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ABSTRACT

The purpose of t.his st.udy was to compare urban
health care service utilization between winnipeg StaLus
rndians and Other Winnipeg Residents. This study
distinguished beLween a downtown Core Area (low income)
and the Suburbs (higher income) of Wínnipeg, Manitoba.
Detailed morbidiLy was documented in all 18 major
diagnostic categories (fCo-9-CM), providing comparisons
among five age cohorts and four subpopuLations defined
by ethnicity (StaLus Indians or Other Residents) and by
geography (Core Area or Suburbs).

rhis study utilized the Manitoba provincía1 health
care data base Lo observe and analyze a Eotal urban
Aboriginal populaLion, specifically Status Indians
(tl - 1,2, 168) who were residents within winnipeg. Such
findings were compared with all Other Winnipeg
Residents (N = 634,936). This study subdivided the
Winnipeg population into four subpopulaLions: Core Area
Status lndians; Core Area Other Residents; Suburbs
Status Indians and Suburbs Other Residents. This
descriptive study quantified demographic profiles and
health care service utilization. The research
methodology incorporated smal1 area analysis, using a
larqe data base. Analysis focused upon observations
of complete hospital utilization (in-patient days per
1,000 population) and complete medical utilization
(annuaf per capita costs) by diagnosis and five age
cohorts for a twelve month period, during the 1990-91-
fiscal year.

Findings provj-ded descriptive comparisons among
all four st.udy groups to ¡tanit.oba norms specified for
each of 18 major diagnosLic cateqories and specific for
each age cohort. Data produced three products for each
of the four subpopulations, including:

Product. #1: Population profile by age cohort.
Product #2: Hospital in-pat.ient morbidity ratios.
Product #3: Medical (physician only) services

annual- per capita morbidity ratios.



Results indicated that Winnipeg Status Tndians'
use of health care services (both Core Area and
Suburbs) was substantially higher than Other Residents
of Winnipeg. Core Area SLatus Indians demonstrated the
highest combined hospiual inpatient and medical
services utilization of Winnipeg's four subpopulations.
Suburbs Status Indians ranked second in high health
care service utilization. Core Area Other Residents
ranked third, demonstraLing only a few hiçrh hospital
ínpaLient utilization findings. Suburbs Other
Residents ranked fourth, demonstrating all utilization
rates close to the ManiEoba averages. These findings
suggest t.hat ethniciLy (i. e. , being a staLus Indian)
was a greater factor Lhan poverty in affectinçr higrh
health care service utilization in Winnipeg.
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CHAPTER I

STATEMENT OF THE PROBLEM

1.1 INTRODUCTION

Canada's insured health care services constitute

an essential el-ement of the nation's social fabric.

Such social services provide an underpinning or safety

net for economically disadvant.aged groups withln the

country. One of these disadvanLaqed groups in Canada

is Aboriginal people. Many federal and provincial

studies have documented the conditions of poverty and

social upheaval facing its Aboriginal residents. Such

poverty has long been correlaEed with i11 health, which

corresponds with higher utilization of insured health

services and higher mortality. (Canada Health &

Welfare, 7987; Manitoba Subcommittee on Indian Health

Care, 1985 )

Manitoba follows this national pattern of poverty

and high health care utilization by its Aboriginal

people. ManiLoba's Status Indians have been documenLed

as having higher than average utilization of medical

and hospital services. Their use of these insured

health services has been associated with conditions of

poverLy (Postl, 1985). Such conditions include higrh

unemployment, Low educational achievement, poor

housing, poor sanitary conditions and poor lifestyle

choices. While the limited number of Aboriçrinal health
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studies in Canada have referred to this association

wíth poverLy, none have provided quantitative data

regarding specific urban subpopulations for comparative

research and analysis. This study intends to provide

such descriptive and comparative information.

The need for basic research regrardinçr Aboriginal

peoples' high rate of morbidity is apparent. A recent

report (McClure et af., 1991) prepared for the National

Health Research and Development. Program, Health and

Welfare Canada, ca11ed for such basic studies. It

called for better data bases and information systems

documenting the size, demographic charact.eristics and

geographic distribution of the Aboriginal populations

living in Canadian cities. It described the need for

linking all medical information systems, including both

hospital data files and rnedical services data files

with population registry files for the same catchment

area. This would increase the capacity to document

service use, diagnoses and treatment patterns for both

urban and rural aboriginal peopl-e. It claimed that no

one knows what,, if âûy, are the major differences in

the health status of Aboriginal people living in

Canadian cities relative to people living orr Canadian

reserves, nor to what extenL t.he stresses of urban life

contribute to health problems. Examination of urban



Status Indian health care utit

of the Aboriginal community's

fill this research voíd.

I.2 CULTURAL CONTEXT:

3

ization, âs a component

heal t.h uti l- :-zaLíon, could

Ever since European miqrants explored and settled

in Canada's prairies, Aboriginal people have inceracted

with its "ne\^/" inhabitants. Because of close

association, the Aboriginals v,/ere subj ect to many new

infectious diseases such as influenza, measles,

smallpox, scarlet fever and tubercul-osis. Without any

natural immunity, Aboriginal- people fel1 prey to such

i1ls. During early setLlement periods, many Aboriginal

communities v/ere ravaged by these diseases which

inf l ict.ed heavy losses . Consequences r^rere devastat ing,

and health care services were minimal (Young, 7986) .

Tradit.ional medicine had no knowledgre of or effective

response to these ner¡/ diseases. From the f irst

reported smallpox epidemic during L782 in northwestern

Ontario, Lhe speed and f erocity of t.he disease stunned

the Indians, causing many to simply abandon their sick.

Such catastrophes had profound socio-cultural impacts.

From studies on epidemics of American Plains Indians,

Taylor (L911 ) demonstrated that existing religious

systems were challenged by these communal catastrophes,
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and political leadership was disrupted si-nce kinship,

band st.ructure and terri-Lorial boundaries were altered.

In Manitoba, the Status Indian populations

consist of Cree, Ojibway, fsland Lake Dialect, Sioux

and Dene. Each has a distinctive culture and J-anguage.

The lifestyle patt,erns of each group differ somewhat

from each other as well as substantialì-y from the

dominant "white culture". Most have been directed

toward a rural lifestyle on designated reserves and are

controlled by the terms of the Federal Indian Act.

While the federal- g'overnment assumes responsibility for

health care services for Status Indian reserve

residents, iL terminates such responsibility for Status

Indíans who choose to migrate from the reserves. The

Cree use a term for such "city dwellers" whom they call

Ihtawiníw (pronounced Outen-a-way-nin) . Such "to\4,rn

persons" are seen as removed from the main c1ans based

within t.he reserve (Manitoba Association for Aboriginal

Languages, 1993 telephone interview) .

Migration away from the reserve removes each

Status Indian from programmatic supports from the

federal government and subjects them to factors of

urban stess. Many Status Indians migrate off reserves

with limited educational and vocational skills. Such

preconditions create difficulties for t.ransition to an

urban lifestyle for many of them. Urban Aboriginals
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are faced with many economic and culLural differences.

Such environmental elements cause higrh levels of stress

for Aboriginals and contribute Lo frequent contact with

the insured health services (Post1, 1985).

Health care services for the general populace in

Canada are directed by the medical profession, which is

based upon WesEern scientific knowledge. In contrast,

health care for many Aboriginals is based within

Aboriginal cultural Iraditions. Such traditions have

suggested that sickness of the individual was the

resul-t of past transgressions (Dai1ey, 1-958 ) . The

Aborigrinal healer could int.ervene with rit.uals to

address the pasL transgressions. An Aboriginal heafer

could provide psychological supports to his "patient"

and/or treatments such as herbal medicines. The

philosophy and practices of Aboriginal healers differ

considerably from the Western scientific approach.

Aboriginal heal-ers frây, however, augment the western

medical model when provided the opportunity, as these

services are not necessarily in conflict.. In a few

instances (e.9., Kenora Health Centre, Kenora, Ontario)

traditionaL healers are aLLowed to practice within the

Western medical clinic setting.

Some Aboriginals adhere to Aboriginal healing

practices. Some choose a mixLure of the Western

medical model as well as Aboriginal healing practices



6

Some Aboriginals rely solely upon the dominant Western

medical model of health services delivery. The

different healing models reflect different assumptions

of causation and treatment of ill-ness. Acceptance , or

"patient compliance", of the medical model treatment

may be low, based upon the Aboriginal individual's

understanding and philosophy of care. Recently, some

Canadian hospitals have undertaken to add the services

of Aboriginal Interpreters to bridge this linguistic

and cultural difference. The Interpreter's role is to

help the Aboriginal patient make informed medical

decisions and to serve as a patient advocate within the

Western medical model (O'Nei11, 1987 ) .

1. .3 PURPOSE:

The purpose of this study is to compare urban

health care service utilization between Winnipeg Status

Indians and Other Winnipeg Resident.s. Such comparative

analyses would be the first in Canada or the United

States. The study will distinguish between a downtown

Core Area (low income) and the Suburbs (higher income)

in Winnipeg, Manitoba. The Core Area of Winnipeg $/as

se]ected as a proxy for poverty. This study will detail

health morbidity for urban Status Indians (Core Area

and Suburbs) for five separaLe age cohorts. rindings
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wiIl provide descriptive comparisons to Manitoba norms

specified for each of the 18 major diagrnostic

categories and each of the five age cohorts. This

primary research is intended to resul-t in a beLter

undersLanding of urban health care service utilization

and problems f aced by Aborigi-nal qroups. Such

information is vital for self actualization and

advocacy for change by Aborigi-nal groups, âs recj-pients

of the insured healLh care services.

Information can serve as a source of empowerment

and a necessary tool for advocacy planning and service

delivery. McClure et a1. (1991) concluded that even

very basic information on urban Aboriginal health care

has not been collecced to daLe. They not.ed that data

is lacking on the size, demographÍc composition and

migrat,ion experience of the urban-based Aboriginal

populat.ion. This simply has not been collected or is

dispersed across less accessible, unpublished program

documents. The authors also noted thaL epidemiological

information describing health sLatus and probable

causes of morbidity is lacking on the estimated number

of Aboriginal- people living in each of Canada's cities,

along with their distribution, their migration patterns

and current patterns of service Lrse. They concluded

thaL existing data on health and service utilization

patterns are limited to unrepresentative samples of
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survey respondents, self-select.ed qroups of service

users, or estímates dravm from medical information

systems which can only identify Statr-ls Indians.

Improved information on urban Aboriginal health care is

critical- for the empov¿erment of Aboriginal peopl-e and

for health care proqram directors t.o focus limited

fiscal health care resources t.owards the best results.

L.4 DEFINITION OF TERMS:

Throughout the literature in Aboriginal studies,

the terms "Aborigrinal people", "Natives" and "First

Nations Peoples" are used inLerchangeably. Both t.erms

are imprecise due to interethnic marriage and legal

definitions within Canada. The Canada Constitution Act

(1-982) , Section 35 Q) def ines Aboriginal People as

being three groups: Indian (Status and Non-St.atus) ,

Metis and Inuit. This study will use Status Indians,

specified by the Indian Act of Canada, âs a subgrroup of

Aboriginal people within Winnipeg. The current

research uses the term "SLatus Indian" because of the

total number of Aboriginal people in Winnipeg, only

Status Indians can be identified, and because t.heir

health care service uLilization data is available

withín the Manit.oba insured health care data files.

This special population regristry data file was created
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during the 1960's when HeaIEh and Welfare Canada paid

health insurance premiums on behalf of Status Indian

families Lo the Manitoba Health Services Commission for

coverage of the insured health care benefits. When the

Manitoba health care premiums were abolished in L973,

the dist.inction for Status fndians within the insured

population registry v/as maintained. Currently, insured

healt.h care benefj-ts are totally funded from general

tax revenues. The other groups of Aboriginal People

are not identified in t.he populaLion registry data

files because they paid health care premiums like all

other residents in Manitoba during the early l-970's.

Status Indians within Canada are also eligible for

specific uninsured health service benefits from Ehe

federal government when they reside on a rural reserve.

The use of the term "Status Indian" excludes

Non-Status Indians (disenfranchised) and Metis. These

latter groups do not have the same legal st.anding in

Canada as do Status Indians. Only a few Canadian

provinces have seL up their healt.h care daCa files to

ídenti fy and track Status Indj-ans . The abiliLy to

examine Ehe total Status rndian healt'h care utilization

currently exists within three provinces: Manitoba,

Saskatchewan and British Co]umbia. Identification of

other ethnic /rac:-al- groups such as Metis would be
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contrary to Canada's Human Rights Legisl-ation.

Therefore, identification and tracking

are not possible for Non-Status fndians or Metis using

any provincial health care data base in Canada. Such

groups may be studied by using lengthy survey methods

only after locat.ing the appropriate sample population.

It has been est.imated by the Winnipeg Social

Planning Councí1 (1986) that the Non-Status and Metis

Winnipeg Aboriginal population is approximat.ely twice

the size (l¡ = 24,000 estimat.ed) of the Winnipeg StaLus

Indian population (¡l = L2,000) However, Census Canada

(1986) estimated that the number of urban Aboriginals

other than StaLus Indians equals the number of

idenLified urban Status Indians. No precise estimate

of Winnipeg Aboriginals, other than Status fndians, is

avaj-1ab1e. Such other groups of Aboriginals are

included in this study within the "Other Residents"

population (l¡ = 634,936) for both Core Area and

Suburbs. There are approximately 300 Inuit residents

in Manitoba, none who have been identified as residents

in Winnipeg. The inability to specify Metis and

Non-Status Winnipeg Aboriginal health care utilization

is a limitation of this study.

The Lerm "Core Area" designates Winnipeg's

downtown and surrounding neighborhoods, which have been

identified as 1ow income areas (Census Canada, l-986).
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Such neighborhoods were the focus of an economic

redevelopment initiative by the federal-,

provincial and city governments during the 1980's,

under a program called the Core Area Initiative. This

program began in 1981 to offset several negative social

and economic trends idenLified within the Core Area.

The Core Area Initiative Policy Committee described an

out-migration from the Core Area which left behind an

increasing number of single-parent households, fewer

children and a significant.ly larger proporLion of the

elderly. They observed a regular in-migration of

Aboriginal People, mainly younger individuals and young

f ami I ies , f rom rural areas Lo t.he Core Area . They

stated that over 40å of Aboriginal families in the Core

Area have single parents. The Core Area IniLiat.ive

concluded, "severe socioeconomic disparities exist

between the native and non-native populations in the

core" (p.5). Such observations concluded thaL the

cumulative factors of inadequace employment

preparation, poor social circumstances and poor housing

contribuLe Lo a cycle of poverty in Lhe Core Area.

Recent data from Statistics Canada confirmed that

income levels within the Core Area remain low compared

Lo the Non-Core areas of Winnipeg. Statistics Canada

data (Small Area Data of Winnipeg, Husband and Wife
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Dual Earnings Table, 1990) produced sharply contrasting

median income figures for Winnipeg postal code areas.

Details of t.he Winnipeg median incomes by postaf code

v/ere as f ol lows :

Core Area

R2X = $3 6,400
R3E = $34,600
R3c = $38,900
R2W = $31,200
R3A = $26,500
R3B = 525,400
R3C = 521 ,700

SelecLed Suburbs

St.James: R2Y = S52,900
St.James: R3K = $58,400
Charleswood: R3p = $6L,200
Ft.Garry: R3T = 552,200
St.Vital: R2N = $53,900
St.Boniface: R2J = $53,400
N.Kildonan: R2E = $65,600
W. River Heights: R3N = $56,300

rhe lowesL median incomes by post.al code in the

Core Area were R3B, North Portage (925,400) and R3A,

Exchange District (526,500) . Wit.hin Canada, these

urban postal codes were the third and fifth lowesL for

median dual- incomes in 1990. This sharp contrast in

incomes between the Winnipeg Core Area and the

Non-Core/Suburbs provided the rationale for this study

to use the Core Area as a proxy for poverty.

The "Core Area" boundaries of Ehis study

approximate those of the Core Area Init.iative, Phase I

Details of the boundaries of area for t.his study are

elaborated within Chapter 3, Methodologry. Other areas

designated as "Suburbs", constitute all Winnipeg areas

other than the "Core Area"

This study al-so utilizes age distinctions

throughout all of the data analysis. The age cohorts

selected for this study were as follows: Under 10,
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10 to IJ,18 to 34,35 to 64, and 65 and over. Each

age cohort is a mutually excfusive grouping. Only five

age cohorts were chosen to símplify the analysis for

all diagnostic codes. The age distinctions grenerally

represent the following groups: children, teenagers,

young adults, middle-aged adults and the elderly.

Illustration of morbidity by age cohorts is critical

for analyzing the health care services utilization.

Al-so the population profile for each subpopulation

differs significantly. The age cohorts document the

population distribution within each of the four

subpopulations identif ied.

This study examines both hospital and annual

medical (physician only) per capita uLilization for the

defined subpopulations within a 12 month period. The

hospit.al dat.a represents in-patient utilization on1y.

Care in most emergency wards (withouL hospital

admission) and ouL-patient department service is not

documented throuçrh most of the winnipeg hospitals'

information collection systems. This is a further

limitation of this study. It is importanL to note

because hospiLal sLaff indicace a high percent.age of

Aboriginal patients choosing such service as opposed to

walk-in clinics or physician office visirs. As we11,

clinics such as Mount Carmel Clinic and Health Action

Centre do not document utilization for this health
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information collection system. Waldram and Layman

noted in t.heir Saskatoon study (1989) that hospital

emergency departments were a key source of primary

health care for urban Aboriginals. Convenience,

measured by proximity to a health care facility and its

hours of operation were more important to the

Aboriginals studied in Saskatoon's inner city, than

were loyalty to a particular facility or physÍcian.

All hospital admissions in this study, however,

are documented through the hospitals' information

systems. Indicators include all hospital days utilized

(actual¡, average length of stay, the rat,io of days per

1-000 popul-ation and expected days (estimate based upon

the provincial average for the diagnosis and for the

age cohort) . The medical utilization represenLs annual

medical costs (acLual), annuaL per capiLa medical cost

(actual) and expect.ed annual per capita medical cost

(estimate based upon the provincial average for the

diagnosis and for the age cohort) . The utilization

ratios used in this study (í.e., days per l-000

population and annual per capita medica] costs) a1low

comparison between subpopul-ations of varying size and

with different age distributions.

The diagnostic categories used duringr this

analysis include the standard terminology of the

International Classification of Diseases, 9th Revision,
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Clinical- Modif ication (ICD-9-CM) . This terminology v/as

developed by the World Health Organization and is used

internationally. These diagnostic categories were

developed to assist the clinical management of

individual patients' problems and serve Lo generate

indicators of health status and health statistics.

Thi s methodology \^/as adopted in the early 19 5 0 ' s in

Nort.h America Lo uni f ormly access hospital records .

The term "c1i-nical" \^/as added to later revisions to

ref l-ect the modi f ications f or accessíng medical- records

and ambulatory medical care programs.

The ICD-9-CM diagnostic categories include 1-8

major groups and are subdivided into smalfer, more

specific types of morbidity. A complete listing of all

118 diagnostic subcategories of Lhe 18 major categories

may be found in the ICD-9-CM Annotated Diseases Tabular

List, Volume 1 (1988). Examples of subcategories

within each of the 18 major categories are as foll-ows:

#1: Infectious and Parasitic Diseases:
€.g., Int.estinal rnfectious Diseases,
Tuberculosis, Viral Diseases, Venereal Diseases,
Parasitic Diseases and Human Immuno-Deficiency
Virus

Neoplasms:
e.9., Malignant Neoplasms (Cancerous Tumors) and
Benign Neoplasms (Noncancerous Tumors)

Endocrine, Nutrition and Metabolic Diseases,
Immune Disorders:
ê.g., Disorders of Thyroid Gland, Disorders of
Ot.her Endocrine Glands, NuLritional- Def iciencies,
Diabetes

.¡+.) .

#3:
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#42 Diseases of Blood and Blood Forming Organs:
ê.g., Anemia, Blood Clotting Disorders

#5: Mental Disorders:
e.9., Organic Psychotic Conditions, Other
Psychoses,Neurotic Personality and Non-psychotic
MentaL Disorders, Mental Retardation

#6: Diseases of the Nervous System and Sense Orqans:
ê.g., Inffammatory Diseases of Central Nervous
SysEem,Hereditary and Degenerative Diseases of
Central Nervous System, Disorders of Eye, Diseases
of Ear and Mastoid Process

#1: Diseases of the Circulatory System:
ê.g., Acute Rheumatic Fever, Hypertensive Disease,
Ischemic Heart Disease, Cerebrovascular Disease,
Diseases of Arteries, Dieases of Veins

#B: Diseases of the Respiratory SysLem:
e.9., Acute Respiratory fnfect.ions, Pneumonia and
fnfluenza, Chronic Obstructive Pulmonary Disease

#9: Diseases of the Digestive System:
€. g. , Diseases of Oral Cavity and SaJ-ivary Gl-ands,
Diseases of Esophagrus and Stomach, Appendicitis,
Hernia

#10 Diseases of the Genit.ourinary System:
ê.g., Disease of Urinary System, Diseases of MaIe
Organs, Disorder of Breast, Inflammatory Diseases
of Female Pelvic Organs

Complications of Pregnancy, Childbirth, and the
Puerperium:
ê.g., Ectopic and Molar Pregnancy, Abortive
Outcome, Complications Mainly Related to
Pregnancy, Normal Delivery

Diseases of the Skin and Subcutaneous Tissue:
ê.g., fnfections of Skin, Other Inflammatory
CondiLions of Skin

Diseases of the Musculoskeletal System and
ConnecLive Tissue:
ê.g., Arthropathies, Dorsopathies, Rheumatism,
Os teopathi es

Congenital Anomalies:

#11

#13

e .9. , Clef t Pa1ate, Congenital Dislocation of
the Hip, Spinabifida

#1_2

#r4
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#16

#r1

L1
Certain Conditions Originating in Perinatal
Period:
ê.g., Maternal Causes of Perinatal Morbidity,
Ot.her Conditions Originating in Perinatal Period

Symptoms, Signs, and Ill-Defined CondiEions:
ê.g., Symptoms, Nonspecific Abnormaf Frndings,
111-Defined and Unknown Causes of Morbidity, and
Mortal i ty

Injury and Poisoning:
ê.g., Fractures, Dislocations, Sprains and Strains
of Joints and Muscles, Intracranial fnjury,
Internal Injury, Open Wound, Late Effects of
Injuries and Poisonings, Contusíon, Crushing
Injury, Burns, Poisoning by Drugs, Medical and
Biological Substances, Toxic nffect.s, Non-Medical

Factors Influencing Health Status and Contact With#18
Health Services:
ê.g., Health Hazards - Communicable Diseases,
Personal and Family History, Reproduction and
Development, Liveborn Infants According Lo Type of
Birth, Condj-tions Influencing Own Health, Health
Services for Specific Procedures or Other
Circumstances, Examination - No Diagnosis

I.5 HYPOTHESES:

Assumptions exist among health care workers and

administrators LhaL urban Aboriginal people use health

services in a manner similar to other urban residents.

These are called assumptions, " . because there are

no data on actual patterns of health service

utilization among Aboriginal people living in Canad.ian

cities. MosL researchers have been uninterested in

general patterns of service utilization and studies

have focused on some clinic or program which largely,
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or exclusively serves the Aboriginal community"

(McClure et af., 1997, p.9). The absence of reliable

urban population staListics for Status Indians in

Canada underlies the dearth of information on urban

Aboriginal health care utilization.

Previous urban Aboriginal health care studies

(Post1, 1985 and l¡/aldram, 1989 ) have sampled smal1

populations and were unable to generalize from their

findings. This descriptive, comparative study intends

to move beyond such limited findings through its use of

morbidity st.aCistics for 1008 of Winnipeg's Status

Indian population (l¡ = 12, 168 ) during a 1-2 month period

(I990/9L fiscal year).

Hypotheses of this author are that the health

care services utilization of the four Winnipeg

subpopulations will adhere to a rank order, based upon

factors of poverty and urban accul-turation stress. The

predicted levels of health service utilization are as

follows:

Core Area Status Indians - ttighest UtilizaLion
Core Area Other Residents - Higrh Utilization
Suburbs Status Indians - Above Averagie UtilizaLion
Suburbs Other Residents - Average UtilizaLion

In each case, these hypotheses are based upon the

premise that health care service utilization is

inversely proport.ional to socioeconomic staEus if

physical and geographic access is constant for all
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subpopulations. In other words , if there are

differential patterns of health care service

utilization, these are associated more with

socioeconomic status than with ethnicity (Status Indian

or Other Residents). Existing literature has also

suggested Lhat St,atus Indians, regardless of residence,

may be subject to great.er acculturation stress than the

general population. These factors direct.ed the

formulation of four hypot.heses to predict health care

service utilization for each of the four Winnipeg

subpopulations.

The summary of this study's hypotheses are as
fol lows :

Hypotheses in Rank Order
for Healt.h Care ULilizat.ion

Expected
Subpopulation Utilization Rationale

1. Core Area Highest Poverty
Status AcculturaLion SLress
Indi ans

2. Core Area High Poverty
Other
Residents

3. Suburbs Above Higher Median Incomes
StaLus Averagre Accul-turat,ion SLress
Indians

4. Suburbs Average Higher Median Incomes
Other
Residents
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It is assumed that Ehe question of service access

within Winnipeg does not constj-tute a problem for any

of t.he subpopulations. This author uses the premise

that. no structural limiCations exist. This includes no

linitations on access of health care services because

all residents have the same geographical distances to

service wiLhin Winnipeq. As wel1, it includes no

financial barriers due to the existence of universal

health care coverage for all Winnipeg subpopulations.

If no structural limitations to health care services

existed within Winnipegr, and morbidity was similar

between Status Indians and Other Residents, Lhen SLatus

Indians would demonstrate near average health care

service ut i 1i zat ion . I f there \,ùere barriers to service

for Status Indians, then the existing data base would

only undersuate findings of high health care service

utilization. However, this author does not anticipate

any patt.erns of low utilization by urban Status Indians

because of the accessibility and availabilit.y of health

care services within Winnipeg for all residents.

During the 1990/9I fiscal year, Winnipeg had a

supply of 3148 acute care hospital beds, 691 extended

treatment hospital beds, 426 general practitioners and

601 medical specialists to serve its urban population

of 64'1,I04, plus serve rural referrals for specialty

care (M.H.S.C. Annual Report, !990/9I).
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I.6 EXPECTED RESEARCH F]ND]NGS:

This basic research will examine whether the key

hypotheses listed on page 19 are found to be correct,

based upon the findings from the health care service

utilization of four Winnipeg subpopulations. The focus

of this study is on the Status Indian subpopulations

(Core Area and Suburbs) . Data will be generated from

the Mani-toba data bases of insured residents, insured

in-patienc hospital utilization and insured medical

services utílization for all Winnipeg residenLs.

This st.udy will produce three separate producLs

for comparison of four Winnipeg subpopulations (Core

Area Status Indian, Core Area Other Residents, Suburbs

Status Indians and Suburbs Other Residents) . These

products will include:

ProducL #1: Population profile by age cohort for
each of four subpopulations;

Product #2: Hospital morbidity ratios for four
subpopul-ations; and,

Product #3: Medical (physician only) services per
capita ratios for four subpopulations.

Descriptive information provided within these
three products will answer Lhe following questions:

A) What is Ehe Status Indian population in Winnipeg for
boLh the Core Area and its Suburbs?

B) How is the population profile (age cohort
distribution) different for each subpopulation?



'))
C) Do Core Area Residents (Status and/or Others)

utilize higher rates of in-patient hospital
services, by diagnosis, than Suburbs Residents?

D ) Do Core Area Res ident s ( Status and,/ or Others )

utilize higher rates of medical services, by
diagnosis, than Suburbs Residents?

Simil-ar research questions have been raised in

previous urban Aboriginal studies (e.9., Waldram, 1989)

which were limited to a sampling technique (l¡ <300).

This study, however, is an attempt to provide an

accurat.e baseline of health service utilization for all

urban Status Indians, resident in Winnipeg (N = 1"2, 168 )

during l-990-91. Both hospital data and medical data

will be incorporated ín the analysis to document

variations in insured health care services utilization.

All health services data will be linked to the insured

population registry for the Province of Manitoba to

calcul-ate accurate rat,es of utilization for the

identified L2 month period.

T.1 CONCEPTUAL FRAMEWORK:

Several studies on Aboriginal epidemiology

(Mof f at , L9B'7 ; O'Nei1, 1986; Young , 1987 ) in Canada

have been completed during the last two decades. Such

studies have noted higrh incidence of respiratory

disorders, diabetes / accidents and poisonings rel-at.ed

to lifestyle factors. Other descriptive studies

(Grescoe , 1-9'7'7 ¡ Jarvis, 1982; Schaef er , L971) have

identified numerous health problems as products of
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political and economic conditions which exisE in

Aboriginal communities. Conditions of poverLy are

linked to higher than average health care utilization.

QuesLions of which types of urban Aboriginal morbidity

which might be linked to a profile of poverty (e.9.,

Core Area conditions) remain unanswered. The First

Nations Urban Bibliography (McClure et â1., 1991-)

argued that such information is a source of empowermenL

and a necessary tool for advocacy pl-anning and service

delivery. These authors sLated in their review that:

". published and unpublished research
indicaced that even very basic information has not
been collected; for example, data are lacking on
the size, demogrraphic composition and migration
experience of the urban-based Aboriginal
population. Data on health service utilization
patterns are limited to unrepresentative samples
of survey respondents, self-selected grroups of
service users, or estimates. Information is
so critical to empo\,Jerment. . . " (p. 65 ) .

Studies specific to Manitoba have used indícators

of mortality and morbidity to demonstrate differences

between SLatus Indians and other Manitoba residents.

These include the 1916 Indian Health Care Review for

Cabinet, the L982 Review of Changes in the Living

Conditions of Ehe Regist.ered Indian Population by the

Social Planningr Council of Winnipeg, the 1985 Core

Area/Health Action Centre Study, and the 1985 Indian

Health Services Subcommittee of the Health Services

Review Committee. The limits of previous studies
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(e.9. , srnâI1 sample size and restricted morbidity data)
have restricted findings to date. such comparisons

have Ìacked specificity (e.g., urban poverty related to
specific morbidity and age cohorts) and/or have failed
to isol-ate the urban winnipeg status rndian popuration
from rural status rndians. This study identifies
winnipeg's status rndian population within both the
core Area as well as in it.s suburbs. Age cohorts are
identified within each subpopulation to examine the
health care service utilization for distinctions amongf

diagnostic and age variables.

The Core Area of Winnipeg, like oLher urban

central areas in Canada, consists of a population
easily described as at greater risk than the general
population. The core Area/HealLh AcLion study (post.1,

1985) stated that high revels of poverty, unemployment,

poor housing and high t.ransiency in Winnipeg,s Core

Area all contribute to the risk of poor health. while
this study noted a large concentration of people of
rndian ancestry who contribute to t.he inherent risk, it
was unable to describe or address the specific
Aborigrinal problems. An additional study completed by

the social planning council- of hlinnipeg entitred,
"Community Infokit" (1993) utilized Core Area and

Non-core Areas to illustrate key urban Aboriginal
social policy concerns. Morbidity and mortality
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measures of Status Indians were not specifíc to t.he

urban setting (data was for all of Manitoba Status

Indians) . Descriptive information (e.S., hospital

admissions per 1000 population) contrasEed utilization

with national- averages. The ability to suggest

differences and outli-ne concrete reconmendations for

improved urban Aboriginal or urban Status Indian health

service delivery \^/as thus prohibited in previous urban

studies.

1. B ST'MI,T,ARY

This study will utilize the Manitoba provincial

health care data base to observe and anal-yze t.he Lot.al

Winnipeg StaLus Indian population (w = L2,168) . The

research design will be a descriptive, comparative

study Lo quantify demographic profiles and health care

services ut.ilization. The research methodology shall

be smal1 area analysis, using a large data base. This

study will subdivide the Winnipeg population into four

subpopulations: Core Area Status Indians; Core Area

Other Residents; Suburbs Status Indians and Suburbs

Other Residents. The analysis will focus upon twelve

months' (1990/9L) hospital utilization and medical

utilization by diagnosis and five age cohorts. All i-B

major diagnostic categories (ICD-9-CM) will be
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examined, provj-ding comparison of four subpopul-ations

defined by eEhnicity (Status Indians or Other

ResidenLs) and by geography (Core Area and Suburbs) .

This descript

first of its kind

comparative study will be the

Nort.h America.

rve,

IN



CHAPTER 2

REV]EW OF THE LITERATURE

2.T INTRODUCTION:

Urban Aboriginal health care service utilization

patLerns remain open to speculation and research.

While a smaLl number of previous Canadian health care

studies have described differences between urban NaLive

and other urban residents, no definitive findings have

been províded. To date, there are no Canadian

comparative st.udies on urban Aboriginals or urban

Status Indians which clearly document patterns of

health care service utilizat.ion, based upon the entire

urban Status Indian population. Previous st.udies were

limited by sampling techniques with small samples

(l¡ <300, Waldram, 1989) or an inability to identify

urban aboriginal or Status Indian health care service

utilization as a component within Winnipeg's Core Area

(Post1, 1985) Generalizations drawn from such studies

have Lheref ore been quit.e limit.ed and speculative.

Neither an accurate popul-ation profile, nor a

description of health care service utilization of urban

Aboriginals or urban Status rndians have preceded the

current study.

The intent. of thís descriptive, comparative study

is to address this deficiency, using a total Status

Indian populat.ion (w = 12, 168) in InJinni-peg, Manítoba

27
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during the 1,990/9I fiscal year. Information about the

total Aboriginal populaCion's health care utilization

cannot be identified Ehrough existing large data files

of the insured health care programs. This is because

the component subgrroups of Non-Stat.us and Metis cannot

be legally identified or tracked Lhrough the insured

health care data files. Hov¿ever, it is feasible to

quantify urban (Wínnipeg) StaLus Indian health care

service utilizat.ion and provide comparisons because

they are 1ega1ly identified and can be Lracked through

the insured healLh care data files. Descriptions of

differences and similarities between Winnipeg Status

Indians' and Other Winnipeg Residents, health care

service utilization wiIl be addressed in this study.

The research design will use small area analysis Eo

provide indirect comparisons of four urban

subpopulat.ions to the provincial utilizaLion norm for

each diagnostic category and each age cohort. Such new

informat.ion can be used for the practical purposes of

designing preventive healt.h measures to address Core

Area Status Indians' health care service uLilizaLion

patterns. Precise ut.ilization comparisons for Winnipeg

Status Indians (Core Area and Suburbs) and Other

Winnipeg Residents (Core Area and Suburbs) will be

undertaken and may help in future health care planning.
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A)

B)

C)

D)

2.2 THEMES IN THE LITERATURE:

During I99I, an annotated ',FirsE Nations Urban

Health Bibliogrraphy" vy'as compiled by McCfure,

Boulanger, Kauf ert , and Forsyth . These aut.hors

described a dearth of research on the topic of urban

Aboriginal heath care. Their summary observations were

as f ol- lows :

Lit.erature documenting the health status of
Aboriginal peoples living in urban areas is limited
in volume.

The dominant theme in much of this literature was
the negat.ive impact of acculturation and adaptation
to urban life on the health of the Aboriginal
community.

Very few sources of acLual sLatistics on rates of
morbidity, mortality or patterns of health services
ut'ilization exist to describe urban Aborigína1s.

Epidemiological materials describe the general
health of Aboriginal peop1es regardless of their
residence (rural or urban).

