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T he opioid crisis in Canada is well documented.1–3 
Recent estimates of harms associated with opioid 
use show a 55% rise in opioid-related deaths from 

2016 to 2018, with a total of 4382 deaths in 2018.4 Hospital 
admissions due to opioid poisonings increased by 5% from 
2016 to 2018, with 17.6 per 100 000 people admitted to hos-
pital in 2018.1,4 The highly addictive nature of opioids and 
often inappropriate opioid prescribing practices are major 
contributors to the worsening opioid crisis.5

Certain Canadian populations are at high risk for being neg-
atively affected by prescribed opioids. Indigenous people have 
been shown to have higher rates of hospital admission due to 
opioid poisoning than other Canadians.1 However, there is lim-
ited information on the impact of the opioid crisis among Métis 
specifically. The Red River Métis are descendants of First 
Nations and European settlers who once governed a distinct 

nation in the northwest part of North America. Canadian colo-
nial laws and policies dispossessed the Red River Métis of their 
lands and subjected them to many other damaging injustices. 
Despite these challenges, the Red River Métis remain resilient 
and resourceful, celebrating a rich cultural and social history,6 
and they maintain their rights to self-determination and 
self-government.
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Background: Amid rising concern about opioid use across Canada, Métis leaders in Manitoba are seeking information on prescrip-
tion opioid dispensing in Red River Métis populations to assist with planning and implementing appropriate evidence-based harm-
reduction strategies in their communities. We examined patterns of prescription opioid dispensing among Red River Métis and com-
pared them to those among other residents of Manitoba.

Methods: We conducted a population-based retrospective cross-sectional study for fiscal years 2006/07–2018/19 using administra-
tive data from the Manitoba Population Research Data Repository and a study designed in partnership with researchers from the 
Manitoba Métis Federation. We compared age- and sex-adjusted rates of prescription opioid dispensing and mean morphine equiva-
lents (MEQ) between Red River Métis and all other Manitobans aged 10 years or older, in accordance with Indigenous data sover-
eignty principles. To better understand what was driving any differences in patterns of prescription opioid dispensing between the 
2 groups, we stratified the groups by age, sex, urbanicity, number of comorbidities, income quintile and opioid type, and compared 
patterns in MEQ/person.

Results: The 2018/19 cohort included 76 755 Red River Métis and 1 117 854 other Manitobans. Other Manitobans were more likely 
than Red River Métis to be in higher income quintiles and to live in urban areas, and were less likely to have been diagnosed with a 
mood or anxiety disorder or a substance use disorder in the previous 5 years. The rate of prescription opioid dispensing and the 
opioid-associated MEQ/person were consistently higher among Red River Métis than among other Manitobans in each study year 
(p < 0.001). The rate of prescription opioid dispensing declined and the MEQ/person rose among other Manitobans over the study 
period but did not change among Red River Métis.

Interpretation: The rate of prescription opioid dispensing and the potency of prescribed opioids were higher among Red River Métis 
in Manitoba than among other Manitobans. Further investigation into the different dispensing patterns between the 2 groups and the 
potential opioid-related harms they may herald is warranted.
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Métis leaders consider the health and well-being of their 
people to be a top priority. However, the lack of data specific 
to the Red River Métis on health issues such as prescription 
opioid use hinders leaders’ ability to understand the details of 
the medical care their people receive, including what opioids 
are prescribed and at what dosage. Without this information, 
Métis health leadership is unable to plan effective public 
health strategies specific to the Red River Métis context that 
recognize the unique cultural legacy of the Red River Métis 
and their negative experiences of colonialism and racism in 
the health care system.6

To address this gap in knowledge and to support the devel-
opment of harm-reduction and intervention strategies among 
Red River Métis, we conducted a study comparing patterns of 
prescription opioid dispensing between Red River Métis in 
Manitoba, Canada, and all other Manitobans.

Methods

Study setting and design
We conducted a retrospective longitudinal cross-sectional 
study of prescription opioid dispensing in Manitoba using 
administrative data. We compared the rate of opioid dispens-
ing and the dosage of opioid-associated morphine equivalents 
(MEQ) among Red River Métis in Manitoba and all other 
Manitobans from fiscal years 2006/07 to 2018/19.

