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Executive Summary

This section summarizes the high-level findings
from the 2019 Community Health Assessment
(CHA) report for Interlake-Eastern Regional
Health Authority (IERHA).

Our Residents

The unique characteristics of our region
influence the factors that determine how
healthy we are and have a significant impact
on the need for appropriate services and
programs. Population trends show the number
of aging residents is growing in Interlake-
Eastern. We have a larger percentage of
residents ages 50-79 living in the region
compared to Manitoba. As well, nearly one in
three IERHA residents self-identify as
Indigenous (27%), compared with the
provincial average of one in five residents
(18%). Our spike in population during the
summer months also impacts our program and
service planning.

How Healthy Are We?

Interlake-Eastern rates of many chronic
diseases are higher compared to the provincial
average. This includes rates for cancer,
hypertension (high blood pressure), diabetes
and childhood asthma.

Diabetes incidence is significantly higher than
the provincial rate, with one of every ten
residents diagnosed with diabetes. The
management of all chronic diseases through
community based programs is important in
maintaining health and avoiding
hospitalization. The chronic disease program,
comprised of nurses and dietitians, focuses on
the prevention and management of diabetes
and other chronic conditions. This is an
example of targeted services provided to meet
the needs of residents in the region.
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There was a significant decrease in the
number of residents suffering from heart
attack and stroke even though rates are above
the provincial average. Improvement was also
noted in colorectal screening rates and hip
fracture hospitalization rates.

Feedback

The Canadian Patient Experience Survey —
Inpatient Care tool lets hospitalized patients
provide feedback regarding the care they
received. Questions focus on continuity of
care, partnership and participation in care by
the patient and family, and physical comfort.
Sixty-nine percent of Interlake-Eastern
patients indicated that they had a ‘very good’
hospital stay, which was slightly higher than
the provincial rate.

Disparity and Health Inequities

The region has the smallest percentage of
children living in low-income families among
all regions in Manitoba. However, there is
significant variation between geographic zones
within the region, with four of five zones
having rates almost twice as high as the
provincial average. Similarly, the burden of
disease varies between the geographic zones
and between age groupings, gender, and
income ratios.

Throughout the report health inequities are
highlighted where available and appropriate.
Addressing inequities is a growing priority for
the region, local communities, and
governments at all levels.

To view the complete report visit
www.ierha.ca click ‘About Us’ and then
‘Publications and Reports’ — ‘Community
Health Assessment 2019’


http://www.ierha.ca/
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Community Health Assessment (CHA) in Manitoba

Health is a state of complete physical, mental and social well-being and not merely the absence of
disease or infirmity.’

Understanding the health needs and assets of the people that live in Interlake-Eastern Regional
Health Authority is critical to effectively planning programs and services. Access to local health data
supports planning for policies and programs that are responsive to communities' unique needs

and will most benefit their residents.

In Manitoba, this understanding is gained through legislated
CHAs. This is the 5th cycle of CHA in Manitoba. The dates of the
previous CHA cycles are as follows:

“Community” can refer to all
persons living in a certain region,
or it might refer to groups of

e 1% CHA cycle - 1997/98 people with common

e 2" CHA cycle - 2004 characteristics or interests, for
e 3™ CHA cycle - 2009 example: women, youth, seniors,
e 4" CHAcycle - 2015 cultural groups or those living

, . . ) with specific health issues.
Using a population health approach, CHAs provide baseline

information about the health status, determinants of health, and

health system utilization of community residents. The CHA also

tracks health outcomes over time, identifies opportunities for

health promotion and disease prevention, and describes the conditions that contribute to health
disparities.

The CHA allows us to begin to understand ourselves: who we are, our strengths, our challenges, and
how our health system responds to our needs. One of the strengths of the CHA is that it presents data
from several time periods to reflect health trends to help identify areas needing priority action.

i
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In other jurisdictions, CHA work is captured under the term “Population and Public Health
Surveillance” (PPHS) which is defined as “the collection, analysis, interpretation, and dissemination of
data about demography, socio-economic status, health status and chronic diseases as well as their

7 i

protective and risk factors”.

Community Health Assessment Network (CHAN)

CHAN enables a coordinated approach to province-wide comparability on health issues within health
regions, while recognizing and respecting the diversity among them. The Community Health
Assessment Network (CHAN) is a provincially coordinated, collaborative group comprised of
representatives from:

Manitoba Health Seniors and Active Living
Department of Education (Healthy Child MB)
Manitoba Centre for Health Policy (MCHP)
George & Fay Yee Centre for Healthcare Innovation
Service Delivery Organizations:

- Shared Health/Soins communs (SH)

- CancerCare Manitoba (CCMB)

- Addictions Foundation of Manitoba

- Interlake-Eastern Regional Health Authority
- Northern Health Region

- Prairie Mountain Health
- Southern Health-Santé Sud
- Winnipeg Regional Health Authority

CHAN workshop in Winnipeg, Autumn 2018

CHA Purpose and Use

CHAs present local data and local interpretation of that data, foster community engagement, and
highlight community strengths and areas for improvement. This information enables the community-
wide establishment of health priorities and facilitates collaborative action planning directed at
improving community health status and quality of life.

Community Health Assessments and the Manitoba Quality and
Learning Framework (MLQF)

Manitoba is taking bold steps to improve access to care, quality of services, and patient outcomes.
Clinical leaders and health system experts from across the province are working on a provincial
approach to the planning and delivery of better health care for Manitobans. This work is supported by

clinical data and evidence, including the information presented in Manitoba’s Community Health
Assessments (CHA).
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As the Provincial Clinical and Preventive Services Plan guides and supports decisions about human
resources, investment, and clinical services, the valuable information we gather in the CHAs will help
ensure clinical experts have a real understanding of our population.

Ensuring positive patient outcome experiences is a focus and responsibility of every member of our
health system. Efforts to improve quality and safety are ongoing and will be guided going forward by
a new Manitoba Quality and Learning Framework that presents a common vision and approach to
quality, patient safety, and accreditation.

The Framework describes the Principles and Enablers of quality health care and defines the
overarching goals of our system in alignment with the Institute for Healthcare Improvement’s
Quadruple Aim. These four areas — Healthy Manitobans, Positive Patient Experience, Sustainable
Health System and Healthy Teams — allow service delivery organizations, patients, and providers to
share a common understanding of our goals.

These common goals also ensure that we are able to closely monitor progress and success by alighing
the indicators included in Community Health Assessments (population health, equity, continuity of
care, accessibility) with the overarching goals of the health system. Health authorities will be able to
use CHA data and the Framework together to set priorities and monitor quality performance all
within a culture of continuous improvement and learning.

The Framework is intended for use across the health system by funders, policy makers, leaders, direct
service providers, and patients. It applies across the continuum of care and is focused on improved
provincial outcomes but it is also adaptable to local needs and experiences.

For more information on the Manitoba Quality and Learning Framework, please visit
https://sharedhealthmb.ca/

iv
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The Manitoba Quality and Learning Framework (MQLF)

Provincial Template for CHA Reports

There are five regional health authorities (RHAs) in Manitoba, and all RHAs have collaborated to
produce CHA reports using a common template to allow for easier comparison of population health
indicators across the province. While regional CHA reports will have a similar look, the content
reflects findings unique to each health region. New to CHA reports are story boxes called “A Closer
Look” which provide additional regional context.



Population Health and Health Equity

Introduction

To tell the story of the health and well-being of any community or population, we do so by making

comparisons. We ask ourselves how that population has stayed the same over time and how it is

changing. We compare the population in our health region to that of other health regions in the

province; in one district (or community area) to the neighboring one. We ask ourselves why one

population is healthier than another.

Many terms are used to describe differences in health among population groups including

n o«

“disparities”, “inequalities”, and “inequities”. Even when intending to describe ideas that mean

something quite different, these terms are sometimes used interchangeably. It is important to be

clear what we mean when we use these terms.

What does it mean?

While health disparities and health inequalities can both be used to describe measurable differences

in health status among population groups, the term health inequities
should be interpreted differently.

Health inequities are unfair and modifiable because the underlying
causes are largely social and economic in nature. The interventions
needed go beyond health care services and supporting healthy
behaviours, to the types of public policies, programs and services a
society chooses. For example, decades ago, the poverty rates amongst
older adults in Canada was substantially reduced by introducing a
universal public pension program. Language surrounding health
inequities will hopefully lead us to talk about why these differences
exist and what kind of changes are likely to get at the root causes to
make the biggest difference in narrowing persisting gaps among
population groups. Conceptual differences are illustrated below."

“Health equity means that
everyone has a fair and just
opportunity to be as healthy

as possible. This requires
removing obstacles to
health such as poverty,
discrimination, and their
consequences, including
powerlessness and lack of
access to good jobs with fair
pay, quality education and
housing, safe environments,
and health care.”

(Braveman, P. et al 2017)
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Measuring and reporting on health inequalities has grown with each cycle of CHA. We have expanded
the measurement of health inequalities when available and appropriate. In doing so, we will advance
discussions and action around health equity — a growing priority for health systems and governments
at all levels in Canada and internationally. This aligns with Manitoba’s Chief Provincial Public Health
Officer Position Statement on Health Equity,’ which discusses the importance of working to improve
health equity as a key way to improve overall population health and as a health goal in and of itself.

“Social determinants of health are unequally distributed among population groups in our society”
and these are influenced by “unequal and unfair social relations such as colonialism, discrimination,
racism and gender inequity” as well as “structural drivers such as social policies and programs,
economic arrangements and politics.””’ The Chief’s position statement also recognizes that the
health care system and its services influence only about 25 percent of overall health outcomes,
while up to 60 percent of a population’s health status is influenced by the social determinants of
health and the structural drivers.""

To provide a comprehensive picture of the health of the people living in our communities,
information regarding the social determinants of health, health status measures by health region, and
health status changes over time is presented throughout this report.

How are health inequalities measured?

To strengthen the measurement of health inequalities between subpopulations, Manitoba
participated in a collaborative pan-Canadian expert working group to inform work by Statistics
Canada and the Canadian Institute for Health Information (CIHI). The goal was to develop common
equity characteristics for disaggregating health indicators. This collaborative national work resulted in
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recommended definitions for six equity characteristics for measuring health inequalities: age, sex,
gender, income, education, and geographic location.vii

This CHA report supports measuring health inequalities by:

e Stratifying data by geographic location

e Stratification of select indicators by age groupings and sex

Geographic disparity ratios

Income disparity ratios

e Presenting data graphs and tables in a new way to help identify disparities or health gaps

System Responsibility
CHAs provide a better understanding of what contributes to health inequities and what we need to
address in order to advance health equity for our population.

As identified for the third round of CHA in 2015, the evidence informs an approach to interventions to
achieve more equitable population health outcomes, which address equitable access in three main
areas. These include equity of access to:

Health Care Services

This is the responsibility of health and social service agencies, their boards, and the various levels of
government that provide funding, oversight, planning, and policy support. One example is providing
services universally to the whole population and supplementing them with “targeted” services for
population groups experiencing persistently poorer health and social outcomes.

Social Determinants of Health

This is the responsibility of all levels of government and the organizations to which they further
delegate responsibilities, commission work, and distribute funds that affect all sectors of society.
Examples include approaches such as healthy community planning, inter-sectoral action on health,
healthy public policy, health in all policies, health as a human right, and health among sustainable
development goals.

Community Participation

An important consideration includes collaboration with populations in vulnerable situations, which
are more likely to experience health inequities, to inform priorities, directions, and decisions. This
includes making space for community voices at the tables where decisions are made..

The notion of equitable access is based on the pioneering work done by Dahlgren and Whitehead and
international works related to the right to health to which Canada has made commitments to via
international covenants, treaties and declarations. ™

Health regions and the province overall strive to maintain and improve the health of the entire
population. To this end, we are involved in population health planning which must address what
contributes to those socially and economically influenced health differences among population
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groups. Future planning efforts must take these health equity gaps into consideration to improve
overall population health outcomes and would benefit from applying an equity analysis to all phases
of planning and implementation. Further resources are available in the appendix.

Actions to mitigate health inequities among population groups are an important component of
improving the overall health of all Manitobans. Health inequities are evident among several
population groups including newcomers and refugees, visible minorities, persons with disabilities, and
people living in poverty or other types of economic or social marginalization. There is strong evidence
that Indigenous peoples of Manitoba experience persistent health disparities resulting from historic
and current traumatic experiences related to colonization and racism. Indigenous peoples are also
most affected by health inequities. A recent report, The Health Status of and Access to Healthcare by
Registered First Nations Peoples in Manitoba, is noted below.

First Nations People’s Health in Manitoba

The Manitoba Centre for Health Policy (MCHP) and the First Nations Health and Social Secretariat of
Manitoba (FNHSSM) partnered to develop a comprehensive report, entitled The Health Status of and
Access to Healthcare by Registered First Nations Peoples in Manitoba, looking at health and health-
care use patterns of First Nations people living in Manitoba. Comparisons were made between First
Nations and all other Manitobans, between on and off reserve First Nations, and regional
comparisons by health regions and by Tribal Council Areas. This report will “contribute to building a
dialogue that supports strategies for increased access to equitable healthcare, improving programs
that support First Nations health and wellness, and supporting policy change and development” X It is
an update to the MCHP report referred to as the 2002 First Nations Atlas.

There is a widening and unequal gap between First Nations people’s health and other Manitobans.

