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Updates & Errata

After publication of the report, The 2024 RHA Indicators Atlas, the following updates were required:

March 5, 2026 - Update

* On page 130
* The definition should read:

* Definition: The number of hospitalizations or deaths due to AMI (also known as heart
attack)
per 1,000 residents aged 40 years and older in a five-year period. AMI was defined by
either of
the following:

* A hospitalization with a most responsible diagnosis code for AMI:

* ICD-9-CM code 410; ICD-10-CA code 121 and a length of stay of at least one
day (unless the patient died from the AMI, in which case they are included
regardless of length of stay), or

* AMI listed as the cause of death in Vital Statistics Mortality Registry.

Note, this definition is different than those in previous Atlases to account for a shift in
clinical practice towards discharging patients in hospital earlier, when appropriate. Analysis
revealed that the proportion of AMI hospitalizations with a length of stay between 1 and 3
days has steadily increased - from 10.8% in 2002/03 to 29.0% in 2022/23.

* The first and third bullet points in the Key Findings should read:

* In Manitoba, AMI rates decreased significantly from 5.1 events per 1,000 residents aged
40 years and older in TP1 to 4.2 in TP2 to 3.5 in TP3. There were also approximately 200
fewer AMIs that occurred in each subsequent time period (online supplement).

» The Northern Health Region, Interlake-Eastern RHA, and Southern Health-Sante Sud had
the highest rates in each period, which were significantly higher than the rates in Manitoba.
Meanwhile, the Winnipeg RHA had the lowest rates, which were significantly lower than the
rates in Manitoba.

* Figures 4.23 and 4.24 have been replaced.

March 5, 2026 - Erratum

* On page 264
* The definition should read:
* Definition: The number of live births per 1,000 women aged 15-45. Births were defined as
live births coded in Manitoba hospital abstracts with ICD-10-CA codes Z37.0, Z37.2, Z37.3,

or Z37.5. Note that home births and those occurring at the birth centre in Winnipeg are not
coded into the hospital abstract data system and are not included in this analysis.

1 Manitoba Centre for Health Policy | Rady Faculty of Health Sciences | University of Manitoba



* On page 267
e The definition should read:

* Definition: The percentage of mothers of singleton live births who received inadequate, or
no prenatal care based on their R-GINDEX (Revised-Graduated Prenatal Care Utilization
Index) score.[17] The denominator included all singleton live births coded in Manitoba
hospital abstracts with ICD-10-CA codes Z38.0, Z38.1, Z38.2 where the mother had
Manitoba Health Insurance coverage for the entire gestation period. Stillbirths and records
with gestational age missing, less than 20 weeks, or greater than 45 weeks were excluded.

Physician tariff codes 8400 and 8401 in the medical claims data were used to identify

a prenatal care visit. In addition, physician tariff codes 8501, 8507, 8509, 8529, 8530,
8540, and 8550 were used if a diagnosis of pregnancy (ICD-9-CM codes V22, V23) or
complications due to pregnancy, labour and delivery (ICD-9-CM codes 640-669) was also
recorded on the medical claim.

Prenatal care visits were also identified in the hospital discharge abstract data using codes
in the number of prenatal visits field:

* Codes 0-8 (9 = unknown) in HAUM data until 2003/04
* Codes 0-8 (9 = unknown) in DAD data from 2004/05 to 2007/08
» Codes 0-19 (20 = unknown) in DAD data from 2008/09 to 2023/24

The data source (medical claims or hospital discharge abstract data) that yielded the
highest count of prenatal visits for the mother was used.

Note due to the changes to provision in care because of the COVID-19 pandemic, a
definition that also includes virtual visits was used. These visits were identified using
physician tariff codes 8321, 8442, 8447, 8480, 8535 when a diagnosis code related to
pregnancy or labour and delivery (listed above) was also recorded on the medical claim.
The results using the revised definition are available in the online supplement.

* The first two bullets in the Key Findings should read:

* Overall, the percentage of inadequate prenatal care was 10.3% and 10.6% in the first
two time periods, respectively, and significantly increased to 14.2% in TP3. Percentages
were significantly higher in TP3 compared to TP2 in each region. Including virtual visits
attenuated the amount of increase observed in TP3, though it was still significantly higher
in the third period than the second period in Manitoba and each region except Prairie
Mountain Health.

* Percentages in the Winnipeg RHA and Southern Health-Santé Sud were significantly lower
than the provincial average in each time period, while they were significantly higher in the
Northern Health Region for all three periods.

* Figures 9.3 and 9.4 have been replaced.

The web version of the report has been updated.
The updated pages follow.

The zip folders for Chapters 4 and 9 in the online supplement have been updated with new Acute
Myocardial Infarction Rates and Inadequate Prenatal Care Excel files.

