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Highlights

• In this study, we analyzed, for the 
first time, the perspectives of violence- 
against-women leaders, service pro-
viders and survivors in the Greater 
Toronto Area during the COVID-19 
pandemic to generate recommenda-
tions for the federal gov ernment’s 
proposed National Action Plan to 
End Gender-Based Violence.

• We generated 12 recommendations 
for Canada’s National Action Plan 
and organized these into four themes, 
including: (1) direct investment into 
violence-against-women services 
and crisis supports; (2) equitable 
enhancement of housing and other 
structural supports; (3) strategic 
coordination of health, justice and 
social care systems; and (4) imple-
mentation and evaluation of pri-
mary prevention, including gender 
transformative policy reform.

Abstract

Introduction: The Canadian government has committed to a national action plan (NAP) 
to address violence against women (VAW). However, a formalized plan for implementa-
tion has not been published. Building on existing recommendations and consultations, 
we conducted the first formal and peer-reviewed qualitative analysis of the perspectives 
of leaders, service providers and survivors on what should be considered in Canada’s 
NAP on VAW.

Methods: We applied thematic analysis to qualitative data from 18 staff working on 
VAW services (11 direct support, 7 in leadership roles) and 10 VAW survivor participants 
of a community-based study on VAW programming during the COVID-19 pandemic in 
the Greater Toronto Area (Ontario, Canada).

Results: We generated 12 recommendations for Canada’s NAP on VAW, which we orga-
nized into four thematic areas: (1) invest into VAW services and crisis supports (e.g. 
strengthen referral mechanisms to VAW programming); (2) enhance structural supports 
(e.g. invest in the full housing continuum for VAW survivors); (3) develop coordinated 
systems (e.g. strengthen collaboration between health and VAW systems); and (4) imple-
ment and evaluate primary prevention strategies (e.g. conduct a gender-based and inter-
sectional analysis of existing social and public policies).   

Conclusion: In this study, we developed, prioritized and nuanced recommendations for 
Canada’s proposed NAP on VAW based on a rigorous analysis of the perspectives of 
VAW survivors and staff in Canada’s largest city during the COVID-19 pandemic. An 
effective NAP will require investment in direct support organizations; equitable housing 
and other structural supports; strategic coordination of health, justice and social care 
systems; and primary prevention strategies, including gender transformative policy 
reform. 

https://doi.org/10.24095/hpcdp.43.4.01

Keywords: domestic violence, policy, federal 
government, Canada, Ontario
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will be implemented, and how it will be 
implemented, as part of Canada’s NAP on 
VAW remains an open question.

There have been several consultations 
with experts (e.g. VAW survivors, staff, 
advocates, academic researchers) over the 
years on what actions should be included 
in the proposed NAP on VAW. Most 
recently, the federal government’s Women 
and Gender Equality (WAGE) ministry 
funded Women’s Shelters Canada to 
develop a roadmap for developing and 
implementing Canada’s NAP on VAW 
based on a list of 646 initial recommenda-
tions collected from prior reports, policy 
documents and other sources.13  The rec-
ommendations were organized into four 
thematic pillars, with each assigned to 
one working group of VAW advocates, ser-
vice providers, leaders and researchers to 
evaluate, edit and prioritize. The final 
report includes 100 wide-ranging recom-
mendations across the four pillars of 
(1) enabling environment and social infra-
structure, (2) prevention, (3) promotion of 
responsive legal and justice systems, and 
(4) support for survivors and their fami-
lies. The report also addressed the need 
for an intersectional feminist monitoring 
and evaluation framework for the NAP and 
the implications of statutory differences in 
definitions of IPV across Canadian juris-
dictions. Notably, the authors recommended 
ongoing engagement with VAW survivors 
(who were not part of the working 
groups), sector experts and advocates in 
the continued development and evalua-
tion of Canada’s NAP. 

We sought to build on this foundational 
work in the current study. We conducted 
the first, to our knowledge, formal and 
peer-reviewed qualitative analysis of the 
perspectives of leaders, service providers 
and survivors on what should be consid-
ered in the design and implementation of 
Canada’s NAP on VAW. In doing so, we 
aimed to increase the transparency and 
rigour of our conclusions, as well as the 
depth of information underpinning our 
recommendations. Due to resource con-
straints, past consultations have tended to 
focus on participants’ recommendations 
for the NAP, without giving space to share 
lived experiences with VAW, service access 
or sectoral work more broadly. These 
experiences may offer further insight into 
important factors to consider in VAW pol-
icy. We used data from a study of the 
VAW  sector in Canada’s largest city, 
Toronto, during the COVID-19 pandemic 

to critically develop, nuance and prioritize 
recommendations for Canada’s NAP on 
VAW. The COVID-19 pandemic has changed 
the landscape of VAW—exacerbating exist-
ing challenges but also creating new 
opportunities for transformative policy 
and practice—making it an important 
time to reconsider priorities and identify 
innovations.

Methods

Ethics approval

The Unity Health Toronto Research Ethics 
Board (REB#20-124) and the Dalhousie 
University Research Ethics Board (REB# 
2022-6275) approved this study.

Data collection and analysis

Qualitative data were collected from April 
to September 2021 as part of a commu-
nity-based, mixed-methods study on the 
processes, experiences and outcomes of 
adapting VAW programming during the 
COVID-19 pandemic in collaboration with 
42 VAW organizations across the Greater 
Toronto Area (the MARCO-VAW Study).11  
The study’s co-leads (ARY, an academic 
VAW researcher, and PS, a community-
based VAW researcher) and three peer 
researchers (women with lived experience 
of gender-based violence who received 
training on VAW research methods17) con-
ducted interviews, typically in pairs. 
Eligible participants were either (1) direct 
support or leadership staff working on a 
VAW service (“VAW staff”) in the Greater 
Toronto Area since 11 March 2020, or (2) 
adult women who had accessed at least 
one VAW service in the Greater Toronto 
Area since 11 March 2020 (“VAW survi-
vors”). We deemed any services and pro-
grams designed to support VAW survivors 
as relevant to the study to broaden the 
scope of our analysis and conclusions 
(Table 1).  Participants provided informed 
consent by email prior to interviews; we 
used interpretation services whenever 
participants were not comfortable speak-
ing in English. We provided participants 
with a $40 honorarium following their 
interviews.

We purposively sampled staff participants 
from the study’s larger sampling frame 
based on personal factors (e.g. ethnicity, 
race, age, years of experience), types of 
VAW services where participants worked, 
and the populations typically served. We 
recruited survivor participants via staff 
contacts in our collaborating networks, 

Introduction

Gender-based violence against women, or 
violence against women (VAW), is actual 
or threatened physical, psychological, eco-
nomic or sexual violence that is dispro-
portionately perpetrated against women 
or inflicted because the victim is a 
woman.1,2 The most common form of 
VAW is intimate partner violence (IPV).3  
In Canada, 44% or 6.2 million women 
aged 15 years or older are estimated to 
have experienced IPV in their lifetime.4  
VAW, including IPV, is one of the key 
determinants of injury and disease among 
women and, at worst, can result in 
death.5-7 The COVID-19 pandemic, includ-
ing its attendant restrictions (e.g. lock-
downs, quarantine and isolation, social 
distancing) and socioeconomic impacts 
(e.g. job loss, psychological distress, hous-
ing precarity), has led to increases in the 
incidence and severity of VAW and created 
and exacerbated barriers to accessing and 
delivering supportive services.8-11 

For over three decades, Canadian advo-
cates have been calling for a national 
action plan (NAP) to address VAW,12,13 in 
line with Canada’s international human 
rights obligations.14 The intended goal of 
NAPs is to create the necessary political, 
legislative, funding and research infra-
structure to support sustained, coordinated 
action between all levels of government, 
civil society and other relevant stakehold-
ers to more effectively prevent VAW. At the 
time of writing this manuscript, in 
Canada, only a “strategy to prevent and 
address gender-based violence” has been 
implemented, which solely involves fed-
eral departments.12 At the same time, 
provinces and territories have their own 
diverse, and at times inconsistent, laws 
and policies around VAW (including, for 
instance, varying definitions of what con-
stitutes IPV within and across jurisdic-
tions), which need to be addressed in an 
effective Canadian NAP.15 In 2022, the fed-
eral government affirmed in its budget an 
investment of CAD 600 million over five 
years to advance a NAP to end gender-
based violence and, with the endorsement 
of provincial and territorial ministers, 
released a high-level framework of 
“opportunities for action.” While an 
important first step, this document has 
been critiqued for only presenting an 
optional set of actions for provinces and 
territories to consider, as opposed to com-
mitments, without any directives for fed-
eral or national bodies.16 As a result, what 
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aiming to sample a diverse cross section 
in terms of personal factors and types of 
services accessed. Our goal in purposively 
sampling staff and survivor participants 
was to capture experiences across (1) dif-
ferent and intersecting forms of marginal-
ization, and (2) the diversity of VAW 
practice and programming. With staff sup-
port, we ensured that survivors were in a 
physically and mentally safe space to par-
ticipate (determined through staff and 
interviewer safety checks).17,18 We pro-
vided survivor participants with a list of 
VAW mental health resources following 
their interviews. Interviews were con-
ducted and recorded over Zoom (Zoom 
Video Communications, Inc., San Jose, 
CA, US) and transcribed verbatim using 
Trint (Trint Ltd., Toronto, ON, CA). At 
least two research assistants checked each 
transcript for accuracy and removed iden-
tifying information. Interviewers took 
field notes and were debriefed following 
each interview.

