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Abstract

Objectives The objective of this article is to document patterns and trends of in-hospital mental health service use by First Nations
(FN) living in rural and remote communities in the province of Manitoba.

Methods Our sample included all Manitoba residents eligible under the Manitoba Health Services Insurance Plan living on FN
reserves and those living in rural and remote communities from 1986 to 2014. Using administrative claims data, we developed
multi-level models that describe hospitalization for mental health conditions shown responsive to primary healthcare interven-
tions. We aggregated the results by First Nation Tribal Councils and remoteness to derive rates of hospitalization episodes, length
of stay and readmission rates.

Results Rates of hospitalization for mental health are increasing for FN males and females. This is particularly evident for those
affiliated with the Island Lake and Keewatin Tribal Councils. The length of stay has increased. Changes in rates of readmissions
were not statistically significant. FNs are admitted for mental health conditions at a younger age when compared with other
Manitobans, and trends show that the FNs’ average age at admission is decreasing.

Conclusions Our results raise serious concerns about the responsiveness of community-based mental health services for FNs in
Manitoba, because of both increasing rates of episodes of hospitalization and decreasing age of admission. Given the documented
lack of mental health services accessible on-reserve, levels of social distress associated with a history of oppressive policies, and
continued lack of infrastructure, current trends are alarming.

Résumé

Objectifs L’objectif de cet article est de documenter les caractéristiques et les tendances de ’utilisation des services de santé
mentale en milieu hospitalier par les Premiéres nations (PN) vivant dans les collectivités rurales et ¢loignées de la province du
Manitoba.

Méthodes Notre échantillon inclus tous les résidents du Manitoba admissibles au Régime d’assurance-maladie du Manitoba
vivant dans les réserves des PN et ceux vivant dans des collectivités rurales et éloignées de 1986 a 2014. A partir de données de
réclamations administratives, nous avons mis au point des modéles a plusieurs niveaux décrivant 1’hospitalisation pour des
problémes de santé mentale qui se sont montrés sensibles aux interventions en soins de santé primaires. Nous avons agrégé
les résultats par Conseil de Tribu pour obtenir les taux d’épisodes d’hospitalisation, la durée du séjour et les taux de réadmission.
Résultats Les taux d’hospitalisation liée a la santé mentale augmentent pour les hommes et femmes PN. Cela est particuli¢rement
évident pour les membres des conseils tribaux d’Island Lake et de Keewatin. La durée du séjour a aussi augmenté. Les changements
dans les taux de réadmission n’étaient pas statistiquement significatifs. Les PNs sont admis pour des problémes de santé mentale plus
jeunes que les autres Manitobains, et les tendances montrent que I’age moyen des PNs continue de décroitre.
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Conclusions Nos résultats soulévent des inquiétudes quant a la réactivité des services de santé mentale communautaires pour les
PNs au Manitoba, a la fois en raison de la fréquence croissante des épisodes d’hospitalisation et de la diminution de I’age
d’admission. Etant donné le manque documenté de services de santé mentale accessibles dans les réserves, le niveau de détresse
sociale associ¢ a des antécédents de politiques oppressives et le manque continu d’infrastructure, les tendances actuelles sont

alarmantes.

Keywords Indians, North American - Canada - Social marginalization - Health equity - Access to health care - Primary health care

Mots-clés Indiens d’Amérique duNord - Canada - Marginalisation sociale - Equité en matiére de santé - Accés aux soins de santé -

Soins de santé primaires

Introduction

Decades of oppressive policies and legislation have signifi-
cantly harmed First Nation peoples in Canada (Bombay
2015). This is reflected in their high rates of suicide (Pollock
et al. 2018), depression and anxiety (Firestone et al. 2015;
Kirmayer et al. 2000) as compared with other Canadians.
Residential schools, specifically, had devastating impacts on
survivors, with a significant proportion of attendees having
reported experiencing or witnessing emotional, verbal or
physical abuse, isolation from family, harsh discipline, and
loss of cultural identity and language (Loppie Reading and
Wien 2009). Attendance at residential school impacted not
only attendees: having a parent or grandparent attend residen-
tial school has been associated with higher rates of suicidal
ideation and attempted suicides (Elias et al. 2012). The mul-
tigenerational impact of these harms and the transmission of
negative physical, social, psychological, cultural and econom-
ic consequences on subsequent generations is commonly
known as historic trauma resulting in unresolved grief and
various expressions of post-traumatic stress disorders
(Wesley-Esquimaux and Smolewski 2004).

