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Prototype Poor Health Status Index (PPHSI) (pp.26-30): Developed specifically 

for the SEC module, the PPHSI is a measure of health status .... The a 

composite of five health status indicators which were deemed as being sensitive to 

differences in socio-economic status. Higher scores on the index correspond to 

poorer health. The PPHSI is made up of the following variables: 

Hospitalization of females for injury (see 'Diagnosis of Injury') 

Hospitalization of males for injury (see 'Diagnosis of Injury') 

Hospitalization of children 0-4 for respiratory 

'Respiratory Infection') 

infection (see 

Hospitalization of persons older than 65 for acute respiratory infection (see 

'Respiratory Infection') 

Fertility (see 'Fertility') 

Regional Unemployment Rate (p.35): Commonly used as a measure of socio­

economic status, for the purposes of the SEC module, "unemployed" refers to 

individuals who were without work during the week the 1986 Census was 

conducted in Manitoba, had looked for work in the previous four weeks, and were 

available for work in the week of the Census. Four age-specific unemployment 

rates were computed for each region in the province: (1) ages 15-24, (2) ages 25-

34, (3) ages 35-44, and (4) ages 45-54. 

Respiratory Infection (p.33): An individual health status measure used in the 

PHIS, "respiratory infection" refers to Manitoba hospital admissions of residents in 

the fiscal year 86/87 for a primary diagnosis of acute respiratory infection in the 

ranges ICD9-CM 460-466, 480-487. For the purposes of the SEC module, 

admissions for individuals between the ages of 0-4 and 65 years of age or older 
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were retained. 

Single Female Parent Households (p.37): For the purposes of the SEC module, 

"single female parent households" is one of the social characteristics used to 

describe the population. It is defined as the percent of single female parent 

households among households with children aged 0-14 and is distinguished from 

two other measures of single parenthood recorded in the 1986 Census, namely (1) 

the percent of single parent households, and (2) the percent of single female parent 

households among all households with parents aged 15-24 and children aged 0-14. 

Social Characteristics (p. 3 7): In the SEC module "social characteristics" is a 

heading for the three dimensions of regional social characteristics discussed in the 

document: (1) the age dependency ratio, (2) single parenthood, and (3) the 

distribution of peoples with French or Native as their mother tongue. 

Socio-Economic Risk Index (SERI) (pp.26-30): Developed specifically for the 

SEC module, the SERI is the composite of six measures of socio-economic status 

that mark environmental, household, and individual preconditions which place 

people at risk of poor health and therefore may identify their relative need for 

various types of medical care. The index was designed to explain the different 

health status of groups in the population and the different health care needs of thos~ 

groups. It consists of six variables - three positively correlated with the PPHSI and 

three negatively associated with the PPHSI. The SERI is made up of the following 

variables: 

The percentage of people unemployed between the ages of 15 and 24 (see 

'Regional Unemployment Rate') 
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... The percentage of people unemployed between the ages of 45 and 54 (see 

'Regional Unemployment Rate') 

The percentage of single parent female households (see 'Single Parent 

Female Households') 
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The percentage of high school graduates between the ages of 25 and 34 (see 

'Education') 

The percentage females participating in the labour force (see 'Female 

Labour Force Participation') 

The average dwelling value (see 'Dwelling Value') 

Module: Population Health: Health Status Indicators 

The 'Health Status Indicators' module of the Population Health Information System 

examines various aspects of community health in the province of Manitoba for the 

fiscal year in question (April1 to March 31). Using administrative data, 102 health 

status indicators were developed for this module. The indicators originated from 

three different sources: (1) Manitoba Health hospital discharge diagnoses, (2) 

diagnoses associated with physician visits, and (3) Vital Statistics, death 

information. They were grouped into six major categories: I. Demographic Profile, 

II. Low Birth Weight, III. Health Care System Sensitive Indicators, IV. Mortality 

Indicators: population and cause specific, V. Hospitalization Indicators, VI. 

Physician Visit Indicators for youth and the elderly. More detailed technical 

descriptions of the terms below can be found in Population Health: Health Status 

Indicators Volume I: Key Findings and Volume II: Methods and Tables (Cohen & 

MacWilliam (1994) on the page(s) indicated below in parentheses. 
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Adjusted Rates (Vol. II, p .18): Because the proportion of the very young or the 

very old varies markedly across the regions in the province and ultimately may 

influence the patterns of care delivered, rates were adjusted (standardized) for age 

differences before making comparisons of residents across regions. Sex­

adjustments were also made due to the disproportionate numbers of males or 

females that reside in specific regions of the province since it is known that males 

and females have different health status profiles (also see 'Indirect Adjusted Rates'). 

Age-specific Mortality (Vol II: p .17): One of the rates determined for the health 

status indicators (see 'Determination of Rates'). The age specific mortality rate 

refers to the number of deaths to persons in a particular age group in a given 

region, divided by the number of persons in that age group in that region. 

Ambulatory Physician Visits (Vol I, p. 53; Vol II, p.13): For the purpose of the 

'Population Health: Health Status Indicators' module, an ambulatory visit was 

counted only when two or more contacts were made with a physician. Ambulatory 

visits include office visits, outpatient/emergency department visits, visits to persons 

in Personal Care Homes, and visits to patients in their own homes. Visits to 

patients admitted in hospital are not included. Contacts with physicians in salaried 

positions are included. However, because salaried emergency room physicians do 

not always submit evaluation claims, they may be under counted. Ambulatory care 

delivered as part of a global tariff (e.g., six-week post-operative care, 

chemotherapy, prenatal and post-partum care visits claimed at the time of delivery) 

are not included. Global billing for prenatal care constitutes just over 2% of all 

ambulatory visits, 35% of all visits to obstetrics and gynaecology specialists, and 

affects estimates of Winnipeg and non-Winnipeg equally. 
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Ambulatory Sensitive Hospitalizations (Vol I, p.55; Vol II, p.13): A 'Health 

Care System Sensitive Indicator' , ambulatory sensitive hospitalizations refer to 

hospitalizations that might have been avoided if timely and effective outpatient care 

had been received. If received, appropriate outpatient care should have reduced the 

risks of hospitalization by either preventing the onset of an illness or condition, 

controlling an acute episodic illness or condition or managing a chronic disease or 

condition. 