We used a reflexive thematic analysis 
methodology, which recognizes and 
embraces the subjectivity of researchers, 
encourages the use of flexible coding prac-
tices and emphasizes iterative and in-
depth engagement with the data.19 Our 
interviews were semistructured; staff and 
survivor interview guides are available 
online.11 In this analysis, we have focussed 
on data on gaps in policy and practice as 
well as data collected in response to the 
following questions:

Canada is currently investing CAD 600 
million over five years to prevent gen-
der-based violence under the National 
Action Plan to End Gender-Based Violence. 
This includes funds to enhance the capac-
ity of VAW organizations, Indigenous 
women organizations and a crisis hotline. 

• What do you think would be helpful 
to include in this plan? 

• What immediate changes should be 
made in Canada to better respond to 
VAW? 

• What long-term changes should be 
made to prevent VAW from happen-
ing in the first place? 

Four researchers collaborated on data 
analysis, three of whom were also inter-
viewers. The analysis team first coded the 
same two interview transcripts and met to 
discuss initial codes, aiming to incorpo-
rate diverse perspectives on priorities and 

relevant features of the data. Each analyst 
was then assigned a subset of the dataset 
for inductive coding. Analysts met regu-
larly to discuss the coding process. Once 
all data were initially coded, each analyst 
double coded a portion of the dataset to 
identify opportunities to add or refine 
codes and integrate perspectives. Two 
researchers then read through each code 
to develop an initial summary of the most 
salient data for recommendations for the 
NAP. 

We generated recommendations based on 
patterns of ideas identified within the data 
and developed a thematic framework to 
summarize the relationships between 
these patterns. To further refine and situ-
ate our framework of recommendations, 
we referenced available reports on the 
NAP and theoretical and empirical litera-
ture on preventing VAW. Our analysis was 
informed by a critical feminist lens, aim-
ing to identify the ways in which partici-
pants’ experiences and thoughts demonstrate 
how societal structures disadvantage women 
at the intersection of different social iden-
tities and ways the NAP can address 
this.20-22 The analysis team shared outputs 
regularly with the broader research team, 
an advisory group of VAW leaders and 
VAW stakeholders for feedback through 
meetings and knowledge translation events. 
We have selected quotations to support 
our analysis and included anonymized 
participant identification numbers to 
locate and demonstrate the scope of the 
data used. 

Results and discussion

Table 1 summarizes the characteristics of 
our sample by staff (n = 18) and survivor 
(n = 10) participants. Most staff and sur-
vivor participants self-identified as racial-
ized persons (most commonly Black, 
Latin American, or South or Southeast 
Asian), cisgender women and heterosex-
ual. Almost half of participants were born 
outside of Canada. Most survivor partici-
pants were unemployed and had an 
annual income below CAD 20  000. The 
services that staff participants worked on 
and survivor participants accessed during 
the pandemic were wide-ranging, includ-
ing mental health, shelter, child protec-
tion, health care, transitional housing, 
legal support, and harm reduction at gen-
eralist and community-specific organiza-
tions. Below, we summarize the four 
themes and corresponding recommendations 
that we developed through our analysis. 

Invest in VAW services and increase 
accessibility of crisis supports

The accessibility of crisis supports for 
women experiencing violence was a com-
mon concern shared by both staff and 
survivor participants. Many survivor par-
ticipants recommended investment in 
increasing public awareness of available 
VAW crisis supports (e.g. subtheme A in 
Table 2, [hereafter referred to as “Table 
2A”], survivor C80). 

Central to survivors’ recommendations for 
increasing public awareness was the idea 
that women will be more likely to seek 
help if they realize their own experiences 
constitute violence. For instance, survivor 
C78’s comments (Table 2A) demonstrate 
several ideas for raising public awareness, 
especially for women living with abusers 
(e.g. distributing information on the radio 
or in grocery stores, parks, malls, laundro-
mats). This participant draws the connec-
tion that public information can be a first 
step to breaking the cycle of control of 
abusers, denormalizing VAW for survivors 
(“we are not crazy”) and empowering 
them to seek support (“we have options”). 
These ideas are borne out by existing evi-
dence: the lack of awareness of IPV, 
including what constitutes violence, and 
the lack of available resources have been 
found to be among the greatest barriers to 
survivors seeking help.23

The importance of denormalizing VAW 
through public-facing campaigns was 
echoed by staff participants. For instance, 
leader P5 (Table 2A) makes the point that 
public information on VAW will not only 
support survivors reaching out to services 
on their own, but can also help commu-
nity members, groups and agencies to 
understand VAW and connect survivors to 
available services (in addition to provid-
ing informal social support). Indeed, eval-
uative research suggests that information 
campaigns should be long-term and 
involve engagement with multiple stake-
holders, aiming to shift public discourse 
and societal norms around gender and 
violence.24 To avoid unintended harms, 
campaigns should use inclusive defini-
tions of IPV (which would be aided by a 
statutory definition of IPV in the NAP9) 
and avoid traumatizing or stigmatizing 
language or imagery.25,26 

Information campaigns on their own, 
however, are not enough:24 staff partici-
pants described innovations implemented 
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TABLE 1 
Summary characteristics of the MARCO-VAW interview sample 

Sociodemographic characteristic
N (%) or M (IQR)

Staff (n = 18) Survivors (n = 10)
Age (years) 47 (40–56) 43 (36–50)
Ethno-racial identitya

White 7 (36%) 3 (30%)
Black 4 (21%) 2 (20%)
Latin American 3 (16%) 2 (20%)
South or Southeast Asian 2 (11%) 3 (30%)
Middle Eastern 2 (11%) 0 (0%)
Other: Jewish 1 (5%) 0 (0%)
Gender identity
Ciswoman 18 (95%) 9 (90%)
Cisman 1 (5%) 0 (0%)
Gender diverseb 0 (0%) 1 (10%)
Sexual identity
Heterosexual or straight 15 (79%) 8 (80%)
Gay or lesbian 1 (5%) 0 (0%)
Bisexual 2 (11%) 1 (10%)
Something else (e.g. queer, not sure or questioning) 1 (5%) 1 (10%)
Country of birth
Canada 9 (47%) 5 (50%)
Other 10 (53%) 5 (50%)
Total household incomec

< CAD 20 000 — 9 (90%)
CAD 20 000–CAD 50 000 — 1 (10%)
Employment statusc

Unemployed — 6 (60%)
Casual paid employment — 3 (30%)
Caregiver — 1 (10%)
Highest level of educationc

High school — 1 (10%)
Trades or college certificate/diploma — 7 (70%)
University certificate/diploma — 2 (20%)

Type of VAW work or access
Staff

Survivors (n = 10)d
Leadership 

(n = 7)
Direct support 

(n = 11)
VAW organization
Generalist 4 (57%) 8 (73%) 10 (100%)
Community-specifice 3 (43%) 3 (27%) 4 (40%)
VAW service
Residential 2 (29%) 6 (55%) 8 (80%)
Nonresidential 5 (71%) 5 (45%) 10 (100%)
VAW programmingf

Mental health, counselling, crisis support, case management — 3 (27%) 10 (100%)
Shelter — 2 (18%) 8 (80%)
Transitional (second-stage) housing support — 4 (36%) 4 (40%)
Children’s aid society — 0 (0%) 6 (60%)
Partner assault response — 1 (9%) 0 (0%)
Other:

Health care — 1 (9%) 5 (50%)
Harm reduction — 0 (0%) 1 (10%)
Legal advocacy and support — 1 (9%) 4 (40%)

Data source: MARCO-VAW study, 2021.11

Abbreviations: IQR, interquartile range; M, mean.
a The survey measured ethno-racial identity using the Government of Ontario Data Standards for the Identification and Monitoring of Systemic Racism.
b Includes any participant who reported the following gender identities: (a) fluid, nonbinary, gender queer or agender; (b) Indigenous or other cultural identity (e.g. two-spirit); (c) transman; or 
(d) transwoman. We have collapsed these categories to avoid any possible reidentification of VAW staff participants due to potentially low numbers of gender-diverse staff in the city’s VAW sector.  
c Only asked of survivor participants.
d Rows for each variable do not add up to 100%, as all survivor participants accessed multiple types of VAW services during the pandemic.
e Community-specific organizations included language-based and culturally specific organizations.
f Only direct support staff participants were asked to indicate their programmatic specialization, as in most cases leadership were responsible for directing, managing or supervising an entire VAW 
service or organization. Specializations do not add up to 100%, as one participant worked on both transitional housing support and counselling.
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TABLE 2 
Subthemes with example data under Theme 1: invest in VAW services and increase accessibility of crisis supports

Subtheme
Example data

Participant Excerpt

A . Raising awareness of 
VAW and available crisis 
supports to increase 
access and denormalize 
VAW

Survivor C80
As I know, not a lot of people like women victims know this kind of community service. […] I think the most 
important thing to do is promoting this service and advertising this service they can have.

