CHAPTER SEVEN

Life Expectancy and Mortality
for Manitoba Women
In this chapter, we look at the end of women’s lives. This chapter examines life expectancy for
Manitoba women and premature mortality, before considering the causes of women’s deaths.
In this chapter you will find:
1.
2.
3.
4.
5.

Life Expectancy at Birth
Life Expectancy at Age 65
Health Adjusted Life Expectancy
Premature Mortality
Women’s Mortality and Causes of Death in Manitoba
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Women’s Life Expectancy in Manitoba
Introduction
Life expectancy is used in Canada and internationally as a basic measure of the health of a population.
There are typically two measures used. Life expectancy at birth describes the experience of all people for
all ages [1]. It can describe the greater likelihood that children and infants die before the age of 5 in many
countries. Life expectancy at 65 is an indicator of the health of elderly people, and in many ways is a
measure of how well societies look after their older citizens.
Worldwide, women typically live longer than men [2]. This is also the case in Manitoba and Canada.
Women live longer than men but also, as we have seen, have higher rates of some chronic diseases and are
more likely to live with disabilities and mobility restrictions as they age (see Chapter Five on women’s
experience of disease). To truly understand the health status of older women, measures of life expectancy,
then, should be considered in the context of measures of self-rated health (Chapter Five) as well as the
quality of life, as we do in this chapter with the indicator Health Adjusted Life Expectancy.

Life Expectancy at Birth
Canadians still enjoy long lives compared to people in most other
countries in the world. Canada ranks ninth for life expectancy among
30 countries considered by the OECD1 in 2007 [2].
Life expectancy at birth in Manitoba is also high, and has not changed
in over 10 years [1]. In 2005 Manitoba females had an average life
expectancy of 81.3 years, and males had a life expectancy of 75.8 years,
very similar to life expectancy for Canada as a whole (average 81.4 for
females and 75.9 years for males in Canada)[3].

Life Expectancy at Birth is
the number of years a
person would be expected
to live from the time of
birth, if the age- and sexspecific mortality rates for a
given year were held
constant over the estimated
life span [4].

Figure 1 shows life expectancy at birth for females and males in Manitoba, by Regional Health Authority
(RHA). Although life expectancy differences may appear to be slight between the sexes, and between and
among RHAs, even a couple of years’ difference can be noteworthy.
Manitoba females in the southern RHAs, including Brandon and Winnipeg, have longer life expectancies
at birth, than women in the north who have life expectancies that are shorter by as much as 7 years.
Fransoo et al note that there is considerable variation within RHAs (and between districts in some
1

OECD is the Organisation for Economic Cooperation and Development. The OECD member countries are: Australia,
Austria, Belgium, Canada, the Czech Republic, Denmark, Finland, France, Germany, Greece, Hungary, Iceland, Ireland,
Italy, Japan, Korea, Luxembourg, Mexico, the Netherlands, New Zealand, Norway, Poland, Portugal, the Slovak Republic,
Spain, Sweden, Switzerland, Turkey, the United Kingdom and the United States. The Commission of the European
Communities takes part in the work of the OECD [2].
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RHAs), even in RHAS where the population overall is “healthy” 2 [1]. These geographical differences are
important and may illustrate where health programs and prevention and promotion initiatives should be
directed [1].

Figure 1. Life Expectancy at Birth for
Manitoba Males and Females, 1999-2003
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Source: Manitoba Centre for Health Policy 2005. Life expectancy is not age-standardized [1].

A closer investigation of life expectancy at birth by income quintile, not surprisingly, found that living
with lower income shortens women’s and men’s lives (Figure 2) [1]. Furthermore, the difference in life
expectancy between the sexes became larger with reduced income. That is, although both females and
males with lower incomes have shorter life expectancies than those who live in higher income areas,
females with low income have a life expectancy at birth that is as much as 8.5 years longer than the life
expectancy at birth for low income males.

2

See Figure 2.1.2 Life Expectancy by District, 1999-2003, in Fransoo et al [1].
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Figure 2: Life Expectancy at Birth for Manitoba Males and Females
by Income Quintile, 1990 – 2003
Life expectancy (at birth) in years
Highest Urban U5
U4
U3
Males

U2

Females
Lowest Urban U1

Highest Rural R5
R4
R3
R2
Lowest Rural R1

0

10

20

30

40

50

60

70

80

90

100

Statistical testing is not done on life expectancy values

Source: Manitoba Centre for Health Policy 2005.