Amenable Conditions (Vol I, p.55; Vol II, p.15): A 'Health Care System 

Sensitive Indicator', amenable conditions refer to those medical conditions most 

readily affected by treatment. The conditions amenable to medical treatment were 

determined by a panel of physicians. Age limits were imposed for some of the 

conditions such as deaths from diabetes, acute respiratory infections and Hodgkin's 

disease. 

Avoidable Hospitalizations (Vol II, p.l5): A 'Health Care System Sensitive 

Indicator', avoidable hospitalizations refer to conditions for which hospitalization 

can be avoided if ambulatory care is provided in a timely and effective manner. 

These conditions were determined by a physician panel. 

Calculation of Age (Vol I, p.50): Age was calculated as of December 31 of the 

fiscal year in question. The year of birth reported on the first claim of the fiscal 

year made by residents was recorded. 

Cancer Indicators (Vol I, p.16): A 'Mortality Indicator' as well as a 

'Hospitalization Indicator' , cancer accounts for approximately one-quarter of all 

deaths in Canada. Lung cancer, breast cancer and cancer of the colon account for 
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associated with occupational exposure. 
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Chronic Disease Indicators (Vol II, p .16): A 'Mortality Indicator' as well as a 

'Hospitalization Indicator', chronic diseases such as heart disease, stroke, and 

diabetes are the main cause of death and disability for adults in the mid-years. For 

the elderly, heart disease, stroke, chronic obstructive lung disease (emphysema), 

and diabetes are among the leading causes of death. 

Crude Rates (CR) (Vol II, p.l7): One of the rates determined forthe health status 

indicators (see 'Determination of Rates'). Three crude rates were determined: (1) 

mortality, (2) hospitalizations and, (3) physician visits. The crude mortality rate is 

the number of deaths for a specific condition in a given region, divided by the 

population of that region. The crude hospitalization rate is the number of persons 

who had at least one hospitalization for a specific condition in a given region, 

divided by the population of that region. The crude physician visit rate is that 

number of persons who had at least two visits to a physician for a particular 

diagnosis in a given region, divided by the population of that region. 

Demographic Profile: One of the six major health status indicator categories (also 

see 'Extremes of Age'). 

Determination of Mortality (Vol I, p.51): Causes of death were determined from 

provincial vital statistics which uses death certificates. The "main cause of death" 

was used in rate calculations. It should be noted that only one "cause" can be given 

even for persons with multiple health problems. In some circumstances it is 

difficult to know the cause of death precisely. Using death certificates may be 
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Determination Of Rates (Vol I, p.55; Vol II, p.17): The following rates were 

determined for the health status indicators: (a) 'Crude Rates' (CR)- mortality, 

hospitalization, and physician, (b) 'Indirect Adjusted Rates' (IAR), (c) 

'Standardized Mortality/Morbidity Ratio' (SMR), (d) 'Excess Rates' -

hospitalizations (EH), physician visits (EV), or deaths (ED), and (e) 'Age-specific 

Mortality' . 

Disability Among Youth (Vol II, p.17): One of the 'Physician Visit Indicators', 

disability among youth refers to a list of disabling conditions derived from the 

World Health Organization which, when diagnosed in youths 0-24 years of age 

disadvantaged since birth and not treated with modern techniques, frequently result 

in early death. Individuals with these conditions are not necessarily admitted to 

hospital but will very likely see a physician for care over the course of the year. 

Reported are two or more physician visits in one year by individuals for these 

conditions. 

Discharge Diagnosis: While coding at hospitals is generally good, there is always 

some discrepancies across hospitals with regard to how certain conditions are coded 

or with the number of coexisting conditions recorded. For the current study the 

first diagnosis, which is considered the most important reason contributing to the 

hospital stay, was used. 

Excess Rates (Vol II, p.18): One of the rates determined for the health status 

indicators (see 'Determination of Rates'). Three excess rates were determined: (1) 
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mortality (ED), (2) persons hospitalized (EH), and (3) physician visits (EV). 

Excess rates compare each region's performance on the various indicators with that 

of the province. Thus, if the rate for a particular medical condition in a given 

region is higher than the provincial average, this implies that if that region's death 

mortality, persons hospitalized, or physician visit rate were the same as the 

provincial rate, then excess deaths, hospitalizations, or physician visits could 

theoretically be avoided. 

Extremes of Age (Vol II, p .14): A health status indicator under the heading 

'Demographic Profile' , the proportion of the population at the extremes of age 

identifies the more vulnerable groups in society, that is, younger people under 25 

who are more susceptible to injury and older people over 74 among whom there is 

more death and disability associated with chronic disease. 

Functional Limitation Indicators (Vol II, p.l6): One of the 'Physician Visit 

Indicators', the indicators of functional limitations are an acknowledgement of the 

fact that the definition of "health" includes more than the presence (or lack thereof) 

of medical conditions. For the elderly, in particular, good health means being able 

to carry out daily activities, function socially, the absence of disability, and a 

healthy self-perception. Medical conditions can be rated in terms of these 

"functional" dimensions or classifications. In the current module, the most 

common medical conditions were grouped into two classifications: (1) those 

conditions associated with functional limitations and, (2) those associated with 

restricted activity days. 