Survivor C78

They could make, like, more this information, more easily accessible. You know, like, because when you are living 
in this situation, like, you are sometimes, you are isolated. […] So, I think that it will be good if you can hear that 
information, maybe you are listening to a radio station and you can listen […] if you are going to get your 
groceries, maybe in there you can see a post like something like, “If you are living like this, call this number. You 
are not alone.” […] We were in the mall sometimes, we are in the park with the kids. We are doing, like, laundry. 
[…] I mean, we need to know that we are not alone and like, we are not crazy, right? Because they [abusers] are 
saying, “Oh, you’re crazy. You’re just making this up.” You know, but we need to see that we have options, right?

Leader P5
The more people that understand violence against women—whether that’s the layperson, the local church group, 
right, or if that’s a community agency somewhere, right—the more people that understand violence against 
women, the more we can get the supports to those women that are hard for me to reach.

B. Challenges in VAW 
referral mechanisms and 
the provision of 
wraparound supports

Direct support 
staff P95

[Referrals have] definitely been a challenge for us as well, because oftentimes even the information on various 
agencies’ websites aren’t necessarily always up to date with exactly which services are being run still or how it is 
that they’re being run. But I found that the way that we were able to actually reduce that barrier as much as 
possible was to actually—the old school way, pick up the phone and actually call those agencies and be able to 
have a formal discussion with either a program lead or an intake worker at another agency to see what they were 
still offering. And we would kind of trade off what we’re able to offer with their clients essentially as well.

Leader P38
It would be good to have, like, kind of almost like a point person who’s, like, saying, “The shelters are open here.” 
[…] Because at one point, like, we couldn’t even get in touch with [the Ontario VAW crisis line].

Leader P109

Like I was talking about the continuum of services for [our community], it’s just like some things need to be done 
with a translator. […] There’s a big gap for [services specific to my community] already. But if you add to that, that 
most of the services were not done person-to-person no more, it had to go by virtual. […] We did some referrals of 
almost a year ago at some time that we still do not have responses. […] The referrals are already long, but it takes a 
lot more time.

Survivor C73
I don’t know how much times my kids had to hear about my story and I felt pretty shitty about myself, to be 
honest. I wish my kids didn’t to have to hear as much they had to hear. But I had no other choice.

Survivor C80
So when I wanted to reach out to Canadian community, always I worried if I could deliver my message exactly or 
not. […] Not everybody has […] English perfectly. Also, for culture, I cannot understand other people’s culture. 
How can they understand my culture?

C. Benefits of flexible 
funding in providing 
wraparound supports

Leader P137

That’s probably the biggest help because [clients] don’t have to be eating garbage [before we can help them]. And 
they could be, you know, “too much money for that, but not enough money for this.” We can provide clothing. We 
can provide money for summer activities. We can provide computers. We can provide winter coats. We can provide 
upgrading. So, some very concrete support we can provide.

D. Gaps in trauma-
informed and 
specialized mental 
health supports

Leader P110
In terms of trauma-specific services like trauma treatment, I would love to have, to provide that service, but that 
requires a particular skillset that we don’t have here. […] I can’t afford to pay for staff that would be coming with 
those skillsets.

Direct support 
staff P103

Have real therapy offered to people at a reasonable rate—you don’t have to be rich to afford real therapy [or have] 
a benefit plan to afford it, because most of our clients don’t.

Survivor C76
The stress through the beginning of the pandemic was extremely hard for me. […] It made it worse too for my 
eating disorder because I just couldn’t do anything. […] I wish that there was more access for people with mental 
health conditions prior to the pandemic.

Abbreviation: VAW, violence against women.

during the pandemic to broaden the 
accessibility of crisis supports or made 
recommendations to make crisis supports 
more accessible in the future. These 
included a national crisis line to coordi-
nate contact information for provincial 
supports (P5), virtual (online and text) 
chat lines (P38) and strengthening referral 
pathways between crisis lines and other 
VAW organizations to provide immediate 
and ongoing support to those in high-risk 
situations or non-VAW shelters (P68). 

Strengthening referral pathways in partic-
ular has been a major implementation 
challenge for VAW services, exacerbated 
by the pandemic; many staff participants 
highlighted the difficulties of connecting 
clients to services through VAW referral 
mechanisms (e.g. Table 2B, direct support 
staff P95). These difficulties included, for 
instance, getting survivors into housing or 
legal support—as wait times severely 
increased due to a lack of stock or closed 
courts, respectively—as well as uncertainty 

over which services were open and avail-
able. Staff participants highlighted the 
need to increase investment into a system-
atic and centralized process for referrals to 
mitigate these challenges in future emer-
gencies (e.g. Table 2B, leader P38).  

In addition, many VAW organizations refer 
out to community services or programs to 
meet the varying needs of survivors as 
part of their normal practice. When those 
services shut down or reduced their 
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capacity during the pandemic, some VAW 
organizations did not have the capacity to 
offer survivors wraparound supports in-
house. Leader P109 (Table 2B) provides 
one example of how challenges with 
referrals were even more difficult for 
community- specific services, for which 
the already limited pool of potential ser-
vice providers became even more 
restricted due to the pandemic and the 
switch to virtual services. This loss was 
felt deeply by survivors. Consistent with 
P109’s comments, survivor participants 
commonly described being negatively 
impacted by insufficient programming for 
children (e.g. Table 2B, survivor C73), 
interpretation and culturally specific ser-
vices (e.g. Table 2B, survivor C80). 

Ensuring that VAW organizations can pro-
vide their own wraparound supports to 
consistently meet survivors’ varying needs, 
even during a pandemic, will require 
increased funding to expand VAW work-
forces, training and infrastructure. Staff 
participants who spoke positively about 
funding during the pandemic often high-
lighted the benefits of funders allowing 
flexibility for organizations to use their 
monies as they saw fit to respond to pan-
demic conditions. For instance, as leader 
P137 (Table 2C) illustrates, flexible fund-
ing empowered staff to better meet the 
needs of survivors during an otherwise 
disempowering time. However, VAW orga-
nizations need enough funds to benefit 
from flexible conditions. Across staff par-
ticipants, this was more often the case for 
multiservice VAW organizations with larger 
pools of charitable and private donations 
to draw upon, highlighting the inadequacy 
of public VAW funding.  

A key area that participants highlighted as 
requiring increased funding to VAW orga-
nizations was trauma-informed and spe-
cialized mental health supports (e.g. Table 
2D, leader P110). Participants recognized 
that survivors’ trauma has been com-
pounded by the pandemic, with more sur-
vivors reporting more severe violence, 
high-risk situations (e.g. isolation with 
abusers, no access to finances) and 
COVID-19–related stress (e.g. children at 
home, fear of illness)—all of which have 
been found in other emerging research.8 
Effectively addressing the ongoing and 
exacerbated mental health burden among 
VAW survivors requires increasing VAW 
funding portfolios to develop the neces-
sary expertise in the VAW workforce to 
deliver mental health support (i.e. through 

providing existing staff with appropriate 
training or hiring staff with the necessary 
qualifications). As both staff and survivor 
participants lamented, without greater and, 
critically, sustained investment, access to 
specialized mental health care will remain 
inequitable (e.g. Table 2D, direct support 
staff P103 and survivor C76), as is the 
case for access to mental health services 
more broadly.27 

Enhance structural supports for VAW

Participants’ stories and recommendations 
highlighted the importance of developing 
the necessary infrastructure and funding 
streams within the NAP to support the full 
housing continuum specifically for VAW 
survivors—from emergency shelter to long- 
term supportive housing.28 These limita-
tions predated but were exacerbated by 
the pandemic, with the additional chal-
lenges in referral pathways and reduced 
availability of shelter and affordable housing. 

