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ALL BELIEFS & FAITHS
FUNERAL CHAPEL & CREMATORIUM

In a world where big business can often be cold and impersonal, Richard and LouiseIn a world where big business can often be cold and impersonal, Richard and Louise
Wojcik still believe in family. That means at Wojcik’s Funeral Chapel you are treated asWojcik still believe in family. That means at Wojcik’s Funeral Chapel you are treated as
family by staff who maintain a tradition of providing old fashioned and personalizedfamily by staff who maintain a tradition of providing old fashioned and personalized
funeral services.

They are one of the few family owned funeral chapels left in Winnipeg. “Most ofThey are one of the few family owned funeral chapels left in Winnipeg. “Most of
Winnipeg’s funeral homes are now owned by large corporations whose loyalties belongWinnipeg’s funeral homes are now owned by large corporations whose loyalties belong
to their shareholders,” explains Wojcik’s President, Richard Wojcik. His vision is to offerto their shareholders,” explains Wojcik’s President, Richard Wojcik. His vision is to offer
families a better, more intimate alternative.families a better, more intimate alternative.

Wojcik who was born and raised in Beausejour, began his career in funeral service atWojcik who was born and raised in Beausejour, began his career in funeral service at
the age of 12 – washing cars, cutting grass and answering phones. After graduation hethe age of 12 – washing cars, cutting grass and answering phones. After graduation he
undertook a two-year apprenticeship from the Western School of Mortuary Practice inundertook a two-year apprenticeship from the Western School of Mortuary Practice in
Winnipeg.

He then spent the next 11 years employed in various funeral chapels honing his skills.He then spent the next 11 years employed in various funeral chapels honing his skills.

While in Beausejour, Wojcik was a Firefighter with the Beausejour Brokenhead FireWhile in Beausejour, Wojcik was a Firefighter with the Beausejour Brokenhead Fire
Department and also a member of the Beausejour Ambulance Service.Department and also a member of the Beausejour Ambulance Service.

Throughout Wojcik’s almost 30 years of dedication to his profession, he had beenThroughout Wojcik’s almost 30 years of dedication to his profession, he had been
employed at a number of this province’s well-known funeral establishments.employed at a number of this province’s well-known funeral establishments.

Beginning his career at Russell’s Funeral Home and Sobering Funeral Chapel inBeginning his career at Russell’s Funeral Home and Sobering Funeral Chapel in
Beausejour, Wojcik’s Winnipeg experience has included both international corporationsBeausejour, Wojcik’s Winnipeg experience has included both international corporations
and privately owned funeral homes - all prior to opening his own business.and privately owned funeral homes - all prior to opening his own business.

October 13, 1998 - Opened first Chapel at 2157 Portage Ave. @ Sharp BlvdOctober 13, 1998 - Opened first Chapel at 2157 Portage Ave. @ Sharp Blvd
August 16, 2003 - Opened own Crematorium at Headingley, ManitobaAugust 16, 2003 - Opened own Crematorium at Headingley, Manitoba
April 1, 2008 - Opened 2nd Chapel at 1020 Main St. @ Manitoba Ave.April 1, 2008 - Opened 2nd Chapel at 1020 Main St. @ Manitoba Ave.

“We offer assistance 24 hours a day, seven days a week,” he says. “We provide“We offer assistance 24 hours a day, seven days a week,” he says. “We provide
a service for all faiths and any beliefs, at any place of worship and cemetery ina service for all faiths and any beliefs, at any place of worship and cemetery in
Winnipeg and rural Manitoba.”Winnipeg and rural Manitoba.”

Wojcik’s encourages people to compare prices and services so they can make an informed
decision. They usually find that the smaller, privately owned funeral chapels offer a
more personal service at a better price. There is no cost or obligation associated with a
consultation.

People should also be aware that they are not obliged to use the funeral chapel located
in the cemetery they are using. They are free to choose the company they feel most
comfortable with. Even prearranged funeral plans can be cancelled or transferred to the
funeral chapel of their choice.

Wojcik’s Licensed Funeral Directors are professional, honest and sincere. They are all
paid by salary as opposed to commissioned sales people who are under pressure to make
sales.

This kind of compassionate service is important when you think about all the decisions
that have to be considered including arranging for a clergy, soloist, floral arrangements,
catering, locations and the details of the service.

All this at a time when families are very emotional and are faced with making all the
arrangements within just a few days.

“One call can take care of all the arrangements,” says Wojcik. “Most people are not in a
good frame of mind to be making so many difficult decisions. Our goal is to help them
through the process and make it as easy as possible.”

Wojcik suggests it can be helpful to bring someone along who is not as emotionally
attached to the situation. Someone who can offer their support and guidance.

If you can, it is definitely a good idea to make your funeral arrangements ahead of time. It
means you will get the kind of service you want and makes it much easier for your family
because they don’t have to struggle with the details at such a difficult time.
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• Done in one day
• Landlord approved
• Government
funding with
restrictions
204-997-7249

Convert your existing bathtub into

www.walkthrubathtub.com

ggg
Step-in Bath

USED
• Wheelchairs
• Elec Lift Recliners
• 4 Wheel Walkers
• Homecare Beds
• Scooters

(204) 774-6322 (800) 361-7788

666 St. James St.
Corner of Ness

www.reliablemobility.com

For more information: www.ccdda.ca
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Fort Garry Hotel, Spa & Conference Centre
– Winnipeg, Canada

Canadian Conference
DEVELOPMENTAL
DISABILITIES & AUTISM
� David Irvine - Authentic Leadership:
The Power to Build a Culture of Greatness

� Robert Bacal – Communicating with the Upset & Frustrated:
Tactics for Preventing and De-escalating Conflict Situations

� Al Condeluci – Building Community from the Inside Out

� Ian Brown - Author of The Boy in the Moon:
A Father’s Search for His Disabled Son

And much more!

Your convenient online health
resource that’s just a click away

Get connected to your health with

What is Health e-Plan?
Health e-Plan is a secure, interactive online tool that will help you:
� better understand your current health, and
� learn ways to improve your health over time

Access Health e-Plan anytime from anywhere in Manitoba and in a
few minutes, Health e-Plan will be working for you.

All you have to do is answer some simple questions about your current
health and lifestyle. Health e-Plan uses this information to identify
potential health risks and recommends ways you can reduce these
risks over time. And, as an added incentive, the Health e-Plan Rewards
Program offers weekly prize giveaways.

Try Health e-Plan today
Visit manitoba.ca and get started on your plan for a healthier
future today.

Good health doesn’t just happen.
To achieve and maintain a healthy lifestyle, you need a
plan. Health e-Plan provides you with the information,

support and motivation you need to improve your
health over time.
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McPhillips Hearing
& Audiology Centre

With all the activities that come with this season, make sure
you are not missing out. It’s time to consider hearing aids.
Book an appointment with Dr. Christine Dino, an audiologist
who understands your hearing loss. She can help you make an
informed decision on the choices you have and reconnect you
with the simple pleasures this season brings.

WHAT WE DO
� Full service hearing clinic
� Affordable hearing aids
� Standard 2 year warranty
on all hearing aid purchases

CALLNOW:
953-4200
tobookyour appointment!

1399McPhillipsStreet,WinnipegMB
NorthgateShoppingCentre
www.audiology-online.com
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SERVICE
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821 Henderson Hwy
Phone 942-1338

• Medical compression stockings for vascular
& lymphatic disorders

• Spinal & joint extremity bracing

• Hernia supports

• Designers of the CORBIN ostomy Parastomal
Hernia Support

Orthopedic Manufacturing & Medical Fitting Service since 1934
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A Letter from the Winnipeg Health Region 
Arlene Wilgosh, President & CEO

Now, that’s not a complete surprise. 
After all, health-care costs have been 
rising for years as the population ages and 
service demands grow. Budgets are tight 
and efforts must be made to keep costs 
more manageable.

What is new, though, is the growing 
sense of urgency that seems to accompany 
these discussions. There also seems to be 
a growing consensus among health-care 
providers, administrators and health policy 
experts that the key to making health care 
more effective and efficient is primary 
care and primary prevention. These two 
ideas can cover a lot of ground, but 
essentially they come down to this: making 
sure people have access to a health-care 
provider who will, in turn, help them stay 
healthy and avoid or delay the need for 
more expensive health care down the 
line. A healthy population helps keep our 
system sustainable.

So how do we get there from here? 
Well, the good news is we are already 
on the path to sustainable health care. 
Like most jurisdictions across Canada, the 
Winnipeg Health Region has implemented 
a number of initiatives to prevent or 
reduce the onset of illness and make the 
delivery of care more efficient.

As I have written in the past, the very 
fact that we put out this magazine is one 
way in which we are trying to provide 
information to help people lead healthier, 
happier lives. In this issue, for example, 
you will find a column by Rosemary 
Szabadka that explodes some myths about 
food. Among other things, this entertaining 
and informative piece offers tips on how 
to maintain a healthy weight and explains 
why you should monitor your salt intake. 
The column coincides with a month-long 
campaign by the Dietitians of Canada to 
raise awareness about the importance of 

healthy eating.
If you are a baby boomer contemplating 

retirement, you may want to check out 
Laurie McPherson’s column on page 38. It 
offers some useful advice on how you can 
mentally prepare yourself as you make the 
transition to the next phase of your life.

In this issue of Wave, you will find other 
stories that detail efforts to enhance access 
to care or promote the prevention of illness 
and disease. On page 8, for example, you 
will learn about the opening of the first of 
several QuickCare Clinics in Winnipeg.

These clinics are innovative in that they 
use nurse practitioners (registered nurses 
with specialized training in diagnosing and 
treating chronic diseases) to provide care 
to people with non-urgent health issues. 
It is expected they will help relieve some 
of the pressure on hospital Emergency 
Departments and provide for more efficient 
use of resources.

Open evenings and on weekends, 
QuickCare Clinics will also fill the gap for 
patients when their regular doctor is not 
available. In doing so, they will serve as a 
support – not a replacement – for family 
physicians.  

The story on At Home/Chez Soi on page 
16 is another example of an innovative 
approach to dealing with a health 
issue. Sponsored by the Mental Health 
Commission of Canada, the project is 
examining new ways to help keep the 
homeless mentally ill off the streets.

Although it is still too early to draw any 
final conclusions from the project, the 
early indications are positive.

As the story explains, many of the 
participants in the project seem to be 
gaining a new lease on life. This is a 
good thing. As a society, it is extremely 
important that we do what we can to help 
address this social issue. But, as the story 

notes, this is also a health issue. Homeless 
people often end up being high-end users 
of the health-care system simply because 
they do not have a home. By providing 
them with one, by creating an environment 
in which they can take better care of 
themselves, we not only improve their 
quality of life, we also reduce their need 
for higher-end care.

Research, of course, is a major driver 
of innovation and sustainability in health 
care. In Manitoba, we are fortunate to 
have a number of excellent researchers 
working in all areas of medical and 
community health sciences. The story on 
Dr. Catherine Cook illustrates the point.

Catherine has helped drive some pretty 
important changes in the delivery of 
Aboriginal health care over the years. 
Now, as the principal investigator for 
Networks Environment for Aboriginal 
Health Research (NEAHR), she is helping 
to build capacity for Aboriginal health 
research in Manitoba. Partly through her 
efforts, researchers are now better able to 
collaborate with Aboriginal communities 
on studies that may lead to better health 
outcomes for Aboriginal people.  

The story lists several projects that have 
added to our knowledge of Aboriginal 
health issues or will in the future. One 
study, for example, is taking a close 
look at infant mortality rates among 
Manitoba’s Métis. It will also compare our 
infant mortality rate with those of other 
indigenous communities in Australia, New 
Zealand and the United States.

Needless to say, this type of information 
can be extremely valuable because it can 
raise questions about whether a preventive 
measure could be used to improve the 
health and well-being of our children. 
It’s the kind of information that can guide 
the development of health policy and 
the delivery of care at every level. In 
doing so, it not only points the way to 
important improvements that can be made 
in the delivery of care, it also shows us 
how we can help make our population 
healthier and our health-care system more 
sustainable.

Over the last few months, I have attended several 
meetings with specialists, family physicians and 

nurses where health-system sustainability was a topic 
of discussion.

Sustaining our health,
   sustaining our system

DID YOU KNOW?

Access this issue and previous issues  
at www.wrha.mb.ca/wave

is available online
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health beat

Located at 363 McGregor Street, on the 
second floor of Win Gardner Place, the 
clinic is one of eight that will be opened 
over time as part of an effort to enhance 
access to primary care.

Staffed by nurse practitioners and 
registered nurses, the clinic is ideal for 
people who don’t have their own family 
doctor, or who may have one who is not 
available, or who currently go to a hospital 
Emergency Department or Urgent Care 
centre for non-urgent care.

While QuickCare Clinics are not 
intended to replace a primary care 
provider, it is hoped they will supplement 
that care outside of traditional office hours. 
“One of the principles of a QuickCare 
Clinic is to address access during 
evenings and on weekends,” says Susan 
Stratford, Community Area Director for St. 
Boniface-St. Vital.

The McGregor Street clinic is open on 
evenings and weekends and is staffed by 
nurse practitioners, registered nurses and 
primary care assistants. Nurse practitioners 

are able to prescribe medications, order 
diagnostic tests and send referrals for 
other medical services, as necessary, 
says Annabelle Reimer, Clinical Lead for 
QuickCare Clinics.

The clinic on McGregor is located 
within an integrated community site that is 
already well-visited by people living in the 
area. But that doesn’t mean the clinic is 
only for area residents, said Reimer.

“You don’t have to live in the 
neighbourhood to come in. If you are 
visiting someone here, and need quick 
access to health care, our doors are open,” 
she said, adding that patients don’t have 
to be connected to the Ma Mawi Wi Chi 
Itata Centre or the YW-YMCA that also run 
programs in the building.

The clinic on McGregor appears to be 
a hit with first-time visitors. One young 
mother sitting in the waiting area of the 
clinic talks about how much easier it was 
to get to the new facility. 

Normally, she says, she would have 
to take a bus from the North End to the 

nearest hospital, Health Sciences Centre, 
a complicated process, especially with 
two children and a stroller. The wait in 
the Emergency Department for a minor 
ailment was another deterrent. “This place 
is a short walk from my house. That makes 
it much quicker,” says the mother, who 
didn’t want to be named, but who brought 
her baby in to have a fever checked by the 
health-care staff.

Réal Cloutier, Vice-President of 
Community Care with the Winnipeg 
Health Region, said providing access 
to care is an important component of 
improving the health and well-being of 
individuals and families.

“This service will help save area 
residents a trip and a wait in an Emergency 
Department when a non-urgent ailment 
occurs or when they cannot get to a family 
physician,” he says.

Other QuickCare Clinics scheduled to 
open this year include sites in Steinbach, 
Selkirk, St. Vital and St. Boniface. Future 
clinic sites include west Winnipeg, Seven 
Oaks and Southdale.

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

Manitoba’s first QuickCare Clinic is now officially 
open for business.

By Susie Strachan

QuickCare Clinic 
open for business
North End facility features 
nurse practitioners and a 
range of health services 
for local residents
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Healthy Reading
These titles have been recommended from thousands of health 
books. For more health and wellness reading recommendations, 
please visit the online community at www.mcnallyrobinson.com, 
or visit the McNally Robinson bookstore at the Grant Park Shopping 
Centre.

Walking and Jogging for Health and 
Wellness, Frank Rosato
The Cengage Learning Activity Series goes 
beyond the mere fundamentals and shows 
you how to improve, excel, and simply 
get more enjoyment from your favourite 
physical activities. This book defines the 
health benefits of walking and jogging, 
and provides concise guidelines for 
beginning and sustaining walking and 
jogging programs in order to meet health 
and fitness goals.

The Concussion Crisis,  
Linda Carroll and David Rosner
This book puts a human face on a pressing 
public health crisis through poignant stories 
of athletes (from the peewees to the pros), 
soldiers and others whose lives have been 
changed forever by jolts to the head 
and brain. Weaving these personal tales 
together with scientific and medical 
information, this is a definitive exploration 
of the invisible injury behind today’s 
alarming headlines.

Allen Carr’s Easy Way to Stop Smoking,  
Allen Carr
No willpower, no weight gain, no withdrawal. 
An estimated six million people have stopped 
smoking using Carr’s books and clinics, and 
their popularity continues to grow. In his 
book, Carr, a chain-smoker himself for over 
thirty years, describes the facts and the 
myths behind cigarette smoking, and sets 
out a simple list of instructions to remove 
the smoker’s desire to smoke. 

The Gift of Years: Growing Older Gracefully, 
Joan Chittister
This inspirational and illuminating book calls 
to us to cherish the blessings of aging as a 
natural part of life that is active, productive, 
and deeply rewarding. The author reflects 
on many key issues, including the temptation 
towards isolation, the need to stay involved, 
the importance of health and well-being, 
what happens when old relationships end or 
shift, the fear of tomorrow, and the mystery 
of forever.

QuickCare services
The QuickCare Clinic is the place to go if you 
have:

• Bumps, bruises or sprains

• Rashes, eczema, infected cuts or minor   
      sores

• Sore throat, earache, cold and flu,   
      cough, hay fever or a nose bleed

• Stress or anxiety 

• Sore eyes with redness or infection

• Stomach pain, diarrhea and vomiting,   
      urinary infections or indigestion

• Headaches, back or neck pain

Or if you require:

• Birth control or breast feeding advice

• Immunizations

The McGregor Street QuickCare Clinic is open 
from 1 p.m. to 9 p.m. from Monday through 
Friday, and weekends and holidays from 
9 a.m. to 5 p.m. Patients are taken both as 
walk-ins and by appointment. The clinic 
phone number is 940-1963. 