Mcclure et al. (1991- ) concl-uded that there is only

very limited literature dealing with Aboriginal urban

healt.h care issues. Previous contributions have

addressed general themes of urban acculturation and

socioeconomic factors affecting the urban Aboriginal

migrant. A sma11 number of studies have been

undertaken in Vancouver (Stanbury, 1975) and Saskatoon

(Waldram, 1-989) on urban Aboriginal health care. Their

samplingr methodology of 200 to 300 per study limiCed

the scope and findings. Where comparisons of health
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care uLilization were made, each study contrasted inner

city Aboriginals with inner cit.y non-Aboriginals.

Little hard data exists to document actual urban

Aboriginal health care service utilization relative to

the provincial average rates of utilization.

2.3 SOCIOECONOMIC STATUS AND HEALTH CARE UTILIZATTON:

A review of the general literature on poverty and

health status reveals clear linkages between low

socioeconomic sLatus and higher use of healt.h care

services regardless of affiliation to mÍnority ethnic

groups. Kosa et aI. (1969) argued that., "on an a

priori basis, there appear to be adequate reasons for

expecting substantial differentials between the health

l-evel- of the poor and that of the rest of the

population" (p. 71-). These authors suggested that

reduced chances for the poor Lo move on the social

ladder (an inelastic society) may perpetuate chronic

conditions of poverty. Race (e.q., several minority

ethnic groups such as Blacks, Hispanics and Puerto

Ricans) was described as a major category of

deprivation, which "bl-ocks the acquisition of means and

privileges " wit.hin society (p. l-9 ) . These authors

argrued that. the poor demonstrate a lower resistence to

infectious agents. In addition, it was suggested that

disability days and family income clearly demonstrated
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an inverse relationship. Kosa et a1. (1969) labeled

poverty as a causative factor regarding health status.

These authors stated that, "The picture is clear.

Whatever aspect of heal-th, whatever stage of morbid

epi-sode is examined, the poor are at a disadvantagTe"

(p. 325) .

Others in t.he Uni ted States have described Lhe

health problems of the poor and disadvantaged as being¡

both more numerous and more complex than those of

higrher income levels. Davis and Schoen (I978) observed

that, "poor nutrition, inferior housing, inadequate

sanitation, and the physical and psychological stresses

of unemployment and deprivation all interact Lo

íntensi fy the health problems of the poor', (p. 10 ) .

They al so noted that f or every l-evel o f heal th stat,us ,

those receiving public assistance utilized g'reater

volumes of health care services than did the general

popu]ation. Davis and Schoen (1978) cautioned,

however, that an attack on ill health of the poor which

focuses exclusively on the medical treatment of illness

will noL be as successful- as one which deals with both

the causes and Lhe symptoms of ill health.

Luf t (L9'7 B ) also supported the inverse

correlation between poverty and hiqh health service use

in the United States. Luft argrued that comparisons of

income and education results for adults support.ed t.he
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income and educat.ion to morbidity patterns. In

addition, Luft also noted that the probability of

chronic disabilities was increased among l-ow income

çrroups .

Patrick (1988) supported this conLention, noEing

that people in poverty experience more than their share

of the excess of i]l health and death in the United

States. While debate continues about causal- factors of

poverty and ilI health, low income has been linked

repeatedly to poor health status. Patrick questioned

the extent to which health care services by themselves

could improve the health staLus of the poor when even

combined initiatives, such as education and jobs

progirams, have had a minimal impact on reducingr

socioeconomic inequalit.ies .

A further examination of poverLy and child health

in the United States clearly linked poverty wit.h both

higher childhood mortality rat.es and with hígher

disability rates. Wise and Meyers (1988) observed that

"the power of poverty lies as much in its pervasiveness

as it does in its deadening persistence. It is not

surprising, therefore, that childhood poverty has been

linked to a variety of specific health care problems"

(p . I1,l L) . These authors described higher inf ant

morLality rates for the poor and noted that
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poverty increases the probability that a pregnancy will
end in the delivery of a 1ow birth weigrht baby (less

t.han 2500 grams ) . Low birt.h weight babies are at

g'reater risk and may more likely be born with chronic

health care disabilities if they survive infancy. Wise

and Meyers also observed that children of poor families

experienced more time losL from school and more days of

restricted activity due to illness t.han those of the

nonpoor. Controlling for birth weight, these authors

observed that poor infants had great,er postneonatal

mortality, lower IQ scores, and were more 1ikely to

exhibit behavioral problems in school-. They concluded

that the legacy of the low birth weight place the poor

child in double jeopardy by sending a higrh risk infant

int.o an obviously high risk environment. These

conditions represent the worst scenario of the

nature/nurture growth conditions for any chi1d.

Such conditions are also mirrored within the

Canadian context. Schlesinger (t982 ) described why

many Canadians are poor. In addition to fact.ors of

high unemployment, 1ow education, language barriers,

being tied down by social responsibilities (single

parent families), and disabílities, Schlesinger noted

conditions of social and personal problems among the

poor. "Many have sought. escape in deliquency, drugs,

or a1cohol, and chronic dependence on assistance from
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the government" (p. 5). The Iong term, chronic nature

of poverty was underscored in relation to possibJ-e

potential j-mprovements resul-ting from interventions

from either health or social service programs in

Canada.

A further analysis of poverty j.n Canada by Vance

and McKenzie (1991) indicated a clear relationship

between iI1 health and childhood poverty. These

authors raised concerns about the perpetuation of

condiLions of poverty and their associated problems,

such as chronic ill health for many poor. Vance and

McKenzie stated that "research suggests links between

child poverty and poor physical and mental health,

illiteracy, chronic unemployment, criminality and other

problems in adult 1ife" (p. 1) . These authors

described an association between low income and the

oLher fact.ors which are both additive and interactive.

They did not provide any causal theories for poverty

and ill health, nor did they link the special facLors

related to the Aboriginal communities in Canada.

2.4 ABORTGTNALS AND HEALTH CARE UTILIZATION:

fn l-983, f actors within t.he Aboriginal communities

were addressed when Canada's House of Commons received

Lhe Report of the Special Committee on Indian Self

Government (Penner, Chairman) which documented the poor
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socioeconomic status of Aboriginal People rel-ati-ve to

the general Canadian population. This Report noted

conditions of social disintegration and deprivation

arising from the colonial treatment of Aboriginal

people by the Government of Canada. Three areas of

critical concern were identified which had caused

damage to the Aboríginal cul-tures. These areas of

concern included educat.ion, child wel f are and healt.h

care. Healt.h care concerns \¡/ere discussed within the

context of self-government (or lack of it) and social

consequences. The Penner Report stated that:

"The interrelationship between healLh care
and other factors such as housing, community
infrastructure and employment cannot be denied.
An unhealthy child with low resistance to colds
and infections is unlikely to do well aL school.
An alcohol-ic mother may bear a child suffering
from fetal alcohol syndrome. Health, in
particuJ-ar preventive healt.h care, is an
essential component of many other programs and
act.ivities. A holistic approach is required.
Indian communities would like to have the pov¡er
to est.ablish priorities, co-ordinate over-all
planning, and control the process of health
care. " (p. 34 )

The Penner Report urged that jurisdiction over

such areas as education, child welfare and health care

vras required to offset the probJ-ems of Lhe past

colonial- treatment of Aboriginal peoples.
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In 1985, the Manitoba Report of the Heal_th

Services Review Committee (Vol-ume III ) provided

documentaLion on fndian Health Care. This Report

s tated :

" . that the health of Manitoba,s rndians is
far below acceptable levels on any health status
index is beyond dispute chronic and
lifestyle diseases dominate.

"Overcrowded housing, poor water and sanitation,
and high unemployment contribute to the i11 health
of Indian people. The impacu of these social- and
environmental indices on health is evident in
suicide rates and psychiatric il-lness that far
exceed national- averages.

"AlI of these factors contribute to a raLe of
service utilization that is highly dispro-
portionat.e to the general population. Large
amounts of monies are being expended and the
impact of that expense is less Ehan we might hope
for. Superimposed on these problems are
bureaucratic structures and jurisdictional
wrangles thaL lead many Indians and Inuit to the
frustrat.ing percept,ion that. Lhe system is
insensitive to their needs and uncaring of their
aspirations. " (pp. l-65-166)

Specific reference was made regarding the special

health needs of urban Aboriginals. The Manit.oba Report

concluded Lhat there was, "a great gap in knowledge

pertaining to the health status of Indians and

non-st.atus Natives in urban areas " (p. 196 ) . gased

upon limited evidence, however, the Report observed

that this urban populaUion is growing, it is at high

risk relative to the general population, and it will

place even greater demands upon Winnipeg healEh
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services in the future. It noted that 108 of recent

Aboriginal migrants to Winnipeg listed their reasons

for the migration as being medical in nature (e.9.,

renal díalysís is not available in some rural

locations). This joint Report of three levels of

grovernment and Indian organizations recommended that a

survey of urban migration and urban health needs be

undertaken. This has noL been done to date.

York (1990) argued that the currenL health status

of Aboriginal people cannot be understood separately

from a history of social and political oppression. He

st,ressed t.hat both factors required careful

underst.anding. He cautioned, however, that, "an overly

historical focus may distract attention from structural

factors in Lhe present situation" (McClure et â1.,

L997, p. 1B). The many negative socioeconomic factors

of urban Aboriginal life could be underscored before

examining the negative health status indicators.

Without such vital background information, a casual

observer of high health care service utilizat.ion may

"blame the victim" for abusing the health care system.

2.5 DEMOGRAPHTC STATISTICS:

Demographic measures of urban Aboriginals have

been imprecise to date. Previous invest.igat.ions

concluded that "demographic statistics showingr the
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population distribution of people living on and off

reserves are unreliable" (McClure et al_. L99I, p. 9).

Furthermore, no studies have been undertaken to

quant.ify which proportion of urban Aboriginat residents

are long-term and which proportion have recently

migrated from reserves. It is possible that this study

includes many Status Indian families who are third,

fourth or fifth generation Winnipeg residents. For

these long-term residents, however, fact.ors of urban

acculturation stress are not diminished due to cultural

differences and pressures from the dominant socieLy,

such as discrímination and fewer opportunities for

soc i al- mobi I i ty .

Using the 1986 Census data, the Social Planning

Council of Winnipeg compiled a description of Winnipeg

Aborigrinals (including Status Indians, Non-Status

Indians and MeLis as per SLatistics Canada

methodolosy). The Planning Council's 1986 "Information

Kit" illustrated demographic trends for all Winnípeg

Aboriginals. This combined Aboriginal populaEion was

estimated to be 2'7 ,47 5 people (x = LI,640 inner-city

and N = 15,855 non-inner city). Highlights of this

Winnipeg Aboriginal demographic profile include Ehe

following:

Winnipeg's Aboriginal population was much younger
than the non-Native population.

A)
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\J/

B)

C)

D)

E)

H)

I)

J)
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The average Aboriginal household contained 3.1
persons compared to 2.5 persons for the
non-Aboriginal household.

Aboriginal household maintainers were, orl average,
younger than non-Aboriginal maintainers.

More than three times the proportion of singrle
parent families existed among Aboriginal than
non-Aboriginal families.

While Lhe level of educat,ion has improved since
1981, 19.98 of Aboriginals, city wide, had less
than a qrade 9 education. In the inner city,
27 .7 ? of Aboriginals and 2L.'lZ of non-Aboriginals
had less than a qrade 9 education.

Aboriginal unemployment in 1986 was reported at
2I.68 vs. 7.28 for the non-Aboriginal workforce.
The Aboriginal labor force participation rates were
6L.72 compared to 68.68 for non-Aboriginals.

Household incomes showed a marked disparity. The
city wide non-Aboriginal household averagre income
was $33,295. The average income was $13,91-3 for
inner-city Aboriginals, and 526,609 for non-inner
city Aboriginals.

The income disparity between Aboriginals and
non-Aboriginals increased as the age of t.he head of
the household increased. Incomes for inner-city
Aboriginals actually declined aft.er the age of 44.

Aboriginals had less opport.unity to own housing due
to low levels of education, employment and averagie
income. Housing affordabilit.y was a problem for
Aboriginals. Over 638 of Aboriginal households,
city wide, spent more than 252 of their income on
rent.

Aboriginals were in a disadvantaged posit.ion in all
socioeconomic areas. Earnings were less, education
1eve1s \^/ere less, and unemployment \^/as higher.
fnner-city Aboriginals suffered the most.

The demographic profile lisred above made no

specific reference to heallh care service utilization
for Aboriginals.
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Health and Welfare

demographic statistics.

Canada is another source of

Their draft report Eva luat i on

grenera I (no t

General Mortality:
Indians have a shorter Iife expect.ancy. Indian
infant mortality rates are three times that of
non-Indians, due especially to infections,
parasitic and respiratory diseases, injuries and
poisonings. Mortality for Indian teenagers and
young adults is four times that of non-Indians due
largely to injuries and poisonings.

Hospital Morbidity:
Hospital morbidity statistics for Manitoba,
Saskatchewan and eriLish Columbía show that lndians
have higher hospitalization rat,es for all diagnoses
other than cancer. Rates which are exceptionally
high include infectious and parasit.ic diseases,
respirat,ory problems and skin diseases. f E was
noted that chronic diseases are becoming a major
health concern for Indians. Diabet.es cases were
indicat.ed to be twice the rate for other Canadians.

Fact.ors Af fecting Health Status:
These factors included general socioeconomic
variables. The Health and Welfare Report noted
that Indian per capita income in l-980 was only 388
of that of other Canadians. It stated that Indian
dependence on government support was about twice
Ehat of other Canadians. Variables of education,
employment, income and health status seemed to
improve together. In Canada, there is a clear and
inverse correspondence between the hospitalization
rates and t.he socioeconomic conditions found on
reserves.

The methodology of this Health and Welfare Report

of tndian Health Services (1990) described

urban) Status Indian health conditions, noting general

mortality, hospital morbidity,

health status -

and factors affectinçt

A)

B)

c)

ILv'/as limited to only three of Canada's provinces
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made no distinction for urban Status Indians. Research

has been frustrated by such limitations. "Demogrraphic

or healt.h data provided by either the Indian Heatth

Service or Medical Services cend to exclude urban

migrants and are best described as fragmentary and

incomplete" (McClure et al. 1991, p. 9).

2.6 URBAN ACCULTURATION STRESS:

McClure et al. (1991-) have reported that Canadian

psychiatrists, Brant and Ratz in 1990, ', sugtgtesL t.hat

problems of acculturation occur as the result of

fundamental differences in the values of Aboriginal and

Euro-Canadian cultures." (p. 22) Brant and KaLz

described traditional cultural traits of Aborigrinal

People which they see as dysfunctional for living in an

urban society, such as communication styles which are

non-assertive and do not express anger.

In 1985, Shah and Farkas suggested, ,,that problems

of adaptation to urban 1ife, unfamiliarity with urban

health care systems and Aboriginal and non-Aboriginal

communication problems exacerbate preexisting health

problems" (McClure et â1 . , L991, p. 2L\ .

Research on Aboriginal migration to urban centres

ís a limited body of lit,erature. Authors Clatworthy

(1980) and Stanbury (I9'15) have documented the motives

of miqrants who move from the rural and remote reserves
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in British Columbia. The primary reasons for relocat.ion

were empl-oyment and f ami 1y (e .g . , avoiding f ami 1y

problems on the reserve, or incentives to share the

urban setti-ng with Lhe Aboriginal family or relatives) .

In his Winnipeg survey, Clatworthy (1980) listed

five major reasons for Aboriginal migration from

reserves:

A) Search for better employment and education
opportuni t ies;

B) Better access to quality medical- services;
C) BeLter access to and quality of housingr;
D) Desire Lo escape reserve-rel-ated problems; and,
E) ¡taintain family ties in the urban context.

The hypotheses of this study listed in Chapter 1,

suggest t.hat poverLy, not et.hnicity, will be t.he

primary factor to influence high healt.h care services

utilization. Health care service utilization is

expected to be inversely proportional to family

socioeconomic status. Existing literaLure did,

however, also suggest Ehat. Aboriginals may be subject

to greater acculturation st.ress than the general

population (McClure , 1991-) , thereby negatively

influencing healt.h care service utilization. The

factors of poverty and acculturation stress both led to

the formulation of four hypotheses (in rank order) for

predicting health care utilization for each of the four

subpopulations.
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follows:

Hypotheses in Rank Orderfor Health Care Ut.ilizat.ion

Subpopulat ion
Expec t ed
Utilization Rationale

Poverty
Accui_ turat ion St.ress

Poverty

Higher Median fncomes
Acculturation Stress

Higher Median fncomes

1. Core Area
Status
Indi ans

2. Core Area
Other
Res ident s

3. Suburbs
SLaLus
fndi ans

4. Suburbs
Other
Res ident s

Highest

Hish

Above
Averag,e

Average

Due to lower incomes, higher unemployment, lower
educational achievement, poorer housing and great.er
proportions of single parent families, the Social
Planning council (rnformaLion Kit, 1g86) deemed core
Area families to be at greater disadvantagre. Urban
Aboriginals were deemed to be at the greatest
disadvantagre in the Core Area. Therefore, Lhis author
assumes that Aboriginal urban acculturation stress will
be greater in Lhe Core Area. Aboriginal urban
acculturation stress in the suburbs is assumed to have
less impact due to higher median incomes and the use of
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betLer coping measures, thus providing for greater

adaptation than Aboriginals in the Core Area.

Urban migration requires adaptation. Migration

from Indian reserves to urban areas is stressful. Such

migrants often move from conditions of poverty to new

conditions of poverty. Some buffers exist to cushion

negative effects of the urban migration. Three authors

attempL to explain how urban Aboriginal families use

different mechanisms for coping \,vith change, and how

they survive within the context of urban stress.

The first. view by Dosman (Lgj2) suggests that

close kinship relationships characterize only the

Aboriginal poor and do not apply to upwardly mobile

urban Aboriginals. A different view suggested by

Frideres (1983) holds that the extended family is a

cult.ural tradition serving a positive influence, a

cushion f or f inancial or emot, ional st.ress . The third

view suggested by Peters (1984) provides a structural

orientation which views the family as an adapLive

coping mechanism to systemic economic stress (e.g.,

subsistance on welfare). Each of th€se views describing

urban Aboriginal family copingr mechanisms, suggests a

few mitigating factors despiEe the high stress relaLed

to conditions of poverty.

Dosman has defined four urban Aboriginal family

types based upon sLability and access to resources.
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These family subgroups illustrate Aboriginal

differences in urban adaptation. They include:

A) affluent: Steady employment; comfortable private
homes; migration to Ehe ciLy is carefully planned
to "bett.er" neíghborhoods; home ownership is
stable; family life is stable; extended family
relat.ionships are supported,. visibility to the
dominant community is demontrated through
leadership rol-es and art.iculation of pan-fndianism
with renewed interest in Indian languagres and
Native art work.

B) Self-Support.ing: Income is lower than the
affluent; earningrs replace or supplement welfare;
political connections are not as presEigious as
the affluent.

C) Semi-Dependent: Welfare dependency; no household
property of value; illegitimacy or illness
illustrate family problems; and homes are
described as 'rmessy" by above groups.

D) Confirmed Indigent: No desire for gainful
employment; no apirations for property ownership;
family problems are multiple.

Frideres has provided a similar description of

urban Aboriginal subgroups based upon stability of

residence. Frideres' subgroups include:

A) Successful Urban Entry:
Ful1 time employment. supports single family units
wich adults and children; housing is "acceptable,,;
access Lo education and healLh services
approximates white middle-class families.

B) Established Residency:
Employment is marginal or non-exist.ent;
predominantly female with young dependents;
support is received from family and
grovernment services; established residency means
not returning to the reserve.



46
C) Transient:

Seasonal urban residence is secured while social
ties are retained on the reserve; urban
employment is not secured; understanding of urban
agencies is limited and repeated migration between
reserve and city is frustrating for Indian
residents in each locale.

Frideres contended that public service

organizations have failed to integrate Aboriginals int.o

urban sociecy. He defines public service organizations

by their provision of a functional-ly-specific service

(e.9., health or education) to the general public.

Little or no atLention is gi.ven by the potiticians

and/or the service providers to the special needs of

urban Aboriginal-s. Despite high rates of

hospitalization and premature deat.h, public service

agencies have noL targeted service resources to address

the high service needs of urban Aboriginals. Frideres

stated that such agencies, "do not assist most Natives

Lo live in Lhe city as competent cit.izens (rather,

they) more often present a barrier that denies Natives

entry into the mainstream of urban Canadian life.,,

(p. 200) Urban Aboriginals are often viewed as

insigni f icant t.o urban social probJ-ems because they are

seen as ouLsiders, a transient wit.hin the urban

sett.ing. The stereotype of the 'Native urban migrant,

sti11 persists despite the fact that many Aboriginals

have long est.ablished urban residency.

Urban Aboriginal alcohol usage was studied by Drew

(nee Reiche, 1980). Her thesis examined drinking
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relative to acculturation st.ress in Toronto. She

argued that urban life for Aboriginals presented more

stress than life on a rural reserve. Drew defined

three types of stress for urban Aboriginals:

A) Extrapersonal St.ress:
Types of stress included managingr finances,
transportation, getting a job, type of housing,
pace of urban life, number of people in the
neighborhood.

B) Int,rapersonal Stress:
Types of stress included concern about being on
time, amount of sleep, caringi for personal
belongings, languagre, type of f ood, type of
clothes, religious practice.

C ) Int.erpersonal St.ress :

Types of stress included non-Aboriginal
understandingr of Aborigína] behavior, raising
children, f amily cl-oseness, acceptance by
non-Aboriginal s .

Drew af so linked alcohol- abuse wit.h urban living

and the difficulties of acculturation faced by

Aboriginal people moving to the ciLy. She observed

that 12È of Lhose interviewed said t.hat, "drinking was

a major problem for many of t.hose who had moved from

the reserves to the city (Toronto) " (p. 19B) .

Drew concluded that extrapersonal stress \^/as most

taxing upon urban Aboriginals. Common reasons cited

for drinking included: to forget about problems in the

city, to relieve boredom, to be sociable and to meet

people. Sources of help sought by urban Aboriginals

for al-cohol problems included: Aboriginal

organizations, detoxification units, Alcoholics
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Anonymous, friends and a family member. This study

examined the stress of transition from rural reserves

Lo a large urban cenE.re. Demands to change, adapt and

readjust to the dominant culture vrere detailed. The

abllity to cope varied wit.h the l-evel and preparation

of each family to adapt. Drew,s acculturation theory

of urban Aboriginals suggested high levels of stress,

difficulties in coping with urban 1ife, and frequent

contact with social service and health care agencies.

Such preliminary evidence influenced the hypothesis

that Winnipeg Core Area Stat.us Indians woul_d

demonstrate the highest urban health care service

utilization.

2.1 EP]DEMIOLOGICAL DATA:

McClure et a1 . ( 19 91 ) conc luded that ,' the

epidemiological data on patterns of mortality and

morbidity among Aboriginal people are relat,ively few,

relatively unreliable, and relatively scattered"

(pp. 10-11). They argued that "both the Canadian data

and t.he international Iíterature are marked by t.he same

gaps in statistical dat.a and by t.he sarne problems of

interpreting those data which do exist" (p. 18). These

authors insisted Lhat there is a conmon failure to

move beyond the immediate etiology of exisbing health

problems and look at Lhe broader historical, political
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and economic context of health. The paucity of urban

epidemiological st.udies about Aboriginal residents has

led to speculation about factors associated with health

care rather than health care utilization it.self. Such

health care data is not easy to access. These authors

called for further research to provide precise

documentation of urban Aboriginal health care service

utilÍzation patterns.

concern.

This study seeks to address this

The Winnipeg Core Area/Health Action Centre Study

(Post1, 1985) published significant. initial findings

about the topic of Core Area health care utilization.

This study noted a large concentration of people of

fndian ancestry within the Winnipeg Core Area

population, but their population numbers \'rere not

quantified and their health care utilization could not.

be specified. This Core Area general population was

charact.erized by a high leve1 of poverty, high

unemployment rates, a low degree of educational

achievement. and a high number of single parenL (usuaIly

femal-e) families. From such findings, the Report's

reconmendations called for programatic change Lo

include expanded family planning services, expanded

healt.h promotion activities, increased immunization

coveraqe, enforced City housing by-laws to reduce the

spread of contagious diseases, expanded treatment
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services for alcoholics, and expanded mental health

services and suicide response. The Report described

many mul-tiproblem families representing high morbidity,

plus freguent use of Winnipeg public health services

and insured health services.

A limitation of the Winnipeg Core Area/Health

Action Centre Study was that it did not, distinguish

between Core Area St.atus Indians and Ot.her Core Area

Residents. While the authors noted a large

concentration of people with Aboriginal ancestry,

specific demographic and health care morbidiE.y profiles

of urban Core Area Status Indians \^/ere not developed.

The current study adds such detail as well_ as morbidity

comparisons specific to the diagnostic category and the

particular age cohort. Such detail is necessary to

test the hypotheses of this author as outlined in

Chapter 1. The f indings of t.his study should indicate

similar higrh health care service utilization for che

Core Area (Stat.us Indians and Other Residents) as well

as similar average healt.h care service uLilization for

Suburbs Residents (Status Indians and Other Residents) .

The underlying premise of this study is that health

care service utilization is inversely proportional to

socioeconomic status. However, the additional factor



51

of accufturaLion st.ress as applied to both StaEus

Indian subpopulations has been incorporated into Lhe

hypothesis, thus affectng the rank order.

A recent study did attempt to add some detailed

comparisons between different inner-city residents.

Waldram and Layman (1989) conducted a comparative

health care sLudy of Aboriginal and non-Aboriginal

inner-city residents of Saskatoon. This study \^/as

based upon 226 total interviews. Comparisons were made

between the two inner-city qroups. The authors focused

upon Lhe kinds of services which were utilized, not on

complete morbidity patterns of all the inner-ci_ty

resident.s. The study found many similarities between

the two inner-city qroups. Key findings of the

Saskat.oon survey include t.he f ol lowing :

A) Poverty is of primary influence upon health care
utilization patterns. Many similarities (e.9.,
lower mean income and higher unemployment) between
disadvantaged Aboriginals and non-Aboriginals
indicated similarities in patterns of health care
utilization.

B) Ot.her socioeconomic factors (e.9., sex, âgê and
marital- status) influence health care utilization.
Females, both Aboriginal and non-Aboriginal,
demonstrated greater utilization of the health care
system and bett.er aLtitudes toward healt.h than
males.

C) Hospital emergency departments were key sources of
primary health care for both inner-city groups.

D) Many Aborigrinals demonstrated a strong attachment to
the traditional medicine systems even though such
systems were largely unavailable in Saskatoon.



In 1,916, the Manitoba Government (unpublished

ReporL to Cabinet) concluded a review of services

provided to Status Indians on and off reserve. The

findj-ngs regardingr health services indicated a poor

health status for all Mani[oba Status fndians as

demonstrated by hospital utilization (days per 1000

population), almost double that of the provincial

average for other residents. The Report noted that

health services generally provided an i11 health,

curative approach having limited impact upon Status

Indians. It suggested that several preventive health

care services were requíred in addiLion to the curative

approach. The 1-976 Report stated that "untif risk

factors are reduced, no reduction in current heawy

hospital and medical utilizat,ion can be expect.ed"

(p. 26) . The ReporL noted age specific diagnostic

concerns f or Stat.us Indians in two ma j or areas :

A) Respiratory disorders and qastro-intestinal
disorders for children under age 5 were noted
much above the provincial norm; and,

B) Accidents and poísonings for young adul-ts (ages
15-39) were also much above the provincial norm.

fhis study concluded that. per capita health care

costs for Status Indians in Manitoba (federal and

provincial expenditures) were double that of other

Manitoba residents.



s3

In 1-982 the Social- Planning Council of Winnipeg

provided an additional report, entiEl-ed, A Review of

Chanqes In Livinq Conditions of the Reqistered Indian

Pooulation of Manitoba Durinq the 1970's . Documentation

of Status fndian morbidity and mortal_ity again

contrasted all Status Indians with other provincial

residents. No urban Status Indian information was

avai-1ab1e from eiLher the Manitoba Health Service

Commission or Health and Welfare Canada, Medical

Services Branch. The Social Planning Council Report,

however, did demonstrate reduced incidence of specific

diagnoses during the previous decade. The Report

illusLrated major reduction in Lhe Status Indians,

health care utilization from 1.8 times the provincial

average to L.2 times the provincial average by 1982.

The prímary reason for the lower ut.ilization \^/as a

lower incidence of tuberculosÍs, infectious and

parasitic disease, respiratory diseases, special

conditions and infants, as wel-1 as accidents,

poisonings and violence.

Obstetrical conditions and digestive disorders for

Manitoba Status Indians were noted as a continuing

concern, sl-ightly above provincial norms for days per

1000 population. The 1982 Social Planning Council of

Winnipeg Report made no explj-cit comment about urban

Status Indian morbidity.
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Another health problem for Aboriginals is

non-insul j-ne dependent "adult onset " diabetes. This is

important because it is life threatening and the

incidence among Aboriginals is 4 times qreater than the

Manitoba cases per 1000 populaCion during Lhe 1980,s

(Young, 1988) . Theories of causation of diabetes show

littIe consensus. While family patterns of diabetes

are anticipated, previous genetic theories of causation

have been undermined. James Neil provided a compeLing

view in L962 cal led the " thri f ty gene hypot.hesi s "

(Szathmary, 1987), which suggested that the feast and

famine history of Natives developed a gene to quickly

store blood sugar, acquire fat and thus survive longer.

Neil argued that. a shifC to modern processed foods

woul-d therefore cause obesity for Natives. The pancreas

would become exhausted and shut down, causing the onset

of non-insuline dependent diabetes. Causal- theories

have not yet been proven in the face of contradictory

evidence. For example, Indians in Brieish Columbia did

not go through feast and famine cycles, but the

diabetes incidence rate is also higrh.

Diabetes has relevance for resident urban

Aboriginals and for rural- Aboriginals subject to

compulsory migration to Winnipeg when renal dialysis is

required. In an advanced st.ate, diabetes can result in
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renal failure, creaLing the need for dialysis

Otherwise, death will resul-t.

Childbirth represents another medical/social issue

affecting the urban Aboriginals in Winnipeg. The need

for culturall-y appropriate prenatal education has been

repeatedl-y st,ated with 1itt1e response (Communit.y Task

Force on Maternal- and Child Healt.h, 1981) As argued

by Frideres (1983), litLle atLention is given by the

service providers to target, the special needs of the

Aboriginal population.

?a LOCAL CONTROL AND JURTSDTCTION:

Aboriginal epidemiology cannot be viewed

seperately from cultural and political influences which

control the delivery of health care services. Penner's

Report to The House of Commons (1983) concluded thaL a

lack of 1ocal cont.rol- negatively influenced Aboriginal

health care problems. Further, york (1990) described a

history of social- and political oppression which

underlies negative socioeconomic influences within

Aboriginal communities, therefore resulting in a poor

healLh status.

This theme was augmented by O'Neil (l-986) who

described Aboriginal health care as "politics in the

Fourth World". He stated that successful primary

heallh care prog'rams must take into account the
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O'Neil

argrued that this has not occurred for Aborigrinal

communities due to colonial control by the dominant

society. Aborj-ginal communities have been characterized

as Fourth World peoples, rather than eLhnic minorities,

because their lands have been expropriated, they have

become subordinate polit.ically and economically to the

dominant immigrant population, and they have been

historically exploited without consuÌtation.

In terms of per capita qovernment health

expenditures, ho\n/ever, Aboriginal peoples in Canada

have been seen to be well serviced because they have

used many insured health care services. O'Neil noted a

glaring paradox thaL the Canadian insured health care

system provides a model for the rest of the world, but

it is failing the Aboriginal communities because it

continues t.o exclude its clients from a fundamental

involvement in its structure. fhis paradox will remain

until Aboriginal commmunities are included wichin the

cultural and political process to identify priorities

and interventions for Aboriginal epidemiological

problems.
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2.9 SU}MARY OF THE LITERATURE REVIEW:

The health status and utilízation of health care

services by urban Aboriginals requires further

research. This Literature review highlighted six

factors affect.ing urban Aboriginal health status.

Fi-rst, a review of socioeconomic conditions

demonstrated that poverty j_s related to high health

care service utilization. Second, studies on

Aboriginal health care described high health care

utilization in general. Third, a demogrraphic profile

of urban Aboriginals described higth unemployment., low

educational- achievement, l-ow f amily incomes, many

single parent families, and poor housing conditions.

Fourth, literature on acculturaLion st,ress noted

continuing difficulties in coping v/ith urban life and

frequent contact with social service and health care

agencies. Fifth, Aborigianl epidemiological studies

observed specific problems associated wiLh substance

abuse, diabetes, and higrh use of obstetric services.

Sixth, a significant sLructuraL factor has been the

cultural and political exclusion of Aboriginal

communities from the decision making process for the

delivery of health care services throughout Canada.

Current.Iy, little hard data exist.s to describe

urban Aboriginal health care service utilization or the

probable causes of excessive types of morbidity.
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Available Iiterature is limited in both quantity and

quality. several canadian studies sugqest associations

between low socioeconomic status, urban acculturation

stress and high health care utilizat.ion by Aboriginals.

Stanbury's 7975 sampling st.udy determined that

vancouver status rndians consumed twice as many pat.ient

days of hospital care per capita than non-Aboriginals.

Sampling approaches used by others (Clatworthy, 1980;

Post1, 1985) concluded t.hat urban Aboriginal

populations in Saskatoon and Winnipeg rated poorly on

al-l- socioeconomic indicators; downtown core areas \^/ere

characterized by extensive conditions of poverty.

In the First Nations Urban Health Biblioqraohv:

Final Report, (McClure et â1., 1991) a sunmary of urban

Aboriginal health care l_iterature concluded that

information about urban Aboriginals, healt.h status,

"suggests that they have many unmet, needs, but this

information is fragmented, lacks quantifiable data, and

is sefdom readily available or ciLed in a manner Lhat

can be retrieved f rom usual literature sources', (p. 9 ) .

They contend that Lhis literature suggests,

"Indians who migrate to cities continue to have
many of the health problems seen on reserves, but
these are augmented by the stress of adapCation to
urban living, unfamiliarity with urban health care
systems, which often differ dramatically from the
community-based healLh care systems on reserves,
and Native-non-Native communication problems.', (p. 2I)
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McClure's Report recommended thaL research be

undertaken to document the realities of urban

Aboriginal healt.h care service utilization. The

current urban Aboriginal healLh care Iiterature was

described as being limited in volume, with few

sLatistical sources to document health care service

utilization patterns. The current literature provides

only suggested links or associations to t'he negative

impact of poverty and of acculturation stress in

adaptation to urban life. Quantification of urban

Aboriginal health care service utitízation is mi-ssing

from the current literature.



CHAPTER 3

METHODOLOGY

3.1 DESIGN:

This study undertakes a descriptive, comparative

analysis of urban Status fndian health care service

utilization. To daCe, Íìo such collection of

information or analysis has been undertaken in Norch

America. The literature review in chapter 2 indicates

t'hat the dearth of such information requires new

baseline data on an urban Aborigrinal population

distribution as well as on their health care service

utilization. Previous studies have only assumed which

critical factors may be at play. Such studies have

either been limited by sample size (N

alluded to "a large concenL.ration" of Aboriginal
population within an urban setting (e.g., Core Area

Winnipeg, l-985). These previous approaches each

cautioned that no generalizations could be drawn from

the f indings due to the limitations of each st.udy. In

contrast, this study will make definitive measuremenLs

of the Winnipeg Status Indian population by age cohort.

fn addition, it will provide observations of Lheir

complete hospiLal utilization (in-patient days) and

observations of Lheir complete medical utilization for

a 1,2 month period, during the 1-990 / 9I f iscal year.

60
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The purpose of this descriptive study is to

coll-ect population statistics and health care service

utilization data on urban Status Indians to portray

current conditions. Such documentation will augment

the previous estimates of both Core Area and Suburbs

Status Indian populations, as well as estimates of t.he

type and quantit.y of urban healt.h care services

utilized. By choice, no sampling design will be used

in this study. Rather, the complete universe, or 100A

of the population (both Status Indian and Other Urban

Residents) will be observed and documented.