Staff and survivor participants acknowl-
edged the critical role that emergency 
VAW shelters play in supporting women 
fleeing violence, and the frustration of not 
always being able to gain access. Two par-
ticipants had to access city homelessness 
shelters instead of, or prior to, VAW shel-
ters. In these cases, there was a stark con-
trast drawn in the adequacy of the 
supports for VAW survivors. For instance, 
survivor C73 (Table 3A) described fearing 
for herself and her children at the city 
shelter, driven by the intersecting pres-
ence of men (in contrast to “a woman’s 
place”) and alcohol use, a precursor for 
violence experienced by many survivors.29 
This was amplified by the retraumatizing 
experience of being exposed to potential 
violence in the shelter (“you would hear 
people yelling”) and dealing with her own 
history of alcohol misuse without any 
social or psychological support (“they 
didn’t check on me every night to see if 
I’m alive”). These comments are in line 
with other staff and survivor participants’ 
accounts that demonstrated the ways in 
which housing and homelessness policy 
and practice, largely guided by the experi-
ences of men (especially white cismen), 
have been insufficient for VAW survivors.9

It was clear from participants’ accounts 
that more investment is needed into VAW 
shelters as one solution—both in terms of 
strengthening referral pathways but also 
in terms of increasing funding and 
resourcing to support capacity, staffing 

and training to collaborate with other sys-
tems in the provision of VAW care (dis-
cussed further in the following section). 
However, participants recognized that 
there must also be greater focus on longer- 
term housing solutions for VAW survi-
vors.28 For instance, as direct support staff 
P140 suggests (Table 3B), greater invest-
ment in transitional (called “second-
stage” in some parts of Canada) housing 
for VAW survivors (typically between 1 
and 5 years) as a medium-term solution in 
the housing continuum is an important 
way to establish a sense of home for sur-
vivors and their families while awaiting 
independent housing, the ultimate goal.30 
Participants juxtaposed these longer-term 
housing options with shelter, which, being 
short-term and shared, does not provide 
that same enduring sense of stability and 
independence. 

While shelter has lifesaving benefits for 
many survivors who access it, participants 
also acknowledged that it is not the right 
option for everyone, hence the need to 
invest in the full VAW-housing contin-
uum.9 For instance, as direct support staff 
P23 demonstrates (Table 3B), many women 
experience “hidden” homelessness (e.g. 
staying in violent relationships) without 
being able or feeling safe enough to access 
shelter and without adequate alterna-
tives.31 This was reflected in the stories of 
survivor participants: for instance, survi-
vor C74, who returned to an abusive 
situation after shelter; C75, who faced dis-
crimination in the housing market as a 
single, pregnant woman on disability sup-
port and had to accept housing with sig-
nificant water damage; and C72 and C76, 
who were forced to endure harassment 
and abuse from male neighbours without 
recourse or the means to move. 

Participants highlighted the structural bar-
riers that have limited safe and affordable 
housing for VAW survivors and driven 
women’s risk of experiencing hidden 
homelessness. For instance, leader P110’s 
comments (Table 3C) spoke to the broader 
issue of Canadian housing policy and resi-
dential tenancy laws not reflecting the 
lived realities of VAW survivors.9,32,33 This 
can result in, for instance, women fleeing 
their homes to leave an abuser because 
they are not named in the tenancy or 
mortgage agreement; being unable to 
demonstrate eligibility for supportive 
housing, including subsidized housing or 
portable housing benefits (which, for 
cases prioritized based on VAW, requires 
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TABLE 3 
Subthemes with example data under Theme 2: enhance structural supports for VAW

Subtheme
Example data

Participant Excerpt

A. Inadequacy of 
supports available to 
VAW survivors in 
homelessness compared 
to VAW shelters

Survivor C73

Staff never checked up on you in the emergency shelter to just see how you’re doing. […] They didn’t check on me 
every night to see if I’m alive. I think I feel like the worst part, though, during the whole pandemic that I gone 
through was that emergency shelter. Yeah, because at least I could say at [the VAW shelter] I was a little bit more 
free. […] It was a woman’s place. So, like, I didn’t have to worry about anything else, no alcohol was involved. And 
before I was an alcoholic, when I was 17, so like going in a woman’s shelter when I actually got support over 
everything else, I felt more at ease. But with the emergency shelter, you see people burning out. You see people 
getting drunk there. Like it was a very disgusting place for kids, and it was scary—it was very, very scary. Some 
nights we would wake up because you hear it, felt like the walls were paper thin because you would hear people 
yelling. That will wake up my kids and we would be up for hours. 

B. The need to invest in 
the full housing 
continuum for VAW 
survivors

Direct support 
staff P140

We have women in who have fled horrible situations, that are staying in homeless shelters with your kids, you 
know, which is then exposing themselves and kids to further trauma. So, I would say, housing, definitely […] You 
have to keep it real, you’re not going to get permanent housing, thousands of permanent housing built within a 
year. So, I would say, if we were to get more transitional housing for women and the kids who are fleeing violence, 
it’s a start. […] Because women leave and they go to shelters, they stay in a room with two or three kids in a room 
and they have to share a shower and the kitchen and the living space. If you were to get a bachelor unit, right, with 
independent showers and a kitchenette and a couch and a TV, couple beds—transitional housing—at least the 
woman and the kids will feel like they’re somewhat at home until they get the adequacy of an affordable place to 
move into. So, I am for housing. You know, if you don’t have housing, you don’t have anything. […] It provides 
independence, safety, you know, self-worth.

Direct support 
staff P23

Like, I know the shelters reduced their capacity, so it’s really hard to get women into shelter. And also, like, many 
women don’t feel safe going there in the first place. So, we just need something more stable. Like, a shelter is only 
temporary. We need more affordable housing in the city. It’s just not right. People stay in relationships and then go 
through this violence and hardship because of the housing issues and poverty.

C. Gender-based 
inequities in social and 
economic resources and 
the determining role of 
Canadian law and policy

Leader P110

Violence looks differently, depending on your context, your… people. So, we decided what violence looks like at 
the provincial level. We decided that, yeah, in a relationship, usually there is a man and a woman and they have 
two kids and a dog or a cat and that both of them contribute equally to the relationship in terms of finances. They 
are codependent and that the both of their names are going to be in this nice lease. […] Who did we write that 
policy for? Not for the clients we serve because many of them do not have their names on the leases, and many of 
them don’t have the equitable relationship with their partners. Many of them… It’s insane. It’s like you’re trying to 
fit our clients in this mould that someone in the policy office thought of based on maybe on their own contacts and 
their own frame of reference of what a relationship is like.

Survivor C76 So there’s tons and tons and tons [of housing programming for men], but where are the mass quantities for women?

Survivor C72

Upstairs there was this man that was so unhelpful. He kept, unfortunately, kept trying to come on to me every time 
I would come home and stuff. […] Having trauma surrounding men and having PTSD and depression, I would—
there was days that I just didn’t want to leave the house because, between my ex knowing my codes and then the 
landlord of that place being a male and then that guy that lived upstairs who wasn’t the landlord, but he was a 
tenant, but he paid well over what I paid […] When you’re living in a society that, where, you know, men have a lot 
of, are wielding a lot of the control and the power, it’s very, very difficult for female-identified individuals to even 
have a success rate.

Survivor C78

I have to do my application, my humanitarian [and compassionate application for permanent residence], right? […] 
But I feel like, I mean, the difference between my friend who is getting all the help […] is that her husband did the 
sponsorship [for her permanent residence], right? And the difference of my husband, he didn’t, but it wasn’t my 
fault. You know, I’m here and I’m here trying to prove myself, trying to prove that I am, you know, like I am an 
asset. […] I think that the government should understand because I’m not faking this, right? […] I got married 
with my husband. I have a son with him, you know, like we have a son, a child together, right? And he’s having his 
free time, his life, right? And I’m here trying to prove myself every day. And I think it’s not fair because I didn’t fail, 
you know, I trust him.

Leader P136

But after they’re willing to seek help, if their primary needs are not taken care of, right—they don’t have money, 
they don’t have food, shelter, they don’t have access to their kids—they would not leave. So that’s not something 
that we, as an agency, can help. That’s a systemic issue, right? There has to be wraparound supports for food, 
shelter, access to safe education without, you know, their dads picking up their kids from school, right? That’s 
something systemic that is only empowered by policy and public dollars.

