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It has often been said that one can meas-
ure how advanced a society is by how well
it meets the needs of its weakest and most
frail members.  In Manitoba, we are 
fortunate to live in a society where 
considerable time and effort has been
spent to improve the health of children.
Policies and programs have been designed
and put into place so that in theory, all
children are born with an equal chance of
being healthy.  And for those children
born into circumstances resulting in
poorer health, programs exist which try to
ensure that they eventually get onto a
level playing field.  All this work has
resulted in children, for the most part,
being healthy in Manitoba.  

Unfortunately, from studies that the 
Manitoba Centre for Health Policy
(MCHP) and others have undertaken, we
know that there are always exceptions to
the rule.  Despite our best efforts, there
are some children whose health remains
much poorer than others.  Furthermore,
research has shown that poor health is not
entirely random.     

And this is where the latest release of
MCHP’s Child Health Atlas plays a vital
role.  This report, undertaken at the
request of Manitoba Health and Healthy
Living, contains measures of child health
that can be compared across different
parts of Manitoba.  Therefore, policymak-
ers have a tool that is capable of not only
saying how well kids are doing, but how
this differs across areas of the province.
Moreover, as the measures we’ve devel-
oped for the atlas have been designed to
be updated regularly, progress on the dif-
ferent measures can be easily tracked. 

The more things change, the more they
stay the same?

On one level, the latest release of the
atlas is an update of earlier versions.  On
another level, we are adding a substantial
amount of value to the information avail-
able from previous versions of the atlas.
We’ve expanded our definition of what
“good health” means, by taking advantage
of new data, measures and techniques.  We
have also put some thought into trying to
come up with ways of predicting what may
be associated with good (or poor) child
health.  We call these predictors the
“determinants” of child health.     

So this child health atlas had two
main purposes:

1) To provide comprehensive information 
on child health status indicators at 
regional and sub-regional levels in 
Manitoba;

2) To provide comprehensive information 
on the determinants of health of 
children in Manitoba.

Before we summarize the information,
we ought to have a word on indicators.
Measuring health is a very complex issue –
there is no quick and easy way to say
whether a group of children are healthy.
So we used measures that are thought to
indicate “healthiness”, according to pub-
lished studies and the opinion of members
of our expert working group.  These
included such things as whether babies
survive to their first birthdays, how many
immunizations children receive, the num-
ber and type of drugs children are pre-
scribed, and whether or not a child has
any of a number of conditions, such as
diabetes or autism.  We looked at dozens

● Manitoba children
are relatively healthy

● There are signifi-
cant disparities in
children’s outcomes

● Children from
areas with lower
socioeconomic 
status tend to have
poorer outcomes



of these indicators of child health. Table 1 lists
the indicators we looked at, as well as the
broad categories we grouped them into.

We should also have a quick word about our
methods.  We defined “child” as someone who
was under the age of 20 during the reporting
period.  In addition to looking at indicators by
the areas where children live, we also found
that it was very useful to look at the indicators
over time.  This combination offers us some
advantages.  First, it allows us to compare one
area with other areas in Manitoba.  So we can
say, for example, that there are more children
with asthma in one area compared to the rest
of the province.  Second, it lets us know how
the indicator has changed over time in the
same area – that is, has the number of chil-
dren with asthma decreased, stayed the same,
or increased in a particular area.  For most of
the indicators, we looked at two five-year time
periods (1996/97-2000/01 and 2001/02-
2005/06).   

Finally, because we are comparing areas
during the same two time periods, policymak-
ers can look at whether other areas have expe-
rienced similar or different changes in the
indicators.  This last advantage is rather criti-
cal.  Why?  While it is one thing to say that
asthma is increasing or decreasing in a 

particular area, it is a much more useful and
insightful thing to ask whether changes in one
area may be due to programs that exist (or do
not exist) in that area, compared to other
areas.

Findings
What did we find?  With over 80 indicators,
summarizing all this information is no small
task.  But we did find some consistent themes
within the data, some of which echo earlier
versions of the atlas.  First and foremost we
found that for most indicators,  children’s
health was very much tied to the average level
of wealth (measured by the average household
income) of the area in which they live.  Simply
put, more wealth translates into better health:
when the population of children is divided into
five equal parts according to average income,
each step up the income ladder also raises the
level of health.  

Wealth equals health?
For example, it may be surprising to hear that
between 2001-2005 in Winnipeg and Brandon,
babies born to parents living in the poorest
neighbourhoods were almost three times more
likely to die before their first birthday, com-
pared to babies born to parents from the
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Table 1.  Child Health Indicators



wealthiest neighbourhoods (Figure 1).
Fortunately, we didn’t see the rates of this
indicator (called “infant mortality”) increasing
over the study period.  But we did see this
higher wealth/better health relationship for
many indicators.  This list included child mor-
tality rates (deaths for kids between the age of
1 and 19), whether babies were very small or
very big for “gestational age” at birth (by “ges-
tational age” we mean how long the baby was
in its mother’s womb before she gave birth),
the number of visits to a hospital by both
babies and children, whether a child has 
diabetes, and how well kids do in school.  

This relationship was present even in the
indicators we considered as “preventive health”
measures.  These indicators measure steps
people take to prevent sickness.  Two 
important indicators are whether a mother
breastfeeds her baby, and how complete a
child’s immunizations are.  In Winnipeg and
Brandon, as well as in rural areas of Manitoba,
we saw that mothers from poorer areas were
less likely to breastfeed, and their children
were less likely to have had all their
immunizations.                

