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YOUR GUIDE TO THE RISING TIDE OF HEALTH & WELLNESS INFORMATION
  FOR HEALTH SERVICES ONLINE DIRECTORY: wrha.mb.ca  

  OR FOR 24/7 HEALTH SERVICES ASSISTANCE CALL:

HealtH linKs - infO sante...........................................................................................204-788-8200
  Toll-free................................................................................................................................ 1-888-315-9257
Poison Hotline......................................................................................................................1-855-776-4766
Mental Health Mobile Crisis Services............................................................................ 204-940-1781
TTY (Deaf Access).....................................................................................................................204-779-8902

Klinic Community Health Centre
Manitoba Suicide Line........................................................................................................1-877-435-7170
24-hour Crisis Line...................................................................................................................204-786-8686
  Toll-free..................................................................................................................................1-888-322-3019
Sexual Assault Crisis Line.......................................................................................................204-786-8631
  Toll-free..................................................................................................................................1-888-292-7565
Deaf Access Counselling.......................................................................................................204-784-4097
Regional Head Office, 650 Main General Inquiry.........................................................204-926-7000
QUICKCARE CLINICS (provides after-hours health services)
McGregor QuickCare, 363 McGregor, 2nd floor, Win Gardner Place....................204-940-1963
St. Mary’s QuickCare, 17 St. Mary’s Rd..............................................................................204-940-4332
Dakota QuickCare, Unit 3, 620 Dakota St........................................................................204-940-2211

urGent HealtH-Care serviCes
Misericordia Health Centre – Urgent Care, 99 Cornish Ave.....................................204-788-8188
Pan Am Minor Injury Clinic, 75 Poisedon Bay................................................................204-925-4332

HealtH-Care faCilities (general enquiry numbers)
Concordia Hospital, 1095 Concordia Ave.......................................................................204-667-1560
Deer Lodge Centre, 2109 Portage Ave.............................................................................204-837-1301
Grace Hospital, 800 Booth Dr...............................................................................................204-837-8311
Health Sciences Centre (HSC), 820 Sherbrook St.
24-hour general inquiries......................................................................................................204-787-3661
  Toll-fee...................................................................................................................................1-877-499-8774
Manitoba Adolescent Treatment Centre, 120 Tecumseh St....................................204-477-6391
Miscericordia Health Centre, 99 Cornish, Patient/Resident Inquiry......................204-774-6581
Pan Am Clinic, 75 Poisedon Bay.........................................................................................204-925-1550
Riverview Health Centre, 1 Morley Ave...........................................................................204-452-3411
St. Amant, 440 River Rd..........................................................................................................204-256-4301
St. Boniface Hospital, 409 Tache Ave, Patient Inquiry................................................204-237-2193
Seven Oaks Hospital, 2300 McPhillips St.........................................................................204-632-7133
Victoria Hospital, 2340 Pembina Hwy..............................................................................204-269-3570
Birth Centre, 603 St. Mary’s Rd............................................................................................204-594-0900
Northern Connection Medical Centre (primary care for northern residents in Winnipeg),
  425 Elgin Ave...........................................................................................................................204-940-8777

COmmunitY HealtH
Aboriginal Health Services....................................................................................................204-940-8880
Travel Health (travel immunizations), 490 Hargrave......................................204-940-8747 (TRIP)
Street Connections (496), 496 Hargrave.........................................................................204-981-0742
Family Doctor Connection
(Doctors accepting new patients).....................................................................................204-786-7111
Breastfeeding hotline.............................................................................................................204-788-8667
Dial-A-Dietitian.........................................................................................................................204-788-8248
Toll-free....................................................................................................................................1-877-830-2892
TeleCARE/TeleSOINS Manitoba..........................................................................................204-788-8688
Toll-free....................................................................................................................................1-866-204-3737

COmmunitY OffiCes
(Public Health, Home Care, Mental Health & Community Development)
Assiniboine South Health & Social Services, 3401 Roblin Blvd...............................204-940-1950
TTY for the deaf........................................................................................................................204-940-1955
Fort Garry Community Health Office (WRHA), 2735 Pembina................................204-940-2015
Inkster / NorWest Coop Community Health Centre, 785 Keewatin St.................204-940-2020
River Heights Health & Social Services Centre, 6-677 Stafford St..........................204-938-5500
River Heights Home Care (WRHA), 1001 Corydon Ave..............................................204-940-2005
St. James Assiniboia Health & Social Services , 2015 Portage Ave........................204-940-2040
Seven Oaks Health & Social Services Centre, 3-1050 Leila Ave...............................204-938-5600
Point Douglas Community Office, 601 Aikins.............................................................. 204-940-2025
Point Douglas Home Care, 80 Sutherland......................................................................204-940-6660
St. Boniface Community Office, 240-614 Des Meurons St........................................204-940-2035
St. Boniface / St. Vital Home Care Office, 640-5 Donald St.......................................204-940-2070
Downtown West Health & Social Services, 755 Portage Ave..................................204-940-2236
Downtown East Community Office, 2-640 Main St.....................................................204-940-8441

COmmunitY OffiCes WitH PrimarY Care
(includes physician services)
ACCESS Downtown, Health Action Centre - 
  Primary Care Clinic, 640 Main St.......................................................................................204-940-1626
ACCESS River East, 975 Henderson Hwy.........................................................................204-938-5000
ACCESS Transcona, 845 Regent Ave. W...........................................................................204-938-5555
ACCESS Nor’West, 785 Keewatin St...................................................................................204-938-5900
Aikins Street Community Health Centre, 601 Aikins...................................................204-940-2025
River Heights Primary Care Clinic, 1001 Corydon Ave...............................................204-940-2000
Inkster/Nor’West Coop Health Centre, 785 Keewatin St...........................................204-940-2020
BridgeCare Primary Care Clinic, 425 Elgin......................................................................204-940-4384

HOme Care serviCes
General Information, Intake and Referrals......................................................................204-788-8330
After Hours (4:30 p.m. to 8:30 a.m.)...................................................................................204-788-8331

For the Home Care Office or Nursing Service, contact a Community Office in your area.

  Visit wrha.mb.ca for more health-related information.
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The Winnipeg Health Region is no 
different. In fact, our commitment to 
delivering “the right health care, in the 
right place, and at the right time” is 
emphasized in the Region’s mission, 
vision, and values statement.

The importance of being able to do so 
is obvious: it could mean the difference 
between life and death.

The cover story in this issue of Wave 
illustrates the point. It tells the story of 
Dave Emberley, a Winnipeg man who 
suffered a heart attack about a month 
before Christmas.

As the article on page 34 explains, 
Emberley survived his heart attack, thanks 
in large part to the timely care he received. 

That care started with a call to 911, 
which set in motion a rapid treatment and 
transportation protocol known as Code 
STEMI. Under this protocol, paramedics 
can begin treating a patient for a heart 
attack as soon as they arrive on the scene, 
communicating with a cardiologist by 
cellphone. If the patient is deemed to be 
suffering a heart attack, he or she is rushed 
to hospital, where treatment is quickly 
administered. 

The Code STEMI protocol started saving 
lives almost immediately after it was 
implemented more than a decade ago, a 
point that has been made in this magazine 
and elsewhere before. But the thing that 
many people may not realize is that the 
effectiveness of this protocol continues to 
improve with each passing year.

As Dr. Davinder Jassal points out in our 
story, the odds of dying from a STEMI heart 
attack after calling 911 in 2006 were one 
in 10. By 2015, the odds had fallen to one 
in 30. The steady rate of decline is neatly 
illustrated by our graphic on page 39.

Emberley’s tale of survival underscores 
the importance of being able to recognize 
the warning signs of a heart attack and 
knowing what to do when you experience 
the symptoms. But it also illustrates how 
innovative ideas like Code STEMI can 
continue to be refined long after they have 
been adopted to provide better outcomes 

for patients. This kind of continuous 
improvement is critical to our goal of 
providing our patients and clients with the 
best care possible.       

There are other ways we at the Region 
are working to provide timely care. 
Take the new Central Intake system for 
endoscopies. As outlined on page 8 of 
this issue, appointments for endoscopies 
had previously been booked by individual 
physicians on behalf of their patients 
without being able to compare the wait 
times of various specialists. The end result 
was that a patient could wait for a long 
time to see a particular specialist, even if 
other specialists were available sooner.

The Central Intake booking system 
is designed to give physicians – and 
their patients – a chance to review all 
the available options before making an 
appointment, thereby reducing wait times.

As our story explains, there are 30,000 
endoscopies carried out within the Region 
by specialists every year, so the idea of 
trying to make this system as efficient as 
possible only makes sense.

Dr. Dana Moffatt, Medical Director of 
Endoscopy Services for the Region, sums 
it up this way: “The perception within 
the health-care system is that wait lists for 
endoscopy services are incredibly long, but 
that’s not entirely accurate. What we’ve 
found is that wait lists for a particular 
specialist may be long, but overall we 
have the capacity to shorten wait times by 
more effectively allocating our available 
resources. In other words, it’s mainly an 
administrative challenge, and not just a 
lack of resources.”

The new system was pulled together by 
people working for the Region, Manitoba 
Health, CancerCare Manitoba, and the 
Departments of Medicine and Surgery at 
the University of Manitoba. In that sense, 
the creation of the new booking system 
is also a good example of how different 
groups often work together to improve the 
delivery of care for Manitobans.

Sometimes, the pathway to providing 
timely care is not always clear cut.

Our flexible approach to providing 
home-care services to residents at the Bell 
Hotel is a case in point.

As our story on page 14 points out, 
the Bell is a residence for the chronically 
homeless, including some who are not used 
to keeping regular schedules. That means 
home-care staff will sometimes visit the 
Bell only to find their client is not available. 
This poses a bit of a dilemma for home-
care staff. How can you provide services to 
someone if they are not home?

Fortunately, the people working in 
home care were able to come up with 
a solution to the problem. On-site staff 
started building relationships with the 
residents to learn more about their needs 
and schedules. Meanwhile, the program 
created a block-scheduling system for 
residents. This meant one worker could 
visit several residents in succession. If one 
wasn’t available, the home-care worker 
could move on to the next appointment. 

The end result is a system that allows 
home-care staff to deliver care to people 
who need it.  

None of this is to suggest that we have 
perfected the formula for delivering care 
to all patients or clients at all times and 
places. Indeed, there are a number of areas 
where we could do a much better job of 
providing timely care.

For example, wait times in our hospital 
emergency departments are still often 
longer than they should be. As has been 
reported in this magazine previously, 
we still are some ways from meeting the 
benchmarks for delivering care that we 
have set for ourselves.

 Nonetheless, there are small signs of 
progress. As my predecessor noted in 
this space last spring, the Grace Hospital 
has taken steps to reduce wait times in 
its emergency department, and efforts 
are underway to make improvements in 
other hospital emergency departments 
throughout the city.

 As we move forward into this new year, 
I am confident that we can continue to 
build on this progress as part of our overall 
effort to provide timely care to our patients 
and clients. After all, that is one of the 
main goals of any health-care system. And 
it certainly is one of ours.

A letter from the 
Winnipeg Health Region 

Milton Sussman, 
President & CEO

Timely care  

One of the main goals of any health-care system is to 
provide timely care. 
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health beat

By the end of February, physicians will 
be able to book endoscopies for their 
patients through a unified scheduling 
system known as Central Intake. 

An endoscopy is a non-surgical, 
diagnostic procedure that uses a flexible 
tube with a light and camera attached to it 
to examine portions of a person’s digestive 
tract. Gastroscopies, colonoscopies 
and sigmoidoscopies are all considered 
endoscopies and are carried out by 
specialists.

The new system, spearheaded by the 
Winnipeg Health Region, Manitoba 
Health, CancerCare Manitoba, and the 
Departments of Medicine and Surgery at 
the University of Manitoba, flowed from 
an ambitious re-evaluation and redesign of 
endoscopy services within the Region. In 
addition to shortening wait times, the new 
booking system is expected to: 
• Ensure patients are getting the right test 
   for the right indication.
• Improve communication, record keeping 
   and continuity with patients and  
   referring physicians.
• Ensure adequate and fair distribution of 
   endoscopic resources within the Region.
There are approximately 30,000 
endoscopies conducted annually within the 
Region. Most are performed at one of the 
city’s six hospitals: Health Sciences Centre 
Winnipeg, St. Boniface Hospital, Grace 
Hospital, Seven Oaks General Hospital, 
Concordia Hospital and Victoria Hospital.

The central intake model, which 
can be described as a shared, centrally 
administered process for the handling of 
medical consultations and referrals, offers 
an effective means to reduce wait times 
and improve efficiency.

“The perception within the health-care 
system is that wait lists for endoscopy 
services are incredibly long, but that’s not 
entirely accurate,” says gastroenterologist 
Dr. Dana Moffatt, Medical Director of 
Endoscopy Services for the Region.

“What we’ve found is that wait lists for 
a particular specialist may be long, but 
overall, we have the capacity to shorten 
wait times by more effectively allocating 
our available resources. In other words, it’s 
mainly an administrative challenge, and 
not just a lack of resources.”

Prior to the creation of the Central 
Intake office for endoscopies, the standard 
procedure was for physicians to refer 
their patients to an endoscopist without 
central oversight or assistance. But with 
dozens of endoscopists offering services in 
multiple sites across Winnipeg, it was all 
but impossible for those physicians to see 
where scheduling bottlenecks might occur.  

As Moffatt explains, “Your family doctor 
thinks they are doing you a favour by 
sending you to a well-known endoscopist, 
or one with whom they have a long-
standing relationship. Meanwhile, you 
might have been seen much sooner had 
your doctor been aware there was another 

qualified endoscopist available. Through 
no fault of the physicians, that’s led to 
huge imbalances in wait times. One 
patient might be scheduled in a week, and 
another might have to wait a year. And 
that’s a problem if you’re a patient.”

By centralizing the referrals, triage, 
and booking functions in a single office 
– and by standardizing the information 
given to patients to help them prepare 
for their endoscopy appointments – 
significant gains can be achieved, says 
Carrie Loewen, Manager of Central Intake, 
Regional Endoscopy Services.

“Imagine if you were asked to choose 
the fastest teller at a bank. From your 
vantage point, you really can’t see if the 
teller you’ve chosen will be tied up for an 
hour with a customer who has 16 different 
interactions. But if the bank has a system 
where everyone in line can be routed to 
the next available teller, you’ll get faster 
service. Essentially, that’s what a central 
intake office is all about. By handling all of 
the administrative functions out of a single 
office, we get a better overall view on 
how we can make the most efficient use 
of our available resources. Wait times are 
reduced. And if a patient wants to wait for 
a specific endoscopist, that’s fine, too.” 

HSC, St. Boniface, Grace, and Seven 
Oaks are already using the services 
of Central Intake, with Concordia and 
Victoria hospitals expected to move to the 
new system by mid-February. 

Access 
to cAre
    New system for bookiNg    

    eNdoscopies aims to  

    shorteN wait times  

Winnipeggers can expect to benefit from a new central booking system designed to cut 
wait times for endoscopies.

By Mike Daly
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Moffatt credits Dr. Dan Roberts and surgery program directors 
Mary Anne Lynch and Lanette Siragusa for seeing the need for 
improvement, and for suggesting the Central Intake model as the 
most effective path forward. In his capacity as Medical Director 
of the Region’s Medicine Program, Roberts has led a number of 
efforts to enhance the delivery of care, including the creation 
of the first Critical Care Database in Canada and a city-wide, 
integrated adult intensive care service. More recently, he led an 
initiative to ensure patients do not stay in hospital longer than 
medically necessary. All these efforts helped enhance access to 
care and improve efficiencies in the system.