Health (Vol I, p.55; Vol II, p.l2): While there is no universally accepted 

definition of health, most authorities agree that health is more than the absence of 
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medically defined diseases. "Health" consists of several dimensions including a 

physiological or biological component, mental state, physical and social 

functioning, and health behaviours and attitudes. Several instruments to measure 

health status are currently available and can be broadly classified into those that 

measure individual health status and those that measure the health of populations or 

communities. It is with the latter that the Health Information System is concerned. 

There are several health status indicators currently developed to measure the health 

of populations and this module draws heavily from these. 

Health Care System Sensitive Indicators (Vol.I, p.12): One of the six major 

health status indicator categories, the health care system sensitive indicators are 

comprised of aggregates of a series of medical conditions for which medical 

treatment is believed to be effective in 'either preventing the condition, finding and 

treating the condition in an early phase to avoid major consequences, or treating the 

condition in a late phase thus avoiding death or disability. The health care system 

sensitive indicators include the following: (1) mortality attributable to 'amenable 

conditions', (2) mortality attributable to 'single event rate indicators', (3) mortality 

attributable to 'Rate event indicators' , ( 4) 'ambulatory sensitive hospitalizations' , 

and (5) 'avoidable hospitalizations'. Each is defined separately in this glossary. 

The health care system sensitive indicators are derived both from mortality data and 

hospitalization data. There is no evidence in the literature t suggest that one 

performs better than the others in determining health status. 

Hospitalization Indicators: One of the six major health status indicator categories 

(also see 'Injury Indicators', 'Cancer Indicators', 'Chronic Disease Indicators', and 

'Infectious Disease Indicators'). 
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Hospitalizations (Vol I, p.51; Vol II, p.13): The number of residents from a given 

region who had one or more hospital separations during the year in question. Even 

if a person was hospitalized out of region, the hospitalization was counted 

according to the residence of that person. Persons with more than one separation 

were only counted once regardless of the number of separations. 

Indirect Adjusted Rates (Vol II, p.18): One of the rates determined for the health 

status indicators (see 'Determination of Rates'), indirect ad jus ted rates take into 

consideration regional age and sex distribution differences in order to make fair 

comparisons across regions. There are several mathematical methods for making 

these adjustments. In the 1991/1992 Health Status Indicators Module indirect 

adjusted rates are used (also see 'Adjusted Rates'). 

Infectious Disease Indicators (Vol II, p .16): One of the 'Hospitalization 

Indicators', mortality from infectious diseases have declined since the onset of the 

century. Nonetheless, a considerable number of hospitalizations result because of 

infectious diseases. For the elderly, pneumonia and influenza are the major causes 

of mortality and morbidity. Some infectious diseases reflect lifestyle, for example, 

pelvic inflammatory disease and AIDS. 

Injury Indicators (Vol II, p.16): A 'Mortality Indicator' as well as a 

'Hospitalization Indicator', injuries are the leading cause of death for adolescents 

and young adults. Injury deaths include unintentional injuries, suicides and 

homicides. Most unintentional injuries are attributable to motor vehicles. 

Low Birth Weight (Vol II, p.14): One of the six major health status indicator 

categories, low birth weight infants are those weighing less than 2500 grams at 
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birth. Low birth weight may be due to premature delivery or to infants whose 

weight is low for their gestational age. These infants are at higher risk for 

developmental delay, physical complications such as birth defects and death. 

Mortality Indicators: Population and Cause-Specific: One of the six major 

health status indicator categories (also see 'SMR', 'Injury Indicators', 'Cancer 

Indicators' , and 'Chronic Disease Indicators'). 
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Population (Vol I, p.50): The population refers to individuals in the Manitoba 

Health registry, whether or not any health service claim was made during the year 

in question. This includes persons who reside temporarily out of the province 

(e.g., persons attending post-secondary schools out of province) as well as 

Manitoba residents who have moved to another province (for two months after their 

move). In addition, new residents arriving from another province (eligible after a 

two month waiting period) and new Manitobans arriving from another country 

(eligible for coverage immediately) are also included. Excluded from the Manitoba 

population are non-residents of Manitoba, armed forces personnel, federal 

penitentiary inmates and foreign students. For persons who are temporarily out of 

province, such as vacations or business trips, Manitoba Health routinely records 

information about inpatient hospital care received in such circumstances. 

Reimbursed (insured) visits to physicians in other provinces by reciprocal 

arrangement are included in the files, as well as claims by Manitoba residents for 

emergency visits to foreign physicians. Population figures were used as the 

denominator for all rate calculations. The data are based on claims made by 

Manitoba residents who were alive as of December 31 in the year in question (April 

1 to March 31). Thus, persons who died between January 1 and March 31 were 

counted in the population denominator, whereas people who were born during this 
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time were not counted. All analysis are based on when the event took place rather 

than when the claim was processed. 

Physician Visit Indicators: One of the six major health status indicator categories 

(also see 'Functional Limitation Indicators' and 'Disability among Youth'). 

Rate Event Indicators (Vol II, p.l5): A 'Health Care System Sensitive Indicator', 

rate event indicators refer to a list of medical (sentinel) conditions considered to be 

of concern only when sufficient numbers of events occur, rather than only one (see 

'Single Event Rate Indicators'). 

Region of Residence (Vol I, p.50; Vol II, p. 13): Manitoba Health divides the 

province into eight regions: Central, Eastman, Interlake, Norman, Parklands, 

Thompson, Westman and Winnipeg. Because the Information system is population 

based (i.e., tracks the use of health services by Manitobans regardless of where the 

use takes place), the region of residence indicated on a claim is used in the 

analyses. However, postal codes are used to identify the region of residence of 

Treaty Status Indians because they may not actually reside on their First Nation of 

origin (reserve) which is the address recorded in the registry file. 