Visit
www.kidneycommunitykitchen.ca

for lifestyle tips, discussion
forums, meal planning aids and

delicious recipes!p
The Kidney Foundation of Canada

Manitoba Branch
1-452 Dovercourt Drive
Winnipeg, MB R3Y 1G4

(204) 989-0800
1-800-729-7176

www.kidney.ca/manitoba
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Intro: The following is a brief list of stories written and produced by the staff of HealthDay, 
a leading source of information on health research.   

FRUITS AND VEGGIES CAN BE BEAUTY TOOLS

The key to a rosy, healthy-looking complexion 
may be as simple as eating more fruits and 
vegetables, researchers say. 

“We found that within a six-week period, 
fluctuation in fruit and vegetable consumption 
was associated with skin-colour changes,” 
says lead researcher Ross Whitehead, from the 
School of Psychology at the University of St. 
Andrews in Scotland.

Not only did skin look healthier at the end of 
the study period, it was judged more attractive 
as well, he says. “Eat more fruits and veggies to 
improve your appearance,” he adds.

Practically, this may be a useful motivational 
tool for dieters, Whitehead says. “We are 
currently running randomized controlled trials 
to investigate whether seeing the potential 
appearance gains on images of one’s own 
face are sufficient to motivate dietary change. 
Pilot trials have been encouraging so far.”

For the study, published March 7 in the online 
journal PLoS ONE, Whitehead’s group looked 
at the fruits and vegetables 35 people ate 
over a six-week period.

They found that redness and yellowness in 
skin increased as more fruits and vegetables 
were consumed. This is due to the impact of 
carotenoids, says Whitehead. “These are red/
yellow plant pigments, which are distributed 
to the skin surface when we eat fruits and 
veggies.”

The changes in skin colour that were  
associated with eating more fruits and 
vegetables were linked in a second 
experiment with increased attractiveness.  
This suggests that skin colour reflects better 
health, according to the researchers.

“Our study suggests that an increase in fruit 
and veggie consumption of around three 
portions over a six-week period is sufficient  
to convey perceptible improvements in  
the apparent healthiness and attractive- 
ness of facial skin,” Whitehead says. 
“Conversely, those that worsened their 
diet became paler.” 
 
For more on this story, please visit www.
winnipeghealthregion.ca, click on Health 
Headlines and search: Fruits and veggies.

Having a massage after strenuous exercise 
not only feels good, it reduces inflammation 
in muscles at the cellular level, researchers 
have found.

Massage also appears to promote the 
growth of new mitochondria in skeletal 
muscle. Mitochondria are cells’ energy-

producing “powerhouses,” explain the 
researchers at the Buck Institute for 
Research on Aging and McMaster 

University in Hamilton, Ontario.

For the study, investigators conducted 
genetic analyses of muscle biopsies from the 
quadriceps of 11 men after they exercised 
to exhaustion on stationary bicycles. After 
the workout, one of each participant’s legs 
was massaged. Biopsies from both legs were 
taken before exercise, immediately after 10 
minutes of massage, and 2.5 hours after the 
end of the workout.

The researchers found that massage 

reduced the activity of inflammation-
inducing proteins called cytokines in 
muscle cells and promoted the growth of 
new mitochondria, according to the study 
published in the Feb. 1 online edition of the 
journal Science Translational Medicine.

The findings provide validation for massage, 
which is growing in popularity, says lead 
author Dr. Mark Tarnopolsky, of the Pediatrics 
and Medicine Department at McMaster.

“The potential benefits of massage could 
be useful to a broad spectrum of individuals 
including the elderly, those suffering from 
musculoskeletal injuries, and patients with 
chronic inflammatory disease,” Tarnopolsky 
says. “This study provides evidence that 
manipulative therapies, such as massage, 
may be justifiable in medical practice.”

For more on this story, please visit www.
winnipeghealthregion.ca, click on Health 
Headlines and search: Massage.

health headlines

HEALTH BENEFITS OF MASSAGE
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HEALTH BENEFITS OF MASSAGE

IMPLANTED MICROCHIP

HEART FAILURE AND OSTEOPOROSIS GO HAND IN HAND

Remote controls may not be just for 
appliances anymore. In a new small study, 
women with severe osteoporosis were 
implanted with a microchip that releases 
bone-building drugs at the push of a 
button, a delivery method that could some 
day become common for various health 
conditions.

Roughly 1.5-by-2.5 inches in size, the 
microchip significantly improved patient 
compliance with a drug regimen that 
normally requires painful daily self-injections, 

study authors say. The clinical trial, 
conducted on seven osteoporosis patients 
in Denmark, was the first to test a wirelessly 
controlled microchip in this capacity.

“It frees patients from the burden of 
managing their disease on a daily basis,” 
says Robert Farra, co-author of the study 
and president and chief operating officer 
of MicroCHIPS Inc., the Waltham, Mass., 
company that funded and supervised the 
trial. “I think there will be a class of drugs 
[for other conditions] that will be very 

suitable to use the chip for . . . we were 
very pleased with the results.”

The study was published Feb. 16 in the 
journal Science Translational Medicine, 
coinciding with its presentation at the 
American Association for the Advancement 
of Science annual meeting in Vancouver, 
B.C. 

For more on this story, please visit www.
winnipeghealthregion.ca, click on Health 
Headlines and search: Microchip.

Heart failure is linked to thinning of the bones and an 
increased risk of fractures, a new study indicates.

The findings suggest that aggressive screening for 
osteoporosis may be important for heart failure 
patients, the researchers say.

They looked at data from about 45,500 adults who 
underwent bone mineral density testing for the first time 
and were followed for up to 10 years. Of those people, 
1,841 had recent-onset heart failure.

After the researchers adjusted for traditional 
osteoporosis risk factors, they concluded that heart 
failure was associated with a 30 per cent increased risk 
of major fractures.

The study will be published in the April issue of the 
Journal of Clinical Endocrinology & Metabolism.

“Our study demonstrates for the first time that heart 
failure and thinning of bones go hand in hand,” 
study author Dr. Sumit Majumdar, of the University of 
Alberta in Edmonton, says in a journal news release. 
“Understanding the mechanism between heart failure 
and osteoporosis might lead to new treatments for 
both conditions.”

He suggests that osteoporosis screening should include 
examining chest X-rays of patients with heart failure.

“Heart failure patients get a lot of X-rays and they often 
incidentally show many fractures of the spine that 
would automatically provide an indication of severe 
osteoporosis and need for treatment,” Majumdar says.

For more on this story, please visit www.
winnipeghealthregion.ca, click on Health Headlines 
and search: Heart failure, osteoporosis.

Get the latest health research news
You can keep up with the latest health research news simply by logging on to the Winnipeg Health Region’s website. Each day, you 
will find a selection of new health research stories and wellness tips courtesy of HealthDay, one of the world’s leading sources of health 
research news and information. You can also access HealthDay’s news archive, which contains health research stories from the last 12 
months. To see the latest news, visit www.winnipeghealthregion.ca and click on Health Headlines. To access the archive, click on “view 
more headlines” and type in a keyword in the search engine at the top of the page.

CHILDREN NEEDN’T BE AFRAID TO FAIL

If at first you don’t succeed, try, try again, goes 
the truism.

A new study by French researchers found that 
children who were told learning can be difficult, 
and that failing is a natural part of the learning 
process, actually performed better on tests 
than kids not given such reassurances.

“We focused on a widespread cultural 
belief that equates academic success with 
a high level of competence and failure with 

intellectual inferiority,” said Frederique Autin, 
a postdoctoral researcher at the University 
of Poitiers, in an American Psychological 
Association news release.

“By being obsessed with success, students 
are afraid to fail, so they are reluctant to take 
difficult steps to master new material.”
 
For more on this story, please visit www.
winnipeghealthregion.ca, click on Health 
Headlines and search: Fail.
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Cover your family in BLUE® this
winter season.

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

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

See your agent or visit us online at:

www.mb.bluecross.ca



Helping you with the
world’s toughest but
most important job.

manitobaparentzone.ca
is an online resource for parents like you. Use it to
find information on everything from breastfeeding

and childproofing your home to topics like bullying,
nutrition, physical activity, and even how much sleep

your teen really needs.

For parenting tips and information you can trust,
visit manitobaparentzone.ca.

Kidney exchange 
a Manitoba first
For the first time, Manitoba has taken part in a Living 
Donor Paired Exchange.

Three Manitobans donated kidneys and three 
Manitobans received kidneys as part of the exchange, 
which involved two transplant chains and nine kidneys 
in five provinces.

The transplants all took place in February and were 
announced in early March.

Launched as a three-province pilot project in 2009, the 
Living Donor Paired Exchange is a partnership between 
Canadian Blood Services and transplant programs 
across the country.

Prior to the program’s creation, a person could donate 
a kidney to a friend or relative, but only if donor and 
recipient were “compatible” with each other.  The 
national exchange program avoids this problem by 
allowing incompatible pairs of donors and recipients 
to join other people across Canada, moving healthy 
kidneys forward to people who are a match.

Read the complete story about the Living Donor Paired 
Exchange at www.winnipeghealthregion.ca

Dr. David Rush, Director, Transplant Manitoba – Adult Kidney Program, 

describes how one of the kidney transplant chains worked during a 

press conference in early March.



Long Term & Continuing Care Association of Manitoba

Connecting 
with those 
we care for
LTCAM advocates 
for seniors – and the 
staff who serve them

“Our members make it possible  
for us to do what we do.”

By Colleen Swifte

The Long Term and Continuing Care 

Association of Manitoba (LTCAM) is a 

non-profit organization that incorporated 

in 1959 and was created by a group of 

visionary nursing home operators who 

got together to see what they could do to 

provide better services for seniors.

“Back in 1959, personal care homes, 

as they are now known, were not an 

insured service and there weren’t very 

many residences. They advocated to raise 

awareness for the need for seniors’ care 

and services,” says LTCAM Executive 

Director Jan Legeros. “They also got 

together to talk about standards of care 

and quality indicators. They set up review 

teams who went to each other’s nursing 

homes and benefited from each other’s 

feedback. It was really way before its 

time.”

It wasn’t until 1973 that personal care 

homes became an insured service covered 

by Manitoba Health. In 2004, Manitoba 

conducted the first Provincial Standards 

review. This now provides a more 

consistent approach to ensuring quality 

care.

LTCAM is a member-driven association 

that has about 80 members at present. 

Legeros says, “We advocate on behalf of 

seniors and the staff at the residences 

who serve them. We also cut through 

the confusion and red tape involved in 

finding quality services for seniors and 

information for the public. Our members 

make it possible for us to do what we do.”

LTCAM members are retirement 

residences, supportive housing residences, 

and personal care homes, as well as a 

number of commercial/affiliate members 

such as home care agencies and other 

specialized, related services. 

“We advocate, partner and communicate 

with government and the regional health 

authorities to make sure quality is as 

high as it can be. We also advocate for 

affordability and access to services, 

as some options are not covered by 

Manitoba Health. While there are a set 

number of subsidies and supplements 

available, we think there should be more; 

especially for couples seeking services 

and care,” says Legeros. “We promote and 

encourage more public information and 

education, not only for seniors but also 

for their caregivers and families, including 

financial information. When you plan for 

retirement, you should think about the 

possible extra costs that may come along 

as you transition into using services. If you 

Seniors make up the fastest-growing age group. This trend is expected to 
continue for the next several decades due mainly to a decreased fertility 
rate (i.e., number of children per woman), an increase in life expectancy, 
and the effects of the baby boom. In 2010, an estimated 4.8 million 
Canadians were 65 years of age or older, a number that is expected to 
double in the next 25 years to reach 10.4 million seniors by 2036. By 
2051, about one in four Canadians is expected to be 65 or over.

           – Source Statistics Canada
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Long Term & Continuing 
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Manitoba, visit  www.
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will find a short video 
called “Who We Are.”
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educate yourself about the options, then at least you 

have done some preplanning.”

Back in 2006 when Legeros started working for 

LTCAM, she realized there was no one website a 

person could go to and get all the information they 

needed. The LTCAM staff, consisting of Jan Legeros 

and Suzanne Verstraete, have now revamped their 

website into a one-stop shop for information and 

made it as user-friendly as possible for ease of 

navigation.

For example, by using the interactive provincial 

map, you can focus on the area of the province where 

you live and check out the member residences in that 

area. They have created a question-and-answer sheet 

for prospective residents or their caregivers to use 

when they speak with staff at seniors’ residences. 

The website is also available in French. For people 

who may not be able to access the website, LTCAM 

will assist by phone. 

Legeros says, “We want to get this information out 

to the general public, rural areas and to potential 

new members, whom we welcome. Members find our 

communication, information and networking services 

invaluable. In a recent survey members described us 

as the ‘main repository for information.’ Membership 

in the Canadian Alliance for Long Term Care ensures 

members are also up to date on national issues 

across the country.”

Are you seeking information about retirement living 
options in Manitoba? Do you or someone you know 
need services, assistance or care?

The Long Term & Continuing Care Association of Manitoba is a  
non-profit organization that offers information on the many 
different options available in this province, while recognizing 
that each person’s situation is unique. 
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Attention Pharmacists: Pharmacists may then document
this accredited learning activity in their MPhA Professional
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A home of their own
An innovative housing project is helping homeless 
people like Michael Enright get a new lease on life 
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A home of their own

By Susie Strachan

Michael Enright takes a sip of coffee before setting his cup down on the kitchen 
table and turning his attention to the task at hand.

A sampling of his nature photography and poetry is to be featured in an exhibit entitled Focusing the Frame, and he’s 
writing his biography for the show. Reflecting on his life, he jots down the major milestones: Born in Manitoba. Raised 
in Minnesota. Father of two children. University educated.

On paper, the words conjure up the image of a middle-class professional, a solid family man with a good life and a 
bright future – just the kind of person Enright once aspired to be. But the hard truth is that Enright’s life is not as neat 
and tidy as those milestones might suggest. Indeed, just a few years ago, the very notion that Enright would be sorting 
out photos and poems for an exhibit while relaxing in his own home would have seemed more than a little unlikely. 

That’s because Enright has spent much of the last decade living on the streets, one of many who spend their days 
wandering Winnipeg, sleeping in abandoned buildings or grabbing a cot for a night at a local shelter.

That only changed in the fall of 2009 when Enright enrolled in a housing research demonstration project called At 
Home/Chez Soi that would eventually count 505 homeless Winnipeggers among its participants. Sponsored by the 
Mental Health Commission of Canada and funded by Health Canada, the initiative is testing a new approach to housing 
the country’s mentally ill homeless, one that promises to provide homeless people like Enright with a new lease on life.

  

Michael Enright with his dogs, Pete 

and Mandy, at a Point Douglas park. 
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Path to homelessness
Michael Enright did not enter this world 

homeless. Born to a Cree mother, Enright 
was adopted in the 1960s by a family 
from St. Paul, Minnesota. In his early 
years, life was pretty straightforward. He 
graduated from high school and went on 
to study at the University of Minnesota. A 
bright young man, he obtained a degree 
in Medical Technology with a Chemistry 
minor, then landed a job working in 
the hematology lab at the University 
of Minnesota Medical Centre. He got 
married and had two children, a boy and 
a girl.

Then at the age of 27, Enright’s life 
took a sudden twist. While working at the 
medical centre, he experienced feelings 
of depression. A doctor started him on a 
round of anti-depressant medication, but 
by the spring of that year, he had a manic 
episode and couldn’t sleep. After three 
weeks, he finally wore down and, in a 
state of confusion, landed in hospital for 
six months with a diagnosis of bi-polar 
disorder. 

After he was discharged, he decided a 
change of career was in order. He trained 
to become a commercial electrician, and 
worked at that until 2002 when he had 
another manic episode. At this point, 
Enright began wandering the continent, 
doing odd jobs. He would save money 
and spend it on Greyhound tickets, 
travelling to places like Seattle, Phoenix 
and Mobile, and on up to Canada. He 
lost track of his family.

Eventually, he landed in Squamish, 
British Columbia, where a woman helped 
him locate his birth mother, who was 
living in Winnipeg. “I came to Winnipeg 
in 2005 and met my mom and a brother 
and two sisters. It was good meeting 
them,” says Enright. But he couldn’t keep 
up with his medications, so he ended 
up getting sick and seeking treatment in 
Winnipeg. Then he was back on the road. 

In 2008, Enright returned to Winnipeg 
to get to know his birth mother better. 
By this time, he was homeless, living on 
the street or staying at the Salvation Army 
shelter on Main Street. He even slept 
a few nights in the vestibule of a bank 
building, taking shelter from Winnipeg’s 
nasty winter temperatures. He was living 
on hand-outs and dealing with multiple 
social agencies.

Then, once again, something happened 
to change Enright’s life.   

A case worker of Enright’s had heard 
about At Home/Chez Soi and its plan to 
offer housing to the homeless as part of a 
demonstration project. He asked his hard-

luck client if he would be interested.
Enright jumped at the possibility of 

having a home of his own. His feelings 
about that moment, he says, are best 
captured by a photo he selected for the 
Focusing the Frame exhibit that shows a 
bright green caterpillar lifting itself over 
broken pavement.

“I wanted to get away from the bed 
bugs and the run-down hotels and the 
cold,” he says about moving into his own 
place in February 2010. “The caterpillar 
is in trouble. If it doesn’t find food and 
shelter, it won’t last to become a butterfly. 
That was me.”

A possible solution
Sad as it may be, Enright’s tale is not so 

unusual.
It is estimated that there are over 2,000 

homeless people wandering the streets of 
Winnipeg, sleeping in vacant buildings, 
spending nights in a shelter or couch 
surfing at friends’ and relatives’ homes. 
According to At Home/Chez Soi, the 
homeless come from all walks of life, and 
include middle-class professionals, trades 
people, and artists. Some are simply out 
of work and out of luck. Others suffer 
from mental health issues or addictions to 
drugs, alcohol or gambling, which have 
left them unable to function in society. 
As a report by At Home/Chez Soi notes, 
they all have one thing in common: “At 
one point in time, their life mattered. 
Now, many feel alone, abandoned and 
forgotten.”