As such, the fabric of communities and families has been
weakened, and in some cases torn, resulting in higher preva-
lence of social distress and self-harm (Bombay et al. 2009;
McQuaid et al. 2017). Since the mid-1980s, federal programs
have been developed for and at times with First Nation peo-
ples who live on reserve. These programs have focused on
primary care, maternal and child health, and home care, to
name a few. Mental health programming has however been
a point of contention, with repeated calls by First Nations for
improving access to culturally safe care (Boksa et al. 2015;
Royal Commission on Aboriginal Peoples 1996; Truth and
Reconciliation Commission of Canada 2015).

The now-defunct Aboriginal Healing Foundation (1998—
2014) generated important literature on mental health care
needs and possibilities for the development of more effective
treatment modalities (Aboriginal Healing Foundation 2014),
yet its impact on federal programming is difficult to detect.
To date, federal mental health programming on-reserve re-
mains limited to a patchwork of relatively small primary and
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secondary prevention programs (Brighter Futures, Building
Healthy Communities, the National Aboriginal Youth
Suicide Prevention Strategy, Health Canada First Nations and
Inuit Health Branch 2012), a long-standing community-based
program focused on addictions prevention and referral to treat-
ment services (the National Native Alcohol and Drug
Prevention Program) and the individual-focused Non-Insured
Health Services which funds a maximum of twelve consults
for individuals in need to access care: care can only be accessed
from a federally approved therapist or counsellor. Traditional
modalities and providers are not included. When communities
face a crisis (a series of suicides for example), they may be
extended access to a Short-Term Crisis Intervention Mental
Health Counselling (Health Canada First Nations and Inuit
Health Branch 2015) for a few days. In Manitoba, this service
has been contracted out by the federal government to a single
First Nation organization, without prior consultations. This
change has yet to be evaluated. First Nations who temporarily
or permanently live off-reserve and who retain a relationship
with their First Nation community might come home to access
some of these services, which are not accessible off-reserve.

First Nation individuals requiring more advanced care may
access psychiatric care provided on an out-patient or in-patient
basis, at no cost. These services, which are provincially
funded, can be accessed through a referral from a primary care
provider. In some cases, when individuals are thought at risk
of self-harm or of harming others, hospitalization for emer-
gency mental health services is also possible.

The objective of this article is to document patterns of in-
hospital mental health service use by First Nations in
Manitoba. We focus on selected mental health conditions,
namely schizophrenic disorders, paranoid conditions and ma-
jor depression, which have been shown to be responsive to
community-based interventions, when available. These types
of conditions are known as Ambulatory Care Sensitive
Conditions (ACSC). While mental health is often not included
in definitions of primary healthcare, the First Nations commu-
nities we worked with on this project have clearly stated that
they consider mental health to be an integral component of
their definition of primary healthcare (Kyoon-Achan et al.
2018a; Kyoon-Achan et al. 2018b).
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Methods

Partnership This study is part of a larger partnership-based
program of research under the project name Innovation
Supporting Transformation in Community-based Primary
Healthcare Research Project in Manitoba First Nation and
rural/remote communities (iPHIT), between researchers from
The First Nations Health and Social Secretariat of Manitoba
(FNHSSM, formed by a resolution of the Assembly of
Manitoba Chiefs in 2014), the University of Manitoba
Departments of Community Health Sciences and Family
Medicine, and 8 Manitoba First Nation communities. The
collaboration and methods of working together with our part-
ners have been detailed in another publication (Kyoon-Achan
et al. 2018). It is important to note that all partners, including
representatives from the 8 First Nations, were involved in
defining all research priorities, including the focus on mental
health, which was the salient concern in all discussions.
Results were discussed in multiple meetings with FNHSSM
and university-based researchers, as well as with our eight
First Nation community partners, to elicit context, deepen in-
terpretation, ensure uptake of results by communities to sup-
port innovation, and explore solutions. Partners were involved
in the interpretation and approved this publication. Ethical
approval was received from the University of Manitoba
Health Research Ethics Board. Approval for data access was
received from the Government of Manitoba Health
Information Privacy Committee and the Manitoba First
Nations Health Information Research Governance
Committee.