Abbreviation: VAW, violence against women.
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written proof of cohabitation with an 
abuser during a given time period or, for 
newcomers, sponsorship); or lacking the 
finances, credit history or assets to secure 
their own independent housing. Thus, as 
P110 highlights, the social inequities 
between VAW survivors and their abusers 
are, in some cases, widened by the very 
policies seeking to support them.32 

This notion mapped onto participants’ 
broader expression of injustice at the 
inequitable distribution of social and eco-
nomic resources in society based on gen-
der and other intersecting factors (e.g. 
ethnicity, race, class). This included hous-
ing supports (e.g. Table 3C, survivor C76) 
and discrimination in the housing market 
(e.g. Table 3C, survivor C72), as well as 
the intersecting barriers for newcomer 
women (e.g. Table 3C, survivor C78). 
However, participants’ recommendations 
for more equitable structural supports 
went beyond housing, including financial 
(e.g. P37, increased basic need and shelter 
allowance), employment and education 
(e.g. P139, provision of training for profes-
sional certificates, resume guidance, inter-
view coaching), legal (e.g. P138, increased 
funding for legal aid) and child care 
supports. 

Leader P136’s comments (Table 3C) are 
one example of participants’ recommen-
dations indicating the value of flexible, 
wraparound supports for survivors, but 
were clear that, in the long term, promot-
ing gender equity and preventing VAW 
needs to be prioritized in all policy. 
Without policies that create a more equi-
table distribution of economic and social 
power in society, VAW services will not be 
able to prevent the reoccurrence of vio-
lence or its most extreme consequences, 
let alone prevent it in the first instance. 

Develop coordinated systems to strengthen 
the response to VAW

Intersecting with the need to strengthen 
structural supports to respond to VAW, 
participants’ stories illustrated the impor-
tance of better coordinating VAW services 
with other systems with which survivors 
frequently interact—especially the health 
and justice systems. Participants described 
ways in which each of these systems has 
not been set up to account for intersec-
tions with the specific needs of VAW 
survivors. For instance, survivor C76 
described being in and out of hospital 
over the last decade and struggling to 

receive the emotional, social and eco-
nomic support needed for recovery—cir-
cumstances only exacerbated by the 
COVID-19 pandemic (Table 4A). C76 fur-
ther pointed out that social assistance has 
been available to seniors requiring sup-
port in their day-to-day lives and access-
ing services. This contrasts with VAW 
survivors (of all ages), who are also often 
experiencing social isolation and physical 
and mental health symptoms and may 
benefit from similar levels of support. This 
service gap especially impacts survivors 
experiencing economic marginalization 
(e.g. C76, “it’s very difficult […] when 
you don’t have any money or access to 
any kind of support”). 

Although more limited in number in our 
sample, staff participants heavily involved 
in health systems work reinforced these 
points. For instance, leader P68, whose 
work is funded by the Ontario Ministry of 
Health, provided further context around 
the health care system (Table 4A), which 
has been operating “siloed” from the VAW 
sector, among others, and thus not strate-
gically addressing the diversity of VAW 
survivors’ needs. P115, a direct service 
provider in the health care system, offered 
additional insight (Table 4A), raising the 
point that the solution for better health 
care outcomes for VAW survivors is not 
necessarily the provision of VAW training 
to health care providers (a common sug-
gestion34), who may lack the capacity to 
provide intensive VAW-specific care within 
their regular practice.35 Instead, the rec-
ommendation is to grow (and sustain) the 
workforce of VAW staff and advocates 
within the health care system—an 
approach that has shown promise interna-
tionally36 and necessitates the strategic 
VAW–health care systems collaboration 
referred to by P68 (Table 4A). 

This type of coordinated, advocate-based 
approach would not just support specific 
needs of VAW survivors navigating the 
health care system but would strengthen 
the identification and referral of at-risk 
patients37—issues exemplified by the expe-
riences of survivor participants who 
accessed the health care system prior to 
accessing VAW services. For instance, 
throughout survivor C77’s pregnancy, her 
abusive partner, who was sponsoring her 
visitor’s visa, accompanied her for every 
appointment (Table 4A), a common tactic 
in controlling and coercive abuse.38 Despite 
the psychological distress she was exhibit-
ing (e.g. “I’m having stress because I can’t 

eat anything”) and the clear power imbal-
ance in the relationship (“I don’t have a 
health card […] [my partner] was going 
and paying […] the fees”), her doctor 
never asked her partner to leave the room 
to safely discuss the potential of IPV, 
safety planning or available VAW services. 
Survivor C81 attended the hospital for 
injuries inflicted by her partner and, over 
the course of at least three visits, was not 
provided the necessary interpretation ser-
vices to discuss the abuse she was experi-
encing (Table 4A). In both cases, neither 
C77 nor C81 had had prior contact with 
VAW services, and best practices for safe 
identification and referral should have 
been but were not implemented.39 

Participants were further marginalized by 
the system as newcomers—lacking perma-
nent resident status (C77) or comfort 
speaking in English (C81). These exam-
ples demonstrate that in the implementa-
tion of any coordinated systems approach, 
VAW advocates must also be trained and 
resourced to respond to the intersections 
between VAW and other forms of margin-
alization (e.g. in these cases, social assis-
tance for survivors without permanent 
resident status; interpretation services).37

Challenges in the justice system for VAW 
survivors and staff in many ways mirrored 
those experienced in the health care sys-
tem—including, for instance, survivors 
not being appropriately connected to VAW 
supports following contact with law 
enforcement (C77, C79, C81). As with the 
health care system, participants recom-
mended VAW training across the justice 
system as a response, with certain special-
ized VAW staff based in the justice system 
recommending more of a coordinated, 
advocate-based approach (e.g. Table 4B, 
direct support staff P43). Ideally, such an 
approach ensures that survivors in crisis 
receive support from staff with specialized 
training in VAW and the capacity to 
respond appropriately.40 

However, by virtue of VAW survivors’ 
interactions with the justice system typi-
cally involving others (e.g. partner, chil-
dren), there were also more specific ways 
to address VAW that participants outlined. 
For instance, direct support staff P139 
(Table 4B) raised two important chal-
lenges for VAW survivors interacting with 
the justice system discussed by partici-
pants: child protection and mandatory 
charging. Regarding child protection, staff 
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TABLE 4 
Subthemes with example data under Theme 3: develop coordinated systems to strengthen the response to VAW

Subtheme
Example data

Participant Excerpt

A. Health system not 
accounting for the 
specific needs of VAW 
survivors

Survivor C76

When I came into the hospital and the pandemic first happened, they had services for seniors and stuff. But for 
me, I was by myself and I had no help […] I had to go in and get [a colonoscopy] and then finding someone to 
come pick me up was really hard [crying] because I couldn’t find someone to pick me up because they needed 
someone to come and get me, because they put you under. And it was very shameful. […] Those are the things that 
I find most challenging especially during COVID-19. It is just, like, I don’t, look, I am not looking for a “handout,” 
just a “hand up” sometimes.

Leader P68

I think there’s been some collaboration [between] VAW [and] health care. Again, you know, access to health care is 
limited right now. So just, I’m not aware of tables where VAW–health care discussions are happening. […] There’s a 
certain amount of work that’s happening around homelessness and very frail seniors. And so, some of those things 
may intersect, but health care tends to focus on health care [laughs]. So, it’s still a siloed system, I think.

Direct support 
staff P115

Make us mandatory, I mean [laughs]. I think just really acknowledging that we are truly an essential service and 
having these clients navigate the emergency system on their own is not feasible. I’m an emergency nurse, so I see 
both ways.  And I am telling you right now, it is not the place. Like, as an emergency nurse, I cannot support a 
survivor in the emergency department. It’s just not possible. You don’t have the time and especially with these 
survivors, they need time. I think that’s key. Even when I do, like, an assessment on a patient, minimum, it’s about 
an hour and a half, sometimes up to eight hours, depending on the complexity of the case. So really, if, like I said, 
it’s just increasing forensic nurses in Ontario.

Survivor C77

C77: My doctor knew. Actually all the time, when I visit doctor, my partner, he was going inside with me. […] He 
was always going with me and my doctor, a little, she had, like, she got the sense that I’m in stress. So, she asked 
me some questions that, “Do you have any friends or family here?” I said, “No.” And she knew that I’m on visitor 
visas, so I don’t have health card. So, every time he was going and paying, so, the fees of the doctor.

Interviewer: Did the doctor ever turn around and say to him, or your partner, or whoever was with you, “I need to 
speak to the patient alone,” or “Unfortunately, I need to ask you to leave the room?”