To gain a deeper understanding of what was driving any 
differences in opioid dispensing patterns between the 
2 groups, we examined time trends in MEQ by age group, 
sex, income quintile, urbanicity, number of comorbidities and 
opioid type. Opioid-associated MEQ, which are a measure of 
the cumulative intake of an opioid drug over a 24-hour 
period, allow for a standardized comparison of different types 
of opioids with different potency levels. In this study, we used 
MEQ to compare the potency of different types of opioids. 
We reported the study results according to the Reporting of 
Studies Conducted Using Observational Routinely-collected 
Health Data (RECORD) statement.7

We developed the study design in partnership with Red 
River Métis researchers from the Manitoba Métis Federation, 
who emphasized the importance of a distinctions-based 
approach, one that recognizes and respects the Red River 
Métis as an Indigenous group distinct from First Nations and 
Inuit. Our decision to draw comparisons between Red River 
Métis and other Manitobans only was at our Métis partners’ 
insistence that it would not be appropriate to compare the 
outcomes of one Indigenous group to another. This approach 
aligns with the guiding principles of Indigenous data sover-
eignty, which assert that Indigenous nations are rights-holders 
of their own data and the ways in which they are analyzed and 
presented.8,9

Data sources
The data were derived from the Manitoba Population 
Research Data Repository at the Manitoba Centre for Health 
Policy, University of Manitoba.10,11 The repository comprises 
more than 90 databases that can be linked at the individual 

and family level across databases, across health sectors and 
over time. It includes de-identified records for virtually every 
contact Manitobans make with the health care system, as well 
as information on prescription drug dispensations from com-
munity pharmacies for more than 99% of Manitoba residents, 
including members of the Red River Métis.

The databases used in the study were the Manitoba Health 
Insurance Registry (demographic information such as sex and 
birthdate for Manitoba residents registered for publicly 
funded health care); the Manitoba Métis Registry (a registry 
of Red River Métis living in Manitoba); the Hospital Dis-
charge Abstract Database (demographic and clinical informa-
tion on inpatients, including reason for admission); Medical 
Services (claims for physician visits in offices, hospitals and 
outpatient departments, fee-for-service components for tests 
such as laboratory and radiographic procedures performed in 
offices and hospitals, and payments for on-call agreements); 
the Drug Program Information Network (prescriptions dis-
pensed from community pharmacies); and data at the small 
geographic area level from Canada census years 2006, 2011 
and 2016 (to examine socioeconomic status) (Appendix 1, 
Table S1, available at www.cmajopen.ca/content/10/1/E288/
suppl/DC1).12 The repository data have been used extensively 
in research, and their validity for population health studies has 
been well documented.13–16

Study cohort
The study cohort included all people who were living in Man-
itoba at some point between 2006/07 and 2018/19 and who 
were registered for health insurance. We excluded children 
younger than age 10 years. With permission from the Mani-
toba Métis Federation, we identified citizens of the Red River 
Métis by linking the Manitoba Métis Registry to the Mani-
toba Population Research Data Repository. Other Manito-
bans included non-Indigenous residents of Manitoba, as well 
as Inuit, First Nations and other people who were not listed in 
the Métis Registry. Further information on the ethnic origins 
of the population of Manitoba is available from Statistics 
Canada.17

Measures

Descriptive characteristics
To examine the study cohort’s sociodemographic characteris-
tics, comorbidities and mental health, we used information on 
age and sex from the Manitoba Health Insurance Registry. 
We derived urbanicity codes from postal codes available in 
the Canada census public use data. We created income quin-
tiles using income data for average small geographic areas 
(i.e., dissemination areas) from the Canada census public use 
data. We ordered the Manitoba population from lowest to 
highest income and then categorized the population into 
5 groups (quintiles).18

We assessed comorbidities using the Elixhauser Comor-
bidity Index, which categorizes patient comorbidities based on 
31 different sets of International Classification of Diseases diag-
nosis codes.19,20 The mental health indicators we examined 
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were mood or anxiety disorder, personality disorder, psy-
chotic disorder, substance use disorder and suicide 
attempt(s). We obtained diagnosis codes for these measures 
from the Drug Program Information Network, the Medical 
Services database and the Hospital Discharge Abstracts 
Database (see Appendix 1, Table S2 for definitions and diag-
nosis codes).

Outcomes
The 2 primary outcomes were rate of prescription opioid dis-
pensing and mean opioid-associated MEQ/person. We exam-
ined these 2 outcomes first among Red River Métis and other 
Manitobans in 2006/07 and 2018/19, and then for each year 
in this range using time trend analyses. To better understand 
what was driving any differences in patterns of prescription 
opioid dispensing between the 2 groups, we then stratified the 
groups by age, sex, urbanicity, number of comorbidities, 
income quintile and opioid type, and compared patterns in 
MEQ/person.