Design In this study, we conceptualize that disproportionate
rates of hospitalizations for conditions that could be managed
at the community level if services were available, are an indi-
cation of a barrier to accessing needed services (Lavoie et al.
2010; Lavoie et al. 2019). We are using hospitalizations for
selected mental health conditions (schizophrenic disorders,
paranoid conditions and major depressions) as a proxy for
access to effective out-patient (and thus primary healthcare-
based) mental health services.

Data source We used administrative health data (1986-2014)
from the Manitoba Population Research Data Repository
housed at the Manitoba Centre for Health Policy (MCHP),
University of Manitoba. The repository is a comprehensive
collection of administrative, registry, survey and other data
that include the vast majority of residents of Manitoba, includ-
ing residents of First Nations” communities. The datasets we
used included vital statistics; the population health registry file
for the provincial insured population; the hospital discharge
abstracts; and census data. The study encompassed all
Manitoba residents aged 0 to 74 years of age eligible to re-
ceive health benefits under the Manitoba Health Services

Insurance Plan, including those living on Manitoba’s 63
First Nation reserves.

Sample We defined First Nation communities as those recog-
nized as Indian Reserves under the Indian Act (Indigenous
and Northern Affairs Canada 2017). While narrow, we justify
using this definition because we are concerned with access to
primary health care locally, which is defined by federal policy,
and want to report findings in ways that support First Nation
innovations at the provincial level. We further broke down
findings by Tribal Councils and report findings accordingly
to support self-determination in decision-making.

Rural and remote communities are somewhat more difficult to
define. There is no single, universally accepted definition of con-
cepts such as rural and remote. Most definitions generally focus
on geography, population density or access to services such as
healthcare. The “right” definition is context-dependent. For the
purpose of this study, we included under the rubric “rural and
remote communities” all MB communities with a population of
less than 8000 (n = 183), to provide a useful comparator to MB
First Nation communities, which each have fewer than 8000
residents. Table 1 provides population size for each category.

Six-digit postal codes were used to identify the pop-
ulation served by each community. Registered members
of First Nations represent 96.6% of the overall on-
reserve population; others are non-status, Métis or non-
Indigenous individuals who depend on the same ser-
vices. The resulting on-reserve First Nation population
varied from 54,999 (1986) to 73,372 (2014) as a result
of population growth.

Variables The main dependent variable for this study was hos-
pitalizations for mental health-related ACSC, which are
known to be serious, major, long-term or chronic in other
investigations (British Columbia Provincial Health Officer
2009; Caminal et al. 2004; Canadian Institute for Health
Information 2007). Four different measures of hospitalization
were used:

* Rates of episodes of hospital care: the number of hospi-
talization episodes from admission to discharge.
Hospitalizations were treated as a single episode when
readmission to another hospital occurred within 1 day, to
account for transfers from one hospital to another.

*  Rates of length of stay per admission: the average of the
number of days in hospital for each episode of care.

*  30-day readmission rates: readmission within 30 days of
discharge from the initial admission.

*  Average age of admission across populations.

Analysis We used generalized estimating equation (GEE)
models to analyze our data, controlling for age, sex, and socio-
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Table 1 Sample size per

community type, 0—74 years of Community 1986 2014
e Males Females Males Females
First Nation communities 28,614 26,385 37,565 35,807
Dakota Ojibway Tribal Council 3308 3074 3909 3640
Independent First Nations (not part of a Tribal Council) 8113 7597 10,926 10,531
Interlake Reserve Tribal Council 2752 2485 3080 2899
Island Lake Tribal Council 2329 2202 4080 3783
Keewatin Tribal Council 3247 3047 4670 4502
Southeast Resource Development Council 2249 2066 3070 2867
Swampy Cree Tribal Council 3924 3521 4938 4797
West Region Tribal Council 2692 2393 2892 2788
Rural communities not considered remote 36,289 36,252 45,488 46,046
Rural communities that are also remote 44,335 44,464 51,850 51,603
All Manitoba 528,040 527,021 585,147 581,197

economic status (SES), to identify trends (change over time from
1986 to 2014) and differences in hospitalization rates for ACSC.
We present our results in a 5-year rolling average to attenuate
yearly variations and instead highlight trends. This is an accepted
reporting method when dealing with small sample size.