C77: No, she never asked that. But I think she got that sense. And she was asking me, “Do you have any stress? Do 
you have any stress?” I said, “Yeah, I’m having stress because I can’t eat anything. I’m tired. This is…” And he was 
sitting there, so how I could—because at that time I was not having intention that I will leave this person or I can 
complain about him because I was pregnant I was not thinking to leave him, so I was just silent.

Survivor C81

Interviewer: Did any doctor or any nurse or anybody in the hospital ask you, how did [the injuries from your 
partner] happen to you? Or has or did anybody ask you, is anybody hurting you? 

C81: No, they don’t ask you because they speak English and they don’t use translators and they just want to check 
you out and just get it done and that’s it.

Interviewer: Can I ask how many times the last year have you been to the hospital? 

C81: Three or four times.

Continued on the following page

and survivor participants spoke to P139’s 
point about the need to include VAW sur-
vivors in the conversation and decision-
making around child protection (including 
child apprehension)—recognizing the poten-
tial harms of family separation41,42 (“it’s 
not black and white”)—and provide 
appropriate supports to survivors through-
out (and following) the process. Survivor 
C75’s story serves as one example of this 
(Table 4B). Specifically, C75 was not con-
sidered in the child protection process—
including examining the root of her 
trauma (an abusive relationship) and pro-
viding appropriate treatment—and as a 
result, her mental health and substance 
use issues worsened. This removed the 
opportunity to keep mother and child 

together and reduced the likelihood of 
future family reunification, which, in 
many cases, has important benefits for 
both mother and child.41 

Participants similarly articulated the impor-
tance of direct support workers (including 
police) being trained to identify and pro-
vide support for women’s experiences of 
violence in responding to domestic vio-
lence calls, which legally require charging 
(i.e. police must lay charges when they 
believe there is a reasonable likelihood 
that domestic violence has occurred). 
While P139 highlights the marginalization 
of survivors who do not speak English 
and are not provided with appropriate 
interpretation support, direct support staff 

P23 more broadly demonstrates the sys-
tematic gaps in this process (Table 4B). 
P23 illustrates the need for stronger coor-
dination between the VAW and justice sys-
tems, including more trauma-informed 
supports for survivors involved in the jus-
tice system and stronger referral mecha-
nisms at point-of-contact. These comments, 
along with P139’s and C75’s, speak to a 
larger observation around the weaponiza-
tion of the justice system against VAW sur-
vivors—where survivors are criminalized 
(P139 and P23) or traumatized from child 
apprehension (C75). 

In addition, participants described situa-
tions in which VAW survivors were manip-
ulated and disempowered by abusive 
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partners or professionals in high conflict 
cases (C74, C80, P137). Taken together, 
these accounts demonstrate how societal 
gender norms will continue to pervade the 
justice system if left unchecked—that is, 
without mandatory training and coordi-
nated intersectoral action, including 
VAW- and trauma-informed advocacy—
disadvantaging VAW survivors and allow-
ing their continued exploitation by abus ers, 
especially men who use violence.43,44 

Implement and evaluate primary 
prevention strategies for VAW

The final set of participants’ recommenda-
tions for the NAP centred around policy 
action required to prevent VAW in the first 
instance. Within this domain, participants 
tended to focus on improving educational 
curricula and public awareness around 
healthy relationships, gender expression 
and what constitutes violence. There was 
a particular emphasis on ensuring such 
education begins early in life through the 
universal implementation in schools (e.g. 
Table 5A, direct support staff P92). 

Subtheme
Example data

Participant Excerpt

B. Justice system not 
accounting for the needs 
of VAW survivors

Direct support 
staff P43

Either more training for officers or a change to allow, kind of, more mental health workers, social workers to be 
deployed with frontline. […] So that […] clients know that there is more emotional support available for them 
right at the time that things happen.

Direct support 
staff P139

Child protection […] it’s not only about the kid. I know that is important—I know that is what they are there to do. 
But there’s so many things involved that the family, the mother, has to be included and understand. Not that I—we 
don’t have to understand abuse or neglect, it’s not about it. It’s about that […] it’s not black and white. And 
sometimes they are very, very radical like. So, and the police as well, the police, you know the violence—so, so 
many times women, they don’t speak the language and they’re the ones that are charged that are put in jail 
because there is no mark, but there is a mark on the man. But they were defending themselves. So, you know, I 
think education. If they could provide more training for those and to have more opportunity for women.

Survivor C75

The whole reason why I started my substance abuse is because I was going through physical abuse and I had to 
hide it for months, like years. I was hiding it. And then I—that’s how I coped. I wanted to forget. I wanted to numb 
the pain. I wanted all of that. And for them to help me deal with my problem, they took my kids away. But that 
doesn’t really help the problem. You take my kids away. And so that’s going to make me drink more because now 
I’m depressed. You know what I mean? And so, it started out as trauma, but then they just keep building on top of 
that trauma and then it’s kind of like, well, you just have to stop drinking. But they’re building that trauma. So how 
do they expect you to just stop when they keep building on top of what you’ve already gone through?

Direct support 
staff P23

With mandatory charges […] it backfires. And, uh, yeah, it just creates this, really, the hardship for women. The 
system needs to change. They need to consider women’s experiences going through the system to be able to 
support and to prevent this from happening again. […] It’s up to the police to decide. […] They will separate 
people, they will mandate, like, the PAR [partner assault response] program. But at the same time, I feel like the 
supports are not really being provided, like it’s, “Oh well, you have your charge now. You have to deal with that on 
top of everything that you’ve experienced.” Like, I think police training needs to happen, really. That’s how they 
work with people, that’s problematic. I hear it from many clients, it’s very, very traumatic to go through something 
like that. […] If the police would say, “Okay, call here,” like, you know, “they will help you,”—that would make a 
difference and not leave you kind of hanging and waiting. […] After this COVID ends, we know that more 
programs need to be put in place. […] We need to really work more collaboratively in this, like, you know, uh, 
situation and to learn from this kind of situation and improve our services because we—I feel like many people are 
being left behind in this COVID crisis. 

Abbreviation: VAW, violence against women.

TABLE 4 (continued) 
Subthemes with example data under Theme 3: develop coordinated systems to strengthen the response to VAW

Inherent in P92’s comments is a principle 
that participants widely articulated: the 
responsibility of preventing VAW should 
not fall to women alone but rather belongs 
to all of society—a rejection of the notion 
that women need to learn how to avoid 
“risky” situations.45-47 

Staff participants highlighted the impor-
tance of directing educational and, more 
broadly, supportive interventions to boys 
and men (e.g. Table 5B, direct support 
staff P140). Comments like P140’s make 
explicit the need to include boys and men 
in VAW prevention efforts as the most 
common perpetrators of VAW.45 They also, 
however, highlight the current tension for 
VAW organizations—mandated to support 
women experiencing violence and chroni-
cally underfunded—in expanding their 
programmatic targets (e.g. only 14% of 
Canada’s federal budget for 2022 is dedi-
cated to women-centred measures48). 
There is thus a need for increased funding 
dedicated to the design and delivery of 
educational and supportive interventions 
to boys and men—perhaps in some cases 

by VAW organizations and in others with 
their collaboration—but without limiting 
the funding pool for women-centred 
supports.

Both P92’s and P140’s comments (Table 
5A and 5B) further speak to the emphasis 
that participants placed on interventions 
that stop the cycle of violence for younger 
generations, including and beyond educa-
tional interventions. This is congruent 
with the idea that strengthening the struc-
tural response to VAW (as discussed 
above) will also have implications for pri-
mary prevention, by equitably improving 
the social and economic supports and 
resources available to women whose chil-
dren may otherwise be at higher risk for 
experiencing or perpetrating violence later 
in life.46,49 In other words, policies that tar-
get the societal distribution of resources 
and social (including gender) norms are 
critical to all levels of VAW prevention 
(primary, secondary and tertiary). 

This idea was reflected in the data, with 
participants discussing the importance of 
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promoting gender and intersectional equity 
through policy and systems change in 
terms of both responding to VAW and pre-
venting it in the first instance. These mul-
tilayered benefits are well captured in 
survivor C74’s comments (Table 5C). C74 
illustrates the insidious consequences of 
gender-based and intersectional economic 
disparities in society—upheld by political 
systems that benefit from maintaining the 
“status quo”—which impact women’s 
capacity (and that of gender- and sexually 
diverse people) to leave violent relation-
ships and increase the likelihood of inter-
generational cycles of VAW (“chances are 
[…] my daughter will experience the same 
thing”).21,47 C74 makes the point, shared 
by other participants (e.g. Table 4C, direct 
support staff P37), that preventing VAW 
must move beyond hypothetical discus-
sion into transformative policy action. This 
will require legitimate shifts in the distri-
bution of power, resources and prestige in 
society, enshrined in law and policy, that 
promote the “economic independence” of 

all women, attending to intersecting struc-
tural barriers (e.g. racism, transphobia, 
ableism)— “uncomfortable” for the hege-
monic classes who will inevitably lose 
power through redistributive policies.21,45 
Finally, C74 echoes a point well illustrated 
by our study: the often neglected value of 
meaningfully including the perspectives of 
VAW survivors in policy planning.