The Technical Definitions PDF in the online supplement has been updated.
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July 15, 2026 - Erratum

¢ Online supplement Chapter 3

» Male and Female Life Expectancy results by income quintile (1Q) in the online supplement had
incorrect 1Q labels assigned. The IQ1 results were associated with the I1Q5 label, 1Q2 results with
the 1Q4 label, 1Q4 results with the 1Q2 label and the 1Q1 results with the I1Q5 label. The labels
have been corrected and new files have been uploaded to Chapter 3 in the online supplement.
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2024 RHA Indicators Atlas

Section B: Adverse Health Events

4.12 Acute Myocardial
Infarction (AMI) Rate

Definition: The number of hospitalizations or
deaths due to AMI (also known as heart attack)
per 1,000 residents aged 40 years and older in
a five-year period. AMI was defined by either of
the following:

¢ A hospitalization with a most responsible
diagnosis code for AMI:

¢ |CD-9-CM code 410; ICD-10-CA code 121
and a length of stay of at least one day
(unless the patient died from the AMI, in
which case they are included regardless of
length of stay), or

o AMI listed as the cause of death in Vital
Statistics Mortality Registry.

Note: This definition is different than those in
previous Atlases to account for a shift in clinical
practice towards discharging patients in hospital
earlier, when appropriate. Analysis revealed that the
proportion of AMI hospitalizations with a length of
stay between 1 and 3 days has steadily increased -
from 10.8% in 2002/03 to 29.0% in 2022/23.

Time period analysis: Average annual rates were
calculated for 3 five-year periods: 2008-2012
(TP1), 2013-2017 (TP2), and 2018-2022 (TP3)
and were age- and sex-adjusted to the Manitoba
population age 40 and older in TP3.

Trend analysis: Rates were calculated for each
one-year period from 2003 to 2022 and were
age- and sex-adjusted to the Manitoba population
aged 40 and older as of December 31, 2022.

Key Findings
Time Period Analysis (Figure 4.23)

¢ In Manitoba, AMI rates decreased significantly
from 5.1 events per 1,000 residents aged 40
years and older in TP1to 4.2in TP2to 3.5
in TP3. There were also approximately 200
fewer AMIs that occurred in each subsequent
time period (online supplement).

o A similar pattern existed within each region
except the decreases in the Northern Health
Region did not reach the level of significance.

¢ The Northern Health Region, Interlake-Eastern
RHA, and Southern Health-Sante Sud had
the highest rates in each period, which were
significantly higher than the rates in Manitoba.
Meanwhile, the Winnipeg RHA had the lowest
rates, which were significantly lower than the
rates in Manitoba.

¢ AMI rates were strongly associated to income
levels for urban and rural residents in all
three time periods (see online supplement).
Rates were higher among residents in lower
income areas.

Trend Analysis (Figure 4.24)

o AMI rates decreased over time in Manitoba
and in all the regions. The decrease appears
to be most dramatic in the Winnipeg RHA.
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2024 RHA Indicators Atlas

e The percentage of live births where
breastfeeding initiation occurred in hospital
increased significantly over the 20-year period;
however, there was a significant decrease from
the second to third time periods.

¢ The infant mortality rate (0-12 months)
decreased significantly over the 20-year span,
which appears to be attributable to the decrease
in the earlier years based on the time period
analysis results, i.e., non-significant decrease
between the second and third periods.

¢ The child mortality rate (1-19 years)
decreased significantly over the 20-year span
and was lower in the third period compared
to the second period, though not significantly.
External causes (i.e., injury and poisoning)
has and continues to be the dominant cause
of child deaths.

¢ The rate of surgery for the extraction of teeth
affected by dental caries among children aged
0-5 decreased significantly over time, most
notably in the Northern Health Region.

e The prevalence of asthma among children and
youth (age 5-19) increased significantly from the
first to second periods but decreased from the
second to third period. Over the 20-year period,
prevalence decreased, although not significantly.

e For many of the indicators in this chapter, there
were significant associations with health status
(e.g., premature mortality rate) and area-level
income: those from regions with worse health
status and from lower income areas had
significantly poorer outcomes.

Introduction

A chapter on maternal and child health first appeared
in the 2019 Atlas. The choice of indicators to include
in that Atlas was informed by decisions from the
Community Health Assessment Network and the
research team and appear in previous MCHP
reports, including “How are Manitoba’s Children
Doing?’[15] and “Perinatal Services and Outcomes
in Manitoba’[16]. This current Atlas updates the
same indicators used in the 2019 Atlas. Many of the
indicator rates are based on the population of women
and it should be noted that women are identified in
the Provincial Health Insurance Registry, which lists
an individual’s sex at birth and not their gender.

9.1 Birth Rate

Definition: The number of live births per 1,000
women aged 15-45. Births were defined as live births
coded in Manitoba hospital abstracts with ICD-10-
CA codes Z37.0, Z37.2, Z37.3, or Z37.5. Note that
home births and those occurring at the birth centre

in Winnipeg are coded into the hospital abstract data
system, and are not included in this analysis.

Time period analysis: The birth rate was calculated
for 3 one-year periods: 2012/13 (TP1), 2017/18
(TP2), and 2022/23 (TP3) and was age adjusted to
the Manitoba female population aged 15-45 in TP3.

Trend analysis: The birth rate was calculated for
each one-year period from 2003/04 to 2022/23 and
was age- and sex-adjusted to the Manitoba female
population aged 15-45 as of December 31, 2022.