Single Event Rate Indicators (Vol II, p .15): A 'Health Care System Sensitive 

Indicator', single event indicators refer to a list of medical conditions where death, 

and for most conditions the disease itself, are preventable or avoidable so that even 

one case is considered to be disturbing. These cases are considered "sentinel" 

events whose occurrence is a marker that quality of care may need eto be improved. 
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Standardized Mortality/Morbidity Ratio (SMR) (Vol I, p.8; Vol II, p.18): The 

SMR (also called the Adjusted Mortality Ratio) is a widely used method which 

adjusts for differences in age and sex across regions. Instead of giving an adjusted 

rate, the SMR gives a ratio, that is a direct comparison with a standard. SMR­

province uses the entire province as the standard where the province's rate of a 

condition is a given value of 1. If a SMR for a particular region for a specific 

condition is greater than one, then that region's rate for that condition is higher than 

the provincial average. If the SMR for a particular region is less than one for a 

given condition, then that region has a lower rate for that condition. Thus a SMR 

above one implies that a region is less healthy; a SMR below one implies a region 

is more healthy than the provincial average. SMR-low uses the region with the 

lowest indirect adjusted rate as the comparison instead of the provincial average. 

This reveals differences in rates across the regions and suggests the potential rate 

that a region could achieve. 

Module: Utilization of Physician Resources 

The Utilization of Physician Resources module of the Population Health 

Information System examines the province of Manitoba's utilization of physician 

resources for the fiscal year in question (April1 to March 31). Three major themes 

are discussed (1) access to physicians, (2) overall patterns of visits to physicians, 

and (3) expenditures on physician visits. The utilization of resources by the 

residents of regions in Manitoba are compared. Analyses were limited to physician 

services delivered to ambulatory patients and thus exclude contacts for hospitalized 

individuals. More detailed technical descriptions of the terms below can be found 

in Utilization of Physician Resources Volume I: Key Findings & Volume II: 
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Methods and Tables (Tataryn, Roos & Black, 1994) on the page(s) indicated below 

in parentheses. 

Access to Physician Services (Vol I, p.l2): Access to physician services is defined 

as the proportion of persons who make at least one physician visit during the fiscal 

year. 

Adjusted Rates: Because the proportion of the very young or the very old varies 

markedly across the regions in the province and ultimately may influence the 

patterns of care delivered, rates were adjusted (standardized) for age differences 

before making comparisons of residents across regions. Sex-adjustments were also 

made due to the disproportionate numbers of males or females that reside in specific 

regions of the province since it is known that males and females have different 

health status profiles. Unless otherwise indicated, the rates presented were both 

age- and sex-adjusted using Manitoba population proportions and a direct method of 

standardization. 

Ambulatory Physician Visits (Vol I, p.9; Vol II, p.5): An ambulatory visit is 

defined as a contact by a person with a physician. Ambulatory visits include office 

visits, outpatient/emergency department visits, visits to persons in Personal Care 

Homes, and visits to patients in their own homes. Visits to patients admitted in 

hospital are not included. Contacts with physicians in salaried positions are 

included. However, because salaried emergency room physicians do not always 

submit evaluation claims, they may be undercounted. Ambulatory care delivered as 

part of a global tariff (e.g., six-week post-operative care, chemotherapy, prenatal 

and post-partum care visits claimed at the time of delivery) are not included. 

Global billing for prenatal care constitutes just over 2% of all ambulatory visits, 
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35% of all visits to obstetrics and gynaecology specialists, and affects estimates of 

Winnipeg and non-Winnipeg equally. 

Calculation of Age (Vol I, p. 9; Vol II, p.5): Age was calculated as of December 

31 of the fiscal year in question. The year of birth reported on the first claim of the 

fiscal year made by residents was recorded. 

Consultive Care (Vol I, p.14; Vol II, p. 9): Consultive care is an ambulatory 

physician visit that occurs as a result of one physician seeking the opinion of 

another either because of the "complexity, obscurity, or seriousness' of a patient's 

illness, or because a second opinion is requested either by the patient or another 

person acting on the patient's behalf (see 'Type of Care'). 

Expenditure per Visit (Vol I, p.12; Vol II, p.7): Expenditure per visit is 

determined by the fee paid by Manitoba Health for the ambulatory physician visit. 

It does not include fees paid for ancillary services associated with the visit such as 

laboratory tests, X-rays, etc. The rate is influenced by the type of visit (e.g., 

'consultive care' vs. other), the place of visit, and the specialty of the physician 

providing the care (see 'Types of Rates Cal<;ulated'). 

Expenditure per Resident (Vol I, p.12; Vol II, p.7): Expenditure per resident 

reports the average amount paid by Manitoba Health for physician services 

provided per resident in a given region of the province. The rate is influenced by 

the number of visits per resident and the expenditures per visit (see 'Types of Rates 

Calculated'). 
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Indicators of Need (Vol I, p.l3; Vol II, p.8): (see the SEC and the PH:HSI 

modules for more information): The relative need for medical care across regions 

of Manitoba is assessed by examining two indicators: (1) the Socio-Economic Risk 

Index (SERI) and (2) the Standardized Mortality Ratio (SMR). The SERI is the 

composite of six measures of socio-economic status that characterize environmental, 

household, and individual preconditions that place people at risk of poor health and 

therefore may identify their relative need for various types of medical care. The 

SMR measures death rates in the population 0-64 years of age and is considered by 

many to be the most valid and practical indicator of health status reflecting the need 

for health care. 

Location of Care (Vol I, p.15; Vol II, p.10): Location of care refers to the region 

of the province where physician care is received by Manitoban residents. Location 

of care is classified in terms of whether it was received (1) within the region of 

residence, (2) outside the region of residence, in Winnipeg, and (3) outside the 

region of residence, other than in Winnipeg. Claims made by physicians based in 

Winnipeg who travelled to provide care over a short period of time to residents in 

rural and remote communities are classified as occurring in Winnipeg. 