Definitions
We defined “opioid dispensation” using data from the Drug 
Program Information Network; we included all drug dis-
pensations with ATC codes N02A and N01AH, and used a 
180-day washout period after each newly dispensed pre-
scription. We used MEQ as the conversion factor to calcu-
late the strength of an opioid using morphine dosage. We 
assigned conversion factors for MEQ product groups21 
based on generic product type. We then calculated MEQ 
conversion factors for individual dosages by multiplying the 
group conversion factor and individual dosage strength for 
each product. We calculated total MEQ per prescription by 
multiplying the quantity of doses dispensed by the dosage 
conversion factor.

Statistical analysis
We tested for differences between 2006/07 and 2018/19 in 
dispensing rates and MEQ using generalized models. Models 
included a Métis identity indicator, a binary year indicator, 
and an interaction between year and Métis identity to test for 
differences between the start and end of the study, and for dif-
ferences between Red River Métis and other Manitobans. We 
then used longitudinal time trend analyses to determine 
whether the different patterns in dispensing rates and MEQ 
were statistically significant over time.

We modelled dispensing rates by a generalized linear 
model with a log link, negative binomial distribution and the 
log of population for a given year as an offset. The total 
number of dispensations during the time period was the 
dependent variable. For MEQ, we used a general linear 
model with a normal distribution. Both measures were 
adjusted for age and sex. We used a time-by-Métis identity 
interaction to test whether trends differed between Red River 
Métis and other Manitobans. For MEQ, we tested both lin-
ear and nonlinear (quadratic) time trends. We tested the 
t-statistic of each group’s slope coefficient and its associated 
p value at p = 0.05 to determine whether the estimated slope 

was different from 0. We assessed model fit using residual 
plots. All analyses were done in SAS Version 9.4 (SAS 
Institute).

Ethics approval
The study was approved by the University of Manitoba 
Human Research Ethics Board (HS22883 – H2019:218), and 
the Manitoba Métis Federation cabinet provided a letter of 
support. The Health Information Privacy Committee of the 
Manitoba government also reviewed and approved the study 
(HIPC 2019/20–16).

Results

There were 1 702 996 Manitobans registered for health insur-
ance from 2006/07 to 2018/19. After we excluded children 
younger than age 10 years (n = 202 056) and nonresidents of 
Manitoba (n = 227), the final study cohort included 1 500 713 
people, 88 699 Red River Métis and 1 412 014 other Manito-
bans. A summary of the sociodemographic and health charac-
teristics of the cohort for 2006/07 and 2018/19 is presented in 
Table 1. These characteristics and all 31  categories of the 
Elixhauser Comorbidity Index for additional years are pre-
sented in Appendix 1, Tables S3 to S7. Although many char-
acteristics were similar between the groups, other Manitobans 
were more likely than Red River Métis to live in urban areas 
and be in the highest income quintiles. A greater proportion 
of Red River Métis than of other Manitobans had been diag-
nosed with a mental health disorder, such as a mood or anxi-
ety disorder, or a substance use disorder, within the previous 
5 years.

Table 2 presents an overview of the 2 primary outcomes: 
the rate of prescription opioid dispensing and the MEQ/
person at the beginning (2006/07) and end (2018/19) of the 
study period. There were no significant differences between 
Red River Métis and other Manitobans in either measure in 
these 2 years.

The age- and sex-adjusted rates of prescription opioid dis-
pensing were significantly higher among Red River Métis 
than among other Manitobans in each study year (p < 0.001) 
(Figure 1A). (We present age- and sex-adjusted measures in 
Figure 1 to ensure fair comparisons between the 2  groups. 
The unadjusted prescription opioid dispensing rates and mean 
MEQ/person are available in Appendix 1, Figure S1).

Linear time trend analyses showed that the rate of dispens-
ing decreased among other Manitobans from 2006/07 to 
2018/19 (p  < 0.001) but did not change among Red River 
Métis (p  = 0.07). The age- and sex-adjusted mean MEQ/
person was higher among Red River Métis than among other 
Manitobans in each study year (p  < 0.001) (Figure 1B). The 
linear time trend was significant for other Manitobans only, 
and the nonlinear time trend was significant for both groups 
(both p  < 0.001). This means that, in both groups, MEQ/
person initially increased and then decreased over the study 
period; among other Manitobans only, it was higher at the 
end of the study period than at the beginning of the study 
period (p < 0.001).
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Variations in opioid-associated morphine 
equivalents by study cohort characteristics

We examined relative differences between the 2 groups and 
time trends in MEQ by age group, number of comorbidi-
ties, income quintile and opioid type (Figure 2). The p val-
ues associated with  the linear and nonlinear time trends are 
given in Appendix 1, Table S8. The results of 2 additional 

time trend analyses for MEQ/person (sex and urbanicity) 
are presented in Appendix 1, Figures S2 and S3.

