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Appendix A
RHA MAP
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Appendix B

COMMUNITY HEALTH ASSESSMENT NETWORK
TERMS OF REFERENCE

Purpose
The Community Health Assessment Network (CHAN) provides a forum where the process to assess the health of
communities and determine the underlying factors responsible for health disparities is discussed.

Objectives
« To share information, ideas and concepts relating to community health assessment (CHA).
 To work collaboratively on common issues/projects.
 To oversee the development and updating of regional indicators used in the CHA process.
 To develop and promote consistency in measurement and approaches as appropriate.
< To make recommendations on common community health assessment issues/concerns.
« To host education sessions on topics related to community health assessment.
 To explore opportunities to enhance resources for the CHA process.

Membership
CHAN membership consists of representation from:
 Regional health authorities
 CancerCare Manitoba
e Manitoba Health and Healthy Living:
« Accountability Support Branch CHA Consultants
 Health Information Management
« Office of Chief Medical Officer of Health
e Primary Care and Healthy Living Division
e Manitoba Centre for Health Policy
 Other contacts may be asked to participate in the Network on an adhoc or
as-needed basis.

Chairperson
Executive Director, Accountability Support Branch, Manitoba Health and Healthy Living

Duties of the Chairperson
« Prepare agenda for all meetings
« Preside at all meetings
 Ensure notice of meeting, agenda and minutes are distributed to members
e Actas a liaison to the Assistant Deputy Minister and Chief Financial Officer of the Administration, Finance
and Accountability Division, Manitoba Health and Healthy Living; and to the RHA Planning Network
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Minutes
Record of all meetings will be kept by the Accountability Support Branch, Manitoba Health and Healthy Living.
Minutes will be distributed to all Community Health Assessment Network members.

Frequency of Meetings
Quarterly

Reporting Relationship
The members of the Community Health Assessment Network report to their direct managers within each health

authority.

The Chair of the CHA Network reports to the Associate Deputy Minister and Chief Financial Officer of the
Administration, Finance and Accountability Division, Manitoba Health and Healthy Living.

The Chair of the CHA Network reports to the RHA Planning Network.



Appendix C

COMMUNITY HEALTH ASSESSMENT NETWORK (CHAN)
ETHICS GUIDELINES

1. Each health authority will ensure appropriate ethical considerations in the management of the ongoing
Community Health Assessment (CHA) process, as outlined in the CHAN Ethics Protocol.

2. Each health authority will adhere to best practices regarding informed consent for participation in CHA
activities, as derived from the Canadian Standards Association: Model Code for the Protection of Personal
Information, A National Standard of Canada.

3. Each health authority will ensure the appropriate handling of data obtained (i.e. storage and utilization of
data collected), to ensure confidentiality in compliance with provincial privacy legislation and as outlined
under their existing policy. If such a policy does not currently exist, one must be developed.

4. Each health authority may obtain an independent/external review of their proposed activities.

5. Formal ethics approval from a recognized research ethics board must be obtained prior to embarking on

activities which may lead to publication. This is required by many academic journals.

Ethics Group - A Subcommittee of CHAN
July 31, 2008
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COMMUNITY HEALTH ASSESSMENT NETWORK (CHAN)
ETHICS PROTOCOL

PROTOCOL STATEMENT

The health authority is committed to conducting a Community Health Assessment (CHA) that respects personal
privacy and safeguards individual record confidentiality and system security in accordance with Personal Health
Information Act (PHIA). In addition, efforts will be made to protect community confidentiality where appropriate.
The Participation and Information Consent Form shall be used for activities involving the collection of personal
health information.

The Community Health Assessment process shall be consistent with the following ethical principles.

1

Accountability

The health authority is accountable for compliance with the following principles when conducting CHA
activities. Under the RHA Act Division 2 Section 23(2) (b) states each RHA shall “assess health needs in
the health region on an ongoing basis”.

Limiting Collection

The health authority will only directly or indirectly collect person / community-identifiable information
that are necessary to establish sound health policy, effectively manage the health system, support the
ongoing CHA process and/or create public awareness. The decision regarding information gathered will
be determined by CHAN in situations where common data collection occurs across health authorities.
Aggregate information may be collected as per ethics protocol statement No. 5 (Consent).

Limiting Use
The health authority will only use information for purposes of establishing sound health policy, effectively
manage the health system, support the ongoing CHA process and/or create public awareness.

In addition, aggregate information may be used as per ethics protocol statement No. 5 (Consent). The health
authority will also ensure minimal risk in the use of information and clearly articulate the benefit to public
interest.