Results

Table 2 and Fig. 1 show that rates of episodes of care for
mental health-related ACSC are the highest and increasing
for First Nation communities (3.40% change, p <0.0001).
Although we analyzed results for all of Manitoba and for
non-reserve small (remote and non-remote) Manitoban com-
munities, results for those communities did not show statisti-
cally significant change. For First Nation communities, the
increasing trend appears to have begun around 1999. Results
for First Nation communities were significantly different from
those for all of Manitoba (p =0.0103).

As Table 3 shows, rates of episodes of care for mental
health-related ACSC are increasing at a faster rate for First
Nations males (5.81% change between 1986 and 2014) than
for First Nation females (2.16% change).

Table 4 shows the rates of episodes of care for mental
health-related ACSC across Manitoba’s seven Tribal
Councils and other independent (not Tribal Council affiliated)
communities, broken down by sex. For First Nation males,
rates were found to be increasing across all Tribal Councils
and with independent communities, with the exception of
those communities affiliated with the Dakota Ojibway Tribal
Council. For First Nation females, results also showed in-
creased rates of hospitalization, in the Island Lake Tribal
Council, Keewatin Tribal Council, Southeast Resource
Development Council and West Region Tribal Council.

As Table 5 and Fig. 2 show, rates of length of stay are
slowly increasing for First Nation communities (0.88%
change, p = 0.0466). Results for other communities were not
statistically significant. Although the length of stay for First
Nation communities appears to be shorter than for other com-
munities, the difference was found not to be statistically sig-
nificant (p = 0.4955).

We analyzed rates of readmission for mental health ACSC
to hospital within 30 days of an episode of care. As shown in
Table 6, rates of readmission were found to be decreasing and
statistically significant only for all of Manitoba (p = 0.01340)
and for rural communities that are also remote (p =0.00).
Statistically significant changes could only be detected for

Table 2 Adjusted rates of
episodes of care for mental
health-related ACSC from 1986
to 2014 in Manitoba, 5-year

rolling averages

Community Adjusted rates for2011-15  Trend % change P value
(lower-upper confidence direction
intervals)
First Nation communities 26.00 (17.59-38.42) 1 3.40 <0.0001*
Rural communities not considered remote ~ 13.35 (8.51-20.94) 1 0.60 0.4110
Rural communities that are also remote 12.86 (8.87-18.65) ! 0.41 0.1851
All Manitoba 12.55 (12.34-12.75) 1 0.20 0.8596

*Statistically significant

@ Springer



Can J Public Health (2021) 112:231-239 235
Fig. 1 Age, sex and SES-adjusted
ACSC rates per 1000 (mental .
health) 30
”s S~
% ’ L—‘_//
g_ ; \_\ \
E | e —— —
10
5
0
» o o> 3 ° & & o J »
CA A A A A A A A A A
===First Nation communities ====Rural communities that are also remote =====Rural communities not considered remote e Al] Manitoba (ACSC)
Table 3 Adjusted rates of -
episodes of care for mental Community Males Females
health-related ACSC from 1986
to 2014 in Manitoba, breakdown Direction % change P value Direction % change P value
by sex, per 1000
First Nation communities 1 5.81 <0 .0001* 1 2.16 0.00*
Rural communities not 1 1.63 0.17 1 0.04 0.96
considered remote
Rural communities that 1 0.76 0.13 ! 0.88 0.03*
are also remote
All Manitoba i 1.29 <0.0001* l 0.11 0.48

*Statistically significant

Independent First Nation communities (decreasing, 2.71%
change, p=0.00). This may be related to the small sample
size and resultant small number of events to analyze.

Finally, we looked for the age at the time of admission for a
mental health-related ACSC. Table 7 clearly shows that the
age at the time of admission is decreasing (results were statis-
tically significant for all categories of communities) across all
communities in Manitoba. The age of admission for First

Nation communities was also found to be significantly lower
when compared with that for all of Manitoba (p =0.01).