“To understand why First Nations’ health is worse than other Manitobans, we need to first
acknowledge the history of colonization and the horrendous effects it had (and continues to have)
on the First Nations (peoples and their) ways of life. As part of an effort to ‘civilize’ First Nation
people, many children were forcibly removed from their families and communities and placed in
residential schools. In being made to adopt the European way of life, they lost much of their
language, their culture, and their connection to the families and communities. The trauma from
this experience is still being felt today as the pain of this loss is passed down through generations.”

The Truth and Reconciliation Commission (TRC) of Canada’s Call to Actions, especially number 19, was
the impetus for this study: “to identify and close the gaps in health outcomes between Aboriginal and
non-Aboriginal communities, and to publish annual progress reports and assess long-term trends.
Such efforts would focus on indicators such as: infant mortality, maternal health, suicide, mental
health, addictions, life expectancy, birth rates, infant and child issues, chronic diseases, illness and
injury incidence, and the availability of appropriate health services.””

ix
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While the majority of the data available was based on illness and not wellness, the report did
highlight community strengths and resilience in results from the Manitoba First Nations Regional
Health Survey (RHS). Compared to all other Manitobans, some of the key findings included:

e Mortality indicators are significantly worse among First Nations peoples

e Cancer screening rates are significantly lower among First Nations peoples

e Incidence of cervical and colorectal cancer are significantly higher among First Nations
peoples

e Poorer mental health is seen among First Nations peoples

e First Nations peoples have substance use disorder rates three times higher

e Rates of suicide and suicide attempts are five to six times higher among First Nations peoples

e Poor health and lower physician service use indicate barriers to First Nations peoples
accessing care

e First Nations peoples have more hospital use across all indicators

e There is a dramatically higher rate of opioid dispensations for First Nations peoples

e  First Nations communities highlight the importance of traditional healers

e 45 percent of RHS respondents reported they have safe drinking water on reserve

e 59 percent of RHS respondents reported their houses on reserves require repair

e Onein four families living on reserve include a survivor of residential schools

The health status gap between First Nations and all other Manitobans has widened since 2002.
Researchers have urged five actions to create change and improve health of the individuals, families,
and communities:"

1. Annual reporting on progress in addressing gaps in health and access to healthcare;

2. Development of strategic initiatives for equitable access to intervention and prevention
measures (including addressing racism in the health system through mandatory cultural
safety training for all staff, hiring of First Nations providers and new human resource policies
for safe reporting of racist incidents);

3. Development of short- and long-term plans for the training and hiring of First Nations health-
care professionals;

4. Further development of research partnerships among MCHP, Manitoba Health, Seniors and
Active Living (MHSAL), FNHSSM and Manitoba First Nations;

5. Setting First Nations on the path to borderless health-care delivery by improving access to
primary care healthcare that is designated and delivered through First Nations-led
partnerships.

Although the health profile of First Nations peoples is not summarized in the CHA report, we invite
you to read The Health Status of and Access to Healthcare by Registered First Nations Peoples in
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Manitoba. You will find the full report at:
http://umanitoba.ca/faculties/health sciences/medicine/units/chs/departmental units/mchp/Landin
g-FNAtlas.html

Data Sources and Limitations

Data Sources

The information for this report includes multiple sources of data to provide an in-depth look into the
health of our population. These are referenced throughout the document in the figures and tables
and include:

Administrative Health and Surveillance Data

These data measure health status and health services utilization in the province and health regions.
The majority of the administrative health and surveillance data are provided by the Manitoba Centre
for Health Policy (MCHP) or Manitoba Health, Seniors and Active Living, Information Management
and Analytics Branch (MHSAL IMA).

MCHP data are obtained from the Population Research Data Repository, a comprehensive collection
of administrative, registry, survey, and other data about residents of Manitoba. The data come from a
variety of government department administrative datasets. For more detailed information about the
repository, visit the MCHP website. Data presented in this report are primarily from published
reports, including: The 2019 RHA Indicators Atlas and Mental Iliness Among Adult Manitobans.
However, home care data from the MCHP are unpublished work commissioned by MHSAL.

Canadian Community Health Survey (CCHS)

CCHS is a national cross-sectional self-reported survey on residents’ health status, health
determinants, and health care utilization. CCHS is designed to collect health data at the provincial and
health region levels. Respondents who participated in the CCHS were selected to be representative of
the provincial population and to provide reliable estimates at the health region level. It is typically
collected by Statistics Canada every other year. The Manitoba sample size is 5,183 respondents. The
data are weighted for representativeness and standardized to take into account certain demographic
differences across health regions (e.g., age and sex), which can allow for more accurate comparisons
between health regions in the province.

2016 Census

The 2016 Census data are used to describe population and community characteristics. The Census
data provide high-quality information for communities across the province and are used to support
planning for employment, education, and health care services. It is typically collected by Statistics
Canada every five years.

Xi
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To ensure confidentiality, Statistics Canada randomly rounds the values, including totals, either up or
down to a multiple of '5' or '10.' As a result, when these data are summed or grouped, the total value
may not match the individual values since totals and sub-totals are independently rounded. Similarly,
percentages, which are calculated on rounded data, may not necessarily add up to 100 percent.

Healthy Child Manitoba

Data on the Early Development Instrument (EDI) and Family First risk factors are provided by the
Healthy Child Manitoba Office. For more details about the EDI program in Manitoba and other
provincial reports on child health, please visit: http://www.gov.mb.ca/healthychild/edi/.

CancerCare Manitoba

Cancer screening, incidence and mortality data are provided by CancerCare Manitoba from the
Manitoba Cancer Registry, Screening Programs and Radiation Oncology Program. Please visit
https://www.cancercare.mb.ca/About-Us/corporate-publications.

Canadian Patient Experiences Survey — Inpatient Care (CPES-IC)

The 2017/18 Canadian Patient Experiences Survey is a standardized survey patients use to provide
feedback about the quality of care they received during their most recent stay in a Canadian acute
care hospital. It was created by the Canadian Institute for Health Information (CIHI) and has been
endorsed by Accreditation Canada to meet the accreditation requirements for in-patient experience
surveying. The results of the survey were analyzed by the Information Management and Analytics
Branch of MHSAL. The CPES-IC has been collected across all regional health authorities in Manitoba
since 2017.

Data Limitations

We acknowledge that there are limitations that should be taken into consideration when interpreting
the data presented in this report. A challenge of drafting large population surveillance reports using
multiple data sources is the availability of the most up-to-date data. The most current data available
have been used for this report; however, for some indicators (e.g., dementia prevalence, mood and
anxiety disorders) the most recent data can be several years old.

Although many of the indicators are representative of the population, the information in this report
may not reflect the health status and needs of Indigenous peoples living in Manitoba due to data
limitations. For more information on the Health Status of First Nations people in Manitoba, please see
the previous section (First Nations People’s Health in Manitoba).

Some indicators (e.g., cancer-related) are not available at the zone or district level. For some
indicators, statistical testing was not available to test the differences compared to the Manitoba
average (e.g., Census) or the changes over time (e.g., Canadian Community Health Survey). Although
differences may be noted, the statistical significance of these differences should not be inferred.
Similarly, statistically significant differences were not tested across RHAs, zones, and districts.
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Administrative Health and Surveillance Data

The majority of the administrative health and surveillance data (e.g., provided by the Manitoba
Centre for Health Policy or MHSAL IMA) relies on medical claims data. Some health providers (e.g.,
physicians, nurse practitioners) working in rural areas are covered under alternate payment methods
(e.g., salaried) and they submit claims (shadow billings) for administrative purposes only. This may
result in under-reported health services in those areas. This is particularly true for many Northern
districts because much of the primary care for residents in some communities is provided by nurses
and not coded into medical claims data.

In addition, some useful demographic factors such as race and ethnicity are not captured in the
administrative health data repository; we also cannot assess the differences of health status and
health care utilizations across these groups.

Canadian Community Health Survey (CCHS)

Due to the self-reported nature of the CCHS, recall and self-serving biases may have particular effects
on certain survey questions. For example, respondents were asked about events (e.g., physical
activity, fruit and vegetable consumption) occurring during the last month and their ability to
remember accurately may affect the data. In addition, respondents may choose to alter their
responses in a more positive light to questions that may be perceived as more sensitive (e.g., alcohol
consumption).

Respondents who participated in the CCHS were selected to be representative of the provincial
population and to provide reliable estimates at the health region level. However, due to the small
number of respondents, caution is needed when interpreting some response categories and smaller
geographic areas.

Since 2015, considerable changes were made to the CCHS (e.g., sample selection procedures, content,
etc.). Therefore, the 2015-2016 data cannot be combined with previous cycles to examine data at
smaller area levels (e.g., community areas, zones, and districts). For certain indicators deemed
important to report, data used in previous cycles of the CCHS were not available this cycle.

Although the CCHS survey is representative of 98 percent of the total population, it is missing
information from the other two percent of the population (e.g., the homeless, persons living on-
reserve and other Indigenous settlements, full-time members of the Canadian Armed Forces, the
institutionalized population, and children aged 12 to 17 years old living in foster care). These groups
may differ in risk for a wide range of health issues and may have different health service needs.

Census Data

In 2011, Statistics Canada’s mandatory long-form census was abolished and replaced with a voluntary
National Household Survey (NHS). The response rate to the NHS was much lower than the mandatory
long-form census. Therefore, comparisons between the 2016 census data, presented in this report,
and the previous 2011 NHS cannot be made, as well as trends since 2011 cannot be noted.
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Data Presentation and Interpretation

Most indicators in this report are presented using a population—based approach. This means that the
rates or prevalence shown are based upon virtually every person living in Manitoba and excludes only
those in federal penitentiaries, members of the Canadian Armed Forces, and the Royal Canadian
Mounted Police (RCMP).

The indicators in this report are based upon where people live, not where they received services, with
a few exceptions. For example, a person living in the Interlake-Eastern Regional Health

Authority may be hospitalized in Winnipeg but the hospitalization is attributed back to the rate for
Interlake-Eastern Regional Health Authority. Thus, the results show the health and health-care use
patterns of the population living in the Interlake-Eastern Regional Health Authority, no matter where
they receive their care.

In all cases, the latest available information is presented. Visual representations of data have been
labeled and ordered in a consistent fashion throughout the report with sources clearly defined.

In this report where the term ‘Indigenous’ is used, it is referring to only those residents who have self-
identified as being First Nations, Métis or Inuit. When ‘Interlake-Eastern Regional Health

Authority’ is used alone it refers to all residents of the health region, including those identifying as
First Nations, Métis or Inuit.

Geographic Boundaries

In the majority of cases, the quantitative data are presented for the five regional health authorities of
Manitoba.

® Interlake-Eastern
Manitoba

Rates and Prevalence

In the majority of visual representations, data are presented as a rate or prevalence. Prevalence
refers to the proportion of the population that has a certain condition, either at a given point in time
(point prevalence) or over a period of time (period prevalence). It is an indication of how common the
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condition is, and therefore, has implications for the provision of services. Most indicators in this
report use the concept of period prevalence over a one-, three-, or five-year period. When a
difference is not described as ‘significant’, the rate should be considered similar to the provincial
average and/or the previous time period.

In contrast, a rate refers to a change in state over time and is used to express the frequency of events
during a given period. Many health-related events can happen to a given person more than once. For
example, the physician visit rate shows how often residents visit physicians each year. Where an
indicator covers a period longer than one year, the rate is annualized— that is, given as an annual
average.

Adjusted Rates and Crude Values

The indicator tables and figures in this report are labeled as ‘age and sex adjusted’ rates when results
have been statistically adjusted to account for the different age and sex composition of the
populations living in different areas. This adjustment allows for fair comparisons among areas with
different population characteristics. Adjusted rates show what that area’s rate would have been if the
area’s population had the same age and sex composition as the Manitoba population.

In some cases, ‘crude values’ are presented in order to indicate the actual number of events that
occurred (e.g., residents living with a particular condition) within the health region and to represent
the possible burden of illness to Interlake-Eastern Regional Health Authority in particular.

When reading this report, if the narrative referring to an indicator suggests that a difference is
‘significant’ then you know the difference is considered statistically significant (p-value <.05) and not
likely to be an annual or period fluctuation or due to chance. When a difference is not described as
‘significant’, the rate should be considered similar to the provincial average. Statistical significance
was only tested for the difference compared to the provincial average and/or changes over time.
There were no statistical tests completed for differences between regions, zones, and districts.

Visualization of Data

The 2019 CHA introduces a new method of visualizing data to describe regional differences and
changes over time. It captures all the components of the previously used Manitoba Centre for Health
Policy multiple year bar charts (on the next page) but in a more condensed format. The regions are
ordered from lowest to highest (based on T2 for tables).
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The ORIGINAL bar graph from MCHP:
Hospitalization Rate Ambulatory Care Sensitive Conditions by RHA, 2016/17 (T2) and 2011/12 (T1)
Age- and sex-adjusted per 1,000 residents aged 0-74

' 2011712 — In the CHA Reports, the
Southern Health-Santé Sud (t) T —— : — 2016/17 bar charts here are
! MB Avg 2011/12 collapsed and visualized
]
Winnipeg RHA (12) pmmmmmmm | | | ===<MB Avg 2016/17 below.
]
Prairie M in Health (12 : For each time period, the
rairie Mountain Health (1,2,1) —"- range in values (lowest to
i highest) are shown on
Interlake-Eastern RHA (t) _: — either end
]
Northern Health Region (1,2) e ———— The regions are ordered
I from lowest to highest
Manitoba | (based on T2)
i T2 = recent time period
0 2 4 6 8 10 12 14 1638 T1 = earlier time period

1 indicates area's rate was statistically different from Manitoba average in first time period

2 indicates area's rate was statistically different from Manitoba average in second time period P

t  indicates change over time was statistically significant for that area Data tables with actual

S

indicates data suppressed due to small numbers

MCHP RHA Indicators Atlas 2019

The NEW look in CHA reports:

Hospitalization Rate Ambulatory Care Sensitive Conditions by RHA, 2016/17 (T2) and 2011/12 (T1)
Age- and sex-adjusted per 1,000 residents aged 0-74

T1 4.5' I I I I IlS.?