Moffatt says most health-care organizing bodies, including 
the Canadian Medical Association and the Royal College of 
Physicians and Surgeons of Canada, are recommending that 
centralized booking systems be adopted to reduce wait times for 
specialists. Central Intake offices are being used in the Region 
for hip and knee replacement, diagnostic imaging services and 
with the Region’s Home Care program, among others.

The main difference in setting up Central Intake for endoscopy 
services was the complexity of the project, says Linda Hathout, 
Senior Process Engineer with the University of Manitoba’s 
Department of Internal Medicine. 

“To get 51 physicians and surgeons on board – each with 
specific variations on how they conducted their business or 
communicated with patients – took a great deal of discussion. 
There were some strong feelings on how best to proceed, so 
it took a great deal of evidence-based documentation and 
consensus-building. Throughout it all, we were guided by a 
single, overriding principle: to try to increase patient access 
to the right tests with the right consultants in the best possible 
timeframe. We feel we’re now in a position to achieve that 
goal.”

Mike Daly is a communications specialist with the 
Winnipeg Health Region.

Healthy Reading
These titles have been recommended by McNally 

Robinson staff from thousands of health books. For more 

reading recommendations, visit the online community 

at www.mcnallyrobinson.com, or visit the McNally 

Robinson bookstore at the Grant Park Shopping Centre.

Born to Walk, Dan Rubinstein
The humble act of putting one foot 
in front of the other transcends age, 
geography, culture and class, and 
is one of the most economical and 
environmentally responsible modes of 
transit. Author Dan Rubinstein makes 
the case for the transformative 
power of walking as he explores 
how far this ancient habit can 
take us, how much repair is within range, and 
guarantees that you’ll never again take walking for 
granted.

10 Habits of Truly Optimistic People, 
David Mezzapelle
Take charge by using the most 
powerful tool you have – your attitude 
– and let optimism be your guiding 
force. In this guide to positive thinking, 
Mezzapelle, author of the award-
winning bestseller Contagious 
Optimism, describes methods for 
overcoming obstacles, looking forward 
instead of backwards, and learning from missteps 
without being thrown off course.

Boost Your Brain, Majid Fotuhi
This book brings together the latest 
brain science discoveries about 
neuroplasticity to show that the size 
of the brain can be increased within 
a matter of weeks, resulting in better 
focus, memory and creativity. 
Boost Your Brain uses advances in 
neuroscience to present a clear 
explanation and a prescriptive plan 
for how to access the benefits of enhanced brain 
performance at any age.

The Nursing Mother’s Companion, 
Kathleen Huggins
In this fully updated and revised edition 
of The Nursing Mother’s Companion, 
author Kathleen Huggins provides 
breastfeeding mothers with all the 
information they need to overcome 
potential difficulties and nurse their 
babies successfully, from the first 
week through the toddler years, or 
somewhere in between. 

FYI
Learn more about 

the new system for 
booking endoscopies 
at www.wrha.mb.ca/ 

endoscopy
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A new drop site to receive donations 
has been established at the Birth Centre, 
located at 603 St. Mary’s Road. The 
local donations are replacing breast milk 
imported from the United States. 

Dr. Michael Narvey, Head of 
Neonatology for the Winnipeg Health 
Region, says the decision to establish a 
centre to collect donated breast milk is an 
important one. 

As he explains, premature babies enter 
the world facing all sorts of health issues, 
but studies show those who receive breast 
milk have fewer long-term health needs.

For example, Narvey says premature 
babies run a higher risk of developing 
necrotizing entercolitis, a condition that 
damages an infant’s intestines. But studies 
show breast milk can help prevent the 
condition.

“Breast milk is tolerated by infants 
much more than formula,” he says. “It 
goes through their intestinal tract much 
more smoothly and it prevents the infant 
from developing necrotizing entercolitis.”

Other conditions that can be prevented 
by feeding breast milk to premature 
infants include various infections, chronic 
lung disease, intraventricular hemorrhage 
and retinopathy of prematurity, an eye 
disease that can cause blindness in 
premature infants. 

“Mortality is greatly lessened,” says 
Narvey. “And the infants also have 

improved neurodevelopment.”
Unfortunately, many mothers of 

premature babies are often not ready to 
produce milk. As a result, donated breast 
milk is used to provide the nourishment 
premature babies need. 

“Ideally, we’d prefer moms to feed 
their own infants, but there are many 
reasons why a mother cannot. She might 
have recently gone through surgery, 
or be on medications that cannot be 
passed on to her infant through her milk. 
Other mothers, despite heroic efforts, 
are not able to produce enough to feed 
their own infants and may need some 
supplementation from donated milk.”

Lesley Jackson’s story illustrates the 
point. When her twin girls were born at 24 
weeks gestation last July, they were so tiny 
that each could fit in the palm of her hand. 

Jackson had been flown in to Women’s 
Hospital at Health Sciences Centre 
Winnipeg from The Pas, just in time to 
give birth to babies Nicole and Nova. 
Unable to produce breast milk for her 
daughters, the twins were fed donated 
breast milk for the first months of their 
lives in the hospital neonatal intensive 
care unit. “That’s what kept them going,” 
says Jackson, who is grateful this was 
available for her girls. “A lot of people 
were holding their breath, hoping they 
would survive.” 

Nova, who weighed 490 grams (17.2 

ounces) at birth, was discharged in mid-
November, but her twin, Nicole, born 
weighing 460 grams (16.2 ounces), 
remained in the intermediate care unit 
at Women’s. “I’m hopeful she can come 
home with me in January,” says her 
mother. “Nicole is doing things at her own 
pace. She’ll soon catch up with her sister.”

As a registered dietitian, Julie Gislason 
learned long ago about the health 
benefits of breast milk. But that lesson 
was brought home in 2014 with the birth 
of her son, Brody, who was born at 27 
weeks, 2 days gestation, and weighed 
1,225 grams (2.7 pounds). He spent the 
first six weeks of his life in the neonatal 
intensive care unit at HSC.

The premature birth meant Gislason 
wasn’t ready to provide her own breast 
milk to Brody. Instead, Brody was given 
donated breast milk until Gislason could 
provide her own. She says there is no 
question the breast milk helped make 
Brody the healthy 16-month-old-child he 
is today.

“I give a lot of credit to that breast milk 
in helping him thrive and grow,” she says.

Approximately 200 newborns at HSC 
and St. Boniface Hospital require donated 
breast milk every year, says Narvey.

Each preterm infant weighing less 
than one kilogram (2.2 pounds) receives 
around 150 mL (5.2 ounces) of donated 
breast milk per day, with the amount 

PumP 
it uP

BY SuSIE STRACHAN

Winnipeg women are being encouraged to donate 
breast milk in an effort to ensure premature  

babies get the nourishment they need to help  
survive the first weeks of life. 

region news

New breast milk 
donation program 
aims to help 
premature babies

Lesley Jackson with twin daughters 
Nicole (left) and Nova.
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How to donate
The Birth Centre is accepting breast milk from donors 
approved by NorthernStar Mother’s Milk Bank in 
Calgary. 

In order to donate, mothers must be:

• In general good health
• Able to pump their own milk
• Willing to have a blood test to rule out certain 
   diseases

They must not be using certain drugs or herbal 
products and they can’t use tobacco products.

NorthernStar will conduct a verbal screening, have the 
mom fill out a questionnaire regarding their lifestyle 
and medical history, and refer them to their family 
physician for the blood test. 

Once qualified, the mother will pump milk into the 
supplied container and take it to the Birth Centre in 
Winnipeg, where it will be frozen. 

To donate, contact the milk bank at 1-403-475-6455 or 
go online to www.northernstarmilkbank.ca.

Better Night Sleeps
Less Pain & Discomfort
 J.S.A.W. Mastectomy  
Designs Brand
Have you got yours?

Mastectomy
Comfort Pillows

Designing & Sewing Custom 
Made Mastectomy Clothes

J.S.A.W Mastectomy Designs

1-866-594-7435

Pillows are available and can 
be viewed at:
www.mastectomydesigns.com

scaled up for larger infants.
The Winnipeg drop site for breast milk donations is a 

partnership between the Winnipeg Health Region, the 
Women’s Health Clinic and the Calgary-based NorthernStar 
Mother’s Milk Bank. The drop site collects and freezes the 
milk before forwarding it on to the NorthernStar Mother’s 
Milk Bank for processing. The freezer for the milk drop 
was purchased by the Region with funds provided by the 
Winnipeg-based Siobhan Richardson Foundation. 

Once processed, the pasteurized milk is then shipped for 
use in neonatal intensive care units across Canada, including 
HSC and St. Boniface Hospital, says Narvey.

On the first day the program was announced, 40 mothers 
applied to be donors, says Narvey, adding that donations are 
used by preterm infants in the hospital only.

HSC and St. Boniface have been purchasing donor breast 
milk from a milk bank in Ohio. However, they have found 
that with the low currency exchange rate, the cost of the 
milk shot up to around $17 Canadian per ounce. Also, each 
shipment is soon to be hit with a $250 tariff at the border. 

“We compared that to the cost of working with 
NorthernStar, which charges $4.25 per ounce. That 
includes the cost of processing, pasteurization, shipping,” 
says Narvey. “And the best part is that we are guaranteed 
to receive the same amount of breast milk back that was 
donated by mothers in Manitoba.”

The Region will continue to use Ohio as a backup, but 
Narvey hopes that with continued interest from Manitoba 
mothers, the Calgary milk bank will be able to supply all 
the breast milk needed for use in the two hospitals that have 
neonatal intensive care and intermediate care units.

Susie Strachan is a communications specialist with the 
Winnipeg Health Region.

1313 Portage Avenue 

Winnipeg, Manitoba 

Telephone: 204-774-0511 

www.adoptionoptions.mb.ca 
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RESEARCH NEWS
Skin-to-Skin contact May loWeR pReeMieS’ RiSk of Death: RevieW

The following stories have been produced by the staff  

of HealthDay. For more research stories, visit:

www.wrha.mb.ca and click on Health Headlines. 

Tiny newborns who get prolonged skin-to-
skin contact with mom while they’re in the 
hospital may have better survival odds, a 
new review finds.

Experts said the analysis, of 124 studies 
from around the world, confirms the value of 
“kangaroo care” for premature newborns.

The concept goes back to the 1970s, 
when a doctor in Colombia started 
advocating the practice as an alternative 
to incubators, which are not readily 
available in some parts of the world. 
Instead, mothers hold their newborns 
against the chest, skin-to-skin, with a blanket 
over the baby. 

Research since then has shown that 
kangaroo care not only regulates newborns’ 
body temperature, but also improves other 
vital signs – like heart rate and breathing – 

and promotes breast-feeding.
The new review, reported online in 

the journal Pediatrics, confirmed that for 
preterm newborns, kangaroo care can 
also lower the risk of sepsis – a serious blood 
infection – and boost infants’ survival odds.

Across the studies, newborns given 
kangaroo care, along with standard 
medical care, had a 36 per cent lower 
death rate than those under standard care 
only. They also had about half the risk of 
developing sepsis, a 78 per cent lower risk of 
hypothermia, and an 88 per cent lower risk 
of dangerously low blood sugar. 

Neonatal intensive care units (NICUs) 
at many hospitals, including St. Boniface 
Hospital and Health Sciences Centre 
Winnipeg, use kangaroo care for preterm 
infants.

To read the complete story, visit www.wrha.mb.ca/healthday and search: skin-to-skin or visit 
www/wrha.mb.ca/wave/2015/05/meet-mac.php

too Much tv linkeD to leaDing cauSeS of Death
A new study links watching too much TV with some of 

the leading causes of death in the United States.
Ninety-two per cent of Americans have a TV in their 

home, according to background information in the study. 
And 80 per cent of American adults watch an 
average of three-and-a-half hours of TV a day, 
which is more than half of their leisure time.

“We know that television viewing is the 
most prevalent leisure-time sedentary 
behaviour and our working hypothesis is 
that it is an indicator of overall physical 
inactivity,” explained study author Sarah 
Keadle, a cancer prevention fellow at the 
U.S. National Cancer Institute.

“In this context, our results fit within a 
growing body of research indicating that too 
much sitting can have many different adverse 
health effects,” Keadle said.

In the study, the researchers followed more than 221,000 
people, aged 50 to 71, who did not have any chronic 

diseases at the start of the nearly 15-year study. All were 
followed until death or until December 2011.

The more TV the older adults watched, the more likely 
they were to die from conditions such as heart disease, 

cancer, diabetes, flu/pneumonia, Parkinson’s 
disease and liver disease, the investigators 

found.
Compared with those who watched less 

than one hour of TV per day, the risk of 
death during the study period was 15 per 
cent higher among those who watched 
three to four hours of TV a day, and 47 
per cent higher for those who watched 

seven or more hours a day, the findings 
showed.
The increased risk of death associated with 

watching a lot of TV was seen in both active and 
inactive people in the study, according to the report 
published online in the American Journal of Preventive 
Medicine.

To read the complete story, visit www.wrha.mb.ca/healthday and search: TV linked
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Having an optimistic attitude after a heart attack may 
be good for your health, Harvard researchers report.

Two weeks after a heart attack, patients who had 
a positive attitude were less likely to be readmitted to 
the hospital. After six months, these patients were more 
physically active than less optimistic patients, the study 
found.

“In contrast, gratitude, assessed right after the heart 
attack, actually had no effect on readmissions or 

increasing physical activity,” said lead 
researcher Dr. Jeff Huffman, an assistant 

professor of psychiatry at 
Harvard, in Boston.

For the study, Huffman 
and colleagues studied 

164 patients. The 
researchers 
assessed a 
patient’s 
optimism and 

gratitude two weeks after the heart attack and again six 
months later. 

These findings suggest that all positive emotional 
experiences may not be alike when it comes to their 
potential effects on heart health, he said.

“It may be that optimism, as a forward-looking 
expectation, may help people to feel that they can make 
healthy changes and thrive,” Huffman said. 

Gratitude, however, often focuses on immediate or past 
events, and while it may have benefits, these may be 
less connected to taking active steps in managing one’s 
health, he said.

This connection between optimism and positive health 
outcomes was independent of patients’ age, sex, health 
or level of activity before the heart attack, Huffman said.

Huffman said these findings may make it worthwhile to 
find ways to make patients more optimistic after a heart 
attack as a way of improving their recovery.

The report was published online Dec. 8 in the journal 
Circulation.

DID YOU KNOW?
Access this issue 

and previous issues at 

www.wrha.mb.ca/waveis available online

optiMiStic outlook May BooSt RecoveRy afteR heaRt attack

To read the complete story, visit  www.wrha.mb.ca/healthday and search: optimism

Encourage them to explore new activities (physical or mental),  
support them to stay engaged and find ways to stay stimulated.  
Let’s guide them to live vibrant, active and fulfilling lifestyles!

For more information visit
www.manitobaseniorcentres.com

Active living begins here!

Phone: 204-792-5838

Do you have an Aging Parent or Friend?

Manitoba Association of Senior Centres info@manitobaseniorcentres.com
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In 2011, she was working on a 
project to convert the Bell Hotel into a 
residence for individuals with a history 
of homelessness. At the time, a number 
of the residents living in the newly 
renovated facility signed up for home 
care. 

Typically, clients are required to keep 
track of their home-care appointments. 
When a client is not at home for their 
scheduled appointment, the Home Care 
program still covers the cost of sending 
staff and uses staff time without actually 
making a connection for service. If this 
happens repeatedly, the client’s service 
may be at risk.   