Age
The mean MEQ/person was higher among Red River Métis 
than among all other Manitobans for each age group (p < 0.001) 
(Figure 2A). In both groups, people less than 25 years of age 

Table 1: Sociodemographic, comorbidity and mental health characteristics of Red River Métis and all other Manitobans, 2006/07 
and 2018/19

Characteristic

2006/07; no. (%) of people 2018/19; no. (%) of people

Métis
n = 68 200

Other Manitobans
n = 965 868

Métis
n = 76 755

Other Manitobans
n = 1 117 854

Sex

    Male 33 241 (48.7) 473 525 (49.0) 37 456 (48.8) 552 842 (49.5)

    Female 34 959 (51.3) 492 343 (51.0) 39 299 (51.2) 565 012 (50.5)

Age, yr

     ≥ 85 438 (0.6) 23 858 (2.5) 1024 (1.3) 29 088 (2.6)

    65–84 6217 (9.1) 130 945 (13.6) 9962 (13.0) 175 697 (15.7)

    55–64 7332 (10.8) 121 290 (12.6) 9037 (11.8) 166 096 (14.9)

    45–54 9817 (14.4) 166 199 (17.2) 9815 (12.8) 160 239 (14.3)

    25–44 22 234 (32.6) 295 192 (30.6) 25 110 (32.7) 349 715 (31.3)

    < 25 22 162 (32.5) 228 384 (23.6) 21 807 (28.4) 237 019 (21.2)

Income quintile

    Q1 (lowest) 16 653 (24.4) 182 958 (18.9) 18 411 (24.0) 212 822 (19.0)

    Q2 13 848 (20.3) 190 642 (19.7) 16 022 (20.9) 220 666 (19.7)

    Q3 13 117 (19.2) 193 081 (20.0) 15 848 (20.6) 225 411 (20.2)

    Q4 13 275 (19.5) 192 468 (19.9) 14 341 (18.7) 224 349 (20.1)

    Q5 (highest) 10 979 (16.1) 197 764 (20.5) 11 259 (14.7) 225 654 (20.2)

    Unknown 328 (0.5) 8955 (0.9) 874 (1.1) 8952 (0.8)

Urbanicity

    Urban 31 732 (46.5) 597 919 (61.9) 35 304 (46.0) 702 640 (62.9)

    Rural 36 140 (53.0) 358 994 (37.2) 40 577 (52.9) 406 262 (36.3)

    Unknown 328 (0.5) 8955 (0.9) 874 (1.1) 8952 (0.8)

Elixhauser Comorbidity Index score

    0 40 613 (59.5) 571 893 (59.2) 40 580 (52.9) 610 471 (54.6)

    1–2 24 146 (35.4) 347 053 (35.9) 29 042 (37.8) 415 535 (37.2)

    ≥ 3 3441 (5.0) 46 922 (4.9) 7133 (9.3) 91 848 (8.2)

Mental health*

    Any mental disorder diagnosis† 17 264 (25.3) 208 418 (21.6) 22 541 (29.4) 255 088 (22.8)

    Mood/anxiety disorder diagnosis 14 263 (20.9) 175 948 (18.2) 19 693 (25.7) 226 396 (20.2)

    Personality disorder diagnosis 628 (0.9) 7400 (0.8) 907 (1.2) 7887 (0.7)

    Psychotic disorder diagnosis 855 (1.2) 15 230 (1.6) 1261 (1.6) 15 358 (1.4)

    Suicide attempt(s) 335 (0.5) 2 514 (0.3) 296 (0.4) 2024 (0.2)

    Substance use disorder diagnosis 4935 (7.2) 43 496 (4.5) 5505 (7.2) 44 463 (4.0)

*In the previous 5 years.
†Includes personality disorder, psychotic disorder, and mood or anxiety disorder. 
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had the lowest MEQ/person, and those aged 45–54 and 55–64 
had the highest MEQ/person. Among Red River Métis, there 
was an upward linear trend in MEQ/person in the 3 oldest age 
groups (55–64 yr, 65–84 yr and ≥ 85 yr); there was a nonlinear 
trend in MEQ/person in the 4 youngest age groups (< 25 yr, 
25–44 yr, 45–54 yr and 55–64 yr), which meant that MEQ/
person rose and then declined during the study period, ending 
up higher in 2018/19 than in 2006/07 for people aged 55–64 
only. Among other Manitobans, both the upward linear and 
nonlinear time trends were significant for all age groups except 
people aged 85 or more.

