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MCHP: Who we are
• The Manitoba Centre for Health Policy

• Community Health Sciences, Faculty of Medicine
• 5-year contracts with Manitoba Health since 1991 … 

but a long history pre-dates this
• A “magnet” centre

– Attracts the attention of other national and international 
research centresresearch centres

• In 2007 alone, visits from Alberta, Ontario, Statistics 
Canada, Malaysia, Australia; invitations to 9 
provinces

– Attracts external funding
• ½ of budget from peer-reviewed grants



We’ve been working on our 
strategic plan over the past year

MCHP’s Vision
– The Manitoba Centre for Health Policy sets the 

international standard for using population-based 
secondary data to create new knowledge that 
informs health policy, social policy and service informs health policy, social policy and service 
delivery.

MCHP’s values
– Innovation and Excellence  
– Collaboration and Teamwork 
– Social Relevance and Stewardship 



MCHP’s Mission

The Manitoba Centre for Health Policy (MCHP) is a 
research centre of excellence that conducts world 
class population-based research on health 
services, population and public health, and the 
social determinants of health. MCHP develops 
and maintains the comprehensive population-
based data repository on behalf of the Province of based data repository on behalf of the Province of 
Manitoba for use by the local, national and 
international research community.  MCHP 
promotes a collaborative environment to create, 
disseminate and apply its research. The work of 
MCHP supports the development of policy, 
programs and services that maintain and improve 
the health of Manitobans. 



The three pillars

MISSION

Research   

Specific Objectives for each of the Goals 

Foundational resources to sustain MCHP 
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Repository … “paperclips”?
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Medical
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De-Identification Process

4.  Trustee sends ‘scrambled’ 
record number and 
administrative data to MCHP.

1.  Trustee sends 
identifying information 
(name, address, date of 
birth, etc.) and a 
‘scrambled’ record 
number to Manitoba 
Health & Healthy Living.  
No other information sent.

Trustee

Manitoba 

5.  MCHP stores data in 
separate unlinked files.

2.  Use identifying 
information to link 
scrambled record number 
to scrambled PHIN.

Authorized individuals access 
crosswalk file(s)* only for 
approved projects

3.  Remove name etc. and 
send scrambled record 
number and scrambled 
PHIN to MCHP 
(= crosswalk file).  

*Crosswalk file accessed only by authorized individuals at MCHP to link Trustee data to other 
approved data in the Repository.

MCHP
Manitoba 
Health &

Healthy Living



Privacy Toolkit: available on MCHP website or order a CD



MCHP:  What we do with 
the information - knowledge 
translation
• At the government level

• briefing of ADMs, DM, Minister of Health, 
other Ministers for broader issues, workshop

• At the RHA level
• Annual Workshop Days
• The Need To Know Team

• At the researcher level
• Publications, conferences etc.
• Concept Dictionary and Glossary



MCHP’s involvement in 
influencing health policy

Burntwood

Churchill

BurntwoodBurntwood

Churchill

• The Need To Know Team 
– CIHR-funded, 2001-2006 through 

the Community Alliances for Health 
Research (CAHR) program

– MCHP, RHAs, Manitoba Health Burntwood
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– MCHP, RHAs, Manitoba Health
– CIHR 2005 KT Award for Regional 

Impact



The Need To Know Team (CIHR-funded):
partnership of MCHP, Manitoba Health, and RHAs

five projects & three 
evaluation reports 
plus publications

• RHA Indicators Atlas,  
2003

• Mental Illness in 
Manitoba, 2004Manitoba, 2004

• Sex differences in 
health, health care 
use and outcomes, 
2005

• What Works (2008)
• Evaluation reports on 

our Team website

• plus upcoming RHA 
Indicators Atlas 2009
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Patricia J. Martens, Randy Fransoo, Nancy McKeen, The Need To Know
Team, Elaine Burland, Laurel Jebamani, Charles Burc hill, Carolyn 
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Five-year prevalence of mental 
illness in Manitoba, age 10+

cumulative mental illnesses
(depression, anxiety, personality disorders,
substance abuse, schizophrenia)

24%

, 

other mental illnesses
(e.g. dementia)

13% 

no mental 
illnesses

63%

Martens et al. 2004

POLICY RELEVANCE: We have a huge problem



Figure 4.2.9: All-Cause Physician Visit Rates by Se x and Cause 
Cumulative Disorders vs. No Disorders, 1997/98 - 200 1/02
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POLICY RELEVANCE:  we have a 
huge need for awareness in primary 
health care
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Who sees psychiatrists?