The design of this descriptive, comparative st.udy

incorporates small area analysis. SmaIl area analysis

is a method used to describe the way individuals in a

community util-ize the community,s health care

resources. This approach documents t.he number of

occurences of a health care event in an area and within

a defined time frame which is divided by the area,s

tolal resident population (paul-Shaheen et â1., ]-9g7).

All observations (e.9., patient days) of entire (100S)

resident populations, rather than population samples,

constitute this approach.

The small- area analysis is a technique which

incorporates large administrative data bases to secure

population based measures of service utilization and

resource consumption This study, usj-nq this
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t.echnique, documents the number of occurrences of

hospital in-patient days and annual medical- expenses

during the 1990/9I fiscal year. The observations, and

fi-ndings, are divided by the geographic (Core Area and

Suburbs) area's total specified population (Status

Indians and Other Residents) within each geographic

area. Small- area analysis requires Ehat Lhe following

steps be undertaken:

(1) defining the areas for comparative study; and,

(2) measuring utilization.

Small area analysis provides a framework for

examining health care utilization in order to d.etermine

the population based hospital in-patienL utilization

and medical service expenditure ratios (i.e., annual

per capita costs) . Information about indivj-duals is

aggregated and used to create a profile of Lhe

community's characteristics. Morbidity ratios
(comparisons to Ehe Manitoba norm) for each Winnipeg

subpopulat,ion in this study include hospical days per

l-,000 population (observed) and per capita medical

costs (observed) for each major diagnostic category.

Paul-Shaheen eL al. (1987) have reported that, "Ifi
order to appropriately. identify over- or und.er-

utilization, it is necessary to have a norm against

which to compare community use,, (p. 161) . The norm
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chosen for Chis study was the Manit.oba ut.ilization rate
(observed) specific to each diagnosis and age cohort.

Multiplication of this Manitoba utilization norm by the

age cohort populati-on provides an expect.ed utilization

rate for each subpopulation's age cohort for each

diagnosis. Contrasting this Manítoba ratio (expect.ed)

with the observed ratio provides a comparison called

the morbidity ratio. Results of Lhis arit.hmet.ic process

of division are 1.0 where the observed utilization

equals the expected. High utilization results of 2.0

would indicate double the rate of the Manitoba norm.

Comparisons among the four subpopulations are made

relative to the Manitoba norm for each diagnosis.

subpopulation's morbidity ratio thus indicates

proximity or variance from each Manitoba norm.

Each

PopulaLion size differences of each data cell have been

adjusted to the actual utilization by t'he ca]_culation

of the rate per 1,000 population. Also, comparisons to

a Manitoba norm provide the morbidity ratio for boUh

hospital and medical services.

Two geographic areas selected within Winnipeg for

this study are t.he Core Area and Suburbs. These are to

serve as an implicit proxy for socioeconomic status of

the residents. The Core Area is a proxy for poverty

and Suburbs is a proxy for higher j-ncome level_s.

Documentation of poverty in the Core Area has been
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provided by the Winnipeg Core Area InitiatÍve (1981),

through reports from [he Winnipeg Social Planning

Council (1982, l-986), and by SEatistics Canada (1990) .

Such reports document key differences between

Winnipegr's Core Area and other areas of winnipeg.

These previous reports identify lower median incomes,

poorer housing, inadeguate employment preparation, and

a higher proportion of single parent families, which

all contribute to a cycle of poverty for many Core Area

f ami I ies (see Chapter I , Sect ion 4 and Chapt.er 2 ,

Sect.ion 5 for addit.ional details) .

Large administ.rative data bases are useful- for

the evaluation of healt.h care utilizat.ion. Such data

bases consist of hospital discharge abstracts and

medical insurance claims. Roos and Nico1 (1989)

identified t.he strengths of health insurance data

systems for a variety of studies. They claimed that an

ideal data base would have the following

charac t eri s t i c s :

*
*
)k

System wide coverage of an entire populaCion;
Unique identifying number for each patient;
Registry file to specify geographic areas;
and,
Comprehensiveness of observations
(e.9., patient days).

Roos and Nicol observed that a great potential for

several types of analysis exists with Ehe use of large

administrative data banks. However, t'hey noted Ehat
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the different philosophy of research design suqgested

by such dafa banks has been largely unexplored. Small

area designs are feasible because individuals are

ass igrned to smal l areas , usual ly on the bas i s o f

residence (geography) . In this study, a further

distinction of population subgroups is provided for

Status Indians (ethnicity). The smal1 area analysis

methodology also provides a different slant to the

problems of sample selection. f L can deal wit.h a

number of diagnoses and is applicable outside the

health care field. SmalI area analysis, with its

identified population, is ideal for calculating

utilization rates per 1000 population.

Paul-Shaheen et al. (1987 ) stated that "much of the

research undertaken in small area analysis in North

Ameríca has been confined t,o reviewing hospital care',

(p. 768) . They go on to say that iL is important to

1ínk ambulatory care files and hospital care files.

This comparative study draws upon both hospital and

medical data files for the ent.ire populations of each

small area.

Within the hospital data base the following

elements are routinely collected: admission date,

length of stay, âgê, sex, discharge date, admission

primary diagnosis, and patient geographic code. Within

the medical insurance dat.a base Ehe following elements
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are routinely collected to substantiate fee-for-service

medical payments: primary diagnosis, service units,

medical cost, bloc of practice and patient geographic

code. Such administrative records can be arranged by

diagnoses, age cohorts, area of resid.ence, bloc of

practice or by the area of service delivery for the

entire insured population. It has been argrued that

sma1I area analysi-s, which focuses on hospital

admissions per capita, is the mosL suitable for

understanding the overall- variation in total days spent

in hospital (Roos and Roos, 1989).

The objective for small area analysis is to

identify the factors influencing small area variat.ion.

Research using smal-l- area analysis has att.empted to

ascertain whether variations in health care utílization

were associat.ed with characteristics of the population,

whether they reflected differences in access and need,

or whether a substantial portion of the variation was

associated with differences in the medical care itself.

The ma j or elements bel j-eved to contribute to smal l_ area

variaLion in Lhe use of health care include:

(1) the individual (e.9., predisposing illness
level ) ,

(2) the community (e.9., poverty, unemployment,
physical environment), and

(3 ) t.he health care system, (e . g. , access Lo
service, health care personnel).
(Paul -Shaheen , 1-98'7 )
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The focus of the current study is to examine

community influences Ehrough geogrraphy (Core Area and

Suburbs), and ethnicity (SLatus Indians and Other

Residents) for possible predisposing illness 1eve1s.

The healt.h care system (e.g. , access to service) is not

a component of t.he current study because this author

did not identify strucLural_ barriers to healLh care

services (e.9., large geogrraphical distances within

Winnipeg or health care user fees for the universally

insured population).

This focus is integrated

the current study. This stud.y,

that. the four subpopulations of

a rank orderinq of health care

within the hypotheses

s hypotheses suggest

Winnipeg will adhere

service ut.ilization:

of

to

1-) Core Area SLatus Indians - Highest Utilization
2) Core Area Ot.her Residents - High Utilization
3) Suburbs Status Indians - Above Averaqe Utilization
4) Suburbs Other Residents - Average Utilizat.ion

Further explanation of these hypotheses and

assumptions was noted in chapter I, section 5.

3.2 DATA BASE:

Data for this comparative study comes solely from

the Manitoba Health Services Commission (M.H.S.C. ) .

This agency funds insured health services for atl

Manitoba residents and maintains data fites on t.he

population, on hospiLal utilization and on medical

utilization By combining this information, a complete
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hist.ory of medical visits, hospital-izations and surgery

can be reconstructed for each individual, age cohort or

area of residence. These large data files were

originally creaLed to monitor hospital utilization,

which provided for Manitoba's hospital funding as well

as physicians' fee-for-service payments. Both data

files utilize the ICD-9-CM diagnostic codes.

Population subgroups may be identified by geography

(e.9., region, municípality or postal code).

Both the hospital data fíle and the medical data

file are linked to the Manitoba Health Services

Commission regist.ered population file. All permanent

residents are registered ín order to be elì-gib1e for

Manitoba's insured health services. The linkage of

these data files a1lows comparison of ut.ilization of

subgroups (e.9., region) of the province. Status

Indians (N = 57,368 as of June 1990) may be identified

as a subgroup within t.he Manitoba population file

(¡¡ = I,130,845 as of June 1990) based upon their legal

status under the Federal- Indian Act. Manitoba's health

care data files vJere created in 1958. An unusual

aspect of Manitoba's health care data files is that a

subfile of populacion was set up in 1958 for all

Manitoba StaLus Indians. This was felt to be necessary

because the federal government agreed to pay health

care premiums on behalf of the Status Indians.
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Existence of this subfile created the potential for

special data runs of Status Indian health care

utilization. Such daLa comparison could be done within

a geographic area (e.9., Core Area) for Status fndians

and Other Residents.

Input to t.he hospit.al dat.a file comes from

information forms completed by all hospitals in

Manitoba. gach hospital admission is documented aE the

time of discharge/separation. The specific diagnosis

and length of stay is identified for Ehe insured

residene (identified by agre, sex and residency). Such

data input from all Manitoba hospitals ís processed.

centrally. It is important. to note that most.

out-patient department utilization and emergency

department utilization (both ambulatory services) are

not captured in the hospital data file or the medical

data file. This data omission is a limitation Eo the

current study. Anecdotal accounts from Manitoba health

care providers as well as l^taldram (1989 ) indicaLe that

this is a frequent poine of service cont.act for

Aboriginal People as opposed to walk-in cl-inics or

physician office visits. A variety of statistical

tabl-es are published in t.he Manitoba Health Services

Commission Annual- Report indicating the volume and type

of hospiLal services provided. To date, the Manitoba

Healt.h Servj-ces Commission annual reports have not



10

included tables illustrating Status Indians' health

care utilization in Manitoba.

Input to the medical data file comes from

information provided by physicians for direct paymenL

(fee-for-service) or for services rendered under a

salary arrang,ement. The specific diagnosis and medical

cost (direct payment or equivalent) is documented for

each patient. contact. Such daca from all physicians is

processed centrally. The Manitoba Health Services

Commission publishes an Annual Report which provides a

variety of statistical tables indicating the volume and

type of physician services provided for Manitoba

residents.

3.3 VALTDITY AND RELTAB]LITY:

The large dat.a base of the uanitoba Hea1th

Services Commission h/as est.ablished for administ.rative

purposes but may also be used for research. Hospitals

in Manitoba are required by legislation to report,

hospital admissions in the standardized hospital

abstract form. While coding errors may occur, internal

checks to verify date of birth, surname and current

address are made to properly idencify patients for each

in-patient admission. Proper identification of

diagnosis is the responsibility of each hospit.al.
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Trained staff are provided to maintain on-site data

fi les .

Medical files refl-ect the fee-for-service billing

system in Manitoba. Accuracy is required for payment.s

to be issued to physicians. In the case of sal-aried

physicians, "dummy claim cards,, are submitted to

M.H. S.C. to ref l-ect medical service utilization.

VJithout the same fiscal incentive as fee-for-service

claims, the accuracy of the "dummy cfaims,'is reduced.

The internal checks for date of birth, surname and

current address are also made on medical files.

Overal-1, the Manitoba hospital and medical data sets

have been described as "rich and of high quality,'

(Roos, 1989 ) .

The l,Ianitoba healt.h insurance data base is

characterízed by universal coverage. Both hospital and

medical services are documented in considerable detail

because of the fee-for-service payment scheme. The

registration fil-e contains data on the insured

population, organized by family registration numbers.

The hospital file is structured on the basis of each

admission and contains patient identification, dates of

admission and discharge, limited information on

services rendered and one or more diagnoses. The

medical file is structured on the basis of services

rendered by diagnosis or by type of medical procedure.
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At the point of each service contact Ehe insured

patient is asked about current address and date of

birth to val-idate who the patient j-s as well as to

amend f i1e details (e.9., changre of address) .

Roos et al. (1989) described the process for

assessing the data quality of a large M.H.S.C. data

base. A l-abor-intensive approach had been underLaken

using ManiLoba data which showed ',excellent

correspondence among the various stages as information
passes from t.he hospiLal medical record. Eo the

computerized file" (p. Ii5) . Their article concluded

that. linkage between Manitoba hospital and physician

dat.a \^/as excel Lent. .

One great advant,agre of such secondary data is the

coverage of an entire popuJ_ation, avoiding sampling

errors. The data bases capture arl service utilization

of the desigrnated four Winnipeg subpopulations

(N = 64'7, 048 ) f or all in-patient hospital services and

all medical services. ULilization records will

il-lustrate a fult year, avoiding any seasonal

variations. The quality of the Manitoba data base has

been praised for its research vatidity (Roos, 1989) .

The daLa will represent Lhe universe. Thus sampling is

not required. PotenCial sampling errors wilI be

el-iminaCed from this study. Threats to validity and

reliability will be removed.
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3.4 DATA COLLECTION:

This author presented a research proposal to the

M.H.S.C. Access and Confidentiality CommiLtee to obtain

permission to use the health care data files for the

proposed study. This Committee's criteria required the

exclusion of individual patients (by name), individual

practitioners or individual health care facilities.

The proposed small area analysis saLisfied such

concerns. Formal approval by the Access and

Confidentially Committee was granted for using the

hospi t.al data base, the medical data base, and the

population registry.

For the first step, the smal1 area groups \^/ere

defined within Winnipeg, Manitoba. The population

registry allowed separation of population among Status

Indians and Other Residents. This aut,hor chose Lo

divide Winnipeg into tvro geographic areas, rêferred to

as Core Area and Suburbs (atl Winnipeg areas other than

Core Area) . The Core Area boundaries were based on

previous studies and economic regeneration designed by

the Core Area lnitiative for this area.

Geographic areas were assigned by residents'

posLal- codes. Four subpopulations were designated

within Winnipeg using a 2 x 2 matrix.
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The four subpopulations included Lhe following:

1 ) Status Indians - Core Area
2) Other Residents - Core Area
3 ) Stat.us Indians - Suburbs
4) Other Residents - Suburbs

This study used an operat.ional definition of Core

Area Winnipeg to include t.he f ol_Iowing:

North boundary: Carruthers and Smithfield
East boundary: Red River
South boundary: Assiniboine River
West boundary: St.James and Keewatin.

While this operational definition deviates

slightly from the original boundaries devised for Core

Area economic redevelopment., it conforms to the closesL

approximation of postal codes (three digrit) for the

Core Area. The postal code designation is vital for

identificat.ion of residents within the Manitoba Health

Services Commission data base. This operational

definition of the Core Area includes the following

postal codes:

R3A, R3B, R3C, R3E, R3G, R2X and R2W.

Age cohorts were created to simply depict

differences in utilization. Five age cohorts were

chosen to include the foJ-lowing: under 10, 10 to L7,18

to 34,35 to 64, and 65 and o]der. Data v/as generated

to illust.rate all insured health care utilization for

the period from April 1, 1990 to March 31, 1991

(a t2 month period).
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The M.H.S.C. computer proqram was instructed to
document several observations from the hospital data

fi1e. Each hospital measure (observation) was specific
to the particular sma1l area population, age cohort and

diagnosis (18 major groups). The hospital measures

incl-uded the f ollowing:

A) Total popuJ_ation by Subpopulation and
Age Cohort

B) Hospital Days (observed)

C) Average Length of Stay (days / cases)

other hospit.al measures included calculations for
comparison of the small area groups to the provincial

average utilization rate specific Lo an age cohort and

a particular diagnosis. such hospital carculations
included the following:

D) Days per 1000 population (utilization ratio)
E) Expected Days (based upon the age cohort,s

days per 1000 popul_ation for ManiLoba,
specific to each major diagnosis)

F) Hospital Morbidity Rat.io (locar utirization
ratio compared v/ith the Manitoba ratio)

The M.H.S.C. computer program was also instructed
to d.ocument, several observations from the med.ical

services dat.a fi1e. gach annual per capita medical

services expense per diagnosis (utilization ratio) was

specific to the particular small area populat,ion, age

cohort. and diagnosis (18 major groups) . The calculat.ed

annual per capita medical costs \^/ere selected as a
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utilization measure of the total medical resources

consumed by each subpopulation per age cohort for each

diagnosis. Other units of measure (e.g., medj-cal

visits or medical service units) did not provide

discret.e units which were required for valid

calculations of per capita consumption. Medj-ca1

service unit.s may portray dif f erent items (e.9. , 15

minute or 30 minute service periods) and shoul-d not be

combined as if they measured items of equal magnit.ude.

This was not done in the current research. This sLudy

selected medical utilization which could be quanLified

and attributed to each subpopul-aLion's service

utilization. The medical measures of this study

included the following:

A) Total Population by SubpopulaLion and
Age Cohort

B) Annual- Medical Expense (observed costs)

Other medical measures included calculations for

comparison of the small area groups. They incl-uded the

followingr:

C) Annual Per Capita Medical Cost (utilization
rat io )

D) Expect.ed Per Capita Medical Cost (based upon
the cohort's per capita cosL for ManiLoba,
specific to each diagnosis)

E) Medical Per Capita Ratio (Iocal utilization
ratio compared with the Manitoba ratio)
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Thi s st.udy provides observed ut i 1i zat ion o f

hospital in-pat j-ent days per 1, 000 population, annual

per capita medical costs, and Lhe expected utilization

for each subpopulation and age cohort. CaLculations of

the hospital in-þatient morbidity ratio and the annual

medical per capita cost ratio al-1ow for the indirect

comparison of each subpopulation (within each age

cohort) relative to Lhe Manitoba utilization ratio,

which is the norm for each diagnosis and age cohort.

Such comparisons to Lhe provincial norm

(morbidity ratios) are vital to test the hypoCheses

identified in Chapter !, SecUion 5. These hypotheses

suggest that poverty, not ethnicity, will be the

primary factor for influencing high healt.h care service

utilization. The Core Area will be selected as a proxy

for poverty. Health care utilization is expected to be

inversely proportional to famj-1y socioeconomic status

and affected by acculturation stress for Status

Indians. The hypotheses therefore suqgest t.hat health

care services utilizat.ion of the four subpopulat,ions

should follow a rank order as follows:

1
2
3

Core Area Status Indians
Core Area Other Residents -
Suburbs Status Indians
Suburbs Other Residents -

Highest Utilizat.ion
Higrh Utilization
Above Average Utilization
Average Utilization4)
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The calculations of Ehe rnorbidiEy ratios allow the

necessary comparisons relative to the provincial norm

for each diagnosis and age cohort. These calculations

include a crude age adjustment necessary to adjusL for

the different subpopulation age cohort profiles between

Stati.rs Indians and Other Resident s ( see Chapter 4 ,

SecLion 2). Wit.hout the calcul-ations of morbidity

rat.ios, includj-ng the crude age adjustmenL, f air

comparisons between the subpopulations would not be

possible. These comparisons a1low for tesLing of the

hypotheses of this sLudy.

Data that. was produced for this study documented

acLual- hospital days and acLual medical expense by

diagnosis and by age cohort. for each of the four

Winnipeg subpopulations. Few small area studies have

combined boch hospital daca files and medical files for

a more comprehensive analysis (Paul-Shaheen, êt al.

I9B7). Most health care sma]I area analyses have been

previously limited to a hospital data file aIone.

The dara will be listed for age cohorts for each

of the 1-B major diagnostic categories of the

fnternational- Classification of Diseases, 9th Revision.

Specification of age cohorts in the study was

important t.o isoLaEe patEerns of utilization (e. g. ,

pediatric vs. elderly patterns) and to provide a crude

age adjustment factor for all small area groups.

Inclusion of this crude age adjustment was crifical to
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the interpretation of all dat.a. Such adjustment j-s

required because the age distribution for Status

Indians is skewed t.owards the youngest age cohorts.

The age adjustment u/as necessary to accurately provide

comparisions among the small area grroups with different

age cohort profiles. Without this age adjustment, the

comparisons would have been invalid, suggesting thaL

observed utilization of Status Ìndians was not

significantly different than the Manitoba average for

all ages per diagnosis. An age adjustment is a common

technique used in the analysis of large scafe health

care utili zation dat.a.

The dat.a format for each diagnosis was designed

in the following manner:

Subpopulat ions

Age Status Ot.her Status Other
Cohorts Indians Residents Indians Residents

Core Area Core Area Suburbs Suburbs

t0-L7

r_8-34

35-64

65 +

All Ages
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3.5 DATA ANALYSIS:

Observed frequencies of each diagnosis will be

exhaustive for each subpopulation. The Manitoba total
population utilization, for each diagnosis and each age

cohort, consL j-tute the expected rat.es f or hospilal

in-patient admissions per 1000 populacion and for

annual per capita medical expenses. Differences in

health care service uLilization rates between each of

the four Winnipeg subpopulations (by age cohort) and

the expected rate per diagnosis (Manitoba total) were

calculated for the 1,990/97 fiscal year. Differences

beLween observed and expected rates will be expressed

as a morbj-dity ratio.

Specific calculations were used to provide

comparisons among all of the four small area groups.

Explanation of each cal-culat.ion is as fol-lows:

A) Hospital Days Per 1000 Population:

rhis utilization Ratio = (oD/P)

OD
P

1,000

Observed Days for Each Data Ce11
Population for Each Data Cell

The purpose of this cal-culation is to allow

comparison among populations of different size.

The use of age cohorts provides a crude age

adjustment to ensure valid comparisons if the

populations have a different age profile. This is

indeed the case with the Status Indian population
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profile. It has a skewed distribution towards the

younger age cohorts as compared with the Manit.oba

populaEion. Therefore, the age specific diagnostic

compari sons serve as an import.ant means f or

appropriate comparison within each age cohort.

B) Expected Days:

This calcul-ation predicts the expect.ed number

of hospital days per diagnosis and per age cohort

for each data ce1I.

Expected Days = MD x p

MD = Manitoba Days per 1000 population
per Diagnosis and Age Cohort

P = Total Population in Each Data Cell for
the Specific Diagnosis and Age Cohort

This cal-cul-ation of expected days (for each

cell) is based upon the Manitoba "norm,, for the

same age cohort and specific diagnosis. The

expected days are calculated using the Manitoba

"norm" per the population number of the specific

data cel1.
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C) Hospital Morbidity Ratio:

This ratio compares the small- area group's

hospital util-ization ratio to the Manitoba age

cohort hospit.al utilization ratío for the same

diaqnosis. The calculation is as follows:

Hospital Days per l-000 Population
for Each Small Area Group

HospitaJ- M. R
Hospital Days per 1000 Population
for Manitoba for Lhe Same
Diagnosis and Age Cohort

This ratio illustrates the scal_e or magnitude of

varíance from the Manit.oba days per 1000 population

for each diagnosis and each age cohort. No variance

from the provincial norm would indicate a rat.io of

1.0. Twice the utilization rate (in the data ce]1)

wou]d indicate a ratio of 2.0. Such variaEion for

each data cel1 within each diagnosis is illustrated

by f igures wit.hin the Chapters 4 and 5.

The comparisons of this study shall focus upon

morbidit.y ratios of 2 .0 or greater. Utilization of

twice the Manitoba norm (specific to each diagnosis

and each age cohort) will be deemed significant,

high utilization, and noted by this author.

It should be noted that. the use of Winnipeg as

the norm instead of Manitoba as the norm would provide

a few minor changes to the hiqh utilization findings.
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The M.H.S.C 1990/9L Annual Report documented that

Winnipeg residents used I,467 hospital- days per 1,000

population whereas Manitoba residents used I,459

hospital days per 1,000 populaLion for all_ diagnoses.

While there may be fluctuations between the two

possible norms per diagnostic category, it \,vas not

anticipated to be a large concern. Consideration was

given to the possibilities for using the Winnipeg norm.

Where the Winnipeg norm and the Manitoba norm were the

same, â11 comparisons (morbidity ratios) would be

identical. Where the Winnipeg norm was below the

Manitoba norm, the magnitude of any high utilizaLion

would increase the height of existing bar graph

representat,ions. This would not, however, increase the

number of high utilization findings for any

subpopulation. Where the Winnipeg norm exceeded the

Manitoba norm (e.g., I.6 morbidity ratio) and a

subpopulation was found to barely exceed the threshold

of 2.0 morbidity ratio, a difference in "high" findingi

would occur. Such a case would cause the hiqh

uLilization finding Lo be reduced below the defined

threshold for high findings. Examination of aIl

hospital findings determined that this scenario occured

only once for Diagnostic Category 2, Neoplasms, 10 - 1-'7

age cohort for Core Area Status Indians (2.0 morbidity

ratio) relative to Suburbs Other Residents (1.6
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morbidity ratio) . Use of the Winnipeg norm in this

single case would have eliminat.ed E.his hj-g.h f inding.

All other high hospital findings (greater than 2.0

morbidity ratio) would not have been altered.

A Chi Square test for significance of the variance

is not appropriate because the morbidity ratios are not

discrete numbers. The chi square would be invalid. rn

a similar fashion a z-test is not feasible because all

of the in-patient days per patient cannot be extracted.

from t.he sufitmary data for each age cohorL. The Z-test

is not appropriate for application to Lhe morbidity

ratios for age cohort groupings in each data cell.

Questions of significance of this study,s findings
(over 2.0 M.R) may arise in a few instances where the

population of the data ce11 is less than l-,000. this

circumstance occurs 4 times for t.he Status fndians

Suburbs age cohorts as well as once for Core Area

Status Indians (aged 65+). Such sma1l population

numbers may indicate wide variation from the norm with
smal1 differences in t.he observed utirization. caution

will be noted for findings in each of Lhese small d.ata

ce11s.
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D) Per Capita Medical Cost:

This utilization ratio cal-cul_ates the insured

medical expense as a measure of utilization per

diagnosis for each age cohort's populaLion.

Medical Per
Capita Cost = Ànnual Medical Services Cost ($)

for Each Diagnosis

Population of nach Age Cohort

E) Expected Per Capita Cost:

This ratio calculates the anticipated medical

per capita cosL for each diagnosis and each age

cohorL of each sma1l area of analysis. fL is the

Manitoba average per diagrnosis for a specific age

cohort.

Expected
Per
Capita
Cost,

Manitoba Populat.ion for the
Age Cohort

The medical per capiEa cost calculates the

medical service expenditure relative to each

distinct population subgroup. Medical per capita

costs can be compared between subpopul_ations.

Medical per capita costs are mutually exclusive from

hospital budgeL expenses and hospital in-patient day

observations .

Mani t.oba Medical Services Cost
= for a Specific Diagnosis and

Age Cohort
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F) Medical Per Capita Ratio:

This rat.io compares the small area group's

medical- per capita cost (utilization) to the

Manitoba medical per capita cost for the same

diagnosis and age cohort. The formula is as f oll-ows:

Medical Per Capita Cost
of Each Small Area Age Cohort

Medical P.C.R. =
Medical per Capita Cost
for Manitoba,
Same Diagnosis, Same Age Cohort

This ratio illustrates the scafe or magnitude of

variance from the Manitoba per capita expense for

each diagnosis and each age cohort. No variance

from the provincial norm would indicate a ratio

of l-.0. Twice the utilization rate (in the data

cell) would indicate a ratio of 2.0. Such variation

for each data ceIl within each diagnosis is

illustrated by bar charts within the next chapter 4.

The comparisons of this study shall focus upon

morbidity ratios of 2.0 or great,er. Utilization of

twice the Manitoba norm (specific to each diagnosis

and each age cohorL) will be deemed significant and

noted by this author.
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It should be noted that use of Winnipeg as the

norm instead of Manitoba as the norm would provide no

changes to the higrh utilization medical findings. The

M.H.S.C 1990/9I Annual Report documented that. Winnipeg

residents used ç241 annual per capita medical costs

whereas Manitoba residents used S218 annual per capit.a

medical costs for all diagnoses. While there may be

fl-uctuations between the tv/o possible norms per

diagnoscic category, it was not anticipated to be a

large concern. Consideration was given Eo the

possibilities for using the Winnipeg norm. Where the

Winnipeg norm and the Manitoba norm were the same, all

comparisons (morbidity ratios) would be identical.

Where the Winnípeg norm \,vas below the Manitoba norm,

the magnitude of any high utilization wouLd increase

the height of existing bar graph represenLaLions. This

wouLd noL, however, increase the number of high

utilization findings for any subpopulation. Where the

Winnipeg norm exceeded the Manitoba norm (e.9., 1.5

norbidity ratio) and a subpopulation was found to

barely exceed the threshold of 2.0 morbidity ratio, a

difference in "high" finding would occur. Such a case

would cause the high utilization finding to be reduced

below the defined threshold for high findings.

Examination of all medicaL service findings determined

t.hat this scenario did not occur once. Whether the
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Manitoba norm or the Winnipeg norm v/ere to be used, it

made no di f f erence t.o the number of f indings of h j_gh

medicaL utilization.

A Chi Square test for significance of the variance

is not appropriate because t.he morbidity ratios are not

discrete numbers. The Chi Square woul-d be invalid. In

a similar fashion a Z-test is not feasible because all

of the medical patienLs and each episode of care cannot

be extracted from the summary data for each age cohort.

The Z-test is not appropriate for application to the

morbidity ratios for age cohort groupings in each data

cel1.

Questions of significance of this study's findings

(over 2.0 M.R) may arise in a few instances where the

population of the data cell is less than 1,000. This

circumstance occurs 4 times for the SLatus Indians

Suburbs age cohort,s as well as once for Core Area

Status fndians (aged 65+) . Such smal-l- population

numbers may indicate wide variation from the norm wiCh

smal1 differences in the observed utilization. Caution

will be noted for findings in each of these small daca

ce1ls-
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3.6 LTMTTATIONS OF THE METHOD:

This sma1l area method of analysis illustrates
health care service uLil_ization (hospital in_pacient.
days and annual medicar- per capita costs) for four
urban subpopuJ_ations during a 12 month period in
1990/9I. Such measurements d.ocument service
uLilization, which can serve as a component of a needs
assessment. Ambulatory servj_ces for most Winnipeg
hospitar out-patient departments and in-hospital
emergency departments are not tabulated within Ehe

hospi ta1 data f i 1e or the medicar- services dat.a f i 1e .

Uni-nsured services (e.g., Aboriginal healers) are also
excluded from these data fires. ïf individuals did not
use any insured health services v/ithin the 12 month
study period, there would be no record of their patient
d.ys or their medical service cost. Such individuar_s,
however, wour-d be incruded in the study with the cross
tabulation of the hospital and medicar_ files with the
populaLion registry for the calculations of hospiLal
in-patient days per 1000 population and annuar medical
per capita costs.

A limiting factor with this data is Ehe means of
identification of Winnipeg Status Indians by postal
code. Those who did not estabrish a postar code but
who resided in Winnipeg were excluded from this
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population grouping (e.9., shown to be residents on a

rural reserve in Manitoba). This l_imitation, however,

may be mitigated because routine audits of the M.H.S.C.

populati-on regristry are undertaken every six months.

Errors in address for Status Indians noted bv either

M.H.S.C. or the Indian Affairs Department are cross

checked manually to determine the accurate current

address. Al-so, each patient is asked to verify date of

birth, surname and current. address at each poinC of

contact for health services (i.e., hospital admission

or medical service).

This urban research was limited due to the absence

of previous sma1l group analysis on this topic as well

as Ehe absence of extensive sampling studies of urban

Aboriginal health care utilization. This study used

Winnipeg's Core Area as a proxy for poverty. The

definition of Suburbs impJ-ied higher median income for

both Suburbs Status Indians and Suburbs Other

Residents. The median income of suburbs status rndians

(w - 2,969) could not be quantified for this study. If

a large proportion of this subpopulation had med.ian

incomes similar to residents in the Core Area, then t.he

geographic distinction between Status Indians (Core

Area or Suburbs) may not have served a useful purpose.
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The Suburbs contain several- pockets of low income

housing which may include many of the Suburbs Status

Indians.

This study also used Winnipeg Status fndians as a

proxy for urban Aboriginal people. This choice was

made because health care service utilization daCa was

available f or la/innipeg St,atus Indians, whereas data f or

Winnipeg Aboriginal people was not available. Specific

health care service utilizat.i-on for Non-Status Indians

and Metis is not known. It is only an assumption t.hat

Aboriginal health care service uEilization may be

similar to that of Status Indians.

It vras also noted Lhat Winnipeg hospiCal

ambulatory services (other than Health Sciences Centre

and SL. Boniface General Hospi-tal) as well as clinic

ambulatory services (e.9., Mount Carmal CIinic and t.he

Health Action Cent.re) are not included within the data

base of ManiLoba's insured health services. This

component of health services is missing from the

current study. Only in-patient hospital days and

medical (physician provided) service costs are depicted

in this study's findings. Unínsured health services

such as Native healing practices are not included

within the scope of this st.udy.
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When using any large data base, the researcher

must be careful- to avoid generalízíng from groups to

indlvíduals. rhis type of error is called the

ecological fal1acy, also known as cross-1eve1 bias.

This fal-Iacy is equivalent to believing that

informatíon about groups can predict individual

behavior. Smal1 area analysis may have problems with

the ecoJ-ogical fallacy as well as spurious correlation
(Connell et. af., 1987). This study avoids both

potent.ial problems by limiting the scope Lo a

descriptive and comparative focus. Generalizat.ions

about individuals are noL offered from these findings

other than to suggest an association between high

health care service utilization and community factors
(e.9. , poverty and ethnicity) . Explanation of atypical

individuals (e.9., 1ow median income family in the

Suburbs, ma1e,/female utilization differences per

diagnostic category, or non-use of health services in

12 months) is not attempted within this study. Such

atypical findings would be included within each daua

cell of this study and would be averagred wiLhin the

data ce11 of the subpopulation's age cohort.



CHAPTER 4

F IND INGS

4.I INTRODUCTION:

A small area analysis, using Manitoba Health

Services Commission daLa files, was completed Lo

document Winnipeg Status fndian heatth care servíce

utilization during 1990/9I. Data files included

hospital fi1es, medical files and the insured

population registry for at1 Winnipeg residents
(N = 64'7,L04). The small areas included the fotlowing

Winnipeg subpopulat.ions: Core Area Status Indians, Core

Area Other Residents, Suburbs Status Indians and

Suburbs Other Residents. The data represented total

health care service uLilization for all four urban

subpopulations during twelve months.

Both hospital and medical service reports

documented health care ut.ilization for all 1B major

diagnoses using the Internat.ional Classification of

Diseases, 9th Revision (ICD-9-CM). Each table

identified utilization by age cohorts which included

the f oIl-owing groups: under 10, 1_0 to IJ , 1B to 34, 35

Lo 64, and 65 and over. The population figures for

each subpopulation allowed for health care service

utilization comparisons between each data cell and the

provincial norm, specific Lo each diagnosi-s and age

cohort. .

94
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The products of this small- area analysis included

the following components:

Demographic profiles of the four Winnipeg
subpopulations by age cohort;

Hospital utj-lization (Tables 1A to 19A) by each
of t.he 18 major diagnoses for the four !{innipeg
subpopulat ions by age cohort ,.

Medical utilization (Tables 18 to 198) by each of
the 18 major diagnoses for the four Winnipeg
subpopulations by age cohort;

Bar chart, comparisons (Figures 1A to 19A)
hospital morbidity ratios for each of the
18 major diagnoses for the four Winnipeg
subpopulations by age cohort; and,

Bar chart comparisons (Figures 18 to 198)
medical per capita ratios for each of the
18 major diagnoses for the four Winnipeg
subpopulations by age cohort..

