region
(49.9%) and Thompson MMF Region (48.2%) are significantly lower. Although not statistically
significant, Winnipeg MMF Region appears to be higher at 75.0%.

There is a gradient of cervical cancer screening rates with PMR in the MMF Regions, with the
least healthy areas having the lowest rates.
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Winnipeg CAs:

In Winnipeg RHA overall, cervical cancer screening rates are similar for both Metis women
(75.0%) and “all others” living in the area (70.9%). There appears to be a gradient, with the least
healthy CAs having the lowest rates. That being said, even the least healthy CAs of Winnipeg
show Metis cervical cancer screening rates that are comparable to the provincial Metis average
and the most healthy CAs show rates higher than the provincial average.

Metis women have a higher cervical cancer screening rate, compared to their provincial
average of 75.0%, in the CAs of Fort Garry (83.7%) and St. Boniface (82.0%).

Although similar to the Metis provincial average, Metis women living in three CAs have a
statistically higher rate than others living in those areas—Seven Oaks (77.7% vs. 67.2%), Inkster
(71.7% vs. 61.0%), and Downtown (69.7% vs. 60.3%).

Logistic regression modeling of the probability of having a Pap test for women aged 18-69:

For the logistic regression model including everyone:

« After controlling for geographical area, age, income, mental and physical comorbidities,

and continuity of care, Metis women are more likely than other Manitoba women to
receive a cervical cancer screening test (aOR=1.25, 95% Cl 1.21-1.29).

A woman is more likely to receive a Pap test if she is living in the Rural South or Mid
aggregate areas, Winnipeg RHA, or Brandon RHA. Brandon RHA has a particularly high
likelihood (aOR=1.73, 95% Cl 1.67-1.78) compared to other areas.

Compared to women age 40-49, all other age groups are less likely to have a Pap test with
the exception of those age 30-39, who are more likely.

For the logistic regression model only including Metis women:

« Metis women have a greater likelihood of receiving a Pap test if they are living in a

neighbourhood with high household income and if they have either mental or physical
comorbidities.

« Compared to Metis women aged 40-49, younger women (18-29 and 30-39) are more

likely to have a Pap test, whereas women age 50-59 and 60-69 are less likely.

Metis women living in the following MMF Regions are more likely to have a Pap test:
Southeast (aOR=1.34, 95% Cl 1.23-1.45); Interlake (aOR=1.34, 95% Cl 1.24-1.46); Winnipeg
(aOR=1.51, 95% Cl 1.43-1.60); and Southwest (aOR=1.22, 95% Cl 1.12-1.32). However, Metis
living in The Pas MMF Region (aOR=0.52, 95% Cl 0.47-0.57) and Thompson MMF Region
(@OR=0.55, 95% Cl 0.50-0.62) are less likely.

Metis women with good continuity of care are more likely to have a Pap test (aOR=1.96,
95% Cl 1.84-2.09) compared to Metis women who do not have good continuity of care.
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Figure 7.4.1: Cervical Cancer Screening Rate by RHA, 2004/05-2006/07

Age-adjusted percent of women aged 18-69 years
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Figure 7.4.2: Cervical Cancer Screening Rate by Metis Region, 2004/05-2006/07
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'd" indicates the difference between the two groups' rates was statistically significant for this area

's' indicates data suppressed due to small numbers
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Figure 7.4.3: Cervical Cancer Screening Rate by Winnipeg Community Area, 2004/05-2006/07
Age-adjusted percent of women aged 18-69 years
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Logistic Regression Model of the Probability of a Pap Test for Cervical Cancer

Probability of Pap Test by Aggregate Region, 2004/05-2006/07, women aged 18-69

Covariates Adjusted Odds Ratio p-
(95% Confidence Limits) | value
Metis (vs. All Others) 1.247 (1.209, 1.287) <0.001
Aggregate Regions (ref = Manitoba)
Rural South 1.092 (1.073, 1.110) <0.001
Mid 1.084 (1.064, 1.105) <0.001
North 0.416 (0.405, 0.427) <0.001
Brandon 1.725 (1.673, 1.778) <0.001
Winnipeg 1.177 (1.162, 1.194) <0.001
Age 18-29 (vs. 40-49) 0.881 (0.863, 0.900) <0.001
Age 30-39 (vs. 40-49) 1.159 (1.133, 1.185) <0.001
Age 50-59 (vs. 40-49) 0.858 (0.839, 0.878) <0.001
Age 60-69 (vs. 40-49) 0.571 (0.556, 0.586) <0.001
Average Household Income of Neighbourhood (per
$10,000) 1.109 (1.105, 1.113) <0.001
Continuity of Care 2.562 (2.523, 2.601) <0.001
Mental lllness ADGs 1.383 (1.356, 1.410) <0.001
Major Physical lliness ADGs 1.200 (1.178, 1.223) <0.001

Bold = statistically significant results

Probability of Pap Test by Metis Region, 2004/05-2006/07, Metis women aged 18-69

Covariates Adjusted Odds Ratio p-
(95% Confidence Limits) | value
Manitoba Metis Federation Regions (ref = Manitoba)
Southeast Region 1.341 (1.238, 1.453) <0.001
Interlake Region 1.343 (1.235, 1.461) <0.001
Northwest Region 1.055 (0.944, 1.179) 0.3441
Winnipeg Region 1.514 (1.434, 1.598) <0.001
Southwest Region 1.217 (1.122, 1.319) <0.001
The Pas Region 0.516 (0.470, 0.566) <0.001
Thompson Region 0.554 (0.497, 0.617) <0.001
Age 18-29 (vs. 40-49) 1.209 (1.106, 1.320) <0.001
Age 30-39 (vs. 40-49) 1.149 (1.045, 1.263) 0.0041
Age 50-59 (vs. 40-49) 0.835 (0.756, 0.923) <0.001
Age 60-69 (vs. 40-49) 0.495 (0.442, 0.555) <0.001
Average Household Income of Neighbourhood (per
$10,000) 1.141 (1.118, 1.164) <0.001
Continuity of Care 1.962 (1.841, 2.090) <0.001
Mental lliness ADGs 1.409 (1.307, 1.519) <0.001
Major Physical lliness ADGs 1.117 (1.038, 1.201) 0.0030

Bold = statistically significant results
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Findings from Literature Review
(compared to the results in this study—in italics)

In the Manitoba First Nations report (Martens et al., 2002), First Nations had much lower two-year-
old complete immunization rates compared to the rest of the population (45% vs. 77%). As well,
mammography screening rates for 1997-1998 were also lower for First Nations compared to all other
Manitobans (26% vs. 56%).