But there was just one problem, says 
Kuropatwa, who serves as the Winnipeg 
Health Region’s Director of Housing, 
Supports and Service Integration 
and Community Area Director for 
Downtown-Point Douglas.

As she explains, many of the formerly 
homeless residents of the Bell hadn’t 
lived the kind of life in which set 
schedules and appointments were a 
regular feature. As a result, clients were 
often not home for their scheduled 
visits, meaning that they did not get 
their needed service and home-care 
workers were not making the best use of 
their time.

After reviewing the problem, the 
Home Care program came up with a 
solution. The on-site support workers 
were able to build relationships with 
the tenants, get to know them and their 
schedules, and build up a system of 
reminders. In addition, staff visits for 
the building were scheduled in block 
appointments, so that if the home-care 
worker arrived and one client wasn’t 
available, another client could be seen 
instead.

The result, says Kuropatwa, was 
that the program was able to provide 
better health care to the residents of the 
building by adapting to their needs.

In its own way, the story about the Bell 
and its residents is symbolic of a much 
larger shift in thinking taking place within 
the Region, one that is being driven by 
a desire not just to make health care 
available, but to make sure it is received 
by those who need it most.

This approach is embodied in a 
concept known as “health equity,” a 
term used to describe efforts to ensure 
everyone in the community has the 
chance to reach their full potential for 
health.

The concept was first endorsed by the 
Region’s board in a position statement 
approved in Dec. 2012. Last year, the 
board took another step to emphasize 
the importance of health equity by 
embedding it in the Region’s strategic 
plan for 2016-2021.

As the position statement notes, 
“Health equity asserts that all people 
have the opportunity to reach their 
full health potential and should not be 
disadvantaged from attaining it because 
of social and economic status, social 
class, racism, ethnicity, religion, age, 
disability, gender, gender identity, 
sexual orientation or other socially 
determined circumstance.”

In practical terms, this commitment 
means the Region will continue to work 
towards ensuring all the services it 
provides – either on its own or through 
partnerships with community-based 
groups – will be in line with the values 
and goals of health equity.

The Region’s evolving role in 
housing is a case in point. In the past, 
the Region’s emphasis in housing 
was on connecting seniors with the 
appropriate kind of assisted living or 
personal care homes. More recently, 
however, the Region has started working 
with government and community 
organizations to develop housing options 
for the city’s homeless population, many 
of whom suffer from a variety of chronic 
mental or physical illnesses.

In the case of the Bell, for example, 
the hotel was converted into an 
apartment building for the homeless 
based on the “housing first” model. 
Under this approach, individuals with 
a history of addictions, mental illness 
and chronic homelessness are provided 
housing without having to undergo 
treatment or receive other services 
as a pre-condition. The project was 
undertaken through a partnership that 
included the Region, Centre Venture, 
Main Street Project, and the three levels 
of government. The building is currently 
managed by Main Street Project, with 
the Region providing health services, 
such as home care.

As Kuropatwa explains, the 
reasoning behind this approach is fairly 
straightforward: “In order for people 
to have stabilized health, they need to 
have stabilized housing.”

Of course, the application of health 
equity is not limited to housing. Indeed, 
the Region believes that this approach 

Sharon Kuropatwa tells a small story that helps 
illustrate a much larger one.

will prove useful in helping to address a 
wide range of health issues, particularly the 
large gap in health status between people 
living in the inner city and those living in 
the suburbs.  

This gap was outlined last year in the 
Region’s Community Health Assessment. 
The 500-page report, released every five 
years, compares health outcomes across 
Winnipeg’s income quintiles and in 12 
community areas, which are also broken 
down into 25 smaller neighbourhood 
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clusters. A quick look at the report 
reveals that on most indicators of health, 
Winnipeg is on average a little healthier 
than the province as a whole and a little 
less healthy than the Canadian average.

For example, the average life 
expectancy in Winnipeg is 80.1 years, 
which compares to 79.5 years for 
Manitoba and 81.1 years for Canada. 
For premature mortality, the rate within 
the city is 2.9 per 1,000, compared to 
3.1 for Manitoba and 2.6 for Canada. 

Self-perceived health follows the same 
pattern: 59.5 per cent of people within 
Winnipeg consider themselves in very 
good or excellent health, compared to 
57.6 per cent for Manitoba and 59.9 per 
cent for Canada.

But a closer look at the numbers 
reveals much sharper differences in the 
health status of people living within the 
city itself, particularly between those 
living in higher-income and lower-
income neighbourhoods.  

Simply put, lower-income 
neighbourhoods, which are concentrated 
in the inner city, particularly in the North 
End, tend to have higher rates of child 
mortality, premature death and suicide. 
People living in these neighbourhoods are 
also more likely to have diabetes, heart 
issues, cancer, dementia and hypertension.

Region public health officials say the 
gap in health status is caused in large 
measure by factors known as the social 
determinants of health – issues such 

From left to right: Stephane Gray, Program Manager, Bell Hotel, Lisa Goss, Executive Director, Main Street Project, and Sharon 
Kuropatwa, Director – Housing, Supports and Service Integration and Community Area Director for Downtown-Point Douglas.

.
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Region partners with Peg to 
produce health equity report

Information about the health and well-being of 
people living in Winnipeg can now be found on 
Peg, a local website dedicated to tracking the 
city’s vital signs.

Our City: a Peg Report on Health Equity was 
produced by Peg in partnership with the Winnipeg 
Health Region last year. It can be found at  
www.mypeg.ca/node/42.

Among other things, the 
report highlights some 
of the health inequities 
among people living 
within the city and points 
out that in many cases 
they appear to be 
getting worse.

Hannah Moffatt, 
Population Health Equity 
Initiatives Leader for the 
Region, says it is hoped 
that the report, which draws 
heavily from the Region’s 2014 Community Health 
Assessment, will stimulate discussion about what 
can be done to address these inequities.

“People sometimes think of health outcomes as a 
matter of an individual’s choice, yet we find that 
life circumstances profoundly affect opportunities 
for health,” says Moffatt. “The circumstances 
that impact health, like education, employment, 
housing and income, are unequally distributed 
across our city.”

The report on health equity adds to a growing 
collection of indicators on the Peg website. 

Launched in 2010 by the United Way and the 
International Institute of Sustainable Development, 
Peg tracks a wide range of social and economic 
indicators grouped into eight theme areas – basic 
needs, health, education and learning, social 
vitality, governance, built environment, economy, 
and natural environment. 

The website bills itself as a place where 
“Winnipeggers can learn how their life, their 
neighbourhood and their city is changing – for 
the good and the bad. Peg is a starting place 
for Winnipeg citizens, business owners and policy 
makers to learn the facts so you can lead change 
to create a better city for your children and their 
children.”

In addition to posting documents such as the 
healthy equity report, the website can also 
produce various charts and graphs based on 
information collected in a database.



as education, housing and 
employment. Indeed, a 2008 
report to the Canadian Senate 
stated that as much as 50 per 
cent of health outcomes could 
be attributed to these factors.  

A report produced by the 
Region entitled Health For 
All: Building Winnipeg’s 
Health Equity Action Plan 
sums it up this way: “Income, 
education, where you live, 
the opportunities you had or 
did not have in childhood, 
especially early childhood, 
are among the key factors that 
shape your chances of good 
health throughout life.”

The gap in health status 
across the income gradient has 
the most impact on people in 
lower-income neighbourhoods. 
But it also has an effect on 
the health-care system as a 
whole, as revealed by a number 
of measures in the health 
assessment.

One startling statistic is that 
the rate of hospitalization 
for ambulatory-care sensitive 
conditions (people hospitalized 
for conditions that can be 
treated in the community) is 
9.1 times higher in the lowest-
income community than in 
the highest. These conditions 
include asthma, angina, 
gastroenteritis and congestive 
heart failure, which, with good 
primary care, can be treated 
and managed without the 
patient being admitted to a 
hospital.

“Health inequities have 
significant financial costs – they 
aren’t just unfair and unjust, 
which by itself should drive us 
to action,” says Horst Backé, 
Interim Director of Public 
Health with the Region.

Dr. Sande Harlos, a medical 
officer of health with the 
Region, agrees. She says that a 
report from the Public Health 
Agency of Canada estimated 
in 2004 that 20 per cent of 
Canada’s health spending 
(then $200 billion) could be 
attributed to socio-economic 
disparities.

As a result, improving 
outcomes for the least healthy 
members of the population 
could have a positive effect 

on health care for everybody, 
according to Hannah Moffatt, 
Population Health Equity 
Initiatives Leader for the Region.

“If people are sicker and 
come to the hospital more 
often, then you have more 
people in hospital and longer 
waits for everybody,” says 
Moffatt.

Of course, tackling these 
health issues is much more 
complicated than it might seem.

For example, health issues 
such as diabetes or cancer 
are often linked to various 
risk factors. And, as one 
might expect, lower-income 
neighbourhoods also have 
higher risk factors than higher-
income communities. For 
example, the smoking rate 
among people 12 years of age 
and older in Point Douglas is 
39 per cent, compared to the 
city-wide average of 19 per 
cent (as low as 10 per cent 
in Assiniboine South). The 
obesity rate is higher and the 
immunization rate is lower 
in Point Douglas. Fruit and 
vegetable consumption is also 
lower in Point Douglas, as 
is travel and leisure-related 
physical activity.  

Conventional wisdom would 
suggest that if you can address 
these risk factors, you can 
improve health outcomes. But 
while there is obviously some 
truth in that, it’s not the whole 
story.

As Harlos points out, the 
difference in the rates of activity 
level, fruit and vegetable 
consumption and other lifestyle 
factors is much smaller than the 
difference in overall health.

As a result, she says, it’s 
important to look at “the cause 
of the causes.” In other words, 
if people in lower-income 
areas are more likely to smoke 
or less likely to eat fruits and 
vegetables, it’s important to 
look at the underlying reasons 
and search for potential 
solutions. 

This is where health equity 
comes into play.  

“To close the large health 
gap shown in the Community 
Health Assessment, there is no 
single answer,” explains Harlos. 

Gaps in health
The 2014 Community Health Assessment is a 
500-page compendium of health statistics 
broken down by income. It compares 
health in Winnipeg’s 12 community 
areas, which are also broken down into 
25 smaller neighbourhood clusters. The 
assessment, produced every five years, is 
published by the evaluation platform of 
the Centre for Healthcare Innovation, an 
office of the Winnipeg Health Region and 
the University of Manitoba that performs 
evaluation research on the effectiveness 
and efficiency of health-care delivery. Like 
previous CHAs, the 2014 version reveals 
substantial differences in health status 
between higher-income and lower-income 
communities.  

Here are a few examples from the report: 

LIFE ExPECTANCY
Female life expectancy is 16.6 years shorter 
in the lowest-income community than 
the highest-income. For males, the gap is 
15.6 years. Comparing the lowest-income 
quintile (20 per cent of the population) 
with the highest-income quintile, the gap 
is smaller but still substantial: 8.1 years for 
women and 10.2 years for men. 

CHILD MORTALITY 
In the lowest-income quintile, the rate of 
child mortality is 4.3 times higher than in 
the highest-income quintile. Comparing 
communities, Point Douglas has a child 
mortality rate of 55.5 deaths per 100,000 
children, compared to rates of 9.3 to 20.6 
per 100,000 across suburban Winnipeg 
communities.

PREMATuRE MORTALITY
Premature mortality, measured as the rate 
of deaths before age 75, is 5.5 times more 
common in the lowest-income community 
than in the wealthiest. The lowest-income 
quintile has a premature death rate 3.1 
times higher than the highest-income 
quintile.

SuICIDE
The suicide rate in the lowest-income 
quintile is 4.2 times higher than in the 
highest-income quintile.
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“No simple health-care fix like a new 
drug or technology can close decades of 
difference in life expectancy,” she says.

“But the accumulation of many simple 
solutions, some as simple as kindness, 
can. Simple actions across many sectors 
and at many levels, like better child 
care, education, job training, income, 
transportation, health-care services in 
proportion to need, all add up to better 
and equitable health for all.”

In the current thinking on the health 
effects of poverty, it’s now thought the 
issue is not only the lack of money for 
healthy food, recreation or other health 
needs. Part of the problem, says Harlos, 
is that growing up in poverty – with 
uncertain housing and family or other 
stresses – creates “a toxic soup of stress 
hormones” that have future impacts on 
health.

“The health effects of chronic stress 
should not be underestimated,” she says.

Moffatt says that in order to address 
health inequities, one must first 
understand the kinds of barriers that 
organizations put up to those trying to 
access services.

Fixed appointments (remember the 
lesson learned at the Bell Hotel) can be 
a challenge for people whose lives are 
stressful or who have multiple barriers, 
like child care or transportation costs, that 
prevent them from meeting schedules, says 
Moffatt. Holding programs at locations that 
are hard to reach by transit prevents those 
without cars from attending.

Overcoming mistrust can be a 
challenge when working with people 
whose past experience has led them to 
dread encounters with programs and to 
avoid accessing services. 

“What we see is that with 
poverty and health, there is 
a system of barriers,” says 
Moffatt. “Sometimes I’ve 
sat down and asked, 
‘Who is accessing this 
program and who 
isn’t accessing 
this program, and 
why?’”

To illustrate 
her point, Moffatt 
points to a pre-
natal care pilot 
project as an 
example of how a 
health equity approach 

to care can lead to service improvements 
for those who need it most.

A recently published assessment of 
a program called Partners in Integrated 
Inner-City Prenatal Care (PIIPC) – which 
specifically focuses on mothers-to-be 
with the highest needs – found that the 
program doubled the percentage of 
women starting prenatal care in the first 
trimester. And women participating in the 
program had a 10 per cent lower rate of 
preterm birth than women with similar 
backgrounds who didn’t participate.

Moffatt says programs with a health-
equity focus, like PIIPC, acknowledge 
that it’s necessary to build relationships to 
remove barriers to health care. “It’s about 
us intensifying our efforts to engage with 
families facing disadvantage.”

Concentrating resources on those who 
need them most isn’t always the most 
popular approach, in part because it flies 
in the face of many people’s perception 
of equality. But equity isn’t the same as 
equality. “Sometimes the most inequitable 
thing you can do is treat people living 
in unequal circumstances equally,” says 
Moffatt.

While the Region has made health 
equity a priority, it also recognizes that 
it can’t solve the problem of health 

inequities alone, says Réal Cloutier, Vice 
President and Chief Operating Officer 
for the Region. As he explains, the 
interconnected nature of health, housing, 
education, employment and other factors, 
underscores the need for co-operation 
among a broad range of government 
departments and community groups. 

Cloutier points to a concept called 
“collective impact” as a way to bring 
partners together to address complex 
problems like health inequity. It’s been 
used by several communities in the 
United States to address issues as diverse 
as student achievement, river pollution 
and childhood obesity. The approach 
involves bringing together a variety 
of organizations that can work with a 
common agenda, a shared system of 
measuring results, mutually reinforcing 
activities, continuous communication and 
a support organization that can act as the 
backbone to hold the project together.

The Winnipeg Poverty Reduction 
Council, on which the Region has 
representation, uses a collective impact 
approach in its current plan for action 
and its 10-year plan to 
end homelessness. 

So does the 
Block by 

Members of the Winnipeg Health Region’s Bell Hotel Home Care team, from left: 
Mario Agacer, direct service staff member, Hardeep Singh, case co-ordinator, 
and Sue Lotocki, Team Manager, Home Care and Nursing, Downtown.
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FYI
You can read the entire 2014 Community Health Assessment 
report by visiting www.wrha.mb.ca/research.
For more information about health equity, visit:
www.wrha.mb.ca/about/healthequity.

Block Community Safety and Well-being Initiative, which was 
created to improve community safety and social outcomes for 
families by unlocking agency, community, and family capacity.