These findings are consistent with what we know about the health of low income women and men in the
province, the incidence and prevalence of disease and complications they live with, and the interaction of
social conditions with diet, smoking and other lifestyle choices and opportunities (Chapters Two and
Five). Low income women, for instance, consistently have higher rates of diabetes, heart disease and
cancers, compared with women with more income. This greater burden of disease and poor health
ultimately leads to shorter life expectancies for the women with low income.
The actual mechanisms explaining sex differences in life expectancy are not entirely understood [5]. A
Canadian exploration of national data did find that “external” and preventable causes were responsible for
a large portion of the gap in life expectancy in males and females [5]. Young men, for example, are more
likely to engage in dangerous behaviours, and in fact are more likely to die from their risky endeavours [5,
6]. Women may not have a biological advantage over men, but are at lower risk of preventable death [5].

First Nation Women3
Manitoba First Nations women have, in general, shorter life expectancies than the non-First Nations
population (73.2 years compared with 81.4 years in 1999). However Martens et al found that life
expectancy among First Nations women varies widely across the province, with no discernable patterns
[7], as illustrated in Figure 3.
3

The 2002 Manitoba Centre for Health Policy report The Health and Health Care Use of Registered First Nations People Living in
Manitoba: A Population-Based Study, cited in this section, used special data runs that linked Manitoba health care-use data
with the Status Verification System (SVS), in consultation with the Assembly of Manitoba Chiefs. Linking the Manitoba
health data to the SVS was done strictly for this one report [7]. This makes the findings here different from, and not fully
comparable to, other data used to describe First Nations women’s health in this Profile.
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Figure 3. Life Expectancy at Birth (years) for Females
Registered First Nations vs All Other Manitobans by RHA
1995 - 1999
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First Nations women live, on average, 8 fewer years than all other Manitoban women, an alarming
difference4. This reflects a history and current conditions of disadvantage and discrimination faced by
many First Nations women. Martens et al found, for instance, that the reasons for First Nations women’s
shorter lives are not easily explained by how close they live to health care resources. Two of the more
northerly and remote communities (Keewatin and Island Lakes) had the highest life expectancies among
First Nations, but the lowest life expectancies were among residents of First Nations communities that
are close to Brandon and Winnipeg (communities that are part of Dakota Ojibway Tribal Council and
Southeast Resource Development Council) [8]. Furthermore, “on reserve” women had a life expectancy
that, on average, was one year longer (73.8 years) than those who lived “off reserve” (72.8 years) [7]. The
authors note that access to health care alone will not resolve the great discrepancy in health or life
expectancy seen between First Nation and non-First Nation women in Manitoba [8], or even among First
Nations communities. This is in keeping with what Aboriginal women have said in qualitative studies:
that their health and the health of their communities will improve when systemic problems are addressed,
primarily poverty, discrimination, violence and poor housing, among others [9, 10].

4

No test of statistical significance was done on life expectancies [7].
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Life Expectancy at Age 655
Life expectancy at age 65 is used as a population health measure
of quality of life, social and economic conditions for seniors, and
may point to inequalities between sub-populations.

Life Expectancy at Age 65 is the
number of years a person would
be expected to live, starting at
age 65, if the age- and sexspecific mortality rates for a
given year were held constant
over the estimated life span [3].

Life expectancy at age 65 has increased for both men and
women over the past few decades in Canada [4]. In 1980, the
average life expectancy for Canadian women at age 65 was 18.9
years (that is, living to age 83.9) and 14.5 years for men (that is,
living to age 79.5). By 2005, the average life expectancy for women at age 65 had increased to 21.0 years
and for men it had increased to 16.9 years. Currently, Manitoba women and men live slightly longer than
the Canadian average. In 2005, the life expectancy for Manitoba women at age 65 was 22.0 years (living to
87 years of age) and for men it was 17.7 years (living to 82.7 years) [3, 11].
Figure 4. Life Expectancy at Age 65
- Canada, Manitoba and OECD Average
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Both Manitoba women and men fared better than the average for their counterparts in OECD countries as
illustrated in Figure 4 [2].