There is no comparable Metis data for preventive or screening indicators with which to compare results in
this chapter. However, the Metis prevention and screening rates are similar (or better than) the rest of the
population provincially in 2006/07, in contrast with the much lower rates of First Nations observed in 1997
and 1998 in the Martens et al. (2002) report.

It is important to note the presence of Aboriginally-governed health and social service delivery organizations
in the inner city of Winnipeg, and how this could potentially be positively affecting the observed rates of
immunization and cancer screening tests for Winnipeg inner city Metis due to access to Aboriginal health
services (Bartlett et al., 2004). Being in Winnipeg MMF Region in our study was associated with a higher rate
of adult (65+) influenza immunization and cervical cancer screening for women aged 18-69 years. This

may also increase the percentage of women having good continuity of care (i.e., receiving at least 50% of
physician care over a three—year period from the same physician).

In our study, for the Metis population (from the regression model only including Metis), good continuity

of care was highly associated with a higher probability of: two-year-old complete immunization
(aOR=1.48, 95% Cl 1.20-1.82); influenza immunization for those aged 65+ (aOR=1.61, 95% Cl 1.44-1.80);
mammography tests for women aged 50-60 (aOR=1.62, 95% Cl 1.45-1.80); and Pap tests for women aged
18-69 (aOR=1.96, 95% Cl 1.84-2.09).
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Chapter 8: Child Health

Indicators in this chapter:

Breastfeeding Initiation Rate of Newborns

Teen Pregnancy Rate (females aged 15-19)

Newborn Hospital Readmission Rate Within Four Weeks of Birth Discharge
Infant Mortality Rate

Child Mortality Rate (aged 1-19 years)

ADHD Prevalence (aged 5-19 years)

Overall Key Findings:

Some child health indicators show that Metis children have a similar experience to all other
Manitoba children: hospital readmission rates of newborns within four weeks of discharge,
infant mortality rates, and overall child mortality rates are all similar between the two groups.
However, other indicators show that Metis children may be at greater risk with breastfeeding
rates about 7% lower, teen pregnancy rates 50% higher, child injury mortality rates 14% higher,
and ADHD prevalence 23% higher.

According to Table 8.0, notable regions having at least two indicators with statistically lower
child health “risk”: South Eastman RHA, the Rural South aggregate area, Southeast MMF Region,
and St. Boniface CA. It is also worthy of note that the hospitals with the greatest likelihood of
newborn breastfeeding initiation (after controlling for other factors) are also both in the Rural
South—Boundary Trails (Winkler/Morden) and Bethesda (Steinbach).

The North aggregate area, and in particular Parkland RHA, Burntwood RHA, The Pas MMF
Region, and Thompson MMF Region show particularly high risk for poor child health in at

least two indicators. As well, the Point Douglas CA is of particular high risk. It is also worthy

of note that the two major urban and rural hospitals with the lowest likelihood of newborn
breastfeeding initiation (after controlling for other factors) are mainly found in high risk areas—
Thompson Hospital and Dauphin Hospital, Portage La Prairie Hospital in Central RHA also has a
significantly lower likelihood of newborn breastfeeding initiation.

It is difficult to know whether a high ADHD rate is a warning flag for the health of children in
the area, or whether this indicates differing diagnostic criteria or better access to child health
specialists. Given this limitation of diagnostic bias, it appears that the urban areas of Winnipeg
and Brandon have a higher risk of ADHD. However, if it is a flag for better access, then these two
areas could be considered better off, not worse off, in this indicator. Similarly, the North, with its
low rates, could be considered either a better—off area with low rates or a worse-off area with
poorer access.

Manitoba Centre for Health Policy

213



Chapter 8: Child Health

Table 8.0: Overall Key Findings of Child Health Indicators

Indicator (age of
inclusion for this
indicator)

Provincial
difference
between Metis
and all others
(age- and sex—
adjusted unless
otherwise stated),
with RR (relative
rate)

Statistically “better off”
regions for Metis compared
to the Metis provincial
average

Statistically “worse
off” regions for Metis
compared to the Metis
provincial average

Breastfeeding
Initiation Rates
(crude percent of
newborns)

76.0% vs. 81.7%:;
RR=0.93

South Eastman RHA, Winnipeg
RHA, Rural South aggregate
area, Southeast MMF Region,
Winnipeg MMF Region, St.
Boniface CA, St. Vital CA, River
East CA

[logistic regression: Rural
South aggregate area, Hospitals
of Boundary Trails
(Winkler/Morden) and Steinbach
Bethesdal

Parkland RHA,
Burntwood RHA, Mid
and North aggregate
areas, Northwest MMF
Region, The Pas MMF
Region, Thompson
MMF Region, Point
Douglas CA

[logistic regression: The
Pas MMF Region, North
aggregate area,
Hospitals of: Thompson,
Portage, Dauphin]

Teen Pregnancy
Rates (age-adjusted
rate per thousand
females aged 15-19
years)

70.2 vs. 46.4 per
1000;
RR=1.51

South Eastman RHA, Central
RHA, Assiniboine RHA,
Interlake RHA, Rural South
aggregate area, Southeast
MMF Region, Interlake MMF
Region, Southwest MMF
Region, St. Boniface CA,
Transcona CA

[logistic regression: Southeast
MMF Region, Rural South and
Mid aggregate areas]

Winnipeg RHA, Parkland
RHA, Burntwood RHA,
North aggregate area,
The Pas MMF Region,
Thompson MMF
Region, Inkster CA,
Downtown CA, Point
Douglas CA