Non-Consultive Care (Vol I, p.15; Vol II, p.lO): Non-Consultive care is an 

ambulatory physician visit that does not occur as a result of one physician seeking 

the opinion of another. It includes complete or regional histories and examinations 

as well as subsequent visits following consultive care in which the progress of the 

patient's condition is monitored by the physician who made the initial referral (see 

'Type of Care'). 
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Number of Persons Making Contact with a Physician (Vol I, p.ll; Vol II, p.6): 

Persons making contact with a physician refers to the number of residents who had 

at least one ambulatory visit with a physician during the fiscal year in question. 

This measure provides a useful indicator of the ability of people to access physician 

services in the province (see 'Types of Rates Calculated'). 

Number of Visits per 100 Residents (Vol I, p.12; Vol II, p.7): The number of 

visits per 100 residents serves as a measure of the total ambulatory utilization for a 

given region regardless of where the use took place. It is defined as the total 

number of visits made by residents of a region, divided by the total number of 

people in that region, multiplied by 100 (see 'Types of Rates Calculated'). 

Population (Vol I, p.8; Vol II, p.4): 'The population refers to individuals in the 

Manitoba Health registry, whether or not any health service claim was made during 

the year in question. This includes persons who reside temporarily out of the 

province (e.g., persons attending post-secondary schools out of province) as well as 

Manitoba residents who have moved to another province (for two months after their 

move). In addition, new residents arriving from another province (eligible after a 

two month waiting period) and new Manitobans arriving from another country 

(eligible for coverage immediately) are also included. Excluded from the Manitoba 

population are non-residents of Manitoba, armed forces personnel, federal 

penitentiary inmates and foreign students. For persons who are temporarily out of 

province, such as vacations or business trips, Manitoba Health routinely records 

information about inpatient hospital care received in such circumstances. 

Reimbursed (insured) visits to physicians in other provinces by reciprocal 

arrangement are included in the files, as well as claims by Manitoba residents for 

emergency visits to foreign physicians. Population figures were used as the 
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denominator for all rate calculations. The data are based on claims made by 

Manitoba residents who were alive as of December 31 in the year in question (April 

1 to March 31). Thus, persons who died between January 1 and March 31 were 

counted in the population denominator, whereas people who were born during this 

time were not counted (see 'Calculation of Age'). All analysis are based on when 

the event took place rather than when the claim was processed. 

Physician Claim Exclusions: All claims for oral surgery, dental and periodontal 

contacts are excluded. Services provided by chiropractors and optometrists are also 

excluded. 

Physician Specialties (Vol I, p.14; Vol II, p.9): Physician specialties refer to the 

seven main categories of care in the province. Physicians are classified according 

to whether they are in (1) general practice (including family practice), (2) 

psychiatry, (3) pediatrics, (4) obstetrics and gynaecology, (5) medical specialists, 

( 6) general surgeons, and (7) surgical specialists. 

Physician Supply (Vol I, p.14; Vol II, p.9): Physician supply refers to the number 

of physicians in each region of the province who, based on submitted claims, 

grossed $40,000 or more for the fiscal year in question. Not included are technical 

specialists, like radiologists and anaesthetists, who do not provide primary patient 

care and claims made medical student residents and interns, who submit claims 

under their supervisor's billing number. 

Region of Residence (Vol I, p.9; Vol II, p.5): Manitoba Health divides the 

province into eight regions: Central, Eastman, Interlake, Norman, Parklands, 

Thompson, Westman and Winnipeg. Because the Information system is population 

PHIS: OVERVIEW OF 1990-93 FINDINGS 



101 

based (i.e., tracks the use of health services by Manitobans regardless of where the 

use takes place), the region of residence indicated on a claim is used in the 

analyses. However, postal codes are used to identify the region of residence of 

Treaty Status Indians because they may not actually reside on their First Nation of 

origin (reserve) which is the address recorded in the registry file. 

Type of Care (Vol I, p.14; Vol II, p.9): Type of care refers to the categories of 

care received by patients by physicians. Two types of care are differentiated: (1) 

'Consultive Care' and (2) Non-Consultive Care' .. 

Types of Rates Calculated (Vol I, p.ll; Vol II, p.6): The following rates were 

calculated for the 'Utilization of Physician Resources' module: (a) 'Number of 

Persons Making Contact with a Physic'ian', (b) 'Visits per Patient', (c) 'Number of 

Visits per 100 Residents', (d) 'Expenditures per Visit', and (e) 'Expenditures per 

Resident'. 

Visit Intensity Groups (Vol I, p.15; Vol II, p.10): Visit intensity is a measure of 

how many contacts patients make during the year with physicians. Individuals are 

classified according to whether they made: (1) 1 to 7 visits, (2) 8 to 14 visits, or (3) 

15 or more visits. 

Visits per Patient (Vol I, p.ll; Vol II, p.6): Visits per patient is the average 

number of ambulatory visits made by people who made at least one visit during the 

fiscal year (see 'Types of Rates Calculated' & 'Visit Intensity Groups'). 
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Module: Utilization of Hospital Resources 

The hospital use module of the Population Health Information System examines the 

utilization of hospital resources in the province of Manitoba for the fiscal year in 

question (Apri11 to March 31). The report examines measures of overall use of 

hospital care, use of long stay, short stay, and outpatient surgical care, issues of 

access to hospitals, and patterns of care that contribute to differential utilization of 

hospitals in relation to measures of need for medical care. More detailed technical 

descriptions of the terms below can be found in Utilization of Hospital Resources 

Volume I: Key Findings and Volume II: Methods and Tables (Black, Roos & 

Burchill, 1993) on the page(s) indicated below in parentheses. 