Enright’s problems can be traced 
to his mental health issues. Lacking a 
support system and unable to stay on his 
medication, he seemed destined to live 
the rest of his life without having a home 
to call his own, until At Home/Chez Soi 
came along. 

The seeds for the research 
demonstration project were planted 
several years ago when a Senate 
committee chaired by Senator Michael 
Kirby launched the most extensive 
consultation on mental health ever 
conducted in Canada. That process 
eventually led to the publication of a 
report in May 2006, entitled Out of the 
Shadows at Last.

The report looked at mental illness 
from the perspective of both the mental 
health and health-care systems in 
Canada. Among other things, it noted that 
homelessness is a serious and growing 
problem. It estimated that there are 
between 150,000 to 300,000 homeless 
people living across the country, 

including many who have some form of 
mental illness.

A separate report produced in 2011 
by the Main Street Project painted a 
more detailed picture of Winnipeg’s 
homeless. It noted that as many as 75 to 
80 per cent of Winnipeg’s homeless are 
Aboriginal, and that 45 per cent of the 
people needing emergency shelters in the 
city have been diagnosed with mental 
illnesses such as depression, addiction, 
anxiety, manic depression/bi-polar 
disorders and schizophrenia. 

The same group suffers from many 
physical ailments. Chronic bronchitis, 
anemia, foot, eye and ear problems, 
Hepatitis C and an increased risk of 
contracting tuberculosis are just some 
of the health issues facing Winnipeg’s 
homeless. They can also be users of drugs 
such as marijuana, pain killers, crack, 
sedatives and solvents.

Homelessness also has an effect on 
the health-
care system, 
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one that can be quantified at the 
monetary level. Experts in the field say 
many homeless people end up being 
high-end users of the system, in many 
cases because they have no home. For 
example, the Main Street Project report 

noted that it costs $1,482 per day to 
treat someone in an acute care bed 
in hospital, compared to $16.37 
per day to pay for a bachelor 
apartment. That’s $491 a month in 
housing, compared to $44,460 a 

month in hospital. 
The Kirby report recommended a 

number of actions be taken to address the 
plight of the mentally ill homeless. Chief 
among them was a recommendation 
to study a novel approach known as 
“Housing First.”

Pioneered in New York in 1992, the 
Housing First concept differs significantly 
from the traditional approach to sheltering 
people living on the street, known as 
“Treatment First.” Under the Treatment 
First approach, individuals are required to 
adhere to conditions such as mandatory 
counselling, curfews and abstinence from 
alcohol and drugs in order to move into 
supportive or transitional housing. They 
may also be required to take medications 
for mental illness.

Under the Housing First approach, 
people are allowed to move into a home 
without having to accept any conditions. 
This concept also favours a harm 

reduction approach 
to addictions rather 

than mandatory 
abstinence.

Health 
Canada, 
which funds 
the Mental 
Health 
Commission, 

wanted to know whether the Housing 
First approach would be more effective 
in housing the mentally ill homeless and 
providing other benefits and potential 
cost savings. In order to find out, the 
Mental Health Commission established At 
Home/Chez Soi.

 The research begins
With a budget of $110 million and a 

five-year mandate that ends in March 
2013, At Home/Chez Soi is one of 
the most ambitious projects of its kind 
anywhere in the world.

Not surprisingly, organizing the 
logistics of such a research project was 
no simple matter. Five Canadian cities 
are taking part in the study – Vancouver, 
Winnipeg, Toronto, Montreal and 
Moncton. Over 2,200 homeless people 
are included, out of which over 1,030 
people are receiving housing and 
services.  

Marcia Thomson is the Site Co-
ordinator for At Home/Chez Soi in 
Winnipeg. She says the agency began 
laying the foundation for the project 
by forming partnerships with university 
researchers, the Winnipeg Health Region 
and close to 80 community organizations, 
including three key ones: Mount Carmel 
Clinic, the Aboriginal Health and 
Wellness Centre of Winnipeg and the Ma 
Mawi Wi Chi Itata Centre. 

“Our first year was spent working 
in the community, talking about the 
project and how it could fit the need in 
Winnipeg,” says Thomson. “Each of the 
five cities has a unique environment, and 
we wanted to tap into the existing service 
agencies who work with the homeless, 
in order to help our plan get legs under 
it. We talked about the population of 
homeless and how the Housing First 
model would work in Winnipeg. The 
homeless experience trauma, isolation 
and rejection. Many are victims of the 
child welfare system, and are involved 
in the justice system. Many are living the 
legacy of the Aboriginal residential school 
system.”

As the demonstration project took 
shape, the division of labour became 
clear. University researchers would 
interview participants in the project 

and collect and analyze the data. The 

FYI

At Home / Chez Soi
The Mental Health Commission 
of Canada’s website has 
information on the project, 
including updates from all five 
Canadian cities.
www.mentalhealthcommission.
ca/English/Pages/homelessness.
aspx

The Winnipeg Street Health 
Report
Published by Main Street Project 
in March 2011, the report 
surveyed 300 homeless people 
about their experiences.
www.mainstreetproject.ca/
winnipeg-street-health-report.
pdf

Mount Carmel Clinic and 
Assertive Community Treatment 
(ACT)
www.mountcarmel.ca./
programs/community/ACT.php

Ma Mawi Wi Chi Itata Centre
www.mamawi.com

Aboriginal Health and Wellness 
Centre of Winnipeg
www.abcentre.org/health.html

Manitoba Family Services and 
Consumer Affairs
The province’s poverty 
reduction and social inclusion 
strategy, ALL Aboard, which 
includes sections on different 
methods of housing the 
homeless who are mentally ill.  
www.gov.mb.ca/fs/allaboard.
html

Homeless Hub
The Homeless Hub was created 
to address the need for a single 
place to find homelessness 
information from across 
Canada. Launched in 2007, the 
Homeless Hub is a web-based 
research library and information 
centre, with the latest research, 
policy and best practices 
associated with alleviating 
homelessness and housing 
instability.
www.homelesshub.caCarla Kematch (left) and Marcia 

Thomson work for At Home/Chez Soi.
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One of the most difficult things about 
housing the homeless is finding places 
where they can live.

People living on the street don’t rate high 
on a landlord’s list of dream tenants. Add 
in the fact that Winnipeg has a vacancy 
rate of 0.8 per cent, and the difficulties 
of getting a housing project like At 
Home/Chez Soi off the ground become 
apparent.    

Fortunately, the Winnipeg Health Region 
has some experience in finding homes.

As the major provider of health services in 
the city, it is responsible for working with 
partners to develop alternative models of 
housing with support services for a range 
of clients, including seniors, individuals with 
mental health needs, and the homeless.

Of course, it does not act alone. Efforts 
to house and support the homeless, for 
example, are led by government and 
driven by community partnerships, says 
Joanne Warkentin, Director of Strategic 
Housing Initiatives for the Region. 

“The needs of homeless people are 
complex,” explains Warkentin. ”As a 
result, we have developed partnerships 
with government – the Department 
of Health, the Department of Housing 
and Community Development, and 
the Department of Family Services and 
Labour – as well as landlords, developers 
and community agencies that are 
directly involved in working with homeless 
individuals.”

Working through these partnerships, the 
Region has gained a level of knowledge 
that proved invaluable in finding housing 
for At Home/Chez Soi, which is funded by 
the Mental Health Commission of Canada. 
When At Home/Chez Soi officials asked for 
help, the Region swung into action.  

Ben Fry, Manager of Housing Services for 
the Region, says his team worked closely 
with representatives of At Home/Chez 
Soi and 37 independent landlords to 
find suitable housing. “For the (At Home/
Chez Soi) project, we helped people get 
furniture, sign leases and move into their 
new home,” says Fry.

Region staff member Lori Hudson worked 
directly with landlords and property 
managers to secure housing for the 
project. “My job goes beyond just finding 
housing, because the participants and 

their complex situations are not what 
landlords are used to dealing with,” says 
Hudson. “So we mitigate loss due to 
vacancies, damage, and build bridges 
between the landlords and the service 
teams.”

Of course, the project could not 
have gotten off the ground without 
co-operative landlords and property 
managers like Cam McIntyre. He provided 
40 clean, tidy one bedroom and bachelor 
units a year ago in Winnipeg’s central, 
north and west end. 

“I did a personal interview with each 
person who came to us through the 
three service teams to go over the rules 
of living in an apartment,” says McIntyre. 
“We are taking on people with no prior 
credit rating, who would not have met 
the criteria to rent from us. But I feel that 
everyone deserves a chance. I’d also say 
that seven out of every ten renters has 
done well. One out of ten people has 
been a disaster.”

A former non-crisis intervention worker at 
the Grace Hospital, McIntyre understands 
how hard it is to function when a person 
has manic depression and bi-polar 
disorders. He has moved tenants to where 
they won’t cause their fellow apartment 
dwellers to have headaches. 

“I can’t say how much I value the 
help of Lori Hudson and the 
(Winnipeg Health Region) in 
working with me,” he says. 
“They hold it together  
for me.”

Finding homes for the homeless  

From left: Cam  
McIntyre, Lori Hudson,  
and Ben Fry helped  
find homes.
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Winnipeg Health Region would help 
find homes for the homeless, while the 
community organizations would provide 
the front-line support to participants.

Eventually, more than 500 Winnipeg 
homeless people were identified as 
candidates for At Home/Chez Soi. Each 
one was interviewed by researchers from 
the University of Manitoba’s Department 
of Psychiatry and the University of 
Winnipeg’s Institute of Urban Studies. The 
candidates were then randomly divided 
into two groups: the first is a control group 
of 230 people receiving “treatment as 
usual” with no interventions; the second 
group was offered a place to live and 
support services based on the Housing First 
and harm reduction models. 

“It (the enrolment process) was a 
long and somewhat stressful process, 
especially if a person was randomized 
into the treatment as usual group,” says 
Dr. Jino Distasio, Associate Professor of 
Geography and Director of the Institute 
of Urban Studies at the University of 
Winnipeg, and co-principal investigator 
for the Winnipeg site. “Everyone wanted 
to get into housing. But as the study 
has progressed, we’ve talked with 

the people who didn’t. They feel they’re 
an important part of the study, helping us 
show what happens when intervention 
doesn’t occur.”

At Home/Chez Soi research will make 
a cost comparison of the effects on the 
health-care system, looking at what it costs 
to keep a mentally ill person in a home, 
compared to serving their needs on an 
emergency basis at a hospital or other 
service agency, says Dr. Jitender Sareen, 
Professor of Psychiatry and Psychology 
at the University of Manitoba’s Faculty of 
Medicine, and Director of Research and 
Anxiety Services in the Department of 
Psychiatry at the Health Sciences Centre. 

“The group of people we are studying 
are highly vulnerable,” says Sareen, who is 
the other co-principal investigator for the 
Winnipeg site. “People (who are homeless) 
are more likely to die than the average 
person in Winnipeg. The homeless have a 
high rate of illness, mortality, suicide and 
hospitalization. They are high consumers 
of resources.”

Recruitment into each group was 
finished in June 2011, with 
275 people randomly selected 
for the housing and service 
side of the program. All 

project participants 
are interviewed every 
three months for a two 
year period following 
enrolment. Researchers 
look at their physical 

health, mental health, 
social well-

being, 
housing 

stability and ask about their life stories and 
life goals.

“We ask participants questions regarding 
their housing and vocational history/
activities, perceived housing quality, 
landlord relations, mental health, physical 
health, quality of life, food security, 
health, social and justice service use, 
community integration, mobility history 
and trauma history,” says Corinne Isaak, 
research associate with the Department of 
Psychiatry at the University of Manitoba’s 
Faculty of Medicine, and research co-
ordinator for the Winnipeg At Home/Chez 
Soi project. 

By the end of the project, researchers 
will have a good idea of how participants 
fared under the Housing First approach, 
including whether they were able to stay 
in their home for an extended period of 
time, stay on their medications, or learn 
to control their addictions. As a recovery 
program, the goal of At Home/Chez Soi 
is to help people lead a better, safer and 
healthier life. 

Unlike participants who are housed, the 
treatment as usual group is tracked only by 
the researchers. Interviewers meet people 
at social service agencies, shelters, meal 
programs, project service team centres 
and coffee shops. Interviewers also go 
to Health Sciences Centre and other city 
hospitals, as well as the Selkirk Mental 
Health Centre. They have access to most 
of the judicial institutions in and around 
Winnipeg, says Isaak. “Typically the 
location is wherever the participant feels 
comfortable and has easy access to,” she 
says, adding that the follow-up rates for the 
housed and the treatment as usual groups 
are similar, at around 90 per cent.

The road to recovery
Soon after being enrolled in At Home/
Chez Soi, Enright was moving into his 
new home – the back half of a duplex 
in Point Douglas.

His new place came with the basics: 
a bed, table and chairs, cooking and 
bathroom gear, plus some living room 
furniture. It was spare, but compared 

to the homeless shelter, it was spacious, 
it was clean, and it didn’t have bedbugs. 
Simply put, it was home.

“The best part was that I could get my 
dog, Mandy, from where she was staying 
on a farm in Altona,” he recalls during 
an interview in his home as he rubs an 
affectionate hand over Mandy’s head, 
while her pup, Pete, crowds in. “Dogs 
aren’t allowed in the shelters, and it was 
too much to ask her to live on the streets. 
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It was just a start for me, but it meant so much.”
As a member of the Housing First group, Enright 

was enrolled with the Wi Che Win service team 
run by Ma Mawi Wi Chi Itata Centre – one of three 
agencies providing front-line services to the 275 
Housing First clients. The other service teams are 
the Assertive Community Treatment (ACT) team,  
operated by Mount Carmel Clinic, and the Ni Apin 
team, run by the Aboriginal Health and Wellness 
Centre of Winnipeg.

All the teams include people with “lived 
experience,” meaning they either have been 
homeless or are a relative or friend of someone 
who has lived on the streets. Some have battled 
addictions and/or mental health issues. They know 
what it takes to survive on the streets and can relate 
to the people in the program. 

The front-line worker’s job is to coach a case 
load of 15 people into maintaining their housing, 
while learning to get illnesses under control. They 
sit with people, sometimes without talking, patiently 
waiting until the client feels ready to share some of 
their life experiences, concerns and what they want 
to do with this opportunity. They find their clients 
in jails, in hospitals, in the depths of despair and 
in towering rages. They liaise with landlords, and 
talk with workers in agencies such as Employment 
Income Assistance, Justice and Child and Family 
Services. They inform people about the options 
available to them to deal with their addictions and 
life traumas, such as detox programs, addictions 
counselling, talking with Elders, learning about their 
culture and attending sweats.

The ACT team works with 97 participants,  
mostly First Nations or Métis, many who have 
severe mental health issues. The teams’ spirit name 
is “Wiisocotatiwin,” which means “working to help 
others find their cherished gifts.” Corrine Warkentin, 
Program Manager, says, “Our participants are 
gifted people.” Many are artists and poets. They are 
educated, have held jobs and raised families.

The ACT team supports participants in the area of 
justice, housing, life skills, and emotional, spiritual, 
mental and physical health. The team incorporates 
traditional values and healing in working with 
participants, through sharing circles, traditional 
ceremony and other teachings. ACT is made up of a 
psychiatrist, program manager, team leader, nurses, 
peer support, housing, justice and family support 
workers. But what makes the team unique is the 
trauma worker. Warkentin says the trauma worker 
is needed because many of the participants are 
survivors or intergenerational survivors of residential 
schools and the child welfare system. “We’re 
working with deeply traumatized people who have 
experienced much abuse,” she says. “They are 
amazing and resilient people and have survived so 
much.”

Ni Apin works with 79 project participants, 
who they refer to as “constituents” and uses 
the medicine wheel as a basis for how to teach 
people to walk their own journey to health, 
using both contemporary and traditional healing 
methods. Ni Apin has a drop-in centre with a 
kitchen, computers and a clothing depot, plus the 

A social enterprise
When At Home/Chez Soi was in the planning stages, potential landlords 
identified some concerns about housing the mentally ill homeless. 
Issues included worries about bedbugs, disturbances and damage to 
the suites and homes that would house project participants. 

Manitoba Green Retrofit was founded to address these concerns, 
according to Lucas Stewart, General Manager of the agency.

Among other things, Manitoba Green Retrofit does a pre-move-in 
check, deals with damage during the person’s tenancy and fixes the 
units after the person has moved out. 

“We go into a new unit and take initial photos and have a good 
look at its condition,” says Stewart. “Sometimes there are a lot of 
deficiencies. We want to make sure each unit meets the basics of 
safety. We make sure there is a working smoke alarm, working fridge 
and stove, and doors that are secure.”

Manitoba Green Retrofit does approximately 15 turn-overs a month, 
for people who are being moved out. They return the unit to its 
original condition, often fixing taps, doors and locks, flooring, windows, 
cabinetry, patching and painting. This is in addition to emergency 
repairs done while the person is living in a unit. “MGR is a social 
enterprise, and we have a mission: poverty reduction. We employ 
people from the neighbourhoods we’re working in. We provide them 
with the skills to do the job, and be employable elsewhere, if they want 
to move on,” says Stewart.  
Manitoba Green Retrofit employs six people full-time plus a few casual 
employees, and offers competitive prices, so any property manager 
in the city can hire them to fix housing units. “Right now, we’re 
looking after 170 units in the At Home project,” says Stewart, adding 
he employs At Home/Chez Soi project participants for various jobs. 
Michael Enright, for example, has worked for MGR, cleaning carpets 
and helping with a renovation project. 

The project also led to the creation of Housing Plus, which provided 
each housed participant with an “apartment in a box” – new items like 

beds, chairs, coffee makers and bathroom 
cleaning supplies. The choice to purchase 
new items came about to ensure bed bugs 
were not an issue.  
Housing Plus hires services such as SSCOPE 
and First Nation Sensation to help with 
cleaning apartments and moving tenants. 
SSCOPE (Self-Starting Creative Opportunities 

For People in Employment) is an 
employment service for people 

with mental health issues. First 
Nation Sensation is a new 

addition, providing moving 
services. 