The hypoEheses of t.his author were thaE the

health care service utilizatíon of the four Winnipeg

subpopulat ions woul-d f ol l-ow t.hi s rank ord.er :

A)

B)

C)

D) of

ofE)

1
a

3
4

Core Area Status Indians
Core Area Other Residents -
Suburbs Status Indians
Suburbs Other Resídents -

Highest Ut.ilization
High Utitization
Above Average Utilization
Average Utilization

Testing of t'he hypotheses was made possible with

the calculations of the morbidiLy raLios, contrasted to

the ¡lanitoba norm, for each subpopulation,s age cohort

for each diagnosis. The comparisons of Lhe utilization

data for each of the four Winnipeg subpopulations are

provided in Figures 1A to 194 (hospital dat.a) and 1B to

198 (medical data) . In all figures each small area was

compared by ratio to the provincial norm, specific
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A morbidity ratio

of 1.0 indicated that no difference existed between the

small area's health care service utilization and the

provincial utilization for Ehe same diagnosis and same

age cohort. A morbidity ratio of 0.5 indicated a 508

rate of the provincial utilization rate. A morbidity

raLio of 2.0 indicated a rate double thaL of the

provincial health care service utilization.

The methodology provided an age adjustment for

all compari-sons because each comparison was made Lo the

Manitoba norm, specific to both the age cohort and the

diagnostic category. This age adjustment was critical

for this study due to the dissimilar age profile of the

Status Indians relative to the other Manitoba

residents. The Status Indian population was skewed

towards the younger age cohorts. This means t.hat a

greater proportion of the Status fndian population were

found in t.he youngest age cohorts as compared with the

total Manitoba population. The age specific cohort

comparisons provided a crude adjustment factor to

accomodate this population discribution difference

between [he Winnipeg StaLus Indians and Other Winnipeg

Res idents .
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4 .2 DEMOGRAPHIC PROFILE:

Fi-gure OA, ManiEoba Population Distribution, June

1990, ill-ustrates thaL Status fndians comprise 5.1t of

Manitoba's total population. Within Winnipeg , !2, I68

Status Indians were identified by postal code. The

iniinnipeg Status Indians represent 1.9t of Winnipeg',s

populatíon (Core Area L.4Z + Suburbs 0.58 = 1.98).

Figure OB illustrates this distribution of the

subpopulat ions wi thin lalinnipeg . Figure OC shows the

Winnipeg Core Area Status fndian Subpopulation by Age

Cohorts. It shows that 47 .32 of Core Area Status

Indians are age 11 and under, and only 18.3t are ages

35 and over. A sharp contrast is provided in Fiqure

OD, Winnipeg Core Area Other Residencs by Age Cohort,

since only 2I .18 are age 71 and under, and 46.28 are

ages 35 and over. The Suburbs StaLus Indian populat.ion

Distribution, Figure OE, indicates that 45.38 are age

17 and under, and only 17.08 are age 35 and over. The

Status Indian subpopulations (Core Area and Suburbs)

display a similar pattern skewed towards the younqer

age cohorts. Winnipeg Suburbs Other Resídent.s show a

pattern similar to the Manitoba distribution 24.0\ are

I7 and under and 46.9!! are age 35 and over. Detail_s

(absolute numbers) for Figures OA to OF are given in

Tables OA and OB.
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FEure oÃl

lH-urãì-Otñeïl

lnesiaents I

(3e,8%)

Fufãf$ãÏ-'.-sl
I tno¡ans I

Manitoba Population Distribution
June 1 990

lOQo/o = '1 ,130,845

Winnipeg Status
lndians

Winnipeg Orürer

Residents

(56.1%)

Winnipeg Population Distribution
June 1 990

100016 = 647,1O4

Corc Area Oürer
Rcsidents

(21,5%)

(0.57o)
I

Suburbs Staus
lndians

Suburbs Oüìcr
Rcsidcnts

16.6%)
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Winnipeg Core Area Status lndians
By Age Cohorts, June 1990

lOoo/o = 9,199

Winnipeg Core Area Other Residents
By Age Cohorts, June 199O

10O% = 139,281

(31,7%)

(34.4%)
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Winnipeg Suburbs Status lndians
By Age Cohorts, June 1 990

lOOa/o = 2,969

p7.7n (16.3%)

Winnipeg Suburbs Other Residents
By Age Cohorts, June 199O

lOOo/o = 495,655

tto-171
(r o.óx|

lE:E-l
1%l
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Table OÀ ¡,fanrtoba FopuIatJ_on DisEribucion
June 1990

--- As ã-ð;ho'-t" -----tl" 
" 

i põ----.^l',.r ;. s -----i;;i-----ã;; I ---
S taCus
fndi ans

Other
Roqidon¡c

SCaEUS
Indi ans

Ot. her
Res ident s

<10
10 - 17
18 - 34
35 - 64

65+

31.0r
15.88
35.2*
16.48
l.6t

13 .48
10.2t
29.8t
33. Bt
12.8t

28 .4*
18.3t
30.5t
18 .9t
3.9t

1( Ao,

1) Q9
)c, t9

32 .4*
I4 .IZ

Al- I Ages 100. c8

N=12, 168
1 ',l I

100.08

N=634,936
56.1t

100.08

N=45,200
4.08

100.0t

N=439,541
38.8*

Source :

'i.aÞt_e oIJ

Manitoba HeaIth Servi_ces Commission
Population Registry, June, l99O

winnipegr population Discribution
June 1990

Aqe Cohorts Core Area Core Area
St.acus
fndi ans

Other
Re s Ídent s

Suburbs
St atus
Indi ans

Suburbs
Other
Res ident s

< L0
10 - L1
18 - 34
35 - 64

31.78
15.6t
34.49
r6.5t
1.88

13 .3t
8.4t

32.lt
30.2t
16.08

29.0r
16.3t
37 .'7 *
t_6.18
0.98

13.4t
l-0.6s
29.1t
34.9t
1) 1,*

Al1 Ages 100.08

N=9, 199
1.4t

100.0t

N=139,291
21.5t

100.0r 100.08

N=2,969 N=495,65s
0.58 16.62

Note: The
according
18 level

obs e rved ¿i t rárenEE 
" 

-iil r-t" ;"bpop" I 
" 

r i """to the Chi Square Test, are statistically
of sÍgnificance (see Appendix A).

distributions,
significant at the

Source: Manitoba Health Services Commi_ssion
Popuiacj"on Regist.ry, June 1990



4.3 HOSPITAL AND MEDICAL SERVICE

Health care service utilizat

study are documented in this sect

major diagnostic categories plus

Diagnoses. All tables and figures

ICD-9-CM numeric order (e.9., #l_

Parasitic Diseases). Findings for

diagnostic categories include the

r02

UTILIZATION:

ion findings of Lhe

ion for each of the 1-8

the srÌnmary, Al-l-

are presented in the

= Infectious and

each of the major

followinq detail:

Commentary for Each Diagnostic
CaEegory
Figures for Each DiagnosLic
Categrory (Figures 1A to 194: uospital
Morbidity Ratios and Figures 18 to 198
Medical Services l,torbidity Ratios )

Hospital Utilization Tables for
Each Diagnost ic Cat.egory (Tables
1A Lo 1_9A)
Medical Services Utilization Tables
for Each Diaqnostic Category (Tables
1B ro l-98 ) .

Comparisons within each age cohort and diagnosis

are illustrat.ed in Figures 1A to 194 and 18 to 198.

The number for each figure corresponds to the same

numbered table (e.9., Figure 1A illustrates Table 1A)

Comparisons of each age cohort and subpopulation are

made relative to the Manitoba norm for the same age

cohorts. Such comparisons constitute the hospital

morbidity ratio or annual medical- per capita ratio,

described in ChapLer 3.

À

B.

D.
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Diagnosis No. l-: fnfectious and parasicic Diseases

Hospital utilization for Infectious and parasitic

Diseases indicated high utilization (above Z.O

morbidity rat.io ) f or Core Area St.atus Indians in three

age cohorts, ages 10 to I1 (5.1 M.R.), ages 1B to 34

(4.2 M.R. ) and age 65+ (3.0 M.R) . Orher high

utilization included Core Area Other Resid.ents, ages 35

to 64 (2.4 M.R. ) . Both Suburbs subpopulations did not

show marked variance from the Manitoba norm of 1.0

hospital morbidit.y ratio.

Medical utilization for fnfectious and parasit.ic

Díseases indicated high utilization (above 2.0 per

capita ratio) for Core Area Status Indians in two age

cohorts, ag'es 35 to 64 (2.0 p.C.R. ) and age 65+

(P.C.R. 2.3) . OLher higrh utilization included Suburbs

Stat.us fndians, agres 65+ (2.0 p.C.R. ) . However,

confidence in this finding is low because t.he

population in t.he data cell was only 28. Two

subpopulations, Core Area Status and Suburbs Other

Residents did not show marked variance from the

Manitoba norm of 1-.0 annua1 medical per capita raLio.
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TABLE 1A:

AGE COHCRT MEÀStFJS

SELECTED HOSPTTAL UTILIZATTON 105
OF WINNIPEG RESTDENTS, IgõòIgI
fnfectious and parasiEic Diseases

CCË JTÀ:JS :iF: ;:TE S.JË|, ¡S STÀTJS S',tsURIS I}II€R

< 1C 29.6
12

(ì
25

45

16.

POPt'I.ÀTICN

HOSPITÀ! DÀYS

ÀVTRÀGE STAY

DAYS/1OOO POP.

ËM:L I IJ L,I¿ì I5

HOSPITÀ.1 M, R.

135?E

Iti
6.r
\1

296

i.1

66412

6

l-0 59

0.4

i0 t7 I4_i b

l6
18

25

5.,t

POPUIÀTION

HOSPITÀT DAYS

A\rmÀcE STÀY

DAYS/1OOO POP.

EXPECIÐ DAYS

HOSPITÀ.1 M. R.

rú22
25

to

2

53

/-l ¿

,t o1

2

2

4

2

0.8

52801

1à)

3

24r

0.6

3418 POP{.TÀTION

HOSPITAL DAYS

ÀVERÀGE STAY

DÀYS/1000 PoP.

EXPECTED DAYS

HOSPITÀ| M,R.

Jtb¿t

80

'LI. 4

tq

19

¿,)

44'718

369

i0
8

268

i.l

IT2O

0

0

0

1

0.0

144324

782

8.6
E

855

0.8

35 POPULÀTJON

HOSPITÀI DAYS

ÀIRAGE STAY

DAYSiIOOO POP.

IXPECI'Ð DAYS

HOSPiTÀL M.R.

i52A
1¡

9

20

0.1

4t-994

13 06

23.,1

l1
552

)¿,

Lttó

0

0

0

6

0.0

L72777

1317

11 .8

I
22'72

0.5

65+ POPUL,ÀTiON

HOSPITAL DÀYS

AVMÀGE STÀY

DÀYS/1000 PoP.

LXPECTED DÀYS

HOSPITÀI, M.R.

153

36

36

22r
i2

1.0

22269

!562

25.2
15

1632

i.0

28

0

0

0

2

0.0

59281

559 6

45.1

94

4345

1.3

fuiJ AU¡,S P0PtrfÀTI0N

I{nspITÀt nÀvc

AVBÀGE STAY

DÀYS/iCOO POP.

AGE ÀN]USTED DÀYS

IiOSPITAL M. R,

919 9

233
¡ì

26

2.3

r39281

3575

i6.9
26

¿ól I

1ì

2969

18

2.6

5

3l
0,6

495655

ö¿)+
10 I

I7

8782

0.9



TABLE 18:

ÀGE COTíORT MEÀSJRES

106
SELECTED MEDICAL UTTLIZATION
OF WINNIPEG RESTDENîS, 199O/9I

Infect.ious and parasitic Diseases

CORE STÀ1US CORE TIIHER S'JBURBS STATUS SLtsL]RBS OÏ{M

<10 29!6

1 .19

5.90
1)I.J

1857E

Ll4 993

i .2i
5.90

i.2

860

8986

10.45

5. 90

1.8

66412

469531

7.06

5 .90

t.2

POPL'I.ÀTION

I"EDICÀL COST

PER CIPITA COST

EXPECTED PM, CÀPITA.

MEDICÀL P.C.R.

L0-17 143 6

6205

4.32

4 .49

1.0

LL]22

51131

4.36

1 .49

1.0

AOl

2734

5. 66

4 .49
ItI.J

52801

2 93 044

5 .55

4.49

1.2

POPUIÀTION

IVÍEDICÀL COST

PER CAPITÀ COST

üPECTED PM. CÀPITA

IVIEDICÀL P.C.R.

18 - 34 3i54
2L042

6.65

4.12
1L

44'.71,8

2285A2

5.rt

^ 
'7)

1.1

TL2O

'1 439

6 .64

4.72

l.¡l

L44324

8104L5

5.62

4.72

7.2

POPUIÀTION

MEDICÀL COST

PER CÀPITA COST

EXPECTED PM. CÀPITA

MEDICÀL P.C.R.

35-64 1520

8464
q q7

2,80

2.0

4L994

r42280
I 10

2.80

r.2

478

2447

5.U
2.80

10

I72'.77'l

5 65 813

3.27

2 .80

7.2

POPUTÀTION

MEDICAL COST

PER CÀPITA COST

EXPECTED PER CÀPITÀ

IfEDICAL P.C.R.

65+ 163

10 01

6.L4

2.66
a1

22269

51869
a 10

2.66

1.1

28

148

5.29

2 .66
)^

59281

183469

3 .09

2.66

T,2

POPUIÀTION

¡'mlcÀI cosT

PER CÀPITÀ COST

EKPECTÐ PM, CàPITÀ

MEDTCÀL P.C.R.

ALL AGES 919 9

59415

6 .46

4.',70

1.4

13 92 8r

61871 5

4.44

3.95

1.1

2969

2TT53

7.33

4.70

L.6

495655

4. 69

3.94

L.2

POPUIÀTION

MÐICÀL COST

PER, CÀPITÀ COST

ÀD]USTED PER CÀP]TÀ

MIDICAL P.C.R.
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Diagnosis No 2: Neoplasms

Hospital utilization for Neoplasms indicated hiqh

utilization (above 2.0 morbidity ratio) for Core Area

Status Indians in only one age cohort, ages 10 to I'7

(2 .0 M. R. ) . The three ot,her subpopulations did not

show marked variance from the Manitoba norm of 1.0

hospital morbidity ratio.

Medical utilization

utilization (above 2.0 per

the subpopulations or age

variance from the Manitoba

per capita ratio.

for Neoplasms indicated hiqh

capita ratio) for none of

cohorts. None showed marked

norm of 1.0 annual medical
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109TABLE 2A:

ÀGE CCHORT MEÀSt,RXS

SELECTED HOSPITAL UTILTZ.\TION,
OF -,.^IINNIPEG RESIDENTS, LggO / gI

Neop I asms

COR.E STÀTiS CCRT CYIIff S|ELABS STÀTUS SLtsLJPGS OTHER

< 10 2916

0

0

0

15

0.0

18578

80

5

4

95

0.8

850

0

0

0

4

0.0

66472

314

8.2

5

341

1.0

POPULÀTION

HOSPITè.I D.ÀYS

AVSÀGE STÀY

DÀYS/lOOO PCP.

L\PECIÐ ÐAYS

HOSPITÀ-L M. R.

10 !1 POPULÀTION

HOSPITÀI DAYS

AIBÀGE STÀY

DÀYS/TOOO POP

EXPECTED DAYS

HOSPÏTÀL M.R,

1Á

14

10

1

2.0

483

0

0

0

2

0.0

rI122
31

c1

3

60

0.5

52801

432

9

I
60

1.6

3418 POPULÀTION

HOSPITÀL DAYS

ÀVBåGE STÀY

DAYS/1OOO POP.

EXPECIED DAYS

HOSPITÀL M.R.

3164

1

2.3

2

35

0.2

447L8

79I
ot

t8
492

1.6

1120

6

6

5

t2
0.5

L44324

791
ot

18

492

1.5

35 POPLT,ÀTION

HOSPÏTAL DÀYS

AVMÀGE STAY

DÀYS/IOOO POP,

EIPECIED DAYS

HOSPITÀ-L M.R.

r520

100

L4.3

66

t76
0.6

419 94

6422

1/ O

153

4861,

1.3

478

t0
5

2T

55

^)

L72777

6422

14. 9

153

4851
11

t55 + 163

94

ro o

511

1t_ 6

0.8

22269

L861 4

)) t

839

157 9l
r.2

)a

16

16

57I
20

0.8

5928r

1867 4

22.4

839

15791

POPIJIÀTION

HOSPITÀL DÀYS

ÀIBAGE STAY

DAYS/1OOO POP

üPECIÐ DAYS

HOSPITÀL M.R.

ALL At'I.-s POPULÀTION

I{OSPITÀL DÀYS

AVTFÀGE STÀY

DAYS/1000 POP.

AGE ÀD]USTÐ DAYS

HOSPÌTÀI M.R,

919 9

21-5

23

349

0.6

2969
ìa

I
L1

YJ

0.3

L3 92Bt

25998
10 0

187

21299

L.2

495555

25998

18. 9

r87

2L299

7.2
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TABLE 2B

AGE COHORT

SELECTED MEDICAL UTILIZATTON
OF WINNIPEG RESIDENTS, L99O/97

Neop I asms

CORE STÀTUS CORI OIITER S'JBL,B,BS STATT]S SLEIJ,RSS OTHÐì

< 10 2916

144

0.24

0. ?8

0.3

18578

17599

0.95
n ?o

L.2

860

IL2

0. 13

0.78

0.2

66412

5463 1

0.82

0.t8
1.1

POP[.JI,ÀTION

MEDICÀL COST

PER CÀPITÀ CCST

EXPECTED PR CAPITA

ì'SDICÀL P. C. R.

t0 - 17 r-43 5

2936

2.04

r.23
L.1

LL122

7039

0.60

L.23

0.5

/o1

103

0.21
1 11

0.2

52801

9105 4

1.72

r.23

r.4

POPUIÀTION

ME'DTCÀL COST

PER CÀPITA COST

EXPECTED PER CÀPITA

MEDICÀL P.C.R.

rB-34 3164

319 0

1.01
) ¿,c,

0.4

44718

105217
I 1C

a ,c

1.0

LL2O

1410

r.26
2.45

0.5

144324

413765

2.87

2.45

r.2

POP[,'T,ATTON

MEDICAL COST

PM, CÀPITA COST

üPECTÐ PER CÀPITA

MEDICÀL P.C.R.

35 POPULÀTION

MEDICÀL COST

PER CàPITÀ COST

EXPECTED PER CÀPITÀ

}ßÐTCÀL P. C. R.

r520

1L96

t1 , tJ

10.15

0.5

47994

388601

9.25

10. 15

ftq

4'78

153 I
3.20

10.15

0.3

112177

285

11.55

10.15

1.1

65 + P0PULÀTI0l.¡

MEDICÀL COST

PER CÀP]TA COST

EXPECTED PM, CÀPITÀ

MEDICAL P,C.R.

163

3636

22.3r
1/ lE

0.'7

22269

125065

32.56

34,35

1.0

28

1758

62.79

34,35
10

5928L

2.3486

39.45

39.35

1.0

ALL ÀGES 919 9

L7 662

r.92
3 .57

0.5

13 92 81

r.2486
8.93

9. s5

0.9

2969

49t4

1. 66

3.31

0.5

495655

4.89E6

9.87

8. 60

1.2

POPULÀTTON

MÐICÀL COST

PER, CÀPITA COST

ADIUSTED PER CAPITA

MSDICAL P.C.R.



111

Diagnosis No Endocrine, NutriIi-onal and

Metabolic Diseases

Hospital ut.ilization for Endocrine, NuIritional

and Metabol_ic Diseases indicated hlgh ut.ilizaEion
(above 2.0 morbidity ratio) for Core Area Status

Indians in all five age cohorts: ages <10

(3.1 M.R. ) , agres 10 to 11 (2.6 M.R) , agres 18 Lo 34

(2.7 M.R) , ages 35 Lo 64 (2.3 M.R) and age 65+

(4.1, M.R. ) . Ot.her hiqh utilizat.ion included Suburbs

Status Indians in three age cohorts: ages <10

(2.2 M.R), ages 18 to 34 (5.9 M.R.), and ages 35 to 64

(2 .5 M. R. ) . Bot.h subpopulations of Other Residents

(core Area and suburbs) did not show marked variance

from the Manit.oba norm of 1.0 hospital morbidity ratio.

Medical utilization for Endocrine, NutriLional

and Metabolic Diseases indicated high utilization
(above 2.0 per capita ratio) for Core Area Status

Tndians in only one age cohort, ages 35 to 64 (2.8

P.C.R.). Other high utilization included Suburbs

Status Indians, also ages 35 to 64 (2.5 p.C.R.).

Neither core Area ot.her Residents nor Suburbs oLher

Residents showed marked variance from the Manit.oba norm

of 1.0 annual medical per capita ratio.
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TABLE 3A:

ÀGE COHORT I'GASLRES

SELECTED HOSPTTAL UTILTZATTONOF WINNIPEG RESIDENTS, IggO/gI
Endocrine, NuLritional andMetabolic Diseases

113

COR-E STÀTUS CORE 01}GR Si,tstrRES STÀTUS SIJETEBS C1'1{trR

< i0 2916

65

22

1B

3.1

18578

33
lf

2

114

0.3

POPITÀTION

HOSPITÀL DAYS

ÀIBÀGE STAY

DAYS/1000 PoP.

EXPECTED DÀYS

HOSPITAL M.R.

860

11
t?

13

5

2.2

õaqt¿

i75
¿. Ê.

3

441

0.5

10 L7 POPI,[ÀTION

HOSPITAL DAYS

ÀIERÀGE STÀY

DAYS/1000 PoP.

EXPECTÐ DAYS

HOSPITAL M.R.

143 6

19

oÃ

13

7

2.6

LL122

53

5

58

1.0

483

3

3

6

2

L.2

52 801

198

aì

4

26t
0.7

1418 POPULÀTION

HOSPITAL DÀYS

AVMÀGE STAY

DAYS/IOOO POP.

EXPECTED DAYS

HOSPITÀL M,R.

3 164

53

8.8

11

27

2.t

447L8

225

5.2

5

378

0.5

rI20
53

26.5

4l
9

5.9

144324

444

5

3

12T9

0.4

35 POPtrT.ÀTI0N

HOSPITAL DÀYS

AVRAGE STAY

DAYS/1000 PoP.

EXPECTED DAYS

HOSPITAL M,R.

1520

96

6

63

40

2.3

41994

119 5

13. 6

28

1116

1.0

478

32

I
6'7

13

I72717

2997

L8.2

L7

459r

0.5

55+ POPLT,ATTON

HOSPITAL DAYS

ÀVERÀGE STAY

DAYS/1000 PoP.

EXPE TM DAYS

HOSPITAL M.R,

163

98

a,

601

1Á

¿, 1

22269

4557

30.2
,nq

327r
1l

1A

7

7

250

4

7.1

>v¿8r

5260

23.6

89

8709

0.6

ALL AGES POPLTÀTION

HOSPITAL DAYS

AVMÀGE STÀY

DAYS/1000 PoP.

AGE AD]USTED DAYS

HOSPITÀL M.R.

919 9

331

8.3

36

116

2.9

L3 9281

60'7 4

20.r
44

4931

r.2

2969

106

9.6

36

33

3.2

495655

907 4

15.9

1B

15187

0.6



TABLE 38:

AGE COHCRT ì'GÀSIIRIS

SELECTED MEDICAL UTILIZATION
OF WINNIPEG RESIDENTS, IggO/gI
Endocrine, Nut.riEional , andMetabolic Diseases

CCRE STA1US CORI OTH¡R SI,tsUP€S STÀTUS

174

sttsuFas O'i't{fR.

< 10 29r6

ri 63

U. öU

0.63

1.0

i8578

9658

0.52

0.63

0.8

86C

698

0. 81

0, 63

11

66412

4253r

u. o4

0.63

1.0

POPUIÀTION

I'GDICAT, CCST

PER CÀPITA COST

üPECTEÐ PR C\PITÀ

MEDICÀL P,C.R.

L0-17 143 6

r825

L.27

1.01

1.3

7L122

t4448

1.23

1.01

L.2

483

466

0. 96

L.01
ln

52801

62593

1. 19

i .01

1.2

POPULÀTION

MEDICÀL COST

PM, CÀPITA COST

üPECTED PM, CÀP]TÀ

MEDICÀL P.C,R.

18 - 34 3164

9751

3.08

2.56

r.2

44'7LB

Lt0 04 6

2.46

2.56

1,0

LL2O

4L34

3.69
1 E<

L.4

L44324

4t_7885

2.90

2.56

1.1

POPULÀTION

MEDICÀL COST

PER CÀIITA COST

EXPECTÐ PER CAPITÀ

MEDICÀL P.C.R.

35 - 64 1520
tol/(

25. 15

9.00
10

41994

43 2818

10.31

9 .00

1.2

4'78

10690

22.36

9, 00
1C

1727'7'7

1. 6785

9.65

9 .00

1.1

POPUIÀTION

MEDICM COST

PER CÀPITÀ COST

LÏPECTED PR CÀPITA

MEDICÀL P.C.R.

POPUTÀTION

ME'DIC¡L COST

PER CÀPITA COST

EXPEC1ED PR. CÀPITÀ

MEDICÀL P.C.R,

163

5502

33.75

18.29
10

22269

4L2555
r o (1

10 lo

1.0

zó

905

32.32

18.29
10

5928r

1. 23E6

20.76

18.29

1.1

ÀLL ÀGES 919 9

57 086

t 11

) 
^c

2.C

13 92 81-

91 9525

7 .03

6.63
11

2969

r6892

5. 69

2.93

1.9

4 95555

3.4286

6.90

6.26

1.1

POPULÀTION

MEDICAL COST

PM. CÀPITÀ COST

ÀD]USTED PM, CÀPITA

MEDICAL P,C.R.



r15

Diagnosis No Diseases of Blood and Bl-ood

Forming Orqans

HospiCaJ_ utilization for Diseases of elood and

Blood Forming Organs j-ndicated high utilization (above

2.0 morbidity ratio) for Core Area Status fndians in

none of Lhe age cohorts. High utilization vras

demonstrated by Core Area Other Residents: agtes l_0 to

17 (7.0 M.R.), agres 18 to 34 (2.0 M.R.), ages 35 to 64

(2.8 M.R.) and age 65+ (2.0 M.R.) A1so, Suburbs

Status age 65+ \,vere high (2I.9 M.R. ) . I^thile this

finding is hi-gh the popul-ation was only ZB ín the data

cell. Suburbs OLher Residents did not show marked

variance from the Manitoba norm of 1.0 hospital

morbidity ratio.

Medical utilization for Diseases of Blood and

Blood Forming Organs indicaCed high utilization (above

2.0 per capita ratio) for Core Area Status Indians in

three age cohorts: ages 10 to 71 (3.1 p.C.R.), ages 1B

to 34 (2.I P.C.R.) and agres 35 to 64 (2.2 p.C.R.).

Other high ut.ilization included Suburbs StaLus fndians:

agres <10 (3.0 P.C.R.), ages 18 t.o 34 (2.1, p.C.R.) and

ages 35 to 64 (2.1 P.C.R.). Neither population of

Other Residents showed marked variance from the

Manitoba norm of 1.0 annual medical per capita ratio.
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TABLE 4A:

Àc¡COFÍORT I'ÍEÀSUR-ES

SELECTED HOSPITAL UTILTZATION
OF WINNIPEG RESIDENTS, IggO/gL

Diseases of Blood andBlood Forming Organs

COFI STÀTJS ,]CRE rÎlfl SLtsUFËS STÀTUS

TTl

SttsL'RBS CliT

POPULÀTION

HOSPITÀ¡ DAYS

ÀVBÀGE STÀY

DAYS/1000 PoP.

hr¿L 1ll-, Uê-I r

HOSPITÀ-L M.R.

2976
1q

f

f

l-5

1.0

18578

19

2.1

I
99

0.2

aö4t¿

119

^c

2

352

0.4

860

J

1.5

3

5

0.6

10 L] P0PLTÀTI0N

HOSPITÀL DAYS

AVMÀCE STAY

DÀYS/IOOO POP.

LTPECTED DÀYS

¡IOSPITA.L M.R,

r436

2

2

1

2

1.0

Itt22
11

7

1

i5
1.A

483

0

0

0

I
0.0

52801

1B

3

0

69

0.0

lÕ POPL'I,ÀTION

HOSPITÀL DAYS

ÀVERÀGE STÀY

DAYS/1OOO POP.

üPECTED DAYS

HOSPITÀ¡ M.R.

3164

2

2

1

3

1.0

147 18

68

1.6

2

39

2.0

1i2 0

0

0

0

1

0.0

144324

64

¿a

0

r27

0.0

35 POPUTÀTTON

HOSPITAT DÀYS

À\,RÀGE STÀY

DÀYS/1000 PoP.

ryPECTÐ DAYS

HOSPITAL M.R.

r520

5

5

3

I
0.6

41994

607

28.9

L4

2t0
)a

478

0

0

0

2

0.0

r72777

547

3

863

0.6

65 + POPUI,ÀTION

HOSPITÀL DÀYS

ÀVERÀGE STÀY

DÀYS/1000 POP.

HPECTED DÀYS

HOSPITA.L M.R.

163

0

0

0

1

0.0

22269

1 935

28 .9

B]

984

2.0

28

27

21

964

1

?1 0

59281

r482
1¿ q

25

2619

0.5

ALL ÀGES POPULÀTION

HÔSÞTTÀT NÀVC

AVERÀGE STÀY

DÀYS/IO(]O POP.

ACE Àn]USTÐ DAYS

HOSPITÀI M,R.

919 9

24

4

3

35

0.'t

139281

21 06

ft c

19

L347

2.0

2969

30

10

10

10

3.0

49565s

2230

10.2

4

4030

0.5



TABLE 48:

AGE COHORT

SELECTED MEDICÀL UTILIZATION
OF WTNNIPEG RESIDENTS, 7990/9I

Diseases of Blood and
Blood Forming Organs

COF! STANJS COR! OT.L€R, S"jBLFES STATIJS

118

SUBLRBS OTHM,

<10 29r6

3S36

L.32

0.7i
1.9

l-8578

iqõ / L

0.80

0.71
1.1

850

184I

2.L5

0.71
3.0

66472

41789

0.66

0 .71

0.9

POPULÀTION

ISD]CÀL COST

PER CÀPITA COST

EXPECTED PER, CÀPITÀ

I'ÍEDICAL P.C.R.

l0-17 r-43 6

I6T1

1.17

0.38

3.1

Lt]22
5232

0.45

0.38

t.2

483

303

0.63

0.38

t.'7

52801

24I11

0 .45

0.lB
r.2

POPULÀTION

MEDICÀL COST

PER CÀPITA COST

EXPECTED PM, CÂPTTA

I'IEDICÀL P. C. R.

J418 POPULÀTION

MEDICÀL COST

PER CÀPITA COST

UPECTÐ PM. CÀPITA

MEÐICÀL P.C.R.

3 164

3 845

L.22

0.59

2.r

447 r8

32729

0.73

0.59

L.2

LL2O

1373

t.23
0 .59

2.L

144324

95702

0.66

0.59

1.1

35 - 64 t520
469 4

3.09

L.44

2.2

41994

1t654

I.7T
L.q4

r.2

4't8

145 0

3 .03

L.44

2.1

L'72'7'77

295822

r.77
r.44
r.2

POPULÀTION

}ÐICÀL COST

PER CÀPITÀ COST

EXPECTED PER CAPITA

MEDICÀL P.C.R.

65+ 163

1263

5.99

1.3

22269

164 53 1

? 10

5.99

L.2

28

33

1.18

5.99

0.2

5928t
4292'14

7 .24

5 .99

L.¿

POPUIÀTION

MEDICAL COST

PER CÀPITA COST

UPECTED PR CÀPITÀ

MÐICÀI P.C.R.

ALL ÀGES POPUIÀTION

MÐICÀI COST

PER CåPITÀ COST

ÀDJUSTED PER CAPITÀ

MÐICÀL P.C.R,

9199

153t 5

1.56

0. 83

2.C

139281

28 901 6

2.08

1.71

L.2

2969

5007

1,59

0.78

2.2

495655

888753

r. t9

1.53

r.2
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Diagnosis No. 5: Ment.al Disorders

Hospital utilization for Mental Disorders

indicated higrh utilization (above 2.0 morbidity ratio)
for Core Area Stat.us Indians in two age cohorts: ages

10 to I7 (4.6 M.R.) and ages 18 ro 34 (2.I M.R.).

Other higrh ut i l i zat ion inc luded Core Area Other

Residents: aqes 18 to 34 (2 .I M. R. ) and ages 35 to 64

(2.9 M.R.) and Suburbs Other Residents, ages <10

(2.0 M.R.). Suburbs Status Indians did not show marked

variance from the Manitoba norm of 1.0 hospital

morbidity ratio.

Medical utilizatíon for Ment.al Disorders

indicated high utilization (above 2.0 per capita ratio)

for none of the subpopulations or age cohorts. None

showed marked variance from the Manitoba norm of 1. O

annual medical- per capita ratio.
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L27
TABLE 5A:

ÀGE CCHCRT }GÀSURES

SELECTED HOSPITAL UTILIZATTON
OF I^/INNIPEG RESTDENTS, 199O / 9I

MentaL Disorders

CORE STATJS CORE üIMR SLtsL'ç3S STATUS S'JBI,RBS OT}íM,

< 10 29r6

0

0

0

3

0.0

r-8578

15

tq

1

22

l-.0

860

0

0

0

1

0.c

66472

130

13

2

19

2.0

POPULÀTION

HOSPITÀL DAYS

ÀIRAGE STÀY

DÀYS/1OOO POP,

üPECTED DAYS

HOSPITAL M.R.

LO I7 143 5

544

60.4

379

ll8
¿l.b

483

52

26

108

40

I.J

POPUI,ATION

HOSPITÀL DÀYS

ÀUERÀGE STÀY

DÀYS/1000 POP.

EXPECTED DÀYS

HOSPITÀL M.R,

II122
i330

36.9

1i3

967

1.4

52801

6030

42.5

114

4355
'lL

1ÀL8 POPULÀTION

HOSPÏTAL DAYS

ÀVTRÀGE STAY

DÀYS/10OO POP.

EXPECTED DAYS

HOSPITAL M.R.

J,tb4

726

13.7
l?o

348

2.r

44'7L8

L0254

22.6

229

4 918

2,L

u20
30

4.3

2'l

r23
0.2

144324

18918

3t.2
131

1587 4

r.2

bq35 POPUTÀTION

HOSPÏTÀL DAYS

AVBÀGE STÀY

DAYS/1OOO POP.

trPECTÐ DAYS

HOSPITAL M,R.

L520

L92

LI

L26

L?9

1.1

47994

r419 3

1t ç

338

4932
tc

478

69

/o

L44

55

L.2

L72777

20'130
l/ o

r20

2029L

1.0

55+ 163

t- 81-

60.3

1 110

L23

22269

32032

103.7

143 I
1684 6

1.9

10

36

L2

1286

2L

L'7

59281

45028

90.2

760

44845

1.0

POPUI,ÀTION

HOSPITAI, DAYS

AVEFÀGE SIÀY

DAYS/1000 PoP.

EXPECTÐ DAYS

HOSPITÀL M,R.

ALL AGES POPULÀTION

HOSPTTÀI DAYS

ÀIBÀGE STÀY

DAYS/1000 POP.

AGE À.n]USTÐ DÀYS

HOSPITÀL M.R.