Essentially, the question posed by Block by Block is: “How can 
the system work with them (families) and remove systemic barriers 
that may have blocked them from receiving help?” says Cloutier.

The provincewide initiative involves a number of community 
organizations, plus the Region, Winnipeg Police Service, Winnipeg 
School Division, and a number of provincial government 
departments, including Justice, Family Services and Housing, 
Education, Children, Youth and Opportunities, and Jobs and the 
Economy. 

Staff Sgt. Bonnie Emerson, who was seconded from the 
Winnipeg Police Service to work on Block by Block and is 
currently serving as its Acting Executive Director, says a good 
example of the initiative’s work is a project called Thunderwing, 
which was launched to help families in the North End work to 
resolve issues that prevent them from achieving their goals towards 
safety and well-being.

To illustrate Thunderwing’s work, Emerson offers an example 
of an elderly woman who, for various reasons, was evicted 
from her seniors’ residence. As she explains, the woman had a 
variety of physical and mental health problems as well as some 
mobility issues. “It was a perfect storm,” says Emerson. “She 
was a wanderer. She also had some mobility issues, so there 
were concerns for her well-being. None of the shelters and safe 
temporary locations would admit her because they couldn’t 
accommodate her for a number of reasons, including her many 
complex issues.”

The woman’s file was referred to Thunderwing, which also has 
representatives from the various government and non-government 
agencies connected to Block by Block. “We identified who was 
involved with this woman and who could be, based on her wishes 
and goals,” says Emerson. “We got everybody in a room together, 
including her home-care supervisors, got her panelled (the process 
for placement in a personal care home) and got her in a (personal 
care) home. Her medical problems were addressed and stabilized 
and the safety component was addressed,” says Emerson.

“There is no doubt in my mind that if she had been placed in a 
temporary shelter, she would have wandered,” says Emerson. She 
would have been hurt or dead.” That’s not because people working 
in the system weren’t trying, she says. It’s just that there aren’t a 
lot of mechanisms for people working within the system to share 
information about people who could otherwise slip through the 
cracks.

Cloutier says cases like the one involving the elderly woman 
show the value of having organizations work together to 

achieve health-equity goals. “We (the health sector) don’t 
own health equity,” he says. “Many of our community 

partners already understand that it’s about building the 
relationships that will allow us all to work together 
better. To turn this around is going to take a long time, 
but you’ve got to start somewhere.”

Bob Armstrong is a Winnipeg writer.

DIABETES 
The lowest-income neighbourhood 
cluster had 2.8 times as many new 
cases of diabetes as the highest-income 
neighbourhood cluster. The lowest-income 
quintile had 1.9 times as many new cases 
of diabetes as the highest-income quintile. 
But not only do lower-income areas have 
more new cases of diabetes, they have 
higher rates of lower limb amputation 
associated with the disease. The 
percentage of people with diabetes who 
have a lower limb amputation is 3.2 times 
higher in the lowest-income community 
area than in the highest income area.

HEART ATTACK AND STROKE 
The heart attack rate is 2.3 times higher 
in the lowest-income community and 1.8 
times higher in the lowest-income quintile 
compared to the highest. The rate of stroke 
is 2.6 times higher in the lowest-income 
community and 1.7 times higher in the 
lowest-income quintile compared to the 
highest.

SuBSTANCE ABuSE 
The percentage of people receiving 
treatment for substance abuse is 4.1 times 
higher in the lowest-income community 
and 3.12 times higher in the lowest-income 
quintile compared to the highest.

INjuRIES 
The rate of injuries requiring hospitalization 
is seven times higher in the lowest-income 
community and 2.2 times higher in the 
lowest-income quintile compared to the 
highest-income. Injuries include falls, motor 
vehicle collisions, poisoning (including 
overdose), assault and self-inflicted injuries.

Many other health indicators, including rate 
of cancer, dementia, hypertension and 
depression are in the range of 1.3 to 1.7 
times higher in lowest-income community 
than in the highest-income.
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BETTER ACCESS TO GROCERIES 

Hundreds of Elmwood/Chalmers area 
residents are able to buy nutritious food at 
affordable prices under a program run by 
a local community group.

Under the Better Access to Groceries 
(BAG) program, area residents are 
able to purchase one or two bags of 

produce every two weeks for $10, says 
Dale Karasiuk, Executive Director of 
the Chalmers Neighbourhood Renewal 
Corporation, which runs the program. 
Because of the advantages of bulk 
buying, each bag contains $20 to $25 
worth of fresh fruits and vegetables, he 
says.

The project was launched in the fall of 
2014 and sold 12 bags of food in its first 
week. After a year of steady growth, 

it’s now selling 325 bags every two 
weeks, and closing in on a planned 
maximum of 400 bags.

In addition to making fruits and 
vegetables more affordable, 

the program addresses a 
challenge faced by a 
number of low-income 
neighbourhoods: a 
shortage of full-service 
grocery stores. Although 
there are small stores in 
the community, for the 
most part, shoppers looking 

for the best combination of produce 
selection and price need to drive further 
north on Henderson Highway.

Contents of each bag vary depending 
on season and price, but may contain 
oranges, bananas, apples, tomatoes, 
onions, carrots, potatoes and other such 
fruit and vegetable mainstays. In addition 
to selling the $10 bags of produce, staff 
and volunteers also sell recipe bags, 
which range from $3 to $5 and contain a 
recipe and the ingredients for making an 
affordable and healthy family meal.

On the first and third Tuesday of the 
month, staff and volunteers from the 
program buy in bulk from Sobey’s Cash 
and Carry – which they say has been a 
great partner – and then make up the 
selection of fruits and vegetables for 
pick-up in the afternoon. Some bags are 
delivered to nearby seniors’ complexes or 
Manitoba Housing locations.

“We know that families in our 
community were not really 
having the number of servings 
of fruit and vegetables that 
they need,” says Karasiuk.

Cath McFarlane, 
community facilitator 
for the Winnipeg 

HEALTH EqUITY IN ACTION
THE WINNIPEg HEALTH REgION WORKS WITH MANY COMMuNITY 
gROuPS TO DEVELOP PROgRAMS AND INITIATIVES THAT ARE IN LINE 
WITH THE VALuES OF HEALTH EquITY. HERE ARE juST TWO ExAMPLES:

From left: Trinette Konge and 
Crissy Botelho are involved in 
supporting and planning for 
the BAG program.

From left: Teacher Susan Birdwise (standing) with students Sandhu Sran, Roman 
Alueta, Harpreet Dhillon at the Seven Oaks Adult Learning Centre.
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Health Region in River East, says the idea 
grew out of work with the Together in 
Elmwood Parent Child Coalition.

“We did surveys and a lot of parents said, 
‘We would like to be able to buy fruit and 
vegetables,’” she says.

Nursing students who were working on 
their community health practicum with 
the Region then conducted research, 
and the community dietitian for the River 
East area added expertise in developing 
the concept of the bulk-buying program.

Since the neighbourhood renewal 
organization had already identified 
food security as an important part of its 
neighbourhood plan, it became involved 
in the planning and operation of the 
program, engaging a partnership with 
the Chalmers Community Centre at 480 
Chalmers Avenue as the pick-up location.

The produce bags aren’t the only 
initiative to bring healthy food into the 
neighbourhood of roughly 9,500 people. 
Last summer, the local Kildonan MCC 
Thrift Shop also began to host a weekly 
farmers’ market that Karasiuk estimates to 
have drawn about 400 people to each 
market event.  

Not only do the BAG program and 
farmers’ markets improve access to fruit 
and vegetables, Karasiuk notes that they 
also build community connections by 
bringing neighbours together.

ONE-STOP SHOP FOR LEARNING 
AND SUPPORT IN SEVEN OAKS

The Seven Oaks Adult Learning Centre, 
which operates an immigrant settlement 
program in addition to its adult learning 
and daycare centres, makes use of the 
Community Health Assessment to identify 
needs in the community it serves.

One need that was strongly identified at 
the time of the last assessment in 2011 
was for immigrant settlement services 
within the Seven Oaks area. Without 
locally available services, newcomers 
would otherwise be a one-hour or longer 
bus ride away from programs that help 
them adapt to Canada, assess their 
language skills and prepare to enter the 
workforce.

“We decided to become a one-stop 
shop,” says Fran Taylor, Executive Director 
of Seven Oaks Adult Learning Centre. 
She notes that her organization offers 
various services for newcomers, including 
orientation, language, crisis, employment 
and support programs.

With the Winnipeg Health Region’s 
community facilitator and a public health 
nurse on the organization’s advisory 
board, the learning centre develops 
programs that can have an impact on 

health in many ways.

“We had a woman who came to us who 
was being abused, and so we wanted 
to start a counselling group, but we 
couldn’t call it a counselling group,” 
says Taylor. “If they were to say, ‘I’m 
going to counselling,’ they wouldn’t be 
allowed out of the house. So we started a 
women’s group.”

The women’s group combines fitness 
activities like Zumba and yoga, hands-on 
skill development and opportunities for 
counselling. The centre also started a 
men’s group, which has offered cooking 
classes that were especially popular 
with men who had never cooked before 
coming to Canada.

The learning centre also works closely with 
a Seven Oaks School Division program 
called Wayfinders, which provides 
mentoring, tutoring and incentives to raise 
high school graduation rates for students 
from disadvantaged backgrounds.

Staff at the learning centre plan to use 
the data from the new Community Health 
Assessment to help them assess their 
current activities.  

From left: BAG team members Ramona Lukaschuk, 
Jacquie Pontedeira, and Immaculee Ramfasha. 

From left: Amandeep Dhaliwal, Amanpreet Brar, teacher Lisa Cariou, Balwinder Bannu, 
and Harwinder Bannu share a moment at the Seven Oaks Adult Learning Centre.
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MyRightCare.ca

Mandy woke up scratching her arms 
and rubbing her eyes. She and her 
mom went to a QuickCare Clinic where 
a nurse practitioner prescribed allergy 
medication and a follow-up with their 
family doctor in a week.

That was the right care for Mandy. 
Explore your options.

Family Doctor • Pharmacists • Poison Centre • Minor Injury Clinic • Emergency Departments

QuickCare Clinics

I didn’t know

Saturday.
I could get help on
Saturday.
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In order to fulfill its mission, the provincial funding body 

often partners with government and non-government 

agencies and groups dedicated to promoting research 

in these fields. 

One of Research Manitoba’s key partners is Mitacs, a 

national, not-for-profit organization with a backstory 

that is almost as impressive as its record of achievement.

Originally launched 17 years ago, Mitacs began life 

with the goals of promoting mathematics as a tool for 

industrial development and providing opportunities for 

graduate students. The organization’s initial budget was 

$3.2 million.

Since then, Mitacs (the name was originally an acronym 

for The Mathematics of Information Technology and 

Complex Systems when it was formed in 1998, but is 

now simply known as Mitacs) has developed into an 

important supporter of Canadian research. Over the 

years, it has expanded into all academic disciplines, 

working with 60 universities, thousands of companies, 

and both federal and provincial governments. In 

doing so, it has established itself as a leader in forging 

relationships to support industrial and social innovation 

in Canada.

One of Mitacs’ most important achievements was the 

creation in 2003 of a research internship program to 

facilitate the deployment of graduate students into 

the private sector. Over the past 15 years, Mitacs has 

supported more than 10,000 research internships, 

trained more than 19,000 student and post-doctoral 

career-skills participants, and supported more than 

1,300 international research collaborations.

In 2012, the Manitoba government provided Mitacs 

with $1 million in funding over three years to support 

research in a variety of ways. Recently, Research 

Manitoba announced it would invest an additional $1.4 

million for Mitacs programs over the next three years. 

The funding agreement will bring hundreds of research 

and training opportunities to Manitoba students, post-

doctoral students and faculty members through the 

following three Mitacs programs:

• accelerate: This program pairs graduate students and 

post-doctoral fellows with businesses and not-for-profit  

organizations to undertake research projects of mutual 

interest. 

• elevate: This program supports customized research 

management training for post-doctoral fellows as they 

undertake two-year research projects with partner 

organizations. 

• Globalink: This program offers two-way mobility

initiatives between universities and undergraduate  

and graduate students from around the world to build      

and strengthen international research networks.
 

This special report, sponsored by Research Manitoba, 

highlights some of innovative research projects 

currently underway, thanks to the support of these 

programs. 
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s P e C i a l 
r e P O r t

ReseaRch Manitoba teaMs up with Mitacs
 to suppoRt innovative pRojects

PaRtneRS in PRogReSS

Research Manitoba has a mandate to promote, support and 
co-ordinate the funding of scientific inquiry in the areas of health, 

natural and social sciences, engineering and the humanities.



Stewart is the principal investigator 
for a Canadian study entitled Bridging 
Two Worlds: Culturally Responsive Career 
Development Programs and Services to 
Meet the Needs of Newcomer and Refugee 
Children in Canada. The study, which 
began last year, is examining best practices 
for career development and integration of 
young refugees into Canadian life. 

“The overarching goal of this research 
is to provide school counsellors with the 
knowledge and resources to provide more 
informed and culturally responsive career 
development and guidance to newcomer 
and refugee youth,” says Stewart, a 
professor and acting associate dean at 
the University of Winnipeg’s Faculty of 
Education. 

The three-year project is being funded 
by the Social Sciences and Humanities 
Research Council (SSHRC), the Canadian 
Education and Research Institute for 
Counselling (CERIC), Research Manitoba 
and Mitacs, a national, not-for-profit 
organization that supports university-
industry research collaborations.

The Bridging Two Worlds study was 
a logical next step for Stewart, who 
has spent much of her 30-year career 
researching the psychosocial needs 
of refugee children and developing 
interactive school counselling tools. 

“In earlier research, I found that refugee 
students had very similar aspirations 

(to other students) yet there was 
incongruence in their course selection, 
experience and grades for getting 
accepted into these fields,” she explains.

“Participants I interviewed indicated 
that more needs to be done in the 
area of lifelong career development 
for all students, and this is even more 
pronounced for students who have come 
from other countries.”

Consultations with Manitoba NGOs and 
service providers later confirmed these 
findings. 

“They were telling us that there was 
a gap in services for students who have 
refugee backgrounds and who would not 
have the academic levels to attend post-
secondary education,” Stewart says. 

Many of these students, she adds, also 
have difficulty finding entry-level jobs 
while they are attending high school 
and even once they graduate. Many, as 
well, lack employment knowledge and 
background on Canadian workplace 
cultures and norms.

“There seems to be two converging 
issues for me,” Stewart elaborates. ”One, 
career counselling in schools really has 
not been a priority, and we have seen a 
decline in services and programs for youth. 
And two, refugee children and youth have 
additional challenges and barriers related 
to career development and integration.”

Stewart’s new study aims to target both 

s Canada continues to welcome 
thousands more Syrian refugees 

in the next few months, Winnipeg’s Jan 
Stewart is already focused on ensuring their 
long-term success.

a

BRidging tWo WoRldS
             Winnipeg-led research group aims to 
ease transition for refugees By Sharon Chisvin

areas and to find practical solutions that can be 
applied across the country. 

The study will achieve this through a 
variety of methods, including conducting a 
needs assessment of the existing 
career development and 
counselling programs 
in middle and 
secondary 
schools, 
and 

examining 
best 
practices for 
fostering informed 
career decision-making 
for newcomers and refugee youth. 
The study’s researchers also will be holding 
community forums, consultative workshops and 
regional focus groups, and conduct hundreds of 
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interviews in four Canadian cities.  
These cities, Winnipeg, Calgary, 

Charlottetown and St. John’s, were 
selected for the study because they all 

have experienced increased 
immigration over the 

last decade, due 
to provincial 

policy, and 
are all 

expected 
to continue 

to attract 
newcomers in the 

immediate future. 
“Each site is responsible for 

conducting 80 interviews with students, 
parents, teachers, settlement agencies and 
community organizations, in addition to in-

depth observations of 10 programs that are 
working in each province,” explains Caitlin 
Forsey.