5

Material in this section was previously produced in Manitoba Field Testing of Gender-Sensitive Core Set of Leading Health
Indicators, by Donner, Haworth-Brockman and Isfeld (2006). The authors are grateful to the WHO Kobe Centre for
technical assistance.
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Figure 5. Life Expectancy at Age 65 for Manitoba Women and Men by RHA, 1997
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Within Manitoba, there are wide variations in life expectancy at 656 among Manitoba’s Regional Health
Authorities (RHAs) as there are for life expectancy at birth (Figure 5). Generally, women and men in rural
and southern Manitoba have longer life expectancies at age 65 than those in northern Manitoba. The
exception to the general trend is the longer life expectancy of women in the North Eastman RHA [12].
The gap in life expectancy between men and women at age 65 has been decreasing over the past 25 years.
In 1980, Manitoba men aged 65 lived, on average, 4.2 years less than their female counterparts. By 2002,
this difference had decreased to 3.9 years [13], although as Figure 4 shows, the gap increased again to 4.3
in 2005. In Canada as a whole, the gap between the sexes decreased from 4.4 years to 4.1 years over this
period [3, 11]. Among all OECD countries, the gap in life expectancy has remained relatively unchanged,
from 3.5 to 3.3 years during this time [1]. The shrinking gap in life expectancy between men and women
has been attributed to better health of men in general and better treatments for diseases and conditions in
both men and women [14, 15].
Both indicators of life expectancy – at birth, and from age 65 – show that women live longer than men in
Manitoba. Manitoba women also live longer now than they ever have before. The narrowing gap between
the sexes is attributed to smaller differences between the sexes in rates of tobacco smoking and other high
risk lifestyle habits, as well as decreased mortality for men from cardio-vascular diseases [2]. Lower
mortality from heart disease, stroke and cancers (particularly breast cancer) also accounts for more
women living longer than ever before. On the other hand, increases in diabetes and overweight in women
6

The 95 % confidence interval (CI) illustrates the degree of variability associated with a number.
Wide confidence intervals indicate high variability, thus, these numbers should be interpreted and compared with due
caution.
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may soon be seen to reduce women’s life expectancies, and although fewer women now smoke tobacco,
women’s past smoking habits and past exposures, are currently leading to some reduction in life
expectancy because of increasing lung cancer and other smoking-related diseases in women [14, 15].
Living longer, however, is not the same as living with good health, as an examination of Health Adjusted
Life Expectancy demonstrates.

Health Adjusted Life Expectancy7
Increased life expectancy at age 65 is not necessarily accompanied by additional years of good health and
functional status. “Health Adjusted Life Expectancy” (HALE) was developed to address this issue [16] and
HALE is included in Healthy Canadians: A Federal Report on Comparable Health Indicators 2006 and in the
corresponding provincial reports, as it is one of the Comparable Health Indicators mandated for reporting
by the First Ministers [17].
Statistics Canada describes HALE as follows:

Health-adjusted life expectancy is a more comprehensive indicator than that of life expectancy because it
introduces the concept of quality of life. Health-adjusted life expectancy is the number of years in perfect
health that an individual can expect to live given the current morbidity and mortality conditions. Healthadjusted life expectancy uses the Health Utility Index8 (HUI) to weigh years lived in good health higher
than years lived in poor health. Thus, health-adjusted life expectancy is not only a measure of quantity of
life but also a measure of quality of life. [16]
Figure 6 shows the differences in Health Adjusted Life Expectancy at age 65 among Canadian and
Manitoban women and men in 2001. It is important to note that the gender gap in HALE is much smaller
than the gender gap in life expectancy. That is, even though women live longer than men, they have a
higher incidence of chronic diseases, and so their last years are not necessarily healthy. This was
illustrated in the measure of self-rated health which found that older women (aged 65 years and more)
were more likely to rate their health as poor or fair (Chapter Five). Fifty percent or more of women with
heart disease, arthritis or diabetes in 2001, for instance, living in the lower two of five income quintiles,
reported their health to be only fair to poor, and worse than the year before [18].

7

See footnote 5.