919 9

15 43

15.2

t79
77I
2.r

r-3 9 281

51 824
A1 1

Al E

21 585

2.r

2969

187

1.2

63

24r
0.8

4 95555

9083 6

43 .4

183

85444

f.i
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TABLE 5B:

AGE COHOP.T ìGÀS'JlrtrS

SELECTED MEDICAL UTTLIZATION
OF WINNIPEG RESTDENTS, L99O/9I

MentaI Disorders

aCFJ STÀ'1!-S COF.E OTt{iF. S'iBLRBS STÈ.îriS SLETRBS (liiER

< 10 29i6
6L8B

2.L2

i8578

lB47C

2 .'ù't

1.48

1.4

850

t 981

2.19

1.48
1q

66412

L4 0 01i
2..,i
1 .48

1L

POPULÀTION

MEDIC\I COST

PER CÀPITÀ COST

LXPECTED PER CÀPITÀ

MEDICÀL P.C.R.

LO-L7 1 A1a

Ê 1À

5.3?

1.L

!\722
54578

5.51
( 1?

1.0

483

2L1 9

5.37

0.8

5280r

4113L9

9 .04

5.37

7."1

P0PtJ'lÀTI0N

MEDICÀI CCST

PER CÀPITÀ COST

EXPECTED PM. CåPITÀ

MTTIT'ÀT D 
' 

Þ

18 - 34 316 4

5B 655

18.54

r5. 95

1.1

441 L8

1.02E6

22.13

i6. 95

1?

IL2O

L932'l

L7 .26

t-6.95

1.0

L44324

3 .4E6

23 .55

r6. 95

1.4

POPULÀTION

}GDTCÀL COST

PER CAPITA COST

LXPECTED PM, CÀPITÀ

IÍEDICÀL P.C.R.

35-64 1520

31 4j9

24. 66

26.58

0.9

4L994

1.56E6
11 1C

26.58
tL

4'7I

14855

11.08

26.58

L.2

L727'7'7

6.4986

37.55

26.58
1¿.

POPUÏ,ÀTION

¡GDIC\L COST

PER CAPITA COST

EXPECTED PR CAPITÀ

MEDTCÀL P.C.R.

65 + 163

2546

L5.62

20.18

0.8

22269

614687

28.50
f A 1Q

1A

28

113 5

40.54

20.18

5928r

1.48E6

24.97

20.r8
r.2

POPUTÀTION

MEDICÀL COST

PER CAPITA COST

EXPECTED Pffi. CÀPITÀ

MEDICAL P,C.R,

ÀLL ÀGES POPUIÀTION

MÐICÀL COST

PER CÀPITÀ COST

ADJUSTED PM. CåPITÀ

MÐICAL P.C.R.

919 9

Lll117
12.30

11. 89

1.0

13 9281

3.32E5
f? o?

17.33

1.4

2969

3931't

L3.26

t2.L7
1.1

495655
1 )t'1

24.r8
17.38

1.4
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Diagnosis No. 6: Diseases of the Nervous System and

Sense Organs

Hospital utilizaEion for Diseases of the Nervous

System and Sense Organs indicated higrh utilizaLion
(above 2.0 morbidity ratio) for Core Area Status

Indians in only one age cohort, ages <10 Q.3 M.R) .

Other high utilization included Suburbs Status fndians,

agres 65+ (2.0 M.R. ) However, this f inding is

questionable because the population was only 28 in the

data cell. Both subpopulat.ions of Other Residents did

not show marked variance from the Manitoba norm of 1.0

hospi-ta1 morbidit.y ratio.

Medical utilization for Diseases of the Nervous

SysLem and Sense Orqans indicaLed high utilization

(above 2.0 per capita ratio) for Core Area Status

Indians in no age cohorts. The only higrh utilization

v/as Suburbs Status Indians, ages 35 to 64 (2.2 P.C.R.).

This represented a smalL daca ce1l populat.íon of 478.

Bot'h subpopulations of Other Residents did not show

marked variance from the Manitoba norm of 1.0 annual

medical per capita ratio.
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TABLE 6A:

ÀGE CCIÌCRT i"fEÀSI]R,ES

l-25SELECTED HOSPITAL UTILIZATION
OF WTNNTPEG RESTDENTS, TggO/g7

Diseases of the Nervous Systemand Sense Organs

CORE STÀTi,S aOFJ rynüR SLBIJATS STÀTUS S'uBLR!S OiliB.

< 10 POP{,TÀîION

HOSPITÀL DÀYS

À\,HÀGE STÀY

DAYS/lOOO POP.

ryPECTED DAYS

HOSPITAL M,R.

29L6

!tl_

4õ

61

?t

i85?8

300

R¿

I6
391

0.8

860

ì(
8

18

0.4

56412

596
cf

9

13 98

0.4

10 ú POPULÀTION

HOSPTTÀL DAYS

A\,'ERÀGE STAY

DAYS/10OO POP.

HPECIÐ DÀYS

HOSPITÀL M.R.

143 6

14

10

9

T,]

L7'722

101

TL.2

9

t3
1q

483

0

0

0

3

0,0

52801

312

6.8

6

330

i.0

1B POPUTÀTION

HOSPITAL DÀYS

AVMÀGË STAY

DAYS/IOOO POP.

EXPECTEÐ DAYS

HOSPITAL M,R.

316 4

59

¿q

19

39

1.6

441 L8

608

8.3

I4
553

T,2

LT2O

15

?o

13

L4

1.1

144324

1989

12.6

t4

r786

L.2

35-64 POPIIIÀTION

HOSPITAL DÀYS

ÀVMÀGE STAY

DAYS/1OOO POP.

UPECTED DÀYS

HOSPITÀL M.R.

1520

93

4.9

61

89

1.1

41994

4049

29.8

96

2448

1.7

478

l0
.E

21,

28

0.4

L72-t77

5503

15 .4

32

10072

0.6

55 + POPULÀTION

HOSPITÀ.1 DAYS

AVMÀGE STÀY

DAYS/1000 PoP.

UPECTED DÀYS

HOSPITAL M.R.

153

0

0

0

70

0.0

22269

TL627

36.9
Ela

o/ o0

L.2

28
1^

I
857

I2
t^

59281

31340

42.4

s29

25255

r.2

ALL AGES POPUTÀTION

HOSPITAL DAYS

ÀVMÀGE STAY

DÀYS/1000 POP.

AGE AnIUSTÐ ÐÀYS

HOSPITAL M,R.

919 9

307

5.3

33

268

1.1

139281

15685
10 I

120

L2963

1.3

2969

56
Ã1

19

15

0.7

4 95655

39740
10 q

80

38871

1.0
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TABLE 68:

ÀGE COHORT MEASI,,F.ES

SELECTED MEDICAL UTTLIZATTON
OF WINNIPEG RESIDENTS, I99O/9I

Diseases of Ihe Nervous SysEem
and Sense Organs

CORE STÀTUS CORE OTHER SLtsURBS STATUS SLtsLRBS CTI{EI

<10 29r6
76 609

26 .34
)) É.o

7.2

18578

3t 52L6

20.20

22 .69

^o

860
a1AC1

3r.92
)) (,4

L,4

POPUTÀTION

MEDICAL COST

PER CAPITÀ COST

EXPECTED PM. CÀPITA

MEDICÀL P.C.R.

66412

1 . 74E6

26.25

22 .69

1.2

L0 - 17 143 6

14708

10.24
o l?

11

POPUTÀTION

MÐIC¿I COST

PER CÀPITÀ COST

üPECTED PM, CåPTTÀ

MÐICÀL P.C.R.

IL122

942L9

8.04
o t?

0.9

483

31L2

7.69
o 1?

0.8

52801

584745

11.07
o t7

L.2

l8 - 34 3154

39'7 62

i2.5'r
8 .95

1.4

447 TB

383L42

8.57

8.95

1.0

II2O
165 88

14.81

8.95

L.7

POP{IIÀTION

MÐIC.AI, COST

PM. CÀPITA COST

EXPECTED PM, CÀPITÀ

MEDICAL P.C.R.

1,44324

L,4786

10.15
o ô(

1.1

35-54 152 0

44 933

29 .56

L6.54

1.8

41994

1 377 05

L'l .57

L6.54

1.1

4'78

17001

35.57

16.54

2.2

POPULÀTION

MÐICÀL COST

PER CÀPITÀ COST

EXPECTED PR, CÀPTTÀ

MÐICAL P.C.R.

1727'77

3,2'786

18.91

16.54

1.1

65+ POPUTÀTION

MEDICAL COSI

PER CÀPITA COST

EXPECTED PM, CÀPITÀ

MEDICAL P.C.R.

163

4Ò/U

28.65

51,50

^Ê,

22269

1 . 1585

51.57

51.50

1.0

28

2280
01 ,2

51.50

1.5

59281

3.'Ì786

63.55

51. 50

7.2

ÀLL ÀGES POPUI,ATION

MÐICAI COSI

PER CÀPITÀ COST

ÀD]USTÐ PR CÀPiTA

MEDICÀL P,C.R.

919 9

18 08 83

19. 66

15.36
12

13 928 1

2.7 486

19. 56

19. 90

1.0

2969

67034
ff qo

14.6L

1.5

495555

l. 08E'7

2t.85
18.56

r.2



Diaqnosis No

L21

Diseases of the Circulatory System

Hospital- utilization for Diseases of the

Circulatory System indicaced hiqh utilization (above

2.0 morbidity ratio) for Core Àrea Status Indians in

two age cohorts: ages 10 to Ij (6.0 M.R.) and aqes 35

to 64 (2 .B M. R. ) . None of the other three

subpopulations showed marked variance from the Mani-toba

norm of 1.0 hospical morbidity ratio.

Medical utilization for Diseases of the

Circulatory System indicated high utilization (above

2.0 per capita ratio) for none of the subpopulat,ions or

age cohorts. None showed marked variance from the

Manitoba norm of 1.0 annual medical per capita rat.io.
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TABLE 7A:

À(l¡L-ôlJllPT MFÀclIDtrc

729
SELECTED HOSPITAL UT]LIZATION
OF WINNIPEG RESIDENTS, L99O/9L

Diseases of the Circul_atory System

CCF! STAIUS CORE üll[R S'utst]?ls ST.À.TUS SiTtsURBS 011{ER

< 10 29r6

i]
8.5

6

20

0.9

18578

E1

11.6

4

130

0.6

860

0

0

0

6

0.0

66412

8B

da

1

¿tb4

u.t

POPUiÀTION

HOSPITÀL DÀYS

AVEFÀGE STÀY

DÀYS/1000 PoP.

EXPECTED DAYS

HOSPITÀL M.R,

10 I7 143 5

1'7

oi

t2

3

5,0

483

0

0

0

1

0.0

POPUIÀTION

HOSPITAL DÀYS

À\¡ERÀGE STÀY

DÀYSil000 PoP.

EXPECTED DÀYS

HOSPITÀL M.R.

L1122

4

2

0

25

0.0

52801

61

9.6

1

114

0.5

J418 POPUIÀTION

HOSPITÀL DAYS

A\,ERÀGE STÀY

DÀYS/1000 PoP.

EXPECTED DÀYS

HOSPITÀL M.R.

3r-54

49

of

l5

r.2

44'718

492
?(

11

589

0. B

I12O

10

l0
9

15

0.7

L44324

2280

15.3

15

190 1

L.2

35 POPUTÀTION

HOSPITÀL DÀYS

AVMÀGE STAY

DAYS/1000 PoP.

EXPECTÐ DAYS

HOSPITAL M.R,

i52A

470

l-0.4

309

159

)9

4r994

621'7

1l ?

749

4680

1.3

478

29

¿l .l

61

53

0.5

L7277'7

t6332
a1

95

L9253

0.9

65 + 153

191-

L2.7

IT'72

237

0.8

22269

39751

21 .8

1785

32358

1,.2

59281

77839

20.9

13 13

86164

0.9

POPULÀÎION

HOSPITAL DAYS

AVERÀGE STÀY

DAYS/1OOO POP.

HPECTÐ DAYS

HOSPITAL M.R,

28

5

5

L79

41,

0,L

ALL ÀGES POPIJIÀTION

HOSPITÀL DÀYS

ÀIBÀGE STAY

DAYS/1000 PoP.

ÀGE ÀDJUSTÐ DAYS

HOSPITAL M.R.

919 9

144

10.5

81

4'lI
1.6

r3928r
4 5505

23.2

335

3',7'.7 92

t.2

2969

44

4.4

15

116

0.4

4 95 655

96506

L7 .L

195

107896

0.9



TABLE 7B:

ÀGE CCHORT

130
SELECTED MEDICAL UTILIZATION
OF WINNIPEG RESTDENTS, L99O/97

Diseases of the Circulatory Syst.em

COR! STÀTLIS CORE OT]€R SLtsURBS STÀTUS SUBURBS Oiiffi

< 10 29r6
1 Á1C

n te

0.9

18578

5807

0.3i
0.33
n0

860

338

0.39

0 .33

r.2

664'72

2C305

0.31

^ 
tì

0.9

POPUI,ÀTION

I'GDIC.AL COST

PER CÀPITÀ COST

EXPECTED PR CAPITÀ

IiÍEDICÀL P.C.R.

483

58

0.1,2

0 .40

0.3

10 L] POPULÀTION

MEDICAL COST

PER CÀPITA COST

UPECTED PER CÀPITÀ

MEDICÀL P,C.R.

t{J b

856

0.60

0. 40

1q

7I122

3112
n t,
0.40

0.8

52801

20408

0.39

0.40

1.0

34t8 POPUIÀTION

IÍEDICAL COST

PER CÀIITÀ COST

UPECTED PER CÀPITÀ

MEDICAL P,C.R.

3164

7668

2.42

2,A'1

t.2

441 I8
875 95

1.96

2.0'7

1.0

L720

1998

1.78

2.07

0,9

L445 ¿t+

3 15473
) 10

2.01

1.1

35 - 64 L520

45492

29.93

19. 60

1.5

4L994

I5 3111

20.32

19. 60

L,0

4'18

741,66

29.64

19.60

1.5

L127'1'7

3.61 E6

20.88

19,50

1.1

POPUIÀTION

MEDiCÀL COST

PER CÀPITÀ COST

EXPECTED PM, CÀ?iTÀ

MEDICAL P,C,R.

65+ 163

15989

98.09

88, 58

1.1

22269

1. 96E6

8'.7 .82

88.58

1.0

fo

3530

L26.0'l

88.58

1.4

59281

6,0686

L02.26

88.58

r.2

POPUI,ATION

}ED]CÀL COST

PER CÀPITÀ COST

EXPECTED Pffi, CÀPITÀ

MEDICÀI P.C.R.

ALL AGES 9t-99

7L420

1.16
q (o

1.4

13 928 1

2.9L86

20 .86

20. 8l
1.0

2969

20091

6.77

4.93

L,4

495555

187

20.23

L8.L2

t.2

POPULÀTION

MÐICÄL COST

PR, CAPITA COST

ADJUSTÐ PM. CAPTTA

MÐICÀL P.C.R.



Diagnosis No

131

B: Diseases of the Respiratory System

Hospital utilization for Diseases of the

Respiratory System indicat.ed high utilization (above

2.0 morbidity ratio) for Core Area Status Indians in
f our age cohorts: ages <10 (2 .3 M. R) , ages 1B to 34

(3.0 M.R.), ages 34 ro 64 (3.4 M.R.) and ages 65+

(3.1 M.R.). Other high utilization included Suburbs

Status Indians: Ages <10 (2.2 M.R.) and ages 1g to 34

(11.8 M.R.). Both subpopulations of Other ResidenCs

did not show marked variance from the Manitoba norm of

1.0 hospital morbidity ratio.

Medical utilizat,ion for Diseases of the

Respirat.ory system indicated high ut.ilization (above

2.0 per capita ratio) for Core Area Status fndians in

two age cohorts: ages 35 to 64 (2.5 p.C.R. ) and ag.es

65+ (2.5 P.C.R.). Other high utilization included

Suburbs Status Indians: ages 35 to 64 (2.8 p.C.R.) and.

ages 65+ (2.4 P.C.R.). Both subpopulations of Other

Residents did not show marked variance from Ehe

ManiLoba norm of 1.0 annual_ medical per capita ratio
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L33
TABLE BA:

ÀGE COHORT MFÀSURES

SELECTED HOSPITAL UTILIZATTON
OF WINNIPEG RESTDENTS, L99O/91

Diseases of the RespiraEory System

COR-E STÀ'I!-S CORE ffiHER SLtsLR-BS STÀT1;S Si,tsti!3s OTi{.FR

<10 ,o1Á

lTL
(1

¿+q

3r6
tl

18578

1030
lo

55

2 015

0.5

860

201

1A

234

93

2.2

664'72

¿4¿ó

tq

31
.7zLL

0.3

POPULÀTION

HOSFTTÀL DÀYS

AVffiÀGE STAY

DAYS/1000 POP.

EXPECTED DÀYS

HOSPITÀL M.R,

fl POPUTÀTION

HOSPITÀL DAYS

A\,MÀGE STÀY

DÀYS/10OO POP,

EXPECTED DAYS

HOSPITAL M.R.

143 6

6L

3.6

35
10

tr'|22
184

2

16

285

0.7

483
'7

10

t2
0.6

52801

930

1l

lö

I2B6

0.8

3418 POPULATION

HOSP]TAL DAYS

À\,TRÀGE STAY

DAYS/1000 PoP.

EXPECTED DAYS

HOSPITAL M,R.

316 4

L.IL

4

54

57

?fl

44118

894

¿q

20

802

1.1

II2O

237

33.9

2r2

20

11.8

r44324

1495

1A

10

2587

0.6

35 - 64 POPULÀTION

HOSPITÀL DAYS

ÀVffiACE STAY

DAYS/1000 POP.

EXPECTED DAYS

HOSPITAL M.R.

t520

25r
5.5

155

14
1Á

41994

2626

8.7

63

204L

1.3

478

40

4

84

23

L.7

L727't'7

5679

ö.{t

33

8395

0.7

65+ 163

23L
ol

L'724

90

l'1

22269

1257 4

20.1

565

12236

1.0

28

l5
5

536

l5
r_. 0

59281

28522

22.3

481

325'14

0.9

POPUIÂTION

HOSPITAL DÀYS

AVERÀGE STÀY

DÀYS/1000 PoP.

EXPECTED DÀYS

HOSPITAL M.R.

ALL ÀGES 139281

17308

11.1

124

17379

1.0

495655

3 9054

10.1

19

52054

0.8

POPIIIÀTION

HOSPITÀL DAYS

AVERÀGE STÀY

DAYSiIOOO POP.

ÀGE ÀD]USTED DAYS

HOSPITAL M.R.

9t_9 9

1Àac

cl

160
ç14

)É.

2969

500

6.6

168

163
l1



LJ4
TABLE BB:

AGE COHORT !ßÀSURES

SELECTED MEDICAL UTILIZATION
OF WTNNIPEG RESIDENTS, 199O/97

Diseases of the Respiratory System

COF€ STÀTUS CORE 0T1€R SUBLRBS STÀTUS S'IELRBS OTHff

<10 29L6

IL3813

39.04

33.65

r.2

18578

654A11

ì< a1

33.65

1.1

860

44'7 96

() 10

i1.65
1.5

66412

2.4286

36.36
1? <q

1.1

POPULÀTTON

}€DICÀL COST

PER C\PITA CCST

EXPECTED PR CÀPITA

MEDICÀL P.C.R.

L]10 POPUIÀTION

IEDICÀL COST

PÐR C\P]TÀ COST

EXPECTED PR CÀPITÀ

}ßDTCAL P.C.R,

143 6

26685

18.58

19.41

1.0

IT122

2L9720

18.'7 4

19.41

1.0

483

11638

24.!0
19.41

r.2

52801

1.2386

23.2'7

19.41

r.2

18 - 34 3 164

114 
^1

1t ol

15.10

1.5

44',1t8

658479

L4.13

15.10

112 0

26690

23.83

15.t0
1.b

L44324

2.4286

t6 .14

15.10

1.1

POPULÀTION

MÐICÀL COST

PER CÀPITÀ COST

EXPECTED PR CÀ}ITA
MFNT'ÀT. D 

' 
P

35-54 POPUIÀTlON

MEDICÀL COST

PER CÀPITA COST

UPECTED PER CÀPITÀ

MEDICAT P.C.R.

i520
62149

40. 89

L6 .61

2.5

41994

81057?

19.30

L6 .61

L,2

4'18

22557

47 .L9

16.67

2.8

r72'1'.|7

3.186

17.9L

rb,6 /

1.1

65+ POPULATION

MÐICÀL COST

PER CAPITÀ COST

EXPECTÐ PER. CÀPITA

MÐICÀL P.C.R.

163

11582

71. 06

28, 55

ac

22269

532534

28.40

28.55

1.0

28

191 0

68.2I

28.55

2.4

5928r

1.83E6

30.84

28.55

1.1

ALL AGES POPUIÀTION

MEÐIC¡L COST

PER, CÀPITA COST

AD]USTED PER CAPITÀ

MÐICÀL P,C.R.

91 99

286502

31.14

22.15

1.4

139281

2. 98E6
a1 1C

20.56

1,0

2969

10 75 91

36.24

2L.55

L.1

495655

1. 187

22.16

20.20

i.1
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Diagnosis No Diseases of the DigesEive System

Hospital utilization for Diseases of the

Digrestive System indicated higrh uLilization (above 2.0

morbidity ratio) for Core Area Status Indians in two

age cohorts: ages <10 (3.4 M.R.) and agies 35 to 64

(2.6 M.R. ) . Other high utilization included Suburbs

Status rndians: ages 18 to 34 (3.0 M.R.) and ages 65+

(4 . 5 M. R. ) . The last f inding, agres 65+ , is somewhat

questionabl-e because the population in the data ce11

was only 28. Both subpopulations of Other Residents

did not show marked variance from the Manitoba norm of

1.0 hospital morbidity ratio.

Medical utilization for Diseases of the Digestive

System indicat.ed high utilization (above 2.0 per capita

ratio) for Core Area Stat.us fndians in only one age

cohort, ages 35 to 64 (2.0 p.C.R. ) . Other higrh

utilization included Suburbs Status, aqes 65+

(4.5 P.C.R.). Thís finding, however, is somewhat

questionable because the population in the dat.a cel_1

was only 28. Both subpopulations of Other Residents

did not show marked variance from the Manitoba norm of

1.0 annual medical per capita ratio.
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L3l
TABLE 9A:

ÀGE CCHORT TEÀSI,RES

SELECTED HOSPITAL UTILIZATION
OF WINNTPEG RESIDENTS, T99O/9I

Diseases of C.he Digrestive System

aOFI STATiS COR-E ',lThTF. SLtsURBS STAI'IJS S'uELRBS 01'liR

< i0 29L6

¿1\)

6

oì

70

3.4

r-8578

3 r-3

l)

l1
449

0.?

860

I1
3.4

20

2T

0.8

66412

829

3.8

12

1605

0.5

POPUIÀTION

HOSPITÀL DAYS

ÀVERÀGE STAY

DAYS/1O(]O FOP.

L\,"¿L1I,U UAYS

HOSPITÀL M,R,.

LTLO POPUIÀTÏON

FIOSPITÀL DAYS

A\,BÀGE STÀY

DAYS/10OO POP.

EXPECTED DAYS

HOSPITAL M.R.

i43 6

38

¿, 1

26

J4

1.1

L!722

185
c1

16

218

0.7

483

LO

?1

2I
11

^o

52801

1050

4.4

20

1250

0.8

LB POPULÀTION

HOSPITAL DAYS

AVffiÀGE STAY

DAYS/1000 POP.

EXPECTED DAYS

HOSPITÀL M,R,

316 4

222

4.9

70

149
1E

44',7L8

1838
EIJ,I

4t
2110

0,9

LLzA

i56

5

139

53

3.0

144324

5454
É<

38

6809

0.8

35 POPUTÀTÏON

HOSPITAL DAYS

AVEFÀGE STÀY

DAYS/r000 POP.

EXPECTED DAYS

HOSPITÀL M.R.

1q1n

7 .'7

283

L62

2.6

4199 4

55 93

8.4

133

44 83

r.2

478

58

ßL

L2L

51

1.L

L72'Ì'77

r47 65

7.I
85

18445

0.8

55 + 163

13

5.7

448

51

L,2

22269

8733

13 .5

392

83 70

1.0

28

47

9.4

L679

11

¿l .f

59281

185 67

11.3

313

22280

0.8

POPULÀÎION

HOSPITAT DAYS

ÀVERÀGE STÀY

DAYS/1OOO POP.

EXPECTED DÀYS

HOSPITAL M.R.

ALL AGES L3 9281

L6662

9.4

120

15690

1.1

2969

288

9'7

t4'l
2.0

495655

40565

7.9
o1

503 90

0.8

POPUTÂTION

HOSPITAL DAYS

AVTFÀGE STAY

DAYS/IOOO POP,

AGE ÀD]USTÐ DÀYS

HOSPITÀL M.R,

919 9

1003

^)
109

4'7 6

2.L



TABLE 9B:

ÀGE COHORT MEÀSUFTS

138
SELECTED MEDICAL UTILIZATION
OF WINNIPEG RESIDENTS, T99O/97

Dj.seases of the Digestive System

CCRE STÀTJS COF-E 0T1€R SIrtsLSBS STÀTUS SLTBUFBS OTtü;,

< 10 POPUIÀTION

MEDICåI, CoST

PER CAPITÀ COST

EXPECTED PER CÀP]TÀ

MMICÀL P. C. R.

29t6
33 594
11 qf

6.85

L.1

18578

i3 21i7
1 .TT

6.86

1.0

860

ic61i
1) 1À

6. 86

10

õb4t2
¿lJ4J1b

6.53

6.86

1.0

L0-17 1435

6031

4.20

3.'76

0.820

1.1

LT122

38901
I ?f

3.'16

0.820

0.9

483

t87 4

I OO

3 .16

0.951

1.0

52801

20r.891,

3.82

3.'16

0. 9?5

1.0

POPULÀTION

MÐICåL COST

PER CAPITÀ COST

EXPECTED PM, CÀPITÀ

I'fEDICåL CHI 2

MÐICÀL P,C.R.

LB POPUTÀTION

MÐICÀL COST

PR CåPITA COST

EXPECTÐ PER CÀPITA

MEDICAL P.C.R.

4 /J /b

I4 .91

9.96

1.5

44'7L8

395825

8.85

9.96

0.9

LI2O

194 9L

t7 .40

9.96
10

144324

1,.4286

9.82

9 .95

1.0

35-64 152 0

50322

33.1t

L6.26

2.0

41994

725999

t] .29

16.26

1.1

4'18

t494L
3L.26

t6.26
1.9

172'77'7

2.7'lE6

16.02

16.26

1.0

POPUiÀTION

MEDICAL COST

PER CÀPITÀ COST

EXPECTED PTR CÀPITÀ

IIÍEDICÀL P.C,R.

65 + POPULÀTION

MEDICÀI, COST

PM, CAPITÀ COST

EXPECTÐ PM. CAPITÀ

MEDICAL P,C.R.

t63

5888

36.12

32. B4

1.1

22269

682539

30.55

32.84

0.9

to

4r20

L47 .I4
32.84

4.5

5928L

2 .06E6

34.',l 4
1a o A

1.1

AIt ÀGES 919 9

L432LI

15. 5?

9 .46

r.1

139281

l. 98E6

14. 18

14. 58

1.0

2969

5L036

T'I ,L9

9.28

1.9

4 95555

6.8886

13.88

13 .82

1.0

POPUTÀTION

MEDICAL COST

PM, CÀPITÀ COST

AD]USTED PER CÀPITÀ

MEDICAL P.C,R,
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Diagnosis No. 10: Diseases of the Genitourinary System

Hospital ubilization for Diseases of t.he

Genj-tourinary System indicated high utj-lization (above

2.0 morbidity ratio) for Core Area Status Indians in

all f ive age cohorts: agies <10 (2 .3 M. R) , agres l_0 to Ij
(3.0 M.R. ) , ages 18 to 34 (3.0 M.R. ) , agtes 35 to 64

(2.1 M.R. ) , and ages 65+ (2.7 M.R. ) . Ot.her higrh

utilization included Suburbs Status Indians for t.hree

age cohorts: ages <10 (3.7 M.R. ) , ages 1B to 34

(5.1 M.R. ) and ages 35 to 64 (5.2 M.R. ) . Borh

subpopulations of Other Residents did not show marked

variance from the Manitoba norm of 1.0 hospital

morbidity ratio.

Medical utilization for Diseases of Genitourinary

System indicated high utilization (above 2.0 per capita

ratio) for Core Area Status Indians in Lhree age

cohorts : ages 10 to 1,1 (3 .3 P. C. R. ) , ages 35 to 64

(2.5 P.C.R.), and ages 65+ (4.8 P.C.R.). Confidence in

t.he last f inding/ agre 65+, is limited because the

populat.ion in t.he data ce11 was 163. Other high

utilization included Suburbs Status rndians in two age

cohorLs: ages 35 to 64 (2.8 P.C.R) and ages 65+

(9.2 P.C.R.). Confidence in the last finding, agre 65+,

is limiLed because the populat.ion in the data ce11 was

28. Both subpopulations of Other Residents did not

show marked variance from the Manitoba norm of 1-.0

annual medical per capita ratio.
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TABLE 1OA:

AGE COHORT MFÀg,JF€S

141
SELECTED HOSPITAL UTILIZATION
OF WINNTPEG RESIDENTS, 7g9O/gL

Diseases of Lhe Genit.ourinary System

CORE ST¡.TiS CCR-E üfl€R EvEL'RBS STÀTI;S SL,tsLrRES OTHR

< l0 POPULÀTION

HOSPiTÀL DÀYS

ÀUEFÀGE STÀY

DÀYS/1000 POP.

EXPECTÐ DÀYS

HOSPITAL M.R.

29L6

6i
L1

2t
25

l2

i8578

111

3.8

6

159

0.7

850

28

33

1

\- t

Þö4t¿

348

4,ö

5

559

0.6

71i0 FOPULÀTION

HOSPITÀL DÀYS

ÀVERÀGE STAY

DAYS/1000 POP.

ryPECTED DÀYS

HOSPITAL M.R.

i43 6

39

3.3

2'7

13

3.0

lLt22
69

3.1

5

108

4ðJ

0

0

0

4

0.0

52801

426

4.2

I
48'.1

0.9

34lÕ POPULÀTION

HOSPTTÀL DAYS

A\,'EPÀCE STÀY

DÀYS/1O(]O POP.

trPECTED DAYS

FIOSPITÀL M.R,

3164

218

¿,)

69

1L

3.0

44'.7r8

1019

4.5
a)

1 008

1.0

Ll20

L32

L2

118

25

5.1

L44324

¿+)4

4.1

t7

3254

0.7

6435 POPULÀTION

I{OSPTTAL DAYS

AVMÀGE STÀY

DAYS/1000 PoP.

UPECTED DAYS

HOSPITAL M,R.

t520
la a

1 .'l
146

82

41994

2264

6.5

54

2258

1.0

478

135

6.8

282

26

r72177

8054

5.5

9290
rlO

65 + 153

92

11.5

564

35

2.7

22269

414 3

10.4

186

4i 28

n0

28

0

0

0

5

0.0

59281

9098

8.9

153

12585

0.7

POPUTÀTION

HOSPITAI DAYS

A\,TRÀGE SIAY

DAYS/IOOO POP.

Ð(PECTED DÀYS

HOSPITÀL M.R.

ALL ÀGES 139281

1 606

1.4

55

826L

0.9

4 95655

20380

6.3

41

26L85

0.8

POPUIÀTION

HOSPITAL DAYS

ÀVERÀGE STÀY

DAYS/1000 PoP.

AGE ÀD]USTÐ DAYS

HOSPITÀL M.R.

919 9

632

5.5

69

226

2969

295

8.9

99

58

4.3



TABLE ].OB:

AU¿ TL]ñUK I

L42
SELECTED MEDICAL UTILIZATION
OF WINNTPEG RESTDENTS, L99O/97

Diseases of the Genitourinary System

CORE ST.\TUS COR-E OTIGR S'rrBLrRBS STÀTtiS SLTBLRBS OThR

< 10 POPUTÀTION

TGDICÀL COST

PER CAPITÀ COST

UPECTED PR CÀPITÀ

MEDICÀL P,C.R.

)ai Á

103 55
t cÉ

2.tI
1ff,J

r.8578

50329

2 .1I
2 .1r
1.0

860

28L9

I te

2.1I
r.2

664'12

186E29

2.8r
2 .1r

1.0

10 - 17 143 6

13843

9.64

2.90

TI122
All 01

3.74
t on

1.3

483

1919

3 .91

tan
1.4

5280r

L64r75
I 11
J.I1

f orì

1-.1

POPUL,ATION

MÐICåL COST

PM, CÀPITA COST

EXPECTED PER, CÀPITA

MEDICAL P,C,R.

18 - 34 3 164

9175I

30. 89

16. 93

1.8

441L8

136'.715

t6 .41

16. 93

1.0

LLzO

34620

30.91

16.93

1-. I

144324

2 .6186
10 Ea

16.93

1.1

POPULÀTION

¡G'DICÀL COST

PER CÀPITA COST

EXPECTED PR CÀPITÀ

MEDICÀL P.C.R.

35-64 L520

77 99L

51.31

¿u.42
aa

419 94

843465

20.09

20.42

1.0

478
a'Aac

5'7 .44

20.42
1A

L727'77

3.9586

22.86

20.42

1.1

POPUI,ÀTION

MEDICÀL COST

PEF. CÀPITA COST

EXPECTED PR. CÀPITÀ

MEDICAL P.C.R.

65 + POPULÀTION

MÐICM COST

PM CÀPITÀ COST

EXPECTED PER CÀPITA

MÐICÀL P.C.R.

163

2L854

134.07

27 .'7 4

4.8

22269

635429

2 8.53

21 .'t4

1.0

ao

7169

256 .04

21 .74
0t

59281

t. 84E5

31.00

2't.'t4
1.1

AI¿ ÀGES POzutÀTION

MTDICÀL COST

PER CÀPITA COST

AD]USTED PM, CåPITA

MEDICAL P.C.R.

919 9

22L7 93

24.77

11. 00

2.2

139281

2.3186

16.58

16.53

1.0

2969

73981

24.92

1L.19

2.2

495555

L 81E6

17 .18

16.04

1.1
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Diagnosis No l- l- : Pregnancy, Chi ldbirth, and

the Puerper j_um

Hospital_ utilization for preqnancy, Childbirth

and the Puerperium indicated high utilization (above

2.0 morbidity ratio) for Core Area StaLus Indians in

three age cohorts: ages 10 to Lj (6.1 M.R.), ages 18 to

34 (2 .0 M. R. ) and ages 3 5 to 64 (2 .2 M. R. ) . Other higrh

utilizat.ion included Suburbs Status fndians in two age

cohorts: ages 10 to I1 (5.2 M.R.) and ages 35 to 64

(3.2 M.R. ) . Both subpopulat.ions of Other Residents d.id.

not show marked variance from the Manitoba norm of l_.0

hospital morbidity ratio.

Medical utilization for pregnancy, Childbirth,

and the Puerperium indicated high utilization (above

2.0 per capita ratio) for Core Area Status Indians in

two age cohorts: ages 10 to I7 (1.6 p.C.R.) and ages 18

to 34 (2.I P.C.R. ) . Other high utilization included.

Suburbs Status Indians for two age cohorts: ages 10 to

1,7 (9.8 p.C.R.) and ages 35 Eo 64 (2.8 p.C.R.).

Conf idence in the l-ast f inding, agres 35 to 64, is

limited because the population in the data cell v/as

259. Both subpopulations of Other Residents did not

show marked variance from the Manitoba norm of 1.0

annual medical per capita rat. j-o.
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145TABLE 1]-A:

¡,Gi CCIiORT MUSURES

SELECTED HOSPITAL UTILIZATION
OF WTNNTPEG RESIDENTS, 199O/gL

Pregnancy, Childbirth, and the
Puerper ium

CCFE ST^A'I1,'S CCF€ C/|iüR SLEURBS STÀ1US SUELRBS I]T}IIì

< 10 POPIJT.ATION

HOSPITÀT DÀYS

âV ffi(J¿ J IA I

DAYS/1000 alP.
EXPEÕIÐ DÀYS

HOSPITÀ.I M.R,

i319

0

0

0

0

9005

c

0

0

0

À1C

c

0

0

0

tlcôl

0

0

0

0

POPULÀTION

HOSPTTÀL ÐÀYS

ÀVMÀGE STÀY

DAYS/10OO POP.