[logistic regression:
Thompson MMF
Region, North aggregate
areal

Newborn Hospital
Readmission Rate

35.8 vs. 32.5 per
1000;

Parkland RHA

within four weeks RR=1.10, NS

of birth discharge

(crude rate per

1000)

Infant Mortality 5.7 vs. 6.8 per - -
Rate (crude rate per | 1000;

1000) RR=0.84, NS

Child Mortality Rate
(age— and sex—
adjusted rate per
1000 aged 1-19
years)

0.33 vs. 0.36 per
1000;
RR=0.92, NS
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Child Injury 71.8% vs. 63.1%; n/a n/a

Mortality RR=1.14

(crude percentage

of child mortality

rate due to injury)

ADHD (percentage 3.7% vs. 3.0%; North Eastman RHA, NOR- Winnipeg RHA,

of children aged 5—
19 years)

RR=1.23

MAN RHA, Burntwood RHA,

Mid and North aggregate areas,

The Pas MMF Region,
Thompson MMF Region

Winnipeg MMF Region,
St. Vital CA

NS means Not Statistically significantly different between Metis and all others

Source: MCHP/MMF, 2010
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8.1 Breastfeeding Initiation Rate

The crude percentage of newborns (live births) in a Manitoba hospital who were exclusively or partially
breastfed upon discharge from the hospital was measured over three fiscal years, 2004/05-2006/07. The
denominator includes all live born babies in a Manitoba hospital that have breastfeeding information

in the hospital discharge abstract. Note that out of province birth records, birth records without
breastfeeding information, or breastfed coded as NPO (nothing by mouth) were excluded from both the
numerator and denominator.

Key observations:
RHAs:
« Provincially, Metis newborn breastfeeding initiation rates are lower than for all other newborns
(76.0% vs. 81.7%).

« Thereis a strong gradient by PMR, with lower breastfeeding rates in regions with poorer overall
health status.

« Metis have significantly lower breastfeeding initiation rates in the aggregate areas of Rural
South (83.6% vs. 87.8%) and Mid (69.6% vs. 76.4%) and in the two urban areas of Brandon RHA
(77.9% vs. 84.5%) and Winnipeg RHA (79.1% vs. 84.7%) compared to all others living in these
regions. However, Metis breastfeeding initiation rates are higher in the North aggregate area
compared to all others (67.6% vs. 59.5%).

« Metis breastfeeding initiation rates are significantly lower than for all other newborns in many
of the RHAs: Central (79.4% vs. 86.7%), Assiniboine (73.9% vs. 85.1%), Brandon (77.9% vs.
84.5%), Winnipeg (79.1% vs. 84.7%), and Parkland (56.1% vs. 73.6%). However, Metis rates are
significantly higher in Burntwood RHA (65.8% vs. 56.5%).

o Metis breastfeeding initiation rates are statistically higher than the corresponding Metis
provincial average of 76.0% in the following RHAs: South Eastman (90.0%); and Winnipeg
(79.1%). Churchill RHA has very high rates for Metis (92.3%), but this is not statistically
significant (probably due to very small population numbers).

« Metis breastfeeding initiation rates are statistically lower than the corresponding Metis
provincial average of 76.0% in the following RHAs: Parkland (56.1%) and Burntwood (65.8%).
There is also a trend to low rates in Nor-Man RHA (68.6%), though it is not statistically
significant.

MMEF Regions:
« Compared to the Metis provincial average of 76.0%, Metis breastfeeding initiation rates are
significantly higher in Southeast MMF Region (83.1%) and Winnipeg Region (79.1%), but
significantly lower in Northwest (62.8%), The Pas (60.3%), and Thompson (67.0%) MMF Regions.

« In the MMF Regions, the gradient of Metis breastfeeding initiation rates by PMR is somewhat
evident, but Northwest MMF Region appears to be an anomaly with much lower rates than
expected.
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Winnipeg CAs:

In Winnipeg RHA, both Metis (79.1%) and all other newborn (84.7%) breastfeeding initiation
rates are higher than their corresponding provincial averages (Metis 76.0%, all others 81.7%),
but the Metis rate is significantly lower than the rate for all other Winnipeg newborns. There is
also a strong gradient with PMR, which showed that breastfeeding initiation rates are lowest in
the least healthy CAs.

Although there is a trend towards slightly lower breastfeeding initiation rates for Metis
compared to all others living in each CA, only the Downtown CA has a significant difference
(68.3% vs. 75.1%).

There is a significantly lower breastfeeding initiation rate for Metis compared to all other
newborns in the CA of Downtown (68.3% vs. 75.1%). In Point Douglas, both Metis and all
other residents have similar rates (63.6% vs. 69.4%), and these are lower rates than their
corresponding provincial averages.

Metis breastfeeding initiation rates are higher than the provincial Metis average in the CAs
of St. Boniface (89.8%), St. Vital (86.5%), and River East (85.0%). Many of the other CAs show a
similar trend.

Metis breastfeeding initiation rates are lower than the provincial Metis average in the CA of
Point Douglas (63.6%), and the CAs of Inkster (71.0%) and Downtown (68.3%) show a trend
towards low rates.

Logistic regression modeling of the probability of a newborn being breastfed (in the year 2006/07):

For the logistic regression including everyone:

+ Metis are less likely to breastfeed compared to all other Manitobans (aOR=0.83, 95% Cl
0.71-0.97).

« Women living in the South aggregate area are more likely to breastfeed compared to
all Manitobans (after controlling for the effects of maternal age, income, comorbidities,
newborn birthweight and gestational age, hospital of birth, etc.), whereas those living in
the North are less likely.

« Women are less likely to breastfeed if they have had a C-Section, given birth to multiples,
have physical comorbidities, or have a newborn of lower gestational age. A woman is also
less likely to breastfeed if she resides in an area of lower average household income, has
other children (multiparous), or if she is younger at the birth of her first child.