“The beauty of the At 
Home project in Winnipeg 

is that we have so many 
people employed and 

trained,” says Susan Mulligan, 
Manager of Housing Plus. “I 

see this as our gift to the city. 
Once the project ends, people 

will have the skills to continue 
helping the homeless.”

Lucas Stewart leads 
Manitoba Green Retrofit.
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Betty Edel, Program 
Manager of Wi Che Win.

services of five support advocates, a 
housing procurement specialist, and 
a psychologist. A cultural advisor is 
available one day a week.

“All our constituents are Aboriginal,” 
says Darlene Hall, Executive Director 
of the Aboriginal Health and Wellness 
Centre of Winnipeg. That compares to 
55 to 65 per cent of clients reported 
to be Aboriginal on the other two 
teams. “We use a ‘made-in-Winnipeg’ 
model that uses holistic methods 
which incorporate traditional and 
contemporary methods,” says Hall. 

Ni Apin’s variation on the medicine 
wheel shows constituents where they 
start on the wheel and where they can 
progress to. “People can look back 
to where they were six months ago, 
and see their progress. It gives them a 
sense of accomplishment. It’s all about 
learning balance in their lives,” says 
Hall, adding that Ni Apin will offer 
classes in literacy and pre-employment 
skills in 2012, as people learn to 
overcome their addictions and are ready 
to move forward.

Ni Apin support advocates try to 
touch base with each of the 15 people 
on their list once a week. Hall says they 
spend a lot of time looking, because 
many of the formerly homeless people 
find that living in a small apartment is 
too lonely, so they often go out and seek  
their friends. Support advocates look 
for them in the shelters, food banks, 
medical clinics and other places they 
know their constituents like to hang out, 
says Hall.

Wi Che Win is responsible for 99 
project participants. They use an 
intensive case management system, 
with five case managers working five 
days a week. They offer a drop-in with 
a kitchen, the services of a psychologist, 
and cultural events such as sweats and 
elders’ teachings. They have women’s-
only and men’s-only groups. Their goal 
is to build a community that will last 
long beyond the At Home/Chez Soi 
project.

“Our program is set up to follow 
the seven sacred teachings, as a 
complement to western medicine,” 
says Betty Edel, Program Manager of 
Wi Che Win. “Rather than treating 
mental illness with medication 
only, we seek to help people 
work through their personal 
traumas as well as the issues 

that arise sometimes from the impact of 
societal systems on marginalized people. 
We are in a reciprocal relationship, 
where we are walking on a journey with 
them, not leading or pushing. Wi Che 
Win means ‘walk with me’ and we are 
here to support each other.”

Wi Che Win case managers also 
spend 80 per cent of their time in the 
community, talking with the people they 
have in housing, working with various 
social and health agencies, and acting 
as advocates. 

“So many people judge the 
homeless,” says Edel. “We try to 
be patient and accepting of people, 
knowing that it is not our journey. 
We are just being honoured by 
being allowed to walk with someone 
for a while. We assist a person to 
find a home, and share with them 
the expectations on them of their 
neighbours and landlord. We accept 
and understand that it is a learning 
process, which means sometimes things 
work out and sometimes they don’t.”

Edel doesn’t remember Elders talking 
specifically about mental illness as if 
it was something to deal with on its 
own. Instead, they spoke about finding 
balance in our mental, emotional, 
physical and spiritual state of being. 
When a person does not have a home, 
they are out of balance. Wi Che Win 
provides the supports to work through 
pain and trauma and come out the other 

44,460
Monthly cost in dollars for 
keeping a person in an acute 
care bed in hospital* 

4,500
The number of interviews to be 
done in two years of research for 
the program

2,000
Estimated number of homeless in 
Winnipeg**

505
The number of people enrolled in 
the At Home/Chez Soi project in 
Winnipeg

495
The monthly cost per person in 
dollars for a bed in a homeless 
shelter***

485
The number of dollars allotted to 
house each person in the project 
per month

170
The number of people who were 
housed as of November 2011

70
The percentage of Aboriginal 
people enrolled in the project

37
The percentage of women enrolled 
in the project

15
Average number of calls Manitoba 
Green Retrofit receives a month

0.8
Winnipeg’s rental vacancy rate

Sources:

*    Health Sciences Centre general  
     admissions
**  The Winnipeg Street Health Report
*** Siloam Mission

By the numbers
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one participant cried when his move-in was complete 
because he couldn’t believe that he had a home. 
Another 30-year-old man who had been homeless 
for most of his life was living under a bridge in -30 
C weather. He has been successfully housed, has 
connected with family and friends, and can manage 
his own medication. Others have decided to put 
themselves into treatment.  

A report by At Home/Chez Soi outlined some of 
the thoughts expressed by participants. For example, 
some clients commented on the “independence, safety 
and belonging” they felt from having their own home. 
Others said having their own place gave them a sense 
of “privacy, dignity and safety.”

The report noted that some participants felt the 
project gave them a chance at “restarting their life.” 
Others felt their lives were improving to the point 
where “some are thinking about going back to school 
or making changes in their lives to ‘keep my place.’”

Tina Shumilak is one of five support advocates at Ni 
Apin. She has been working with her constituents for 
two years, connecting them with counselling services 
and being an advocate on their behalf. 

“Four of my people have maintained their housing 
for a year. One man volunteers in the community, 
making bannock and crafts. He’s living in an 
apartment downtown, sees his doctor, and is very 
independent,” she says. “We’re learning so much 
about how to help people living on the streets get 
out of that life. (At Home/Chez Soi) is giving people a 
foundation, a place where they can live and start over. 
Having their own home gives people respect.” 

It’s not all smooth sailing. The report noted that one 
participant worried that without the structure one finds 
in a shelter, she might fall back into depression and 
drinking.

Nonetheless, Kematch says the early indications are 
that the project’s approach has made a difference in 
the lives of its people, a fact that she attributes to the 
hard work of all those participating in the program. 
“I want to pay homage to the landlords and all the 
community teams,” she says. “Huge barriers are 
coming down in the community.” 

While the project has been able to secure housing, 
it hasn’t always been easy, given Winnipeg’s 
excruciatingly low rental market of 0.8 per cent. 

“It’s such a struggle to find suitable housing. None 
of us would live in some of the houses and apartments 
we’ve found,” says Warkentin. “More needs to 
be done about funding, building and renovating 
sustainable housing into which homeless people can 
be moved.” 

It’s impossible to pay the rent and buy food on 
$485 a month in Winnipeg. Yet that’s what each 
person who is housed receives in the At Home/
Chez Soi project. Employment Income Assistance 
provides $285 a month for every person who is 
not employed, and At Home/Chez Soi provides 
$200 in a “portable housing benefit,” as 
each person has been identified as having 
some form of mental illness. “We have to 

side, on a journey that is directed by the person.
“There are people with biological problems, such as manic 

depression and schizophrenia, which can be treated medically. 
It is our job to ensure we are open to, and walk with people, 
as they look at all areas of their lives. In order to do that, 
we must look at the past and deal with it so we can move 
forward. We are here to share resources to help people heal 
themselves,” she says. 

The story so far
The At Home/Chez Soi research demonstration project ends 

in March 2013. At that time the research will be analyzed 
to determine whether Housing First works better than the 
Treatment First approach.  

But there are early indications that the Housing First 
approach has much to recommend. For example, the service 
teams say 170 project participants have been able to maintain 
their housing for an extended period of time, a remarkable 
retention rate for the population in question, according to 
Carla Kematch, who is a project consultant with At Home/
Chez Soi in Winnipeg.  

Then there are the personal stories. Kematch speaks of how 
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subsidize the rent for all our participants,” 
says Gabby Desjarlais, an intensive 
case manager at Wi Che Win. “All our 
participants are getting some food from 
food banks and going to the shelters for 
some meals.”

Gangs are another problem. They prey 
on the vulnerable. There are instances 
where gangs have identified and pushed 
out a project participant from their home, 
in order to use it as a base for selling 
drugs and prostitution until the police are 
notified. 

The project participants themselves 
can be a challenge to house. Some 
invite others to live with them, including 
extended families or people they know 
from the streets. Parties get out of hand, 
with people arrested for drunken behaviour 
and damage to suites. Others have intense 
medical needs, and cause disruption to 
their fellow apartment dwellers just by the 
number of times an ambulance needs to 
be called. 

“Sniff (use of solvents) is the hardest to 
work with,” says Hall. “We have some 
people who have been housed, and 
rehoused, because they continue to use 
solvents. And they invite their friends in 
for a party, and get thrown out by the 
landlord.” 

Still, these are small problems compared 

to what has been achieved. 
“This is the year when we hope to see 

real improvement in our people,” says Hall 
about 2012. “By having a home, they can 
work to get their addictions and illness 
under control. They can move forward, 
learning new skills.”

    A brighter future 

There is no question Enright has been 
helped by At Home/Chez Soi. New skills 
are helping him move forward, giving him 
focus. His role in the Focusing the Frame 
exhibit was a part of the process.

About 50 people turned 
out to the opening night 
of the exhibit, which 
was held at the United 
Way building on Main 
Street last November. The 
exhibit was designed to 
provide project members 
like Enright with a chance 
to visually express their 
experience of being 
housed. A dozen project 
participants were given 
cameras and guidance by 
local photographer Stan 
Rossowski, who helped 
them tell their stories 
through photos. 

Enright found the 
exercise rewarding. “I 
worked with Stan and the 
others, getting the exhibit 
going. We wanted to 
show what it means to 
be homeless, and then to 
be given a home,” says 
Enright. Not only did 
he learn about digital 
photography, he also 
enjoyed the opportunity to be creative 
and have his work viewed by others.

Enright believes At Home/Chez Soi 
has helped him turn a corner in his bid 
to regain the kind of life he once had. 
Now that he has his own kitchen, he can 
prepare his own meals and eat a healthier 
diet. Sleeping in his own bedroom is far 
superior to roughing it on the street  
or on a cot with many others  

in a shelter.  
Still, he has a ways to go. 
He doesn’t work full-time, 

although he has picked up work here 
and there with Manitoba Green Retrofit, 
a social purpose enterprise that was 
launched to support landlords working 
with At Home/Chez Soi. 

In the meantime, Enright spends much 
of his day simply doing what it takes to 
stay alive. He visits Siloam Mission for 
meals and company, walking his dogs, 
and walking to counselling. “I go to Ma 
Mawi to talk to their psychiatrist and also 
the Union Gospel Mission for counselling. 
Also, I go to a dual-diagnosis group at 
the Micah House on Main Street. If I start 
feeling bad, I know I have to go to talk to 
someone about it, or it will get really bad.”

It’s been a long road home for Enright.
“Now that I have a place of my own, 

I can work on my problems,” he says, 
looking at a print of his green caterpillar 
photo hung on the wall at his home, his 
beloved dogs nearby. “My goal is to stay 
well, to pay my rent and keep my little 
pack together.”

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

At left: Michael Enright. Above: A photo of a caterpillar 

taken by Enright for the Focusing the Frame exhibit.
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Trailblazer

Dr. Catherine Cook
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Born and raised on Matheson Island, located midway 
up Lake Winnipeg, Cook took a position as a family 
physician with the University of Manitoba’s Northern 
Medical Unit in 1989, shortly after graduating from the 
University of Manitoba’s Faculty of Medicine. For much 
of the next six years, she lived out of a suitcase as she 
flew into the remote communities that dot the top half 
of the province, providing care to the First Nation, Inuit 
and Métis residents who live there.  

“The first year that I worked in the North, I went 
wherever they sent me,” says Cook. “I worked in Peguis, 
Norway House, Churchill, Bloodvein, St. Theresa’s 
Point, Grand Rapids…”

Cook has always had a deep affection for these tightly 
knit communities, where the cultural traditions of First 
Nations and Métis were as diverse and captivating as 
the region’s picturesque landscape. “The land is very 
beautiful,” she says. “So it was kind of a no-brainer 
coming to work there after I became a doctor.”

In addition to the rugged beauty, however, Cook also 
gained a glimpse into something else: the challenges 
that people living in these communities face, especially 
when it comes to accessing health care.

Indeed, just getting access to care is an issue. Cook, 
for example, was one of a handful of physicians 
providing care in an area covering hundreds of 
thousands of square kilometres. Some patients had 
serious medical conditions, such as tuberculosis or 
diabetes – made all the more difficult to manage by 

lack of access to health-care services. Things people 
in southern Manitoba take for granted – such as fresh 
vegetables and fruits, and adequate housing – were 
hard to come by and costly in the North, often more 
than residents’ limited budgets could afford. And well- 
paying jobs, infrastructure like paved roads, sewage and 
running water were few and far between.

Not surprisingly, Cook emerged from her northern 
adventure determined to make things better. “That 
whole issue (of health care in the North) has kind of 
consumed my life from a very early-on period,” she 
says. “As a reasonably young and inexperienced family 
physician, I just didn’t understand why health care 
wasn’t simpler than it was.” 

Over the years, Cook, who is Métis, has worked to 
improve the delivery of care, first as a physician and 
then as an administrator and professor. Today, she holds 
the joint position of Associate Dean of First Nations, 
Métis & Inuit Health at the University of Manitoba’s 
Faculty of Medicine and Vice-President of Population & 
Aboriginal Health for the Winnipeg Health Region.

But her work does not stop there. In addition to her 
administrative and academic duties, Cook is also the 
Manitoba lead for a national grant that is helping to 
redefine the nature and scope of Aboriginal health 
research across Canada. The capacity-building grant 
is called Networks Environment for Aboriginal Health 
Research (NEAHR). According to the Canadian Institutes 
of Health Research, which funds the grant, NEAHR 

Dr. Catherine Cook has travelled the province 
as a fly-in physician, providing primary care 
to Aboriginal people living in the remote 
communities of Manitoba. Now, she leads a 
research program that seeks to improve care for 
First Nations people throughout the province.

By Joel Schlesinger

Dr. Catherine Cook knows a thing or two about the challenges 
of delivering health care in Manitoba’s North.
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is essentially a network of 
centres across Canada that 
focus on Aboriginal health 
issues and help support and 
develop Aboriginal health 
researchers. In doing so, it 
is helping to build a critical 
mass of Aboriginal doctors, 
nurses, specialists and 
researchers who understand 
the challenges and needs of 
Canada’s First Nations, Métis 
and Inuit people.

For Cook, the importance 
of Aboriginal health research, 
or, more precisely, health 
research done in collaboration 
with Aboriginal people, 
cannot be overstated.   

First Nations, Métis and 
Inuit peoples make up 
only about four per cent of 
Canada’s overall population, 
but in Manitoba, they 
represent more than 17 per 
cent of the population, and 
they are the fastest growing 
demographic in the province. 

Statistics Canada forecasts 
that by 2017, 31 of 100 
births in Manitoba will be 
Aboriginal, up from 26 of 
100 in 2006. The number of 
Aboriginal youth is projected 
to account for 23 per cent of 
all Manitobans between the 
ages of 20 and 29 by 2017.

But First Nations, Métis and 
Inuit peoples also suffer from 
more illness and, as a result, 
often have shortened life 
expectancies.

Here are a few facts to 
consider: 

• Statistics Canada reports 
that infant mortality among 
Inuit people is three times 
the national rate, and for First 
Nations, it’s twice the national 
rate. 

• Health Canada reports 
that Aboriginal people have 
higher rates of chronic 
diseases. For example, Type 2 
diabetes affects First Nations 
and Métis people three to five 
times more than the general 
population. They also face 
higher incidence of infectious 
diseases. Rates of tuberculosis 
are 10 times higher among 
First Nations and Inuit. 

• Life expectancies of 
First Nations people are also 

Aboriginal Health Research in Manitoba
Aboriginal health research takes 
place on many levels and involves 
investigators from many fields of 
academia. But much of the research 
being done is conducted by a core 
of researchers affiliated with the 
Department of Community Health 
Sciences at the University of Manitoba’s 
Faculty of Medicine, either through the 
Section of First Nations, Métis and Inuit 
Health at the Manitoba First Nations 
Centre for Aboriginal Health Research 
(MFN CAHR) or at the Manitoba 
Centre for Health Policy. The Section 
of First Nations, Métis and Inuit Health is 
within the Department of Community 
Health Sciences and comprises the 
MFN CAHR, the Northern Medical Unit 
and the Centre for Aboriginal Health 
Education. All research projects are 
done in collaboration with Aboriginal 
communities throughout Manitoba.   

What is MFN CAHR?

Located at the University of Manitoba’s   
Bannatyne campus, MFN CAHR is 
the operating base for a number of 
researchers. Among other things, the 
centre initiates, conducts and supports 
research in the following areas:

• Population and public health 
• Health services 
• Clinical 
• Biomedical-genetics 
• Health information systems 

Cross-cutting themes include gender, 
life-course, research/biomedical 
ethics, community-based, knowledge 
translation, and training/capacity- 
building.

What is the Networks Environment for 
Aboriginal Health Research (NEAHR)?

NEAHR was established by the 
Canadian Institutes of Health Research 
to fund Aboriginal health research in 
select centres across Canada. The 
NEAHR grant in Winnipeg is headed 
by Dr. Catherine Cook, who is the 
principal investigator. The NEAHR team 
consists of 16 members, all of whom are 
involved in Aboriginal health research 
within Manitoba. The main focus of 
NEAHR in Manitoba is to support the 
building of research capacity within 
the province in three ways:  

1) Funding basic research into  
    Aboriginal health issues. 
2) Supporting efforts to enhance  
    communication and co-operation  
    between researchers and Aboriginal  
    communities.
3) Supporting Aboriginal students in 
their master’s or Ph.D studies so they 
can get the education and experience 
they need to become experts in their 
field of research. 
 
The NEAHR grant builds on previous 
“capacity building” efforts funded by 
CIHR for more than a decade. Last 
year, NEAHR approved research grants 
in Manitoba totalling $450,000. 