Limiting Disclosure

The health authority may disclose information to Manitoba Health and Healthy Living in order to support
provincial databases for epidemiological studies and policy analysis. The purpose is to be consistent with
those for which it was originally collected or as allowed under ethics protocol statement No. 5 (Consent).

Consent
The knowledge and consent of the individual or his/her guardian are required for the collection, use or
disclosure of personal information except where the collection, use or disclosure is permitted by law.

Integrity
The health authority shall ensure the integrity (quality, accuracy and reliability) of records under its control,
whether in written, electronic or other form.



7. Security
The health authority shall establish and retain the signed informed consent forms in a secure area for a
minimum of seven years.

8. Openness
On request, the health authority will make available specific information about its policies and practices
relating to its handling of personal information.

This protocol and guiding principles are based on those contained in the Canadian Standards Association: Model
Code for the Protection of Personal Information

A National Standard of Canada

CAN/CSA-Q830-96

Ethics Group - A Subcommittee of CHAN
July 31, 2008
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SAMPLE DOCUMENT

Participant Information and Consent Form
Date
Dear Participant,

You are invited to participate in a discussion group for the upcoming Community Health Assessment, conducted
bythe Regional Health Authority. The purpose of this assessment is to gather information about the
health of the people in our community. There will be a number of discussion groups held throughout the RHA. The
information we gather will be used for improving health services and for planning future programs.

Approximately individuals have been invited to participate in this group discussion. The group leader will
ask specific questions about . This discussion will take approximately (minutes/a number of
sessions)

Participation in this group discussion is optional. You may change your mind at any time and you may also choose not
to answer specific questions. You do not have to give a reason and it will not affect the care you may require within
the Regional Health Authority or any other health authority in Manitoba. Being involved in this
discussion involves no known benefit or risk to you.

The information you provide will remain confidential. Only general information about you will be recorded, such
as (your year of birth, gender, home community). Only those individuals who are directly involved
with the Community Health Assessment will have access to this information. Group information will be included
in a final report and future publications. The findings of the health assessment will be made available to the public
and service providers throughout the region as well as Manitoba Health and Healthy Living. In keeping with ethical
standards, all recorded information will be stored in a locked cabinet in an office in Regional Administration for a
period of seven years.

Refreshments will be provided to all participants and travel costs may be covered (if applicable). However you will
not be paid for your participation.

Please call at if you have any questions about the Community Health
Assessment or this group discussion. If you would like to speak with someone who is not connected with this group
discussion, please call Lorraine Dacombe Dewar (Manitoba Health and Healthy Living) at 204-786-7266.

Sincerely,

Regional Health Authority
Community Health Assessment Coordinator




PLEASE CIRCLE YES OR NO

1. Do you understand that you have been asked to participate in this group discussion? Yes No

2. Have you read a copy of the attached information letter? Yes No

3. Do you understand there are no known benefits or risks involved in taking part in this group Yes No
discussion?

4. Have you had an opportunity to ask questions about this discussion? Yes No

5. Do you understand that you may refuse to participate or withdraw from this discussion at any Yes No
time?

6. Do you understand that you may refuse to answer any specific questions? Yes No

7. Do you understand that your information will remain confidential? Yes No

8. Do you understand the information you provide may be put in a public report, however, your Yes No

name and other identifying information will not be used.

Please call at if you have any questions about the Community Health
Assessment or this group discussion. If you would like to speak with someone who is not connected with this group
discussion, please call (Manitoba Health and Healthy Living) at

This study was explained to me by:
| agree to take part in this study.

Signature of Participant Date

Printed name

I believe that the person signing this form understands what is involved in the study (assessment) and voluntarily
agrees to participate.

Signature of Interviewer Date

Signature of Translator (if applicable) Date









U-1

uU-2

U4

U-5

U-6

u-7

uU-8

uU-9

U-10

U-11

V-1

Category

Demographics

Demographics

Demographics

Demographics

Demographics

Demographics

Demographics

Demographics

Demographics

Demographics

Demographics

Utilization

Core vs
Non-Core vs
Other

Core

Core

Core

Core

Core

Core

Core

Core

Core

Core

Core

Core

Date Modified 05/07/09

Indicator

Population Attributes -

Population

Population Pyramids

Population Projections

Population Attributes -

Dependency Ratio

Population Attributes -
Aboriginal Population (by

region)

Population Attributes - Lone-

parent Families

Population Attributes -

Language Spoken
in the Home

Internal / External Migration

Geographic Attributes -
Internal Migrant Mobility

Geographic Attributes -

Urban Population

Geographic Attributes -

Population Density

Physician Visit Rates by

Causes

General Definition
(Refer to report for complete definition)

The number of people living in a geographic area by age and sex.