« Women giving birth in Boundary Trails Hospital (@OR=2.33, 95% Cl 1.63-3.34) and
Steinbach’s Bethesda Hospital (@OR=2.41, 95% Cl 1.47-3.96) are more likely to initiate
breastfeeding, whereas women giving birth in Thompson Hospital (aOR=0.55, 95%

Cl1 0.43-0.70), Portage Hospital (aOR=0.46, 95% Cl 0.34-0.63), and Dauphin Hospital
(aOR=0.74, 95% Cl 0.55-0.99) are less likely to initiate breastfeeding, after controlling for
demographics and maternal/newborn characteristics.
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« For the logistic regression only including the Metis population:

+ Metis women residing in The Pas MMF Region are less likely to initiate breastfeeding
(aOR=0.63, 95% Cl 0.41-0.97). There is a trend to women from Southeast MMF Region
being more likely to breastfeed (aOR=1.52, 95% Cl 0.96-2.42, p<.08, NS) and women from
Northwest MMF Region being less likely (@OR=0.63, 95% bCl 0.39-1.03, p<.07, NS), but
neither of these are statistically significant.

« Because of small sample size for the modeling of only Metis, many of the other variables
do not show significance. However, they are in a similar direction to the effects that show
up in the complete model, which trends toward a less likelihood of breastfeeding after
a C-Section, multiple birth, newborn of lower gestational age, or maternal comorbidities
present.

+ The higher the maternal age at first birth, the greater the likelihood of breastfeeding a
newborn (aOR=1.11,95% Cl 1.07-1.15)

+ The higher the average neighbourhood income, the higher the likelihood of initiating
breastfeeding (@OR=1.18, 95% Cl 1.05-1.32, for every $10,000 incremental increase in
income).

« The higher the parity of the mother (i.e., the more children born to the mother), the less
likely that a newborn will be breastfed.
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Figure 8.1.1: Breastfeeding Initiation Rate by RHA, 2004/05-2006/07

Crude percent of newborns breastfeeding at hospital discharge
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Figure 8.1.2: Breastfeeding Initiation Rate by Metis Region, 2004/05-2006/07

Crude percent of Metis newborns breastfeeding at hospital discharge
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Figure 8.1.3: Breastfeeding Initiation Rate by Winnipeg Community Area, 2004/05-2006/07

Crude percent of newborns breastfeeding at hospital discharge
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Table 8.1.1:  Logistic Regression Model of the Probability of Newborn Breastfeeding Initiation

Probability of Breastfeeding Initiation by Aggregate Region, 2006/07, newborns

Covariates

Adjusted Odds Ratio [
(95% Confidence Limits) | value

Metis (vs. All Others)

0.830 (0.712, 0.967) 0.0171

Aggregate Regions (ref = Manitoba)

Rural South 1.482 (1.285, 1.709) <0.001
Mid 0.871 (0.750, 1.011) 0.0688
North 0.545 (0.455, 0.652) <0.001
Brandon 1.291 (0.987, 1.690) 0.0625
Winnipeg 1.102 (0.976, 1.244) 0.1181
Hospitals (ref = Health Sciences Centre)
Brandon 0.836 (0.643, 1.088) 0.1822
St Boniface 1.040 (0.891, 1.215) 0.6183
Boundary Trails, Winkler—-Morden 2.330 (1.625, 3.340) <0.001
Dauphin 0.743 (0.554, 0.997) 0.0474
Flin Flon 1.296 (0.696, 2.414) 0.4140
Portage 0.464 (0.344, 0.625) <0.001
Selkirk 0.882 (0.601, 1.294) 0.5201
Steinbach 2.413 (1.470, 3.960) <0.001
Swan River 0.618 (0.374, 1.020) 0.0596
The Pas 0.944 (0.700, 1.274) 0.7068
Thompson 0.550 (0.433, 0.698) <0.001
Intermediate Rural 2.100 (1.094, 4.030) 0.0256
Small Rural 1.223 (0.696, 2.148) 0.4838

Gestational Age (weeks)

1.083 (1.017, 1.152) 0.0128

Gestational Weight (kg)

1.512 (0.653, 3.499) 0.3344

Gestational Age by Weight Interaction

0.993 (0.972, 1.015) 0.5205

APGAR Score (0-6 vs. 7-10)

0.845 (0.677, 1.055) 0.1375

Mother's Age at First Birth

1.178 (1.140, 1.216) <0.001

Average Household Income of Neighbourhood (per
$10,000)

1.101 (1.090, 1.113) <0.001

Parity (1 child vs. 0)

0.651 (0.578, 0.734) <0.001

Parity (2+ children vs. 0)

0.586 (0.520, 0.659) <0.001

C—section Birth

0.748 (0.663, 0.844) <0.001

Multiple Birth

0.724 (0.552, 0.951) 0.0202

Mental lliness ADGs

0.944 (0.838, 1.062) 0.3372

Major Physical lllness ADGs

0.755 (0.665, 0.856) <0.001

Bold = statistically significant results

Source: MCHP/MMF, 2010
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8.2 Teen Pregnancy Rate

Teenage pregnancy includes live births, stillbirths, abortions, and ectopic pregnancies of women under
the age of twenty.

The age-adjusted rates of teenage pregnancy are calculated for females aged 15-19 in five fiscal
years: 2002/03-2006/07. Crude rates are available in the appendix. Teenage pregnancy is defined as a
hospitalization with one of the following diagnoses:

¢ live birth: ICD-9-CM code V27, ICD-10-CA code Z37

« missed abortion: ICD-9-CM code 632, ICD-10-CA code 002.1

» ectopic pregnancy: ICD-9-CM code 633, ICD-10-CA code O00

« abortion: ICD-9-CM codes 634-637, ICD-10-CA codes 003-007
¢ intrauterine death: ICD-9-CM code 656.4, ICD-10-CA code 036.4

Or, a hospitalization with one of the following procedures:
o surgical termination of pregnancy: ICD-9-CM codes 69.01, 69.51, 74.91; CCl codes 5.CA.89,
5.CA.90

« surgical removal of extrauterine (ectopic) pregnancy: ICD-9-CM codes 66.62, 74.3; CCl code
5.CA.93

« pharmacological termination of pregnancy: ICD-9-CM code 75.0, CCl code 5.CA.88
« interventions during labour and delivery: CCl codes 5.MD.5, 5.MD.60

The denominator includes all Manitoba female residents aged 15-19 as of December 31 of each year
(2002-2006). Note that abortions performed in private clinics are not included in the count of teenage
pregnancies. The rate of pregnancies in teenage girls aged 10-14 was not analyzed due to very the
small number of events.