Discussion

Our study has shown that rates of hospitalization for mental
health-related ACSC are increasing for Manitoba First

Table 4 Rates of episodes of care
for mental health-related ACSC
from 1986 to 2014 in Manitoba,
breakdown by tribal councils and
sex, per 1000

Tribal councils Males Females

Direction % P value Direction % P value

change change
Dakota Ojibway Tribal Council i 1.91 0.10 l 1.69 0.14
Independent communities 1 4.10 <0.0001*% | 0.53 0.59
Interlake Reserve Tribal Council i 3.26 0.01%* 1 0.15 0.95
Island Lake Tribal Council i 9.76 <0.0001* 1t 9.80 <0.0001*
Keewatin Tribal Council i 8.10 <0.0001* 1t 7.12 <0.0001*
Southeast Resource Development 1 3.08 0.00%* i 4.89 0.01°*
Council

Swampy Cree Tribal Council i 6.23 0.00* l 0.64 0.68
West Region Tribal Council i 7.48 <0.0001* 1t 1.04 0.01°%*

*Statistically significant
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Table 5 Rates of length of stay
for mental health-related ACSC
from 1986 to 2014, Manitoba, 5-
year rolling averages

Community Adjusted rates for 2011-15  Trend % change P value
(lower-upper confidence direction
intervals)
First Nation communities 9.79 (7.08-13.52) i 0.88 0.0466%*
Rural communities not considered remote  13.63 (8.86-20.96) l 0.00 0.9983
Rural communities that are also remote 14.80 (10.87-20.15) i 0.48 0.6549
All Manitoba 23.68 (23.60-23.76) 1 0.36 0.5596

*Statistically significant

Fig.2 Age, sex and SES-adjusted
ACSC LOS rates (mental health
ACSC)

Rates per 1000
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Nations, with the greatest increase being borne by First Nation
males. Our results also clearly show that some Tribal Councils
are experiencing higher rates of hospitalizations than others. It
also appears that the length of hospital stay for First Nations is
slowly increasing. Despite this, it remains shorter than for all of
Manitoba: these results may simply reflect that the majority of
the Manitoba population lives in larger urban environments
compared with First Nations. As a matter of practice,
Manitoba residents from rural and remote communities, includ-
ing First Nations, tend to be hospitalized at a lower threshold of

e All Manitoba (ACSC)

acuity than their urban counterparts, simply because the urban
population can more readily access specialized care on an out-
patient basis than their rural and remote counterparts.
Alternatively, these results could suggest a revolving door sit-
uation, where needs remain after discharge, leading to readmis-
sion. Although we could not detect statistically significant find-
ings when looking at readmission rates for First Nations, this
may be due to the small sample size. Additionally, an increase
in length of stay for First Nations may signal increased acuity
for those hospitalized. First Nation community partners

Table 6 Adjusted rates of readmission for mental health-related ACSC from 1986 to 2014, Manitoba, 5-year rolling averages

Community Adjusted rates for 2011-15 Trend direction % change between P value
(lower-upper confidence intervals) 1986 and 2012

First Nation communities 78.12 (64.31-94.89) l 0.58 0.40

Rural communities not considered remote 83.46 (68.06-102.35) l 0.83 0.12

Rural communities that are also remote 88.94 (73.11-108.19) 1 1.24 0.00%*

All Manitoba 88.30 (83.48-93.11) ! 0.18 0.0134%*

*Statistically significant
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Table 7 Adjusted age of

admission for mental health- Community Adjusted rates for2011-15  Trend direction % change P value

related ACSC from 1986 to 2014, (lower-upper confidence

Manitoba, 5-year rolling averages intervals)
First Nation communities 25.71 (23.93-27.62) ! 0.78 <0.0001*
All Manitoba 37.34 (37.24-37.44) l 0.34 <0.0001*
Rural and not remote communities ~ 35.43 (33.50-37.49) ! 0.59 <0.0001*
Rural and remote communities 40.92 (39.12-42.81) ! 0.70 <.0001*

reported noticing such a trend (Kyoon-Achan et al. 2018a;
Kyoon-Achan et al. 2018b). While acknowledging these con-
founders, we also note that the age at the time of hospitalization
is decreasing, signaling increased acuity at a younger age. This,
along with increased rates of hospitalization for First Nations
men, points to a concerning trend.