, 

For 100 people with cumulative mental 
illness disorders
– Urban richest: 100 visits
– Urban poorest: 70 visitsPOLICY RELEVANCE:  we need to 

address accessibility, and measure 

Martens et al. 2004

– Rural richest: 30 visits
– Rural poorest: 10 visits

– Middle aged: 80 visits
– Older (70+): 15 visits

Who accesses psychiatrists?

Urban people in the 
wealthier neighbourhoods

… and middle-agers

address accessibility, and measure 
our efforts



Home care and nursing homes: 
Impact of mental illness

Home care: out of 15 people aged 55+
– No mental illness: 1 uses homecare
– Cumulative group: 3 use homecare
– Dementia: 5 use homecare– Dementia: 5 use homecare

Nursing homes:  
– 87% of residents have mental illness

Martens et al. 2004; Martens et al. 2007

POLICY RELEVANCE:  Community-based 
health services must support mental health 
needs



KT in action: Mental Illness Report
“This report has been very useful for the mental health community 

broadly.  We have presented and discussed it with a few key groups 
including the Provincial Mental Health Management Network
(RHA mental health managers and our Branch) and the Provincial 
Mental Health Advisory Council (consumers and family members 
appointed by Minister of Health).  

The self-help groups have been asking about it, referring to it in their 
advocacy. Our Branch has specifically used it to work in four key 
areas: (a) It is informing the Provincial Suicide Prevention areas: (a) It is informing the Provincial Suicide Prevention 
Strategy ; (b) we are using it as further evidence for the need for a 
new mental health (and addictions) data system - and this is 
moving along; (c)  we have used it to pull together a planning group 
to look at current and future needs in the area of access to 
psychiatrists ; (d) we are using it as further evidence for the need 
for collaboration between mental health and primary health care 
initiatives .  

Personally the piece that stood out for me is the whole thing about how 
all health concerns are increased when there is a m ental illness
diagnosis. This is a piece that I pull out frequently in briefings, 
meetings etc.”

Yvonne Block, Director of Mental Health, Addictions and Agency Relations, Manitoba Health
January 2005



A house is a house for me
• Home care
• Nursing homes
• Public housing – affordable, safe, 

cleanclean
• Government rental subsidies
• Affordable supportive housing for 

older adults

But where’s the data?



Sex Differences Report 
(Fransoo et al. 2005): 
Treatments after heart attack
• Reported: males more likely than females to get 

aggressive treatment after AMI (‘sex bias’)

• Our findings: 36% of male, 29% female AMI 
survivors get cardiac catheterization while in survivors get cardiac catheterization while in 
hospital

• Problem: age difference at time of AMI, and steep 
age gradient in cardiac interventions
– Male AMI patients younger than their female 

counterparts
– Younger patients more likely to get invasive treatments

� Sex difference, not sex bias
� Only in ‘overall’ rates



50%

60%

70%

Male
Female

Proportion of AMI patients catheterized, by age & sex

Treatments after heart attack
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Problem with the first glance: age 
difference at time of AMI, and steep 
age gradient in cardiac interventions:

* Male AMI patients younger than 
their female counterparts
* Younger patients more likely to 
get invasive treatments

age difference, not sex bias



How The Need to Know Team has informed 
Health Planning:
CARDIOVASCULAR DISEASE

Brandon RHA

• Public education & awareness 
strategies regarding screening 
and monitoring of hypertension

•   Leading cause of death for both 
women and men 

• Heart attack rates are higher 
than Manitoba rate and monitoring of hypertension