Forsey, the project’s overall co-ordinator, 
is a post-doctoral research fellow in the 
Faculty of Education at the University of 
Winnipeg. As a Mitacs intern, she already 
has been given the opportunity to interview 
dozens of newcomer and refugee students 
in Winnipeg’s inner-city schools, and 
observe a variety of  local programs that 
provide settlement support for newcomers. 

“Prior to joining the team, I had never 
interviewed youth, let alone youth 
with refugee backgrounds,” she says. 
“Interviewing war-affected individuals is 
challenging because you want to remain 

compassionate while also acknowledging 

their resiliency.”
The experience, she says, definitely 

broadened her skills as a qualitative 
interviewer. But the support that Mitacs 
provides to the study, she suggests, extends 
far beyond her personal resume. 

“It is unusual for educational research on 
newcomers and refugees to span across four 
provinces,” Forsey says. “As a result of our 
focus on middle and secondary schools and 
our ability to simultaneously co-ordinate 
four research sites, CERIC agreed to partner 
with Mitacs and to support this research 
endeavour.” 

CERIC, she adds, has never before 
partnered with a university that operates 
a research program across several 
jurisdictions.

In total, there are seven Mitacs interns 
working on the project. One of them, Hua 
Que, a PhD candidate at Newfoundland’s 
Memorial University in St. John’s, is 
especially excited about the relevance 
of their research considering the current 
refugee crisis. 

“I believe conducting research in this area 
can draw people’s attention to refugees, 
build a more welcoming community and 
help refugees be more successful in Canada,” 
she says. 

The fact that she is in St. John’s and 
Forsey is thousands of kilometres away in 
Winnipeg offers an opportunity to compare 
the strengths and weaknesses of different 
settlement approaches.

Using these comparisons, the researchers 
will develop recommendations for 
policy and best practices, and create 
lessons, activities and other professional 
development resources for school 
counsellors, teachers, and government and 
community agencies. Their findings also 
will be used to develop an education credit 
course on culturally responsive counselling, 
and be made accessible online as a web-
based document. As well, Winnipeg will host 
a national forum to share the findings in the 
summer of 2017.

By then, Canada likely will have welcomed 
thousands of new refugees from Syria and 
other parts of the world, among them 
numerous school-aged children. It is these 
children who will benefit from Stewart’s 
exhaustive study – a study that will ensure 
that school counsellors are better prepared 
to provide career counselling to newcomer 
and refugee youth, and that, as a result, they 
are better prepared to integrate successfully 
into Canadian life. 

“Although we could not have predicted 
this would happen when we began the 
study,” Forsey says, “we are grateful to be 
in a position to contribute to the broader 
discussion surrounding Canada’s role in 
supporting newcomers and refugees.”

Jan Stewart (left) and Caitlin Forsey are 
working on a research project that will help 
school counsellors provide better career 
development and guidance to newcomer 
and refugee youth.



ith the flip of a switch, Harjot Singh 
fires up the jet engine and waits for a 
response.W

SoaRing WitH SoftWaRe
           Jet engine simulator proJect supports 
manitoba’s aerospace industry By Joel Schlesinger
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Harjot Singh (front) demonstrates how 
the Aviation Engine Testing Cell Training 
Simulator works while Nariman Sepehri 
looks on. 

A monitor lights up, providing him with a summary 
of various parameters (engine performance indicators), 
including fan speed, exhaust temperature, core speed and 
engine thrust. 

Initially, the values of parameters are shown as green 
bars, which means everything is working as it should.

But then things start to change. Singh starts to push 
the throttle in front of him, increasing the flow of fuel to 
the engine. As the engine revs ever higher, the values of 
various parameters increase and the bars may even change 

colour – first yellow, then red.
Ordinarily, this would not be a good thing, says Singh, 

who is a graduate student at the University of Manitoba’s 
Department of Mechanical Engineering in the Faculty of 
Engineering.  “When the parameters reach their critical 
value, they start showing as yellow or red on the display 
screen,” explains Singh. “Yellow means there are some 
problems, but you can pull back (the throttle). But when it 
is red, you have to turn off the engine. There is something 
really wrong.”



But there are no such worries today.
That’s because the engine under Singh’s 

control is not really an engine at all. It is a 
computer software program designed to 
simulate the testing of an actual jet engine 
in an air tunnel, such as the one at the 
engine testing facility at James Richardson 
International Airport. 

The simulator was developed by Singh 
under a program sponsored by Research 
Manitoba and Mitacs – a national, non-
profit organization supporting collaborative 
research between post-secondary 
institutions and industry. The specific project, 

known as the Aviation Engine Testing Cell 
Training Simulator, is also supported by GE, 
Standard Aero and WestCaRD, an aerospace 
research and development incubator. 

Nariman Sepehri, a professor of 
mechanical engineering and the lead 
investigator for the project at the U of M, says 
the idea is to use the simulation program to 
train novice engine testers.

This would be beneficial to industry 
because using real aviation jet engines 
to train novice testers can be costly and 
potentially damaging to engines and other 
equipment. “We know that simulation 
software is much cheaper than using the 
actual engine for training” says Sepehri.

Simulators are commonly used in the 
aerospace industry. For example, pilots 
are  trained using a flight simulator before 
climbing into a real cockpit. Like the flight 
simulator, the aviation engine test cell 
simulator will cut down on the cost of 
training. At the same time, it will help expand 
the province’s capacity to test engines for 
North American aerospace firms because the 
industry cannot grow without more testers. 

Winnipeg is already known as one of the 
most popular places in the world to test jet 
engines, in part because of its skill base, but 
also because of the climate.

“Commercial aircraft engines have to be 
tested in a cold environment that simulates 
very low temperature in the air when they 

are operating,” Sepehri says.
The airport’s GE Aviation Test Research and 

Development Centre, run jointly by GE and 
Standard Aero, is the ideal place to carry out 
this sort of work.

First opened in 2011, the facility is 
currently undergoing a $26-million upgrade. 
With the expansion comes the need to grow 
the talent base. To date, that’s presented a 
conundrum for the industry. 

“Initial training involving testing of 
equipment is not recommended due to 
the potential for damaging the equipment, 
and the cost of the equipment and its 

maintenance is also another barrier,” Singh 
says. “That’s why we were asked to develop a 
simulator – because it involves no risk.”

Simply put: On a simulator, operators can 
make mistakes without real consequence.

“Instead of putting an actual engine in the 
wind tunnel, we simulate the conditions of 
an engine as if it is actually running in the 
wind tunnel,” Sepehri says. 

The university isn’t the only post-
secondary institution participating in this 
research. Red River College (led by Research 
Chair Fred Doern) has  been developing 
the display for the simulator, emulating 
the design of the console for actual testing 
equipment. 

And for Singh, specifically, the project has 
been a unique opportunity because he had 
no experience in software development. 

“I had no prior experience with 
programming,” says Singh, who completed 
his undergraduate studies in India. “So it was 
a great opportunity for me to get into these 
computer languages that would really help 
me as a mechanical engineer.”

In developing the simulation program, 
Singh was able to access open-source 
software from NASA for jet engine testing,  
along with engine design software 
developed by researchers in Germany. 
Integral to his work was MATLAB, an 
engineering and scientific programming 
platform that helped him synthesize bits of 

other programs into new software.
And so far, so good: The simulator 

functions similar to an actual test – at least 
as far as Singh can tell. The next step is to 
work with trainees and veteran engine test 
operators to evaluate the system. 

“The question we will ask them is, based on 
their experience, does the simulator emulate 
what they would normally see and feel during 
an actual engine test?” Sepehri says. 

“In this respect, not only do we need 
experienced operators to work with us to 
find out what they think, but we need novice 
ones too to understand how quickly they 
learn different testing scenarios when they 
are exposed to the simulator.”

As a followup, the research would also 
involve measuring how much the experience 
on a simulator improves proficiency when 
performing tests on the actual testing 
equipment.  

If successful, Sepehri says more work 
remains to be done, including developing 
the software to simulate different jet engines. 

Once complete, the simulator will be an 
enormous boon for the industry, allowing 
Manitoba to train more testers, more  
quickly. No longer will the training be 
dependent on the availability of a real engine 
for testing. The operators can train any time 
and, more importantly, without concern 
about making a costly mistake that could 
damage an engine. 

Equally important, the simulator will help 
current testers improve their skills because 
they will be able to train for a wider range of 
scenarios – including worst-case ones like an 
engine catching fire.

“When being trained only with real 
engines,  the operators may not be getting 
enough exposure to engine fault scenarios 
of different kinds,” Sepehri says. “But with 
the simulator, they can get exposed to 
faults more, in turn, making them more 
competent.”

By building the province’s testing capacity, 
the simulator will only enhance Manitoba’s 
already outstanding reputation as a hub 
for aerospace research and development, 
Sepehri says. 

“It can only help our aerospace industry, 
increasing the recognition that Winnipeg is a 
place for innovation and, just as importantly, 
it will bring more job opportunities for 
Manitobans.”

“It can only help our aerospace industry, 
increasing the recognition that Winnipeg is a 
place for innovation…”



One day, she hopes, the map will also 
reflect the rich traditional and current 
cultural and economic land use of First 
Nations – where they once hunted and 
fished and where they still carry on those 
traditions today. Even their sacred sites 
would be mapped. 

And Harper, a post-doctoral researcher 
at the University of Manitoba’s Natural 
Resources Institute, is working to make that 
happen. She is part of a 10-person research 
group from the university that is working to 
develop a land use map for a large area of 
Manitoba that often appears to be nothing 
more than a vast stretch of wilderness.

The project, entitled Land Use Mapping 
and Planning for Sustainable Development 
with Island Lake First Nations and other 

East-side Communities in Manitoba, aims to 
document the use of Indigenous traditional 
lands – both on reserves and crown land – in 
a bid to ensure government and industry 
engage more equitably with First Nations. 

“This has to do with recording the history 
of the people, which is different from 
recording the history of non-Aboriginal 
people because our history has an oral 
tradition,” says Olsen Harper, who hails 
from Lac Seul First Nation, a few hundred 
kilometres south of the area of focus for the 
research.

“But oral history doesn’t make it any less 
valid than what you would read in a Canadian 
history book,” says Olsen Harper, who is the 
widow of Elijah Harper, a First Nations leader 
best known for his pivotal role in blocking the 

Meech Lake Accord in 1990.
“We’re trying to look at our native land, 

especially in the north, where the only 
people in these areas are First Nations 
communities, to help them benefit more 
from the developable resources,” says 
Shirley Thompson, principal investigator of 
the project and associate professor at the 
university’s Natural Resources Institute. 

“This project is about showing an 
alternative way of land development to 
serve First Nations’ interests first, and those 
interests are very much based on medicines, 
spirituality and traditions.”

Funded in part by Mitacs – a non-profit 
national organization providing research 
opportunities for post-secondary students 
– the study has partnered with the First 

omeday soon, Anita Olsen Harper 
believes we will look at a map of 
Manitoba a whole lot differently. The 

map won’t simply delineate the province’s 
borders, its lakes, rivers and roads. In fact, 
it will show much more than geographical 
features or the location of municipalities. 

s

tHe lay of tHe land
             first nation land use research aims to change 
the Way We look at a map of manitoba By Joel Schlesinger
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Mapping project team members, from left: 
Malay Das, Ryan Klatt, Ahmed Oyegunle, 
Shirley Thompson, Michelle Shepard, Pepper 
Pritty, Tosan Okorosobo.

Shirley Thompson 
hopes the mapping 
project will raise 
awareness.



Nations communities of Hollow Water, St. 
Theresa Point, Garden Hill and Red Sucker 
Lake.

Olsen Harper says the project involves, in 
large part, safeguarding the history of the 
people who have lived there for thousands 
of years, as well as their current activities.

“Part of the purpose of this mapping 
and recording history is to protect our 
traditional territories,” she says.

And their traditional territories, which are 
intrinsic to the well-being of their culture, 
are under threat from current land use by 
other stakeholders like government and 
industry. 

While economic development has 
occurred in these areas, the communities 
rarely receive tangible benefit.  

“We’ve been so subjected to outside 
corporations coming in to do their mining 
and forestry,” Olsen Harper says, adding it 
often negatively impacts their traditional 
use of the land. “Our experience as First 
Nations is that we have not been involved 
in these economic activities, nor have we 
been consulted.”

The land use project aims to change 
this relationship by raising awareness 
among the general public, government 
and industry of how the region sustains the 
Indigenous people who live there. 

“So far, we’ve mapped the land use 
of maybe 150 people, and then we 
interviewed them afterward, asking what 
kind of development they want in the 
communities,” Thompson says, adding 
that the research involves graduate and 
post-doctoral students from a variety of 
academic disciplines. 

The team is planning to build a land use 
map for the east side of Lake Winnipeg. 
Currently, the area is largely only accessible 
by ice roads in the winter, and air or boat in 
the summer. But roads are expected soon 
to facilitate increased hydroelectric, mining 
and forestry activities.

In part, the research is supported by the 
Wabanong Nakaygum Okimawin Planning 
Initiative to develop a land use plan for 
the area through consultation with local 
communities, government and industry. 
Also spearheading the initiative is the 
Wabanong Nakaygum Okimawin Council 
of Chiefs that represents 16 First Nations 
communities in the region. 

“It’s a colossal area,” Thompson says, 

adding it encompasses tens of thousands of 
square kilometres. “The residents there are 
actively using the land – that’s the one thing 
our mapping is showing… they’re still going 
out and using absolutely every square inch 
of this land.”

And often their activities are at odds and 
even threatened by industrial development 
– economic activity that, for the most part, 
excludes First Nations communities.

In fact, after surveying these communities, 
researchers have discovered that there is 
profound trepidation regarding development. 

“It’s not that they don’t want economic 
development, but when it comes to forestry, 
for example, they want it to be able to 
construct homes in their communities,” 
Thompson says. “Or if they’re going to 
be involved in mining, there has to be 
meaningful revenue sharing.”

Researchers have also heard that these 
communities want development done 
differently.

“They’re saying, ‘We want the land to stay 
the same,’ and that the development they 
want is human development,” Thompson 
says. 

In fact, part of the project involves helping 
communities with small-scale economic 
development like a 15-acre farm in Garden 
Hill with 1,200 chickens. Others have 
involved commercial fishing projects. 

The problem is these communities face 
significant challenges to growing their 
economies. 

“They don’t have any banks, so it’s 
almost impossible to run a business,” says 
Thompson.

Moreover, the communities grapple 
with barriers not faced in other Manitoba 
communities that negatively affect health 
and well-being, in turn hampering economic 
development.

“For example, at least 50 per cent of the 
houses in these communities don’t have 
running water,” says Thompson.

The land use project should help address 
these challenges, she adds, and more broadly 
shed light onto a massive area of Manitoba. 
“In reality, only a tenth of the province has 
been mapped for land use, and it’s never 
been done from the perspective of First 
Nations.”

Once complete, the research will serve as 
an impetus for better relations between First 
Nations in Manitoba, and government and 
industry.

Perhaps it will even lead to a model similar 
to Northern Ontario, where no development 
occurs without consultation and approval 
of affected First Nations under the Far North 
Act, Thompson says.