Geography matters
Similarly, health was associated with the

region where a child came from.  Take the
example of the “preterm birth” indicator.  This
indicator measures the number of babies born
early – that is, at less than 37 weeks gesta-
tional age (compared to the norm of 40
weeks).  Preterm birth rate is one of the most
important predictors of infant mortality (i.e.,

death in the first year of life).  According to
the atlas in the two time periods measured,
preterm birth rates increased significantly
(that is, more than what would be expected
due to chance) for infants from Burntwood
and Brandon Regional Health Authorities
(RHA).  At the same time, we see that rates
were significantly lower in Nor-Man RHA, and
remained stable in Assiniboine RHA.  Why are
the rates so much higher in Burntwood (8.8%)
compared to Nor-Man (6.0%), even though
their populations are very much alike?
Similarly, why did rates increase in Brandon,
but remain the same in Assiniboine?  We’re

not sure.  But the atlas allows 
policymakers (and researchers) to
ask these more focussed questions.   

To use another example, we
looked at how the rate of “dental
extractions” changed in Manitoba
for children under the age of 5 in
our two time periods.  Now, “dental
extractions” basically means remov-
ing teeth that are severely damaged
by tooth decay.  For this indicator,
we only had data from surgeries
that happened in hospitals under
general anaesthetic, and not from
dentists’ offices. Good dental health
is vital for speech and nutrition, as
well as the shape of a child’s face

and jaw.  Ideally, this invasive operation could
be avoided with preventative dental care in a
child’s early years.  

Looking at Figure 2, we found that between
the two time periods the rate of this procedure
increased significantly in three regions: North
Eastman, Nor-Man and Burntwood.  Somewhat
alarmingly, the differences in the rates of this
indicator, compared to the Manitoba average,
appear to have increased over the two time
periods.  For instance, rates of dental extrac-
tions in Burntwood went from about 4 times
higher than the Manitoba average in 1996/97-
2000/01 to almost 5 times the average in
2001/02-2005/06.  Keep in mind that these
cases represent the worst cases of tooth decay.
As well, in rural Manitoba, children from the
poorest areas were 7 times more likely to have
had this surgery than those from the wealthi-
est areas.  And in Winnipeg and Brandon, 
compared to those from the wealthiest neigh-
bourhoods, children from the poorest
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Figure 1: Infant Mortality Rates (per 1,000 Infants) 
by Wealth of Neighbourhoods in Urban Areas of Manitoba, 2001-2005



WANT THE COMPLETE REPORT? 
YOU CAN DOWNLOAD IT FROM OUR WEB SITE: http://www.umanitoba.ca/faculties/medicine/units/mchp/

OR ORDER IT FROM MCHP: PH. (204) 789-3819; FAX (204) 789-3910; EMAIL reports@cpe.umanitoba.ca
Manitoba Centre for Health Policy, University of Manitoba, Winnipeg, Manitoba, R3E 3P5

neighbourhoods were 11 times more likely to
have had dental extraction surgery.  We recom-
mend looking at the reasons behind why rates
seem to be so much higher in some areas.   

Trends over time - some good news
Fortunately, not all the news is bad.  It appears
that more and more children are finishing
high school, which is good news, since getting
more education is related to better health as
an adult.  And teen pregnancy and birth rates
have dropped in most areas of the province. As
well asthma rates, which appeared to be
increasing at an extremely fast pace in earlier
years, seem to have levelled off.  Finally, we
found that hospital stays due to a serious
injury have decreased in children over the two
time periods.  In the first time period, about
70 out of every 10,000 children had a stay in
the hospital due to some type of injury – and
this decreased to just under 60.  But even in
this good news story, geography and wealth
mattered.  Rates were higher in the north than
in the south, and also higher in the poorest
compared to the wealthiest areas in Manitoba.   
Seeing a drop in hospitalizations due to injury
is very good news indeed, especially given the
fact that injuries are the number one reason
for deaths and the second-leading cause of
hospitalizations in Manitoba children.  In fact,

we saw a dramatic drop in deaths
due to injuries for children aged 5-
9: injuries were responsible for
about half of all these deaths in the
first time period, but only one-third
of deaths in the second time period.
At the same time, the total number
of deaths in this age group that
were due to injuries was cut in half
– from 44 to 20.  We also noticed
that this drop was greater for girls
than for boys.  A lot has been
invested in programs to decrease
injuries in children, so we recom-
mend that a close eye be kept on
these rates, to see if they stay the
same, or hopefully, decrease even
further.  As well, an obvious 
question to ask is why boys haven’t

experienced the same drop in injury deaths as
girls.   

To sum up
We would like to assume that every child born
in Manitoba is given a fair and equal chance at
being healthy.  Unfortunately, time and time
again, this assumption has been proven wrong.
There are clear differences in child health, and
these differences usually coincide with where
and under what circumstances children live.
The results from this atlas confirm this fact.
And for some measures of child health, the gap
is widening between those children living in
wealthier areas and those in the poorest areas
of Manitoba.  

In some ways, this is disappointing news.
But that is why this atlas is so crucial to 
policymakers.  We talked earlier about a level
playing field.  With this atlas, planners can
look to see where the rough patches are,
where things are going well, and where they
may want to be in a few years.   It can be used
to highlight success stories, and to draw from
the strength in experience and knowledge of
what has been done to help overcome
inequities.  After all, at one point in their lives,
children may be among the weakest and most
frail in our society.  But over time, they can
turn out to be our strongest asset.  

Figure 2: Dental Extrac�on Rates per 1,000 children 
(aged 0-5), by Selected RHAs
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