Population pyramids by 5 year age groups and sex. A population pyramid is
a graph showing the age and sex distribution of the population. The
percentage of the population within each five-year group is shown for both
males (on the left side of the graph) and females (on the right side).

Population projections have been prepared for the RHAs. The base
populations for these projections are the June 1, 1998 Health registration
counts for the 11 RHAs by sex and single years of age (to 90 years and
over). The projection period is to extend to June 1, 2025 covering a 27-year
period. The projections were prepared using the Manitoba Bureau of
Statistics Population Cohort Projection model. This model takes the base
population (June 1, 1998), and adds or subtracts the components of
population growth by sex and single years of age on an annual basis to
determine the projected population for the next June 1st period.

The ratio of the combined child population (aged 0 to 14) and elderly
population (aged 65 and over) to the working age population (aged 15 to
64). This ratio is usually presented as the number of dependents for every
100 people in the working age population.

Aboriginal people living in a geographic area. Aboriginal people are those
persons who reported identifying with at least one Aboriginal group (e.g.
North American Indian, Métis or Inuit and/or those who reported being a
Treaty Indian or a Registered Indian as defined by the Indian Act and/or
those who were members of an Indian Band or First Nation).

The percentage (%) of lone-parent families among all census families living
in private households. A census family refers to married or common-law
couple or lone parent with at least one never-married son or daughter living
in the same household.

The language spoken most often or on a regular basis at home by the
individual at the time of the census.

In-migration/out-migration by important age groups (elderly, young) and
possibly by socioeconomic characteristics.

The percentage (%) of people that lived in a different Canadian municipality
at the time of the previous census (5-year internal migrants) or one year
before the current census (1-year internal migrants). External migrants who
were living outside Canada are excluded.

People living in urban areas. An urban area is defined as having a minimum
population of 1,000 and a population density of 400 people per square
kilometer.

Number of people per square kilometer. Calculated by dividing the total
population by land area.

The average annual number of ambulatory visits to all physicians by
category of illness, ranking the causes by relative frequency of visits.

Organization Report Name
Reporting

MHHL (HIM) Manitoba Public Website
MCHP RHA Atlas 2009
Manitoba RHA Profiles 2008
Bureau of
Statistics
MHHL (HIM) RHA Profiles 2008
MHHL (HIM) RHA Profiles 2008
MHHL (HIM) RHA Profiles 2008
MCHP Child Health Atlas 2008
MHHL (HIM) RHA Profiles 2008
MHHL (HIM) RHA Profiles 2008
MHHL (HIM) RHA Profiles 2008
MHHL (HIM) RHA Profiles 2008
MHHL (HIM) RHA Profiles 2008
MCHP Sex Differences Report

2005
RHA Atlas 2009

Reporting specifics / time period
(Primarily reports RHA level data)

Pyramid compares regional results with Manitoba results, by sex, for
2000 and 2005.

This information will be provided as a separate document/database.

For 1996, 2001 and 2006 (from MHHL Population Registry).

For 1996, 2001 and 2006 (when available).

For 1996, 2001 and 2006 (when available).
For 2001, by percent female lone parent families, and % lone parent
households.

For 1996, 2001 and 2006 (when available).

For 1996, 2001 and 2006 (when available).

For 1996, 2001 and 2006 (when available).

For 1996, 2001 and 2006 (from MHHL Population Registry).

For 1996, 2001 and 2006 (from MHHL Population Registry).

Age adjusted annual rate, by sex, and by cause, for all Manitoba and for
Rural South / North / Brandon and for Winnipeg, for 2003/04.
Crude proportion (%) by aggregate areas only, for top 10 diagnoses.