L H H

H/L Significantly higher or lower than the MB average for that time period.
+/- A significant increase (+) or decrease (-) since the first time period

WRHA SH-SS IERHA MB PMH NRHA
I e
T2 COUNT 3,467 1,010 861 8,023 1,522 995
T2 RATE 4.5 L 5.2 - 5.7 - 6.1 8.5 H- 14.9 H
T1 RATE 4.5 L 6.6 7.7 7.0 11.4 H 15.7 H

Source: MCHP RHA Indicators Atlas 2019
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Graphing the two time periods:

The line bars are stacked one on top of the other with the most recent time period on top and
the earlier time period below.

The earlier or first time period is labeled “T1” and the second or more recent time period is
labeled “T2”. These labels are positioned at the extreme left end of the line bars.

Understanding the sliding scale:

Identifying regional data

Bars on the sliding scale correspond to the regional values in the MCHP bar chart. To easily
identify regional position, each RHA and Manitoba have been assigned specific colours.

The range of values

The T2 bar reflects only the range in values from the lowest regional value (WRHA 4.5) to the
highest (14.9 NRHA). The horizontal bar does not show the entire scale from 0.

The T1 bar reflects the data in the earlier time period (or in some cases, the only time period
available). In the example above, the lowest value is the same for both time periods (WRHA
4.5) but the highest value extends the scale to the right (NRHA 15.7). The scale has been
extended to reflect the full range of values for both time periods.

The bookends (lowest and highest values) easily identify whether values have increased,
decreased, or remained similar across the province. This is a quick way to see whether the
regional disparity has widened or narrowed.

Statistical significance (statistical significance of p<.05)

Significant differences from the Manitoba average are shown below the RHA marker as either
H (higher) or L (lower). This replaces MCHP’s symbols “1” or “2” for indicating statistical
differences from the Manitoba average by time period.

Significant changes over time are shown above the RHA marker as + (increasing) or -
(decreasing). This replaces MCHP’s symbols “t” for indicating if the change over time was
statistically significant for that area.

Data table below sliding scales

A data table follows each set of line bars showing the actual values for every health region.
T2 COUNT reflects the crude count for only the recent time period (e.g., residents,
hospitalizations, visits, etc.)

T2 RATE presents the regional data reflected in T2 sliding scale

T1 RATE presents the regional data reflected in T1 sliding scale

Statistically significant notations as described above

Values are ordered from left to right, lowest to highest ambulatory care sensitive conditions
(ACS) according to the T2 rate
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Interpreting the Data

Significant increases or decreases (statistical significance of p<.05) in a health region’s value over time
(from T1 to T2) are notated by either a + (increase) or — (decrease) above the RHA marker on the T2
bar and repeated in the accompanying table.

Southern Health Santé Sud, Interlake-Eastern RHA and Prairie Mountain Health have all shown a
significant decrease in hospitalizations for
Ambulatory Care Sensitive (ACS) conditions
between T1 and T2.

Values that are significantly different from the

Manitoba average for that time period are notated

by either an H (higher) or L (lower) underneath the
RHA marker on both the T1 and T2 bars and repeated in the accompanying table.

Prairie Mountain Health and Northern RHA
have significantly higher rates of
o O hospitalization for ACS conditions than the

province as a whole in both time periods.

Winnipeg RHA has significantly lower rates of
hospitalization for ACS conditions than the province as a

whole in both time periods. O
O
PMH Prairie Mountain Health had an ACSC rate of 11.4/1,000 in the first time
|| period (2011/12) which was significantly higher than the provincial average
1,522 of 7.0/1,000. This value has decreased significantly to 8.5/1,000 in the
85 H- second time period (2016/17) but remains significantly higher than the T2
11.4 H provincial average of 6.1/1,000. Within each group, the population is

divided into five groups of approximately equal population according to
the average household income (as determined by the Census small dissemination area) called income
quintiles. Manitobans are split into urban and rural with urban being just the cities of Winnipeg and
Brandon and rural being everyone else. In the current report, any income information is reported
provincially but for rural quintiles only, which includes all of Interlake-Eastern RHA, including Selkirk.
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Zone and District Tables

Whenever available and appropriate, zone and district level data are presented in tables.

e When two time periods are available, the counts and rates or percentages of the most recent
time period (labeled T2) are presented first, followed by the rates or percentages of the earlier
time period (labeled T1).

e The zones are ordered by premature mortality rate from best to worse from left to right in the
first row, followed by the second row (e.g., for Interlake-Eastern Regional Health Authority these
are ordered South Zone, East Zone, West Zone, Selkirk Zone, North Zone, Northern Remote
Zone).

e The district order varies between tables as they are ordered from best to worse, when
appropriate.

Disparity Measures

There are two disparity measures shown in the report: income disparity and geographic disparity.
Income disparity is provided at a provincial level and is represented by the following visual for

Inadequate Prenatal Care:

Urban Quintiles Rural Quintiles
T1 4.0x T1 4.1x
T2 3.1x T2 4.2x
Change 094 Change 0.1

Manitobans are split into urban and rural with urban being just the city of Brandon and rural being all
other health regions.

Within each group, the population is divided into five groups of approximately equal population,

according to the average household income (as determined by the Census small dissemination area).

e The disparity measure is reported only where there is a statistically significant linear trend
between income and the indicator results, and the nature of the increases or decreases are
stepwise.

e The disparity is the relative difference between those in the highest income quintile and those in
the lowest income quintile.

Understanding the income disparity information:

e The example above indicates that in urban settings, in the second time period (T2), the lowest
income residents are 3.1 times as likely to receive inadequate prenatal care as those in the
highest income quintile. The gap between the income levels has shrunk markedly over time.
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e |narural setting, the lowest income residents are 4.2 times as likely to receive inadequate
prenatal care as those in the highest income quintile. The gap between the income levels has
increased slightly over time.

e The direction of change is indicated by the arrows and the colour indicates whether the gap is
narrowing (green) or widening (red).

Geographic disparity is shown at a regional level and is represented in the district table by the
following visual sample.

T1 7.21x
T2 8.13x
CHANGE 10.92

The disparity is measured between the district with the best value for the indicator and the district
with the worst value. In this example, the district with the lower value is actually better, but in other
indicators the reverse may be true.

Understanding the geographic disparity information:

e |nthe example above, the disparity measure in T1 indicates that the district with the highest
value is 7.21 times more likely to receive ‘inadequate care’ than the district with the lowest value.
Similarly, the T2 reflects that the district with the highest value is 8.13 times more likely to receive
‘inadequate care’ than the district with the lowest value.

o Note that the districts with the highest and lowest values may vary from T1 to T2.

e The red or green highlighted value indicates the change between the two time periods. The arrow
pointing up or down and the red or green font colour indicate that the disparity or gap has
widened or narrowed over time.
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At A Glance: Who is Interlake-Eastern Regional

Health Authority?

2018 Population Birth Rate per 1,000 Females

130,259 1,360,518

Population Projection by 2030 Indigenous Population

i

146,791 1,649,070

: Interlake-Eastern
Manitoba

Why is this Chapter Important?

. This chapter outlines the geography of the region as well as demographic features of our population.
The unique characteristics of our region influence the factors that determine how healthy we are and
have a significant affect on the need for appropriate services and programs.

. The information in this chapter is foundational to forecast future issues that will require dedicated
strategies in both the short and long-term.
. Population health surveillance is essential to health-care planning and resource allocation to ensure

we develop equitable and sustainable programs and services.

-5‘— Interlake-Eastern

Hegional Health Autkanty
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Chapter 1 Key Findings

o Interlake-Eastern’s population is o Interlake-Eastern’s population is
130,259; increased by 2.83% since projected to increase 13% by 2030
the 2014 Community Health

Assessment Indigenous Population

o Nearly one in three residents self-

Demographics: identify as Indigenous

o 31 Municipalities

o 17 First Nations Communities |mmigrant Status in Private
o 24 Métis Communities Households:

o 5% of all private households include
a person with immigrant status

Lone Parent Families:

o Nearly 15% of all private
households are made up of lone
parent families

Birth Rate:
o Birth rates have decreased slightly
over time
o Female residents in Northern
Remote Zone have a birth rate
three times higher than female
residents in Selkirk Zone

Internal Migration:

o 16.8% of Interlake-Eastern’s
residents have relocated or moved
within Canada in the past five years

Hegional Health autkanty

‘5L Interlake-Eastern
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Who is Interlake-Eastern Regional Health Authority?

Geography Boundaries

At 61,000 square kilometres, Interlake-Eastern RHA represents approximately one-tenth of Manitoba’s
area. The Interlake-Eastern region is a geographical area that extends east to the Ontario border, north
to the 53rd parallel, and west to Lake Manitoba. There are 31 rural municipalities, 17 First Nation
communities, 24 Métis communities and a large area that is defined as unorganized territories, which
tends to be largely unpopulated.

The region includes a wide variety of geographical features such as natural lakes, forests, agricultural
lands, parklands, beaches, and marshlands. The population more than doubles in the summer with
vacationers and cottage owners enjoying properties along Lake Winnipeg and Lake Manitoba as well as
the Birds Hill, Hecla/Grindstone, Whiteshell, Nopiming and Atikaki Provincial Parks and resort
communities.

Figure 1.1. Map of Interlake-Eastern Regional Health Authority (IERHA)

_—5‘-' Interlake-Eastern

Reglonal Health Authority
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Who is Interlake-Eastern Regional Health Authority?

The region has been divided into six zones (Selkirk, South, North, East, West, Northern Remote) and 15
districts (see Table 1.1. and Figure 1.2.). These zones and districts were organized to facilitate and co-

ordinate the planning and provision of health services in the region.

Table 1.1. Interlake-Eastern List of Communities by Zone and District

South Zone

Stonewall/Teulon Figure 1.2. Interlake-Eastern Zone and District Map
Winnipeg Beach/St. Andrews

St. Clements

Springfield

East Zone {g
Beausejour
Pinawa/Lac du Bonnet Fisher/Peguis

Whiteshell MNerth Zone

Morthern Rem ote

West Zone

Gimli ‘
Arborg/Riverton

St. Laurent

b% Eriksdale/

Ashern Powerview/PF

Selkirk Zone
Selkirk

West Zone

North Zone

Powerview/Pine Falls South Zone
Fisher/Peguis

Eriksdale/Ashern

Selkirk Zone

Northern Remote

Northern Remote
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Who is Interlake-Eastern Regional Health Authority?

Programs and Services

In collaboration with communities and partners,

Interlake-Eastern Regional Health Authority endeavors to

provide access to appropriate services in the appropriate setting as demonstrated by the many

programs and services delivered in the region. We strive to deliver a seamless continuum of care that

supports our clients at every stage of their lives.

Access to a wide range of Programs & Services:

e CancerCare/Cancer Navigation Services
e Dietary Services
e Elderly Persons Housing
e Emergency Medical Services (ambulance)
e Home Care
— Treatment clinics
— Services to seniors
— Adult day programs
— Community resource councils
— Congregate meal program
— Meals on wheels
— Personal care at home
— Respite care
— Supports for seniors in group living
e Medical Clinics
e Maedical Officer of Health
e Mental Health
— Adult community mental health
— Brief treatment services
— Centralized intake services
— Child & adolescent community mental health
services
— Crisis services: crisis stabilization unit & mobile
crisis services for adult and youth
— Intensive case management services
— Psychiatry consultation services
— Psychology consultation services
— Rapid access to brief treatment
— Rapid access to addictions medicine clinic (Selkirk)
— Mental health services for the elderly shared
mental health care
e Palliative Care/End of Life
e Pharmacy
e Primary Health Care
— Chronic disease education
— Family doctor finder
— Medical clinics
— Mobile clinic
— My health teams
— Nurse practitioners
— Primary health care centres
— QuickCare clinic
— Teen clinics

Chapter 1: Who is Interlake- Eastern Regional Health Authority?

e Public Health - Healthy Living

FASD services & key worker program

Healthy living services

Get better together

Healthy together now grants

Local health promotion

Mobile wellness

Fit kids healthy kids

Craving change

Health equity and community capacity building
Healthy living grants

e Public Health - Nursing Services

Families first

Healthy baby

Communicable disease prevention & control
Early childhood development & parenting
Harm reduction and supply distribution
Immunizations/child health clinic

Travel health clinic

Prenatal, postpartum & breastfeeding support
Reproductive health

School health

Uris-unified referral intake system

o Allied Health

Audiology

Clinical Dietitians
Occupational therapy
Physiotherapy
Rehabilitation

Speech language therapy
Spiritual health care

Other services

e Indigenous health

e Communications and public relations
e Disaster management

Facilities management
Finance
French language services

e Human resources

e Information & communication technology (ICT)
e Quality, risk and patient safety

e Support services

e Telehealth



Who is Interlake-Eastern Regional Health Authority?