Summary of recommendations from this 
study

Table 6 summarizes the recommendations 
for Canada’s NAP on VAW based on our 
study findings and situates these recom-
mendations in reference to existing litera-
ture, including the most recent NAP 
analyses.9,13,50

Strengths and limitations

This study offers the unique contribution 
of developing, prioritizing and nuancing 
recommendations for the NAP based on a 

rigorous analysis of the perspectives and 
experiences of survivors and staff access-
ing and delivering VAW services, respec-
tively, in Toronto, Canada’s largest and 
most diverse city, during the COVID-19 
pandemic. We relied on strong partner-
ships with VAW sector actors and women 
with lived experience of violence as 
research team members, advisors and 
knowledge users. As a result, our dataset 
came from staff and survivors from a 
diversity of VAW programming across resi-
dential and nonresidential services and 
we maintained active engagement with 
our VAW stakeholders throughout analysis 
and dissemination using integrated knowl-
edge translation. Our sample was high in 
“informational power” for our research 
questions, providing rich and detailed 
data on participants’ experiences that 
allowed us to generate nuanced recom-
mendations with in-depth justifications.51

We were committed to capturing the sto-
ries of staff and survivors with a diversity 

TABLE 5 
Subthemes with example data under Theme 4: implement and evaluate primary prevention strategies for VAW

Subtheme
Example data

Participant Excerpt

A. Improving educa-
tional curricula and 
public awareness around 
VAW

Direct support 
staff P92

I think it’s very important, education in the schools. It’s not only education for the woman—because it’s always, 
like, oh, you have to teach the woman not to, like, whatever. But I think, so, it’s teaching, like, teaching students, 
like from Grade 3, 4, 5. […] It’s education about what is gender violence. And it is very, very important to start with 
the little ones and educate them about and around this and how to identify if you are having violence in your 
home. […] Because kids are the future. And if they know how to prevent or how not to do it, it will be better.

B. Preventive interven-
tions must target boys 
and men

Direct support 
staff P140

When you work with a nonprofit, funding for “this and that” is always a concern. So, we have to work with what we 
have and our managers always tell us to be mindful. […] We go over and above because we’re also passionate about 
the work we do and we wish that this whole idea of abuse would go away. But it’s not, it’s not going to go away any 
time soon. And this is why I think more and more agencies are starting to do programing with young boys and 
young men now. So, you know, so I mean, you can’t just support the young girls and the women. You’ve got to, 
like, tap into and support the young men and boys as well. So, if we can prevent or educate them on the cycle of 
violence, then, you know, I think it will go a long way.

C. Redistributive and 
gender-transformative 
policies will benefit both 
responses to VAW and 
primary preventiona 

Survivor C74

I think one of the material changes that I would advocate for heavily is a policy change around economic 
independence and financial independence. […] For those who identify as women or LGBTQ individuals, that, the 
deal breaker is this economic component. And so how can you leave an abusive relationship when you go through 
all the hurdles to move the systems? […] You do it and then there is no way to really recognize the disparity and 
the devastation of being economically marginalized because it’s not a thing that you can point to, it’s not 
recognized. […] It really is going to take a deft hand and a lot of very uncomfortable conversations—which, I think 
the timing is right. We’ve seen a pandemic, we’ve seen the disparity. […] But I don’t see a fundamental component 
that I’m not sure that I can be eloquent enough to speak to, and that is that there are people who have lived 
experience who are not being tasked with or given the stage for which to make meaningful change. It is in the best 
interest to keep things status quo. […] But we have to get to a policy. We have to stop talking about them. […] I 
think it is an allocation of resources and a political will. And I see that as part of the work that I will do. […] I’m 
not going to just drop it. […] I cannot. Chances are, statistics are, and I’ll just end on this note, that my daughter 
will experience the same thing because she’s witnessed it. 

Direct support 
staff P37

Sometimes they’re more talk than action. I guess whatever they say, they have to put the action first, too, not just 
talking about it.

Abbreviation: VAW, violence against women.

a See also Table 3C.
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TABLE 6 
Summary of our priority recommendations for Canada’s NAP on VAW

Recommendation Details and reference to existing literature

Invest in VAW services and increase accessibility of crisis support

A. Increase public 
awareness of VAW and 
crisis supports

Design and implement long-term public awareness campaigns that educate about what constitutes VAW (in all its forms) and the 
availability of crisis supports, and transform societal norms around gender and violence. Information campaigns should use public 
avenues such as radio, television, grocery stores, parks, malls, laundromats, hospitals, community centres and other public spaces 
and involve translation in multiple languages. Public awareness campaigns have been a key recommendation in prior NAP 
consultations.13,50 Information campaigns should avoid traumatizing or stigmatizing language or imagery, involve multiple 
stakeholders (e.g. survivors, service providers, advocates, researchers) in development and implementation, and be implemented 
within a multipronged strategy that aims to increase the availability and accessibility of supportive services.24-26

B. Strengthen referral 
mechanisms to VAW 
programming

Develop a systematic and centralized process for referrals to VAW supports, including more accessible entry points for survivors 
(e.g. via virtual chat lines, with immediate availability of interpretation to multiple languages) and closer coordination between 
crisis lines and VAW organizations. Strengthening referral processes should include designating contact points who are responsible 
for keeping up to date on service availability and maintaining transparency and accountability throughout the referral process. This 
work necessitates more in-depth consultations with staff and survivors across the VAW and other intersecting sectors to determine 
priority steps for improvement (e.g. the utility of a national crisis line) and the implementation of a monitoring and evaluation 
system to ensure how well adaptations are working for the diversity of survivors in need. While prior NAP consultations have 
reviewed the importance of increased availability of VAW crisis supports, including crisis lines and integrated service delivery,13,50 
our study revealed important insights regarding the need for a more systematic, centralized and transparent referral system.

C. Increase the number of 
VAW organizations with 
the capacity to provide 
in-house wraparound 
supports to clients

Extending the call for the development of one-stop, multiagency hubs,50 our study demonstrated the need for greater investment in 
the VAW sector to increase VAW workforces, training and infrastructure to expand the delivery of in-house wraparound supports, 
even amid emergency conditions. While not all VAW organizations may realistically have the capacity to offer multiple services to 
clients (and would therefore benefit from stronger referral mechanisms within the VAW sector), our findings highlight the 
difficulties in providing holistic support to clients in the face of staff shortages and the shutdown of in-person community services 
during the pandemic. Our results in particular emphasize the importance of accounting for the needs of community-specific VAW 
organizations and services with dedicated funding to strengthen capacity for in-house programming and referral supports. This 
action within the NAP should be supported by directed consultations with a diversity of these organizations and survivors, with con-
sideration of intersecting social factors (e.g. ethnicity, race, immigrant status, language, age, socioeconomic status).

D. Provide flexible funding 
mechanisms to VAW 
organizations

Funders should allow more flexibility for VAW organizations to use their monies as they see fit to respond to client demand and 
needs, especially in the midst of emergency conditions—a new recommendation from our study that builds on the need for 
increased sustainable funding to VAW services recommended in prior NAP reports13,50 and reflects the evolving service context of 
the COVID-19 pandemic. Flexible funding would be benefitted by strengthening the monitoring and evaluation systems of VAW 
organizations, including improving client feedback and engagement processes, to ensure that organizations can maximize the 
likelihood that any adaptations meet the diverse needs of their clients. 