Data Source

Population data

Population data

Manitoba Bureau
of Statistics

Population data

Stats Canada
Census

Stats Canada
Census

Stats Canada
Census

Stats Canada
Census

Stats Canada
Census

Stats Canada
Census

Stats Canada
Census

Administrative
data
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V-3

V-4

V-6

V-11

V-12

Category

Utilization

Utilization

Utilization

Utilization

Utilization

Utilization

Utilization

Utilization

Utilization

Utilization

Utilization

Utilization

Core vs
Non-Core vs
Other

Core

Other

Core

Other

Other

Core

Non-Core

Non-Core

Core

Non-Core

Other

Non-Core

Date Modified 05/07/09

Indicator

Physician Visits 'for' Mental
lliness

Physician Visit Rates by
Causes by Physician
Specialty

Total Hospital Separation
Rates

Hospital Separation Rates:
-For Short Stays
-For Long Stays

Hospital Separation Rates:
-For Inpatient Care
-For Day Surgery

Separations for Mental
lliness Disorder, from:
-acute care hospitals
-mental health centres.

Separations by Cause (or
causes of hospitalization)

Total Hospital Days Used

Hospital Days Used:
-For Short Stays:
-For Long Stays

Population-based Prevalence
of Individuals in contact with
MHMIS

High Profile Procedures:
Computed Tomography (CT)
Scans

High Profile Procedures:
Magnetic Resonance Imaging
(MRI) Scans

General Definition
(Refer to report for complete definition)

The annual rate of ambulatory visits per resident aged 10 years or more to
all physicians (GP / FPs and specialists) for which a Mental lliness was

coded as the cause of the visits.

This analysis shows 2003/04 visit rates by the specialty of the physician
providing the care, grouped in order of visit rates (provincial level and

aggregate regions only).

The rate of hospitalizations per 1,000 area residents, counting cases for
which a hospital abstract is created (all inpatient cases plus day surgery
cases). Multiple admissions of the same person are counted as separate

events.

The rate of hospitalizations per 1,000 area residents, (multiple admissions of
the same person are counted as separate events), for short stays and long
stays (defined differently in different reports).

The rate of hospital separations per 1,000 area residents:
-for all inpatient cases (that is, all admissions to hospital for at least one day)

-for day surgery.

The number of hospitalizations in acute care hospitals, and in Mental Health
Centres, per 1,000 reidents per year, for which a Mental lliness Disorder was
coded as the 'most responsible' cause of the hospitalization.

Based on hospital discharge data, the crude percentages of hospitalizations
in acute care hospitals per year, with a breakdown by cause.

The annual rate of all hospital days used per 1,000 area residents. Multiple
admissions of the same person are counted as separate events, and all
days used are summed together.

The rate of all hospital days used per 1,000 area residents:
-for short stays

-for long stays

(Note: Short and long stays defined differently in different reports. Add short
and long stay hospital days to calculate total hospital days used).

The age-adjusted average annual percentage of the population with a
MHMIS file, by age, sex and income quintile groups.

Rate of computed tomography (CT) scans per 1,000 residents by area of

residence.

Rate for magnetic resonance imaging (MRI) scans per 1,000 residents by

area of residence.

Organization
Reporting

MCHP

MCHP

MCHP

MCHP

MCHP

MCHP

MCHP

MCHP

MCHP

MCHP

MCHP

MCHP

Report Name

Mental lliness Report

Updated RHA Profiles
2009

Sex Differences Report
2005

Sex Differences Report
2005 and Women's
Health Profile 2009
RHA Atlas 2009

Child Health Atlas 2008

Sex Differences Report
2005

RHA Atlas 2009

Sex Differences Report
2005

Mental lliness Report,
2004
Updated RHA Profiles
2009

RHA Atlas 2009

Sex Differences Report
2005

Sex Differences Report
2005

RHA Atlas 2009

Mental lliness Report,
2004

Sex Differences Report
2005

Sex Differences Report
2005
RHA Atlas 2009

Reporting specifics / time period
(Primarily reports RHA level data)

Age adjusted annual rate, by sex, for 1997/98 - 2001/02.
Age adjusted annual rate, for 2002 - 2006.

Age adjusted annual rate, by sex, and by physician specialty, for all
Manitoba and for Rural South / North / Brandon and Winnipeg, for

2003/04.

Age adjusted annual rate, by sex, by income quintile, and crude rate by

age and sex, for 2003/04.

Age and sex adjusted annual rate, and crude rate, for 2000/01 and

2005/06.

"Inpatient hospitalization episode rates" per 1,000 children aged 0 to 19,

for 2000/01 and 2005/06.

Age adjusted annual rate, by sex, by income quintile, and crude rate by
age and sex, by cause, by rural south / north / Brandon / Winnipeg, for
2003/04. Short stays are defined as 0 to 29 days; long stays as 30 days

or more.

Age and sex adjusted annual rate, and crude rate, for 2000/01 and
2005/06. Short stays are defined as stays of less than 14 days; long
stays as stays of 14 days or more.