Facility-Based Services e Community-Owned Not for Profit
e Acute care e Lab & Imaging Services
— Cancer care/cancer navigation services — Cardiac stress testing
— Emergency care — Computed tomography (CT scans)
— Rehabilitation — Electrocardiogram (EKG)
— Hemodialysis — Fluoroscopy
— Medical care — Laboratory
— Obstetrical care — Magnetic resonance imaging (MRI)
— Outpatient services — Ultrasound
— Respiratory services —  X-ray
— Surgery/surgical care e Personal Care Homes

o Affiliate Health Corporations

To learn more about the
Care in your Community
and Hospital, please visit
the Interlake-Eastern
Regional Health Authority
webpage:
http://www.ierha.ca
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Who is Interlake-Eastern Regional Health Authority?

Population

Definition

The total number of residents living within a geographic area over a one-year time period based on a
resident’s current address on their Manitoba Health Card, which is updated on June 1° of every year.

Regional Key Findings
e According to Manitoba Health, the 2018 Interlake-Eastern population was 130,259 residents
which is higher than what was reported in the 2014 Community Health Assessment, when the

population totaled 126,674.
e The South Zone makes up the largest percentage of residents within Interlake-Eastern at 46%,
while Northern Remote makes up the smallest percentage of the population.

Table 1.2. IERHA Population by Zone & District Findings, 2018

Population Percentage Population Percentage
of IERHA of IERHA

Manitoba 1,360,518 IERHA 130,259
South Zone 59,842 46% North Zone 20,044 15%
Stonewall/Teulon 19,291 15% Powerview/Pine Falls 6,295 59
Winnipeg Beach/St. Andrews 16,754 13% Fisher/Peguis 7,071 5%
St. Clements 8,857 7% Eriksdale/Ashern 6,678 59
Springfield 14,940 11%
East Zone 20,548 16% Northern Remote 4,098 3%
Beausejour 9,554 7% Northern Remote 4,098 3%
Pinawa/Lac du Bonnet 8,070 6%
Whiteshell 2,924 2%
West Zone 15,280 12%
Gimli 6,118 5%
Arborg/Riverton 5,015 4%
St. Laurent 4,147 3%
Selkirk Zone 10,447 8%
Selkirk 10,447 8%

L/H Significantly higher or lower than the MB average for that time period. +/- A significant increase (+) or decrease (-) since the first time period

Source: Manitoba Health, Information Management Analytics (IMA) 2019
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Who is Interlake-Eastern Regional Health Authority?

Population Pyramids
Definition

The age and sex distribution of a population living in a geographic area for a one-year time period.

Regional Key Findings
e Interlake-Eastern has a very similar profile (pyramid shape) to Manitoba overall, but appears to
be slightly older (Figure 1.3.).
e Starting at age 50-54 up until 75-79, Interlake-Eastern has a larger percentage of residents living
within those age categories compared to Manitoba.
e Interlake-Eastern has a smaller proportion of both middle age and young children when
compared to provincial population data.

Figure 1.3. Population —Provincial Findings

[J MB Males 675,836 [ MB Females 684,682
IERHA Males 65,921 IERHA Females 64,338

1% - 1.2%
1% 80-84 | 1.1%
75-79 | | 16%

2%

2% 70-74 2.4%
3% | 65 - 69 3.1%

4% [ 60 - 64 3.7%
4% | 55 - 59 4.1%
4% 50 - 54 3.7%
3% | 45-49 | 3.1%

% 40-44 | 2%

13% 35-39 | 27%

13% 30-34 | 28%

3% 25-29 | 29%

3% 20-24 2.9%

3% 15-19 | | 2.9%
3%| 10-14 |  psa%

3% 5-9 |  29%

29 1-4 | 3%

| 0.6%

1% Under 1

5% 4% 3% 2% 1% 0% 1% 2% 3% 4% 5%

% of population

Source: Manitoba Health, IMA 2019
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Who is Interlake-Eastern Regional Health Authority?

Birth Rate

Definition

The rate of live births per 1,000 females aged 15 to 45, for a one-year time period.

Provincial Key Findings

e The annual birth rate in Manitoba decreased slightly, from 58.1 to 55.5 live births per 1,000

females.

e Northern RHA has a birth rate significantly higher than the Manitoba average.
e Between 2011 to 2017 all regions have experienced slight decreases in birth rates.

Figure 1.4. Birth Rate by RHA, 2011/12 (T1) and 2016/17 (T2)
Age adjusted rate of live births per 1,000 females aged 15-45

H/L Significantly higher or lower than the MB average for that time period. +/- A significant increase (+) or decrease (-) since the first time period

. WRHA | MB . IERHA PMH | SHSS | NRHA |
T2 COUNT 8,021 16,027 1,360 2,080 2,882 1,669
T2 RATE 48.0 55.5 57.4 58.8 65.1 103.0
T1RATE 493 58.1 64.3 59.6 70.2 106.4

Chapter 1: Who is Interlake- Eastern Regional Health Authority?

Source: MCHP RHA Indicators Atlas 2019
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Regional Key Findings

Who is Interlake-Eastern Regional Health Authority?

e Interlake-Eastern had 1,360 live births over a one-year time period, a rate of 57.4 live births per
1,000 female residents.
e All six zones experienced a decrease in live birth rates over time.

e Although rates have decreased across the region, both North and Northern Remote Zone
continue to have live birth rates significantly higher than Manitoba.

e Female residents in Northern Remote Zone have a birth rate three times higher than female
residents in Selkirk. Over time the disparity in live birth rates has slightly increased between

districts.

Table 1.3. Birth Rate — IERHA Zone & District Findings, 2011/12 (T1) and 2016/17 (T2)

T2 T1 T2 T1
Count Rate Rate Count Rate Rate
Manitoba 16,027 55.5 58.1 IERHA 1,360 57.4 64.4
South Zone 519 47.6 51.4 North Zone 320 913 H 942 H
Springfield 146 50.8 54.5 Fisher/Peguis 142 117.2 109.8
Stonewall/Teulon 188 49.7 52.9 Powerview/Pine Falls 90 76.9 90.0
St. Clements 62 45.4 52.3 Eriksdale/Ashern 88 76.2 82.0
Wpg Beach/St. Andrews 123 44.8 45.4
East Zone 171 50.0 69.4 Northern Remote 102 1282 H 1343 H
Whiteshell 40 66.6 70.2 Northern Remote 102 128.2 H 134.3
Beausejour 95 49.5 69.1
Pinawa/Lac du Bonnet 36 39.0 70.3
West Zone 155 63.1 66.9 IERHA DISTRICT DISPARITY RATIO
St. Laurent 46 70.0 63.0 T1 Disparity 3.0
Arborg/Riverton 63 61.3 72.5 T2 Disparity 3.3
Gimli 46 61.2 61.9 Change 0.31
Disparity with a value of “0” suggest no inequities exist. Change over time informs whether
or not disparity is widening or narrowing between districts.

Selkirk Zone 93 43.0 48.9
Selkirk 93 43.0 48.9

L/H Significantly higher or lower than the MB average for that time period. +/- A significant increase (+) or decrease (-) since the first time period

Chapter 1: Who is Interlake- Eastern Regional Health Authority?

Source: MCHP RHA Indicators Atlas 2019
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Who is Interlake-Eastern Regional Health Authority?

Internal Migrant Mobility

Definition

The percentage of the population that is currently living in a different city, town, township, village, or
Indian Reserve within Canada compared to five years earlier.

Provincial Key Findings

o The provincial 5-year mobility rate has decreased slightly from the 2011 Census where 10.5% of
Manitobans had moved compared to 10.1% in the 2016 Census.

e The rate of 5-year mobility is highest in Southern Health-Santé Sud where close to a fifth of all
residents have moved in a five-year time period.

e Winnipeg RHA has the lowest mobility at only 5.4%.

Figure 1.5. Provincial and RHA 5-Year Internal Migration Mobility

WRHA MB NRHA PMH IERHA SH-SS
T i ——

T1 COUNT 36,160 117,145 6,625 22,735 19,435 32,190

T1 PERCENT 5.4% 10.1% 10.4% 15.4% 16.8% 19.1%

Source: Statistics Canada Census: 2016
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Who is Interlake-Eastern Regional Health Authority?

Regional Key Findings

e Interlake-Eastern has the second highest percentage of internal mobility among all RHAs.

e 16.8% of residents within Interlake-Eastern are living in a different city, town, township, village,
or Indian Reserve compared to five years earlier.

e Internal migrant mobility at the zone level ranges from as high as 20% of residents (East Zone) to
a low of 9% (Northern Remote).

e There appears to be higher migrant mobility in southern areas of Interlake-Eastern compared to
the north.

Table 1.4. Internal Migrant Mobility - IERHA Zone & District Findings, 2011/12 (T1) and 2016/17 (T2)

Total Internal % Total mobility | Internal %
mobility migrants status 5 years | migrant
status 5 ago s
years ago
Manitoba 1,161,235 117,145 10.1% IERHA 121,610 19,435 16.8%
South Zone 54,195 9,660 18% North Zone 15,560 1,635 11%
Stonewall/Teulon 16,110 2,820 18% Powerview/Pine Falls 4,610 335 11%
Winnipeg Beach/st. 13,170 2,145 16% Fisher/Peguis 5,715 665 12%
Andrews
St. Clements 10,815 1,980 18% Eriksdale/Ashern 5,235 635 12%
Springfield 14,100 2,715 19%
East Zone 19,595 3,980 20% Northern Remote 3,210 280 9%
Beausejour 7,740 1,580 20% Northern Remote 3,210 280 9%
Pinawa/Lac du Bonnet 8,680 1,850 21%
Whiteshell 3,175 550 17%
West Zone 14,210 2,280 16%
Gimli 5,820 1,240 16%
Arborg/Riverton 4,200 530 13%
St. Laurent 4,190 510 12%
Selkirk Zone 8,975 1,600 18%
Selkirk 8,975 1,600 18%

L/H Significantly higher or lower than the MB average for that time period. +/- A significant increase (+) or decrease (-) since the first time period

Source: Statistics Canada Census: 2016
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Who is Interlake-Eastern Regional Health Authority?

Population Density

Definition

The number of people per-square kilometre based on the population divided by the total land area for a
one-year time period.

Regional Key Findings
e Interlake-Eastern’s total population density is 1.67 people per square kilometre based on 2018
population data.

e Density ranges from less than 1.5 residents to greater than 230 residents per square kilometre
across the region.

e Figure 1.6. indicates a lower population density in both the mid and northern areas of Interlake-
Eastern. The most densely populated areas boarder the perimeter of Winnipeg as well as both
Lake Winnipeg and Lake Manitoba shorelines.

Figure 1.6. Population Density —Provincial Findings

Source: Manitoba Health, IMA 2019
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Who is Interlake-Eastern Regional Health Authority?

Population Change over Time
Definition

The change in the number of people who live in a defined area over a five-year time period.

Regional Key Findings

e Interlake-Eastern’s population has increased by 4,414 residents over the five-year time period,
which represents a 3.5% increase.

e The most noticeable changes over the five-year time period are the decrease in residents
between ages 40-44, 45-49 and 50-54 years of age and an increase in people aged 55 and older.

Figure 1.7. Population Change Over Time - IERHA 2013 to 2018
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Source: Manitoba Health, IMA 2019
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Who is Interlake-Eastern Regional Health Authority?

Population Projections

Definition

An estimate of population growth expected by 2030, based on medium forecasts of birth, death and
migration rates.

Provincial Key Findings

e Manitoba’s total population in 2017 was 1,360,518.

e Manitoba’s projected population total will be 1,649,070 by 2030, a 21% increase over a 13-year
time period.

Regional Key Findings

e According to population projections to 2030, the region is projected to have a population of
146,791, which represents a 13% increase.

e Figure 1.8. breaks down the population into five-year age categories. The most noticeable
change among Interlake-Eastern will be the significantly higher counts of residents in the 65 and
older age groupings.

Figure 1.8. Population Projections —Provincial Findings 2017 to 2030
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Who is Interlake-Eastern Regional Health Authority?

Indigenous Population

Definition

An estimate of the Indigenous population based on self-reported 'Aboriginal identity' which includes
persons who are First Nations (North American Indian), Métis or Inuk (Inuit) and/or those who are

Registered or Treaty Indians (that is, registered under the Indian Act of Canada), and/or those who have
membership in a First Nation or Indian band.

Provincial Key Findings

e Approximately one out of five Manitoba residents self-identify with an 'Aboriginal identity'.
e Indigenous populations vary across all RHAs in Manitoba, with Winnipeg RHA having the
smallest percentage and Northern RHA having the highest.

Figure 1.9. Indigenous Population by RHA

WRHA SH-SS PMH MB IERHA NRHA
I I
T1 PERCENT 12.2% 13.4% 17.5% 18.0% 27.3% 72.6%

Source: Statistics Canada Census 2016

Chapter 1: Who is Interlake- Eastern Regional Health Authority?



Who is Interlake-Eastern Regional Health Authority?

Regional Key Findings

e According to the 2011 Census, a total of 29,335 residents self-identified as Indigenous, which
represented 24.7% of all Interlake-Eastern residents and, over the past five years, that
percentage has increased to 27.3%.

e Indigenous populations vary among Interlake-Eastern zones from as low as 14% (South Zone) to
as high as 98% (Northern Remote).

e The North Zone was found to have the largest population of residents self-identifying as
Indigenous, totaling 12,160 residents.