“That hasn’t occurred on the east side of 
the lake in Manitoba,” she says. “This project 
will hopefully spur this process where First 
Nations just don’t have consultation rights, 
but also a say in where development occurs.”

And in turn they will share in the benefits.
“There has to be some revenue sharing 

because this land has been unused by 
anyone else, so for companies to claim 
(billions of dollars) in resources and walk 
away without sharing, while the community 
next door is without water, is absurd and 
wrong,” Thompson says. 

“We have to see a better balance.”

 Team member Ryan Klatt holds a drone used for video-making and mapping. 



Standing about six feet tall, the 
Indoor Environmental Quality 
(IEQ) Cart looks like it could pass 
for a variation of the mechanical 
characters found in many sci-fi 
movies.

But unlike its Hollywood cousins, 
this machine is not just for show. 
It’s a key player in a research 
project that could influence the 
look and feel of workplaces in the 
future.

Led by Mallory-Hill, an assistant 
professor in the Department of 
Interior Design at the university’s 
Faculty of Architecture, the study 
is looking into whether a well-
designed, environmentally friendly 
office space can enhance the 
productivity and well-being of its 
employees.

Which is where the IEQ Cart 
comes into play.

Built in Manitoba with the 
technical help of Price Research 
Center North, the IEQ Cart is based 
on a prototype developed by 
the National Research Council. It 
features a series of sophisticated 
sensors that mimic the human 
senses.

As Mallory-Hill explains, “It can 
breathe, as a human being would. 
It can also see, hear, and feel – 
sensing the temperature and air 
movement around it.”

These qualities allow the IEQ 

Cart to analyze every aspect of the 
workplace environment – from air 
quality to ambient noise to how 
hot or cold the room is. 

The value of the machine and 
the research it enables is clear, says 
Mallory-Hill.

As she explains, people spend 80 
to 90 per cent of their time inside a 
workplace environment, and 80 to 
90 per cent of a company’s money 
goes toward staffing costs.

Yet, there have been occasions 
when a lack of understanding of 
the design of indoor environments 
has led to the construction of 
buildings that undermine worker 
productivity and well-being.

“In the ’70s, we rushed to 
seal up buildings so tightly (as 
part of an energy conservation 
measure) that we ended up with 
something called ‘sick building 
syndrome,’ because air quality was 
so bad,” she says. “You can talk 
to anyone who works in a poor 
indoor environment – they will 
tell you it impacts their health and 
productivity.”

And while many design 
strategies have been deployed to 
improve environment quality over 
the years, Mallory-Hill says there 
hasn’t been much in the way of 
research to substantiate whether 
these new strategies are actually 
working.

he first thing you notice when 
you walk into Shauna Mallory-

Hill ’s lab at the University of Manitoba 
is the robot-like machine in the 
corner.

t

gReen teaM
             u of m researchers use high-tech robot 
to test Workplace environmental qualit y

By Holli Moncrieff

Which is where Stantec, an engineering and architectural 
design consulting company, enters the picture.

The company recently decided to consolidate its 230 
employees, which were scattered among four older buildings 
around the city, in a new office at 311 Portage Avenue.

The new office space, located in the same building that 
houses the Alt Hotel, is considered a “green” building, which 
means it meets the latest environmental and energy design 
standards.

With the move, Stantec saw an opportunity to test whether 
a green building would perform better than the conventional 
offices they were vacating, and called Mallory-Hill to see if she 
was interested in conducting a study into the question.

Mallory-Hill jumped at the opportunity.
“We’re very interested in (building) design’s impact on 

human health and well-being,” she says. “In Manitoba, the 
number of green buildings is growing exponentially, and 
we felt it was important to validate whether or not a green 
building really is better.”

The study, which received seed funding in 2014 from the 
Natural Sciences and Engineering Research Council of Canada 
(NSERC), is now funded by Mitacs – a non-profit national 
organization providing research opportunities for post-
secondary students.

 In Phase 1, Mallory-Hill and her research team conducted 
a comprehensive evaluation of one of the company’s 
older office buildings. The evaluation included employee 
surveys, observations, and physical measurements of the 
environmental conditions. In the second phase, the team 
analyzed Stantec’s three other locations. The third phase, 
which will involve an evaluation of the new office space 
on Portage Avenue, will take place in two years, allowing 
employees time to fully settle in after their move. 

 Previous studies, carried out by various researchers, 
including Mallory-Hill, suggest that green buildings do out-
perform older buildings. Those who work in green buildings 
tend to have better cognitive function and fewer sick days. 
Studies have also found that the air quality is higher in green 
buildings.

 “Overall, self-reported health and productivity are higher in 
a green building,” she says.

 Nonetheless, even green buildings have issues.
 “Generally speaking, the key green building problem 

seems to be acoustics,” she says. “As we try to reduce materials 
acoustics become a problem. To increase daylight and view 
in offices, designers lower cubicle walls and provide more 
glazing, which creates more acoustic issues. High performance 
green buildings are often passively ventilated without fans 
that tend to mask unwanted sound.”

 In addition to Mallory-Hill, three students are working on 
the project, which is formally known as Evaluating the Impact 
of Workplace Indoor Environment Quality on Employee Comfort 
and Wellness. Since most of the students will become interior 
designers, the project is a rare opportunity to experience the 
life of a field researcher.

 “I’ve always been interested in how the interior 
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The Green Team, from left: Umid Abdullaev, Shauna Mallory-Hill (with the 
IEQ Cart), Yi (Jack) Shen, and Erns Wall.   

environment affects productivity in the workplace. 
We’re trying to prove that investing in high-quality 
environments is worthwhile,” says research assistant 
Erns Wall, who joined the team at the beginning of 
November 2015. “Improvements in productivity are 
hard to measure because they require self-reporting. 
Cognitive function is a little bit harder to get at.”

 Wall is reviewing the literature compiled from Phases 
1 and 2, and updating the information from previous 
students. “I’m a pretty good writer, so that skill fits in 
very well,” he says. “Jack Shen, who has a sociology 
background, is in charge of the statistics. I’m very 
interested to look at how he does that. It will be a very 
handy skill to have going forward.”

 Umid Abdullaev worked as a technical research 
assistant in Phase 1, as well as a previous green building 
study, both of which involved taking measurements and 
compiling data in a busy office environment.

 “It was really interesting to experience being an office 
worker from an observer’s perspective,” he says. “People 
got excited when they were told this research will be put 
into use in the future.”

 While Abdullaev feels that green buildings are best 
for employees overall, he did find some aspects that 
need improvement.  “I’ve learned that open offices are 
not always the best thing. We came across high noise 
and stress levels,” he explains.

 Surprisingly, his results showed that air quality wasn’t 
always better in a green building.

 “Sometimes the air wouldn’t be as fresh, and if you 
stay in a place with stale air, you get headaches,” says 
Abdullaev. “Older offices wouldn’t have new paint and 
furniture, so there was actually fresher air in some of the 
old offices.”

 Abdullaev says the findings underscore the 
importance of using low-VOC paints and compounds. 
VOCs, or volatile organic compounds, are organic 
chemicals that have a high vapour pressure at ordinary 
room temperature. This high vapour pressure causes 
large numbers of molecules to evaporate from the 
compound and enter the surrounding air. They can 
be found in many new building materials, including 
paint, carpeting, flooring, and furniture. Some VOCs 
are dangerous to human health or cause harm to the 
environment. Harmful VOCs are usually not acutely toxic, 
but can have compounding long-term health effects.

 “It’s not just a fad,” Abdullaev says of the low-VOC 
materials. “It’s something that actually helps people.”

 Mallory-Hill says she hopes to carry out more 
environmental testing of buildings in the future, adding 
that Stantec has expressed an interest in offering the 
service to its clients.

“We want to understand how buildings perform in-
use so that employers can provide the best workplace 
possible.  Stantec has been a big supporter of our 
workplace research.”

the ieq cart
Acoustics meter.

Lighting meter.

Thermal 
comfort sensors 
(radiant and air 
temperature and 
speed).

Air quality meter 
(dust particle 
counter).

Air quality 
meter (VOCs, 
ozone, carbon 
monoxide, 
carbon dioxide, 
relative 
humidity).

The machine  
can also be 
equipped with 
an air quality 
meter to detect 
formaldehyde.
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The 64-year-old Winnipeg man had been retired 
for about 8 1/2 years, following a 37-year career in 
aerospace with Boeing Canada.

Retirement meant that Emberley could spend more 
time with his wife, Heather. But it also gave him more 
time to pursue some of his other hobbies and interests.

For example, he instructed a variety of aerospace 
manufacturing classes at Red River College’s Stevenson 
Aviation campus.

He also enjoyed racing and working on cars. He 
once helped rebuild a 1962 MG Midget racer, which 
he later drove at Gimli Motorsports Park, and he liked 
to crew for friends who vintage race at Road America 
in Wisconsin. He was also in the process of restoring a 
1971 MGB sports car that he purchased in 2005.

Emberley also enjoyed serving as a coach at blind 
golf tournaments. He travelled throughout Canada and 
the United States with his visually impaired friend, 
acting as his eyes on the golf course.

And then there were the family trips. He and his 
wife had been planning a West Coast trip to visit their 
sons, one a California-based cancer specialist and 
father of their twin grandchildren, the other a hospital 
physiotherapist in British Columbia.  

By susie strachan 

phOtOgraphy By marianne helm

Seven weeks ago, life was looking 
pretty good for Dave Emberley.

Dave emBerley’s DecisiOn tO call 911 as sOOn 

as he realizeD he was having a heart attack 

may have saveD his life.

January/February 2016   35  



He also had plans to drive the Alaska 
Highway with his octogenarian father 
to retrieve vintage airplane parts as part 
of their volunteer work with the Royal 
Aviation Museum of Western Canada.

Life for Emberley was gratifying and 
full. And then things changed.

One day in late November, Emberley 
started to experience a bit of heartburn.

“I was instructing that day at 
Stevenson,” he says. “I felt a burning in 
my chest. Thought it was heartburn. I 
took some Pepto Bismol. The feeling went 
away.”

Five days later, as Emberley was putting 
up the Christmas lights on his house, 
the chest pain came back. He started to 
wonder: was he having a heart attack?

Emberley immediately dropped what he 
was doing and went online to check out 
the symptoms of a heart attack. It didn’t 
take him long to ask Heather to call 911. 
And it is a good thing he did.

As it turns out, Emberley was having 
a STEMI heart attack, a potentially fatal 
condition that is triggered by a blockage 
in the arteries that cuts off the supply of 
blood to the heart.

Statistics show that in 2014/15, 687 
people were treated for a STEMI heart 

attack at St. Boniface Hospital, which 
is the Winnipeg Health Region’s centre 
for cardiac care. Of those, 24 died in 
hospital.

Fortunately, Emberley would not end up 
being one of those statistics. Instead, he 
joined a growing number of Winnipeggers 
who suffer a heart attack and survive.

That he did so can be largely attributed 
to two things: First, he was able to 
recognize the warning signs of a heart 
attack and call for help. Second, he 
benefitted from Code STEMI – a rapid 
treatment and transportation system for 
patients suffering from a heart attack.  

The STEMI acronym refers to an ST 
segment elevation myocardial infarction, 
the most common type of heart attack, 
according to Drs. Davinder Jassal and 
Ali Khadem, who are cardiologists with 
the Winnipeg Health Region’s Cardiac 
Sciences program at St. Boniface Hospital.

They say that people suffering these 
types of heart attacks will often make the 
mistake of waiting too long before calling 
for help or trying to make it on their own 
to a hospital emergency department. The 
right thing to do, they say, is to call 911, 
which results in the immediate dispatch 
of trained paramedics who can begin the 

diagnosis and treatment process right on 
the scene.

In fact, Jassal and Khadem say 
Emberley’s chances of surviving his heart 
attack improved dramatically as soon as 
his wife placed a call to 911, triggering 
the Code STEMI protocol.

Within a few minutes, paramedics 
were in Emberley’s living room, hooking 
him up to an EKG, which took a reading 
of his heart. The results were sent via a 
secure server to Khadem, who was the 
cardiologist on call that night.

In Emberley’s case, Khadem says 
there were a couple of scenarios that 
could have played out. The first would 
have seen him transported to a hospital 
emergency department if it was not clear 
on the EKG that he was having a heart 
attack. If the EKG did confirm that he 
was having a heart attack, he would have 
been given medication and transported to 
the Bergen Cardiac Care Centre.

In Emberley’s case, the EKG reading 
showed that his heart was labouring. 
Khadem instructed the paramedics to 
administer heparin – a blood thinner – and 
transport the patient to the catheterization 
lab at the Bergen Cardiac Care Centre. 

“In all cases, as soon as I hang up with 

your winnipeg 
health services

Looking for information on
                                                    health services?

For answers to your health-related 
questions call Health Links - Info Santé 
at 204.788.8200. Registered nurses are 
available 24 hours a day, 7 days a week.

For online information about health services,
programs and organizations in the Winnipeg
Health Region, visit www.wrha.mb.ca. Click on 
Health Services Directory under “Find Services”.



fyi
Learn more about how to keep your 
heart healthy by visiting the Heart and 
Stroke Foundation of Manitoba at:
www.heartandstroke.mb.ca

what is a heart attack?

always call 911
If you have any of these symptoms, call 
911. 

Do not drive yourself or have someone 
else drive you to the hospital, says Dr. 
Davinder Jassal, a cardiologist at the 
Bergen Cardiac Care Centre at St. 
Boniface Hospital.

“The paramedics are equipped to triage 
you, connect your results immediately to 
a cardiologist on call, and they can start 
treatment in the ambulance on the way 
to St. Boniface Hospital,” says Jassal. 

“If you come by car, you will have to be 
triaged in an emergency department, 
and this lengthens the time before your 
treatment starts. The sooner the treatment 
starts, the less damage there will be to 
your heart,” he adds. 

symptOms Of a heart attack
Here is a list of the classic symptoms of a heart attack:

• Chest pain or discomfort in the centre of the chest; also  
   described as a heaviness, tightness, pressure, aching, burning,  
   numbness, fullness or squeezing feeling that lasts for more than  
   a few minutes or goes away and comes back. It is sometimes  
   mistakenly thought to be indigestion or heartburn. 

• Pain or discomfort in other areas of the upper body including  
   the arms, left shoulder, back, neck, jaw, or stomach.

• Difficulty breathing or shortness of breath. 

• Sweating or “cold sweat.”

• Fullness, indigestion, or choking feeling (may feel like  
   “heartburn”). 

• Nausea or vomiting.

• Light-headedness, dizziness, extreme weakness or anxiety. 

• Rapid or irregular heartbeats. 

• Women may feel pain in their jaw, and attribute this to  
   toothache.

A network of coronary arteries surrounds the 
heart muscle and supplies it with blood that is 
rich in oxygen. The heart needs this oxygen to 
function. 

These arteries can become clogged by a 
buildup of plaque (cholesterol and fatty 
deposits) on the inner walls of the arteries, a 
condition known as arteriosclerosis. This buildup 
of plaque can restrict the flow of blood to the 
heart as depicted below.

When this happens, the heart becomes starved 
of oxygen and the vital nutrients it needs to work 
properly. This can cause chest pain (angina). 
When one or more of the coronary arteries are 
completely blocked, a heart attack may occur.

prOcess Of arteriOsclerOsis

Healthy artery with no plaque build-up. atheroma: intracellular lipid accumulation. fibroatheroma: Multiple lipid cores. thrombosis: arterial surface defect.  
likely  hematoma-hemorrhage.

Source: Adapted from the Heart and Stroke Foundation of Manitoba.
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the paramedics, I call internal paging here 
at St. Boniface,” says Khadem. “I tell them 
to activate Code STEMI.”