The following is a list of some of the 
Aboriginal health research projects 
underway in Manitoba with the support 
of NEAHR or by members of
the NEAHR team.

The Development of an International 
Indigenous Academic Health Network, 
Catherine Cook, Marcia Anderson 
DeCoteau, Barry Lavallee, Karen Harlos

The concept of academic networks 
as a means for promoting knowledge 
creation and exchange in the field of 
indigenous health has emerged over 
the last decade, although the efficacy 
of such networks has not been explicitly 
described in the literature. 
Building on the work of others 
who have attempted to establish 
international collaborations in research, 
curriculum development and graduate 
degree programs, a subgroup of 
the NEAHR team at the University of 
Manitoba’s Faculty of Medicine is 
leading a project that seeks to develop 
an international academic network in 
indigenous health that will stimulate 
knowledge creation and mobilization 
across three domains: medical 
education, health research and health 
service delivery. In partnership with 
representatives of faculties of medicine 
in four other international locations 
(New Zealand, Australia, Hawaii 
and New Mexico), the network will 
facilitate academic exchanges that 
are intended to influence change 
within these domains. Using an 
intervention research approach,  
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Aboriginal Health Research in Manitoba the impact of participation in  
this network on advancing 
indigenous health priorities in medical 
education, research and service 
delivery at the multiple sites will be 
evaluated.  

Infant and Maternal Health and 
Related Health Care, Education, 
and Social Service Utilization in the 
Manitoba Métis population (Phase 1).  
The International Indigenous Infant 
Mortality Collaboration – Sharing and 
Comparing Indigenous Population 
Health Data (Phase 2), Sheila Carter 
& Judith Bartlett (Co-Principal 
Investigators)

It has been demonstrated that the 
health of Manitoba Métis lags behind 
that of the rest of the province, 
with rates of most chronic diseases 
higher for Métis than for all other 
Manitobans. While infant mortality 
rates appear statistically similar for 
the two groups, the Manitoba rate 
is significantly higher than that for 
Canada as a whole, suggesting an 
elevated rate for Manitoba Métis 
relative to other Canadians.
This study will provide the first in-
depth exploration of infant mortality 
and related actors in the Manitoba 
Métis population. Also, for the first 
time, the International Indigenous 
Infant Mortality Collaboration 
(IIIMC) will provide an opportunity 
for transparent “community to 
community” data comparisons 
internationally, utilizing complete 
and accurate data describing 

cause-specific infant mortality from 
indigenous communities in Australia, 
Manitoba, New Zealand and the 
United States. Analyses conducted 
by each community will be brought 
together in a single report in order to 
explain why genetically diverse and 
geographically dispersed indigenous 
groups suffer from the same similar 
health outcomes related to infant 
and maternal health.

Sniffing Around the Issue: A 
Preliminary Investigation into the 
Relationship Between Solvent Use 
and HIV Risk, Margaret Ormand 
and Keith Fowke (Co-Principal 
Investigators)

There is a lack of information on 
the biological and social effects of 
solvent use on the risk of HIV infection 
and HIV disease progression. Solvent 
users are among the most vulnerable 
populations and yet there is a lack 
of information about practices and 
risk factors that would help inform 
targeted prevention programs. 
Anecdotal evidence suggests that 
once becoming HIV infected, the 
rate of HIV disease progression 
among solvent abusers is very rapid. 
Very little is known about the effect 
of these powerful solvents on the 
mucosal membrane and the effects 
on the immune system. This proposal 
brings together a multidisciplinary 
team of researchers and community 
organizations and seeks to:
- Consult with solvent users to   
  determine their priorities.

- Strengthen partnerships with   
  community organizations.
- Translate knowledge about solvent  
  abuse to the lay and scientific   
  communities.
- Prepare a multidisciplinary grant  
  that explores the biology of solvent  
  abuse. 

Leaving for the City: An exploration 
of Cultural Social, Health and 
Economic Dimensions of Manitoba 
First Nations Relocating to Urban 
Centres to Access Medical Care, 
Josée G. Lavoie

Access to health services on 
Manitoba First Nations communities is 
limited to select services. These gaps 
in services often result in residents 
relocating to larger centres to seek 
medical care. Only a few studies 
have explored the impacts of 
policies and a health-care delivery 
system that relies on or promotes 
medical relocation. The purpose of 
this study is to document the cultural
social, health and economic impacts 
that Manitoba First Nations individuals
and families experience when
faced with the need to relocate for
medical services for an extended
period of time. Among other things,
this study explores the kinds of
supports and services used and
needed to best meet the needs of
people during medical relocation
and determine how best to minimize
the need for medical relocation in
Manitoba.

The inspiration and vision for the logo came to artist Deborah Wilde from 
an Elders health gathering.

The turtle represents a creation story. This symbol seems appropriate 
for Manitoba First Nations Centre for Aboriginal Health Research, as 
the Centre’s mission is to create new knowledge that is reflective of 
indigenous cultural and social realities. The arrows going in and out 
of the turtle’s image represents the taking in of information (research) 
and the giving back of information (dissemination). The turtle’s back 
represents the medicine wheel and the teachings. The four directions 
are representative of the four races on the earth, the four stages in 
the life cycle and the physical, spiritual, emotional and psychological 

aspects of health.

More information about MFN CAHR’s research activities and the NEAHR 
program can be found at www.umanitoba.ca/faculties/medicine/units/
community_health_sciences/departmental_units/cahr/index.html 
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With a joint position as Vice-President of Population and 
Aboriginal Health for the Winnipeg Health Region, and 
Associate Dean of First Nations, Métis and Inuit Health 
at the University of Manitoba’s Faculty of Medicine, Dr. 
Catherine Cook plays an important role in shaping the 
nature and scope of Aboriginal health care and research 
in Manitoba.

Born and raised on Matheson Island, which is located at 
the narrows of Lake Winnipeg, Cook graduated from the 
University of Manitoba’s Faculty of Medicine in 1987 and 
soon after took a position as a family physician with the U 
of M’s Northern Medical Unit. 

In 2000, Cook joined the Winnipeg Health Region as a 
medical officer of health. She played a leading role in 
developing its Aboriginal Health Strategy and also served 
as a special advisor to the Manitoba Minister of Health 
during the H1N1 influenza outbreak in 2009. 

Career profile: 
2010 to present: Vice-President, Population and Aboriginal 
Health, Winnipeg Health Region; Associate Dean, First 
Nations, Métis and Inuit Health, Faculty of Medicine, 
University of  Manitoba  
2009 to 2011: Special Advisor to the Minister of Health on 
H1N1 issues   
2006 to 2010: Executive Director, Aboriginal Health 
Programs, Winnipeg Health Region 
2005 to 2010: Founding Director, Centre for Aboriginal 
Health Education, Faculty of Medicine, University of 
Manitoba  
2004 to present: Nominated Principal Investigator, 
ACADRE and NEAHR Grants, Canadian Institutes for 
Health Research  
2004 to 2010: Co-Director, Manitoba First Nations Centre 
for Aboriginal Health Research, Faculty of Medicine, 
University of Manitoba

2000 to 2006: Regional Medical Officer of Health, Regional 
Director, Aboriginal Health Services, Winnipeg Health 
Region  

1996 to 2000: Director, Health Programs, First Nations and 
Inuit Health Branch, Health Canada  
1995 to 1996: Regional Medical Officer of Health, 
Manitoba Health, Nor-Man Region  
1991 to 1996: Associate Director, J. A. Hildes Northern 
Medical Unit, Faculty of Medicine, University of Manitoba  
1994 to 1998: Primary Care physician at Aboriginal Health 
and Wellness Centre, Women’s Health Clinic, Mount 
Carmel Clinic, St. James Medical Clinic  
1989 to 1995: Fly-in physician to remote communities in 
northern Manitoba, J.A. Hildes Northern Medical Unit, 
University of Manitoba 

Publications/Articles
How Can the Health Community Foster and Promote the 
Health of Aboriginal Children and Youth? Paediatric Child 
Health 2005; 10 (9): 549-552, Moffatt M., Cook C.L.

Aboriginal Child Health and the Social Determinants: 
Why are These Children so Disadvantaged? Healthcare 
Quartlerly, Vol. 14: pp 42 – 51. Special Issue, October 2010, 
Postl, B.D., Cook, C.L., Moffatt, M. 

The Métis Need to Know Study: Using a Novel Knowledge 
Translation Model to Bridge the Research Practice Gap. 
“Knowing Your Roots: Indigenous Medicine, Health 
Knowledge and Best Practices,” International Network 
of Indigenous Health Knowledge and Development 
(INIHKD) Conference, May 24-28, 2010, Poulsbro, 
WA. (poster), Hoeppner, N., Bartlett, J., Martens, 
P., Neufeld, R., Cook, C., & Elias, B. 

Barriers and motivators of prenatal care 
utilization among inner-city women. Society 
for Pediatric and Perinatal Epidemiologic 
Research (SPER) 23rd Annual Meeting. 
Seattle,  Poster presentation, June 23, 2010, 
Heaman, M., Sword, W., Moffatt, M., Elliott, L., 
Helewa, M., Gregory, P., Cook, C., Tjaden, L., 
& Morris, H.  (2010). Heaman, M., Sword, W., 
Moffatt, M., Elliott, L., Helewa, M., Gregory, P., 
Cook, C., Tjaden, L., & Morris, H.  

shorter compared to other Canadians. 
First Nations men live on average seven 
years less than other Canadian men, and 
First Nations women live five years less 
than other Canadian women. The rate 
of premature deaths among Métis is also 
higher than the average – 4.0 deaths per 
1,000 people aged 0 to 74 compared with 
3.3 per 1,000 for all other Manitobans. 
In Winnipeg’s Downtown and Point 
Douglas areas, the rates are 7.6 and 
6.2 per 1,000, respectively, according 
to a study produced by the Manitoba 

Métis Federation and the University of 
Manitoba’s Manitoba Centre for Health 
Policy entitled, Profile of Métis Health 
Status and Healthcare Utilization in 
Manitoba: A Population–Based Study.

• Statistics Canada reports that First 
Nations and Inuit people have higher 
rates of suicide, especially among young 
people. The suicide rate of First Nations 
youth is five to six times higher than the 
national average, and for Inuit youth, 
it’s 11 times higher. In fact, suicide has 
become the single greatest cause of injury-

related deaths for First Nations and Inuit 
peoples. In Manitoba, Métis prevalence of 
suicide or attempted suicide was 38 per 
cent higher than other Manitobans, the 
MMF and U of M study found. 

That First Nations people face serious 
health issues is not new. But the growth 
of the Aboriginal population and its 
increasing demographic and economic 
importance does bring new urgency to 
efforts to understand and address these 
and other health issues. In order to do that, 
one must first understand the underlying 

BIO: Dr. Catherine Cook
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causes.
Dr. Kathi Avery Kinew is the Manager of 

Research and Social Development for the 
Assembly of Manitoba Chiefs, a member of the 
NEAHR team, and an author of several studies on 
the health of First Nations people.

She explains that First Nations health problems 
are rooted in geographical barriers, a lack of 
economic opportunities, poor housing and 
living conditions, and other social and political 
problems that have their roots in more than 200 
years of colonialism, racism and oppression. 
“There are centuries of oppression that we’re 
trying to come out from under,” says Kinew, 
who has earned her Ph.D from the University of 
Manitoba. “We’re trying to come out from under 
the Indian Act, residential schools and all these 
other obstacles that developed under colonialism. 
These are what are making people sick.”

Cook says these problems have been 
exacerbated by inter-governmental wrangling 
when it comes to providing care. “It’s always 
been a real challenge to organize very seemingly 
simple programs, which would benefit people 
in an equitable way, because of something I call 
jurisdictional ambiguity,” she says in reference 
to the relationship between the federal and 
provincial governments with regard to their 
responsibilities for providing health care to First 
Nations, Métis and Inuit in Manitoba. 

“The federal government has responsibility for 
some health services for First Nations clients and 

for the health benefits that First Nations people 
access,” she says. “They’re basically responsible 
for making sure that First Nations people have 
access to health services.” The province is 
responsible for providing insured health care 
services. “So there’s a need for the two to come 
together and plan for the services for First Nations 
clients, but it doesn’t always work that way 
because there are certain things that the federal 
government doesn’t do and there are certain 
things that the provincial government doesn’t do,” 
she says. 

A diabetes screening program, for example, 
is typically administered and funded by the 
province. Traditionally, however, these services 
aren’t provided on reserves – even though they’re 
sorely needed. The provincial government could 
provide screening on reserves, but that would 
prove difficult because the support services aren’t 
always available. 

“For example, it would be quite simple, 
theoretically, for the province to provide the 
screening on the reserves and for the two of them 
– the province and the federal government – to 
come together and say, ‘Okay, in order to meet 
the needs of people who have diabetes, these are 
some of the services we could put in place,’” she 
says. “But it’s been a challenge.” 

One example where the challenge has been 
overcome is the Manitoba First Nations Diabetes 
Integration Project (DIP), led by nurse Caroline 
Chartrand and Dr. Barry Lavallee (a NEAHR 
Co-Investigator and Director of the Centre for 
Aboriginal Health Education). The DIP serves 
twelve First Nations communities through 
activities focused on prevention strategies, clinical 
assessments, and interventions in nutrition, foot 
care, and mental health supports. The Diabetes 
Integration Project, funded by the Federal 
Aboriginal Diabetes Initiative, is mandated by the 
Assembly of Manitoba Chiefs and reports to the 
Chiefs Task Force on Health.

A key to overcoming these types of problems 
lies with self-determination, which is considered 
one of the social determinants of health.

As Kinew explains, there are many important 
social determinants of health for First Nations, 
Métis and Inuit peoples, including income, 
education, unemployment and job security, early 
childhood development, housing, Aboriginal 
status, race, gender and disability. But self-
determination may be the most important. “Self-
determination is a major social determinant of 
good health because now people are starting to 
make decisions that they were denied the ability 
to make before,” she says. 

She points to the Indian Act of 1876, a piece 
of legislation that reflects the pervasive colonialist 
attitudes of the European settlers at the time who 
had claimed Canada as their own. The act sought 
to assimilate Aboriginal people into the dominant 
culture. It largely hamstrung Aboriginal people’s 
self-determination, putting them under control 
of federal government bureaucrats, known as 
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Indian Agents, who could arbitrarily 
make decisions for Aboriginal people. 
This history of paternalism has often 
fostered a sense of distrust between 
Aboriginal communities and Canadian 
institutions, such as government, the 
health-care system and social services. 

Funding through NEAHR, and its 
predecessor, Aboriginal Capacity and 
Developmental Research Environments 
(ACADRE), has helped address some 
of the issues around self-determination. 

To the casual observer, NEAHR 
and ACADRE may seem like one of a 
number of programs that help propel 
the world of medical research. But an 
argument could be made that these 
little-known programs have helped 
lay the groundwork for a fundamental 
transformation in the way Aboriginal 
health research is conducted in 
Canada. 

ACADRE was first established in 
2001. At the time, CIHR officials 
recognized that while there were 
a number of research projects 
taking place within the field of 
Aboriginal health, there was a need 
and an opportunity to build a more 
comprehensive research network, 
one that would enhance the value of 
Aboriginal health research in Canada.

In Manitoba, that effort was led by 
several people, including Dr. John 
O’Neil, who was the initial ACADRE 
grant recipient and who helped push 
forward Aboriginal health research 
in Manitoba. “Winnipeg was one of 
four initial sites that received ACADRE 
grants,” says Cook. “The first one 
focussed on supporting Aboriginal 
students interested in health research 
or (non-Aboriginal) students interested 
in Aboriginal health research. That was 
under the leadership of John O’Neil 
and his team. He had partnerships 
with the Assembly of Manitoba Chiefs 
and a real strong group of researchers 
at the university who have focused on 
Aboriginal health research.”

Cook joined this group during the 
second phase of ACADRE in 2004. 
By the time ACADRE morphed into 
NEAHR, Cook took over as the 
principal investigator, or lead, for the 
program in Manitoba.

With NEAHR, the initial support 
for Aboriginal health research was 
expanded from the University of 

NEAHR members 

Leona Star and  

Dr. Michael Hart.

Manitoba to include representatives of 
the University of Winnipeg, University of 
Brandon, and the University College of the 
North. In addition, the focus of the NEAHR 
grant was more sharply focused on the 
need to build capacity for research within 
Aboriginal communities. 

“The focus went more towards building 
capacity for First Nations communities 
to do research as Aboriginal people, and 
Aboriginal communities,” says Cook. “It 
wasn’t just focused at the university.”  

Essentially, the capacity building efforts 
through NEAHR fall into three basic 
categories:

1) Funding basic research into Aboriginal 
health issues. 

2) Supporting efforts to enhance 
communication and collaboration between 
researchers and Aboriginal communities.

3) Supporting Aboriginal students in their 
master’s or Ph.D studies so they can get 
the education and experience they need to 
become experts in their field of research.

Cook says the change in focus means that 
some NEAHR funding is now able to flow 
directly to the Assembly of Manitoba Chiefs 
and to the Manitoba Métis Federation to 
support the research projects and capacity 
building that they want. In doing so, NEAHR 

is helping to foster an environment that 
will lead to better research and educational 
opportunities, which, ultimately, will 
lead to greater access to medical and 
social services. “Research has not always 
been a positive experience for Aboriginal 
communities,” Cook says. “Traditionally, 
researchers would choose a topic and 
enter a community not necessarily with the 
knowledge of the communities, and the 
ethics approval didn’t acknowledge the role 
of that community, and the information was 
rarely shared with the community.”

NEAHR has helped change that. Since 
it was started 11 years ago, it has helped 
improve relations between the University 
of Manitoba’s Faculty of Medicine, the 
University of Winnipeg, the Manitoba Métis 
Federation, Assembly of Manitoba Chiefs 
and other stakeholders, including – most 
importantly – First Nations, Métis and Inuit 
people. “What NEAHR has really done,” she 
says, “is build bridges and build capacity 
between the University and the First Nations 
and the Métis to allow that dialogue so 
research projects involve First Nations at 
the community level, so questions that 
are important to First Nations are being 
answered,” Cook says.