Age adjusted annual rate, by sex, by income quintile, and crude rate by

age and sex, for 2003/04.

Age adjusted annual rate of separations per 1000 residents aged 10
years and older, by sex, for 1997/98 - 2001/02.
All RHAs data will be put on one table to allow for regional comparison.

Causes of hospitalization are reported in pie charts for all MB, for rural
and southern MB, Northern MB, and Mid MB, for 2000/01 and 2005/06.

Age adjusted annual rate, by sex, by income quintile, and crude rate by

age and sex, for 2003/04.

Age adjusted annual rate, by sex, by income quintile, and crude rate by
age and sex, by cause, by rural south / north / Brandon / Winnipeg, for
2003/04. Short stays are defined as 0 to 29 days; long stays as 30 days

or more.

In the 2009 Atlas, short stays are defined as stays of less than 14 days;
long stays as stays of 14 days or more.

Age adjusted annual percentage of the population aged 10 years and
older, by sex, for 1997/98 - 2001/02.

Age adjusted annual rate, by sex, by income quintile, and crude annual
rate by age and sex, for 2001/02 - 2003/04.

Age adjusted annual rate, by sex, by income quintile, crude annual rate
by age and sex, for 2001/02 - 2003/04.
Age and sex adjusted annual rate, and crude rate, for 2001/02 - 2002/03

and 2004/05 - 2005/06.

Data Source

Administrative
data

Administrative

data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Page 33



V-16

V-22

V-23

V-24

V-25

V-26

V-27

V-28

Category

Utilization

Utilization

Utilization

Utilization

Utilization

Utilization

Utilization

Utilization

Utilization

Utilization

Utilization

Utilization

Utilization

Utilization

Utilization

Human Resources

Core vs
Non-Core vs
Other

Core

Core

Core

Core

Other

Other

Core

Core

Core

Core

Core

Core

Other

Core

Core

Non-core

Date Modified 05/07/09

Indicator

High Profile Procedures:
Cataract Surgery

High Profile Procedures:
Hip Replacement Surgery

High Profile Procedures:
Knee Replacement Surgery

High Profile Procedures:
Cardiac Catheterization

High Profile Procedures:
Angioplasty Rates

High Profile Procedures:
Coronary Stent Insertion
Rates

Percutaneous Coronary
Intervention Rates

High Profile Procedures:
Coronary Artery Bypass
Graft (CABG) Surgery

Home Care: New Cases
("Incidence")

Home Care: Open Cases
("Prevalence")

Home Care: Case Closing
Rates

Home Care: Average
Length of Home Care Cases

Home Care Days Used

PCH Utilization: Level of
Care on Admission

PCH Utilization: Median
Length of Stay at PCH, by
level of care

Position Vacancy Rate

General Definition
(Refer to report for complete definition)

Standard rate by area of residence for cataract surgery per 1,000 residents

aged 50 years or older.

Standard rate by area of residence for hip replacement surgery per 1,000
residents aged 40 years or older (a total revision of a previous hip
replacement is also counted).

Standard rate by area of residence for knee replacement surgery per 1,000

residents aged 40 years or older.

Rate of cardiac catheterizations (ICD-9-CM procedure codes 37.21 to 37.23,
and 88.52 to 88.57 in hospital abstracts) per 1,000 residents aged 40 years

or older, over a three-year period.

Rate of angioplasty procedures (or PTCA-Percutaneous Transluminal
Coronary Angioplasty) per 1,000 residents aged 40 years or older, over a
five year period.

Rate of coronary stent insertions per 1,000 residents aged 40 years or older,

over a five year period.

Rate of angioplasty procedures (or PTCA-Percutaneous Transluminal

Coronary Angioplasty) and coronary stent insertion rates per 1,000 residents

aged 40 years or older, over a five year period.

Rate of coronary bypass graft surgeries per 1,000 residents aged 40 years
or older, over a five year period.

The age and sex adjusted rate of new home care cases being opened per
1,000 residents.

The annual rate of open home care cases over period (prevalence) per
1,000 residents.

The age and sex adjusted rate of home care case closures over period per

1,000 residents.

The age and sex adjusted average number of days of home care received
per case.

The total number of days of Home Care service provided in the year, divided

by the number of registered Home Care clients, reflecting the 'volume' or
'intensity' of Home Care service provision.