EXPECTÐD DÀYS

HOSPITÀL M.R.

692

tt(
2.9

321

31

5.1

5641

389

2.5

69

302

1.3

245

69

3.5

282

13

c1

25102

552

)¿,

21,

13 75

0.4

18 - 34 POPULÀTION

HOSPITè.L DÀYS

AVMÀGE STAY

DÀYS/1OOO POP.

EXPECTED DAYS

HOSPITÀ.L M. R.

17 13

163 9

1O

957

8t-1

2.0

2LL91

90't2

3.r
428

i003 1

0.9

647

479

3.2

140

306

L,5

73098

27L34
l1

37t
34603

0.8

35 - 54 POPULÀTION

HOSPITÀL DAYS

À\TffiÀGE STAY

DÀYS/1000 PoP.

UPECTÐ DAYS

HOSPITAL M.R,

ó¿Lt

70

3.5

85

32

2.2

201 00

1056
'ì?

51

816

1.3

259
11

L24

l0
3.2

88775

3494
1C

39

3498

1.0

55+ POPUI,ÀTION

HOSPTTÀL DAYS

AUMÀGE STÀY

DAYS/IOOO POP.

üPECTÐ DÀYS

HOSPITAL M.R

89

0

0

0

0

L7

0

0

0

0

13422

0

0

0

0

35956

0

0

0

0

ALL ÀGES POPULÀTION

HOSPITAL DAYS

AVMÀGE STAY

DÀYS/IOOO POP.

ÀGE ÀDJUSTÐ DAYS

HOSPITÀI M.R,.

469',t

1 935

to

4L2

880

2.2

59960

10 517

3.2

150

1114 9

0.9

16 03

580

3.3

362

329

1.8

255033

3 1180
1î

122

3947 6

0.8
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TABLE 118:

ÀCF 
'OI]ÔPT 

MtrÀ<IIDçC

SELECTED MEDICAL UTILIZATION
OF WINNIPEG RESIDENTS, I99O/97

Pregnancy, Childbirth, and the
Puerper ium

.:OR.E STÀTJS COFI OTruR SLtsURIS STÀr|IS SLELRBS ITIR

< 10 1379

35

c .03

0.06

0.5

9006

94

0.01

0.05

0.2

435

0

0

0.06

0.0

POPTIIÀTION

}ßDICqL CCST

PER CÀPITA COST

ÐXPECTED PER CÀPITA

MEDICAL P.C.R.

325A2

13 17

0. c4

0 .06

0.7

7710 POPULÀTION

MEDICÀL COST

ÞFp t'ÀÞTTÀ aôcr

EXPECTÐ PR C\PITA

MÐ]CÀI P.C.R,

692

r0'712

15.48

't.6

5541

16952

3 ,01

2.03
1.5

1¡C

4893

L9.9'l
, f1l

oo

25',702

3It24
I.2L
2 .03

0.6

L8 - 34 1711

165279

96. 49

45 .47

2.I

27L9L

82298L

38.84

45.47

0.9

641

48496

74.95

45.47

I.'7

POPULÀ?ICN

MÐICÀ¡ COST

PER CÀPITÀ COST

üPECTED PER CÀPITA

MEDICAL P.C.R.

73098

2.88E6

39.33

45.47

0.9

35-64 aa A

9 017

10. 94

6.20

1.8

20'7 00

ls 6555

7 .56

6.20

I.2

259

454 9

r'7 .56

6.20

2.8

POPULÀTION

¡mDICÀL CoST

PER CÀPITÀ COST

EXPECTED PM, CÀP]TÀ

I'EDICÀL P. C. R.

887'75

5 98759

6.74

6.20

1.1

65+ 89

0

0

0.03

0.0

73422

90

0.01

0 .03

0.0

L'l

0

0

0.03

0.0

35956

18 16

0 .05

0.03

0.0

POPUIÀTION

MEDICÀI COST

PER CÄPITA COST

UPEC"TED PER CìPITÀ

MÐICAL P.C,R.

ALL AGES 4691

185042

39.40

17. 99

2.2

69950

9966'12

L4.25

15.78
na

16 03

57938

36.14

L9.68

t-.8

255033

3.5186

13.70

15.35

0.9

POPUIÀÎION

MÐICAL COST

PM. CÀPITA COST

ÀNruSTÐ PM. CÀPITÀ

MEDICÀ¡ P.C.R.
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Diagnosis No 12: Diseases of Ehe Skin and

Subcutaneous Tissue

Hospital utilization for Diseases of the Skin and

Subcutaneous Tissue indicaLed higrh utilization (above

2.0 morbidity rat.io) for Core Area Status fndians in

four age cohorts: ages <10 (2.9 M.R. ) , ages 10 to Ij
(5.2 M.R.), açres 18 to 34 (4.6 M.R.) and ages 35 to 64

(9.9 M.R.). Other high utilization incLuded Suburbs

Status fndians in two age cohorts: ages 18 to 34

(7.6 M.R.) and ages 35 to 64 (3.9 M.R.). Both

subpopulations of Other Residents did not show marked

variance from the Manitoba norm of 1.0 hospital

morbidity ratio.

Medical utilizat,ion for Diseases of the Skin and

Subcutaneous Tissue indicated high utilization (above

2 .0 per capit.a ratio ) f or al l f our subpopulations in

all age cohorts did not show marked variance from the

Manitoba norm of 1.0 annual medical per capit.a ratio.
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TABLE 12A:

Àctr côl.lôtr- MF¡criDtrc

SELECTED HOSPITAL UTILIZATION
OF WINNIPEG RESTDENTS, L99O/97

Diseases of the Skin and
Subcutaneous Tissue

COP€ STÀTÙS CCR.E (]Ti€R S'UBLRIS STÀTUS SttsLÌRBS OTiiM

<10 29L6

17

t<

26

26

lo

i8578

245

6

11

i65

r.2

860

9

9

10

E

1.1

664'72

2r't

5.1

3

589

0.3

POPI,TÀTION

HOSPITÀL DAYS

AVERÀGE STÀY

DÀYSiIOOO FOP.

UPECTED DÀYS

HOSPITAL M.R.

10 l1 POPULÀTION

HOSPITAL DAYS

ÀITRÀGE STÀY

DAYS/1000 POP.

EXPECIÐ DÀYS

HOSPITÀL M.R.

I4Jb

31

¿. 1

26

7
(f

it]22
42

10

4

59

0.8

483

0

0

0

2

0.0

52801

LBz

c1

l
264

0,6

i418 POPULÀT]ON

HOSPITÀL DAYS

AVMÀGE STAY

DAYS/1000 PoP.

LTPECTED DÀYS

HOSPITA.L M,R,

3l-64

130

t4.4
4L

,o

¿t.b

441 L8

502

8.1

11

393

!.2

LIzO

76

l9
68

l0
1.6

144324

863

6.1

6

1269

0 -'l

b435 POPUIÀTION

HOSPITÀL DÀYS

AVSÀCE STÀY

DÀYS/1000 PoP.

EXPECTED DÀYS

HOSPITAL M.R.

i520

226

i8.9
r49

23

9.9

41994

1'7I

L2.2

l9
646

r.2

478
fo

9.3

59

7

3.9

L7217'7

1443

r-0 ,1

I
2660

0.5

55+ POPULÀTION

HOSPITÀL DAYS

AVERÀGE SIÀY

DAYS/1000 PoP.

BPECTÐ DAYS

HOSPITÀL M.R.

163

0

0

0

ï2
0.0

22269

2040

26 .8

92

168 I
L.2

28

0

0

0

2

0.0

59281

22r0

tb
11

4494

0.5

ALL AGES 1t 9281

3567

14 .4

26

295r

t.2

2969

113

14. r
38

29

3.9

495655

49 15

9.9

10

927 6

0.5

POPULÀTION

HOSPITÀL DAYS

ÀVMÀGE STAY

DAYS/1OOO POP.

ÀGE ÀD]USTÐ DAYS

HOSP]TÀL M,R,

919 9

470

10

5l
96

¿q
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TABLE 72F :

ÀGE CCHORT MEÀSI]R,ES

SELECTED MEDICAL UTILIZATION
OF WINNIPEG RESIDENTS, 7990/9I

Diseases of the Skin and
Subcutaneous Tissue

CORE STÀ'lr-'S CORE OT1{ER SUBUruS STATUS SttsURBS {yft$R

POPUIÀTION

MEDICÀI COST

PER CÀPITÀ COST

EXPECTEÐ PM. CÀIITÀ

MEDICÀL P.C.R.

29!6

29487
0 c?

L1

18578

126817

6.83

5.88

1..2

860

763 0

8.87

5.88

1.5

66472

406838

6.ï2
5.88

1.0

l0-17 t43 6

10 513
? t1

6 .40

1.1

it122
1!7 64

6.72

6.40

1.0

POPUI,ÀTION

I'EDICÀ.L COST

PR CÀPITÀ COST

EXPECTED PM, CÀPITÀ

}EDICAL P,C.R,

483

3837

7.94

5.40

L.2

52801

391702
'1 ¿,)

6,40

1.1

Ið _ J4 3764

3 i.9 48

10. L0

o /^

r.2

441 78

358236
o ¡1

8.40

1.0

TI2O

144 58

L2.9I
8.40

1E

POPLTÀTION

MEDICÀL COST

ÞFP CÀDTîÀ 
'ôCT

EXPECTED PM, CA.PITÀ

¡EDICÀL P.C.R.

144324

r.4286
o al

8,40

1.2

35-54 P0PL'I,ATI0N

MEDICÀL COST

PER CåPITA COST

EXPECTED PM, CAPTTÀ

MEDICÀL P.C.R.

152 0

23492

15. 46

10

41994

390059
q ?a

8.33

1.1

478
'7 457

15.60
o 2l

1.9

L72771

1. 65E6

o Á1

8 .33

1.2

65+ PCPULÀTION

MEDICÀL COST

ÞF'p I-ÀDTTÀ nncT

EXPECTÐ PER CÀPITÀ

MEDICAL P.C.R.

163

3773
l? 1c

12.99

1.8

22269

?ql ì1¿

13.08

t2.99
1.0

28

545

19.46

12.99
1E

5928r

9254't'r

15. 51

12.99

1.2

ALL ÀGES 919 9

98813

I0.14
7.36

1.5

13 9281

7.2486

L89
8.61

1.0

2959

3392 5

11, 43

7.38

1.6

POPULATION

MEDICA.L COST

PER CÀPITÀ COST

Aù]'USTED PM. CÀPITA

}GDICAL P,C.R.

495655

4.8E5

9.69

8.37

L.2
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Diagnosis No. 13: Diseases of the Muscul_oskeleEal

System and ConnecEive Tissue

Hospital utilization for Diseases of the

MusculoskeleEal system and connective Tissue indicated
higrh utilization (above 2.0 morbidity rat.io) for core

Area Status rndians in two age cohorts: âges <10

(5.0 M.R) , and ages 10 to Ij (2.j M.R. ) . Other higrh

utilization included suburbs status rndians in two age

cohorts: agies <10 (4.6 M.R. ) and agres 65+ (3.j M.R. ) .

Confidence in the last finding, ages 65+, is Iimited
because the population in Ehe data cell was 28. Both

subpopulations of other Residents did not show marked

variance from the Manitoba norm of 1.0 hospital
morbidity ratio.

Medical ut.ilization for Diseases of Lhe

Musculoskeretal syst.em and Connective Tissue indicat.ed

high utilization (above 2.0 per capita ratio) for none

of the core Area status rndians age cohorts. The only

high utilization included suburbs status rndians in two

age cohorts: ages 35 to 64 (2.0 p.C.R. ) and ages 65+

(3.6 P.C.R.). Confidence in the last finding, ages

65+, is limited because the population in the data cerl
\,vas 28. Both subpoputaLions of other Residents did not

show marked vari_ance from the Manitoba norm of 1.0

annual medical per capita ratio.
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TABLE 134:

ÀGE CCHORT MEÀS{,R.ES

SELECTED HOSPTTAL UTILIZÀTION
OF WINNTPEG RESTDENTS, L99O/97

Diseases of t.he Muscul0skeletal
System and Connect,ive Tissue

CCFI ST.\1US CCR-E ryllgR Si,tsiJRES STÀY'JS SLTBLTRBS 0T1{R

POPULÀTION

HOSPITAL DAYS

AVMÀGE STÀY

DAYS/].OOO POP.

EXPECTED DAYS

HOSPITÀL M.R.

29L6

12

10.3

25

14

5.0

18578
1À1

;;
I

90

1.6

860

20

6.1

23

4

1.6

66412

209

¿, '1

3

323

0.6

l0 L] POPULÀTION

HOSPITAT DAYS

AVERÀGE STAY

DAYS/1000 POP.

EXPECTED DAYS

HOSPITÀL M.R.

143 6

43

al c

30

16

2.1

TIi22
i57

L3

129

L.2

483

0

0

0

5

0.0

52801

509

LÃ

10

583

r\o

18 POPULATION

HOSPiTAL DAYS

AVMÀGE STAY

DÀYS/10OO POP.

EXPECTTD DAYS

HOSPITÀL M.R.

316 4

104

ó.)

33

56

i.8

441 L8

855

5.5

19

785

1.1

Lt20

12

2.4

1_1

20

0.6

L44324

1848

13

1C2a

0.7

35 POPULÀTION

HOSPITAL DAYS

AVMÀGE STAY

DÀYSiIOO(] POP,

EXPECTÐ DAYS

HOSPITAL M,R.

i520

123
oo

81

81

f,J

41994

2557
1n o

61

1^,ao

L.2

418

9

9

l9
25

0.4

L'727'77

6294

I
35

9169

0.7

65+ 163

7

'ì(
43

51

c.i

22269

5941
,o 1

261

691 2

rìa

10

32

15

114 3

9

3.1

59281

L604'7

26 .6

271,

18561

0.9

POPL'LÀTION

HOSPITÀL DÀYS

A\iBÀGE STAY

DAYS/1OOO POP.

ü.PECTÐ DÀYS

HOSPITÀL M.R.

ALL AGES POPUTÀTION

HOSPÏ?AL DÀYS

AIBÀGE STAY

DAYS/iOO(] PCP,

ÀGE ÀDJUSTÐ Dè.YS

HOSPITÀL M.R.

919 9

349

i
3S

2i8

1.6

139281

965r

r5

69

lC2 04

0.9

2969

13

6.6

25

63

\.2

495655

2490'1

12.6

50

3116I

0,8
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ÎABLE 13B:

ÀGE COHORT MEÀSLEES

SELECTED MEDICAL UTILIZATION
OF WINNIPEG RESTDENTS, IggO/97

Diseases of the Muscul_oskeleCal
System and Connect ive T j_ssues

CCRE STÀ1US COR! OTÍ€F. S'ú,tsrrRBS STÀTUS SttsUFtS mHm.

< L0 2916

4i33

L.42

1.06
1ì

18578

l-6741

0.90

1.06

0.9

860

854

0.99

1.06

0.9

POPUTÀT]ON

MEDICA.L COST

PER CÀ.PITÀ COST

EXPECTED PM, CÀPITA

MEDICAL P.C.R.

664'72

?5565

1 t¿

1 .06

1.1

I710 POPULÀTiON

MEDICÀL COST

PER CÀPITÀ COST

EXPECTED Pffi, CÀPITÀ

MÐICÀL P. C. R.

143 6

46L2
? 11

4.95
0.7

1i 7¡f

16056

3.93

4.96
0.8

483

257 0

( ?t

4.96

1-.1

52801

313125

5 .93

4.96

I.2

'1 Q _ 1/ I 164

42202

13.34

9.64
1¿,

441 L8

422034

9.44

9.64

1.0

LIzO

15960

74.25

9.64
IE

POPUTÀT.ION

MEDICM COST

PER CÀPITA COST

EXPECTÐ PER CÀPITÀ

MEDICAL P.C.R.

144324

1.56E6

10.80

9.64

1.1

35 POPUL,ATION

ÌvÍEDICÀL COST

PR CÀPITÀ COST

UPECTED PR CÀPITÀ

MEDICÀL P.C.R.

152 0

4920L
la ì?

18. 84

r."l

41994

866602

20.64

18.84
't1

478

1,8424

38.54

18.84

2.0

17277'l

3 .5285

20.39

18.84

1.1

65+ POPUIÀTION

MÐICÀL COST

PM. CåPITÀ COST

ÐGECTED PR CÀPITA

MEDICAL P,C.R.

163

3 697

)) co

0.7

22269

680374

30.55
1a aa

1.0

28

32IT

114. 68

32.22

3.5

59281

2.1886

36.85
1) a1

1.1

ÀLL ÀGES 919 9

103 844

1r.29
L11

1.4

139281

2. 0386

14. 59

14. 49

t.0

2969

41,020

L3.82

8.09

L,7

4 95655

7 ,6586

15.45

13.90

1,1

POPTIIÀTION

MÐICÀI COST

PEF, CÀPITA COST

ÀD]USTED PM, CÀPITA

MEDICAL P.C,R.
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Diagnosis No. 74 Congenital Anomalies

HospiEal utilization for Congenital Anomalies

indicated higrh utilization (above 2.0 morbidity ratio)

for Core Area Status fndians for one age cohort.: ages

<10 (6.8 M.R.). Other high utilization Core Area

Other Residents, aqes 35 to 64 (2.5 M.R. ) . Both Suburbs

subpopulations, Status Indians and Ot.her Residents, did

not show marked variance from the Manitoba norm of 1.0

hospital morbidity ratio.

Medical utilization for Congenit.al Anomalies

indicated high utirization (above 2.0 per capita ratio)

for Core Area Status Indians in two age cohorts: ages

35 Lo 64 (3.5 P.C.R.) and ages 65+ (20.0 p.C.R.).

Confidence in the last finding is rimit.ed because the

populat ion in the data cel1 \^/as 163 . Other high

uLilizat.ion included Suburbs status rndians in th/o age

cohorts: ages 10 to 17 (5.5 p.C.R. ) and agres 65+

(11.8 P.C.R.). Confidence in the last finding is

limited because the population in the data cell \^/as 28.

Bot.h subpopulat.ions of Other Residents did not show

marked variance from the Manitoba norm of 1.0 annual

medical per capita ratio.
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L5'7TABLE 144:

AGE CCHORT IGÀSIJEES

SELECTED HOSPITAL UTILTZATTON
OF WINNIPEG RESIDENTS, 1,990/gI

Congenital Anomalies

COR.E STÀTUS COR! OTISR SI,tsURBS STÀTUS S'utsUruS Oflm

< 10 POPUI,ÀTION

HOSPITÀI DÀYS

AVMÀGE STÀY

DÀYSi1000 PoP.

EXPECTÐ DÀYS

HOSPITÀL M.R,

2916

4'Ì 4

79 .t
163

69

6.8

1E5?8

572

10

31

44L
t2

860

20

5

23

20

1,0

6641 2

12I3
"l .!

18

1578

ÔA

LO L7 POPIJL,ATION

HOSPITAL DÀYS

ÀVMAGE STÀY

DAYS/1000 PoP.

EXPECTED DAYS

HOSPITÂL M.R.

r436

0

0

0

'7

0.0

TT122
1t

¿1

2

58

0.4

cõJ

4

4

I
2

1,5

5280 I
284
Ôq

5

283

1.0

18 POPLlÀ?ION

HOSPTTÀL DÀYS

ÀIERÀGE STAY

DÀYS/1000 PoP,

UPECTED DAYS

HOSPITÀL M.R.

3 164

0

0

0

5

0.0

447I8

42

3.8

I
1^

0.5

L720

0

0

0

2

0.0

L44324

226

4.8

2

238

1.0

6435 POPULÀTION

HOSPITÀL DAYS

ÀVEFÀGE STAY

DAYS/1000 PoP.

EXPECTED DAYS

HOSPITÀL M.R.

1520

0

0

0

3

0.0

4r994

2A3

16. 9

5

12

2.5

478

0

0

0

I
0.0

L'|2'777

168

ca

T

294

0.5

55 + POPUTÀTIOT{

HOSPITÀL DAYS

AVMÀGE STÀY

DAYS/1000 PoP.

ÐGEETÐ DAYS

HOSPITAL M.R.

L63

0

0

0

1

0.0

22269

55

L4

3

15

1.0

28

0

0

0

4

0.0

s9281

áq

5.4

1

199

0.3

AI,L ÀGES 919 9

414

19.8
q)

B5

5.6

11 928r

899

10

6

't20

L,2

POPUTÀTION

HOSPI?ÀL DÀYS

A\iBÀGE STÀY

DAYS/1000 PoP.

ÀGE ÀD]USTÐ DÀYS

HOSPITAL M.R.

2969

24

4.8

I
25

1.0

4 95555

193 6

6.'',r

2572

0.8
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TABLE 148:

ÀGE COHORT

SELECTED MEDICAL UTILIZATION
OF WINNIPEG RESIDENTS, L99O/9I

Congenital Anomalies

CORE STÀ.TUS CCRE Oi}iER SL,tsURBS STÀTUS SLtsL,RBS ryITER

< 10 POPULÀTTON

MMICÀL COST

PER CÀPITA COST

EXPECTED PER CÀPITÀ

MEDICAL P.C.R,

29]-6

324 ,11

11.00

6.20
10

18578

ti7051
6.30

6.20

1.0

860

525b

6.11

6.20

1.0

664'72

449808

6.77

6.20

1.1

10 L] POPULÀTION

MEDICìL COST

PEF. CÀPITÀ COST

Ð(PECTED Pffi, CÀPTTA

MEDICÀL P.C.R.

143 6

173 8

1 ,21

1 .59

0.8

LL]22

182 86

1.56

1.59

1.0

483

4232

8.76
1 (O

5.5

52801

95620

1 .81

1 .59

1.1

l8-34 3164

833

0.26

0.46

0.6

44'.7I8

2287L

0.51

0.46

1.1

112 0

603

0.54

0,46

t.2

692L6

0.48

0.46

1.0

POPULÀTION

MEDICAL COST

PER CAPITA COST

EXPECTED PR CÀPITA

MÐICÀI P.C.R.

35-64 152 0

1122

1. 13

4.32

3.5

4t994

L6620

0.40

0.32
1lI,J

478

r08

0.23

0.32

0.7

t72'17'7

543 91

0 .31

0.32

1.0

POPULÀTION

MÐTCÀL COST

PER CÀPITÀ COST

EXPECTED PR CÀPITA

MEDICAL P.C,R.

65 + POPUT,ATICÙI

MEDICÀI. COST

PM, CAPITÀ COST

EXPECTÐ PER CÀPITA

MMICÀL P.C.R.

163

L201
'7 .40

0 .37

20.0

22269

6499

^ 
t0

0.8

28

r22

4 .36

0.37

11.8

59281

26283

0.44

0 .37

1.2

ALL AGES 919 9

3757 4

4.08

2.43

I.1

13 9281

i8L321

1.30

r.26
1.0

2969

10320

3 ,48
I to

l_. 5

495655

6953 18

1.40

1.29

1.1

POPULÀTION

MÐICÀL COSI

Pff. CÀPITÀ COST

ÀD]USTED PR CÀPITÀ

MÐICAL P.C.R.
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Diagnosis No. 15: Conditions Originating in che

Perinatal Peri_od

HospiEal utilization for Conditions OriginatÍng

in the Perinatal period indicated high utilization
(above 2.0 morbidity ratio) for Core Area Status

rndians for no age cohorts. The only high utilízation
included Suburbs Status Indians, ages <10 (2.I M.R. ) .

This finding appeared to be miscoded per the age cohort

and !ùas not represented as a hiqh finding. Both

subpopulations of Other Residents, as well as Core Area

Status fndians, did not show marked variance from the

Manitoba norm of 1.0 hospital morbidity ratio.

Medical utilization for Conditions Originating in

Lhe Perinatal period indicated high utilization (above

2.0 per capita rat.io) for Core Area Status Indians in

two age cohorts: ages 10 to Ij (3.5 p.C.R.) and ages

65+ (15.8 P.C.R. ) . Conf idence in the lasr f inding is
nil because the populatì-on in the da¿a ce11 was 163 and

this age cohort appears inappropriate for this

diagnosis. Other higrh utilization included Suburbs

Status Indians in two age cohorts: ages 10 Lo Lj

(4.0 P.C.R.) and ages 65+ (16.5 p.C.R.). Confidence in

the last finding is nil because Ehe population in the

dat.a cell was 28 and this age cohort appears

inappropriate for this diagnosis. Both subpopulations

of Other Residents did not show marked variance from

the ManiLoba norm of 1.0 medical per capita ratio.
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TABLE 154:

AGE CCHCRT }GÀSI.IRES

SELECTED HOSPTTAL UTILIZATTONOF WTNNTPEG RESIDENTS, TggOIgT

CondiLions OrigÍnating in thePerinatal period

151

COF€ STÀTu:S CCRE OTiiaR SLtsiTEBS STÀruS SLtst/RtS Ofm
< 10 POPUL,ATION

HOSPITÀL DÀYS

ÀIGRÀGE STAY

DAYS/1000 POP.

EXPECIÐ DÀYS

HOSPITÀI M.R,

:916

r4
ll

L2

b4

0.6

18578

i.4 5

3.9

I
410

0.4

860

13.3

41

19

2.I

664'7 2

903

6.8

I4

1461

0.6

10 17 POPUTÀTION

HOSPITÀL DAYS

AVMÀGE STÀY

DÀYS/1OOO POP.

EXPECTÐ DAYS

HOSPITAL M.R.

113 6

0

0

0

0

II122

0

0

0

1

483

0

0

0

0

52801

0

0

0

3

J418 POPULÀTION

HOSPITAL DÀYS

ÀUffiAGE STÀY

DÀYS/iOOO POP.

UPECTED DAYS

HOSPITAL M,R.

3164

0

0

0

0

447T8

0

0

0

0

LI2O

0

0

0

0

144324

0

0

0

0

35 POPULÀTION

HOSPITÀL DAYS

ÀVMAGE STAY

DÀYSiIOOO POP.

EXPECTED DAYS

HOSPITAI M.R,

r520

0

0

0

0

4I994

0

0

0

0

478

0

0

0

0

172777

4

4

0

2

65+ POPUIÀTION

HOSPITAL DAYS

ÀVRÀCE STÀY

DAYS/1000 POP.

EXPECTED DAYS

HOSPITAL M.R,

153

0

0

0

0

))) AA

0

0

0

1

5928L

0

0

0

3

ta

0

0

0

0

ÀLL ÀGES POPUI,À,TION

HOSPI?AL DAYS

ÀURÀGE STÀY

DAYS/lOOO POP.

AGE ÀDJUSTÐ DÀYS

HOSPITÀT M,R.

919 9

34

?¿
4

64

0.5

L3 9281

1¿l )
?o

1

4I2
0.4

2969

40

13.3

13

19

¿.r

4956 55

907

6.9

2

r475

0.6
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TABLE 158:

ÀGE COHCRT MEÀSLEES

SELECÎED MEDICAL UTILIZATION
OF WINNIPEG RESTDENTS, 7990/91.

Conditions Originatingr in the
Perinatal Period

CORE STàTJS COR! O'IliER SLtsURBS STÀ1'US SLELRBS OîHM

<10 29L6

9380

3.22

t.2

i8578

1613 9

2 .48
f Á0

n0

860

3692
¡ )ô

2 .69

r.6

POPULÀTION

MEDICÀL COST

PER CÀPITÀ COST

üPECTED PR CÀPTTÀ

MEDICÀL P,C.R.

õ4,4 I ¿

I4191_2

2.23

2.69

0.8

10 - 17 143 5

i05

0.07

0 .02

1q

LI'122

91

0.01

0.02

0.5

POPUI,ÀTION

MEDICAL COST

PER CÀPITA COST

EXPECTED PM, CÀP]TÀ

MEDICAL P,C,R.

483

41

0.08

4.02

4.0

5280r

191

0.02

0 .02

1.0

18-34 3 164

78

0.02

0, 04

0.5

44'7r8

13 92

0 ,03

0.04

0.8

LL2O

67

0.06

0.04

1.5

POPULÀTION

MEDICAL COST

PER CÀPITÀ COST

EXPECTED PER CÀPITÀ

MEDICÀL P.C,R.

144324

2996

0 .02

0 .04

0.5

35-64 POPULÀTION

¡mrcÀL cosT

PER CÀPTTA COST

EXPECTED PER CÀP]TA

I'IEDICAL P. C, R.

r520

L6

0.01

0.01

1.0

4t994

370

0.01

0.01

1.0

4'78

0

0

0.01-

0,0

L7277'7

1 583

0 .01

0.01

1.0

65 + 163

410
)ç1

0.16

15. I

22269

252r

0.11

U.Ib
0.7

10

2.64

0.16

16.5

POPTIIÀTION

MEÐICÀ.I COST

PER CåPITA COST

EXPESIÐ PM, CAPITÀ

llÐICAL P.C.R.

59281

7003

0.I2
0.16

0.8

ÀLL ÀGES 919 9

9989

1.09

0.87

1.3

L3 9281

50518

0.36

0.40

0.9

2969

3875

1.JI
0.80

1.6

495655

760292

0.32

0 .40

0.8

POPUIÀTION

MÐICAL COST

PER, C.qPITA COST

ADJUSTÐ PR CÀPITÀ

MEDICAL P.C.R.
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Diagnosis No. 1-6: Symptoms, Sigrns, and Ill-Def ined

Condi t ions

Hospital utilizaCion for Symptoms, Sigrns, and

r11-Defined Conditions indicated high utilj_zarion
(above 2.0 morbidlty ratio) for Core Area Status

Indians in one age cohort : ag'es 3 5 to 64 (3 .7 M. R . ) .

Other high uLilization included Suburbs Status Indians

in two age cohorts: ages <10 (2.5 M.R. ) and ages 10 to

tl (2.1 M.R.). Both subpopulations of Ot.her Residents

did not show marked variance from the Manit.oba norm of

1.0 hospj-tal morbidity ratio.

Medical- utilization for Symptoms, Signs, and

II1-Defined Conditions indicated higrh utilization
(above 2.0 per capita ratio) for Core Area Status

Indians in one age cohort: ages 35 to 64 (2.2 p.C.R.).

Other high utilizaLion included Suburbs Status Indians

in two age cohorts: ag'es 35 to 64 (2.2 p.C.R.) and. agres

65+ (2.2 P.C.R.). Confidence in the last finding,

however, is limited because the population in the data

cell was 28. Both subpopulations of Other Residents

did not show marked variance from the Manitoba norm of

1.0 annual medical per capita ratio.
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TABLE 16À':

AGE COI{ORT MEÀSURES

SELECTED HOSPITÀL UTILIZAîION
OF WINNIPEG RESIDENTS, t99O/97

Symptoms, Signs, and
Ill-Defined Conditions

COP€ STÀTJS CORE OT1TSR SLtsLFSS STÀ1US SI]tstIF3S gl}ffi

< 10 2916

l- r3

l9
62

1.9

18578

f¡(

11

12

397

0.6

860

45
'ìJ

52

18

2.5

6641 2

?53

3.1

11

T42T

0,5

POPI]T.ÀTION

HOSPITÀL DAYS

ÀVERÀGE STÀY

DAYS/1000 PoP.

EXPECIEÐ DÀYS

HOSPITAL M.R.

LO L7 POPUIÀTION

HOSPITÀL DÀYS

A\TERÀGE STÀY

DAYS/1OOO POP.

EXPEETÐ DÀYS

HOSPITÀL M.R.

143 6

1B

2

l_3

13

1.+

LIi22
84

ac

'7

105

0.8

483

9

3

19

4

2.L

s280 1

322

3

6

À41

0.7

3410 POPUIÀTION

HOSPITÀT DAYS

ÀVMÀGE STÀY

DAYS/1OOO POP.

Ð(PECTÐ DÀYS

HOSPITÀL M.R.

3164

55

2.6

I7
J¿{

1.6

441I8

406

3.5

9

418

0.8

II2O

3

1C

J

L2

0.3

t44324

809
12

6

1541

0.6

35 POPULÀTION

HOSPITÀL DAYS

AVffiÀGE STÀY

DAYS/1000 PoP.

Ð(PECTÐ DÀYS

HOSPITÀL M.R,

1520

141

5

93

38

41994

1 044

5.1
ac

1060

1.0

478

4

2

I
1,2

0.3

L'-t2777

2518

4.8

15

4359

0.6

65 + 163

46

5.1

44

1.0

22269

5532

20 .6

248

6 051

0.9

28

4

4

_t4J

8

0.5

59281

1020 3

r7 .3

172

1610 I
0.6

POPULÀTIC{.I

HOSPIÎAL DÀYS

AVERÀGE SIAY

DAYS/1000 PoP.

Ð(PECIÐ DÀYS

HOSPITAL M,R,

ALL ÀGES 139281
'7297

10.6

52

8092

0.9

4 956 55

14605

8,8

29

23906

0.6

POPULÀTION

HOSPITÀL DAYS

A\jTRÀGE STAY

DÀYS/1000 PoP.

ÀGE ÀD]USTÐ DÀYS

HOSPITÀI M.R.

919 9

373

4.1

41

191

2.A

2969

65

11J,a

22

54

T,2



!66TABLE 168:

AGE COHCRT

SELECTED MEDICAL UTILiZATION
OF WINNIPEG RESIDENTS, I99O/91

Symptoms, Signs, âÐd.
Il-1-Def ined Conditions

CORE STÀTJS CORE OTI{ER S'U'BLRBS STÀT.,]S S{.,ts1F3S OTIE

< L0 29L6

3r929
1n oq

10,01

1.1

18578

189-050

!4.22
10.01

1.0

860

L3'71L

t-6.01

i0.01
r.6,

66112

737001
11 ôO

10.01

1.1

POPLIÏ.ÀTION

}GDICÀL COST

PER CAPIT.A COST

EXPECTED PF, CÀPITA

MÐICÀL P. C. R.

10 - 17 143 6

11049

1.69

5.99

1.1

LL]22

79056

6 .14

6.99

1.0

483

4807

9 .95

6.99
1L

52801

426883

B.OB

6.99

T,2

POPULÀTION

I'ÍEDICÀL COST

PER CÀPITA COST

ffiPECTED P8. CÀPITA

MEDICÀL P.C,R.

l8 - 34 3 164

47 I't 4

14. 91

10.78

1.4

44't18

50318r

LT.25

10, ?8

1.0

LI2O

2r1,04

18.84

10.78

1.7

144324

1.69E6

11.73

10.78

1.1

POPUTÀTION

MEDICÀL COST

PER CÀPITÀ COST

EXPECTED PM, CÀPITÀ

MEDIC\L P.C.R,

35 - 64 L520

56268

3'7.02

16.68

2.2

4L994

826248

19.68

r_5. 68

I,2

478

17860

37.36

16.68

2.2

L127'77

3.18E6

18.38

16.68

1.1

POPULÀTION

MEDICÀL COST

PER CÀPITÀ COST

EXPECTED PR CAPITA

MEDICÀL P,C.R.

65+ POPUTÀTION

MIDICÀL COST

Ptr. CÀPTTÀ COST

EXPECTED PM, CÀPITÀ

MÐICÀL P.C.R.

163

6781

41.50
I I 11

1-.3

22269

?79031

34.98
't? lf

1.1

10

2016

72.00
l1 a1

2.2

59281

2.2886

38.48

33.22

t.2

ALL AGES POPULÀTION

MÐICÀI COST

PER CåPITA COST

ÀDJUSTEÐ PER CAPITA

MED]CÀL P,C,R.