Key Observations:
RHAs:
« Provincially, the Metis teen pregnancy rate is higher compared to that of all other Manitoba
teens (70.2 vs. 46.4 per 1000).

o Thereis a steep gradient with PMR, where the teen pregnancy rate is higher in the less healthy
RHAs.

« The aggregate areas show very different rates—the Rural South has teen pregnancy rates
lower than the provincial averages for both groups (Metis 32.7 per 1000; others 29.6 per
1000, NS); Mid area teens are both similar to the provincial averages (Metis 65.6, others 45.2
per 1000, Metis statistically higher than others); and North teens have higher rates than the
provincial averages (Metis 97.0, others 121.0 per 1000, Metis statistically lower than the other
North teens). It is important to note that the North aggregate area “all others” group has a
high proportion of First Nations teens, so the comparison between Metis and all others may be
influenced by the patterns of First Nations teen pregnancy.
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« Several RHAs show Metis teen pregnancy rates lower than the Metis provincial average—South
Eastman (28.7), Central (37.3), Assiniboine (34.2), and Interlake (44.7 per 1000). Other RHAs
show Metis teen pregnancy rates higher than the Metis provincial average—Winnipeg (81.0),
Parkland (98.4), and Burntwood (111.4 per 1000). Although not statistically significant, Brandon
RHA has a high rate at 96.0 per 1000.

« The Metis teen pregnancy rate is higher than that of all other residents of the RHA in Brandon
(96.0 vs. 48.1 per 1000), Winnipeg (81.0 vs. 43.1 per 1000), and Parkland (98.4 vs. 46.2 per 1000).
In all other RHAs, rates are similar between the two groups.

MMF Regions:
o Three MMF Regions show lower teen pregnancy rates compared to the overall Metis provincial
average of 70.2 per 1000: Southeast (41.5), Interlake (43.6), and Southwest (50.0 per 1000). In
contrast, two MMF Regions show higher rates: The Pas (101.0) and Thompson (106.0 per 1000).

e Inthe MMF Regions, there is a relatively steep gradient with PMR, whereby the least healthy
regions have the highest teen pregnancy rates.

Winnipeg CAs:

e Metis teen pregnancy rates are higher in Winnipeg compared to all other Winnipeg teens (81.0
vs. 43.1 per 1000), at almost double the rate. The Winnipeg Metis rate is actually statistically
higher than the overall Metis provincial average (81.0 vs. 70.2 per 1000), whereas the Winnipeg
“all other”rate is statistically lower (43.1 vs. 46.4 per 1000).

o Thereis a steep gradient in Winnipeg, with the highest teen pregnancy rate in the least healthy
CAs.

« Low teen pregnancy rates for Metis teens are seen in the CAs of St. Boniface (38.5) and
Transcona (35.7 per 1000) compared to the Metis provincial average, whereas high rates are
seen in the CAs of Inkster (128.0), Downtown (162.5), and Point Douglas (156.6 per 1000).
Although not statistically significant, the CAs of River Heights (92.8) and River East (82.4 per
1000) show a trend to relatively high Metis teen pregnancy rates. With the exceptions of Inkster,
Downtown, and Point Douglas, all other CAs in Winnipeg have lower teen pregnancy rates for
“all other” teens, compared to their provincial rate of 46.4 per 1000.

« Several CAs of Winnipeg show statistically higher rates of teen pregnancy for Metis compared
to others residing in that area: St. Vital (50.2 vs. 25.4), River Heights (92.8 vs. 31.4), River East
(82.4 vs. 36.5), Seven Oaks (60.0 vs. 37.6), Inkster (128.0 vs. 63.1), Downtown (162.5 vs. 93.3),
and Point Douglas (156.6 vs. 112.3 per 1000). Of special concern are the three least healthy CAs
of Inkster, Downtown and Point Douglas, where rates for Metis teens are extremely high (the
highest in the province and 1.4 to 2.0 times the rate for other teens living in those areas).
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Logistic regression modeling of the probability of a teen pregnancy (in the year 2006/07):
» Forthe logistic regression including everyone:

The logistic regression model showed the teen pregnancy rates of Metis and others to be
similar (@OR=0.95, 95% Cl 0.80-1.14, p=.60, NS) after adjusting for the effects of income,
physical and mental comorbities, demographics, and age of the teen’s mother at first

birth. So the fact that the age—adjusted rates of teen pregnancy for Metis were statistically
significantly higher provincially compared to all others, this can be explained by differences
in other factors, not in ethnicity.

By aggregate area, after controlling for confounding effects, all teens living in the South
(@OR=0.60, 95% Cl 0.53-0.68) and Mid (aOR=0.87, 95% Cl 0.77-0.98) are less likely to
become pregnant, whereas those living in the North are more likely (aOR=1.81, 95% Cl
1.61-2.03). Brandon and Winnipeg are both similar to the overall provincial likelihood.

There is an increased likelihood of teen pregnancy as the teen’s age increases, and teens
with mental and physical comorbidities are more likely to become pregnant.

The age at first birth of the teen’s mother influences the likelihood of the teen becoming
pregnant herself—as the mother’s age at first birth increases, the likelihood of her teenage
daughter becoming pregnant decreases.

There is a decreased likelihood of teen pregnancy as the average household income of the
neighbourhood increases.

Teens taking a prescribed oral contraceptive (at least one contraceptive prescription,

oral or transdermal patch) in the year prior) are slightly more likely to experience a teen
pregnancy (aOR=1.15, 95% CI 1.01-1.30). This may be due to oral contraceptives being
an indicator of being sexually active, especially given the fact that oral contraceptive use
could be limited to only one prescription. However in teens, there may be a higher risk of
pills being missed, increasing the risk of unintended pregnancy.