Key Findings
Time Period Analysis (Figure 9.1)

e The birth rate in Manitoba decreased from 59.2
births per 1,000 women aged 15-45in TP1 to
57.1in TP2 to 49.1 in TP3, although none of
the differences were statistically significant. The
birth rates decreased across the time periods
in each of the regions, except the Interlake-
Eastern RHA, which saw a slight increase from
TP1 to TP2. The only significant difference
between time periods was in the Winnipeg RHA
when the birth rate decreased from 48.6 in TP2
to 41.0in TP3.

¢ The highest birth rates were in the Northern
Health Region, which were significantly
higher than the Manitoba birth rates in each
corresponding time period.

¢ There were strong associations between income
and birth rates in rural and urban areas in each
period. Rates were higher among residents of
lower income areas (see online supplement).

Trend Analysis (Figure 9.2)

¢ Birth rates were relatively stable over time
with no significantly increasing or decreasing
trends observed. Slight decreasing trend
appears to occur around 2013/14 in each
region except the Northern Health Region,
which was more variable.
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Chapter 9: Maternal and Child Health

9.2 Inadequate Prenatal Care

Definition: The percentage of mothers of singleton
live births who received inadequate, or no
prenatal care based on their R-GINDEX (Revised-
Graduated Prenatal Care Utilization Index) score.
[17] The denominator included all singleton live
births coded in Manitoba hospital abstracts with
ICD-10-CA codes Z38.0, Z38.1, Z38.2 where the
mother had Manitoba Health Insurance coverage
for the entire gestation period. Stillbirths and
records with gestational age missing, less than 20
weeks, or greater than 45 weeks were excluded.

Physician tariff codes 8400 and 8401 in the
medical claims data were used to identify a
prenatal care visit. In addition, physician tariff
codes 8501, 8507, 8509, 8529, 8530, 8540, and
8550 were used if a diagnosis of pregnancy (ICD-
9-CM codes V22, V23) or complications due to
pregnancy, labour and delivery (ICD-9-CM codes
640-669) was also recorded on the medical claim.

Prenatal care visits were also identified in the
hospital discharge abstract data using codes in the
number of prenatal visits field:

e Codes 0-8 (9 = unknown) in HAUM data until
2003/04

e Codes 0-8 (9 = unknown) in DAD data from
2004/05 to 2007/08

e Codes 0-19 (20 = unknown) in DAD data from
2008/09 to 2023/24

The data source (medical claims or hospital
discharge abstract data) that yielded the highest
count of prenatal visits for the mother was used.

Note: due to the changes to provision in care
because of the COVID-19 pandemic, a definition
that also includes virtual visits was used. These
visits were identified using physician tariff codes
8321, 8442, 8447, 8480, 8535 when a diagnosis
code related to pregnancy or labour and delivery
(listed above) was also recorded on the medical
claim. The results using the revised definition are
available in the online supplement.

Time period analysis: The average annual
percentage of inadequate prenatal care was
calculated for 3 five-year periods: 2008/09-2012/13
(TP1), 2013/14-2017/18 (TP2), and 2018/19-
2022/23 (TP3) and was maternal age-adjusted to
the Manitoba population of women who gave birth
to live born singletons in TP3.

Trend analysis: The percentage of inadequate
prenatal care was calculated for each one-year
period from 2003/04 to 2022/23 and maternal age-
adjusted to the Manitoba population of women who
gave birth to live born singletons in 2022/23.

Key Findings
Time Period Analysis (Figure 9.3)

¢ Overall, the percentage of inadequate prenatal
care was 10.3% and 10.6% in the first two
time periods, respectively, and significantly
increased to 14.2% in TP3. Percentages
were significantly higher in TP3 compared
to TP2 in each region. Including virtual visits
attenuated the amount of increase observed
in TP3, though it was still significantly higher
in the third period than in the second period
in Manitoba and each region except Prairie
Mountain Health.

¢ Percentages in the Winnipeg RHA and
Southern Health-Santé Sud were significantly
lower than the provincial average in each time
period, while they were significantly higher in
the Northern Health Region for all three periods.

¢ |[nadequate prenatal care appears to be
related to health status as the percentage
of mothers with inadequate care increases
across the regions from Southern Health-
Santé Sud to the Northern Health Region.

¢ Inadequate prenatal care percentages were
significantly associated with income in urban
and rural areas in each time period, with
women in lower income areas having rates
that were 2-3 times higher than women in
higher income areas (see online supplement).
The slope of the income gradient was reduced
in the third period compared to the second
period in the rural areas representing a
decrease in the gap between the highest and
lowest income quintiles.

Trend Analysis (Figure 9.4)

¢ |[nadequate prenatal care percentages
increased significantly over time in Manitoba
and each region. There was a dramatic
increase beginning in 2019/20 and plateauing
afterwards in each region. However, the
increase is lessened by adding virtual visits
and the increasing trends in the Winnipeg
RHA and Interlake-Eastern RHA that were
seen when virtual visits were not included
were no longer significant.
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