Table 1.5. Indigenous Population — IERHA Zone & District Findings

Total # Count % Total # Count %
Manitoba 1,240,700 223,310 18% IERHA 122,875 33,520 27%
South Zone 57,125 8,090 14% North Zone 17,050 12,160 71%
Stonewall/Teulon 17,080 2,590 15.2% Powerview/Pine Falls 5,010 3,995 79.7%
Winnipeg Beach/St. Andrews 13,680 1,950 14.3% Fisher/Peguis 6,265 4,890 78.1%
St. Clements 11,340 2,145 18.9% Eriksdale/Ashern 5,775 3,275 56.7%
Springfield 15,025 1,405 9.4%
East Zone 20,490 3,400 17% Northern Remote 3,710 3,650 98%
Beausejour 8,235 1,185 14.3% Northern Remote 3,710 3,650 98%
Pinawa/Lac du Bonnet 8,950 1,830 20.4%
Whiteshell 3,310 385 11.6%
West Zone 14,970 2,900 19%
Gimli 6,035 640 10.6%
Arborg/Riverton 4,585 755 16.5%
St. Laurent 4,350 1,505 34.6%
Selkirk Zone 9535 3320  35%
Selkirk 9,535 \ 3,320 35%

L/H Significantly higher or lower than the MB average for that time period. +/- A significant increase (+) or decrease (-) since the first time period

Source: Statistics Canada Census 2016
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Who is Interlake-Eastern Regional Health Authority?

CLOSER LOOK... REACHING OUT

Nurse Practitioner (NP) Clinics

Nurse practitioner Jesse Lamoureux (back row, third from left) who practices in Pine Falls also works with
community health nurses and on-site staff at Black River First Nation Health Centre weekly to deliver
primary health care to the community. He also works with two community health nurses to introduce more
youth health services at Black River Anishinabe School.

The care team at Pine Falls Primary Health Care Centre. At back, from left to right, Peggy McMullen,
Dr. Prasanga Ketawala, Jesse Lamoureaux, Paula Seguin, Judy Boisjoli, Kim Green and, at front,
Dr. Ahmed Rateb.

Chapter 1: Who is Interlake- Eastern Regional Health Authority?
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Who is Interlake-Eastern Regional Health Authority?

Visible Minority Population
Definition

An estimate of the visible minority population, defined as persons other than Indigenous people, who
are non-Caucasian in race or non-white in colour.

Provincial Key Findings

e Approximately one out five Manitoba residents self-identify as a visible minority.

e Visible minority populations vary across all RHAs in Manitoba, with Interlake-Eastern having the
lowest population and Winnipeg RHA having the highest.

Figure 1.10. Visible Minority Population by RHA

IERHA NRHA SH-SS PMH MB WRHA
s I N ——
T1 PERCENT 1.8% 3.2% 3.6% 7.4% 17.5% 27.5%

Source: Statistics Canada Census 2016
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Who is Interlake-Eastern Regional Health Authority?

Regional Key Findings
e Inthe 2016 Census, a total of 2,185 Interlake-Eastern residents self-identified as a visible
minority.
e Visible minority populations are relatively stable and consistent among all zones, with Selkirk
having the highest percentage.

Table 1.6. Visible Minority Population — IERHA Zone & District Findings

Total # Count % Total# | Count %
Manitoba 1,240,700 216,855 17.5% IERHA 122,870 @ 2,185 1.8%
South Zone 57,125 1,075 1.9% North Zone 17,040 305 0.01%
Stonewall/Teulon 17,075 240 1.4% Powerview/Pine Falls 5,010 150 3.0%
Winnipeg Beach/St. Andrews 13,680 330 2.4% Fisher/Peguis 6,260 95 1.5%
St. Clements 11,345 140 1.2% Eriksdale/Ashern 5,770 60 1.0%
Springfield 15,025 365 2.4%
East Zone 20,495 340 1.7% Northern Remote 3,710 15 0.4%
Beausejour 8,235 125 1.5% Northern Remote 3,710 15 0.4%
Pinawa/Lac du Bonnet 8,950 160 1.8%
Whiteshell 3,310 55 1.7%
West Zone 14,970 210 1.4%
Gimli 6,035 40 0.7%
Arborg/Riverton 4,585 125 2.7%
St. Laurent 4,350 45 1.0%
Selkirk Zone 9,535 240 3%
Selkirk 9,535 240 2.5%

L/H Significantly higher or lower than the MB average for that time period. +/- A significant increase (+) or decrease (-) since the first time period

Source: Statistics Canada Census 2016
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Who is Interlake-Eastern Regional Health Authority?

Language Spoken at Home

Definition

Language spoken most often at home within a population. A person can report more than one language
if they are spoken equally as often.

Regional Key Findings
e Compared to Manitoba, Interlake-Eastern sees a larger percentage of residents speaking

“English” most often at home.
e 95% of residents in Interlake-Eastern indicated they speak “English” most often at home

followed by non-official languages.

Table 1.7. Language Spoken Most Often at Home — Provincial & IERHA Findings

Manitoba IERHA
Number % Number %

Detailed language spoken most often at home -

Total populaiiong ex::uding institutional residents 1,240,705 L2l

English 1,025,880 83% 117,020 95%
French 16,005 1% 515 0%
Non-official languages 135,665 11% 3,605 3%
English and French 3,125 0% 145 0%
English and non-official language 58,835 5% 1,575 1%
French and non-official language 430 0% 15 0%
English, French and non-official language 765 0% 0 0%

Source: Statistics Canada Census 2016
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Who is Interlake-Eastern Regional Health Authority?

Knowledge of French

Definition

Knowledge of French, as an official language, measured as the ability to conduct a conversation in
French (combined French only and both French and English).

Regional Key Findings
e According to 2016 Census data, a total of 7,280 Interlake-Eastern residents indicated they have
knowledge of “French only or English and French”.
e Five of the six zones in Interlake-Eastern have a percentage of residents indicating they have
knowledge of both official languages.

Table 1.8. Knowledge of Francophone Language — IERHA Zone Findings

Total - Knowledge of official
languages for the population in French Only or English and French
private households - 25% sample
data
Number %

Manitoba 1,240,700 108,575 9%
IERHA 122,875 7,280 6%
South Zone 57,125 3,595 6%
East Zone 20,495 1,700 8%
West Zone 14,970 915 6%
Selkirk Zone 9530 575 6%
North Zone 17,045 450 3%
Northern Remote

Zone

Source: Statistics Canada Census 2016
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Who is Interlake-Eastern Regional Health Authority?

CLOSER LOOK... FRENCH LANGUAGE SERVICES

Did you know?
The Province has designated two health care facilities within Interlake-Eastern RHA as bilingual,
meaning the facility delivers its services in both English and French.

Pine Falls Health Complex St. Laurent Health Centre
Pine Falls, MB St. Laurent, MB

Interlake-Eastern RHA undertakes to provide health care services in French to its French-speaking
population. The regional French language Services Committee develops and supports the
implementation of the regional French language services plan as per the Government of Manitoba
French Language Services Policy. The committee’s goal is to ensure people and communities within
the RHA are able to connect, in the official language of their choice, to excellent health services,
today and tomorrow.

Interlake-Eastern RHA’s French language services coordinators Michelle Berthelette (left)
and Lori Carriére.

Chapter 1: Who is Interlake- Eastern Regional Health Authority?
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Immigrant Status in Private Households

Definition

Who is Interlake-Eastern Regional Health Authority?

Immigrant status refers to whether the person is a non-immigrant, an immigrant, or a non-permanent
resident, and applies to each member of a household.

Regional Key Findings
e 19% of private households in Manitoba had a person with immigration status, which is higher

than Interlake-Eastern at 5.8%
e Five of the six zones in Interlake-Eastern had immigration status in private households, with the

West Zone having the highest percentage at 7.5% totaling 1,120 people.

Table 1.9. Immigrant Status in Private Households — IERHA Zone Findings

Total - Immigrant
status and period of
immigration for the

Non-immigrants

Immigrants

Non-permanent

population in private residents
households - 25%
sample data
‘ Manitoba 1,116,9640 928,390 225,005 ‘ 19.2% 16,245
‘ IERHA 122,875 115,530 7,115 ‘ 5.8% 230
South Zone 57,120 53,420 3,625 6.3% 65
East Zone 20,495 19,055 1,405 6.9% 40
West Zone 14,970 13,780 1,120 7.5% 60
Selkirk Zone 9,535 9,085 420 4.4% 25
North Zone 5,775 5,620 140 2.4% 10
Northern Remote Zone -

Chapter 1: Who is Interlake- Eastern Regional Health Authority?

Source: Statistics Canada Census 2016
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Who is Interlake-Eastern Regional Health Authority?

Immigration by Place of Birth

Definition

This indicator measures any person who has ever been a landed immigrant or permanent resident by

place of birth.

Provincial Key Findings
e Provincially, Asia makes up over 50% of place of birth for immigrants or permanent residents

followed by Europe at 25%.
e There is variability and uniqueness among all RHAs for immigration by place of birth.

Regional Key Findings

e The top place of birth for immigrants or permanent residents within Interlake-Eastern is Europe

(61.3%) followed by the Americas (22.7%).

e Among all RHAs in Manitoba, Interlake-Eastern has the highest percentage of immigrants and
permanent residents born in Europe. This includes countries such as the United Kingdom,

Germany, and Poland.

Table 1.10. Immigration by Place of Birth — Provincial Findings

Total - Selected places of birth .
. . . Oceania and
for the immigrant population . . .
X R Americas Europe Africa Asia other places
in private households - 25% )
of birth
sample data

‘ Manitoba 224,995 14.1% 24.9% 7.9% 52.9% 0.3%

‘ IERHA 7,105 22.7% 61.3% 2.4% 13.3% ‘ 0.3%
WRHA 178,105 9.2% 21.2% 9.0% 60.4% 0.3%
PMH 14,080 22.3% 30.8% 7.5% 39.2% 0.2%
NRHA
SH-SS 25,705 40.5% 37.7% 2.3% 19.3% 0.2%

Chapter 1: Who is Interlake- Eastern Regional Health Authority?

Source: Statistics Canada Census 2016
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Who is Interlake-Eastern Regional Health Authority?

Lone Parent Families

Definition

The percentage of families with only one parent of any marital status, with at least one child, living in
private households.

Provincial Key Findings

e |n Manitoba, there was a total of 58,865 lone parent families, which totals 17% of all private
households.

Figure 1.11. Lone Parent Families, Manitoba and RHAs, 2016

SH-55 IERHA PMH MB WRHA NRHA

T1 10.9%' I I I I I31.8%

. SHSS | IERHA |  PMH MB | WRHA | NRHA |
TIRATE | 109% | 143% | 148% | 17.0% |  183% |  31.8%

Source: Statistics Canada Census 2016

Regional Key Findings
e In Interlake-Eastern, there was a total of 5,320 lone parent families, which totals 14.3% of all
private households.
e Approximately one out of three private households in Northern Remote, North and Selkirk are
lone-parent families.

Table 1.11. Lone Parent Families — IERHA Zone Findings

Total number of census families in Total lone-parent families by %
private households - 25% sample data sex of parent

Manitoba 346,130 58,865 17.0%
IERHA 37,160 5,320 14.3%
South Zone 17,745 1,765 9.9%

East Zone 6,590 690 10.5%
West Zone 4,630 545 11.8%
Selkirk Zone 2,760 765 27.7%
North Zone 4,565 1265 27.7%
Northern Remote Zone 865 285 32.9%

Chapter 1: Who is Interlake- Eastern Regional Health Authority?

Source: Statistics Canada Census 2016
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Who is Interlake-Eastern Regional Health Authority?

Dependency Ratio

Definition

The ratio of the combined youth population (aged 19 and younger) and elderly population (aged 65 and
older) to the working age population (aged 20-64).

Provincial Key Findings

e Those aged 0-19 and 65+ are more likely to socially and/or economically depend on working age
residents and these age groups may put additional demands on health services.

e Dependency ratios vary across all RHAs, with the provincial average being 68.5%.

e Northern RHA has the highest dependency ratio, suggesting there is a smaller percentage of
working age residents to support child, youth, and senior populations.

Figure 1.12. Dependency Ratio, by MB and RHA, 2013 (T1) and 2018 (T2)

H/L Significantly higher or lower than the MB average for that time period. +/- A significant increase (+) or decrease (-) since the first time period

WRHA MB [ERHA PMH SH-SS NRHA
T2 COUNT 295,339 552,950 54,570 74,595 89,385 34,562
T2 RATE 62.0 68.5 72.1 77.5 77.8 81.8
T1 RATE 59.9 66.6 69.8 74.5 77.1 81.0

Source: Manitoba Health, IMA 2019

Table 1.12. Dependency Ratio — Provincial Findings

Number
%
age 0-19, 65+
" Manitoba 552,950 68.5%
" IERHA 54,570 72.1%
WRHA 295,339 62.0%
PMH 74,595 77.5%
NRHA 34,562 81.8%
SH-SS 89,385 77.8%

Source: Manitoba Health, IMA 2019
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Who is Interlake-Eastern Regional Health Authority?

Regional Key Findings

e Interlake-Eastern’s dependency ratio is 72.1%.
e There is varying dependency across the region, with Northern Remote having the highest

dependency and South Zone having the lowest (Table 1.13.).