Our study shows that patterns of hospitalization for mental
health ACSC have changed over time. The year 1999 seems to
mark a shift, with gradual increases in adjusted rates of hos-
pitalization for mental healthcare. The reasons for this are
however unclear. Watson et al. (2005) studied the use of men-
tal health services in Manitoba from 1992 to 2001, but did not
report such a shift. Additional research may be required to
identify whether this shift is related to new needs, better iden-
tification of ongoing needs, simply a shift in how mental
health services are provided and used, or other events such
as the impact of disclosures of sexual abuse in residential
schools (the first public disclosure has been attributed to then
Grand Chief of the Assembly of Manitoba Chiefs, Phil
Fontaine, in October 1990).

It is important to note that this study has a number of lim-
itations. To begin, the administrative data we accessed do not
provide contextual information on physicians’ patterns of re-
ferral to in-hospital care for mental health conditions (Roos
1992). Still, there is no reason to expect a systematic bias in
referral patterns across communities. As well, our reporting of
findings by types of community and by Tribal Councils
glosses over differences between communities: administrative
data provide limited information on confounders, such as pol-
icy events or shifts in hospitalization practices for certain di-
agnoses, local governance structures and innovative pro-
grams. Where such information might be accessible, limita-
tion in terms of sample size would result in findings being
undetectable statistically. Occasionally, such differences have
been noted and are not reported in publications because First
Nation partners do not want potentially stigmatizing findings
reported publicly on a per community basis. Another limita-
tion is associated with the design itself: ecologic designs such
as the one used in this study highlight associations, but cannot
speak to causality (Morgenstern 1995). Last, we did not iden-
tify Métis, non-registered First Nations and non-Indigenous
peoples living on-reserve. It is however known that

approximately 96.6% of the total on-reserve populations are
registered First Nations. Others are likely to experience the
same patterns of referral when receiving care.

The increased use of hospital admissions to treat First
Nations mental health needs raises issues of questionable ef-
fectiveness, cultural inappropriateness, poorer responsiveness,
and racism (Billie and Smylie 2015; Bourassa et al. 2004;
Browne 2017; Browne et al. 2016). Anecdotal evidence sug-
gests that those who are admitted often do not benefit from the
treatments provided and are discharged after having been sta-
bilized but showing little progress in terms of managing their
condition. The First Nation communities we partnered with
suggested that more community-based support would allevi-
ate the need for hospitalization and would be more effective at
supporting First Nation individuals who have mental
healthcare needs (Kyoon-Achan et al. 2018b). Given the
young age at which First Nations are hospitalized for mental
health ACSC and gender-based differences, there is a clear
need to invest in alternative approaches. Land-based healing
and cultural approaches are showing some promise and have
been widely identified as effective if designed and delivered
by First Nations themselves (Baskin 2016; Dorman et al.
2018). Attention to gender is essential. Here, the legacy of
the Aboriginal Healing Foundation (AHF) might offer ave-
nues for community-based interventions. These will however
require investments to be realized, as most AHF or other ini-
tiatives even when shown to be effective rarely go beyond the
stage of a pilot project, because of a lack of sustainable
funding for community-based innovations. The lack of polit-
ical goodwill to support community healing remains the main
structural barrier.

Conclusions

Findings from this study show increased rates of hospitaliza-
tion for mental health conditions, which partners in this study
linked to the limited mental health services accessible
on-reserve, levels of social distress associated with ongoing
oppression through colonization (evidenced by continued
decision-making by outsiders), and lack of infrastructure. It
is our reflection, which is supported by work reported in other
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publications (Kyoon-Achan et al. 2018a; Kyoon-Achan et al.
2018Db), that mental health conditions might be more effective-
ly treated at the community level through upstream interven-
tions aimed at supporting community members in managing
their mental health needs when a crisis develops. The results
of our study support the need to invest in innovative ap-
proaches in community-based mental health services.
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