Put another way, “The focus on the 
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research question is one that is important 
to communities as opposed to one that 
is important primarily to the researcher.” 
Cook says this fundamental shift in the way 
Aboriginal health research is conducted is 
one reason why “the AMC is so positive 
about relationships through NEAHR.” 

For example, she said the Assembly 
of Manitoba Chiefs was able to draw on 
funding from NEAHR to help create a 
process for ethical approval of all research 
that affects First Nations people. NEAHR 
funding also helped AMC to support the 
Health Information Research Governance 
Committee, which essentially helps vet  
research proposals. 

“What we supported through NEAHR 
was building the capacity with AMC for 
ethics approval and research engagement 
between the university and the First 
Nations,” Cook says, noting that the 
process was developed in consultation 
with AMC by NEAHR member Dr. Michael 
Hart, Canada Research Chair in Indigenous 
Knowledges and Social Work and assistant 
professor in the Faculty of Social Work at 
the University of Manitoba.

“NEAHR helped build capacity with 
the Assembly of Manitoba Chiefs to make 
sure that research wasn’t done without 
First Nations involvement. The researchers 
find this a huge benefit. It just makes the 
relationship building so straightforward, 
whereas before there was a real lack 
of trust,” she says. “By supporting the 
Assembly of Manitoba Chiefs, it means all 
researchers can come to the First Nations, 
present their proposal, and then the 
community will assign someone to work 
with them (the researcher) to refine it so 
that it meets the needs of the community.”

Leona Star is a policy analyst at the 
Assembly of Manitoba Chiefs and a 
member of NEAHR. She also works on 
the First Nations Regional Health Survey 
(RHS) as well as the upcoming Regional 
Education Early Childhood Development 
Survey. NEAHR provides funding for 
AMC’s Health Information Research 
Governance Committee to meet and 
provide oversight and guidance to the 
RHS, as mandated by the Chiefs.

“The RHS is the only survey in the world 
that is designed, delivered and controlled 
by indigenous people,” she says. 

The RHS is a holistic survey that looks 
at the social determinants of health such 
as income, education, housing, culture 
and language, and the intergenerational 
impacts of residential schools. “The 
Regional Health Survey asks those 
questions that are relevant to First Nations, 
such as residential schools, suicides, the 
quality of housing, and the cost of food.” 

In its third phase since it began in 1996, 
the survey is internationally recognized. 
“This survey has been reviewed by 
Harvard and is considered unique in the 
world in terms of the way it’s governed 
and First Nations led and implemented,” 
she says. “First Nations have been 
engaged in every single stage of that 
research process, and now we have valid 
data to help move programs forward or 
help create effective programs within 
communities.”

Through its capacity-building efforts, 
NEAHR has enhanced the value of 
numerous research projects. One example 
is a study on housing and tuberculosis 
conducted by Dr. Pam Orr, a professor of 
Internal Medicine, Medical Microbiology 
and Community Health Sciences at the 
University of Manitoba’s Faculty of 
Medicine, and Dr. Linda Larcombe, 
assistant professor of Internal Medicine 
and Medical Microbiology. The research 
study was co-authored by Chief Joe 
Dantouze, of Northlands Denesuline First 
Nation, and the late Chief Lloyd McKay, of 
Tootinaowaziibeeng First Nation.

Another is a study into prenatal care 
for inner-city Aboriginal women by Dr. 
Maureen Heaman, (CIHR) Chair in Gender 
and Health at the Faculty of Nursing, and 
Dr. Michael Moffatt, Executive Director for 
Research and Evaluation for the Winnipeg 
Regional Health Authority, and a professor 
in the Departments of Community Health 
Sciences and Paediatrics and Child 
Health at the Faculty of Medicine. That 
study looked at what accounted for the 
differences between those who received 
good care and those who didn’t. Cook and 
others from the Winnipeg Health Region 
also collaborated on the prenatal study. 
In both cases, says Cook, the fact that the 
lead researchers were able to take their 
proposals to the AMC’s HIRG facilitated 
dialogue between all the parties on how 
to enhance the research in question ”and 
make it better.”

Cook says NEAHR also supports 
research projects that touch on social 
work, economics and even historical 
research. Dr. Mary Jane McCallum, for 
example, is a historian at the University of 
Winnipeg who completed her thesis on the 
history of First Nations nurses in Canada. 
She received a fellowship through NEAHR 
to help with the study.

Cook says McCallum’s work is important 
to the bigger picture – that is improving 
overall well-being for Aboriginal peoples. 
“If you look at some of the reasons why 
First Nations women were excluded from 
nursing and other higher education, you 
really are focusing on the history of First 

Nations people overall.”  
First Nations women have historically 

been excluded from nursing, not just 
as a result of decades of societal and 
institutional racism, but also because they 
faced geographical challenges in accessing 
the nursing schools because many didn’t 
live near the post-secondary schools.

It’s a point that resonates with Cook. She 
spent much of her later childhood years 
a 12-hour bus ride away from her family, 
attending school at Cranberry Portage 
Frontier Collegiate north of The Pas.

“All those things, like actually living 
in the town where you’re seeking your 
education, can be quite significant 
barriers,” Cook says. “Dr. McCallum 
followed that history of overcoming these 
barriers and having initial role models and 
initial mentors in that system.”

While there is no question that the 
support for Aboriginal research through 
NEAHR and other programs will benefit 
the communities directly involved, Cook 
says the benefits do not end there.

“People see Aboriginal research as only 
relevant to Aboriginal people. But, some of 
the things you can learn about community 
dynamics, social engagement and 
community capacity are really important 
and can be applied universally.”  

As principal investigator for NEAHR 
in Manitoba, Cook continues to look for 
ways the research grant can be used to 
further the goals of supporting Aboriginal 
health research. But she is also extremely 
appreciative of the people who laid the 
groundwork for all the work that has been 
done over the last decade or so, starting 
with ACADRE and then with NEAHR. She 
lists the names of people well known in 
this province’s closely-knit health research 
community and who played important 
roles in making Manitoba a leader in 
Aboriginal health research, people like 
Heaman, Moffatt, and Orr, as well as 
Pat Martens, Director of the Manitoba 
Centre for Health Policy and a professor 
in the Faculty of Medicine’s Department 
of Community Health Sciences; Sharon 
Bruce, an associate professor in the 
Community Health Sciences Department 
at the University of Manitoba’s Faculty of 
Medicine; and Brenda Elias, an assistant 
professor in the Community Health 
Sciences Department and a former Co-
Director of MFN CAHR. “They were all 
the original people on the ACADRE grant,” 
says Cook, “and they continue to do work 
today. I am just fortunate to have been 
able to continue the work as the principal 
investigator for the grant.”

Joel Schlesinger is a Winnipeg writer.
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10 questions

1. What is advance care planning and why is it important?
Advance care planning is a term used to describe the process of thinking about what 

is important to you in your care and treatment in the event that you cannot speak for 
yourself. You need to talk about it with those that are important to you. Make sure they 
know what you want and then share it by writing it down. 
   We all have an opportunity to prepare, plan, execute and follow up on all aspects of 
our lives to be successful, in wealth and in health. Most of us take health for granted. 
This is particularly true when one is young, full of vitality and has a false sense of 
security. But whether you are young or old, accidents and illness may put a damper on 
hopes and dreams, and shock even robust individuals in the prime of life.

Most of us have close family and friends that we can confide in and trust to advocate 
for us if we are unable to do so due to injury or illness. Advance care planning requires 
serious thought about how you would want to be treated under different situations if 
you were not able to advocate for yourself. It is important to express these wishes in 
advance to your close family, confidantes and health-care providers, so you receive the 
quality of care you deserve and continue to enjoy a good quality of life consistent with 
your future plans. 

2. What is a Health Care Directive? 
A Health Care Directive is a document crafted by you with help from your next 

of kin or health-care provider that spells out your treatment wishes in detail when 
there is hope that the outcome will be favourable, and reject those that may be futile, 
inappropriate and end with “decreased quality of life.” The wishes expressed in your  

PLAN AHEAD
What you need to know about 

advance care planning

It can happen to anyone at any time. One day you 

are in perfect health, the next you are in the intensive 

care unit. With family and loved ones gathering at the 

hospital, the inevitable questions arise: What happens 

if you can’t make decisions about your care? Who 

should make decisions on your behalf and how will they 

know what you would want? These are just some of 

the questions that could be avoided through advance 

care planning. Dr. Pravinsagar Mehta, a Winnipeg 

family physician, recently took time out to explain why 

advance care planning is important.

Dr. Pravinsagar Mehta
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Health Care Directive are legally binding on your family, friends 
and health-care providers, unless they are not consistent with 
accepted health-care practices. 

3. What are the advantages of having a 
Health Care Directive? Have you heard of 
examples where a Health Care Directive 
has been used?

My nephew suffered from an inflammatory muscle disease 
known as progressive inclusion body polymyositis. He was a 
brilliant lawyer and a kind human being. His prognosis was 
poor and he deteriorated as predicted by his wonderful team of 
care providers. As his disease progressed, he required increasing 
assistance with all his basic activities of daily life, and was placed 
in a personal care home. He understood that he would not be 
able to swallow or breathe on his own as the muscles weakened. 
He set up a Health Care Directive with assistance from his family, 
attending physician and his team of health-care providers as 
he did not want to be put on a ventilator or transferred to an 
acute care facility for intravenous fluids or antibiotics. When the 
time was right, he had a peaceful death, and his family had a 
wonderful last few days with him. 

Prolonging the inevitable with tube feeding and/or artificial 
ventilation would have given us more time with him physically, 
but he did not want that option. We were happy eventually that 
he had made that choice himself.

4. What’s the first step in developing an 
advance care plan?

The first step in the advance care planning process is to think 
about what type of care you want or don’t want and share these 
thoughts with your family and loved ones. At the same time, you 
should decide who you want to be your proxy. 

 

5. What is a proxy and how do I pick one?
A proxy is the person you name to speak for you should you be 

unable to do so yourself. You can name anyone that you trust as 
a proxy, but they must be in sound mind, understand your wishes 
and be prepared to act accordingly.

6. What role does my family doctor play in 
this? Is it important for doctors to play a role 
in advance care planning? 

Your family physician can play a very important role in helping 
you through the advance care planning process and creating a 
Health Care Directive. In my practice, I raise the issue on 
this sensitive topic during routine visits from my patients. 
My job is made easier by the fact that the Winnipeg 

FYI
For more information about advance 
care planning, please visit the 
Winnipeg Health Region wesbite at 
www.wrha.mb.ca/acp/index.php

Health Region offers a booklet that explains in simple detail all 
that my patients need to know on how to develop a Health Care 
Directive. It is important for all of us to develop a relationship 
with our primary care physician/family doctor over time so 
that they understand your values and aspirations to guide you 
through developing a suitable care plan. 

7. Do I need a lawyer? Is a Health Care 
Directive a legal document?

A lawyer is necessary only to appoint an enduring power 
of attorney and to create a complex will. Although it may be 
worthwhile getting counsel, especially if there is disconnect in 
the family, and questions about mental competency, usually you 
do not need legal counsel for a Health Care Directive.

8. Will care be withdrawn if I request a Do 
Not Resuscitate Order?

No. A Do Not Resuscitate order means that if your heart 
stops, health-care providers will not try to restart it by giving 
you electrical shocks or doing chest compressions (CPR- 
cardiopulmonary resuscitation). Other forms of care will 
continue to be offered. Therefore, if you do not want other forms 
of medical care, such as tube feeding or artificial ventilation, 
you would need to specifically state this to your health-care 
provider or write it in your Health Care Directive.

9. How can I make sure that people 
working in the Emergency Department of 
a hospital know that I have a Health Care 
Directive?

Your Health Care Directive should be made available to your 
loved ones, health-care providers, family doctor.

10. How many Manitobans currently have 
a Health Care Directive? Are more people 
taking an interest in filling out a Health 
Care Directive?  

Although Health Care Directives are becoming popular, many 
Manitobans still don’t have one. But it is important to remember 
that as we age, we must come to terms with frailty, disease and 
mortality. Whether we get the best and most appropriate care 
depends on what steps we take. We will only get the care we 
want if we let our care providers know what we want.
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in motion
Kristine Hayward

One of my favourite locations was a 
downtown building connected to the 
Skywalk system. 

No matter the weather, you could 
always go for a walk on your break or 
during your lunch hour in the comfort of 
a climate-controlled environment. You 
didn’t need to deal with bulky jackets, 
wind chills, snow or ice in the winter; 
or heat, humidity and mosquitoes in the 
summer. Since then, the indoor network 
of connected corridors has expanded, 
leading to even more opportunities for 
walk-breaks.

Walking is one of the most popular 
ways that people get active and is a great 
way to positively affect your health. 
Walking 30 minutes a day can decrease 
your blood pressure, reduce anxiety and 
tension, and increase your aerobic fitness. 

These benefits and others can add up to 
3.7 years to your life and an additional 
3.3 years without cardiovascular disease, 
depending on the intensity that you walk.

You may have heard that taking 10,000 
steps per day is the goal for achieving 
these health benefits, but emerging 
evidence shows that increasing your 
average daily steps is really what counts. 
For example, an increase of 2,500 steps 
per day at a moderate intensity has been 
shown to decrease blood pressure and 
positively affect cholesterol levels, which 
are two risk factors for cardiovascular 
disease. The average person takes between 
5,900 to 6,900 steps per day, so adding 
2,500 steps is definitely a step in the right 
direction.

You may be asking yourself how you go 
about counting the steps you take through- 

out your day to track your progress. 
Pedometers do just that. They are 

inexpensive tools that are a great addition 
to any walking routine. A pedometer is a 
small device that is worn on the hip that 
registers your movement and provides 
immediate feedback on the number of 
steps taken per day. Using a pedometer 
can increase both your confidence and 
motivation. Add steps to your day by 
parking further away. Parking at the 
Convention Centre and taking the Skywalk 
system to the MTS Centre for a Jets game 
or concert, for example, can add more 
than 2,000 steps to your day.

 So the next time you are downtown, 
take to the skies and improve your health.

Kristine Hayward is a co-ordinator with 
Winnipeg in motion.

Over the last 15 years, I have worked in a variety of 
locations throughout Winnipeg.

WALK THE FRIENDLY SKIES

Downtown Winnipeg’s skywalk system is one of the largest - 
and most interesting - indoor walking tracks in the city
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Winnipeg Walking Opportunities

Being physically active with friends can be a 
great way to stay motivated. Check out these 
opportunities in your community.

Mall Walking Clubs and Opportunities – Most malls 
in Winnipeg have mall walking opportunities ranging 
from an organized club to an informal opportunity.  
 
Check out www.winnipeginmotion.ca/winnipeg/
common/uploads/files/MallWalking_Winnipeg.
pdf for more information on a variety of locations 
throughout Winnipeg. Two of the more formal 
walking clubs are the Portage Place Walkabouts 
and the Kildonan Place Trekkers. To sign up for these 
clubs, check in at customer service the next time 
you are at the mall.

Prairie Pathfinders – This formal walking group has 
been going strong since 1999. They head out on 
weekly walks throughout Winnipeg and a variety of 
hikes across Manitoba each year. They welcome 
you to try out a walk or two before joining. Visit www.
prairiepathfinders.mb.ca for more information.

Intensity is the Key 
It is recommended that Canadian adults get 150 minutes of moderate 
to vigorous intensity aerobic activity every week to achieve health 
benefits, but how do you know if you are working at a high enough 
intensity to get these benefits?

Talk Test – The talk test is a simple way to estimate the intensity of your 
activity that doesn’t require any extra tools or fancy monitors. When you 
are exercising at a moderate intensity, you should be able to talk but 
not sing. Once you start reaching a vigorous intensity, you should be 
able to say a few words before stopping for a breath.

Pedometers – Pedometers provide instant feedback about the number 
of steps you take and can be used to estimate the intensity of a walk. 
It has been generally accepted that a rate greater than 100 steps per 
minute is considered the low end for moderate activity, while hitting 130 
steps per minute gets you into the vigorous level. This equates to 1,000 to  
1,300 steps in ten minutes, or 3,000 to 3,900 steps in 30 minutes. To judge 
your intensity, reset your pedometer or note your starting number and 
then walk for 10 minutes before recording your steps count. Pedometers 
range in price depending on features they have and are available at 
many local sporting goods stores or by contacting Winnipeg in motion 
at 204-940-3648 or getactive@winnipeginmotion.ca.

WALK THE FRIENDLY SKIES

Downtown Winnipeg’s skywalk system is one if the largest - 
and most interesting - indoor walking tracks in the city
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balance
Laurie McPherson

Clichés aside, a significant number of 
people are heading into the last decade of 
their working years. Most baby boomers 
can vividly recall the “Freedom 55” slogan 
of the mid-1980s that had us dreaming of 
living out our retirement years on sandy 
beaches without a care in the world. 
However, our definition and concept of 
retirement has changed significantly since 
the ‘80s.  

The Freedom 55 marketing idea was 
in response to the growing concerns of 
Canadians wondering if they would have 
enough money to fully retire when they 
were still young enough to enjoy it. 

Back in the ‘80s, workers may have 
looked forward to retiring at age 55, but 
the reality today is that many Canadians 
expect to remain in the workforce for 
several years longer than age 55.

The trend toward early retirement shifted 
in 1997 when the employment rate of 
those over 55 began to steadily increase. 
A 2011 report from Statistics Canada 
states that the employment rate of men 55 
years or over has grown from 30 per cent 
in 1997 to over 39 per cent in 2010 (for 
women it rose from 16 per cent to 29 per 
cent). This translates into more than 1 in 6 
workers in Canada being 55 or older.  