Comorbidities
The mean MEQ/person was higher among Red River Métis 
than among other Manitobans for each subgroup of number of 
comorbidities (p  < 0.001) (Figure 2B). In both groups, those 
with more comorbidities tended to have higher MEQ. There 
were no linear trends in either group, but there were nonlinear 
trends for nearly all subgroups, which means that, for each of 
these subgroups, the MEQ/person initially rose and then 
declined back to its value at the beginning of the study period.

Income quintile
The mean MEQ/person was higher among Red River Métis 
than among other Manitobans for each income quintile (p < 
0.001) (Figure 2C). Among Red River Métis, there was an 
upward linear trend in MEQ/person in quintiles  2 and 5; 
among other Manitobans, there was an upward linear trend 
in quintiles  1–3 and a nonlinear trend in all 5  quintiles. 
These findings indicate increasing MEQ/person in these 
selected income quintiles.

Opioid type
The mean MEQ/person was higher among Red River Métis 
than other Manitobans for each type of opioid dispensed (p < 
0.001) (Figure 2D). In both groups, there was an upward lin-
ear trend in MEQ/person for nearly all types of opioids 
examined (with the exception of oxycodone among Red 
River Métis).

We examined the mean MEQ/person by opioid type in 
the highest income quintile alone because of the notable pat-
terns observed in Figure 2D. Among Red River Métis, MEQ/
person for codeine, morphine and oxycodone increased over 

Table 2: Relative differences in the rate of prescription opioid dispensing and mean morphine equivalents/person among Red 
River Métis and all other Manitobans between 2006/07 and 2018/19

Outcome

Métis Other Manitobans
Métis v. other 
Manitobans

2006/07 2018/19 % difference 2006/07 2018/19 % difference Difference p value

Rate of prescription opioid 
dispensing/1000 person-
years

200.6 190.1 –5.2 149.9 131.9 –12.0 –6.8 0.5

Mean morphine equivalents/
person, mg

3616 4438 22.7 3032 3511 15.8 6.9 0.3
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Figure 1: Time trends in the rate of prescription opioid dispensing and mean morphine equivalents (MEQ)/person among Red River Métis and 
all other Manitobans aged 10 years or older, 2006/07–2018/19. A) Time trends in age- and sex-adjusted rate of prescription opioid dispensing. 
p  < 0.001 for difference between Métis and other Manitobans in each year. *Linear time trend p  < 0.001. B) Time trends in age- and sex-
adjusted mean MEQ/person. p < 0.001 for difference between Métis and other Manitobans in each year. *Linear time trend p < 0.001. †Non
linear time trend: Métis p < 0.001, other Manitobans p < 0.001.
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Figure 2: Time trends in prescription opioid morphine equivalents (MEQ) among Red River Métis (left) and all other Manitobans (right). A) Time trends 
by age group (years). B) Time trends by number of comorbidities. C) Time trends by income quintile (Q1 = lowest, Q5 = highest). D) Time trends by opi-
oid type. E) Time trends for people in income quintile 5 only, by opioid type. p < 0.001 for difference between Métis and other Manitobans for each opi-
oid type. Note:  p < 0.001 for difference between Métis and other Manitobans for all comparisons. *Linear trend significant. †Nonlinear trend significant.



Research

E294	 CMAJ OPEN, 10(1)	

the study period; among other Manitobans, MEQ/person for 
all opioid types except morphine increased over the study 
period (Figure 2E).

Interpretation

From 2006/07 to 2018/19, the rate of prescription opioid dis-
pensing remained stable among Red River Métis but declined 
among other Manitobans. The MEQ/person of opioids pre-
scribed to other Manitobans increased but did not change 
among Red River Métis. A large proportion of Manitobans 
with an opioid prescription were older (45–64 yr) and were 
experiencing multiple health challenges. Although there was 
generally an inverse relation between mean MEQ/person and 
income level, the MEQ for certain prescription opioids 
increased rapidly among people in the highest income quintile 
in the last several years of the study.