8

The Health Utility Index is a summary measure of an individual’s overall health. It is a single index based on functional
capacity: vision, hearing, speech, mobility, dexterity, emotion, cognition and pain. The HUI score range is 0 (death) to 1
(perfect health). A score equal to or less than 0.8 is considered poor health [18]. The HUI does not recognize that persons
living with long term disabilities may consider their own health to be excellent.
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Figure 6. Life Expectancy and Health Adjusted Life Expectancy Canada & Manitoba 2000-2001
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Discussion – Life Expectancy & Health Adjusted Life Expectancy
The long lives Manitoba women enjoy overall bear more scrutiny, particularly for some sub-populations,
since women’s longevity is closely related to the socio-economic conditions in which they live [4]. Poor
women have considerably shorter lives, whether they live in urban or rural areas. (Rural living is linked to
a somewhat reduced life expectancy for the Canadian population as a whole [5].) Life expectancies for
First Nations women in Manitoba are considerably lower than for the non-First Nations women. As
income disparities in Canada are growing – the gap between the wealthiest and poorest is widening– we
cannot hope that poor women’s life expectancies will increase just by allocating more funds to acute
health care treatments.
A number of studies have found that life-expectancy and health-adjusted life expectancy9 are affected by
women’s experience of chronic pain [19, 20], chronic disease such as diabetes [21], smoking [5, 22] and
asthma [21]. Some authors also found links between life expectancy and non-clinical factors such as
migration [23] and sexual orientation (when marginalized) [24]. In Canada, more women than men (4
million compared to 3 million) report having two or more chronic conditions and 500,000 more women
than men report having disabilities that affect their daily functioning [5, also 18]. The data available for
HALE do not yet allow for investigation of the overall health of elderly women who are poor, Aboriginal
women, women with disabilities or other sub-populations. As Aboriginal women, for instance, cope with
more chronic diseases, it would be valuable to establish HALE for Aboriginal women, and then to use this
information to monitor Aboriginal women’s health if improvements are made for other indicators of
health.
9

Some health indicator research examines Disability-Free Life Expectancy, which is similar to, but not an exact
equivalent of HALE. For an in-depth discussion of HALE and similar measurements, see Mathers et al [25].
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Increases in life expectancies in developed countries are attributed, as noted, to better overall nutrition,
good health care where available and affordable, and better treatment and survival of cardio-vascular
disease and cancer, but the correlation between income and life expectancy remains. A study in the UK
noted that women in the highest of five status categories, with well paid jobs and good control over their
work and lives, lived longest. Women with less income had poor diets, and were more likely to drink and
smoke tobacco, and had much less decision-making power in their jobs, which contributed to their lower
life expectancies, but were not the exclusive causes [15]. Twenty previous years of improved life
expectancies in the U.S. began to reverse from 1983 to 1991, attributed to “increased mortality from lung
cancer, chronic obstructive pulmonary disease, diabetes and a range of other non-communicable diseases,
which were no longer compensated for by the decline in cardiovascular mortality.” Declines in life
expectancy were most notable among the worst-off portions of the American population, and life
expectancies in women declined primarily because of chronic diseases related to smoking, overweight and
high blood pressure [14].
Chapter Five of this Profile documented that women are more likely to have high blood pressure,
hypertension and arthritis, particularly as they age (with considerably higher rates seen for First Nations
women). Women in Manitoba are more likely to be treated for hip fractures, which are associated with
considerable pain for women. As our provincial population continues to age, life expectancy and HALE
remain important measures of how well Manitoba social and health systems care for the women who live
here. Whether longer life expectancy is accompanied by good health and independent functioning among
seniors has important implications for health care and social services systems, and for women, who
overwhelmingly bear the burden of informal care to seniors. It is therefore important to monitor both life
expectancy and HALE. Programs, plans and services designed for seniors need to include consideration of
women’s quality of life, not just the duration of their lives.

Premature Mortality
Premature mortality is a measure of women’s (and men’s) rate of death before reaching their life
expectancy and is considered a robust measure of health status [33].
The Manitoba Centre for Health Policy Sex Differences report
provides information about women’s mortality and premature
mortality10. Figure 7 illustrates the rate at which Manitoba women
and men died prematurely (per 1,000) in the 10 years 1994 – 2003.
Women were much less likely to die prematurely than men (2.6
versus 4.4 premature deaths per 1,000 residents). This was true for

Premature Mortality Rate is
the number of deaths per
1,000 residents, aged 0 to 74
years [1]. That is, death before
age 75.