As Emberley arrived at St. Boniface on  
a Sunday evening, the medical team was 
paged to the cardiac catheterization lab.  

Once inside the lab, Dr. Malek Kass 
performed a dye test angiogram on 
Emberley. An angiogram is an X-Ray in 
which a dye is inserted into the coronary 
arteries by way of a catheter.

 By following the injected dye through  
Emberley’s arteries, the interventional 
cardiologist was able to pinpoint the 
source of the blockage. A catheter was 
carefully inserted in Emberley’s wrist, and 
advanced up an artery until it reached the 
blockage. 

He then performed a balloon 
angioplasty, by inflating a small balloon 
in the tip of the catheter. Inflating the 
balloon expands the area around it 
and compresses the plaque buildup (or 
blockage). The inflated balloon also 
expands the artery wall. A metallic alloy 
tube, called a stent, was implanted to 
keep the artery wall expanded. The stent 
was initially inserted along with the 
balloon catheter, expanding when the 
balloon was inflated, and left behind in 

the expanded position as the balloon 
catheter was removed.  

About 95 per cent of patients 
undergoing balloon angioplasty will 
receive a stent in one coronary artery, 
and five per cent will receive more than 
one, says Jassal. 

“Patients come to us, feeling like they 
have an elephant sitting on their chest,” 
he says. “But once we get their artery 
open, and blood flowing again, they 
almost immediately feel much better.”

The Code STEMI program has been 
very successful in saving lives. In 2006, 
the mortality rate for people treated for a 
STEMI heart attack within the Region was 
one in 10. By 2015, the rate had fallen to 
one in 30, according to Jassal.

The reason for the improvement can be 
attributed to the time saved in diagnosing 
and treating patients.

“Prior to this, patients would have 
been transported to the nearest hospital, 
be it the Grace, Victoria or Seven Oaks, 
where they would undergo an EKG in 
the emergency department, wait for 
the results, and then either have drugs 
administered if they were deemed to 
be having a heart attack or transferred 
emergently to St. Boniface Hospital,” says 

Jassal, Medical Director of St. Boniface 
Hospital’s Coronary Care Unit.

As he explains, the problem with this 
process was that it wasted valuable time. 
When the heart is deprived of blood flow, 
it starts to die for lack of oxygen. 

“I tell everyone that time is muscle, 
when it comes to treatment. The sooner 
they receive treatment, the better.”

Jassal uses the example of a 52-year-
old male who suffers a heart attack 
while working out on a treadmill and is 
immediately transferred via ambulance to 
the Bergen Cardiac Care Centre and sent 
for an urgent angiogram. 

“Once we get him, do the dye test, 
angioplasty and stent, only 32 minutes 
will have elapsed,” he says. “He has 
done the right thing, and not delayed 
treatment.”

Compare that to the same 52-year-old 
man who gets chest pain, pops some 
Tums and tries to ignore the pain.

“Three a.m. comes around, and he 
has crushing chest pain. This might be 
nine or ten hours after he first started 
experiencing the heart attack. That’s nine 
hours during which his heart had reduced 
blood flow,” he says. The second man’s 
heart might only have 50 per cent of 

Drs. ali khaDem (left) anD DavinDer Jassal say fast 
treatment fOllOwing a heart attack is essential tO 
preserving heart muscle. 
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normal pumping capacity 
for the rest of his life, 
says Jassal. This patient 
would probably become 
short of breath during 
any exercise, and would 
have to be monitored for 
health complications such 
as fluid in the lungs and 
swelling of the legs.

As crucial as it was for 
Emberley to get to the 
hospital and have stents 
inserted into his arteries, 
the procedures marked 
just the beginning of his 
journey to recovery.

Following his cardiac 
procedure, Emberley 
was then moved to the 
cardiac care unit ward 
on the fifth floor of 
St. Boniface Hospital. 
There, nursing staff 
monitored his vital signs, 
a pharmacist introduced 
him to the medications 
he would be taking, and 
physiotherapists got him 
up and walking in order 
to maintain mobility. As 

well, a dietitian spoke 
to him about making 
changes in the food he 
eats.

In time, Emberley 
started to feel much 
better – well enough to 
joke about his condition. 
“I didn’t get to see it,” he 
says of the surgical work. 
“I missed the whole thing 
until they woke me up 
and told me I snored.” 

Emberley’s light-hearted 
attitude toward his 
treatment and post-attack 
recovery comes from his 
belief that life is for living 
and enjoying.

“I like to think that I’m 
on an adventure, and now 
it’s continuing, all thanks 
to the paramedics and 
the wonderful hospital 
staff. They’re amazing,” 
he says.

Still, he knows things 
will be different going 
forward. “My lifestyle 
has to change,” says 
Emberley. “I can no 

preventing a heart attack

Before you have a heart attack, you can take the 
following steps to reduce your risk: 

stOp smOking:  Smoking is directly related to an 
increased risk of heart attack. 

lOwer high BlOOD chOlesterOl:  A 
high-fat diet can contribute to increased fat in your 
blood. Follow a low-fat, low-cholesterol eating plan. 
When proper eating does not control cholesterol levels, 
medication is prescribed. 

cOntrOl high BlOOD pressure:  High 
blood pressure can damage the lining of your coronary 
arteries and lead to coronary artery disease. A healthy 
diet, exercise, medications and controlling dietary 
sodium can help you control high blood pressure. 

take care Of yOur DiaBetes:  If you have 
diabetes, it is important to control high blood sugar 
through diet, exercise, and medications.

exercise:  Regular exercise helps to lower 
cholesterol, manage weight, control diabetes and 
relieve stress. Check with your primary-care provider 
before beginning an exercise program. 
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hOw suDDen carDiac arrest Differs 
frOm a heart attack

A heart attack is often confused with cardiac arrest. In fact, these are 
two distinctly different problems, according to Dr. Davinder Jassal, a 
cardiologist in the Winnipeg Health Region’s Cardiac Care program at 
St. Boniface Hospital.  

heart attack

A heart attack is a circulatory 
problem caused by a blockage 
in one or more of the heart’s 
arteries. The blockages 
prevent the heart from 
receiving oxygen and 
blood, which leads to 
damage in the heart 
muscle. 

A person who has a heart 
attack can be treated by 
removing the blockage, 
usually by inserting a stent, 
which restores the flow of blood to 
the heart. 

carDiac arrest

Cardiac arrest is an electrical problem. It occurs when the heart 
suddenly stops beating due to a malfunction in the heart’s electrical 
system.

“Cardiac arrest is what you hear about when a young hockey player 
drops on the ice,” says Jassal. “This is due to the heart beat becoming 
irregular, and beating too fast. This is called ventricular fibrillation.”

“If a person’s heart is in ventricular fibrillation, this is when the blood 
flow to their brain is reduced and they will lose consciousness. They will 
die unless emergency CPR is started, or if an AED (automated external 
defibrillator) is used on them.” 

A person whose heart stops beating can be revived, but only if 
treatment starts quickly enough to ensure they don’t suffer from brain 
damage, says Jassal. The first step is to call 911. Then, start performing 
cardiopulmonary resuscitation (CPR) and seek out an automated 
external defibrillator (AED).

“This is the reason we encourage as 
many people as possible to take a 
CPR (cardiopulmonary resuscitation) 
course,” he says, adding that CPR 
is invaluable in keeping a person’s 
heart beating long enough until 
paramedics arrive and take over 
treatment.

It is important to note that cardiac 
arrest can be caused by a variety 
of heart issues, including a heart 
attack.  

longer wear the Superman cape with 
the big “S” on it. I am mortal.” 

Along with keeping up his sense 
of humour, Emberley was told to 
watch what he eats, watch his alcohol 
consumption and exercise more. “I’ve 
always been active, but I need to step 
it up a little more,” he says, adding that 
he’ll be on blood thinners and blood 
pressure pills for the rest of his life. “I 
used to bike, so maybe that’s something 
I should take up again. But it’s hard to 
walk, when you drive fast cars,” he says, 
referring to his hobby of car racing.

Most patients, if they progress 
without complications, are discharged 
two to three days after their angioplasty, 
says Jassal. 

Upon discharge, they are referred 
to their family physician, and given 
a summary of their treatment at the 
hospital, the results of their tests, new 
medications and a health-care plan.

“We also set up appointments for 
them to see us at regular intervals up to 
two years after their heart attack,” says 
Jassal.

Patients are also referred to a cardiac 
rehabilitation program, either at the 
Wellness Institute at Seven Oaks 
Hospital or the Reh-Fit Centre. Cardiac 
rehabilitation is an education, coaching 
and supervised exercise program to 
help heart patients restore their heart 
health after a heart attack, surgery or 
other heart-related problems. 

Although heart attacks can strike 
anyone, there are steps you can take to 
reduce your risk, says Jassal. 

“Seventy-five per cent of our patients 
fit a certain profile,” he says. “They 
fit into one of the five risk factor 
categories. These include a history of 
smoking, diabetes, high blood pressure, 
high cholesterol or a family history of 
heart attack.”

The other twenty-five per cent don’t 
have one of the risk factors, and Jassal 
says research is underway to find out 
why people who take care of their 
health are still facing heart attacks.

“For the majority of people, 
prevention is the key. What we do here 
doesn’t cure heart disease. Angioplasty 
is like a band-aid after you get a cut,” 
says Jassal. “It’s up to people to do all 
the things needed for a healthy heart: 
exercise, eat a healthy diet, don’t 
smoke, don’t drink too much and keep 
your cholesterol and blood pressure 
levels low.”

Susie Strachan is a communications 
specialist with the Winnipeg Health 
Region.
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MyRightCare.ca

Charlotte was terrifi ed as her adult 
daughter Emily threatened to hurt herself 
and sobbed uncontrollably. She had never 
seen a breakdown like that. Charlotte took 
Emily to the 24 hour Mental Health Crisis 
Response Centre late at night where she 
was assessed and counselled. Now there 
is a treatment plan in place.

That was the right care for Emily. 
Explore your options.

Poison Centre • Misericordia Urgent Care • Pharmacists • Family Doctor

Crisis Response Centre
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health moBility
Moving to Inclusion

in motion
Sarah Prowse

In a city that supports health for all people, diversity 
is celebrated and everyone belongs. People are safe and 
have a strong sense of community, children flourish 
in caring families and schools, neighbourhoods are 
designed with access to affordable, healthy food and 
transportation choices, and nearly everyone reaches 
their full physical and mental health.

To achieve this vision, communities must support the 
health of all people, with a particular focus on those 
who experience poor health.

Previous columns have discussed how the built 
environment can support health and influence 
how physically active we are – things like how our 
neighbourhoods are designed, what the streetscape 
looks like, how far it is to destinations, and the type and 
quality of bike infrastructure. If done right, these factors 
can help us fit physical activity into our daily lives.

But some of these approaches focus primarily on 
increasing physical activity in people without mobility 
barriers. Street design and transportation networks that 
do not take into consideration the needs of all users 
can exclude people, reducing transportation choices, 
feelings of belonging, and limiting social interactions.

To ensure equitable access to the benefits of a 
healthy community, transportation options must 
accommodate all users of all abilities. More than one in 
10 Canadian adults experience a disability such as pain 
or limited mobility or flexibility that limits their daily 
activities. As people age, this rate goes up, with 22 
per cent of those aged 65 to 74 and almost half of all 
people over age 75 experiencing physical limitations. 
This has a large impact on the health of our community, 
as 50 per cent of adults with a disability get no aerobic 
physical activity. Adults with a disability are also three 
times more likely to have a chronic disease.  

Mobility barriers are not limited to people with 
disabilities; we can all experience temporary mobility 
limitations. Families with children in strollers, women 
who are pregnant, or people who need to walk and 
carry groceries or other large loads may struggle to get 
where they need to go easily and enjoyably.

We encourage people to walk or use active 
transportation whenever possible, so it is important to 
reduce barriers wherever they exist. 

One way to do this is to incorporate the concept of 
universal design when creating environments such as 

Healthy cities consist of many components.
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parks, neighbourhoods or commercial areas. Essentially, 
the concept involves designing environments to be 
usable by all people, to the greatest extent possible, 
without the need for adaptations.

Whether a particular environment meets the 
requirements of universal design can be determined 
by applying the 8 to 80 rule. Think of an older adult. 
Think of a child. Would you send them out together for 
a walk to the park? If yes, then the space meets the 8 to 
80 rule, and almost everyone in our city will have his 
or her mobility needs met.  

Other examples of universal design include 
automatic doors in buildings and signage that includes 
pictures and words. Universal design can also be 
applied to street design. Cities across Canada and the 
United States are embracing this concept as they think 
differently about how people move, rather than how 
cars move. “Complete Streets” is a universal design 
approach that recognizes the movement needs of young 
families, older adults and people with disabilities. A 
complete street provides all of us with mobility options. 
Components of a complete street include:
• Connectivity – sidewalks and paths connect to each 

   other and provide access to destinations.
• Inclusive sidewalk experience – benches to rest, 
   accessible transit stops, and free of obstacles.
• Elevation change support – curb cuts and ramps assist 
   people to manoeuvre inclines and declines.
• Lower vehicle speeds – the use of traffic-calming 
   measures such as reducing the number of lanes,  
   reducing lane widths and use of speed bumps or  
   humps.
• Safer crossings – allowing people more time to cross 
   at stoplights or signalized crossings, decreased  
   crossing distances and frequent crossings.

An environment that supports the highest attainable 
health is a human right. This includes ensuring that 
everyone in our city has equitable access to moving 
around our city in a safe, enjoyable and affordable 
way. Transportation options for all, including those 
with a disability or other mobility limitation, improves 
the health of our city by connecting citizens, providing 
access to amenities, and supporting diversity.

Sarah Prowse is a healthy public policy program 
specialist with the Winnipeg Health Region.

moBil ity in winteR
If you look outside your window, you will see another barrier 
to mobility – snow! Winter weather conditions make mobility 
even more difficult. There is limited research about both 
the experience and causes of poor walking conditions in 
winter cities. To explore these topics in Winnipeg, professors 
Gina Sylvestre and Nora Casson, from the Department of 
Geography at the University of Winnipeg, are conducting 
a unique social-physical science partnership study. Using 
their website, people in Winnipeg can provide information 
about walking surfaces that they experience. The website 
collects information that includes rating the level of walking 
difficulty, descriptions of snow clearing, ice and snow 
conditions that create barriers to walking, as well as basic 
information about a walker’s physical ability and frequency 
of winter walking. “Using this innovative ‘citizen science’ 
data collection method allows us to create a large dataset 
across the city, while engaging Winnipeggers in the issue of 
winter walkability,” says Sylvestre.

“The goal of the study is to better understand the 
relationship between winter-walking conditions and weather 
conditions, to help policy makers decide how and when to 
deploy limited snow clearing resources.”

To learn more or take part in the survey visit:

http://geography.uwinnipeg.ca/winterwalk.
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balance
Karen L. Kyliuk

Being an optimist is a way of viewing 
the world and responding to circumstances 
in a positive and productive way. Research 
has shown that there are many benefits 
of optimism including better health, even 
when illness is present, more satisfying 
relationships, lower rates of anxiety and 
depression, and longer life expectancy. In 
essence, people who have an optimistic 
mindset tend to report increased life 
enjoyment. 

So what does it mean to be an optimist? 
People who are optimistic see the good 
in situations even when faced with major 
life stressors such as disasters or life-
threatening events. Having an optimistic 
viewpoint helps people adapt to change, 
manage stress, problem-solve, and cope 
better.