« For the logistic regression only including the Metis population:

Metis teens living in Southeast MMF Region (aOR=0.43, 95% Cl 0.23-0.80) are less likely,
but those living in Thompson MMF Region (aOR=1.87,95% Cl 1.16-3.01) are more likely to
become pregnant compared with the overall provincial Metis likelihood.

There is an increased likelihood of teen pregnancy as the age of the teen increases,

the average household income of the neighbourhood decreases, the teen’s physical
comorbidities increase, and the age of the teen’s mother at first birth decreases. Although
not significant, the presence of a mental comorbidity shows a trend to increased likelihood
of teen pregnancy (the model with all Manitobans in it showed this to be statistically
significant, probably due to greater sample size).
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Figure 8.2.1: Teen Pregnancy Rate by RHA, 2002/03-2006/07

Age-adjusted annual rate of teen pregnancies per 1,000 females aged 15-19
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Figure 8.2.2: Teen Pregnancy Rate by Metis Region, 2002/03-2006/07

Age-adjusted annual rate of teen pregnancies per 1,000 Metis females aged 15-19
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Figure 8.2.3: Teen Pregnancy Rate by Winnipeg Community Area, 2002/03-2006/07

Age-adjusted annual rate of teen pregnancies per 1,000 females aged 15-19
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Table 8.2.1: Logistic Regression Model of the Probability of Teen Pregnancy

Probability of Teen Pregnancy by Aggregate Region, 2006/07, females aged 15-19

Covariates Adjusted Odds Ratio p-
(95% Confidence Limits) | value
Metis (vs. All Others) 0.954 (0.800, 1.138) 0.6034
Aggregate Regions (ref = Manitoba)
Rural South 0.596 (0.527, 0.675) <0.001
Mid 0.869 (0.768, 0.983) 0.0260
North 1.809 (1.612, 2.030) <0.001
Brandon 0.982 (0.800, 1.207) 0.8655
Winnipeg 1.086 (0.992, 1.189) 0.0742
Age, linear 1.731 (1.644, 1.822) <0.001
Age, quadratic 0.902 (0.871, 0.935) <0.001
Mother's Age at First Birth 0.862 (0.850, 0.873) <0.001
Average Household Income of Neighbourhood (per
$10,000) 0.787 (0.760, 0.815) <0.001
Mental lliness ADGs 1.619 (1.415, 1.852) <0.001
Major Physical lliness ADGs 1.180 (1.030, 1.352) 0.0169
Contraceptive Pill Use 1.147 (1.011, 1.302) 0.0333

Bold = statistically significant results

Probability of Teen Pregnancy by Metis Region, 2006/07, Metis females aged 15-19
Adjusted Odds Ratio p-
(95% Confidence Limits) | value

Covariates

Manitoba Metis Federation Regions (ref = Manitoba)

Southeast Region 0.427 (0.228, 0.802) 0.0082
Interlake Region 0.891 (0.538, 1.474) 0.6518
Northwest Region 1.136 (0.663, 1.946) 0.6436
Winnipeg Region 1.094 (0.815, 1.467) 0.5502
Southwest Region 0.875 (0.549, 1.394) 0.5740
The Pas Region 1.293 (0.833, 2.007) 0.2527
Thompson Region 1.871 (1.163, 3.010) 0.0098
Age, linear 1.639 (1.403, 1.914) <0.001
Age, quadratic 0.904 (0.809, 1.010) 0.0734
Mother's Age at First Birth 0.870 (0.828, 0.914) <0.001
Average Household Income of Neighbourhood (per
$10,000) 0.847 (0.747, 0.960) 0.0094
Mental lliness ADGs 1.508 (0.990, 2.298) 0.0559
Major Physical lliness ADGs 1.522 (1.014, 2.284) 0.0425
Contraceptive Pill Use 1.082 (0.735, 1.594) 0.6887
Bold = statistically significant results Source: MCHP/MMF, 2010
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8.3 Newborn Hospital Readmission Rate Within Four Weeks of Birth Discharge:

The crude annual rate of infant readmission to the hospital within four weeks of hospital discharge of
birth hospitalization was measured over five calendar years: 2002-2006. One baby could potentially
have more than one readmission, hence this is a rate not a prevalence. The denominator includes all live
births (in hospital) in the study period.

Key observations:
RHAs:
« Provincially, the Metis newborn hospital readmission rate is similar to that of all other newborns
(35.8 vs. 32.5 per 1000).

e There appears to be a gradient of newborn hospital readmission rate with PMR, the least
healthy regions having the highest rate. However, Parkland RHA shows up as a slight anomaly
by having a much higher hospitalization rate than one would expect given its underlying
health status.

« Because of the rarity of this event, statistical differences do not show up in most regions.
However, Parkland has an elevated newborn hospital readmission rate for both the Metis (60.8)
and other newborns (54.6 per 1000), 1.7 times the corresponding provincial rates in both cases.

« Although not statistically significant, there appears to be somewhat of a lower newborn
hospital readmission rate for Metis compared to other newborns in NOR-MAN (37.1 vs. 47.1
per 1000) and Burntwood (36.4 vs. 43.7 per 1000). In most other RHAs and at the aggregate
Rural South (31.1 vs. 26.8 per 1000) and Mid (39.1 vs. 34.5 per 1000) levels, the trend goes in the
opposite direction with Metis rates slightly higher than all others in the region.

MMF Regions:
o Because of the rarity of the event, no MMF Region has a statistically higher or lower newborn
hospital readmission rate compared to the Metis provincial average of 35.8 per 1000.

« Thereis evidence of a slight gradient in MMF Regions of newborn hospital readmission rate
by PMR, with the most healthy having the lowest rate and the least healthy the highest. Both
Northwest and The Pas MMF Regions appear to have elevated newborn hospital readmissions
at 53.5 and 50.0 per 1000 respectively.

Winnipeg Aggregate Areas':
e InWinnipeg RHA, the newborn hospital readmission rate is similar between Metis and other
newborns (36.1 vs. 32.3 per 1000, NS).