10

The Manitoba Centre for Health Policy more recently released new analyses of premature mortality rates. See Martens
et al (2008) [33].
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all RHAs and for all districts within RHAs [1]. That is, men are more likely than women to die before the
age of 75. Premature mortality rates have declined over time, in keeping with increases in life
expectancies from birth and at age 65 [1].
There was however considerable variability among RHAs and even within RHAs11 in Manitoba [1].
Women in the north were significantly more likely to die before the age of 75 than women in the rural
southern regions, Brandon or Winnipeg [1].
Figure 7: Premature Mortality Rates for Manitoba Males and
Females by RHA, 1994 – 2003
Age-adjusted annual rate per 1,000 residents age 0-74
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Source: Manitoba Centre for Health Policy 2005.

Women were progressively more likely to die prematurely as income declined in both rural and urban
Manitoba (Figure 8). While differences for women are not as large as for men, both rural and urban
women were nearly twice as likely to die prematurely in the lowest income groups than in the next
highest quintile.

11

See Figure 2.4.2 Premature Mortality Rates by District 1994-2003 in Fransoo et al [2], and also Figure 2.2 Premature
Mortality Rates for Females by District in Martens et al [33].
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In a meta-analysis of U.S. data from 1960 to 2002, Krieger measured premature mortality by income
quintile (here premature mortality was measured as death before age 65). Premature mortality declined in
all quintiles and across ethnic categories between 1966 and 1980. However relative health inequities
widened after 1980, a factor the authors link to American rollbacks of federally-funded social programs
[26]. Given that premature mortality is demonstrably higher for low income women in this province, and
as low income women are receiving health care treatment proportional to rates of illness in Manitoba,
health care access alone is not the only issue at play. In a number of qualitative studies published and
supported by Prairie Women’s Health Centre of Excellence, women have pointed out that they need their
basic and structural needs met in order for their health to improve, since their health is tied to nonclinical issues such as bad housing, low income, limited availability of child care and their need for
improved education and employment [27, 28 for instance].

Figure 8: Premature Mortality Rates for Manitoba Women and Men
by Income Quintile, 1994 – 2003
Age-adjusted annual rate of deaths before age 75, per 1,000 residents age 0-74
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Source: Manitoba Centre for Health Policy 2005.
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Women’s Mortality & Causes of Death in Manitoba
Introduction
Women’s increasing life expectancies means that women do not die as young as they did in previous
generations, and this is for a number of reasons. Infant and child mortality rates have dropped
dramatically, particularly since the first half of the 20th century; maternal mortality in Manitoba is also
very low (Chapter Four). In general Manitoba women enjoy safer working conditions and better nutrition
and hygiene than ever before12. Screening programs and prevention of disease, treatments, and surgeries all
contribute to longer lives for Manitoba women and lower mortality rates than in the past.

Total Mortality Rates
Figure 9 shows the total mortality rates (per 1,000) residents
for Manitoba residents by RHA. Manitoba women have
considerably lower mortality rates overall and in all RHAs than
their male counterparts.

Total Mortality Rate is “the total
number of deaths in a population,
divided by the total number of
residents” (including those deceased)
[1].

Figure 9: Total Mortality Rates for Manitoba Males and Females by
RHA, 1994 – 2003
Age-adjusted annual rate of deaths per 1,000 residents
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Source: Manitoba Centre for Health Policy 2005.
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However not all women have all the same advantages, and these are indicators that must be monitored.
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Although there is some variation among the RHAs, the difference between men and women remains fairly
constant, with age-adjusted female mortality 60 – 70% of that for males [1]. As mentioned, child and
infant mortality in Manitoba is quite rare and deaths increase with age, particularly among elderly women
and men. Annual mortality is increasing slightly in the province, a reflection of our older population [1].
Figure 9 also illustrates that women’s mortality rates in northern Manitoba are statistically higher than
for southern residents. The Canadian Women’s Health Surveillance project similarly found that women in
northern Canada had higher mortality rates, a trend that had not been observed in earlier studies. The
authors note:
“The mortality burden of biologically-based, sex-specific cases is actually greater among women in terms of
mortality rates and potential years of life lost (for northern Canadian women)” [5].
Total mortality rates by income quintile, reproduced here in Figure 10, continue to illustrate the strong
relationship between area-level income and mortality. As was seen in life expectancy and premature
mortality data, women have higher mortality rates in the lowest income quintiles, for both rural and
urban residents. As seen in Figure 10 although mortality does not evenly decline with greater incomes in
either setting, there are statistical differences in the mortality rates from the highest income areas to the
lowest.
Figure 10 Total Mortality Rates by Income Quintile for Males and
Females, 1994 – 2003
Age-adjusted annual rate of deaths per 1,000 residents
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Source: Manitoba Centre for Health Policy 2005.
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Causes of Women’s Deaths in Manitoba
Manitoba women die for many different reasons, but the leading causes of death are circulatory diseases,
cancer, respiratory diseases, injury and poisoning and endocrine and metabolic disorders (this would
include diabetes, for instance) (Figure 11) [1]. Although men die for the same list of reasons, with the same
five primary causes [1], we have seen throughout this Profile that diseases affect women and men in
different ways, at different ages and have gendered influences and implications.