Access to Hospital Services (Vol I, p.16;,Vol II, p.14): An indicator of the extent 

to which individuals receive necessary medical care, 'access' is defined in terms of 

rates of persons who use specific services in the population. In Manitoba, 

important issues of access relate to the use of newer technologies and procedures in 

the delivery of health care. To provide insight into the regional variation in the use 

of hospital services the following rates were analyzed: (1) the rate of persons using 

very high intensity care (see 'Intensity of Resource Use'), (2) the rates of persons 

receiving care in teaching and urban community hospitals (see 'Level of Care'), and 

(3) the rates of persons using inpatient and outpatient surgical procedures (see 

'Outpatient Surgical Care'). 

Adjusted Rates (Vol II, p.5): Individuals' ages as of December 31 in the year in 

question were reco.rded. For short stay hospital care ages were stratified into the 

following groups: 0-14, 15-64, 65-74, & 75 +, 80-84, 85-89, & 90+. For long 

stay hospital care, the age categories were: 0-64, 65-74, & 75 +. Because the 
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proportion of elderly residents varies markedly across the province and ultimately 

may influence the patterns of care delivered, age characteristics were adjusted 

(standardized) before making comparisons of residents across regions. Sex­

adjustments were also made due to the disproportionate numbers of males or 

females that reside in specific regions of the province. These 'adjusted' rates serve 

as indicators of the differential utilization of hospital care in one region relative to 

another after the effects of population structure have been removed. The tables 

presented in "Volume II" of the module provide both age- and sex-adjusted rates of 

use. 

Bed Supply (Vol I, p.lO; Vol II, p.8): Bed supply refers to the supply of hospital 

beds in each region during the year in question. Because 'actual bed supply' (i.e., 

the number of beds per 1000 population) does not account for hospital beds located 

in a given region but used by residents of another part of the province, a measure 

of 'effective bed supply' was developed to eliminate this bias. Effective bed supply 

(i.e., the effective number of hospital beds per 1000 residents) for the regions is 

obtained by adding the proportion of Winnipeg beds used by non-Winnipeg 

residents to the respective regions and conversely, to obtain the effective supply of 

beds for Winnipeg, by reducing the proportion of Winnipeg beds used by non­

Winnipeg residents. 

Comorbidity (Vol I, p.12; Vol II, p.lO): In the hospital module patient 

comorbidity refers to medical conditions known to increase risk of death that exist 

in addition to the most significant condition that causes a patient's stay in hospital. 

The number of comorbid conditions is used to provide an indication of the health 

status (and risk of death) of patients. In other words, comorbidity is an indicator of 

the differential utilization of hospital care. Patient cases were classified as having 
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Days of Hospital Care (Vol I, p.9-10; Vol II, pp.7-8): The total number of days 

of hospital care used by all residents of a given region for the year in question. It 

provides a useful estimate of the total resources used to provide inpatient hospital 

care. 

Discretionary Nature of Services (Vol I, p.15; Vol II, p.13): An indicator of the 

differential utilization of hospital resources, the discretionary nature of services 

recognizes that requirements for hospital care are not clearly defined and that there 

is variation in rates of hospital admission across population groups. Specifically, 

there are differing judgements among physicians about the requirement for hospital 

care. Three categories of inpatient hospital care were defined: (1) high variation 

conditions with marked ambiguity about the need for hospitalization (e.g., 

pneumonia, gastroenteritis), (2) inpatient surgical conditions with less ambiguity 

about the need for hospitalization than was the case with 1 (e.g., appendectomy, 

cholecystectomy), and (3) low variation conditions with little ambiguity about the 

need for hospitalization (e.g. , heart attack, hip fracture). 

DRG Weights (Vol I, p.14; Vol II, pp.6-7): DRGs classify hospital care into 

homogeneous groups with respect to clinical and resource consumption in relation 

to an arbitrarily defined standard case. They are used as a tool to pay hospitals for 

care provided in the United States. 

Episodes of Hospital Care (Vol I, p.9; Vol II, p.7): The number of hospital 

separations that occur in a given region during the year in question excluding 

PHIS: OVERVIEW OF 1990-93 FINDINGS 



105 

patient transfers between hospitals. Only separations from the hospital to which a 

patient was originally admitted are counted as episodes. 

Hospital Care Data (Vol I, p.8; Vol II, p.6): The hospital care data refers to the 

complete set of hospital contacts included in the analyses in a given region during 

the year in question. The analyses were limited to inpatient hospital care 

separations and major surgical outpatient cases that could have been alternately 

performed on an inpatient or 'not for admission' basis. Because hospitals are not 

required to report all outpatient activities and there is inconsistent record keeping 

among hospitals, outpatient contacts for minor surgical procedures were excluded 

from the analyses. As with Manitoba Health reports, some hospital services were 

also excluded. For example, 'newborn' (baby) separations after birth were 

excluded. 

Hospitalizations (Persons Hospitalized) (Vol I, p.9; Vol II, p.7): The number of 

residents from a given region who have had one or more hospital separations during 

the year in question. Even if a person was hospitalized out of region, the 

hospitalization was counted according to the residence of that person. Persons with 

more than one separation were only counted once regardless of the number of 

separations. Hospitalizations are a useful indicator of access to hospital resources 

and equity across regions. 