The distribution of new cases being admitted to provincial Personal Care

Homes (PCHs) in a fiscal year, by level of care (1 to 4) at admission. Level

1 represents the lowest level of need, and Level 4 represents the highest.

The median total length of stay in years for residents of PCHs, by location,
according to their level of care on admission.

The annual vacancy rate by professional employees.

Organization
Reporting

MCHP

MCHP

MCHP

MCHP

MCHP

MCHP

MCHP

MCHP

MCHP

MCHP

MCHP

MCHP

MCHP

MCHP

RHA

Report Name

Sex Differences Report
2005
RHA Atlas 2009

Sex Differences Report
2005
RHA Atlas 2009

Sex Differences Report
2005
RHA Atlas 2009

Sex Differences Report
2005
RHA Atlas 2009

Sex Differences Report
2005

Sex Differences Report
2005

RHA Atlas 2009

Sex Differences Report
2005
RHA Atlas 2009

RHA Atlas 2009

Sex Differences Report
2005

RHA Atlas 2009
Women's Health Profile
2009

RHA Atlas 2009

RHA Atlas 2009

Sex Differences Report
2005

Sex Differences Report
2005
RHA Atlas 2009

RHA Atlas 2009

Reporting specifics / time period
(Primarily reports RHA level data)

Age adjusted annual rate, by sex, by income quintile, and crude annual
rate by age and sex, for 2001/02 - 2003/04.

Age and sex adjusted annual rate, and crude rate, for 1998-99 - 2000/01
and 2003/04 - 2005/06.

Age adjusted annual rate, by sex, by income quintile, and crude annual
rate by age and sex, for 1999/2000 - 2003/04.

Age and sex adjusted rate, and crude rate, for 1996/97 - 2000/01 and
2001/02 - 2005/06.

Age adjusted annual rate, by sex, by income quintile, and crude annual
rate by age and sex, for 1999/2000 - 2003/04.

Age and sex adjusted rate, and crude rate, for 1996/97 - 2000/01 and
2001/02 - 2005/06.

Age adjusted annual rate, by sex, by income quintile, and crude annual
rate by age and sex, for 2001/02 - 2003/04.

Age and sex adjusted rate, and crude rate, for 1998-99 - 2000/01 and
2003/04 - 2005/06.

Age adjusted annual rate, by sex, by income quintile, and crude annual
rate by age and sex, for 1999/2000 - 2003/04.

Age adjusted rate, by sex, by income quintile, and crude annual rate by
age and sex, for 1999/2000 - 2003/04.

Age and sex adjusted rate, and crude rate, for 1996/97 - 2000/01 and
2001/02 - 2005/06.

Age adjusted annual rate, by sex, by income quintile, and crude annual
rate by age and sex, for 1999/2000 - 2003/04.

Age and sex adjusted rate, and crude rate, for 1996/97 - 2000/01 and
2001/02 - 2005/06.

Age and sex adjusted rates for 2000/01 and 2004/05.

Age adjusted annual rate, by sex, by income quintile, and crude percent
by age and sex, for 2002/03 - 2003/04.

Age and sex adjusted rates for 2000/01 and 2004/05.

The rate per 1,000 residents, by sex, who had at least one service from
the Home Care Program in 2003/04.

Age and sex adjusted rates for 2000/01 and 2004/05.

Age and sex adjusted mean length of home care cases (days) for
2000/01 and 2004/05.

Number of days by sex, by income quintile, and crude percent by age
and sex, for 2002/03 - 2003/04.

Crude percent (%) by sex, for 2003/04.

For 1999/00-2000/01 and 2004/05-2005/06.

Data Source

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Administrative
data

Regional Data
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W-5

W-6

X-2

X-3

X-4

X-5

Y-1

Y-2

Category

Human Resources
Human Resources
Human Resources

Human Resources

Human Resources

Human Resources

System Capacity

System Capacity

System Capacity

System Capacity

System Capacity

Fiscal

Fiscal

Fiscal
Fiscal
Fiscal

Fiscal

Fiscal

Core vs
Non-Core vs
Other

Non-core

Non-core

Non-core

Non-core

Non-core

Non-core

Non-core

Non-core

Non-core

Non-core

Non-core

Core

Non-core

Non-core

Non-core

Non-core

Non-core

Non-core

Date Modified 05/07/09

Indicator

Length of Time Position is
Vacant

Staff Education Needs
Assessment

Career Advancement

Successor Planning, including
gender analysis

Program Inventory

Volunteer Contribution

Regional description of public
health surveillance systems

Regional Research Relative
to Population Health

Regional Capacity to Conduct
Research

StaffManagement Ratio

Management and Leadership
Training

Percent Operating Budget
Spent on Acute, PCH,
Community Costs

Percent operating budget
spent on Administration

Information System Costs

Total Medical and Surgical
Supply Costs

Patient Medical and Surgical
Supply Costs

Resident Medical and
Surgical Supply Costs

Total Food Services Costs

General Definition
(Refer to report for complete definition)

The average timeframe from the time a professional position was vacated to
the replacement incumbents start date.