Figure 11. Mortality by Cause (ICD-9-CM)
for Manitoba Females, 1994 -2003
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Source: Manitoba Centre for Health Policy 2005.

For women who live in the north, the leading causes of death are circulatory disease, cancer, injury and
poisoning, and respiratory illnesses, followed by endocrine and metabolic causes, confirming that women
in the north are more likely to die of injuries than their southern counterparts [1].
A study of Canadian women found more women die of heart disease and related causes, including COPD
than any other cause. DesMeules et al found that death due to cardiovascular disease was declining,
whereas deaths attributable to accidents (injuries), poisoning and violence were the second largest
category in their study [5]. The authors also found a more than 50% decrease in the female age-adjusted
morality rate, from all causes, compared with males (39% decrease) since the 1950s, particularly with the
decline in mortality of older people since the 1980s [5]. In this Profile, we have documented that although
women are less likely to die of cancer than men, women’s deaths due to lung cancer are increasing
(Chapter Five), and more women than men are likely to die of cancer in the 35-54 year age range.
There may be other ways in which gender influences cause and time of death. One study found that
women over age 50 were less likely to receive life-supporting treatments or be admitted to intensive care
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units. The authors found that women’s symptoms of critical illnesses may be factors, and decisions made
by providers may contribute, but there are likely other confounding factors [29].
Other research examined the interactions of personal life choices and found that people who smoke, drink
alcohol, are physically inactive and do not eat enough fruits and vegetable (measured as Vitamin C intake),
have a four-fold likelihood of reducing their life spans by as much as 14 years [30]. In a different vein, a
study from the UK found a causal interaction between advanced diabetes and material deprivation,
leading to increased mortality [31]. These studies and others thus exemplify the complex interactions of
personal choices, social standing and income, and disease on overall health and mortality.

Summary
Women in Manitoba have life expectancies that continue to increase. Women have benefited, as have
men, from better recognition of, and treatment for, heart disease, heart attacks and stroke – particularly in
the case of heart attacks, where better understanding of women’s specific symptoms has led to improved
outcomes. There is evidence however that the effects of women’s smoking habits in the past 40 years may
lead to decreases in life expectancy and increased mortality, somewhat later than was observed for men.
But as this Profile of Women’s Health in Manitoba has demonstrated across the many indicators examined, the
patterns seen for the province as a whole include different trends and patterns that bear examination by
income, geography and other variables. Low income women consistently have higher rates of diabetes,
heart disease and cancers, compared with women with more income, leading ultimately to shorter life
expectancies for women with low income. Similarly, First Nations women have life expectancies on
average, that fall considerably short of the Manitoba average [22, also 32]. Better understanding of how
the determinants of health interact and their effects on life expectancy for other sub-populations of
women is needed and could lead to improved health care and programs. Allocating health care funds only
to treatment of acute conditions will not bridge the health inequities.

Policy Recommendations
Life expectancies and mortality rates and causes should be monitored in conjunction with health adjusted
life expectancy or some equivalent. A study of life expectancies world-wide concluded that:

“Despite the fact that people live longer in the richer, more developed countries, and have greater
opportunity to acquire non-fatal disabilities in older age, disability has a greater absolute (and relative)
impact on healthy life expectancy in poorer countries. Separating life expectancy into equivalent years of
good health and years lost to sub-optimal health thus widens rather than narrows the difference in health
status between the rich and the poor countries.” [25].
Considering the evidence in this Profile, and in similar reports on the health of Manitoba women, it is
reasonable to expect that Manitoba women will also show such differences in their health and life
expectancies until the gaps between the advantaged and disadvantaged in our society are reduced and
health disparities can be reduced.
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