919 9

153202

16. 65

r1.32
1.5

13 928 r
2.38E6

I7 .07

15.73

1.1

2969

59558

20.06
'11.10

1.8

4 95555

8.31_E6

L6."1'r

15.01

1.1



L61

Díagnosis No. I'7 : tnjury and Poisoning

Hospital ut.ilizaLion for Injury and Poisoning

indicated high ut.ilizaLion (above 2.0 morbidity ratio)

for Core Area Status Indians j-n four age cohorts: ages

<10 (3.6 M.R.), agres 10 to I1 (3.6 M.R.), agres 18 to 34

(3.4 M.R.) and ages 35 to 64 (4.3 M.R.). Ot.her high

utilization included Suburbs Status Indians in four age

cohorLs: ages 10 to I7 (2.8 M.R. ) , ages 18 to 34

(2.1 M.R. ) , agres 35 to 64 (2.0 M.R. ) and ages 65+

(5.6 M.R.). Confidence in the last finding is limited

because the population in the data cell- was 28. Both

subpopulations of Other Residents did not show marked

variance from t.he Manitoba norm of 1.0 hospital

morbidity rat.io.

Medical utilization for Injury and Poisoning

indicated high utilization (above 2.0 per capita ratio)

for Core Area Status Indians in two age cohorts: agies

18 to 34 (2.4 P.C.R.) and agres 35 to 64 (3.1 P.C.R.).

Other high utilization included Suburbs Status Indians

in the same two age cohorts: ages 1B to 34 (2.2 P.C.R. )

and ages 35 to 64 (2.4 P.C.R.). Both subpopulations of

ot.her Residents did not show marked variance from the

ManiEoba norm of 1.0 annual medi-cal per capita ratio.
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TABLE 1-7A:

ÀCF eôHôPî MFÀcilÐÉc

SELECTED HOSPITAL UTTLIZATION
OF WINNTPEG RESTDENTS, 199O/97

fnjury and poisoning

CORE STÀTUS CCRI CTgå. SL]BIJ?BS STè.TJS SttsURBS CTiffi

< 10 29i6
105

1

119

113

3.6

i8578

659

4.1

35

122

0.9

860

22

26

33

4.1

6641 2

i984

5.5

30

2583

u.ö

POPUIÀTION

HOSPITAI, DAYS

ÀVMÀGE STÀY

DAYS/1000 POP.

EXPECIÐ DÀYS

HOSPITÀI M.R.

i0 I7 POPULÀTiON

HOSPITÀ.1 DÀYS

ÀVERAGE STAY

DAYS/IOOO POP

EXPECIÐ DÀYS

HOSPITÀL M.R.

L4-ì6

197

5.1

137

55

3.6

L!,122

295

3.4

25

Á ,11

0.'7

483

51

5.1

105

l8
)e

52801

1269

4.3

20 13

0.6

7À POPUI.ÀTTON

HOSPITAL DAYS

AVERÀGE STÀY

DÀYS/].OOO POP.

EXPECIED DÀYS

HOSPITÀL M,R.

3164

519

4.8

r.96

119
1À

447L8

290't

6.6

65

253 0

f . i

r120

175

I
156

63

2.7

L44324

4529

6.3

31

8165

0.5

b435 POPUI.ATION

HOSPITÀL DÀYS

AVMÀGE STÀY

DÀYS/1000 PoP.

EXPECTÐ DÀYS

I{OSPITÀL M.R.

1520

60't
o?

399

r42
q-J

4L994

5649

158

la)?

r.'l

90

al

188

45

2.0

L727'7'l

1502 9

16.2

8'Ì

1613 I
0.9

65 + POPUIÀTION

HOSPTTÀL DÀYS

ÀVMÀGE STÀY

DAYS/1000 PoP.

UPECTÐ DÀYS

HOSPITÀI, M.R,

153

149

13.5

914

108

L.4

22269

2IT67

41. 9

951

14 815
1A

28

104

34.7

37L4

t9
5.6

59281

39815

31.4

672

39438

1.0

ÀLL ÀGES POPULATION

ì{OSPITAL DÀYS

ÀVMÀGE STAY

DÀYS/IOOO POP,

ÀGE ÀDJUSTÐ DÀYS

HOSPITÀL M.R.

919 9

!9'71

5.6

2!5

591

3.3

L3 9281

rL61'7

19.6

227

22436

2969

442

I
149

178

)q

495655

62527

.t /.5
125

68337

0.9



L70îARI.E' 1'7D.
L/Ð.

ÀGE COHIRT MEÀSIEES

SELECTED MEDICAL UTTLIZATTON
OF I^/INNIPEG RESIDENTS, IggO/gI

Injury and poisoning

CCF€ STÀTUS CORE OT'IIER STJBI]E¡S STÀTLìS SLtsLRlS r,rl']rR

< 10 29L6

52639

i8.05
t-0 . 54

!.1

18578

18?855

i0.11
10.54

1.0

860

149t3

11.34

10. 54

r.1

POPULÀTiON

MFNT'TT 
'ACT

PFR EÀÞTTÀ,^ÔCT

EXPECTED PM, CÀPITÀ

MEDICÀL P.C.R.

664,12

625983

9.43

10.54

0.9

70-t] POPITÀTION

I"ÍEDICÀL COST

PER CÀPITA COST

EXPECTED Pffi, CAPJTÀ

MFNTI-ÀI D r- D

II+J b

30166

2'i . AI

16. 14

t1

L|722

i6 0575

13.70

15.14

0.9

483

12848

26 .60

16.L4
1l

52801

7901_59

14.96

16.14
r'ì 0

18 - 34 3 164

128223

40. 53

L6.7 4

)ó,

447 I8
'7L0626

15.89

16.74

0.9

tr20
41636

37.1-8

L6.74

2.2

POPUIÀTION

MEDICÀL COST

PER CÄPITÀ COST

EXPECTED PR CÀPITA

MEDICÀL P.C.R.

144324

2.I'786

15.04

L6.7 4

0.9

35-64 1520

64L4L

42.20

L3.42

3.1

47994

65 1 985

15.75

Li .42

L.2

POPULÀTTON

MEDICAL COST

PER CAPITÀ COST

EXPECTED PER CÀPITÀ

MEDICAL P.C,R.

478

L5214

31.83

t3.42
2.4

I727'71

2,1986

L2.66

13.42

0.9

POPUTÀTTON

MEDICåL COST

PM, CÀPITA COST

Ð(PECTED PER CÀPITA

MEDICÀL P.C.R.

111

3408

20. 91

tl q(

n0

22269

480203

2r.56
)) qq

1,0

28

104 4

1? fo

22.s5

l.'7

59281

1.3985

23.3'7
ft Rc

1.0

ALL ÀGES PCPULÀTION

MEDICÀI, COST

ÞFP l^ÀDfTÀ 
'ACT

ÀDJUSTED PM, CÀPITÀ

MFNTI-ÀI D 
' 

D

919 9

27 857 6

30.28
1¿, )L

2.r

13 9281

) 1CC

15.80

15. ?9

l-.0

2969

85656
lo oE

14.3'7

2.0

4 95655

7 .1686
1Á ¿q

r5.38
rìo



Diaqnosis No

IlL

l8: Factors Inf J-uencing Health Status and

Contact with Health Services

Hospital utilization for Factors Influencing

Health Status and Contact with Health Services

indicated higrh utilization (above 2.0 morbidity ratio)

for Core Area Status Indians in three age cohorts: ages

10 to I7 (3.9 M.R.), agies 35 to 64 (3.5 M.R.) and ages

65+ (4.0 M.R.). Confidence in the last finding,

however, is limited because the population in the data

cel-I was l-63. Other high utilization included Suburbs

Status Indians in one age cohort, agres 65+ (L6.6 M.R. ) .

Confidence in the last finding, however, is limiced

because the population in che data cell was 28. BoE h

subpopul-ations of Other Residents did not show marked

variance from the Manitoba norm of 1.0 hospital

morbidity ratio.

Medical utilization for Factors Influencing

HealIh St.atus and ContacL vüith Health Services

indicated higrh utilization (above 2.0 per capita ratio)

for Suburbs Status Indians in only one age cohort, aqes

65+ Q.0 P.C.R. ) . Conf idence in this f inding, ho\n/ever,

is limited because the population in the data cell was

28. Core Area StaLus Indians and both subpopulations of

Other Residents did not show marked variance from the

Manitoba norm of 1.0 annual- medicat per capita ratio.
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TABLE ]. BA :

ÀGE CCF:ORT :'u]ìJut¡b

L73
SELECTED HOSPITAL UTILIZATION
OF WINNIPEG RESTDENTS, I99O/97

Factors Influencingr Health Status
and Contact with Health Services

CCFF STÀTUS 
'CRi 

CT}.sF, SLEUFSS STATUS SLtsIJR,BS CI'J'B

<10 ¿ 916

50

'7 .2

L'7

{f

f.i

r857E
lô r

4

1L

2BB

a.'7

POPTTLÀTION

nuJr! l¡q! ,AI5

À\,'ERÀGE STÀY

DAYS/1000 P0P.

ärtr! I t.]J I-lA ! 5

HOSPITÀI, M.R.

860

1

;
13

0.1

6641 2

638

4

10

10 30

0.7

10 ú POPULÀTION

HOSPITÀL DÀYS

AVBÀGE STAY

DAYS/1OOO POP,

EXPECIED DAYS

HOSPITÀI, M.R.

143 6

19

15. I
55

20

1.9

TI122

109

5.5

9

rb4

0.6

5IUU I
788

1f o

15

737

1.1

483

I
8

77
'7

L,2

18 POPIIIÂTION

HOSPTTÀI DÀYS

AVEPÀGE STAY

DÀYS/1000 PoP.

EXPECIÐ DAYS

HOSPITAL M.R.

315 4

57

3.2

LB

67

ô0

441 18

504
)o

11

944

0.5

rt20
l8

3.6
16

¿+

0.8

1,44324

2648

6.7

18

3047

0.9

35 POPUI,ÀTION

HOSPITÀJ, DÀYS

ÀVERÀGE STÀY

DAYS/1000 PoP.

EXPECIÐ DÀYS

HOSPITÀI M.R.

r52A

398

22.r
1Ca

115
1C

419 94

6085

29.2
1¡Ê

3I1 5

1Q

478

64

21.3

134

36
10

L72771

12884

16.3

75

13 055

1n

65+ POPULÀTION

HOSPITÀL DÀYS

ÀVERÀGE STAY

DAYS/1000 PoP.

EXPECTED DÀYS

HOSPITAL M.R.

163

622

56.6

I 815
1C¡

4.0

22269

26664

54.7

1,L91

2t041

i.3

to

439

o¿. I

15679

26

16.5

59281

5463 0

58,1

1090

5502 I
r.2

ALL AGES POPUIÀTION

HOSPITAL DAYS

À!€RAGE STAY

DÀYS/IOOO POP,

ÀGE ÀN]USTM DAYS

HOSPITÀI M,R.

919 9

I205
20 .4

131

401

3.0

13.0281

33565

35.7

24r
25518

1.3

2969

530

3L.2

L79

106

5.0

4 95655

81588

32.4

165

73901

1.1



TÀP.TE 1QD.¿9Ð.

AGE COHORT ì'ËAStR.ES

I14SELECTED MEDICAL UTILTZATION
OF WINNTPEG RESIDENTS, lggO/gL

Factors Influencing Health StaEusand Contact wiLh HeaIch Services

CCRE STÀT";S COR! OT][R SLELRTS STÀTJS STTBURBS OTi{F.

< i0 POPL'I.ÀTION

I€DICÀL COST

PER CAP]TÀ COST

EXPECTED PER CÀPITÀ

¡,ÍEDICAI P. C. R,

29L6

78328

26.86

28. 00

1.0

r8578

579550

31.20

28.00

1.1

860

2i229

1i.56
28.00

1.1

66412

2.4286

36.14

28.00

1,3

LO-T7 l_4J b

20589

'14 .34
11 

^1

1.1

IL]22
!923L2

15.41

13.47

L,2

POPUIÀTION

FGDICÀL COST

PER CÀPITÀ COST

EXPECTED PM. CÀPITÀ

MEDTCÀL P,C.R.

483

97 92

20.27

L3.47

1.5

52801

l. 0486

19.53

L3.47

1.5

341B POPLITÀTION

MEDICÀL COST

PER CÀPITA COST

üPECTED PM, CÀPITÀ

IEDICÀL P.C.R.

3 i64
r23822

39.13
ìl ¿q

L2

441 I8
1.38E5

30.97

33,45
no

112 0

54632

48.78

33 .45

1.5

144324

5.73E6

39.69

33 .45

7.2

35 - 64 L52A

53 064

34.91

3'1 .4'7

na

4L994

1.53E6

36.49

3'7 .41

1.0

478

22969

48.05

37 .41

1.3

POPULÀTION

MEDICÀI, COST

PER CAPITÀ COST

E'1ÞtrI^TFN ÞEÞ 
'ÀDTTÀ

MEDICAL P.C.R.

1727'77

u.5lEb

49.32

3'l .47
11

65 + POPUTÀTION

MÐIC¡I COST

PM, CÀPITA COST

EXPECTED PM, CÀPITA

}GDICAL P.C.R,

163

9565

58. 68

49. 95

1,.2

22269

L. r5E5

51,80

49.95

1,0

28

28L6

100. 57

49.95
)ît

59281

4.0286

67 .8L

49.95

1.4

AÚ AbI-S POPUI,ATION

MÐIC¡L COST

PER CAPITÀ COST

AD]USTÐ PM. CÀPITA

MÐICÀL P.C.R.

919 9

2853 68

3LC2

29.56

1.1

139281

4. 84E6

3 4.'7't

34.89

1.0

2969

11743 I
39.55

29.42

1.3

495555

2.L'tÊl
43.82

33. 97

1.3



115

No. t9: All Diagnoses

HospiLal ut.ilization for All Diagnoses indicated

high utilization (above 2.0 morbidiEy ratio) for Core

Area Status Indians in four age cohorts: ages <10

(2.6 M.R.), ages 10 to I1 (3.5 M.R.), ages 18 to 34

(2 .2 M. R) and agres 3 5 to 64 (2 .4 M. R. ) . Other high

ut.ilization included Suburbs Status Indians in two age

cohorts: ages 1B to 34 (2.I M.R. ) and aqes 65+

(3. B M.R. ) . Conf idence in this f inding, ho\,vever, is

limited because the popuJ-ation in the daua cell r/¿as 28 .

Both subpopulations of Other Residents did not show

marked variance from the Manitoba norm of 1.0 hospital

morbidity ratio.

Medical utilization for All Diagnoses indicated

hiqh util j-zation (above 2.0 per capita ratio) for

Suburbs Status Indians in only one age cohort, ages 65+

(2.5 P.C.R. ) . Conf idence in this f inding, ho\,rrever, is

limited because the population in the data cell was 28.

Core Area Status Indians and both subpopulations of

Other Residents did not show marked variance from the

Manitoba norm of 1.0 annual medical- per capita ratio.
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TABLE 194:

ÀGE COHORT MEÀs'JR.ES

SELECTED HOSPITAL UTILIZATION
OF WINNTPEG RESTDENTS, L99O/9t

AlI Diaqnoses

CORE STÀTJS CCF.E ûIhB. Sr-;BURBS :T.\l\-lS S'JBLRES ,lT

< 10 2916

¿)4 I

6.1

8?3

985

2.6

13578

4446

239

6282

0.7

850

440

4,!
5L2

29L

1.5

66412

113 6r

4.1

ÚL

224'7 6

0.5

POPULÀTION

HOSPITÀI DÀYS

AIBÀGE STÀY

DÀYS/IOOO POP.

EXPECTED DAYS

HOSPITAL M.R.

L'710 POPUIÀTION

HOSPITAL DAYS

AVRÀGE STAY

DAYS/1000 PoP.

EXPECTED DAYS

HOSPITAL M,R.

143 6

13 84

6.9

964

391
)(

LL'l22

3171

5.6

27t
3 192

1.0

2L5

^'1
445

L32

1.5

5280r

135ll
7.1

256

L4379
no

POPULÀTION

HOSPITÀ-L DÀYS

AVMÀGE STAY

DAYS/1000 POP.

HPECTED DÀYS

HOSPITAL M.R.

I1 64

4191

¿.)

L325

1898

2.2

44'7rg

3 0846

5.7

690

268t 0

1.1

LL2O

r402

5.5

L252

672

¿.L

144324

73283
q2

508

86592

0.8

35-64 152 0

3438

9)

2262

143 0

41994

62905
11 0

1498

39514

1.6

478

610

Ál

L¿lt)

450

L.4

I'727'71

13 5175

10 .3

788

162575

0.8

POPULATION

HOSPITÀL DAYS

ÀVERÀGE STÀY

DÀYS/IOOO POP.

UPECIÐ DAYS

HOSPITÀ-L M,R.

POPULÀTION

HOSPITAL DÀYS

ÀVERÀGE SIAY

DAYS/1000 POP.

EXPECTED DAYS

HOSPITÀL M.R.

163

187 0
1E 1

Lr4'72

114 5

1.6

22269

1970 88

3L.0

8850

155374

1.3

28

't56

24.4

27000

L97
10

5 928r

3 98827

26.2

6728

4L62'.l3

1.0

ALL ÀGES POPULÀTION

HOSPITÀI DAYS

AVERÀGE STÀY

DÀYS/IO()O PCP.

ÀGE ADJUSTED DÀYS

HOSPITAL M,R.

9199

1-143 0

6,3

1460

5850

2.3

13 9281

298456

L6.1

2r43

232r92

1.3

2969
a À41

6.5

1153

t7 42

,n

495555

633 157

13 .5

r277

702295

0.9
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.qGE CCHCRÎ

SELECTED MEDICAL UTILTZATION
OF WINNIPEG RESTDENTS, IggO/gI

AlL Diagnoses

CCRE STÀTJS COR-E OThTR SttstrR.BS STÀ.TUS SLtsURBS rliim

<i0 2 915

508815

l1 4. 49

140. 15

L.2

18578

2.186

r-45. r9

140. 15

1.0

860

L72887

2C1.03

140.15

L.4

POPUIÀTION

ÞfrDICåL COST

PfR CàPITÀ COST

trPECTED PER CÀPITÀ

MÐICÀL P.C.R,.

öb4tt
i.04E7

r56.68

140.15

1.1

10-17 POPULÀTION

MÐICåI, COST

PER CÀPITÀ COST

UPECTED PER CÀPITA

MEDICAL P,C.R.

143 6

r72491

L2O,I2

98.'7'7

L,2

!i122
1.13E6

96.22

98.77

1.0

4ðJ

68004

140.80

98.77

1.4

52801

6.2386

118.07

98.'7'7

7.2

18-34 3164

900840
ao 

^ 
1a

r82.29

1.6

44178

7. 9885

r78.47

I82.29
1.0

112 0

330027

294.6'7

r82.29
1.6

POPUTÀTION

MEDICÀL COST

PER CÀPITÀ COST

EXPECTÐ PER CAPITA

MEDICAL P.C.R.

L44324

2.89n
200.50

L82.29

1.1

35-64 POPULÀTION

MEDICÀL COST

PER CAPITÀ COST

EXPECTED PM, CÀPITA

MEDICÀL P.C.R.

L520

633886

477.03

23't .63
10

419 94

1.1E7

262.45

231 .63

1.I

4'78

213673

44'7 .0L

237.63

1.9

I'Ì2777

4.7 487

274.48

237 .63

1,.2

65 + POPUIATION

MEDICÀL CO T

PER CÀPITA COST

UPECTED PM, CÀPITÀ

MÐICÀL P,C.R,

r63

t02772

630.50

462.L5
1Á.

22269

1. 04E7

469.I2

462.L5

1.0

)o

328r7

It72.0
462.I5

AE

5928I
3.2n

540.64

462.75

1,.2

ALL ÀGES 91 99

2.3286

252.07

170. 00

1.5

139281

3.33E7

238.90

23L.07

1.0

2969

817408

¿t5.3L
168.05

L.6

495655

1,25E8

¿5¿.3L

220.50

1.1

POPUIÀTION

MÐICÀL COST

PER CÀPTTA COST

ADIUSTED PM, CAPITÀ

MEDÌCÀL P.C.R.



CHAPTER 5

DISCUSSION AND RECO}O{ENDATIONS

5.1 INTRODUCTION:

119

The purpose of this study was to compare urban

hearth care service utilization between winnipeg status
rndians and Other Winnipeg Residents. This study

dist.inguished between a downtown core Area (low income)

and the Suburbs (higher income) of Winnipeg, Manit.oba.

The Core Area was sel-ected as a proxy f or povert.y.

Decailed hearth utilization was documented for winnipeg

Status Indians (Core Area and Suburbs) and for Ot.her

Residents (Core Area and Suburbs) for five separate age

cohorts. Findings have provided descriptive

comparisons to Manitoba norms specified for each of 1g

major diagnostic categories. A1l 1B major diagnostic

codes (ICD-9-CM) v/ere examined, providing comparisons

among five age cohorts and four subpopulations defined

by geography (Core Area or Suburbs) and by ethnicity
(Status Indians or Other Residents).

Assumptions exist among health care workers and

administrators that urban Aboriginal people use health

care services more t.han other urban residents. The

scant l-iterature about urban Aboriginal health care

supports this belief of differential health care

service utilization between urban aboriginals and. other

urban residents. Poverty is a fact of life for many of
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the urban Aboriginals, in addition to ongoing

accufturation stress, for t.hird, fourth and fifth

generations of urban Aboriginals.

The absence of reliable urban popuLation

statistics for Stat,us fndians in Canada underlies the

dearth of information on urban Aboriginal health care

utilization. Previous studies have only assumed what

critical factors may be at play. Such studies have

either been limited by sample size (N

alluded to " a large concentrat.ion,, of Aborigrinals

within an urban setting (e.g., Core Area Winnipeg

Study, 1985) . These previous approaches each cautioned

Lhat no generalizations could be drawn from the

findings due to the limitations of each study.

To date, the health status and delivery of healt.h

care services to urban Aboriginals has not been t.he

subject of extensive research, êither in quantity or

quality. The urban Aboriginal health care l_it.erature

has been described as being limited in volume, wit.h few

statist.ical sources to document morbidity pat,terns.

Several Canadian studies suggest associaLions

between low socioeconomic status, stresses of urban

acculturation, and high health care service uLilization

by Aboriginals throughout Canada. Sampling approaches

used by Canadian researchers (Post1, l-985, and Waldram

and Layman, 1989) concluded that Ehe urban Aborigrinal
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populations (Winnipeg and Saskatoon) raLed poorly on

all socioeconomic indicators. rn the current study,

Winnipeg's Core Area is characterized by many

conditions of poverty.

A sunmary of urban Aboriginal health care by

McCl-ure et al . (1991) , concluded that inf ormation abouL

urban Aboriginals' health sEatus suggests t.hat they

have many unmet needs, but this information is

fragmented, lacks quantifiable data, and is seldom

readily available or cited in a manner Lhat can be

retrieved f rom usual l- iterature sources . To date , rro

such collection of information or analysis has been

undertaken in North America. The literat.ure review in

Chapter 2 indicates that the paucity of such

information required new baseline daca on the urban

Aboriginal population dist.ribution, as well as on their

healt'h care service uLilization.

The current study has moved beyond t.he previous

limited findings through its use of utilization

statist.ics for all (1008) of Winnipeg's population. It

identifies Lhe Winnipeg Status Indian subpopulations

(Core Area, N = 9,799 and Suburbs, N = 2,969) as well

as Other Residents (Core Area, N = 139,281 and Suburbs,

N - 495, 655) . It also describes the health care

service utilizat.ion of all four subpopulations. This

study used Manitoba's insured hospiEal daca file as
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well as its insured medical services file to generate

the f indings. It has been argued that smal-I area

analysis, which focuses on hospital admissions per

capita, is the most suitable method for understanding

the overall variation in t.otal days spent in hospital

(Roos and Roos, 1-989) .

The design of this descriptive, comparative study

incorporates smal1 area analysis. The objectj-ve for

this analysis is to identify the factors inftuencing

small area variation. For smal1 area analysis,

informat,ion about individuals is aggregat.ed and used to

create a profile of the community's characteristics.

It is a technique which incorporaLes large

administrative data bases to secure population based

measures of service utilization and resource

consumption. This approach documents the number of

occurrences of a health care event in an area, within a

defined time frame, and the resulting data is divided

by that. area's total population.

The current research, using this smal1 area

analysis t.echni-que, has at.tempt.ed to ascertain whether

variations in health care ut.ilization were associated

with income level (Core Area or Suburbs) or et.hnicity
(StaLus fndian or Other Residents). In the currenL

study, â11 observations of hospital in-paCient days and

annual medical services expenses of all resident
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subpopulations, rather t.han population samples,

const.itute this small area analysis approach. Status

Indians, âs a component of the Aboríginal populatíon,

were selected for the study because their health care

service utilization data could be extracted from

existing insured health service data files maintained

by the Manitoba Health Services Commission.

5.2 SUMMARY OF HYPOTHESES:

General assumptions of this author were that

differences in health care service utilization among

specified subpopulations are based upon the premise

that health care service utilizat.ion is inversely

proportional to income leve1s (e.9., poverty = high

health care service utilization) if service access is

constant for all subpopulations. It was assumed that

the question of service access within Winnipeg does not

constitute a problem for any of the subpopulat.ions.

Hypotheses of this auEhor \^/ere that the health

care service utilization of t.he four Winnipeg

subpopulations would adhere Lo a rank order based upon

factors of poverty and urban acculturation st.ress. The

predicted levels of utilization were as follows:

1:

¿

3
A

Core Area Status Indians
Core Area Other Residents
Suburbs Status Indians
Suburbs Other Residents

- Highest Utilization
- High UtilizaLion
- Above Average Utilization
- Average Utilization
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In each case, these hypotheses are based upon the

premise that health care service utilizaLion is

inversely proportional to socioeconomic status if

service access is constant for all subpopulations. In

other words, if there are differential paLLerns of

utilization, these are associated more \^/ith

socioeconomic staLus (Poverty or Higher Median fncomes)

than with ethnicity (Status Indian or Other ResidenLs) .

The dat.a tests these hypotheses with the methodology of

small area analysis. Section 5 in Lhis Chapter links

this study's hypotheses and the findings of actual

health care servi-ce utilization for each of the four

subpopulations.

5.3 PRODUCTS OF THE STUDY:

This study has produced three separate products

for t.he comparison of four Winnipeg subpopulations

(Core Area Status Indian, Core Area Other, Suburbs

Status Indian and Suburbs Other) . Each product was

required to test the study's hypotheses. Specification

of each subpopulation was a necessary prerequisite for

calculating health care service utilization ratios

(i.e., hospital in-patient days per 1,000 population,

and annual per capita medical expenses). These

utilization ratios were contrasted with the Manitoba



185

ratio (norm per diagnosis and per age cohort) to

determine each morbidity ratio. These products

incl-ude:

Product #1: PopulaLion profile by age cohort.

Product #2

Product #3

5 .4 PRODUCT #1

Hospital in-patient morbidity ratios.

Medical services (physician only)

annual per capita ratios.

POPULATION PROFILES BY AGE COHORT

The absence of reliable urban population statistics

for Status Indians in Canada underlies the dearth of

information on urban Aboriginal health care service

utilization.

The study's data run produced a demographic

profile of the four Winnipeg subpopulations and five

age cohorts. Such population det.ail was a necessary

prerequisite for calculacing the utilization ratios
( i . e. , hospital in-pat.ient days per 1, 000 population

and annual medical per capita rat.io for each data

ce]l). Each utilization ratio was then compared to the

Manitoba utilization ratio, Lhe norm for the same

diagnosis and same age cohort, to derive the morbidity

rat,io. The methodology of small- area analysis was used

to cont.rast all utilizat.ion ratios for each diagnostic

category for hospital in-patient utilization as well as

for annual medical services per capita costs.
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Research questions which \^/ere posed in Chapter 1

about the Status Indj-an population in Winnipeg were

answered by the population statist.ics provided by the

study's data run from Manit.oba,s insured popul_ation

regi stry . Winnipeg ' s total populat ion was subdivid.ed

(Core Area or Suburbs) as well as identified by age

cohort for each subpopulation (Status Indian or Other

Residents) . Det.ails of Lhe demographic profile were

guantified in Chapter 4, Section 2, Table OB, and

illusLrated in Figures OC, OD, OE and OF.

This Table and t,hese Figures illustrate the age

distribution within each of the four subpopulations as

well- as E.he differences between them. The study noted

that. the Status Indian (Core Area and Suburbs) age

distributions were skewed towards the younger age

groups, where 462 of the SLatus Indians were agres I7

and under, âs compared with the Other Resident.s (Core

Area and Suburbs) age dístributions, where

approximately 252 of both subpopulations were agres Lj

and under. The Core Area OLher Residents age

distributions r^iere skewed towards the elderly, with 1-68

ages 65 and over, âs compared with 1,22 for t.he Manitoba

population.
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the totals (all ages) of each subpopul_ation were

as f o1l-ows:

Subpopulation

Core Area Status Indians 9,L99
Core Area Other Residents 139,281,
Suburbs Status Indians 2,969
suburbs other Residents 495,655

Winnipeg Status Indians 12, L68
Winnipeg Other Residents 634,936
Winnipeg Total Residents 6 47 ,1-04

5 .5 PRODUCT #2: HOSPITAL MORBIDITY RATIOS

and

PRODUCT #3: MEDICAL SERVICES PER CAPTTA RATIOS

trach morbidity racio (hospital in-pat.ient or

medical services data linked to the population base)

provides a comparison of the subpopulation by age

cohort for a specific diagnosis to the Manitoba ratio

for the same age cohort and diagnosis. Thus, the norm

(Manit.oba utilizat.ion ratio) for each age relaLed

diagnosis is unique to the age cohort as well as to the

specific diagnosis. Each of the four subpopulations

was compared to the Manitoba utilization ratio, which

\^/as the norm f or a speci f ic age cohort and a speci f ic

diagnosis. This comparison of each Winnipeg

subpopulation's ut j-lization ratio Lo the Manit.oba

utilizaLion ratio produced a morbidity ratio for
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hospital in-patient utilization and for annual medical

services per capita expenses (observed utilization

compared t.o t.he norm) .

The hospital morbidity ratio (M.R) illustrates the

scal-e or magnitude of variance from the Manitoba days

per l-000 population for each diagnosis as well as for

each age cohort. In a similar fashion, the annual

medical- servi-ces per capita ratio (p.c.R.) illustrat.es

the scale or magnitude of the variance from the

Manitoba observed per capita cost specific to each

diagnosis as well as each age cohort. A ratio of 1.0

indicates that no difference exists between the smal1

area's health care uLilization and t.he provincial

utilizat.ion for the same diagnosis and same age cohort.

A rat.io of 0.5 indicates a rate half of the provincial

utilization rate, and a ratio of 2.0 indicates a rate

double that of the provincial utj-lization rate for a

specific diagnosis and age cohort. The methodology

provides a crude age adjustment for all comparisons,

which is vital for adjusting for Lhe differenL

population age distributions of Status Indians (skewed

towards younger age cohorts) relat.ive to the general

population.

The comparisons of this study focused upon

morbidity ratios of 2.0 or greater as a threshold to
indicate "high utilizat.ion". Utilization of twice or
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great.er the Manitoba norm (specific to each diagnosis

and each age cohort) was felt to be importanE by this

author. It graphically illustrates large differences

in health care service utilizacion between the four

subpopulations within this study. Such variation for

each data cell (per age cohort and per diagnosis) for

all observations for each of the four subpopulations is

illustrated by Fiqures 1A Lo 19A (hospital in-paLient

utilization) and Figures 18 to l-98 (annual medical

services./expense utilization) in Chapter 4, Findings.

In this Chapter, Lhe frequency and magnitude of such

high ut.ilizat.ion which is greater than 2.0 M.R. or

P.C.R. is described. The following tables and figures

focus only upon such high utilization morbidity ratios.

Findings less than 2.0 M.R. or p.C.R. are omitted f rom

this discussion of highlights. This reexamination of

the total findings illusLrates the highlights, or

frequencies, of all high healEh care ut.ilization by

each subpopulation as welÌ as by each age cohort.

Questions of significance for this study's

findings (over 2.0 M.R or P.C.R.) may arise in a few

instances where the population of t.he daea cel1 is less

than 1,000. This circumstance occurs 4 times for Ehe

Status Indians Suburbs age cohorts as well as once for
t.he Core Area Status Indians (ages 65+) Such small
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population numbers may indicate wide variation from the

norm, given sma1l differences in the observed

utili-zation.
fhis study set out Lo t.est the relationship between

poverty and acculturation stress for four Winnipeg

subpopulations. The basic premise of the study was that

health care service utilization is expected to be

inversely proportional to socioeconomic status.

Existing literature indicated that the poor utilize

higher levels of health care services when barriers to

access (e.gr., premiums and user fees) are eliminated.

Other literature also suggested that Status Indians,

regardless of residence, may be subject to great.er

accufturation stress Lhan the general population.

These factors directed this author to formulate

hypotheses to predict healt.h care service utilization

for each of the four Winnipg subpopulations. Chapt.ers

and 2 provide further explanation of the contributing

factors to justify the raLionale for such predictions
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In summary, this study's hypotheses are as follows:

Hypotheses in Rank Order
for Health Care Utilization

Expec teo
Subpopulation Utitization Rationale

1. Core Area Uighest poverty
Status Acculturat.ion Stress
fndi ans

2. Core Area High poverty
Other
Residents

3. Suburbs Above Higher Median Incomes
Status Average Accul turaL ion St,ress
fndians

4. Suburbs Average Higher Median Incomes
Other
Residents

The findings of this study indicated L20 instances

of high healt.h care service utilizat.ion greater than

2.0 M.R. or P.C.R. Hospital in-paLient ut.ilization

f indings demonst,rated 16 instances of high utilizat.ion,

and medical service utilization demonstrated 44

instances of high utilization. Frequency (F) of

inst.ances \das depict.ed for each of the subpopulations

in Figures 20A to 25A and 208 to 258. Core Area Status

Indians (r = 63) and Suburbs Status Indians (f' = 49)

represented most. of the documented higrh hospit.al

in-patient and higrh medical services utilization. Core

Area Ot.her Residents (F = 8) and Suburbs Other

Residents (F- 0) represented little variance from t.he
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provincial- norms per diagnosis, using a cutoff

threshold of 2.0 M.R. or P.C.R.

Linkage of these striking fì.ndings to the original

hypotheses confirms Core Area Status Indians as the

subpopulation demonstrating the highes[ health care

service utilization (F = 63). Core Area Other

Residents were predicted second in rank order buL were

found to be third in rank order with only 8 instances

of high hospital in-patient utilization and no

inst.ances of high medical service uLilizaLion. Suburbs

SLatus Indians were predicCed third in rank order but

ranked second with 25 instances of higrh hospit.al

in-patient utilization as well- as 24 instances of high

medical service utilization. Such findings were

contrary to the hypotheses because Suburbs St.atus

fndians demonstrated (p = 49) almost as many inst,ances

of hiqh utilization as the Core Area Status Indians

(r = 63).

The absence of high hospital in-pacient or medical

service utilization (f = 0) for Suburbs Other Residents

maLched t.he hypotheses because their ut.i 1i zation

pattern most closely approximated the provincial norms

per diagnosis and per age cohort. Of the four

subpopulations, the Suburbs Other Residents

demonstrated the "best" heafth since they had no high
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hospital in-patient utilization and no higrh medical

service utilization findings. The following matrix

illustrates the frequency of high health care service

utilization findings relative to the predicted rank

order of utilization for each of the four

subpopulations:

Table OC Health Care Utilization Findings:
(Frequency of High Utilization)

Hospital Medical
Subpopulation In-pat.ient Services

- Expected Expected High Use Higrh Use
Rank Order Utilizatíon Frequency Frequency Total

1. Core Area Highest
Status
Indians

2. Core Area High
Other
Res ident s

3. Suburbs Above
St.atus Averagf e
Indians

4. Suburbs Average
Other
Residents

632043

492425

Total 4476 t20
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The high health care service utilization findings

listed in Table OC represent the total frequency for

each subpopulation. It is important to identify the

frequency of hiqh utilization for each age cohort for

each subpopulation. Core Area Status Indians

demonstrated high utilization in all five age cohorts

for hospital in-patient utilization and in four age

cohorts for medical- services utilization. Core Area

Other Residents demonstrated high in-patient hospiCat

utilization in four age cohort.s but demonstraLed no

higrh medical services utilization for any age cohort.