Optimism is more than just thinking 
positively. Many studies have shown that 
there is a relationship between the way 
we think (positive or negative thoughts), 
our beliefs (hope or lack thereof) and our 

behaviours (whether we manage problems 
effectively or are overwhelmed by them). 
People have the ability to learn skills that 
enhance optimism including developing 
hopefulness and resilience. These skills 
are directly linked to psychological and 
physical well-being, allowing people who 
practise optimism to face problems in a 
proactive rather than reactive way. 

On the flip side, people who get trapped 
by negative thoughts and pessimism 
experience more stress, which can 
contribute to sleep problems, anxiety, or 
depressed mood. Expecting the worst, not 
seeing options, or feeling hopeless in a 
situation wears down our resources and 
leads to ill health.  Optimism is about 
making sense of daily pressures that are a 
normal part of life, while being aware of 
our reactions, choices, and opportunities 
when faced with challenges.

We all know people who have lived 
through hardships, even tragedy, yet 
they remain hopeful and resilient. They 

view their difficult experiences as part 
of life’s journey and often say they 
wouldn’t change a thing because these 
experiences have helped them to discover 
their personal strengths and abilities. 
People who are optimistic rarely become 
overwhelmed by occurrences around them 
and instead tackle problems confidently 
as they arise, often seeing problems as 
temporary and solvable. 

Change your mindset, change your life.

Bright
  Side!

 Look 
   on the

Change your mindset,
Change your Life,

enhance your well-being
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Want to build optimism in your own life? The good news is that 
researchers agree that developing optimism is possible. Here are 
some practical steps you can take to build personal optimism:

ACCEPT THINgS AS THEY ARE: Try telling yourself that you are 
doing your best with what you have to offer today and identify 
an area in your life that is good right now. This shifts your train of 
thought towards acceptance and thankfulness.

ADDRESS PROBLEMS IN A PLANNED WAY: Take time to look 
at the issue – what can be tackled today to make a change for the 
better? Develop a plan, talk with others to come up with ideas, 
and do something towards solving the problem. One quality of 
optimistic people is perseverance – being persistent in searching 
for options to address problems and taking action.   

LOOK FOR OPPORTuNITIES AND LIFE LESSONS: Believe in 
yourself and give yourself permission to make and learn from 
mistakes. Making room for errors takes away the pressure and 
perception that everything must be perfect in order to feel content. 
Acknowledge your personal growth and successes. One strategy 
is reading inspirational stories about people who have overcome 
significant challenges and how they used those experiences to 
create something good.

SuRROuND YOuRSELF WITH POSITIVE PEOPLE: Spend time with 
people you like to be around and trust. Together, share personal 
strategies and approaches to problem-solving and use your 
supports as a sounding board: “Is this the worst-case scenario?” 
Often times it is not, and having other people give feedback can 
help keep things in perspective.

SCHEDuLE OPTIMISM: Use the “three good things” exercise. 
Make a conscience effort to reflect on three positive moments in 
your day, how you felt, and how you contributed to them.

uSE THOugHT STOPPINg OR BLOCKINg: Catch negative 
thoughts quickly. Identify the thought, label it, let it go and move 
on. An additional step is replacing your negative thought with a 
positive one.

TRY DISTRACTIONS: Try distracting yourself rather than going 
down a negative path. Take a walk, listen to upbeat music, call 
a supportive person, stretch and take deep breaths while clearing 
your mind of all thoughts and worries.

PRACTISE MINDFuLNESS: Be attentive to the sights, sounds, 
and experiences around you and be aware of the here and now. 
What makes your life enjoyable, enriching, or worthwhile? Being 
mindful throughout your day is an effective strategy to avoid 
dwelling on the past or worrying about the future.

KEEP A gRATITuDE jOuRNAL: Journalling supports people in 
self-discovery and personal reflection. Journalling can also be a 
tool to re-train our brains towards more optimism. Write freely 
for 15 minutes about positive life events, including people, places 
or experiences you enjoyed. Recalling these good life moments 
rekindles positive emotions associated with those memories. 

We cannot always control what happens to us or how people 
treat us; we do, however, have control over how we view, accept, 
and respond to any circumstance. Being an optimist does not 
mean we ignore or deny that problems exist. Optimism means 
living life to the full in the moment, and perhaps it even gives us 
an edge in managing life’s struggles while still embracing life’s 
joys each and every day. 

Karen L. Kyliuk is a mental health resource and education 
facilitator with the Winnipeg Regional Health Authority.
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ask a nurse
Audra Kolesar

undeRStanding 

BedWetting

What to do 

When your 

child doesn’t 

Wake up 

in time

What is bedwetting? 
Bedwetting is when your child 
urinates while asleep. It is fairly 
common until age six. Some children 
develop bladder control faster than 
others, and most children who wet 
the bed overcome the problem 
between the ages of six and 10.

What is the cause?  
Bedwetting is often due to a small 
bladder, and as children grow, their 
bladders enlarge. This may explain 
why the problem often goes away by 
itself with age.

Problems with bedwetting also tend 
to run in families. Very rarely is 
bedwetting caused by a physical 
problem such as a urinary tract 
infection, diabetes, or a nerve or 
muscle problem. 

Most often, bedwetting is related to 
children sleeping so soundly they do 
not feel their bladder getting full or 
cannot wake themselves up. It may 
take longer for the nervous system 
to mature in some children. The 
brain and the bladder may not fully 
communicate with each other until 
the child is older.
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The information for this column 

is provided by Health Links - 

Info Santé. It is intended to be 

informative and educational 

and is not a replacement 

for professional medical 

evaluation, advice, diagnosis 

or treatment by a health-care 

professional. You can access 

health information from a 

registered nurse 24 hours a day, 

seven days a week by calling 

Health Links - Info Santé. 

Call 204-788-8200 or 
toll-free 1-888-315-9257.

If your child has always wet the bed 
and has never had six months or 
more of dry nights, there is nothing 
wrong with your child. This type of 
bedwetting is not caused by medical, 
emotional or behaviour problems. 

How can i help my child? 
Some things you can do to help your 
child with bedwetting:

• Remind your child to go to the 
   bathroom before going to bed.

• Put a nightlight in the bathroom 
   and encourage your child to get up  
   to urinate during the night as needed. 
   Consider a portable toilet if the  
   bathroom is far away.

• Encourage your child to drink plenty 
   of liquids during the day. This may  
   help produce more urine and help  
   enlarge the bladder. However, limit  
   fluids two hours before bedtime.

• Avoid drinks that contain caffeine.

• Don’t wake up your child when 
   you go to bed. It doesn’t help with  
   bedwetting and will just disrupt your  
   child’s sleep.

• Have your child try to wait an extra 
   15 minutes before using the  
   bathroom during the day. Slowly  
   make the times longer and longer.  
   This can help stretch an unusually  
   small bladder to hold more urine.

• Avoid diapers or pull-ups. They do 
   not help your child learn to get up at  
   night to urinate. If you are going to use 
   something, try training pants instead.

• Protect the mattress from urine with a 
   waterproof pad or cover.

• Praise your child for dry nights and 
   be understanding on wet nights. Do  
   not punish your child for wetting the  
   bed.

• Don’t bother to wake a sleeping 
   child who has wet the bed; it is more  
   important for everyone to get a good  
   night’s sleep. Leave a towel and     
   change of clothes in case your child    
   does wake up.

• Establish a morning routine to deal 
   with wet pajamas and bedding. Have  
   your child help with the cleanup, 
   but do not make the child feel  
   ashamed for a wet bed.

There are some medicines that can 
be used to treat bedwetting for older 

children such as Desmopressin acetate 
(DDAVP). However, wetting often 
returns when the medicine is stopped.  
It may not stop bedwetting completely, 
but may be useful for special occasions 
like sleepovers and camp. Like all 
medications, it should be taken as 
prescribed. DDAVP can have mild 
side-effects, such as headache or 
stomach pain. It can also have more 
severe side-effects if not used properly 
or if your child has certain medical 
conditions such as cystic fibrosis or 
problems with fluid balance. 

Bedwetting alarms are often helpful and 
are available without a prescription. The 
alarm goes off when your child starts to 
pee and teaches them to wake up when 
their bladder is full. Your health-care 
provider can give you good information 
about how to use the alarm properly. 

What effects can bedwetting have 
on my child? 
Bedwetting can place enormous 
emotional burdens on a child. A 
child’s self-esteem can be devastated 
by parents who punish or embarrass 
their child for bedwetting, or when 
siblings or friends make fun of them. 
Getting angry does not help and may 
worsen the situation. Restricting fluids, 
shaming, and rejection do not help 
the child gain bladder control. These 
techniques only make your child more 
anxious. It is important to be patient 
and supportive and to remember that it 
is not the child’s fault.  

When should i call my child’s 
health-care provider? 
Call your health-care provider if:

• There are any other problems with 
   urinating such as pain or burning, a 
   weak or dribbly urine stream, strong  
   odor, or blood in the urine.

• Bedwetting is a new problem after 
   months of being dry at night.

• Your child also wets during the day.

• Your child is constantly thirsty.

• Your child has abdominal pain. 

• Your child is still wetting past five to 
   six years of age.

Audra Kolesar is a registered nurse and 
manager with Health Links - Info Santé, 
the Winnipeg Health Region’s telephone 
health information service.

Be
 u

nd

erst
anding on wet nights.

D
on

’t 
w

ake
 up your child when you go to bed.

January/February 2016   47  



healthy eating
Lise Timmerman

But freezing food is not always as 
simple as throwing something into the 
freezer and shutting the door. In fact, food 
that is improperly frozen can affect taste, 
texture, colour and quality, making it less 
enjoyable to eat.

With that in mind, here are a few 
guidelines to follow the next time you 
decide to put your food on ice.

Selecting food for freezing: Almost any 
food can be frozen. A food’s structure 
will determine if and for how long it can 
be frozen. While most foods freeze very 
well, some do not. Foods that freeze 
well include meat, poultry, fish, most 
vegetables and fruits, grain products, nuts 
and seeds. Fresh vegetables need to be 
blanched before they are frozen. Blanching 
slows enzyme actions which can cause 
loss of flavour, colour, nutrients and 
texture. Foods that do not freeze well are 

canned foods (food can be frozen once out 
of can), eggs (in shells or hard boiled), egg-
based sauces, liquid dairy, yogurts, some 
soft cheeses, and vegetables with high 
water content like lettuce.  

How to freeze: Maintain freezer 
temperature at -18 C (0 F) or below. Use a 
freezer thermometer to be certain. Freeze 
food as rapidly as possible to best maintain 
quality. Cool food quickly in shallow 
dishes before you freeze. Larger batches 
may be divided to cool more quickly. Hot 
items can be cooled at room temperature. 
Cooked foods should be refrigerated or 
frozen within two hours or sooner.

Placing food in a freezer: It is best to 
spread items out while freezing and stack 
once frozen. To help cool air circulate, 
leave a little space between packages and 
try not to over pack the freezer.  

Use proper packaging: Proper packaging 

is essential to maintain quality and prevent 
freezer burn. Freezer burn does not affect 
food safety, but it can affect quality. It is 
the result of exposure to air and moisture 
loss, which produces dry spots on food. 
Freezer burn can be cut away before or 
after cooking. However, heavily freezer-
burned foods may need to be tossed. To 
avoid freezer burn, use moisture-proof 
freezer-grade packaging. Wrap foods 
tightly and remove all air before sealing. 
Leave some space for expansion when 
freezing liquids.  

Organize your freezer: To help keep 
track of the foods you freeze, use a 
permanent marker to label each package 
with a consistent dating system. Place 
new items at the back of the freezer and 
use within optimal storage time: First 
in, first out. Freezer storage guidelines 
relate to quality, not safety. For more 

A lot of people freeze food and leftovers. And why not? After all, 
not only does freezing food retain taste and quality, it’s also a 
“cool” way to reduce waste and save money on groceries.

f R e e z i n g  f o o D  a  g R e a t  W a y  t o  R e D u c e  W a S t e  a n D  S a v e  M o n e y

BaBy, it’s cold inside!
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The eggs available in Manitoba grocery stores are 
produced by one of 170 regulated farm families like the 
Gaultier family of Notre Dame De Lourdes, Manitoba.

Cantonese Omelettes 
6 eggs
1 tsp (5 mL) ground ginger
1 tbsp (15 mL) light soy sauce
¼ tsp (1 mL) pepper
2 tbsp (30 mL) flour
2 cups (500 mL) bean sprouts, roughly chopped
½ cup (125 mL) celery, finely chopped
½ cup (125 mL) red pepper, finely chopped
½ cup (125 mL) green onions, finely chopped
Cooking Spray

In a large bowl, beat together eggs, ginger, soy sauce, 
pepper and flour. Stir in bean sprouts, celery, red 
pepper and green onions. Heat a large non-stick skillet 
over medium heat. Spray skillet with cooking spray.  
For each omelette, spoon a rounded tablespoon of  
the egg-vegetable mixture onto hot frying pan.  
Cook approximately 2 minutes per side or until  
golden brown. Serve immediately with soy sauce  

or sweet chili sauce. 

Makes 18-20 appetizers or 4-5 servings. 

For nutrient analysis visit eggs.mb.ca
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Why freeze foods?
There are many reasons to freeze foods. Here are a few:

Freezing saves money and reduces food waste:
• Buy local or seasonal foods at the peak of ripeness and  
   freeze to enjoy later.
• Take advantage of great grocery store sales or buy in bulk. 
• Freeze leftovers or items that are close to their expiry  
   instead of throwing out.

Freezing saves time and effort:
• Double or triple a recipe and freeze the extras for other  
   quick, delicious, homemade meals. 
• Store- bought plain frozen fruits and vegetables are  
   convenient as they are already washed, cut and ready to use.

dial-a-dietitian
Looking for healthy eating information?  
Contact Dial-a-Dietitian 204-788-8248 in Winnipeg or  
1-877-830-2892 toll free with any of your food or nutrition 
questions.

information on storing food, visit http://
befoodsafe.ca/be-food-safe/storage-chart/.

Prepare food carefully: Freezing food 
does not kill bacteria that can cause 
food poisoning, but renders it inactive. 
If your food was contaminated before 
freezing, it will still harbour the same 
harmful bacteria once thawed. Safety 
risks come from how food is stored 
and prepared before freezing as well as 
thawing. Cooking foods to recommended 
temperatures is the only way to kill 
bacteria. Use a food thermometer to be 
certain.  

How to thaw food safely: It is unsafe 
to thaw frozen food at room temperature. 
Food can be thawed in the fridge. This 
method is slow, but safe. Food thawed in 
the fridge should be used within about 
three days. Foods can also be thawed in 

cold water or in the microwave. When 
thawing in cold water, change the water 
every 30 to 45 minutes. When thawing 
in the microwave set to the “defrost” or 
“50 per cent power” setting to ensure 
that the outer edges of the food do not 
begin to cook while the remainder is still 
frozen. If thawing a package of meat, 
poultry or fish that is in pieces, separate 
pieces as the food thaws. These methods 
are quicker but food must be used 
immediately after thawing.  

Refreezing thawed foods may be safe 
but best avoided due to additional loss of 
quality during thawing. Previously frozen 
foods can be refrozen after cooking. 
Lastly, “if in doubt, throw it out.”

 Lise Timmerman is a registered dietitian 
with the Dial-a-Dietitian program. 
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See your agent or visit us online at:

www.mb.bluecross.ca

Stay active, eat healthy and ensure you have a
coverage plan that suits your family’s needs.

Whether it’s health, dental or travel, see what
can do for you!BLUE®



Natural Protein
Eggs are one of nature’s most nutritious foods. 

They are an excellent source of protein and 

contain 13 vitamins and minerals.
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