« Only one Winnipeg Aggregate Area has a statistically higher rate for Metis compared to all
others—Winnipeg Average Health (51.7 vs. 30.5 per 1000). The two other areas have similar
rates between the two groups.

' Note that due to relatively small numbers of events at the Winnipeg CA level, only aggregate area rates could be shown. The MCHP
suppression rule is that if a rate is based upon 1 to 5 events, the rate must be suppressed for that geographical area.
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Reasons for newborn hospital readmission within four weeks of birth discharge:
o The reasons for newborn hospital readmission are very similar between Metis and all other
Manitobans, with the top five being: respiratory system (Metis 18.0%, others 16.7%); jaundice
(Metis 17.6%, others 16.5%); accompanying a sick person’ (Metis 14.6%, others 15.4%);
congenital anomalies (Metis 9.8%, others 8.7%); and infectious/parasitic (Metis 9.3%, others
8.2%).
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Figure 8.3.1: Newborn Hospital Readmission Rates Within Four Weeks of Birth Discharge

by RHA, 2002-2006
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Figure 8.3.2: Newborn Hospital Readmission Rates Within Four Weeks of Birth Discharge

by Metis Region, 2002-2006
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Figure 8.3.3: Newborn Hospital Readmission Rates Within Four Weeks of Birth Discharge

by Winnipeg Aggregate Area, 2002-2006
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Figure 8.3.4: Reasons for Newborn Hospital Readmission Within 4 Weeks of Birth Discharge

for Metis, 2002-2006
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Figure 8.3.5: Reasons for Newborn Hospital Readmission Within 4 Weeks of Birth Discharge

for All Other Manitobans, 2002-2006
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8.4 Infant Mortality Rate

This is an indicator of death among infants within one year of birth. Infant mortality is seen as a possible
indicator of overall health status, access to healthcare in an area, and/or the effectiveness of prenatal
care.

The crude annual rate of infant deaths within the first year of life was measured over 10 calendar years
1997-2006, per 1000 newborns aged 0-364 days. The denominator includes all live births (in hospital)
in the study period. Live births are identified during 1996-2005 calendar years and deaths are identified
up to each child’s first birthday.

Due to the rarity of the event, rates were generated at the large aggregate areas to avoid suppression of
data.

Key observations:
RHA Aggregate Areas:

« Provincially, the infant mortality rate for Metis infants is similar to that of all other Manitoba
infants (5.7 vs. 6.8 per 1000).

o Thereis a very small gradient for Metis, but a large gradient for other infants, with the highest
infant mortality rate in the least healthy aggregate area of the North.

o The trend to slightly lower mortality rates for Metis, although not statistically significant, is
present in every aggregate area—Rural South & Brandon (5.4 vs. 6.2), Mid (5.4 vs. 6.6), North
(6.2 vs.9.2), and Winnipeg (5.9 vs. 6.6 per 1000).

MMF Regions:
« Because of the rarity of the event (and its highly fluctuating rate due to small numbers), there
are no significantly different rates between any of the MMF Regions and the provincial Metis
average of 5.7 per 1000.

Causes of infant mortality:
o The top two causes of infant mortality are similar for Metis and other infants—congenital
anomalies (25.4% vs. 28.7%) and short gestation/low birth weight (9.0% vs. 11.1%).

o SIDS represents 9.0% of Metis infant deaths and 6.6% of other infant deaths. External causes of
injury represent 9.0% of Metis infant deaths and 4.8% of other infant deaths.

Neonatal and post-neonatal infant mortality rates:

« Although not shown in the graphs, the rates of the two components of infant mortality—
neonatal mortality (0-28 days) and post-neonatal mortality (28-364 days)—are similar
between Metis and other infants. The neonatal mortality rates for Metis and others are 3.9 and
4.6 per 1000; the post-neonatal mortality rates for Metis and others are 1.8 and 2.2 per 1000
respectively.
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Updated November 1, 2012

Figure 8.4.1: Infant Mortality Rate by Aggregate RHA Area, 1997-2006

Crude annual rate of death within 364 days of birth per 1,000 newborns
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Figure 8.4.2: Infant Mortality Rate by Metis Region, 1997-2006

Crude annual rate of death within 364 days of birth per 1,000 newborns
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Updated November 1, 2012

Figure 8.4.3: Causes of Infant Mortality for Metis, 1997-2006*

Percentage of deaths for newborns who died in the first year of life (0-364 days)
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*  Note: due to rare events, and the need to suppress any rate based upon 1-5 events, the infant mortality categories for the Metis

cannot be given in as much detail. Those categories that are not listed separately have been aggregated in the “other” category.

Figure 8.4.4: Causes of Infant Mortality for All Other Manitobans, 1997-2006

Percentage of deaths for newborns who died in the first year of life (0-364 days)
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8.5 Child Mortality Rate

The child mortality rate is the age- and sex-adjusted rate of deaths per 1,000 residents aged 1 through
19 calculated for the calendar years 1997-2006. The denominator includes all Manitoba children age
1-19 as of December 31 of each year (1997-2006).

Due to the rarity of the event, rates were generated at the large aggregate areas to avoid suppression of
data.

Key observations:
RHA Aggregate Areas:
« Provincially, child mortality rates of Metis are similar to all other Manitoba children (0.33 vs. 0.36
per 1000). There is a steep gradient with PMR, showing the most healthy areas of Rural South/
Brandon having the lowest rate and the least healthy area of the North the highest rate for both
Metis and others.

« The North rate is elevated compared to the overall provincial rate, both for the Metis (0.58 vs.
0.33, NS, but RR=1.8) and for other children (0.88 vs. 0.36, statistically higher, RR=2.4).

« Winnipeg RHA appears to have the lowest rate at 0.25 per 1000 for both Metis and others.
However, this is only statistically lower than the corresponding provincial average for the
“other” group.

MMF Regions:

« Although the rarity of the event precludes statistically significant differences, most MMF
Regions have child mortality rates similar to the provincial Metis average of 0.33 per 1000.
Thompson MMF Region appears to be elevated, but this is not statistically significant (0.73 per
1000, NS, but RR=2.2 times the provincial Metis rate). Winnipeg MMF Region appears to have a
lower rate, but this is also not statistically significant (0.25 per 1000, NS, but RR=0.76).