Suburbs Stat.us Indians demonst.rated higrh in-paEient

hospital ut.ilization and high medical services

utilization in all five age cohort.s. Suburbs Other

Residents demonstrated no high in-pat.ient. hospital or

high medical services ut.ilization wit.hin any age

cohort. Details of the frequencies of high in-patient

hospital ut.ilization and higrh medical services

utilizat.ion by subpopulation and age cohort are listed

in Tables OD and OE.
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Age
Cohort

195
Frequency Distribution:

High Utilizat.ion of Hospital Days
(Exceeding 2.0 Morbidity Ratio)

by Subpopulation and Age Cohort

Core Area Core Area Suburbs
Status Others Status

Suburbs TotaI
Others Winnipeg

<10
10-t7
18 -34
3s - 64

65+

9

11
B

10
5*

0

1

2
4
1

5*
3*
6

5*
6*

L4
15
16
19
L2

0
0
0
0
0

Combined 162543

Caution is noted
(l¡ <1,000) in the

for findings due
data ce11.

to small population

Table OE Frequency Distribution:
High Utilization of Medical Services

(Exceeding 2.0 Per Capit.a Ratio)
by Subpopulation and Age Cohort

Age
Cohort

Core Area Core Area
St.atus Others

Suburbs Suburbs Total
Status Others lriinnipeg

<l_0
10 - L7
18 -34
35 - 64

65+

0
4

3

9

^*

1*
3*
¿

9*
9*

1
1

5

1_8

13

0

0
0
0

U

0
0
0
0

Combined 44.A20

* Caution is noted
(l¡ <1,000) in the

for findings due to small population
data cell.
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This study found 12O instances of high hospital

in-pat ient ut i 1i zat ion (f - 7 6 ) pJ-us hiqh medical

services utilization (p = 44 ) among t.hree of the f our

subpopulations. Status Indians (Core Area and Suburbs)

demonstraLed most of these combined high hospital

in-patient and higrh medi-ca1 services utilization
(f = 63 and F - 49, respectively). Core Area Other

Residents demonstrated only B instances of higrh

hospital in-patient utilization, and no instances of

high medical services utilization. Each of these

instances is illustrated for the type of utilization
(hospital in-patient or medical services) by age cohort

and by subpopulat.ion where the utilization was greater

than 2.0 (double the provincial norm for each diagnosis

and age cohort). All of these 120 instances of high

utilizat.ion are illustraLed in Figures 20A Lo 25A

(high hospital in-patient utilization) and in Fiqures

208 to 25lc- (high medical services util ízat ion) .

Diagnostic categrories represent the 1B major ICD-9-CM

diagnostic groups. These figures graphically portray

t.he very high healt.h care service utilization of

Winnipeg Status Indians for boCh the Core Area and

Suburbs.
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High Utilizahion of Hospital Days
for Select Winnipeg Residents, 1990/91

Figure 214 Age Cohort : 10 - 17
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High Ut¡lization of Hospital Days
for Select Winnipeg Residents, 1990/91
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High Utilization of Hospital Days
for Select Winnipeg Residents, 1990/91
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I t i s apparent that Status Indians ' higrh

hospital in-patient utilization illustrated in Figures

20A to 25A are greater in frequency (hospital N = 68)

and greater in magnitude than Lhe high medical service

utilization itlusbrated in Figures 20r- to 258 (medical

N = 44) . A limitat.ion of this study noted in Chapter 3

that services of nurse practitioners at urban health

clinics, plus services of most Winnipeg hospital

emergency departments, v/ere not. included within the

data base used f or thi s research . Such al_ t.ernat ive
forms of ambulatory care, in addition to traditional
Aboriginal healing techniques, would constitute other
health care service utilization outside the scope of
this study. Waldram and Layman (1989) described urban

Natives' preference for Saskatoon inner-city heatth

care clinics and hospital emerg,ency departments as key

sources of primary health care as opposed to physicians

in private practice. fn the current research, the high

hospital in-patient findings (N = 6B) are provided with

externar validation because each in-patient admission

must be approved by a physician (in addition to the

patient.'s presenting condition) . The gatekeeper role

of the admitting physican would discount high hospital

in-patient utilization for inappropriate reasons.
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Such high utilization findings for Winnipeg Status

Indians are seen to be markedl-y different from those of

the Other Resident,s.

Such striking findings of high hospital

in-patient utilizat.ion and higrh medical_ services

utilization for Status Indians (both Core Area and

Suburbs) suggests that a variety of health care

problems within the urban Aboriginal community need Lo

be addressed. StaLus Indian high health care service

utilization far outstrips even the Core Area Other

ResidenLs. At this point, it is only feasible to

speculate as to the causal reasons for the wide variety

of higrh utilization patterns. This study does not

sugrgest either genetic or environmental causes. It has

noted a cultural context of domination and control of

Aboriginal people by the larger society. It has

identified conditions of pervasive povert.y among many

Aboriginal families caught. in a chronic staLe of

economic and social dependency. It has also described

the addit.ional stress of urban acculturation for the

average Aboriginal family. Such cumulative and

interactive factors may infl-uence both healthy

behaviors (e.9., selecting nutritious foods, seeking

proper prenatal care) and unhealthy behaviors

(e.9., substance abuse, poor diet).
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Mr. Phillip Fontaine, Grand. Chief of the Manitoba

Assembly of Chiefs, has described health care as

fundamentally a poli-tical issue, interrelated to

settlement of land claims and the development of local

conLrol measures. Such fundamentaL priorities have yeL

failed to address urban health care issues.

In the search for underst,anding as to why the

urban Aboriginal health care service utilization is so

high/ one must separate the cultural/political context,

environmental conditions (e.g., housing, employment

opportunities, services access) from individual

lifesLyle choices (e.9., budget management, food.,

recreation) . Such variables need to be examined

through further st.udy in the realm of urban Aboríginal

health issues. A review of urban Aboriginal health

care needs, along with a review of urban health care

services utilization, is required to determine possible

alt.erations to future curative and preventive health

care measures. Such research must address t.he

hisLorical/cultural context to account for the striking

variance in healt.h care service uLilization between

urban Status Indians and urban Other Resident.s as

demonstrated in this study.

Questions of l-ocal- control and jurisdiction (see

Chapter 2, Section 8) have not. yet been resolved for
urban Aboriginals. penner (1983), york (1990) and
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O'Neil (1986) suggest that decades of control by the

dominant society continue a paradox of higrh health

service utilization and ongoing chronic health care

problems for Aboriginal people. The etiology of poverty

and health care use is strikingly different for urban

Aboriginals. As a beginning, it is necessary to define

the problems through quantification of health care

service utilization in order to initiate discussion for

pos sible chançre .

This study has provided a basel-ine demographic

profile as well as a guantification of health care

service utilization patt.erns for all Winnipeg

residents. These baseline findings of hard data give

rise to new questions. What service utilization might

be reduced through preventive health care measures?

How can future interventions be properly moniLored for

a wide variety of diagnostic categories? What. specific

target populations (e.9., pregnant t.eenagers) need to

be reached in t'he short. run? How pressinq is the need

for a dedicated Aboriginal HealLh Care Centre in

Winnipeg? The following recoÍì.mendations are intended

to address such questions.
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5.6 RECOMMENDATIONS FOR THE ABORIGINAL COMMUNITY:

Findings of this study suggest that Winnipeg

Status Indians and perhaps other Winnipeg Aboriginals

utilize high rates of both in-patient. hospital and

medical services. Core Area and Suburbs Status fndians

demonstraLed similar high health care service

utilization patterns, regardless of location of

residence within Winnipeg. This primary research is

incended to result in a better understanding of urban

health care service utilization and health care

problems faced by Status Indians and other Aboriginals.

Such informaEion is vital- for self actual_ization and

advocacy for change by Aboriginal groups, the users of

the insured health care services.

McClure et al. (1991) concluded that research on

urban Aboriginal health care indicated t.hat. even very

basic information had not been collected to date. The

authors noted that data is lacking on the size,

demographic composition and migration experience of t.he

urban-based Aboriginal populat.ion. The aut.hors al-so

not.ed that epidemiological information describing

healt.h status and probable causes of morbidity is

lacking on the estimated number of Aboriginal people

living in each of Canada's cities, along with their

distribution, their migration patterns and current

patterns of service use.
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Information can serve as a source of empowerment

and a necessary tool for advocacy planning and. service

delívery. Within an information vacuum, heal_th service

utilization problems of the Aboriginat community cannot

be properly identified or addressed with any logic or

set of priorities. Many urban healt.h care issues face

Aboriginal communities. Without an accurate baseline

of hard data, urban Aboriginal Leaders will be

constrained in discussion on their health care service

issues and unable to define prioricies for providing an

improved quality of life for themselves. Improved

informat.ion on urban Aboriginal health care service

utilization is crítica1 for the empowerment of

Aboriginal people and health care program directors in

order to focus limited fiscal health care resources

towards the best results.

A) Insofar as these findings should be applicable to

all urban Aboriginal groups, it is recommended that the

Winnipeg Tribal Council, the Manitoba Assembly of

Chiefs, Lhe Manit.oba Metis Federation and other

Aboriginal groups examine the findings of this study to

determine healLh topics of concern (by age cohort and

by diagnosis) to be discussed with health care service

providers.
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B) Tt is also recommended that the Winnipeg Tribal

Council and the Manitoba Assembty of Chiefs consider

replication of this study for future years to monitor

utilizat.ion trends beyond the basel-ine identified,

which uses L990/9t insured health care services data.

5.1 RECOMMENDATIONS FOR HEALTH PRACTITIONERS:

A) It is recommended thal health care pract.itioners

examine all high utilization cateqories identified in

this study (see Figures 204 to 25A and 2OB to Z5B) for

Core Area Status Indians, Suburbs Stat.us Indians and

Core Area Other Residents, because they demonstrated

many cat.egories of hiqh health care service

utilizat,ion. Such high utilization should be targetted

for reduction over t.ime. Measures are required for

monitoríng such reductions.

B) It is recommended that. the Manitoba Medical

Association and the Manitoba Association of Registered

Nurses advise Eheir members on key findings of this

sLudy and consider means for reducing high Aboriginal

healLh care service utilization through a variety of
preventive health care measures.

C) It is recommended that the University of Manitoba

Faculties of Community Health Sciences and Native

Studies utilize this study's baseline findings in their

courses dealing with Aboriginal healt'h care issues.
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5. B RECOMMENDATIONS FOR RESEARCH:

It is recom.mended that the ManiEoba Heal-th

Services Commission amend its population registry Lo

identify a Winnipeg Region for Status Indians (by

postal code ) f or f ut.ure data runs so that special one

t,ime computer programminq would not be required.

B) It is recommended that the Manitoba Health

Services Commission amend its Status Indian population

registry to include Non-status Indians reinstaLed as

Status Indians accordíng to the provisions of Federal

Bill C-31 (1985). rhis might add approximately 8,000 to

10,000 Status Indians to the Winnipeg Region.

C) It. is recommended that this study be replicat.ed

for subsequent years by the Manitoba Centre for Health

Policy to determine future trends of Winnipeg StaLus

Indians' health care service utilization.

D) It is recommended that the same study design be

uEilized by the uanitoba Centre for Health Policy

Review to provide an accurate comparison between

Manitoba rural (reserve) Status Indians and Winnipeg

Status rndians.

E) It is recommended that the Manitoba Health

Services Commission publish summary statisLics of

Status Indian health care service utilization (i.e.,

hospital in-pat.ient days and annual medical per capit.a

experise per diagnosis) wit.hin its Annual Report.
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F) It is recommended thaL these Canadian findings of

urban Status fndian health care service utilization be

shared with Ehe Circumpolar InstiLute for Native

St.udies to elicit response, and to encouraqe similar

research outside Canada for Aboriginal People.

G) ft is recommended that research be undertaken to

determine the degree Lo which high healLh care service

utilization for Status Indians refLects:

(1) grenetic predisposition for specific i1l-nesses;

(2) environmental influences such as housing and crime;

(3) lifest.yle choices which increase healt.h risks;

(4) differential responses províded by caregivers to

Status Indians ì or,

(5) differential help-seeking practices by individuals.

5.9 SUMMARY OF THE STUDY:

This study has provided a basel-ine demographic

profile as well as a description of health care service

utilization patterns by Winnipeg Status Indians. The

research considered factors of poverty and urban

acculturation stress which negatively impact upon

Status Indians' insured health service utilization.

This study utí1ized the Manitoba provincial health care

data base to observe and analyze a total urban Status

Indian population (l¡ = L2, l-68) , who \¡/ere residenLs

within Winnipeg, Manitoba duringr 1990/9I.



278

Such findings were compared with all other

Winnipeg residents (N = 634,936). As a descriptive,

comparative study, the research desiqn quantified

demographic profiles and compared health care service

utilizaLion. The research methodology was sma1l area

analysis, using a J-arge data base. This study

subdivided the Wínnipeg population into four

subpopulations: Core Area Status Indians; Core Area

Other Residents; Suburbs Status fndians and Suburbs

OLher Residents. Analysis focused upon observations of

all hospiLal in-patient ut.ilizaEion (days per 1,000

population) and all medical- service utilization (annual

per capit.a costs) for four subpopulations by diagnosis

and five age cohorts for a 1,2 month period, during the

1-990/9t fiscal year.

Each of these utilization measures was compared to

the Manitoba norm specific Eo each diagnosis and each

age cohort. These comparisons provided a hospital

morbidity ratio or an annual medical per capita ratio

for each instance for all four subpopulations.

The findings of this study indicaLed 1,20 instances

of higrh health care service uLilization (more Ehan

double the provincial norm for each major diagnosis and

age cohort ) . Findings demonstrated 1 6 instances of

high hospital in-patient utilization and 44 instances

of high medicaL service utilization among only three of
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Core Area Status Indians

( frequency = 63 ) and Suburbs Status Indians

(frequency = 49) represented most of the documented

high hospital in-patient and higrh medical services

uti-lj-zatlon. Core Area Other Residents (frequency = B)

and Suburbs Other Residents (frequency = 0) represented

1ittle variance from t.he provincial norms per

diagnosis, using a cutoff threshold of 2.0 M.R. or

P.C.R.

All of these I20 instances of high healt.h care

service utilization are illustrated in Figures 204 to

25A (high hospital in-patient utilization) and in

Figures 208 to 258 (high medical services utilization)

Diagnostic categories represent t.he 1B major ICD-9-CM

diagnosCic groups. These figures graphically portray

the very high health care service utilization of

Winnipeg Status Indians for both the Core Area and

Suburbs as contrasted with Winnipeg's Other Residents.

Such striking findings of high health care service

utilization for both Core Area Status Indians and

Suburbs Status Indians suggests that a variety of

health care problems within the Aboriginal community

need to be addressed. Core Area Status Indians

demonstrated the highest combined hospital in-patient

and medical services utilization of Winnipeg's four

subpopul-ations Suburbs Status Indians ranked second
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in hiqh health care service utilization. Core Area

Other Residents ranked third, demonstrating only a few

high hospital in-patienE. utilization findings. Suburbs

Other Residents ranked fourth, demonstrating all health

care service utilization rates cl-ose to the Manitoba

averagres.

These findings suggest that ethnicity (i.e., being

a Status Indian) was a greater factor than poverty in

affecting high health care service ut.ilization in

Winnipeg in 1-990/9I.
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APPENDIX A

Chi Square Stat.istical Analysis

Winnipeg Subpopulation Distribution
,June l-990
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Àppendix À

Chr Square Statistical Analysis
winnipeg Subpopulacion Distributj-on, June

*****t*** **************************t*****************

Observed Freguency (Expected Frequency)

1990

Age Cohorts Core Area Core Àrea Suburbs
Status Other

Suburbs
Other
ResidenEs

Winnipeg
TOTAI

SEaTUS
Indians Residents Indians

< l_0 31.78

29t6
(L2 63 )

13 .3t

18,578
(19,119)

29.08

860
(407)

13 .4t

^^ 
ó.1 

'(68,037)

L3.126'72

88,826
(88,826)

T110 1s.6*

t43 6
(945)

8.4t
1 1 Aa.)

(14,300)

16.38

483
(305)

10.6t

52,801
( s0, 892 )

t0 .2 6'7 6*

66,442
(66,442t

18 - 34 34.4t

31-64
(27 48)

32.18

Â Á 110

(4L,6LL)

3'7 .'72 29 .L*

L1.20 L44 ,324
(887 ) (148, 080 )

29 .8't 56+

L93 ,326
(t93 ,326)

35 - 64 16.58

L520
(3.081_)

30.2r

4L ,994
(46 ,65'7 \

16.11 34.9t

4'78 L72,'777
(995) U.66.036)

33.49838

216 ,1 69
(216 ,'7 69 )

65 + 1.8t

l-63
(Lt62)

16.08

?) tÂq
(r'7 , 59 4)

0.9r

28
/??q\

12 .0*

59 ,281-
(62 ,6t0)

L2 .6318*

8r ,'7 4L
(8L ,'7 4L)

All Ages

Subpopulat j-ons

100.0t

N=9,199

1.4*

100.0t

¡r-1 20 
'O1

2t-.58

100.0t 100.0t 100.08

N=2,969 N=495,655 N=647,104

0.5t 76.6t 100.0r

Source: Manitoba HeaIth Services Commission
Population Regist.ry, June 1990
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*************************+*

lvinnÍpeg Subpopulations Distribution
clune l9 9 0

Chi Square Statistj_cal- Analysis
************************************************i*********************

Question: Do the observed'i.rinnipeg subpopulations Di_stri_butionfrequencies deviaLe significantly from-che winnipeg populaEiondistribution? rs there a signifitant oi-rterence in the compared agecohorts, or are observed differences attributed Eo chance?

(o-E)
2

/ô - tr\

2 ,9L6
I,436
J t LVA

r,520
163

18,578
7I ,122
44,7L8
4I,994
)) )Ão

860
+ÕJ

I, L2O
4t8

2B
66,4'72
52 , 801.

L44 ,324
L]2,77'7

59 ,287

L I LVJ

o/ (

2,148
3,081_
L,162

10 11ô
14,300
¿.1 

^1 
1

46 , 657
L7,594

407
305
887
995
3"7 5

68, 037
qn ao,

148, 080
166,036

62,6L0

1653
49I
476

- 15 61-

- 999
çÁ1

-257 8
3 107

- 4663
467 5

45J
t78
233

- 517

-1565
1909

-37 56
67 4r

-3329

21 32409
24L08L
173056

¿4J6 / ¿I
998001
29268L

66 46084
9 653 449

2L'/ 43569
27855625

?ôq?no
31684
q¿tqo

26'7289
L20 409

2 AAa))q,
3644281

14107536
4544r08L
1L08224:-

2t63 .42'7 553
255 . rt2I69

62 . 97 5254
790.886400
858.864888
15.308384

¿.Á^ 1Á1 11a
23L .9927 L8
466.030156

1242.220359
504.1990L'7
l_03.88L967
61-.205186

268 .632t60
321.090667
35.998427
71.608130
95.269692

273.682099
L'77.004328

= 8454
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winnipeg Subpopulations Distribution
June 1990

Chi Square Statist ical Analysis
********************************************************t*************

2

chisquare=f,=
2

(o-E)
B4s4

degrees of freedom = (number of columris - 1) (number of rows - 1)

df = (s - 1) (4 - 1)
df =4x3
df =L2

Answer: A chi sguare value of aL least 26.22 must be obtained t.o besignificanL. at Lhe .01 lever of sigrnificance. As the obtained chisquare val-ue is 8454, I rejecc the nul-1 hypothesis of no rela¡ionshipand conclude that whatever differences appear to exist. in the data,they are not due co chance. The observed di-fferences in thesubpopulations disEributions are statistically significant at the 1g
aevea -
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APPENDTX B

Tables 20 to 25.

Illustrating MorbidiLy Ratios forrn-Patient HospiLal and Medicar services utirizationfor All Diagnoses, AII Age Cohorts andFour SubpopuJ_ations



TABLE 20: ÀcE COHORT ANALYSIS, 1990-1991-
AGE GROUP: < 10

I STÀTUS INDIAN
I CORE AREA
I Hospital MedicaÌ

:lï::11"--:ï'-"-":"1, - - -l-1------11-i --
I

InfecEious/Parasìtic
I

Neoplasms I

I

Endocri-ne /Nutri L ion I

I

Blood I

I

Mental Disorders I

I

Nervous System I

I

CirculaLory System I

I

Respiratory System I

I

Digestive System I

I

Genitourinary System
I

Pregnancy /Chi I dbi rLh
I

Skin I

I

MusculoskeleEal I

I

Congenital Anomalies
I

PerinaLal Period I

I

Symptoms/Signs I

I

Injury, Poisoning I

I

Factors Influencing I

I

A1 I Diagnoses I

I

1.6

0.0

3.7

1.0

0.0

2.3

0.9

2.3

a^

2.3

0.0

)a

5.0

6.8

0.6

1.9

1.6

l-.1

2.6

OTHER RESIDENTS I STATUS INDIAN
CORE AREA I SUBURBS

Hospital Medical I Hospital Medical
M.R. P.C.R.I M.R. P.C.R

1.3

0.8

1.0

1.9

r.4

t.2

0.9

1.2

L.7

1.3

0.5

1.7

l-.3

1.8

t.2

l-.1

L.7

1.0

t.2

1.1,

0.3

0.3

0.2

1.0

0.8

0.6

0.5

0.1

0.7

0.0

1" .2

1.6

a.J

0.4

0.6

0.9

o .'t

L.2
I

r.2 I

I

0.8
I

1.1 I

I

r.4 I

I

0.9 I

i

0.9 I

I

1.1 I

I

1.0 I

I

1.0 I

I

0.2 I

I

r.2 I

I

0.9 I

I

1.0 I

I

0.9 I

I

1.0 I

I

1.0 I

I

1.1 I

I

1.0 I

_______t__

L.2

0.0

))
0.6

0.0

0.4

0.0

0.8

3.1

0.0

1.1

4.6

1.0

2.1.

0.7

0.1-

OTHER RES]DENTS
STJBURBS

Hospital Medic:al
M.R. P.C.R

1.3

o.2

1.3

3.0

1.5

1.4

L.2

1.6

0.5

r.2

0.0

1.5

0.9

1.0

1.6

r.6

L.1

1.1

0.4

1.0

0.5

0.4

2.0

0.4

0.1

0.3

t.B

0.6

0.0

0.3

0.6

0.8

0.6

0.5

0.8

0.7

0.5

r.2

1.1

1.0

0.9

1.4

1 .',z

0.9

0 .'l

1.1

1.5 I.4

lv(,
o



'IABLE 21 :

I STATUS INDIAN
I CORE AREA
I HospiLal Medical

DIAGNOSTIC CA'I'EGORY I M. R. P. C . R.

Inf ecLious/ Paras i t. ic
I

Neoplasms I

I

Endocrine/Nutri t i-or1 |

I

Blood I

I

Mental Disorders I

I

Nervous SysLem I

I

Circulatory System I

I

Respiratory SysEem I

I

Digestive System I

I

Genj,tourinary Systern
I

Pregnancy/Chi ldbirth
I

Skin I

I

MusculoskeleEal I

I

Congenit?l Anomalies
I

Perinatal Period I

I

Symptoms/Signs I

I

Injury, Poisoning I

I

Factors Influencing I

I

Al 1 Diagnoses I

_l

AGE COHORT ANALYSIS, 1990_1991
ÀGE GROUP: 10 - 17

5.1

2.O

2.6

1.0

4.6

I.1

6.0

1.8

1.1

3.0

6.1

ca

2.1

0.0

0.0

L.4

3.6

3.9

3.5

OTHER RESIDENTS
CORE AREA

Hospital Medical
M.R. P.C.R.

l-.0

'1 .1

1.3

3.1

1.1

1.1

1.5

1.0

1.1

3.3

7.6

1.1

4.1

0.8

at

1.1

11

1.1

1.2

0.8

0.6

1.0

1 .0

r.4

1.5

0.0

0.7

0 .'Ì

o .'7

1.3

0.8

r.2

0.4

0.0

0.8

0.1

0.6

t- .0

STATUS INDIAN
SUBURBS

FIospi tal Medical
l'l.R. P.C.R.

1.0

0.5

r.2

L.2

1.0

0.9

0.8

1.0

0.9

1-.3

l-.5

1.0

0.8

1.0

0.5

t- .0

0.9

r.2

1.0

0.8

0.0

L.2

0.0

1.3

0.0

0.0

0.6

0.9

0.0

5.2

0.0

0.0

1.6

0.0

2.1

2.8

r.2

1.6

OTHER RESIDENTS
SUBt]RBS

Hospital Medical
M.R. P.C.R.

1.3

0.2

1.0

I,1

0.8

0.8

0.3

L,2

1.0

r.4

9.8

r.2

1.1,

5.5

4.0

r.4

1.6

1.5

7.4

0.6

1.6

0.7

0.0

1-.4

1.0

0.5

0.8

0.8

0.9

0.4

0.6

0.9

1.0

0.0

0.1

0.6

1.1

0.9

r.2

1.4

L.2

I.2

I.'l

la

1.ú

1..2

1.0

1.1

0.6

1.1

r.2

1.1

1.0

1.2

0.9

1.5

r.2

l\)(,
ts



Table 22:

I STÀTUS INDIAN
I CORE AREA
I Hospital Medical

DIAGNOST]C CÀTEGORYI M.R. P.C.R.

Infectious/ParasiLic
I

Neoplasms I

I

Endocrine/NuLrition I

I

Blood I

I

Mental Disorders I

I

Nervous SysLem I

I

Circulatory System I

I

Respiratory System I

I

Digestive System I

I

cenitourinary System
I

Pregnancy /Ch i ldbi rth
I

Skin I

I

Musculoskelel-aI I

I

Congenj, t.al turomalies
I

Perinata.I Period I

I

Symptoms,/Signs I

I

Injury, Poisoning I

I

Factors lnfluencing I

I

A1 I Diagnoses I

_l

AGE COHORT ÀNALYSIS, ].990-I991
AGE GROIIP: 18 - 34

4.2

0.2

2.L

1.0

2.r

1.6

L.2

3.0

1.5

3.0

2.0

4.6

1.8

0.0

0.0

1.6

3.4

0.9

2.2

OTHER RESIDENTS
CORE AREA

Hospi ta I Medical
M.R. P.C.R.

L.4

0.4

r.2

2 .1.

1.1

r.4

L.2

1.5

1.5

1.8

2.L

1..2

1..4

0.6

0.5

1..4

2.4

I.2

1.6

1.3

1.6

0.6

STATUS INDIAN
SUBURBS

Hospi tal. Medical-
M.R. P.C.R.

1.1

1.0

1.0

r.2

1.3

1.0

1.0

1.0

0.9

1.0

0.9

1.0

1.0

1.1

0.8

1.0

0.9

0.9

1.0

2.0

2.r

r.2

0.0

0.5

5.9

0.0

0.2

1.1

0.1

11.8

3.0

5.1

1.6

1.6

0.6

0.0

0.0

0.3

2.1

0.8

2.1

0.u

OTHER RESIDENTS
SUBURBS

Hospital Medical
M.R. P.C.R.

1.1

0.9

1.0

0.9

1.2

1.1

0.5

0.0

0.8

1.1

0.5

1.1

7.4

0.5

r.4

2.r

1.0

I .'l

0.9

1.6

1.8

1.8

L'7

1.5

1.5

r.2

1.5

1. .1

2.2

1.5

1.6

0.8

1.6

0.4

0.0

). .2

7.2

7.2

0.6

0.8

0.1

0.8

0.1

0.1

1.0

0.0

0.6

0.5

0.9

0.u

r.2

0.9

1.1

1.0

0.5

lv(,
l\)



TABLE 23:

DTAGNOSTIC CATEGORY I

I

InfecLÍous/Parasitic
I

Neoplasms I

I

Endocri.ne /Nut ri t ion I

I

Blood I

I

Mental Disorders I

I

Nervous System I

I

Circulatory System I

I

Respiratory System I

I

Digestive System I

I

Genitourinary System
I

Pregnancy /Ch i ldbi rt h
I

Skin I

I

Musculoskeleta.l I

I

Congenital Anomalies
I

PerinaLal Period I

I

Symptoms/Signs I

I

Injury, Poisoning I

I

Factors Influencing I

I

11 l_: :1"_1"_"_"_"_____ _ _ i

I STATUS INDIAN
I CORE AREA
I Hospital Medical

M.R. P.C.R.
t_________

AGE COHORT ANALYSIS, 1.990_1991
AGE GROUP: 35 - 64

0.1

0.6

2.3

0.6

1.1

1.1

)a

3.4

2.6

2.'7

))
9.9

1.5

0.0

0.0

3.1

4.3

1.5

2.4

OTHER RESIDENTS
CORE ÀREÀ

Hospital Medical

___i_i_______i_l l_
2.0

0.5

1a

0.9

1.8

2.5

2.0

1.8

10

1. .1

1q

1.0

2.2

3.1

0.9

1.8

2.4

1.3

1.0

2.8

2.9

7.7

1.1

1.3

1.2

1.0

1.1

r-2

7.2

0.0

1.0

I..'7

1,.9

STÀTUS INDIÀN
SUBURBS

Hospital- MedicaL
M.R. P.C.R.

L.2

0.9

r.2

1.2

7.4

0.0

0.2

0.0

L.2

0.4

0.5

r .'7

1.1

5.2

3.9

0.4

0.0

0.0

0.3

2.0

1.8

1-.1

OTHER RESIDENTS
SUBURBS

Hospital Medical.
M.R. P.C.R

1.8

0.3

2.5

2.t

r.2

2.2

1.5

2.8

1.9

2.8

2.8

1.9

2.0

0.7

0.0

2.2

2.4

1l

0.6

1.3

0.6

0.6

1.0

0.6

0.9

0.1

0.8

0.9

1.0

0.5

0.1

0.5

0.0

0.6

0.9

1.0

1 2

1.6 1.1

1.0

L.4 1.9 | 0.8 I.2

0.9

1.3

l\)(,(,



TABI,E 24:

ì STATUS INDIAN
I CORE ÀREA
I HospiEal Medical

DIAGNOSTIC CATEGORYI M.R. P.C.R.

Infectious/Parasitic
I

NeopLasms I

I

Endocrine /Nut.ri t. ion I

I

Blood I

I

Mental Disorders I

I

Nervous System I

I

CirculaLory System I

I

Respiratory System I

I

Digestive System I

I

Geni tourinary SYStem
I

Pregnancy /Ch i I dbi rth
I

Skin I

I

Musculoskeletal I

I

CongeniLal Anomal-ies
I

PerinaEal Period I

I

Symptoms/Signs I

I

Injury, Poisoning I

I

Factors Influencing I

I

Al l- Diagnoses I

I

AGE COHORT ANALYSIS, 1990-1991
AGE GROUP: 65 +

3.0

0.8

4.I

0.0

1.5

0.0

0.8

3.1

1..2

2 .'7

0.0

0.0

0.1

0.0

0.0

1.0

L.4

4_0

OTHER RESIDENTS
CORE AREA

Hospital Medical

2.3

0.1

1.8

1.3

0.8

0.6

1.1

2.5

1.1

4.8

0.0

1.8

0 .'l

20.0

15.8

1.3

0.9

1.2

M. R.

1.0

11

1. .4

2.0

1.9

r.2

r.2

1.0

1.0

0.9

0.0

1..2

0.9

1.0

0.0

0.9

7.4

1.3

1.3

P.C.R.

STATUS INDIAN
SUBURBS

Hospì-tal Medical
M.R. P.C.R.

1.1

1.0

1_.0

r.2

1.4

1.0

1.0

1.0

0.9

1.0

0.0

1.0

1.0

0.8

0 .'7

1.1

1.0

1.0

1.0

0.0 2.0

0.8 1.8

r.'t 1.8

2r.9 0.2

r.'t 2.0

2.0 1 .6

0.1 1.4

1.0 2.4

4.5 4 . 5

0.0 9 .2

0.0 0.0

0.0 1.5

3 .7 3.6

0.0 11.8

0.0 16.5

nq ))

5.6 r.'7

16.6 2.0

3 .8 2 .5

OTHER RESIDEN'TS
SUBURBS

Hospital Medical
M.R. P.C.R.

__l
1.6 L.4

1.3

t.2

0.6

0.6

1.0

L.2

0.9

0.9

0.8

0.7

0.0

0.5

tÌ. 9

0.3

0.0

0.6

1.0

r.2

1.0

1 .2

1.0

1.1

r.2

r.2

r.2

r.2

1.1

1.1

1.1

0.{-)

r.2

1.1

r.2

0.8

L.2

1.0

L.4

7.2

lw
u,
+r



TÀBLE 25:

I STATUS INDIAN
I CORE AREA
I Hospital Medical

DIÀGNOSTIC CATEGORYI M.R. P.C.R.
I

I

InfecEious/Parasitic
I

Neoplasms I

I

End<¡cri. nelNutri L ion I

I

Blood I

I

MenLal Disorders I

I

Nervous System I

I

Circulatory System I

I

Respiratory System I

I

Digestive System I

I

GeniLourinary System
I

Pregnancy/Childbirth
I

Skin I

I

MusculoskeleLal I

I

Congfenital- Anomalies
I

Perinatal Period I

I

Symptoms/Signs I

I

Injury, Poisoning I

I

Fac tors In f luenc i.ng I

I

AII Diagnoses I

I

AGE COHORT ANALYSIS, 1990_].991
AGE GROUP: ALL AGES

2.3

0.6

,o

0.7

2.',J.

1.1

1.6

2.6

2.l

¿.Õ

2.2

4.9

1.6

5.6

0.5

2.0

J.J

3.0

OTHER RESIDENTS
CORE AREA

Hospital Medical
M.R. P.C.R.

r.4

0.5

2.0

2.0

1.3

7.2

r.2

2.0

1.0

1.3

r.4

r.4

I.'7

2.2

a)

1.5

L.4

L.7

1.1

1.5

2.7

1.1

1.5

STATUS ]NDIAN
SUBURBS

Hospi tal Medical
M.R. P.C.R.

1.1

0.9

1.1-

1- .2

2.L 1.4

1.3 1.0

1..2 I .0

1.0 1.0

1.1 1.0

0.9 1.0

0.9 0.9

t .2 1 .0

0.9 1.0

1.2 1.0

0.4 0.9

0.9 1.1

1.4 1.0

L.3 1.0

___1_1_______1_1__

0.6

0.3

3.2

3.0

OTHER RESIDENTS
SLIBURBS

Hospi Lal Meclical
M.R. P.C.R

1.6

0.8 1

0.7 1

0.4 1

3.r 1

2.0 1

Aa1

1.8 1

3.9 1

r.2 1

0

0.9

1.2

0.6

0.6

r.2

L.2

1.1

r.2

1.41.1

1.0

0.9

0.8

0.8

0.8

0.8

0.5

0.8

0.8

0.6

0.6

0.9

1.1

0.9

1.0 1.5

2.L 1.6

1..2 1. B

2.5 2.0

5.0 1.3

__:_:____ _1_1__

r.2

1.2

1.1

1.0

1.1

0.9

1..2

1.1

l-.1

0.8

1.1

nq

1.3

1.1

l\)(,
(Jt