There are a number of interesting trends 
that have contributed to this shift of more 
people remaining in the workforce well 
into their 50s and 60s. The baby boomers, 
Canadians born between 1946 and 1964, 
represent a large demographic, and during 
2011 the first of the boomers turned 65. 

The boomers are a more highly educated 
group and their work is less physically 
demanding so they are more physically 
able to remain in the workforce. 

With recent financial recessions and 
increasing fears about the security of their 
pension plans, they have reason to be 
concerned about their incomes carrying 
them through their senior years, which for 
some could be another three decades or 
more. This group has become accustomed 
to some pretty comfortable lifestyles along 
the way as well.

There is more caution about leaving the 
workforce completely. The middle-of-the- 
pack boomers have started to sympathize 
with one another’s “freedom 65” plans, 
envisioning that they may have to remain 
in the workforce well into their 60s.

What does all of this mean in terms of 
life balance? Well, even if you are part of 
the 50-plus crowd, your circumstances 
will be unique. Some boomers remain 
in the workforce for reasons of personal 
fulfillment, while others remain in the 
workforce out of necessity.

Many workers in their 50s are still 
launching adult children into the world 
and possibly caring for elderly parents. 
Some older workers are forced to leave 
their work for health reasons, while others 
retain their good health because they are 
able to work.

One important fact for all workers is 
that transitioning out of the workforce is 
a process, not an event. For some, this 
process can cause personal upheaval, 

especially for those who have not prepared 
themselves for the changes it can bring.

In his 2008 book, The New 
Retirementality: Planning Your Life and 
Living Your Dreams at Any Age You 
Want, Mitch Anthony explores the new 
meaning of retirement and challenges our 
outdated thinking on what it means to 
retire. Anthony inspires the reader to think 
about what we value in life, and to chart 
a personally meaningful journey through 
the latter working years. People’s needs 
and interests are unique. One factor that is 
important for every older worker is to do 
some planning and think about what their 
own personal needs and interests are as 
they transition through the process. 

This process of self-reflection may 
not come naturally to everyone, yet it 
is through this process that people can 
discover what really matters to them 
and then find creative ways to maintain 
those things in their life. New work-life 
options such as working reduced hours, 
more flexible schedules, and contract or 
seasonal work are some of the options 
being explored by older workers.

Some of the things that we look forward 
to in retirement include being able to 
travel, enjoying more time with family 
including grandchildren, or time to pursue 
hobbies and other interests. But these 
pursuits often require money and good 
health. Or do they?

Some of the questions you might 
ask yourself as you plan your work life 
transition include:  
• What gives me the greatest satisfaction
   at work? 
• Do I enjoy the people I work with? 
• Do I have enough energy and time with 

the people who mean the most to me? 

Are you dreaming of riding off into the sunset, 
aging like fine wine and convincing yourself 

that 50 is the new 40? You are not alone.

Thriving 
        in the prime of life

Canada’s baby boomers are 
redefining what it means to retire
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• Are my talents and skills being used to 
   their best ability? 
• What other contributions do I want to make in my life?  

So what can you do to have a healthy and happy 
transition into retirement, however that looks for you? 

Having good genes plays a role, but a number of factors 
are within our own control. One of the most important 
factors in easing out of the full-time workforce has to 
do with staying active and connected. For example, you 
will need to think about developing meaningful social 
connections outside of the work setting. Is there a role for 
you as a volunteer? Where could you meet like-minded 
individuals who share your values and interests?  

Whether you are able to fully retire in your 50s or you 
stay in the workforce in some capacity full- or part-time 
into your 60s, you owe it to yourself to look closely at the 
quality of work-life you have and make sure it aligns with 
your values as much as possible. Consider ways you could 
incorporate self-care and personal fulfillment in your life 
every day. Look into community resources such as the 
library or employee assistance programs for counsellors 
who specialize in career transitions. By giving some 
thought to this transition in your life, you will be making 
an investment in yourself that will have payoffs for years 
to come.

Laurie McPherson is a mental health promotion
co-ordinator with the Winnipeg Health Region.

Look into  
Nursing

301 - 275 Broadway 
Winnipeg, MB  R3C 4M6

Phone: 204.942.1320  
Fax: 204.942.0958

Email: info@manitobanurses.ca

A COMMITMENT TO CARING

www.manitobanurses.ca 

FYI

For more information on this topic, read The New 
Retirementality: Planning Your Life and Living Your Dreams at 
Any Age You Want, by Mitch Anthony, Third Edition, 2008.

For information online, try: 
Delayed Retirement: A new trend? Statistics Canada, 2011
http://www.statcan.gc.ca/pub/75-001-x/2011004/
article/11578-eng.htm

Tips for staying healthy 
and happy through 
retirement and beyond
• Stay as active as you can; walk every day.

• Continue to learn and find ways to keep your mind 
   challenged.

• Live within your means.

• Keep connections to family, friends and community strong.

• Find ways to make a contribution.

• Eat your fruits and vegetables.

• Don’t smoke.

• Get your sleep.

• Enjoy every day, and the adventures it may bring!
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healthy eating

Rosemary Szabadka

Eating your way to good health 

MYTHS 
ABOUT FOOD

MYTH: Late-night snacking will make you 
gain weight.

THE TRUTH:  Late-night snacking can certainly lead to weight gain, 
but not because of the time on the clock. Late-night snackers are 
often breakfast skippers, eating the majority of food from supper 
onward. When a lot of snacking occurs in the evening, there is a good 
chance that the snacks are from higher calorie foods and sweetened 
beverages. Look at why and what you snack on. It is important to be 
mindful when you eat. Eating a piece of fruit, some cereal and milk, 
a yogurt, or a piece of toast with peanut butter when you’re honestly 
hungry in the evening will not make you gain weight. However, if you 
are snacking while distracted during a night of television watching, 
chances are you may gain weight. 

BOTTOM LINE: Eat three meals a day and plan small portions of 
healthy snacks. Eat when you are honestly hungry. And don’t 
forget to drink water. Sometimes you are actually thirsty and 
not hungry.

MYTH: Avoid carbohydrates if you want to 
lose weight.

THE TRUTH:  Sure, cutting out a group of foods will make you lose 
weight, but not because they are “carbs.” You’ll probably lose weight 
because you are eating less food and taking in fewer calories. But 

cutting out carbs means cutting out whole grains, fruit, starchy 
veggies and legumes. Not only will this diet be tough to follow, but 

you will also be depriving yourself of energy, key nutrients and 
fibre. And even if you lose weight this way, it can often lead to 

a decreased metabolism, making it easier to gain weight in the 
future. 

BOTTOM LINE: Think about how and why and if 
you are mindful when you eat. Balanced meals 
following Canada’s Food Guide, combined with 

enjoyable physical activity, will lead you toward  
a healthier lifestyle and probably help you shed 

a few pounds along the way. 

Through social media and the Internet, 
Canadians are increasingly gaining 
access to nutrition information.

But is it all credible? Unfortunately, the 
answer to that question is no.

In a bid to sort out fact from fiction, the 
Dietitians of Canada decided to mark 
Nutrition Month this March by busting 
some popular food and nutrition myths. 

With that in mind, registered dietitian 
Rosemary Szabadka has pulled together 
a list of her top 10 myths about food.
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Eating your way to good health 

MYTHS 
ABOUT FOOD

MYTH: Everyone should eat a gluten-free diet.

THE TRUTH: Gluten is a type of protein found in grains like wheat, barley 
and rye and any foods made from these grains. Unless you have celiac 
disease, gluten sensitivity or an allergy to one of these grains, there’s no 
reason to avoid them. Why would you deprive yourself of wonderful tastes 
and a variety of foods when you don’t have to?

BOTTOM LINE: Choose whole grains that contain gluten and others 
that are gluten-free, like corn, rice, quinoa and millet. Remember, 
variety is the spice of life.

MYTH: Sea salt is natural, so it’s better for you 
than table salt.

THE TRUTH: Salt has many names: table, kosher, gourmet, and sea. Sure, 
they all have different tastes and textures, but they all contain the same 
amount of sodium. Canadians eat way too much sodium, about 3,400 mg 
every day on average, which is more than double what your body needs 
for good health. This can lead to many health problems. Table salt is 
mined from dried-up ancient salt lakes. Some table salt includes iodine, a 
nutrient that helps prevent thyroid disease. Sea salt is made by evaporating 
seawater and tastes different depending on where it is from. 

BOTTOM LINE: Whatever salt you choose, use less. Flavour your 
foods using garlic, herbs, spices, vinegars, and lemon or orange 
rind or juice. 

MYTH: Superfoods will keep you super healthy.

THE TRUTH: Seriously, do not fall for this type of marketing. No food has 
superpowers to keep you healthy on its own. Trendy, expensive foods 
like goji or acai berries don’t necessarily live up to their claims. These 
berries, like most foods in the vegetables and fruit food group, are high in 
antioxidants, vitamins, minerals and fibre. Other basic foods like apples, 
oranges, blueberries and mangos may not be marketed as “super” but can 
be equally nutritious. Plus, they cost less and are more easily available. For 
example, blueberries are one of the most antioxidant-rich foods and you 
can pick them in Manitoba in the summer and buy them frozen in winter 
for a fraction of the price of a goji berry. 

BOTTOM LINE: Eat vegetables and fruits. This least-consumed 
food group is packed with nutrition. Enjoy different healthy foods, 
experiment with new foods, try a new recipe and like what you eat.

4

5

3

You can read more food myths by visiting www.wrha.mb.ca/
features/nutrition/index.php

For reliable, credible, evidence-based nutrition information, 
visit www.dietitians.ca
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MYTH: Eating a lot of protein helps build muscle.

THE TRUTH: I am not really sure why people are so worried about protein. 
Found mostly in the meat and alternatives and milk and alternatives food 
groups, protein is the one nutrient that most people get enough of. Protein 
alone does not build muscle strength. A strength-training program, along with 
enough calories from healthy foods, recovery time, sleep and fluids, is also 
needed for building muscle. Sure, we need protein, but over-doing it can add 
extra calories and will not build bigger muscles. Strength-training athletes like 
body builders might benefit from extra protein, especially in post-workout 
snacks. The extra amount of protein you may need can be easily met by 
choosing protein-rich foods from Canada’s Food Guide, like lean meat, fish, 
poultry, eggs, lower-fat milk and alternatives, and legumes. Hello, chicken 
salad sandwich and glass of milk.

BOTTOM LINE: Save money! Pricey protein powders are just another 
form of protein and no better than protein-rich foods from Canada’s 
Food Guide for building a better body. Eat food, it tastes good.

MYTH: If you eat too much sugar, you’ll get 
diabetes.

THE TRUTH:  You will not get diabetes just from eating sugar. Often foods high 
in sugar, like cookies, sugary drinks, cakes and candy, are high in calories and 
low in nutrients. Diets with too many calories will lead to weight gain, and 
being overweight is a risk factor for Type 2 Diabetes. Other risk factors, such 
as family history, age (40 and older) and ethnicity, also play a role. Eating 
healthy foods, maintaining a healthy weight and being physically active are 
the best things you can do to reduce your risk of developing Type 2 Diabetes.

BOTTOM LINE: Sugary foods are high in calories and low in nutrition. 
Limit these foods. If you want something sweet, pick up a fruit. Take a 
bite and enjoy! It is nature’s candy. 

MYTH: Honey, brown sugar and agave syrup are 
better for you than white sugar.

THE TRUTH: I hear this all the time. Sugar is sugar. All are a concentrated 
source of calories with very few nutrients. The body doesn’t react any 
differently to honey than it does to table sugar – it can’t tell the difference. 
The only difference is in the taste. If you like honey in your tea, then by all 
means use honey. Excess sugar in any form means extra calories. Brown sugar 
is just white sugar with molasses added. Agave syrup is similar to honey, only 
less thick. It is higher in calories than regular sugar, but because it’s extremely 
sweet, you may use less. 

BOTTOM LINE: Use small amounts of whatever sugar you like.
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MYTH: Cooking meals at home takes too much time.

THE TRUTH: The key to anything in life starts with a little bit of planning. When 
menus are planned for the week or even a couple of days in advance, actual 
cooking may not take any more time than ordering that pizza and picking it up. It 
is a great feeling knowing you can be coming home to marinated chicken ready 
to grill. Simple nutritious foods can make tasty meals. Spinach-and-mushroom 
omelets, bean-and-cheese burritos, baked fish, slow-cooker meals, spaghetti sauce 
and homemade pizza on pitas are just a few examples. Spend some time with your 
family on the weekend going through a few recipe books or look for recipes online. 
Make a list of family favourites. Try a new recipe and get the family involved. This 
can take the pressure off that one person in the family “who does the cooking.” 
Kids who start cooking early are healthier eaters. Batch cook on the weekends and 
think about how to use leftovers such as rice, noodles and vegetables. Keep your 
pantry stocked with the basics. A can of tuna can make a great salad, casserole, 
pasta dish, melt, or burger. Home-cooked meals benefit the whole family.

BOTTOM LINE: Plan, use your imagination and have fun.

MYTH: Drinking energy drinks is the best way to 
get energized.

THE TRUTH: Hmmm. Energy drinks might make you feel a short burst of energy, 
but it doesn’t last. Loaded with sugar (some up to 14 teaspoons) and stimulants, 
energy drinks can have many side-effects, including rapid heartbeat and insomnia. 
Loaded with caffeine, these drinks are not recommended for children or pregnant 
or lactating women. Children are at risk from behavioural side-effects as high 
amounts of caffeine can cause restlessness, anxiety and insomnia. High caffeine 
consumption during pregnancy (in excess of six to seven cups per day) has been 
linked with a higher risk of miscarriage and low birth weight babies.

BOTTOM LINE: Want to stay energized? Eat well, be active, get enough 
sleep and drink water throughout the day. Good hydration helps you feel 
alert.

Rosemary Szabadka is a public health dietitian with the Winnipeg Health Region, a 
Dietitians of Canada nutrition month volunteer, and a member of the Dietitians of 
Canada Board of Directors.
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Preheat the oven to 350°F (180°C). Line a loaf pan 
with parchment paper or grease with oil. In a large 
bowl, cream together the oil and the sugar. Add 
the eggs, bananas and vanilla and mix well. Add all 
the dry ingredients and mix until just combined. Do 
not over-mix. Pour the batter into the loaf pan and 
bake for 1 hour and 15 minutes or until a toothpick 
inserted into the centre comes out clean. Lift the loaf 
out of the pan and put it on a rack to cool.

Tip: Over-ripe bananas that have been frozen work 
well in baking loaves and muffins.

NUTRIENTS:

Per Serving - 1 slice
Calories: 237
Carbohydrates: 32.1 g
Calcium: 9 mg
Fat: 10.7 g
Fibre: 1.5 g
Iron: 0.9 mg
Sodium: 165 mg
Protein: 3.2 g

Banana 
 Bread
Makes 1 loaf (approximately 12 slices)
½   cup (125ml) canola, safflower,

      or sunflower oil

¾   cup (175ml) white sugar

2    eggs

3    medium-sized bananas, mashed

1    tsp (5 ml) vanilla

1    cup (250 ml) all-purpose flour

½   cup (125 ml) whole wheat flour

1    tsp (5 ml) baking soda

¼   tsp (1 ml) salt

SUBSTITUTIONS:

• Use any type of vegetable oil  
   instead of canola oil.

• Instead of 2 eggs, mix 2 tbsp  
   ground flaxseed with 6 tbsp  
   warm water in a small bowl. Let  
   it stand for a few minutes to gel.

• Use 1½ cups of all-purpose or  
   whole wheat flour instead of a  
   combination of the two.

*Available only to customers who have not had MTS TV Service in the past 3 months. Offer: Limited time offer. Subject to change without notice. Conditions apply. Standard installation charge of $25 applies. After the 3
month promotional pricing and bonus have ended, call MTS to make changes to your channel packaging, PVR service, or number of set-top box rentals, or services will continue at then current monthly charges (see mts.ca/
ultimatetv for current pricing). Each TV requires a set-top box to access the service. Additional set-top boxes can be rented for $3/month each. Equipment remains property of MTS and must be returned if service is cancelled
or replacement cost applies. Service available in select areas. Trade-mark: MTS design mark is a registered trade-mark of Manitoba Telecom Services Inc., used under license.

$30*

BASIC + 9 DIGITAL
THEME GROUPS

A MONTH
FOR THE FIRST 3 MONTHS

Switch today. Call 204-225-5687 (204-CALLMTS),
or visit your nearest MTS Connect store or mts.ca.

Keep the whole family happy with these other great features:

� Watch different recorded shows, in different rooms,
at the same time, and with only one Whole Home PVR

� With My PVR, record your favourite shows when you’re away
from home using the Internet

Get MTS Ultimate TV Service today.

BONUS:
WHOLE HOME PVR AND

2 SET-TOP BOX RENTALS FREE
FOR THE FIRST 3 MONTHS

Pause, rewind, and replay
live TV on all connected TVs.

Turnyour job intoa life-changing
careerwithanAsperMBA.Special
streams inhealthadministration
andmore.

FLEXIBLE PROGRAMMING
Customized programming that fits your life

AACSB ACCREDITED
Less than 5%of business schools worldwide
have achieved this prestigious international
teaching and research recognition

INFORMATION SESSIONS
Register on ourwebsite for upcoming
information sessions – and discover how the
AsperMBAwill accelerate your career

umanitoba.ca/asper/mba

Invest
inyourself

A S P E R S C H OO L O F B U S I N E S S

life-changingaintojobyourTurn
SpecialMBA.Asperanwithcareer

ASPERMBA

Source: Winnipeg Health Region



NUTRIENTS:

Per Serving - 1 slice
Calories: 237
Carbohydrates: 32.1 g
Calcium: 9 mg
Fat: 10.7 g
Fibre: 1.5 g
Iron: 0.9 mg
Sodium: 165 mg
Protein: 3.2 g

Banana 
 Bread

*Available only to customers who have not had MTS TV Service in the past 3 months. Offer: Limited time offer. Subject to change without notice. Conditions apply. Standard installation charge of $25 applies. After the 3
month promotional pricing and bonus have ended, call MTS to make changes to your channel packaging, PVR service, or number of set-top box rentals, or services will continue at then current monthly charges (see mts.ca/
ultimatetv for current pricing). Each TV requires a set-top box to access the service. Additional set-top boxes can be rented for $3/month each. Equipment remains property of MTS and must be returned if service is cancelled
or replacement cost applies. Service available in select areas. Trade-mark: MTS design mark is a registered trade-mark of Manitoba Telecom Services Inc., used under license.