The different patterns suggest that Red River Métis were 
prescribed higher opioid dosages or higher-potency opioids, 
or both, than other Manitobans, particularly at certain ages 
and income quintiles. Further study is warranted to explore 
whether the differences between groups may herald poten-
tial opioid-related harms for both Red River Métis and 
other Manitobans.

There are many reasons why Métis may receive higher 
rates of opioid prescriptions, such as a higher prevalence of 
chronic disease requiring pain medication, as suggested by 
the significantly higher numbers of comorbidities observed 
among Red River Métis than among other Manitobans, and 
in other reports from Manitoba.22 Care providers may pre-
scribe opioids to Métis at an inappropriately high rate: higher 
rates of opioid prescribing to Indigenous people in Canada, 
particularly those living remotely without a regular care pro-
vider, has been previously documented.23–25 The finding that 
the rate of prescription opioid dispensing decreased among 
other Manitobans over the study period is in contrast to 
growing opioid use in many other parts of Canada, including 
British Columbia, Alberta, Yukon and the Northwest 
Territories.2,3,26

Our study also showed that mean MEQ/person was higher 
among Red River Métis than among other Manitobans and 
that, for some types of opioids, it rose among Métis in the 
higher income quintiles over the study period. In a recent 
profile describing a cohort of prescription opioid users from 
British Columbia, long-term users accounted for only 3% of 
prescription opioid episodes but 88% of the total MEQ, and 
had a higher prevalence of higher-potency opioids (including 
hydromorphone, oxycodone, fentanyl and morphine) than 
other users.27

Prescribing of high-dose and high-potency opioids has 
been shown to be strongly associated with opioid-related 
morbidity and mortality.28 Gomes and colleagues3 found that, 
among Manitobans with active opioid prescriptions, 62.9% 
experienced an accidental overdose, 35.3% experienced an 
intentional overdose, and 52.2% had a hospital visit related to 
overdose; these proportions were among the highest in the 
country. Patients with opioid use disorder also tend to be 

prescribed high-dose opioids and may be more likely to take 
opioids in a hazardous manner compared to patients taking 
opioids for pain.29 However, against this backdrop, our find-
ings still suggest a need to examine why some dispensations 
for prescription high-potency opioids increased over the 
study period.

Our findings will help the Red River Métis health leader-
ship address the upstream determinants of opioid use, partic-
ularly in the context of the COVID-19 pandemic. The find-
ings provide critical information for the health leadership to 
plan interventions and advocate for better resources and sup-
ports for people at risk for becoming dependent on opioids 
and experiencing opioid-related harms. The research team is 
currently working with the Manitoba Métis Federation to 
integrate the study findings into the current health policy 
landscape and develop Métis-specific strategies to eliminate 
the burden of the opioid crisis in these populations. We plan 
to explore in more detail the patterns of health and social 
outcomes associated with prescription opioid dispensing 
(e.g., rates of hospital admission and opioid use disorder), as 
well as physician prescribing practices. It would also be valu-
able to examine the epidemiologic features of pain-related 
disease and the various biologic, psychologic and sociocul-
tural mechanisms that drive people to seek health care for 
pain management.

Limitations
The use of an administrative data repository as our main data 
source meant that we used prescription opioid dispensations 
as a proxy for opioid use; we did not have any information on 
whether dispensed opioids were taken as directed, nor could 
we be certain that the prescriptions given were appropriate.

Red River Métis who were not registered with the Man-
itoba Métis Federation may have been misclassified as 
other Manitobans. However, a report on the development 
and use of the Manitoba Métis Registry shows this would 
have affected only a very small number of people22 and 
would have had the effect of biasing our findings toward 
the null, possibly causing us to understate the significance 
of our findings.

Although the time trends end in 2018/19, they reflect the 
most up-to-date data available at the time of analyses, and 
there is very little to suggest that the opioid crisis in Manitoba 
has lessened substantially or even plateaued since then. It is 
likely that opioid use has increased since the onset of the 
COVID-19 pandemic, as suggested by recent reports of 
opioid-related deaths from across Canada.30–33

Conclusion
Although Canada is facing a widespread national opioid crisis, 
there is potential for prescription opioid use to contribute to 
opioid-related harms that disproportionately affect Red River 
Métis populations in Manitoba, especially older people, 
lower-income people and those with multiple comorbidities. 
The present findings highlight an urgent need for more 
research, more resources and the political will to tackle the 
Manitoba opioid crisis definitively.
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