Table 1.13. Dependency Ratio — IERHA Zone & District Findings, 2018

Number % Number %
0-19, 65+ 0-19, 65+
Manitoba 552,950 68.5% IERHA 54,570 72.1%
South Zone 23,269 63.6% North Zone 8,957 80.8%
Stonewall/Teulon 7,765 67.4% Powerview/Pine Falls 2,838 82.1%
Winnipeg Beach/St. Andrews 6,349 61.0% Fisher/Peguis 3,137 79.7%
St. Clements 3,307 59.6% Eriksdale/Ashern 2,982 80.7%
Springfield 5,848 64.3%
East Zone 8,832 75.4% Northern Remote 1,974 92.9%
Beausejour 3,804 66.2% Northern Remote 1,974 92.9%
Pinawa/Lac du Bonnet 3,805 89.2%
Whiteshell 1,223 71.9%
West Zone 7,004 84.6%
Gimli 2,946 92.9%
Arborg/Riverton 2,283 83.6%
St. Laurent 1,775 74.8%
Selkirk Zone 4,534 76.7%
Selkirk 4,534 76.7%

L/H Significantly higher or lower than the MB average for that time period. +/- A significant increase (+) or decrease (-) since the first time period

Source: Manitoba Health, IMA 2019
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Who is Interlake-Eastern Regional Health Authority?

CLOSER LOOK... REACHING OUT

Staff hit the road to deliver training

Over a six-week period, regional staff delivered an overview of cardiovascular pulmonary resuscitation (CPR) at
six different Healthy Baby groups. ‘Step’N Out With Mom’ is a community support program that helps pregnant
women and new parents connect with other parents, families, and health professionals. These group sessions
offer information, support, and resources on prenatal and postnatal nutrition and health, breastfeeding, safety,
parenting tips, and lifestyle choices. They are offered in Winnipeg Beach, Eriksdale, Teulon, Fisher Branch, and to
two groups in the Arborg area. One of the Arborg groups that received CPR training consisted of Mennonite
women who are mostly German speaking. They were predominantly newcomers to the area, Canadian culture
and to common health practices. In total, we offered training in CPR, automated external defibrillator (AED) and
choking (infant/child/adult) to 52 families.

Staff collaborate to deliver summer days at the cottage one last time

It’s not unusual for the home care team to receive special requests to accommodate cottagers coming into the
region over the summer. Sometimes people need extra help to remain safely and comfortably in their summer
homes. This year, they had an extra special request. A woman was in contact with the home care program to see
if there was a way her husband, who was palliative, could enjoy one last summer at the cottage. His care needs
were quite extensive so staff recognized it would pressure home care service delivery.

Summer is prime holiday time and it can be difficult to fill home care shifts because so many staff book summer
holidays. The home care program is no different in that summer is a challenging time to maintain required
services due to staffing shortages. But when you’re given a challenge to help someone enjoy their final summer,
it takes client-centered care to a whole different level. A home care case coordinator worked with the director of
home care, to try and coordinate and cover the client’s care. At one point, staff from four different IERHA home
care offices were considered for a schedule but it still couldn’t work. Staff shortages and increased needs of
existing clients in each community conflicted with efforts to meet the needs of the special request. With help
from human resources the team was finally able to support this client.

Thanks was extended to the Pine Falls, Lac du Bonnet, Oakbank and Selkirk resource coordinator team for their
collaboration to provide service delivery and for their focus on customer service. The team truly went above and
beyond to give a couple the gift of two weeks together at the cottage. The family thanked the team for the sunny
skies and beautiful weather that they enjoyed. A priceless gift was provided and it is an excellent reminder of the
considerable value that is delivered when focus is placed on client-centered care paired with creative thinking to
problem solving.
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At A Glance: What Keeps Us Healthy?

Educational Attainment
Unemployment Rates

no certificate, diploma or degree
25.7% ¢ 7.5%

Percentage of Low Income Households Substance Use Disorders

12% 15% 5,627 58,178

@ Interlake-Eastern
@ Manitoba

Why is this Chapter Important?

e This chapter outlines the geography of the region as well as demographic features of our population.
The unique characteristics of our region influence the factors that determine how healthy we are and
have a significant impact on the need for appropriate services and programs.

e The information in this chapter is foundational to forecast future issues that will require dedicated
strategies in both the short and long-term.

e Population health surveillance is essential to health-care planning and resource allocation to ensure
we develop equitable and sustainable programs and services.
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Chapter 2 Key Findings

o Median household income (after tax) ranges o 50% of the population has made changes to

between districts from $30,918 to $82,975
o A total of 12% of residents live in low-income
households

Employment:

o 66.1% of residents reported to be in the
labour force

o 7.5% of residents unemployed

o Trades, transport and equipment operators
and related occupations is the leading
industry sector

Healthy Child Development:

o 80% of women who deliver in hospital initiate
breastfeeding while in hospital

o 17.4% of children live in low-income
households

o Nearly 25% of mothers screen with 3 or more
risk factors by the Families First Program

o Significant decrease in teen birth rates

improve health which includes exercising and
healthy eating

15% of regional residents reported being a
“current smoker”

North Zone has the highest percent of
residents often requiring help for activities of
daily living (ADLs)

Majority of residents getting seven or more
hours of sleep per night

Cancer Screening:

o Increasing participation in colorectal cancer

screening among all six zones

Decreasing rates in all six zones for breast
cancer screening

Cervical cancer screening has the smallest
disparity at the zone level in participation
rates among all three screening programs

-5L Interlake-Eastern

Regional Health Authanty
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Social Determinants of Health

What influences how healthy our population is?

This chapter presents information regarding the social determinants of health and health status
measures by geographic area in order to provide a comprehensive picture of the health of Interlake-
Eastern Regional Health Authority’s residents..

Interactions between the determinants of health result in differences in health status among individuals
living in different geographic areas of the region and the province. Wherever possible, the report
presents the health status of the population overall and identifies population groups that experience
poorer health outcomes. These comparisons are essential to assess whether gaps are widening or
narrowing among population groups (based on income and geographic location). Future planning efforts
must take these health gaps into consideration to improve overall population health outcomes.

According to the Canadian Medical Association (CMA), social determinants of health “are systematic
social and economic conditions that influence a person’s health. They include income, housing,
education, gender, and race and have a greater impact on individual and population health than
biological and environmental conditions. Their impact can be even greater than that of the health care
system itself.”" In 2013, the CMA published the results of the National Dialogue on Health Care
Transformation. The dialogue took place online as well as in six town halls conducted across the
country. Participants identified four social determinants of health (income, housing, nutrition and food
security, and early childhood development) as having equal, if not more important, roles in determining
health than the health-care system. Other social determinants of health that were mentioned by
participants as being important to health include: culture, the environment, education, and health
literacy.™

As participants in the National Dialogue on Health Care Transformation expressed, some determinants
of health affect an individual’s health more than others (see Figure 2.1.). According to the CMA, about
50 percent of an individual’s health is determined by their life experiences (e.g., income, early childhood
development, disability, etc.). Only 25 percent of an individual’s health is determined by the health care
they receive (e.g., access to health care, the health-care system, wait times, etc.) and 15 percent is
determined by an individual’s biology (e.g., genetics). Finally, the environment determines about ten
percent of an individual’s health (e.g., air quality, civic infrastructure, etc.).
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Social Determinants of Health

Figure 2.1. Social Determinants of Health

Canadian Medical Association, n.d., cited in South East Local Health Integration Network, 2014.*

In an attempt to answer the question of what keeps Interlake-Eastern Regional Health Authority
residents healthy, this chapter will look at indicators related to:

e |ncome;

e Housing;

e  Food Security;

e  Education;

e  Employment/Working Conditions;

e Healthy Child Development;

e  Personal Health Determinants;

e  Health Behaviours; and

e Use of Preventive Services.
footnote
The indicators reported in this chapter relate to the social determinants of health. However, while all determinants
of health are important, data are not currently available for all social determinants at the provincial and regional
levels. Further, not all determinants of health are easily modifiable or can be reasonably addressed by the region
(e.g., determinants of health related to biology and genetics). It is also important to note that all factors that affect
a person’s health cannot be addressed solely by the health-care system.

1 Social determinants of health infographic accessed from:
http://www.southeastlhin.on.ca/Priorities/Planning/HealthLinks/HealthLinkCareCoordinationLearningProgram
/ServingVulnerablePopulations/SVP102/SVP102-page2.aspx
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Social Determinants of Health

Social Determinants of Health

Social Deprivation Index
Definition
A composite score which includes the proportion of the population, aged 15 years and older, who are

separated, divorced, or widowed, the proportion of the population that lives alone, and the proportion
of the population that has moved at least once in the past five years.

Why is this indicator important?

It reflects the status of relationships among individuals in the family, workplace, and the community.
Scores on these indices range from -5 to +5; lower scores indicate better status or less deprivation, while
higher scores indicate worse status or more deprivation.

Provincial Key Findings

e The provincial Manitoba social deprivation score has remained stable during both 2011 and
2016, showing no significant increases or decreases.

e Findings presented in Figure 2.2. suggest that those living in Northern RHA, Interlake-Eastern,
and Southern Health Santé Sud have a better relationship in the family, workplace, and
community based on their scores falling below 0.

e Both Prairie Mountain Health and Winnipeg RHA were found to have worse social deprivation
compared to the other regions.

Figure 2.2. Mean Social Deprivation by RHA, Canadian Census 2011 (T1) and 2016 (T2)

Score on MCHP’s Social Deprivation Index. Lower values indicate better status

H/L Significantly higher or lower than the MB average for that time period. +/- A significant increase (+) or decrease (-) since the first time period

NRHA IERHA SH-SS MB WRHA PMH
S I T ——
T2 COUNT 77,068 128,240 198,809 1,351,359 770,185 170,521
T2 RATE -0.60 L- -0.15 L+ -0.11 L- 0.09 + 0.19 H+ 0.39 H+
T1 RATE -0.52 L -0.22 L -0.08 L 0.08 0.18 H 0.33 H

Source: MCHP RHA Indicators Atlas 2019
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Regional Key Findings

Social Determinants of Health

e Interlake-Eastern had a social deprivation index significantly lower during both time periods
compared to Manitoba, although in 2016 there appears to be shift in the region moving towards

a worse status.

e At the regional level, 10 of the 15 districts have social depravation values below “0” indicating
better social status, these districts include: Stonewall/Teulon, Winnipeg Beach/St. Andrews, St.
Clements, Springfield, Whiteshell, St. Laurent, Powerview/Pine Falls, Fisher/Peguis,

Eriksdale/Ashern, and Northern Remote.

e The five districts that have worse social deprivation index scores may, for instance, be seeing
more widowed individuals, more people living alone, and more people who have moved within

the past five years.

Table 2.1. Social Deprivation Index—IERHA Zone & District Findings, 2011 (T1) and 2016 (T2)

2016 2011

" Manitoba 0.09 0.08
" IERHA 015 L+ 022

South Zone

Stonewall/Teulon -0.41 L+ -0.76

Winnipeg Beach/St. Andrews -0.60 L -0.60

St. Clements -0.70 L- -0.26

Springfield -0.78 L+ -0.99

East Zone

Beausejour 0.90 H+ 0.81

Pinawa/Lac du Bonnet 0.79 H+ 0.36

Whiteshell -0.28 L+ -0.23

West Zone

Gimli 0.92 H+ 0.50

Arborg/Riverton 0.89 H- 0.98

St. Laurent -0.23 L -0.21

Selkirk Zone

Selkirk 0.66 H+ 0.59

North Zone

Powerview/Pine Falls -0.28 L+ -0.47

Fisher/Peguis -0.59 L- -0.28

Eriksdale/Ashern -0.65 L- -0.35

Northern Remote Zone

Northern Remote -0.97 L- -0.70

Source: MCHP RHA Indicators Atlas 2019
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Social Determinants of Health

Material Deprivation Index

Definition

A composite score which includes average household income, unemployment rate for ages 15 years and
older, and proportion of the population aged 15 and older without high school graduation.

Why is this indicator important?

It reflects the status of wealth, goods, and conveniences. Scores on these indices range from -5 to +5;
lower scores indicate better status or less deprivation, while higher scores indicate worse status or more
deprivation.

Provincial Key Findings

e Provincially, Manitoba has experienced a shift in a positive direction with more residents having
better status and less material deprivation.

e The only region that falls below “0” for having a better material index score is Winnipeg RHA.
This may be driven by higher incomes or more employment opportunities.

e Southern Health Santé Sud, Prairie Mountain Health, Interlake-Eastern RHA and Northern RHA
were all found to have material deprivation indexes significantly higher than the provincial
average.

e These regions found to have “worse status” experience fewer opportunities for advancement
into positions with higher remuneration, fewer employment opportunities, and a have a higher
proportion of residents who did not complete high school.

Figure 2.3. Material Deprivation Index—Provincial Findings, Mean Material Deprivation by RHA, 2011 (T1) and 2016 (T2)
Score on MCHP’s Material Deprivation Index. Lower values indicate better status

H/L Significantly higher or lower than the MB average for that time period. +/- A significant increase (+) or decrease (-) since the first time period

WRHA MB SH-SS PMH IERHA NRHA
| [
T2 POP 770,185 1,351,359 198,809 170,521 128,240 77,068
T2 RATE -0.34 L- -0.07 - 0.08 H- 0.14 H 0.14 H- 1.40 H+
T1 RATE -0.31 L -0.05 0.14 H 0.13 H 0.17 H 1.20 H

Source: MCHP RHA Indicators Atlas 2019
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Regional Key Findings

Social Determinants of Health

e Interlake-Eastern saw a statistically significant decrease between 2011 and 2016, indicating that
fewer residents are experiencing material deprivation.

e At the district level, five of the 15 districts are found to have better status for material index
scores. These include Beausejour, Springfield, Stonewall/Teulon, Winnipeg Beach/St. Andrews,

and St. Clements.

e Material deprivation index scores decline significantly the more north you travel in Interlake-
Eastern compared to districts surrounding Winnipeg’s perimeter.