$30*

BASIC + 9 DIGITAL
THEME GROUPS

A MONTH
FOR THE FIRST 3 MONTHS

Switch today. Call 204-225-5687 (204-CALLMTS),
or visit your nearest MTS Connect store or mts.ca.

Keep the whole family happy with these other great features:

� Watch different recorded shows, in different rooms,
at the same time, and with only one Whole Home PVR

� With My PVR, record your favourite shows when you’re away
from home using the Internet

Get MTS Ultimate TV Service today.

BONUS:
WHOLE HOME PVR AND

2 SET-TOP BOX RENTALS FREE
FOR THE FIRST 3 MONTHS

Pause, rewind, and replay
live TV on all connected TVs.

Source: Winnipeg Health Region



ask a nurse
Audra Kolesar

A: Well, that depends. There are generally two kinds of skin 
rashes: 

Localized: This type of rash occurs on one small part of the 
body. Usually the rash is asymmetrical – i.e., appears on one 
foot or hand. It is usually caused by something coming into 
contact with that area of the skin, such as a bug bite, allergen, 
or bacteria. 

Widespread: This type of rash occurs on larger areas, i.e., 
both legs or the entire back or most of the body. It is usually 
symmetrical (occurs on matching sides of the body – both 
cheeks), and can be caused by viruses, bacteria, food or drug 
allergies, or toxins.  

It is important to note that most normal rashes are not 
described as purple, blood-red or deep red spots. This 
condition is more likely to be petechiae or purpura. They 
do not disappear (blanch) with pressure like most rashes. 
Widespread petechaie and purpura often have a more 
serious cause, especially if associated with fever, and require 
immediate medical attention. 

Here is a brief overview of skin rashes, along with their 
causes, symptoms and possible treatments:

SCABIES
Scabies is a very contagious but treatable skin disease. It is 

caused by a very small bug (mite) that burrows into the skin, 
causing a very itchy rash.

The main symptoms of scabies are the rash and intense 
itching. It appears as tiny blisters or bumps, which break easily 
when scratched. The blisters are usually in a thin line.

Although the rash can start anywhere, it often starts on the 
hands, between the fingers or in a crease of the wrist. Other 
common areas for the mites are the nipples, waistline, and 

SKIN  TROUBLE
What you need to 
know about your 
child’s rash

Q: My son says one of his friends had 
to stay home from school because 
he had a rash. Is it possible that my 
child will also be infected? Should I 
be worried?
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SKIN  TROUBLE

male genital area. After the rash begins, it 
can spread within a few days to the whole 
body. 

This condition is usually treated by skin 
cream with insecticide in it. Talk to your 
health-care provider for more information. 
The instructions for use of medicines for 
scabies vary somewhat, so be sure to 
check and follow the instructions that 
come with your medicine. Your health- 
care provider may prescribe an oral 
antihistamine medicine, such as Benadryl, 
Claritin, or Zyrtec, to help relieve the 
itching.

To reduce the risk of your child 
developing scabies, you should wash 
linens and bedclothes in hot water. 
Because mites don’t live long away from 
the body, it is not necessary to dry-clean 
the whole wardrobe, spray furniture and 
rugs, and so forth. You will have itching 
and a rash for two to four weeks after 
your treatment with the cream prescribed 
by your health-care provider. Continuing 
to have the rash does not mean that the 
treatment didn’t work or that it needs to be 
repeated. The symptoms will not go away 
until your body sheds the layers of skin 
that contain the bodies of the mites, their 
eggs, and their droppings. Keep taking 
antihistamines as long as you have itching.

You may need a second treatment if: 
• You have symptoms three weeks or more 
   after your treatment with the cream. 
• Your symptoms get much worse after 
   your first treatment. 
• Live mites can be demonstrated or new 
   lesions appear.

IMPETIGO
This skin infection is caused by bacteria. 

It is more common in children than in 
adults. Impetigo is usually a mild infection 
but it can spread and cause serious illness 
if it is not treated.

The two types of bacteria that cause the 
infection are called Staphylococcus aureus 
and Streptococcus pyogenes (Group A 

streptococcus). These bacteria normally 
live on your skin without hurting you. 
However, if they get into a wound, they 
may cause an infection. 

Impetigo can occur on any area of skin. 
It often appears on the face between the 
upper lip and nose. The infection begins as 
small blisters. The blisters form pus inside 
and then break open. The pus from the 
blisters dries as a gold or honey-yellow 
colored crust. The blisters or sores are 
painless.

Treatment depends on age of the patient 
and the severity and type of infection. Mild 
infections can be treated by keeping the 
skin clean so the infection can heal on its 
own. A health-care provider may prescribe 
an antibiotic ointment to put on the 
infected skin. For larger or more serious 
infections, he or she may prescribe an oral 
antibiotic medicine or give you a shot of 
antibiotic medicine.

Follow these tips to ease the discomfort 
of impetigo:
• Wash with antibacterial soap. Soak the 
   area for 15 to 20 minutes in warm soapy  
   water. Then gently remove the crusts. 
• Cover the sores with a gauze bandage to 
   keep the infection from spreading and
   to prevent scratching. 
• Avoid touching the sores more than 
   necessary.

If your provider prescribed an antibiotic 
ointment, gently pat your skin dry after 
you wash the infected area and put a thin 
layer of antibiotic ointment on it. Do not 
use the ointment more often than directed. 
Wash your hands thoroughly after using 
this medicine.

The incubation period for impetigo is 
usually one to three days for strep and four 
to 10 days for staph. It is contagious from 
the onset of sores until 24 hours on oral 
antibiotic or 48 hours on topical antibiotic.

FIFTH DISEASE
Also known as Erythema infectiosum, 

fifth disease is an infection caused by 

human parvovirus B19. The name fifth 
disease comes from being the fifth 
childhood disease with a pink-red rash to 
be described.

Most children with the infection feel 
well. The person exposed to fifth disease 
usually does not get ill for four to 14 
days after being exposed. It can take as 
long as 20 days. Some children develop 
symptoms such as a sore throat, slight 
fever, headache, and tiredness. 

Several days later, for both adults and 
children, a rash appears on the cheeks. 
The rash looks as though the cheeks have 
been slapped. This facial rash feels hot 
and sometimes itches. After a few days, 
the rash may spread to the upper body and 
arms in a lacy pattern. The rash may come 
and go for three weeks, especially after 
warm baths, exercise, and sun exposure.

Fifth disease does not require antibiotic 
treatment, because it is a virus. Fever, if 
present, is treated with acetomenaphen or 
ibuprofen. Most children recover quickly 
within one to three weeks and without 
complications. Once you have fifth 
disease, you develop immunity and usually 
do not get it again. 

HAND, FOOT, AND MOUTH 
DISEASE

This condition is a mild illness caused 
by a virus. It causes sores in the mouth and 
a rash with blisters on the hands and feet. 
Human hand, foot, and mouth disease is 
not related to hoof and mouth disease in 
cattle.

Symptoms of hand, foot, and mouth 
disease appear three to six days after 
exposure and may include:
• A mild fever 
• Loss of appetite
• Sore throat
• A sore mouth, and
• A general feeling of weakness or 
   tiredness.

Within a day or two, small blisters 

Remember, never use aspirin to reduce 
pain or fever in children, unless instructed 
by a health-care professional, because 
aspirin has been associated with the 
serious disease Reye’s syndrome, which 
can lead to liver failure and even death. 
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develop. Blisters generally appear in 
the mouth, on the hands and feet, and 
sometimes on the buttocks or other places 
on the body. The blisters may only appear 
in the mouth or only as a skin rash. Blisters 
located outside the mouth generally do 
not cause itching or pain. These blisters 
may range in size from one-eighth to 
one-quarter of an inch. A small area of 
redness surrounds them. On the skin, 
the rash is flat or raised with some of the 
rash becoming fluid-filled blisters. There 
may be just a few blisters or there may be 
hundreds on the skin. 

The disease is usually mild and lasts 
only a few days to a week. It may not 
require a trip to the health-care provider. 
It can be confused with chickenpox, but 
the area affected by the rash is somewhat 
different. The only medicine health-care 
providers usually recommend for hand, 
foot, and mouth disease is acetaminophen 
or ibuprofen for fever and/or pain. The 
condition is contagious during the course 
of the illness for around seven to 10 days.

ROSEOLA
This condition is caused by a strain of 

the human herpes virus. It is most common 
in children between the ages of six months 
and two years, but can occur at any age. 
Roseola is generally a mild illness. It is 
spread from person to person when an 
infected person talks, laughs, sneezes or 
coughs. Children may come down with it 
five to 15 days after they are exposed.

The first symptom of roseola is a high 
fever of 39.4 to 40.6 degrees Celsius (103 
to 105 degrees Fahrenheit) that lasts two to 
four days. Even with a high fever, the child 
is only a little sick. The child may have 
a runny nose and be irritable and tired. 
When the fever goes down, a rash usually 
appears on the middle of the body and 
may spread to the neck, arms, and face. 
The rash causes tiny, pink, flat or slightly 
raised spots and mild itchiness. 

The rash seldom lasts for more than two 
days. Some children who have roseola 
never develop a rash at all. Some children 

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

with roseola also have puffy eyes, a mild 
sore throat that looks and feels swollen, 
and swollen glands in the neck and 
behind the ears. Roseola is contagious 
until the fever and rash are gone.

Most roseola cases can be treated at 
home and do not require a trip to the 
health-care provider. Home treatment 
includes rest and giving the child plenty 
of clear fluids. Give acetaminophen or 
ibuprofen to control fever. Call your 
health-care provider for advice if the rash 
lasts longer than three days, becomes 
severely itchy, or your child complains 
of ear pain or is tugging at the ear. Call 
your provider immediately if your child is 
confused, extremely drowsy, has a severe 
headache or a headache with a stiff neck, 
or the rash has small purple spots.  

SCARLET FEVER
This condition is caused by an infection 

with group A streptococcus bacteria. 
The bacteria make a toxin (poison) that 
can cause the scarlet-coloured rash from 
which this illness gets its name.

The rash is the most striking sign of 
scarlet fever. It usually begins looking 
like a bad sunburn with tiny bumps and 
it may itch. The rash usually appears first 
on the neck and face, often leaving a 
clear unaffected area around the mouth. It 
spreads to the chest and back, then to the 
rest of the body.

Aside from the rash, there are usually 
other symptoms that help to confirm a 
diagnosis of scarlet fever, including a 
reddened sore throat, a fever above 
38.3° C (101° F), and swollen glands in 
the neck. The tonsils and back of the 
throat may be covered with a whitish 
coating, or appear red, swollen, and 
dotted with whitish or yellowish specks 
of pus. Early in the infection, the tongue 
may have a whitish or yellowish coating. 
A child with scarlet fever also may have 
chills, body aches, nausea, vomiting, and 
loss of appetite.

When scarlet fever occurs because of a 
throat infection, the fever typically stops 

within three to five days, and the sore 
throat passes soon afterward. The scarlet 
fever rash usually fades on the sixth day 
after sore throat symptoms began, but skin 
that was covered by rash may begin to 
peel. This peeling may last 10 days. With 
antibiotic treatment, the infection itself 
is usually cured with a 10-day course of 
antibiotics, but it may take a few weeks 
for tonsils and swollen glands to return 
to normal. In rare cases, scarlet fever 
may develop from a streptococcal skin 
infection like impetigo. In these cases, the 
child may not get a sore throat.

The bacterial infection that causes 
scarlet fever is contagious. A child who 
has scarlet fever can spread the bacteria 
to others through nasal and throat fluids 
by sneezing and coughing. If a child has 
a skin infection caused by strep bacteria, 
like impetigo, it can be passed through 
contact with the skin.

Q: When should I 
consult a primary 
health-care provider 
about these conditions?

A: Some rashes, especially when 
accompanied by a high fever can indicate 
an immediate health risk and may 
require immediate medical attention.  
Contact your primary care provider or 
Health Links-Info Santé if you have any 
questions or concerns. Call your primary 
care provider whenever your child 
suddenly develops a rash or if the rash 
lasts longer than three days, especially if 
it is accompanied by a fever, sore throat, 
or swollen glands. This is especially 
important if your child has any of the 
symptoms of strep throat, or if someone in 
your family or in your child’s school has 
recently had a strep infection.
 
Audra Kolesar is a registered nurse and 
manager with Health Links - Info Santé, 
the Winnipeg Health Region’s telephone 
health information service.
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Find out more at www.connectedcare.ca/echartmanitoba
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Connecting your health-care providers to your key health information

Having key information available when and where it’s needed helps you and your health-care provider make informed and
timely decisions about your care.

EChart is a secure, electronic system that connects authorized health-care providers with a summary of your health information
such as drug prescriptions that have previously been filled, immunization histories and results from participating labs.
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EChart is now being used by authorized health-care providers in a
limited number of primary clinics and emergency departments in
Manitoba. Over time, eChart will be available to more health-care
providers at more facilities across the province.
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While the ultimate responsibility for 
making decisions related to engaging in 
sexual activity rests with the individual, it 
is important for society as a whole to have 
an interest in promoting positive sexual 
health. The benefits are many, and range 
from the prevention of sexually transmitted 
infection (STI) outbreaks, to the broad goal 
of having people lead happier, healthier 
lives. 

For public health officials, determining 
the best approach can be a challenge. The 
goal is to provide information and support 
healthy behaviours for those choosing to 
be sexually active, while not “promoting 
sex.”And there is evidence that suggests 
the approaches being used are working. 
Let me explain.

In 2007, a jump in Winnipeg’s 
chlamydia and gonorrhea rates was 
identified, with the highest levels being 
in the 15 to 24 year old age group. The 
surge wasn’t entirely unexpected – some 
of the increase could be attributed to 
newer and better testing methods. Still, 
Winnipeg’s rates were among the highest 
in the country. STIs can lead to serious 
health problems, including infertility, 
cancer and death. Coming on the heels of 
an ongoing syphilis outbreak which began 
in 2003, and the knowledge that the rates 
of other STIs like hepatitis C and HIV also 
remained high, it was clear that additional 
action was needed. 

As a result, a strategy was 
developed which made a number of 
recommendations, including the need to 
provide information on STIs and how to 
prevent them to teens and young adults. 

Part of the follow up to these 
recommendations was the development 

of two social marketing campaigns – the 
“Pee in a Cup” campaign in 2010 which 
promoted the availability of urine-based 
testing for chlamydia and gonorrhea, and 
the “Heads Up” campaign in 2011 which 
promoted the use of condoms for those 
choosing to have sex.  

Research used in the development of 
the social marketing campaigns supported 
the idea that providing information on the 
impacts of teen pregnancy and STIs in a 
way that resonates with youth is effective. 
The “Heads Up” campaign, for example, 
is designed in part to empower teens to 
make decisions that are best for them, so 
that when they are choosing whether or 
not to engage in sexual activity, they make 
their decision based on factual information 
as opposed to more negative factors such 
as peer pressure. 

And there are indications that the array 
of strategies being used are working. 
In Winnipeg, recent data is showing 
a decrease in gonorrhea rates. Teen 
pregnancy rates have decreased in 
Winnipeg and many other jurisdictions. 
There is also some evidence that the age 
of sexual debut has risen in recent years 
in Canada, which suggests that more teens 
and young adults are feeling comfortable 
deciding to delay sexual activity. All of 
these findings are public health success 
stories. Combined with the successful 
response that brought the Winnipeg 
syphilis outbreak to an end, the evidence 
is there that the current population health 
approaches are producing positive results.  

For those who have sex, many are 
aware of and use condoms – another 
success. However, many do not. Condom 
use has been shown to fall in later teen/

early adult years. One of the reasons 
provided is that as young women start 
using oral contraceptive birth control, they 
see less need for condom use. While oral 
contraceptives are effective in preventing 
pregnancy, they do not prevent STIs. 

Some have the false belief that they 
would know if they or their partner 
has an STI. Others would say that STIs 
are something that doesn’t affect them. 
Chlamydia in particular is commonly 
transmitted outside of “high-risk’ groups 
because it often does not cause symptoms, 
which delays treatment. This is why 
current guidelines recommend chlamydia 
screening for all sexually active young 
adults.  

Despite the successes so far, we need 
to do more. That starts with being better 
able to track and report on indicators of 
sexual health such as STI rates. To that 
end, the Winnipeg Health Region’s public 
health program will soon begin releasing 
population health surveillance reports, one 
of the first of which will be an update on 
STI rates in Winnipeg. 

But simply reporting facts and figures 
isn’t enough. Information needs to be 
provided to audiences in a way that 
engages a discussion on these issues and 
continues the trend in positive health 
outcomes. There needs to be ongoing 
efforts to continue the partnerships 
between health-care professionals, schools 
and the community. Inevitably, that will 
invite more questions about the value of 
initiatives on sexual health. Fortunately, 
the outcomes suggest that the approaches 
being used are effective in helping young 
people make positive decisions about their 
own sexual health, and attain that state 
of physical, mental and social well-being 
that is free of coercion, discrimination and 
violence. 

 Dr. Michael Routledge is a Medical 
Officer of Health with the Winnipeg 
Health Region.

Sexual health is defined by the World Health 
Organization as a state of physical, mental 

and social well-being that requires a positive and 
respectful approach to sexual relationships free of 
coercion, discrimination and violence. 

health matters
Dr. Michael Routledge
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