Indicators of Differential Utilization (Vol I, p.ll; Vol II, p.9): Differences in the 

way hospital care is utilized across regions in Manitoba was determined by 

examining utilization rates for age, sex, patient comorbidity, level of comorbidity, 

location of care, level of care, length of stay, type of care, and intensity of resource 
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Indicators of Need (Vol I, p.ll; Vol II, p.9) (see the SEC and the PH:HSI 

modules for more information): The relative need for medical care across regions 

of Manitoba is assessed by examining two indicators: (1) the Socio-Economic Risk 

Index (SERI) and (2) the Standardized Mortality Ratio (SMR) (0-64 Year). The 

SERI is the composite of six measures of socio-economic status that mark 

environmental, household, and individual preconditions which place people at risk 

of poor. health and therefore may identify their relative need for various types of 

medical care. The SMR measures death rates in the population 0-64 years of age 

and is considered by many to be the most valid and practical indicator of health 

status reflecting the need for health care. · 

Inpatient Hospital Care (Vol I, p. 8; Vol II, p.6): Inpatient hospital care refers to 

patient stays in a Manitoba hospital of one or more days. It is further classified 

into short-stay care (or acute care) comprised of separations with 1 to 59 days 

length of stay and long-stay inpatient care comprised of separations lasting 60 days 

or longer. (see Length of Stay and Type of Care) 

Intensity of Resource Use (IRU) (Vol I, p.14; Vol II, p.12): An indicator of the 

differential utilization of hospital resources, 'intensity of resource use' refers to the 

degree to which hospitals use labour and materials. In order to ascertain the IRU, 

each hospital contact was assigned a DRG weight and then the cases were ranked 

from lowest to highest. Three levels of intensity of resource use were defined: (1) 

the lowest 10% of cases (e.g., false labour, pediatric tonsillectomy), (2) the highest 
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5% of cases (e.g., coronary bypass surgery, craniotomy), and (3) the intermediate 

cases (all others not classified as 1 or 2). 

Length of Stay (LOS) (Vol I, p.lO; Vol II, p.8): An indicator of the differential 

utilization of hospital resources, LOS refers to the average number of days of care 

for inpatient hospitalizations for residents of a given region in the province. 

Outpatient surgical care requiring zero day stays is therefore excluded. Previously, 

LOS has been used to assess hospital efficiency. Eight length of stay categories 

were developed: (1) 1-8 days, (2) 9-14 days, (3) 15-22 days, (4) 23-59 days, (5) 60-

89 days, (6) 90-179 days, (7) 180-365, and (8) 365 days or more. Short stay care 

was between 1 and 59 days, while long stay care was defined as 60 days or more. 

Level of Care (Vol I, p.13; Vol II, p.11): An indicator of the differential 

utilization of hospital resources, level of care refers to type of hospital in which the 

health services were received. Hospitals in the province were grouped into one of 

seven levels after considering their size, level of specialization, and environment: 

(1) teaching, (2) urban community, (3) major rural, (4) intermediate rural, (5) small 

rural, (6) small multi-use, and (7) northern isolated. In addition, hospitals were 

categorized according to their role in the community. Four grouping were 

developed: (1) personal care homes, (2) chronic and rehabilitation institutions, (3) 

federal nursing stations, and ( 4) out of province facilities. The classification of 

specific hospitals, as well as information about bed numbers and interprovincial per 

diem rates is provided in Appendix A of Vol.II. 

Level of Comorbidity and Complications (Vol I, p.12; Vol II, p.10): An 

indicator of the differential utilization of hospital resources, level of comorbidity 

and complications affects the 'complexity' of hospital care required to treat patients. 
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The measure is obtained by using the RDRG (Refined DRG) program. Patients are 

classified into three groups of complexity reflecting level of comorbidity and 

complications: (1) none or minor impact on hospital resource use, (2) moderate 

impact on resource use, and (3) major impact. 

Location of Care (Vol I, p.13; Vol II, p.ll): An indicator of the differential 

utilization of hospital resources, location of care refers to the region where the 

hospital care is received by Manitoban residents. In the analyses the location of 

care has been classified in terms of whether it was received (1) in province or (2) 

out of province and, in order to understand the dynamics of intraprovincial travel 

for care, whether it was received (1) within the region of residence, (2) outside the 

region of residence, in Winnipeg, and (3) outside the region of residence, other 

than in Winnipeg. 

Outpatient Surgical Care (Vol I, p.8; Vol II, p.6): Outpatient surgical care refers 

to patient contacts for major surgical outpatient procedures at a Manitoba hospital. 

More specifically the contacts are defined as outpatient cases (day care with zero 

day length of stay) for surgical care recognized as falling into a surgical DRG 

category. 'Not for admission' surgical procedures that could have been alternately 

performed on an inpatient basis like cataract surgery and hernia repair are included. 

Excluded are contacts for minor procedures like toenail removal or skin biopsy. 

Persons Hospitalized: see Hospitalizations 

Population (Vol I, p.5; Vol II, p.3): The population refers to individuals in the 

Manitoba Health Services Commission (MHSC) registry, whether or not any health 

service claim was made during the year in question. Population figures were used 
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as the denominator for all rate calculations except length of stay and bed supply. 

The data are based on claims made by Manitoba residents who were alive as of 

December 31 in the year in question (Apri11 to March 31). Thus, persons who 

died between January 1 and March 31 were counted in the population denominator, 

whereas people who were born during this time were not counted. 

Region of Residence (Vol I, p.6&10; Vol II, pp.4&8): Manitoba Health divides 

the province into eight regions: Central, Eastman, Interlake, Norman, Parklands, 

Thompson, Westman and Winnipeg. Because the Information system is population 

based (i.e., tracks the use of health services by Manitobans regardless of where the 

use takes place), the last region of residence prior to hospitalization is used in the 

analyses. However, postal codes are used to identify the region of residence of 

Treaty Status Indians because they may not actually reside on their First Nation of 

origin (reserve) which is the address recorded in the registry file. 

Separations (Vol I, p. 7&9; Vol II, p.5&7): A separation from a health care 

facility occurs anytime a patient (or resident) leaves because of death, discharge, or 

transfer. The number of separations is the most commonly used measure of the 

utilization of hospital services. Separations, rather than admissions are used 

because hospital abstracts for inpatient care are based on information gathered at 

the time of discharge. The words 'separation', 'discharge', and 'stay' are used 

interchangeably in the hospital module. 