• A chart audit to determine 
reasons for low rates of 
medical intervention

• Chronic disease prevention 
strategy  to address key risk 
factors

than Manitoba rate 
• Significantly lower rates of 

cardiac catheterization, 
angioplasty and coronary 
artery bypass graft surgery 
than the province & is one of 
the lowest when compared to 
other regions

• Significantly lower % of 
persons with at least one 
physician visit for hypertension 
than the province



Data story … ER information 
(Doupe et al. 2008)

• Frequent users (7+/yr):
– One hospital (HSC) has 1/4 (24%) of visits by 

the “frequent users” 
– other hospitals are between 7 and 14%

• Frequent users: 54% have a history of 2+ 
mental illness diagnoses

• Very frequent users (18+/yr): 85% have 
2+ mental illness diagnoses



Data disaster … ER information

• ER data can’t 
distinguish between 
waiting room and 
actual care time (so 
“wait time” combines “wait time” combines 
the two)

• physician diagnostic 
codes no longer 
collected (only have 
triage grouping)



What Works?  A first look at 
evaluating Manitoba’s 
regional health programs 
and policies at the 
population level.population level.

Authors of report :  Patricia Martens, 
Randy Fransoo, The Need To Know Team, 
Elaine Burland, Heather Prior, Charles 
Burchill, Linda Romphf, Dan Chateau, 
Angela Bailly, Carole Ouelette. Plus a 
massive Working Group!!



Figure 11.5: Trends in Non-Winnipeg Cervical Cancer  Screening Rates

Age-adjusted percent of women age 18-69 with one or more Pap smears 
in a three-year period, excluding those who have had a hysterectomy
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Figure 10.5: Trends in Non-Winnipeg Mammography Rat es

Age-adjusted percentage of women age 50-69 
receiving at least one mammogram in two years
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Data story: social determinants 
of health databases

• Brownell, Roos et al. (2004), plus 
ongoing work
– Family services data
– Education data (public school, Red River, – Education data (public school, Red River, 

ongoing negotiations for University data)
– Healthy Child program data



Grade 12 (S4) Performance by SES Group 
Language Arts Standards Test 2001/02
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Difficulties of 
making good 
decisions when 
missing critical 
“tools” “tools” 

(like mental 
health data, 
housing data, 
ER data, etc.)



Some data initiatives are taking place 
without input from ALL the potential 
users, but MB E-Health is making sure 
that clinicians, researchers AND that clinicians, researchers AND 
decision-makers are all around the 
table!



Healthcare Policy 2005;1(1):72 -84 Healthcare Policy 2005;1(1):72 -84 
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Low High
Degree of involvement of users / decision-makers

Low High

Results
sent to 
users

Users 
given
help to 
under-
stand
results

Users are involved
in “working group” 
to assist 
researchers in 
interpreting 
information

Users 
collaborate to
frame the
research at 
the start, and 
to be involved 
throughout
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Martens and Roos, Healthcare Policy September 2005



So what works? … researchers, 
decision-makers, privacy people

• USER INVOLVEMENT FROM START TO FINISH

• INTERACTIVE FORUMS 
– learning how to use administrative – learning how to use administrative 

databases carefully, respectfully, within 
existing legislation, and to the benefit of all

• EVIDENCE-BASED STORY TELLING potentially 
leads to EVIDENCE-INFORMED DECISION 
MAKING

– Ethical uses of the data with which we are 
entrusted



So what does it take?

To develop collaborative relationships 
around data stewardship and use, it takes:

• TIME and $ commitment
• SHARED LANGUAGE 
• TRUST• TRUST
• RELATIONSHIP BUILDING
• “LETTING GO” of traditional controls
• PATIENCE
• UNDERSTANDING

Bowen S, Martens PJ .  A model for collaborative evaluation of university-community partnerships.  
J. Epidemiol. Community Health 2006; 60: 902-907.
Bowen S, Martens PJ , The Need To Know Team.  Demystifying “Knowledge Translation”: Learning 
from  the community.  Journal of Health Services Research & Policy 2005;10(4):203-211.



Manitoba
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Health
PolicyPolicy

www.umanitoba.ca/faculties/medicine/units/mchp/