Brief description of staff education needs assessment activities in the region.

Comment on the opportunity for all staff for career advancement based on
professional competence.

Narrative on region's process / actions to identify and support potential
successor for key positions.

A high level description summary of programs and services provided within
the region i.e. a brief description of primary, acute, LTC, and community
services (such as Home Care, Mental Health, and Rehab Services). (Note:
The description should not exceed 2 to 3 pages, and could consist of
diagrams and/or text/ If the information is extensive and available
elsewhere, a reference can be inluded to a stand alone document providing
a more detailed description of regional health programs.)

The fiscal value of contributions from volunteer support.

Regional description as it relates to communicable diseases (e.g.
immunization); public health inspectors, environmental data and chronic
disease areas, in regards to: a) how data is collected; b) access to regional
level data; c) analysis of regional data; d) access to epidemiological
resources; e) regional data reports.

A narrative description of regional research activities relative to population
health.

A narrative of the regional capacity to conduct research.

The number of reporting staff in proportion to the number of management
positions.

Indicate if the opportunity for leadership/management training is available for

all staff.

The percentage of the total operating budget going to acute care costs, the
percentage of the total budget going to long term care costs and the
percentage of the total budget going to community care costs.

The percent (%) of total operating costs spent on administration (MIS
Administration Cost Indicator: General Administration, Human Resources,
Information Technology, and Communications costs / Total Operating Costs
less Capital Costs).

Information system costs as a % of total operating costs by RHA.
Medical and surgical supply costs as a % of total operating costs by RHA.
Medical and surgical supply costs per Patient Day by RHA.

Medical and surgical supply costs per Resident Day by RHA.

Total food services costs per Meal Day by RHA.

Organization
Reporting

RHA

RHA

RHA

RHA

RHA

RHA

RHA

RHA

RHA

RHA

RHA

MHHL (HIM)

MHHL (HIM)

MHHL (HIM)
MHHL (HIM)
MHHL (HIM)

MHHL (HIM)

MHHL (HIM)

Report Name

RHA Profiles 2008

RHA Profiles 2008

RHA Profiles 2008
RHA Profiles 2008
RHA Profiles 2008

RHA Profiles 2008

RHA Profiles 2008

Reporting specifics / time period
(Primarily reports RHA level data)

For 2002/2003 - 2006/2007.

For 2002/2003 - 2006/2007.

For 2002/2003 - 2006/2007.
For 2002/2003 - 2006/2007.
For 2002/2003 - 2006/2007.

For 2002/2003 - 2006/2007.

For 2002/2003 - 2006/2007.