Type of Care (Vol I, p.14; Vol II, p.12): An indicator of the differential 

utilization of hospital resources, type of care refers to the clinical categories of care 

received by inpatients while in hospital. Five types of care were differentiated: (1) 

adult surgical (excluding outpatient surgical care), (2) adult medical, (3) obstetric, 
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Module: Utilization of Personal Care Home (PCH) Resources 

The PCH module of the Population Health Information System examines the 

province of Manitoba's utilization of nursing home resources for the fiscal year in 

question (April1 to March 31). The utilization of resources by the residents of 

regions in Manitoba are compared. More detailed technical descriptions of the 

terms below can be found in Utilization of Personal Care Home Resources Volume 

I: Key Findings and Volume II: Methods and Tables (DeCoster, Roos & 

Bogdanovic, 1993) on the page(s) indicated below in parentheses. 

Admissions (Vol I, p.20; Vol II, p.6): The number of individuals who are 

admitted to PCHs for the year in question. This number includes people who were 

previously receiving respite care (intermittent care for individuals who live outside 

of a PCH). 

Adjusted Rates (Vol I, p.19; Vol II, p.4): Individuals' ages as of December 31 in 

the year in question were recorded. Ages were usually stratified into groups such 

as: 0-64, 65-74, 75-79, 80-84, 85-89, & 90+. In addition, the analyses were 

commonly conducted with everyone older than 75 grouped together constituting a 

single category. Because the proportion of elderly residents varies markedly across 

the province and ultimately may influence the patterns of care delivered, age (and 

sex) characteristics were adjusted (standardized) before making comparisons of 
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Estimated PCH Costs (Vol I, p.20; Vol II, p.6): The annual costs of operating a 

Personal Care Home had to be estimated. The estimates were based on the median 

per diem gross rates paid by Manitoba Health to non-profit, free-standing nursing 

homes in the province. 

Ethno-cultural (Vol I, p.23; Vol II, p.9): Although not a formal designation, 

PCHs can be designated as either ethno-cultural or secular (not ethno-cultural). 

Ethno-cultural PCHs have a majority of residents who belong to a particular faith 

or prefer to speak a language other than English. Roughly one third of the Personal 

Care Homes in Manitoba can be categorized as ethno-cultural. They represent 

approximately one third of PCH beds. 

Expected Length of Stay (ELOS) for Admissions (Vol I, p.21; Vol II, p.7): The 

ELOS is the length of time an individual is expected to live in a Personal Care 

Home. It is dependent on the age, sex and level of care of an individual at 

admission. If admission standards varied, it would be reflected in the ELOS for 

individuals admitted in that health care facility. 

"From-Codes" (Vol I, p.23; Vol II, p.9): Admissions to PCHs can be separated 

into those admitted from (a) the hospital or (b) the community. In deciding whether 

an individual was admitted from hospital or community "From-codes" on the PCH 

abstract were used which ultimately proved to be very accurate (approximately 

99%). 
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Levels of Care (Vol I, p.21; Vol II, p.7): Manitoba has four levels of care 

designations for PCHs. The designations are dependent on the nursing time 

required to attend the PCH resident. Persons in Levels 3 and 4 require at least 3. 5 

hours of nursing time over a 24-hour period. Level 2 care provides 2 hours and 

Levell provides 0.5 hours. In general, the level of care does not change over the 

course of the year for PCH residents. 

Nursing Homes and Beds (Vol I, p.19; Vol II, p.5): Included in the analyses were 

more than 100 Personal Care Homes (Nursing Homes) operating in the province 

during the year in question. These PCHs account for approximately 8,500 beds. 

Population (Vol I, p.18; Vol II, p.4): The population refers to individuals in the 

Manitoba Health Services Commission (MHSC) registry, whether or not any health 

service claim was made in the year in question. Population figures were used as 

the denominator for all rate calculations. The data are based on claims made by 

Manitoba residents who were alive as of December 31 in the year in question (April 

1 to March 31). Thus, persons who died between January 1 and March 31 were 

counted in the population denominator, whereas people who were born during this 

time were not counted. 

Proprietary (Vol I, p.23; Vol II, p.9): PCHs in Manitoba can be designated as 

either proprietary or non-proprietary. A proprietary PCH operates on a for-profit 

basis. There are 17 proprietary PCH facilities operating in the province and the 

majority of these are located in Winnipeg. Non-proprietary PCHs can be either 

freestanding or adjacent (juxtaposed) to an acute care facility. The 39 juxtaposed 

PCHs in the province are all located outside of Winnipeg. 
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Respite Care: Intermittent care for individuals who live outside of a PCH. 

Region of Residence (Vol I, p.18; Vol II, p.4): Manitoba Health divides the 

province into eight regions: Central, Eastman, Interlake, Norman, Parklands, 

Thompson, Westman and Winnipeg. Because the Information System is population 

based (i.e., tracks the use of health services by Manitobans regardless of where the 

use takes place), the last region of residence prior to admission to a PCH is used in 

the analyses. For non-PCH Manitobans, their region of residence is identified from 

the MHSC registry. However, postal codes are used to identify the region of 

residence of Treaty Status Indians because they may not actually reside on their 

First Nation of origin (reserve) which is the address recorded in the registry file. 

Residents of PCHs (Vol I, p.19; Vol II, p.5): Persons who lived in a Personal 

Care Home at some time during the year in question (April1 to March 31). 

Annually, this amounts to roughly 10,000 individuals. 

Status Indians (Vol I, p.24; Vol II, p.lO): The designation 'Status Indians' or 

'Treaty Status Indians' refers to a specific group of the aboriginal population (First 

Nations Peoples) who have certain rights and privileges under the Indian Act of 

Canada. Treaty Status Indians for which data are available were included in these 

analyses, although their use of PCHs is slightly under-reported. The postal code 

from a hospital or physician claim is used to determine the "region of residence" of 

Status Indians. 

Types of Nursing Homes (Vol I, p.22; Vol II, p.8): (see 'Proprietary' and 'Ethno­

cultural') 
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