Table 2.2. Material Deprivation Index—IERHA Zone Findings, 2011 (T1) and 2016 (T2)

2016 2011

‘ Manitoba -0.07 -0.05
‘ IERHA 0.14 H- 0.17

South Zone

Stonewall/Teulon -0.44 L+ -0.58

Winnipeg Beach/St. Andrews -0.50 L- -0.48

St. Clements -0.35 L+ -0.43

Springfield -0.73 L- -0.41

East Zone

Beausejour -0.27 L -0.16

Pinawa/Lac du Bonnet 0.35 H- 0.67

Whiteshell 0.43 H+ 0.26

West Zone

Gimli 0.02 H- 0.29

Arborg/Riverton 0.21 H- 0.46

St. Laurent 0.70 H+ 0.48

Selkirk Zone

Selkirk 0.17 H+ 0.09

North Zone

Powerview/Pine Falls 1.10 H+ 1.04

Fisher/Peguis 2.01 H 2.03

Eriksdale/Ashern 1.08 H+ 1.00

Northern Remote Zone

Northern Remote 3.64 H+ 2.70

Source: MCHP RHA Indicators Atlas 2019
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Social Determinants of Health

Median Household Income—After-Tax

Definition

The median combined total income (after-tax, post transfer) of all members of household, aged 15 years
and older, who reported income. Median household income is the amount which divides income size

distribution, ranked by size of income, into two halves. That is, the incomes of the first half of the
households are below the median while those of the second half are above the median.

Why is this indicator important?

Median Household income is an important measure of income inequality that exists in communities. It is
an effective measure because health regions with smaller differences between the top and bottom ends
generally experience better health status than those with more disparate incomes.

Provincial Key Findings

e Median household income (after tax) in Manitoba is $59,003.

e Median household income ranges among all RHAs, with Prairie Mountain having the lowest and
Interlake-Eastern the highest.

e All regions have experienced increased median household incomes since the 2011 Census.

Figure 2.4. Median Household Income (after-tax, post transfer), 2015
Median Household Income (after-tax, post transfer) 2015

H/L Significantly higher or lower than the MB average for that time period. +/- A significant increase (+) or decrease (-) since the first time period

PMH MB WRHA NRHA SH-SS IERHA
I TR mm——mhhmmmmmmme
T1 INCOME $54,014 $59,093 $59,510 $60,308 $60,802 $61,155

Source: Statistics Canada Census 2016
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Regional Key Findings

Social Determinants of Health

e Table 2.3. shows the variability of median household incomes between Interlake-Eastern zones.
e Higher median-household incomes are reported in the southern areas of the region compared to
the mid and northern areas.

Table 2.3. Median Household Income—After-Tax—IERHA Zone & District Findings, 2015

Median after-tax income of

Median after-tax income of

Median after-tax income of
two-or-more person

households one-person

in 2015 ($) househ |a|p in 2015 ($) households

in ousehnholdas in .

in 2015 ($)
 Manitoba $59,003 $31,538 $72,688
‘ IERHA $61,155 $ 30,056 S 72,869

South Zone
Stonewall/Teulon $72,306 $32,164 S 83,411
Winnipeg Beach/St. Andrews $71,034 $ 35,598 S 82,811
St. Clements $71,079 $ 35,440 S 83,798
Springfield $82,975 $40,512 S 90,795
East Zone
Beausejour $61,900 $ 28,540 S 74,953
Pinawa/Lac du Bonnet $57,870 $ 34,656 S 68,035
Whiteshell $56,589 $30,339 S 69,275
West Zone
Gimli $55,070 $30,333 S 66,603
Arborg/Riverton $47,372 $ 27,008 S 59,190
St. Laurent $51,333 $24,761 S 61,960
Selkirk Zone
Selkirk $53,186 $28,571 S 67,181
North Zone
Powerview/Pine Falls $37,913 $ 24,415 S 44,856
Fisher/Peguis $38,389 $18,998 S 48,183
Eriksdale/Ashern $39,801 $22,079 S 51,772
Northern Remote Zone
Northern Remote $30,918 $ 15,797 S 34,304
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Social Determinants of Health

Low-income Measure — After-Tax (LIM-AT)
Definition

In Canada, it is set at 50% of the median income after tax, adjusted for family size and composition.

Why is this indicator important?

It is used internationally as a relative measure of poverty.

Provincial Key Findings

e The overall prevalence of low-income among the Manitoba population is 15%.
e Low-income measure remains relatively consistent among all five health regions, with Interlake-
Eastern having the lowest prevalence and Prairie Mountain having the highest.

Figure 2.5. Prevalence of low-income based on the Low-income measure, after tax (LIM-AT) (%)

Source: Statistics Canada Census 2016
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Social Determinants of Health

Regional Key Findings

e Households are considered to be “low-income” when the income of the household falls below
the threshold applicable to the household size.

e Within Interlake-Eastern, it is estimated that 12% of all households are considered to be low-
income based on the LIM-AT.

e  Within Interlake-Eastern, the largest percentage of low-income households includes those with
children 0 to 5 years of age. Zones with high prevalence of low-income include both North and
Selkirk zones.

e Asthe household sizes decrease and household members age, residents in Interlake-Eastern are
less likely to live in low-income.

Table 2.4. Low-income Measure — After-Tax—IERHA Zone & District Findings

Prevalen f low-incom
evalence of low-income based 0to5 6to17  18to64 65 years
on the Low-income measure, ears ears and over
ears
after tax (LIM-AT) (%) y ¥ ¥
" Manitoba 15% 22% 25% 13% 14%
" IERHA 12% % 20% 10% 14%
South Zone
Stonewall/Teulon 8.0% 10.0% 8.0% 6.0% 14.0%
Winnipeg Beach/St. Andrews 8.0% 10.0% 15.0% 7.0% 10.0%
St. Clements 9.0% 13.0% 14.0% 7.0% 10.0%
Springfield 6.0% 6.0% 4.0% 5.0% 8.0%
East Zone
Beausejour 13.0% 15.0% 19.0% 10.0% 17.0%
Pinawa/Lac du Bonnet 11.0% 21.0% 24.0% 11.0% 7.0%
Whiteshell 15.0% 34.0% 39.0% 11.0% 14.0%
West Zone
Gimli 14.0% 28.0% 25.0% 14.0% 8.0%
Arborg/Riverton 24.0% 34.0% 39.0% 19.0% 25.0%
St. Laurent 22.0% 28.0% 32.0% 16.0% 30.0%
Selkirk Zone
Selkirk 18.0% 30.0% 31.0% 15.0% 14.0%
North Zone
Powerview/Pine Falls 25.0% 35.0% 46.0% 23.0% 17.0%
Fisher/Peguis 21.0% 24.0% 50.0% 17.0% 26.0%
Eriksdale/Ashern 26.0% 32.0% 46.0% 21.0% 32.0%
Northern Remote Zone
Northern Remote 0.0% 0.0% 0.0% 0.0% 0.0%

Source: IMA, Statistics Canada Census 2016
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Household Food Insecurity

Definition

Social Determinants of Health

The proportion of the population who reported being unable to acquire or consume an adequate diet
quality or sufficient quantity of food in socially acceptable ways, or the uncertainty that one will be able

to do so.

Why is this indicator important?

It is an important health equity indicator because it is often associated with a household’s financial

ability to access food.

Regional Key Findings

Interlake-Eastern has slightly lower prevalence of food insecurity at 7.8% compared to Manitoba
at 9.1%.

Figure 2.6. Reported being ‘Moderately/Severely Food Insecure’
Age and sex adjusted proportion (%) of weighted sample

H/L Significantly higher or lower than the MB average for that time period C - estimate displayed with caution

Source: CCHS 2015-2016
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Social Determinants of Health

Housing Affordability
Definition
The percentage of people in households that spend 30 percent or more of total household income on

shelter expenses (e.g. electricity, water, municipal services, rent, monthly mortgage payments, property
taxes, condo fees).

Why is this indicator important?
Housing is a critical component of a person’s environment. Living in poor housing conditions has been
linked to respiratory conditions, lead poisoning, injuries and decreased mental health.

Provincial Key Findings

e In Manitoba, tenant households are more likely to spend 30% or more of household income on
shelter compared to owner households.

e There is a larger percentage of the population in Winnipeg RHA spending more on shelter
expenses compared to the other RHAs.

Table 2.5. Housing Affordability—Provincial Findings

% of households spending
30% or more of its income
on shelter costs

Tenant Owner
households households

Manitoba 37% 11%
IERHA 32% 11%
WRHA 40% 12%
PMH 30% 10%
NRHA 22% 6%

SH-SS 34% 11%

Source: Statistics Canada Census 2016
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Regional Key Findings

e In Interlake-Eastern, 25-36% of tenant households spend more than 30 percent of household
income on shelter costs, while 7-14% of owner households spend more than 30 percent of

household income on shelter costs.

e Consistent with provincial key findings, tenant households are more likely to spend more than 30

percent of household income on shelter costs compared to owners.

Social Determinants of Health

Table 2.6. Housing Affordability—IERHA Zone & District Findings

L/H Significantly higher or lower than the MB average for that time period. +/- A significant increase (+) or decrease (-) since the first time period

Chapter 2: What Keeps Us Healthy?

% of households spending % of households spending

. i Tenant Owner o Tenant Owner
30% or more of its income 30% or more of its income

households | households households households

on shelter costs on shelter costs
Manitoba 37% 11% IERHA 32% 11%
South Zone North Zone
Stonewall/Teulon 32% 10% Powerview/Pine Falls 30% 7%
Winnipeg Beach/St. Andrews 35% 12% Fisher/Peguis 33% 12%
St. Clements 28% 13% Eriksdale/Ashern 26% 12%
Springfield 34% 10%
East Zone Northern Remote 0% 0%
Beausejour 28% 14% Northern Remote 0% 0%
Pinawa/Lac du Bonnet 31% 10%
Whiteshell 0% 11%
West Zone
Gimli 39% 11%
Arborg/Riverton 25% 12%
St. Laurent 28% 10%
Selkirk Zone
Selkirk 36% 12%

Source: Statistics Canada Census 2016
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Social Determinants of Health

Education

Educational Attainment
Definition

The proportion of the population, aged 15 years and older, by the highest level of education attained.

Why is this indicator important?

Educational attainment is widely acknowledged as a key component of socioeconomic status and is
positively associated with health. Higher levels of education improve ability to access and understand
information to stay healthy. Understanding levels of education is important for health planning.

Provincial Key Findings

e According to 2016 Census data, 22% of Manitoba residents have no certificate, diploma, or
degree.

e No certificate, diploma, or degree varies among health regions, with Northern RHA having the
highest and Winnipeg RHA having the lowest.

Figure 2.7. Percentage of Population Aged 15+ with no Certificate, Diploma or Degree

H/L Significantly higher or lower than the MB average for that time period. +/- A significant increase (+) or decrease (-) since the first time period

WRHA MB PMH IERHA SH-SS NRHA
L I
T1 PERCENT 16.9% 22.0% 25.7% 25.7% 29.4% 44.6%

Source: Statistics Canada Census 2016
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Social Determinants of Health

Regional Key Findings

e Atotal of 25.7% (25,860) Interlake-Eastern residents age 15 and over do not have a certificate,
diploma, or degree.

e Of the 25,860 residents, males make up the larger percentage, 56% (14,375), compared with
44% (11,485) of females.

e Table 2.7, breakdown the total of Interlake-Eastern residents age 15 and over do not have a
certificate, diploma or degree by zone.

e Table 2.8, shows a breakdown of the highest level of education achieved for Interlake-Eastern
residents compared to Manitoba as of 2016.

Table 2.7. Educational Attainment—IERHA Zone & District Findings

South Zone

Stonewall/Teulon 2,730 10.6%
Winnipeg Beach/St. Andrews 2,075 8.0%
St. Clements 2,010 7.8%
Springfield 1,940 7.5%
East Zone

Beausejour 1,695 6.6%
Pinawa/Lac du Bonnet 1,730 6.7%
Whiteshell 985 3.8%
West Zone

Gimli 1,010 3.9%
Arborg/Riverton 1,245 4.8%
St. Laurent 1,245 4.8%
Selkirk Zone

Selkirk 2,000 7.7%
North Zone

Powerview/Pine Falls 1,570 6.1%
Fisher/Peguis 2,035 7.9%
Eriksdale/Ashern 1,845 7.1%
Northern Remote Zone

Northern Remote 1,745 6.7%
Regional total without a certificate,

diploma or degree: 25,860

Source: IMA Statistics Canada Census 2016
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Social Determinants of Health

Table 2.8. Educational Attainment

MB IERHA
No certificate, diploma or degree 22.0% 25.7%
Secondary (high) school diploma or equivalency certificate 29.6% 29.5%
Postsecondary certificate, diploma or degree 48.4% 44.8%
Apprenticeship or trades certificate or diploma 7.7% 10.9%
College, CEGEP or other non-university certificate or diploma 17.7% 18.9%
University certificate or diploma below bachelor level 2.9% 3.2%
University certificate, diploma or degree at bachelor level or above 20.1% 11.7%
Bachelor's degree 14.4% 8.8%
University certificate or diploma above bachelor level 1.6% 1.1%

Source: Statistics Canada Census 2016
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Social Determinants of Health

Labour Force Participation
Definition
The percentage of the population, aged 15 years and older, who reported being in the labour force.