Causes of child mortality:
e The top two causes of child mortality are the same for Metis and for other children: External
Cause of Injury (Metis 71.8%, others 63.1%) and Cancer (Metis 7.7%, others 7.0%).

o Injury is still the leading cause of death for children 1-19 years old. Looking at the table which
indicates injury by age group, 61.5% of the deaths of Metis children aged 1 to 4 are due to
injury, compared to 48.7% for other children. Similarly, Metis have a higher percentage of
deaths due to injury for ages 5-14 compared to other children (56.5% vs. 48.6%). This is also
true for ages 15-19 (Metis 79.5% vs. others 71.8%)).
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Figure 8.5.1: Child Mortality Rate by Aggregate RHA Area, 1997-2006
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Figure 8.5.2: Child Mortality Rate by Metis Region, 1997-2006

Age- & sex-adjusted annual rate per 1,000 Metis residents aged 1-19 years
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Figure 8.5.3: Causes of Child Mortality for Metis, 1997-2006
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External Cause of
Injury
70.0%

Source: MCHP/MMF, 2010

Proportion of Deaths due to Injury by Age Group, 1997-2006, aged 1-19
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Figure 8.5.4: Causes of Child Mortality for All Other Manitobans, 1997-2006
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8.6  Attention Deficit Hyperactivity Disorder Prevalence (ADHD)

Attention—-Deficit Hyperactivity Disorder (ADHD) is a neurobehavioral developmental disorder that
typically presents during childhood and is characterized by a persistent pattern of impulsiveness and
inattention. In the literature, it has been found that ADHD occurs more commonly in boys as in girls.

The age- and sex-adjusted prevalence of ADHD was measured for children aged 5-19 in fiscal year
2006/07.The crude rates are available in the appendix. ADHD was defined as:
« one or more hospitalizations with a diagnosis of hyperkinetic syndrome: ICD-9-CM code 314,
ICD-10-CA code F90

« one or more physician visit with a diagnosis of hyperkinetic syndrome: ICD-9-CM code 314
e two or more prescriptions for ADHD drugs without a diagnosis of:

+ conduct disorder: ICD-9-CM code 312; ICD-10-CA codes F63, F91, F92

. disturbance of emotions: ICD-9-CM code 313; ICD-10-CA codes F93, F94

- cataplexy/narcolepsy: ICD-9-CM code 347, ICD-10-CA code G47.4

Children whose postal code corresponded with the Winnipeg Child and Family Services Office building
were reassigned to their previous residence where possible. The denominator includes all Manitoba
residents aged 5-19 as of December 31, 2006.

Key observations:
RHAs:

« Provincially, Metis children have a higher prevalence of ADHD compared to all other Manitoban
children (3.7% vs. 3.0%). There is no consistent gradient between PMR and ADHD. There
appears to be higher rates in the urban areas (Brandon, Winnipeg) and lower rates in the North.
At the aggregate area level (excluding urban areas), especially for the Metis, there appears to be
a reverse gradient such that the healthiest area (Rural South) has the highest ADHD prevalence
(Metis 3.7%, other 2.1%), followed by Mid (Metis 2.7%, other 2.6%), and then by the North
(Metis 2.0%, other 2.0%).

« Several southern RHAs show a higher prevalence of ADHD for Metis when compared to other
children. These include South Eastman (4.1% vs. 1.7%), Central (2.8% vs. 1.7%), Assiniboine
(4.7% vs. 3.1%), and Winnipeg (4.6% vs. 3.5%).

« The region showing statistically higher prevalence of ADHD for Metis children compared to the
provincial Metis average of 3.7% is Winnipeg (4.6%). There is a trend to a higher prevalence in
Brandon (5.3%), but it is not statistically significant (p=.04, not meeting the criteria of 0.01).

« Those regions showing a statistically lower prevalence of ADHD for Metis children compared
to the provincial Metis average are: North Eastman (1.7%), NOR-MAN (1.8%), and Burntwood
RHAs (2.2%). It is difficult to know whether this is a true physiological finding, whether there is
a different criteria being applied to those areas, or whether there is lack of access to pediatric
specialists (i.e., under-diagnosing). As well, both the Mid (2.7%) and North (2.0%) aggregate
areas show lower than average prevalence of ADHD for Metis children.
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MMF Regions:
» There is no apparent gradient of the prevalence of ADHD by PMR at the Manitoba MMF Region
level. The provincial Metis prevalence of ADHD is 3.7%.

«  Winnipeg MMF Region (4.6%) has an elevated prevalence of ADHD compared to the Metis
provincial average, whereas The Pas (1.9%) and Thompson (2.1%) MMF Regions have a lower
prevalence.

Winnipeg CAs:
e ForWinnipeg RHA, Metis children have a higher prevalence of ADHD compared to all other
Winnipeg children (4.6% vs. 3.5%).

e There is no gradient of the prevalence of ADHD by PMR in the Winnipeg CAs—most areas have
very similar prevalence, with a possible “outlier” of St. Vital (6.9%) for Metis children.

« Three CAs show a statistically significant difference with Metis children having a higher
prevalence of ADHD compared to other children in that CA: St. Boniface (5.1% vs. 3.6%), St. Vital
(6.9% vs. 3.5%), and Inkster (5.1% vs. 2.3%).

e Only one Winnipeg CA shows a higher prevalence of ADHD for Metis children compared to the
provincial Metis average of 3.7%—St. Vital (6.9%).
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Figure 8.6.1: ADHD Prevalence by RHA, 2006/07
Age- & sex-adjusted percent of residents aged 5 -19
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Figure 8.6.2: ADHD Prevalence by Metis Region, 2006/07
Age- & sex-adjusted percent of Metis residents aged 5-19
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Figure 8.6.3: ADHD Prevalence by Winnipeg Community Area, 2006/07

Age- & sex-adjusted percent of residents aged 5 -19
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