Data Source

Regional Data

Regional Data

Regional Data

Regional Data

Regional Data

Regional Data

Regional Data

Regional Data

Regional Data

Regional Data

Regional Data

MIS

MIS

MIS
MIS
MIS

MIS

MIS
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Category No‘;'f(’;r‘fvs Indicator General Definition 0;?'::3:“ Report Name Reporting specifics / time period Data Source
Other (Refer to report for complete definition) P 9 (Primarily reports RHA level data)
- isca on-core rug Costs Per Patient Da rug costs per Patient Da . rofiles or - 7.
Y-8 Fiscal N Drug Ci Per Patient Day Drug per Patient Day by RHA MHHL (HIM) RHA Profiles 2008 For 2002/2003 - 2006/200 MIS
- isca on-core rug Costs Per Resident Da rug costs per Resident Da . rofiles or - 7.
Y-9 Fiscal N Drug Ci Per Resident Day Drug per Resident Day by RHA MHHL (HIM) RHA Profiles 2008 For 2002/2003 - 2006/200 MIS
- isca on-core verage Cost per Person by wverage cost per person by Health Service Program at Manitoba level. xpenditure Report
Y-10 | Fiscal N A C P b A by Health Service P Manitoba level CIHI CIHI E di R CIHI
Health Service Program
Y-11 | Fiscal Non-core Percent of Expenditures - The percent (%) of Expenditures - Manitoba compared to other Provinces CIHI CIHI Expenditure Report CIHI
Manitoba compared to other
Provinces
- Fiscal Non-core Percent spent on programs The percent (%) of annual health funding spent on programs per program RHA MIS
Y-12 p prog p g sp prog per prog
per program area area.
Z-1 Information Non-core IT Strategic Plan Indication that the RHA has an IT strategic plan which includes a needs RHA Regional Data
Technology assessment.
Z-2 Information Non-core Percent Budget Spent on IT The total IT budget divided by the total RHA budget, multiplied by 100. RHA Regional Data
Technology Support Indicate the trend over 5 year period.
Z-3 Information Non-core Allocated IT Funding The percent (proportion) of IT strategic plan funded by fiscal year funding RHA Regional Data
Technology (i.e. the funds received for IT strategic plan initiatives divided by total funds
required for IT strategic plan).
AA-1 | Physical Structure & Non-core Physical Structure and Provide a high level narrative description of physical structure and RHA Regional Data
Y
Equipment Equipment by Priority Area equipment in the health authority, including a summary of the type (eg.
hospitals, PCHs, community health centres), the number, and the age of
buildings/structures in the health region.
Other
BB-1
BB-2
BB-3
BB-4
BB-5
BB-6
BB-7
BB-8

Date Modified 05/07/09
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COMMUNITY HEALTH
ASSESSMEggO(giUIDELINES

APPENDICES

Appendix G

COMMUNITY HEALTH ASSESSMENT COMMUNITY CONSULTATION
WORKING GROUP (CCWG)

TERMS OF REFERENCE

PURPOSE
To work with the recommendations of the Community Health Assessment Indicator Review Committee (CHA-
IRC) and in collaboration with the Funding Working Group (FWG), the Community Consultation Working Group
(CCWG) will focus on the process and content of the community consultation piece of the next comprehensive
Community Health Assessment (CHA). The objectives of the Community Consultation Working Group are:
1. To define the scope of “community consultation” within the broader field of community (public)
participation;
2. Toreview and discuss Health Authorities’ previous experience with CHA community consultations (subject
areas/ mechanisms/success or challenge/ reasons);
3. To explore potential sources of information in gap areas as identified by CHA-IRC and recommend a
common consultation process for prioritization by CHAN;
4. To build capacity for qualitative / community input across the health organizations (CHAN) for consulting
with their communities in the identified subject areas;
5. To present common subject areas and mechanisms/methods for CHAN approval to use in the next
comprehensive provincial Community Health Assessment (CHA) process and
6. To recommend and co-ordinate appropriate educational opportunities for CHAN members and other key
stakeholders.

MEMBERSHIP
Members - The number of members will be limited to facilitate discussion and decision making. Membership to
include:

(@) Health Authority representatives

(b) Manitoba Health and Healthy Living - Accountability Support Branch

(c) Expert Member - to be recruited as needed

Representation - Working Group members will represent the health authorities and Manitoba Health and Healthy
Living. Additional members may be appointed by the CHAN, or invited as required in consideration for specific
issues. Replacement members recruited as required.

Terms of Appointment - Members are appointed to the Community Consultation Working Group (CCWG) for the
preparation period of 3rd Comprehensive Community Health Assessment.

Chair - There will joint chairing from both a representative from Manitoba Health and Healthy Living and a
representative from a health authority. All members commit to supporting the chair during and in preparation for
ongoing meetings of the working group.



DECISION MAKING
The Committee will make decisions using a consensus approach.

COMMITTEE MEETINGS

« The Working Group plans to meet on a regular basis until the objectives are met.

e The Working Group will determine where and how the meetings will take place and will use
telecommunications for routine meetings when appropriate.

» The Working Group chairperson will circulate an agenda prior to each meeting. The Group may alter the
agenda.

» Minutes will be kept of each meeting and circulated to each member. Minutes may be circulated to other
interested non-committee members for information purposes.

» The Executive Director of the Accountability Support Branch will receive all committee minutes and regular
reports through the Manitoba Health and Healthy Living representative.

ACCOUNTABILITY

The Community Consultation Working Group (CCWG) will report to the Community Health Assessment Network
(CHAN). In addition, communication will occur with identified stakeholder groups. CHAN will advise and evaluate
the subcommittee process.




Additional copies are available from:

Manitoba Health and Healthy Living
Accountability Support Branch
300 Carlton Street
Winnipeg, Manitoba R3B 3M9
Website: manitoba.ca/health