Why is this indicator important?
Those that are employed generally have higher levels of social inclusion, feeling they are contributing to

the overall well-being of the community around them.

Regional Key Findings
e Based on the 2016 Census, a total of 62,670 Interlake-Eastern residents were in the labour force,

representing two-thirds of the Interlake-Eastern population.
e Labour force participation varies between RHAs, with the lowest being in Northern RHA and the

highest in Southern RHA.

Table 2.9. Labour Force Participation — Provincial RHA Findings

Total - Population aged 15
P & # in the labour Labour force
years and over by Labour force ; articipation
status - 25% sample data orce P P
‘ Manitoba 1,001,300 662,150 66.1%
IERHA 100,485 62,670 62.4%
WRHA 584,490 392,120 67.1%
PMH 127,385 84,155 66.1%
NRHA 49,430 28,045 56.7%
SH-SS 139,510 95,160 68.2%

Source: Statistics Canada Census 2016
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Social Determinants of Health

Unemployment Rates
Definition

The percentage of the population, aged 15 years and older, who reported being unemployed expressed

as a percentage of the labour force.

Why is this indicator important?

Unemployment is a significant risk factor for poor physical and mental health and therefore a major
determinant of health inequality. It may be associated with increasingly difficult living conditions, low
socioeconomic status, and health and social problems.

Regional Key Findings
e 6.8% of the Manitoba population is unemployed based on 2016 Census data.

e Rates of unemployment in Interlake-Eastern are slightly above the provincial average at 7.5%.
e Interlake-Eastern unemployment rates have increased over five years from 6.2% to 7.5%.

Figure 2.8. Unemployment Rates— Unemployment Rates, Manitoba and RHAs, 2016
Percentage of the labour force aged 15+ identified as unemployed in the first week of May 2016

| SHSS |  WRHA | PMH | MB . IERHA | NRHA |
TLPERCENT = 53% | 65% | 66% | 68% | 7.5% | 14.2% \

Source: Statistics Canada Census 2016

Table 2.10. Unemployment Rates — Provincial Findings

#in the labour force | # Unemployed Unemployment rate
‘ Manitoba 662,150 44,685 6.7%
" IERHA 62,670 4,720 7.5%
WRHA 392,120 25,425 6.5%
PMH 84,155 5,535 6.6%
NRHA 28,045 3,975 14.2%
SH-SS 95,160 5,030 5.3%
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Source: Statistics Canada Census 2016

57



Industry Sectors
Definition

Social Determinants of Health

The percentage of the population, aged 15 years and older, by their kind of work and the description of

the main activities in their job.

Why is this indicator important?
The type of employment, irrespective of income level, may carry with it greater health risks due to

exposure to harmful substances or potential risk of injuries.

Regional Key Findings

e The industry sector breakdown between Interlake-Eastern and Manitoba are very comparable.

e The top three industry sectors in Interlake-Eastern include trades/transport and related
occupations, sales and service, and business/finance/administration.

e Within Interlake-Eastern, the leading industry sector among females is sales and service and for
males is trades, transport and equipment operators and related occupations.

Table 2.11. Industry Sectors— RHA Findings

Manitoba IERHA

Total Male Female Total Male Female
Management 11.0% 13.5% 8.3% 13.0% 15.6% 10.1%
Business, finance and administration 14.8% 8.1% 22.2% 13.8% 6.0% 22.7%
(l;lsctjrr):;[c;nnclsapplles sciences and related 5.3% 7.9% 2.4% 4.2% 6.0% 2.2%
Health occupations 8.0% 3.2% 13.5% 7.2% 1.9% 13.2%
:gszf;ﬁ:nlf?;:v?gesouaI' community and 13.2% 8.0% 19.0% 12.7% 6.5% 19.8%
Art, culture recreation and sport 2.2% 1.8% 2.7% 1.4% 0.8% 2.1%
Sales and service 22.2% 18.4% 26.5% 18.5% 13.7% 24.0%
Trades, transport an.d equipment operators 15.8% 28.5% 1.7% 22.1% 38.9% 2.7%
and related occupations
Natural .resources, a_grlculture and related 2.8% 4.2% 1.3% 4.1% 5.8% 2.2%
production occupations
Manufacturing and utilities 4.6% 6.5% 2.4% 3.0% 4.7% 1.0%
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Social Determinants of Health

Work Stress

Definition

The proportion of residents, aged 15 to 75 years, who reported most days at their main job or business
to be ‘quite a bit/extremely stressful’, ‘a bit stressful’ or ‘not at all stressful’.

Why is this indicator important?

Work stress is one of the most common forms of stress, which can lead to poor health and injuries.

Regional Key Findings

e Compared to other regions, 32.3% of Interlake-Eastern residents reported work stress as “a bit
stressful”.

e Overall Interlake-Eastern work stress is comparable to other regional and provincial findings.

Figure 2.9. Perceived Work Stress by RHA 2016, Aged 15-75
Age and Sex adjusted proportion (%) of weighted sample

Not very / Not at all stressful M A bit stressful B Quite a bit / Extremely stressful

25.7%

SH-SS 26.1%

12.2%

20.5%

WRHA 25.0%

15.7%

21.6%

PMH 28.9%

17.7%

18.9%

IERHA 32.3%

13.9%

25.1%

NRHA 26.3%

15.9%

21.3%

MB 26.2%

15.3%

Source: IMA, CCHS 2015/16
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Healthy Child Development

Healthy Child Development

Inadequate Prenatal Care

Definition

The proportion of women with a single, live, in-hospital birth receiving no or inadequate prenatal care,
over a five-year time period.

Why is this indicator important?

Women who access prenatal care and receive regular prenatal visits are more likely to experience better
health outcomes including a lower risk for low birth weight infant compared to women who receive no
prenatal care. Inadequate prenatal care is more likely to be found in women who had less than a Grade
12 education or were younger (less than 25), living in lower income areas, on income assistance, a lone
parent, socially isolated, or multiple pregnancies™.

Provincial Key Findings
e Between 2013 and 2017 an estimated 7,300 women received inadequate prenatal care in
Manitoba.
e Winnipeg women were least likely to experience in adequate prenatal care at 6.6%, significantly
lower than the provincial average of 10.3%.
e Although the rate of inadequate prenatal care has declined in Northern RHA, rates are still
significantly higher than the provincial average.

Figure 2.10. Inadequate Prenatal Care Rate by RHA, 2007/08-2011/12 (T1) and 2012/13-2016/17 (T2)
Maternal age adjusted average annual percent of singleton live in-hospital births

H/L Significantly higher or lower than the MB average for that time period. +/- A significant increase (+) or decrease (-) since the first time period
WRHA SH-SS MB IERHA PMH NRHA
I DU D
T2 COUNT 2,117 1,139 7,300 665 971 2,391
T2 PERCENT 6.6% L 9.4% 10.3% 10.6% 10.9% 27.8% H
T1 PERCENT 7.0% L 8.6% L 10.8% 11.8% 9.7% 31. 1% H

Source: MCHP RHA Indicators Atlas 2019
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Regional Key Findings

e Approximately 1 out of 10 women in Interlake-Eastern receive inadequate prenatal care.

Healthy Child Development

e At the zone level, inadequate prenatal care ranges from as low as 5% in the South Zone to as high
as 18% in the North Zone.

e Both Northern Remote and North zones have significantly higher rates of inadequate prenatal
care compared to the Manitoba average.

e At the district level, we see wide disparity in inadequate prenatal care. Based on the district
disparity presented in Table 2.12, we know that women living in Powerview/Pine Falls are nearly

eight times more likely to experience inadequate prenatal care than those in Springfield.

Table 2.12. Inadequate Prenatal Care—IERHA Zone & District Findings, 2007/08-2011/12 (T1) and 2012/13-2016/17 (T2)

T2 Tl T2 T1
Count Percent Percent Count Percent Percent
Manitoba 7,300 10% 11% IERHA 665 11% 12%
South Zone 106 5% L 5% North Zone 300 18% H 19% H
Springfield 17 3% L 5% Fisher/Peguis 86 15% 17% H
Stonewall/Teulon 36 4% L 4% Eriksdale/Ashern 101 20% H 22% H
Wpg Beach/St. Andrews 31 6% + 3% Powerview/Pine Falls 113 22% H 20% H
St. Clements 22 7% 9%
East Zone 79 9% 11% Northern Remote 89 17% H 22% H
Beausejour 20 5% L 3% Northern Remote 89 17% H 22% H
Whiteshell 25 13% - 22%
Pinawa/Lac du Bonnet 34 14% 13%
West Zone 62 9% 12% IERHA DISTRICT DISPARITY RATIO
Gimli 9 5% 7% T1 Disparity 8.3
St. Laurent 11 6% 7% T2 Disparity 7.9
Arborg/Riverton 42 14% 18% Change -0.44
Disparity with a value of “0” suggest no inequities exist. Change over time informs whether
or not disparity is widening or narrowing between districts.
Selkirk Zone 29 6% 6%
Selkirk 29 6% 6%

L/H Significantly higher or lower than the MB average for that time period. +/- A significant increase (+) or decrease (-) since the first time period
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Healthy Child Development

Preterm Birth Rate

Definition

The proportion of live births with a gestational age of less than 37 weeks, based on a five-year time
period.

Why is this indicator important?

Preterm births are the leading cause of infant mortality. Preterm infants can have both short- and long -
term health issues, including developmental disabilities, mental illnesses, and respiratory conditions*'.-
Provincial Key Findings

e |n Manitoba, pre-term birth rates have remained stable over time, with 7.6% of infants born
prior to 37 weeks’ gestation.

e Northern RHA was found to have a pre-term birth rate significantly higher than the Manitoba
average, while Southern Health Santé Sud had rates significantly lower.

Figure 2.11 Preterm Birth Rate by RHA, 2007/08-2011/12 (T1) and 2012/13-2016/17 (T2)
Maternal age adjusted average annual percent of singleton live in-hospital births

H/L Significantly higher or lower than the MB average for that time period. +/- A significant increase (+) or decrease (-) since the first time period

. SH-SS | WRHA | MB . IERHA | PMH . NRHA |
T2 COUNT 877 3,105 6,089 528 781 782
T2PERCENT | 62% | L | 7.6% 7.6% 7.7% 7.9% 10.0%
TIPERCENT | 62% | L | 7.7% 7.7% 8.5% 7.2% 9.7%

Source: MCHP RHA Indicators Atlas 2019
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Regional Key Findings

e From 2012 to 2017, a total of 528 infants were born preterm among Interlake-Eastern women,

representing 8% of all live births.

Healthy Child Development

e Pre-term birth rates have remained consistent over time at the zone level, with the West Zone
having the smallest percentage of pre-term births and Northern Remote having the highest.

e Within Interlake-Eastern districts, there has been a narrowing of disparity over time. This

indicates that more women among all districts are giving birth to full term babies.

Table 2.13. Preterm Birth Rate—IERHA Zone & District Findings, 2007/08-2011/12 (T1) and 2012/13-2016/17 (T2)

T2 Tl T2 T1
Count Percent Percent Count Percent Percent
Manitoba 6,089 8% 8% IERHA 528 8% 9%
South Zone 191 7% 7% North Zone 134 9% - 12% H
Springfield 45 6% 8% Fisher/Peguis 45 8% 10%
Stonewall/Teulon 59 6% 6% Powerview/Pine Falls 39 8% - 13% H
St. Clements 29 8% 13% Eriksdale/Ashern 50 11% 12% H
Wpg Beach/St. Andrews 58 9% 6%
East Zone 73 8% 8% Northern Remote 45 10% 13% H
Beausejour 26 5% 6% Northern Remote 45 10% 13% H
Pinawa/Lac du Bonnet 24 9% 10%
Whiteshell 23 11% 9%
West Zone 43 6% 5% IERHA DISTRICT DISPARITY RATIO
Arborg/Riverton 12 4% 5% T1 Disparity 4.6
Gimli 14 7% 6% T2 Disparity 31
St. Laurent 17 9% 3% Change -1.5¢
Disparity with a value of “0” suggest no inequities exist. Change over time informs whether
or not disparity is widening or narrowing between districts.

Selkirk Zone 42 9% 8%
Selkirk 42 9% 8%

L/H Significantly higher or lower than the MB average for that time period. +/- A significant increase (+) or decrease (-) since the first time period
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Healthy Child Development

Small for Gestational Age (SGA)

Definition

The percentage of live hospital births in which birth weight falls below the 10th percentile of sex-
specified birth weight for a given gestational age, based on a five-year time period.

Why is this indicator important?

SGA infants are more likely to face both short-term and long-term health issues including diabetes,
hypertension, and cardiovascular disease. SGA is often related to maternal smoking, substance use, poor
nutrition during pregnancy, placental insufficiency, and other conditions™i.

Provincial Key Findings

e In Manitoba, 8.3% of hospital births fall below the 10*" percentile, which totals 6,576 infants
from 2012 to 2017.

e Winnipeg RHA was found to have significantly higher percentage of women delivering infants
below the 10™" percentile compared to Interlake-Eastern, Northern RHA, Southern Health Santé
Sud and Prairie Mountain Health that are all significantly below the provincial average.

Figure 2.12. Small for Gestational Age Rate by RHA, 2007/08-2011/12 (T1) and 2012/13-2016/17 (T2)
Maternal age adjusted average annual perc