E. Increase trauma- 
informed and specialized 
mental health supports in 
the VAW sector

Increase sustainable funding streams that support VAW organizations in developing and maintaining the necessary expertise (i.e. 
through providing existing staff with appropriate training or hiring staff with the necessary qualifications) to deliver specialized, 
trauma-informed mental health care to survivors, consistent with prior NAP recommendations.13

Enhance structural supports for VAW

F. Increase investment into 
the full housing continuum 
for VAW survivors

Building on prior recommendations for the NAP to expand the full VAW-housing continuum,9,13,50 our study highlighted the need 
for increased investment into

• VAW shelters, including strengthening referral pathways and increasing funding and resourcing to support capacity, staffing and 
training to collaborate with other systems in the provision of VAW care;

• second-stage (transitional) housing for VAW survivors (typically between 1 and 5 years) to provide medium-term housing 
solutions with psychological, legal, economic, employment and housing supports; and

• safe, accessible and affordable housing for VAW survivors, with wraparound supports, including attending to survivors’ safety 
needs in the neighbourhood and in the home, as well as greater collaboration between the VAW sector and private landlords to 
prevent discrimination towards VAW survivors. While the 2022 federal budget proposes that 25% of the CAD 1.5 billion 
earmarked for building new affordable housing units over the next two years go to women-focussed projects, it is critical that 
funding eligibility is inclusive of VAW organizations, and projects involving housing considerations and wraparound services for 
VAW survivors are supported.9

Continued on the following page
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Recommendation Details and reference to existing literature

G. Conduct Gender-Based 
Analysis Plus of housing, 
social and economic 
policies to inform policy 
reform that reduces gender 
and intersectional 
inequitiesa 

Extending prior NAP recommendations,9,13,50 our study illustrated priority areas for policy reform to strengthen the structural 
supports for VAW survivors, including 

• revising residential tenancy laws to provide greater flexibility for survivors to be added to tenancies and the removal of partners 
who use violence;

• revising eligibility criteria for housing benefits to remove requirements of cohabitation with an abuser during a given time-period 
or, for newcomers, sponsorship;

• creating opportunities for low-barrier independent housing that allows women who lack the necessary finances, credit history or 
assets to secure their own independent housing;

• increasing the basic need and shelter allowance in the provision of social assistance;
• increasing funding for legal aid to support VAW survivors; 
• improving the accessibility and affordability of child care options; and
• improving employment and educational opportunities for women, including training for professional certificates, résumé 

guidance and interview coaching for VAW survivors.

Develop coordinated systems to strengthen the response to VAW

H. Strengthen health-VAW 
systems coordination and 
collaboration 

Prior NAP consultations have led to recommendations for VAW training for health care providers.13,50 Based on our findings and 
existing evidence on intervention effectiveness,35,36 this is necessary but not sufficient. We also recommend the development and 
sustainment of a coordinated system of VAW advocates based in the health system to support the specific needs of VAW survivors 
navigating the health care system and strengthen the identification and referral of at-risk patients. VAW advocates across sectors 
must also be trained and resourced to respond to the intersections between VAW and other forms of marginalization (e.g. social 
assistance for survivors without permanent resident status, interpretation services).

I. Strengthen justice-VAW 
systems coordination and 
collaboration

Paralleling the significant focus on justice system reform in Women Shelters Canada’s NAP implementation guide,13 based on the 
current analysis, we recommend VAW training across the justice system and embedding designated VAW advocates in the family 
and criminal justice systems to 

• strengthen trauma-informed and antiracist decision-making (e.g. including around child protection and mandatory charging) 
that is responsive to the intersectional needs of VAW survivors (e.g. based on ethnicity, race, disability, socioeconomic status, 
gender or sexual identity, age, location);

• ensure appropriate referral mechanisms are engaged for all VAW survivors; and 
• prevent continued patterns of abuse against survivors within the justice system (e.g. by perpetrators or professionals). 

In addition, across all interactions with the justice system (including law enforcement), survivors who do not speak English should 
be provided with appropriate interpretation support. 

Implement and evaluate primary prevention strategies for VAW

J. Improve educational 
curricula beginning in early 
years

In line with previous NAP consultations,13,50 we recommend the development, implementation and evaluation of age-appropriate 
curricula for school-aged children to prevent VAW in collaboration with provincial education systems. Our findings highlight the 
importance of covering healthy relationships and gender expression and what constitutes violence.

K. Engage boys and men in 
VAW prevention 

The Women Shelters Canada NAP implementation guide contains extensive recommendations around directing VAW preventive 
efforts towards boys and men.13 Our analysis reinforces the importance of increased funding dedicated to the design and delivery of 
educational and supportive interventions to boys and men—perhaps in some cases by VAW organizations and in others with their 
collaboration—with the important caveat of not limiting the funding pool for women-centred supports.48

L. Implement redistributive 
and gender-transformative 
policiesb 

Strengthening the structural response to VAW (i.e. through redistributive and gender-transformative policies) will also have 
implications for primary prevention, by equitably improving the social and economic supports and resources available to women 
whose children may otherwise be at higher risk for experiencing or perpetrating violence later in life. The perspectives of a diversity 
of VAW survivors and experts should be meaningfully included in policy analysis and planning.

Abbreviations: CAD, Canadian dollars; NAP, National Action Plan; VAW, violence against women.

a See also panel L.

b See also panel G.

TABLE 6 (continued) 
Summary of our priority recommendations for Canada’s NAP on VAW

of personal and social identities and espe-
cially those experiencing different forms 
of marginalization. For instance, 70% of 
the survivors we interviewed identified as 
racialized persons, compared to the only 
other pandemic study of VAW services in 
Canada to interview VAW survivors to date, 
which included only White participants.10 

Nonetheless, most of our sample identi-
fied as heterosexual ciswomen and most 
survivor participants were economically 

marginalized. We also found that community- 
specific organizations and racialized front-
line staff tended to face more barriers to 
participating in this study (e.g. time in their 
workday); this speaks, at least in part, to 
the structural disadvantages that dispro-
portionately impact them. In light of these 
limitations, there are nuanced experiences 
and perspectives within different commu-
nities that warrant further study. 

In addition, our study provides an in-depth 
snapshot of Toronto-based perspectives. 

As Canada’s largest and most diverse city, 
with expansive health and social services, 
this is a critical context for informing the 
NAP, especially in terms of our recom-
mendations focussed on cross-systems 
collaboration and wraparound supports 
for survivors that account for intersecting 
social factors. However, other municipali-
ties and jurisdictions (including rural and 
remote areas with sparser or more con-
densed service contexts) will have unique 
needs that should be studied and 
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addressed in the NAP. One important area 
for future research and policy is the fur-
ther development and implementation 
of the NAP on missing and murdered 
Indigenous women and girls, which should 
be led by Indigenous communities. 

Conclusion

While the federal government has made 
the initial commitment to fund a NAP on 
VAW, and suggested a high-level frame-
work, now is the time to enact the recom-
mendations derived from our study and 
from previous NAP reports. This must 
include the development and implementa-
tion of a clearly defined plan as well as an 
ongoing feminist, intersectional and trauma- 
informed monitoring and evaluation sys-
tem to maximize the likelihood for 
sustainable, effective prevention.
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Highlights

• This study examined the associa-
tions between social isolation (i.e. 
living alone) and loneliness and 
positive mental health among older 
adults in Canada during the COVID-
19 pandemic.

• Nearly 3 in 10 older adults reported 
living alone, and more than one-
third reported feelings of loneliness 
due to the pandemic.

• When examined separately, living 
alone and loneliness were each 
associated with poorer well-being; 
however, when examined simulta-
neously, only loneliness remained 
significantly associated with posi-
tive mental health, overall and 
across sociodemographic groups. 

• Males and those aged 65 to 
74  years who live alone (vs. who 
live with others) may also be more 
vulnerable to poorer mental health.

one-fifth (19%) of the Canadian popula-
tion,7 there are urgent calls to pay atten-
tion to the unintended consequences of 
the pandemic on older adults’ mental 
health.8

Researchers have highlighted social dis-
ruptions during the pandemic as impor-
tant contributors to some older adults’ 
poorer mental health.5,9 Social isolation 
(i.e. an objective lack of social contact and 
network size)9 and loneliness (i.e. a per-
ceived dissatisfaction with one’s social 
relationships)10 are associated with physical 

Abstract

Introduction: Social isolation and loneliness are associated with poorer mental health 
among older adults. However, less is known about how these experiences are indepen-
dently associated with positive mental health (PMH) during the COVID-19 pandemic.

Methods: We analyzed data from the 2020 and 2021 cycles of the Survey on COVID-19 
and Mental Health to provide estimates of social isolation (i.e. living alone), loneliness 
and PMH outcomes (i.e. high self-rated mental health, high community belonging, 
mean life satisfaction) in the overall older adult population (i.e. 65+ years) and across 
sociodemographic groups. We also conducted logistic and linear regressions to sepa-
rately and simultaneously examine how social isolation and loneliness are associated 
with PMH.

Results: Nearly 3 in 10 older adults reported living alone, and over a third reported feel-
ings of loneliness due to the pandemic. When examined separately, living alone and 
loneliness were each associated with lower PMH. When assessed simultaneously, lone-
liness remained a significant independent factor associated with all three PMH out-
comes (overall and across all sociodemographic groups), but living alone was only a 
significant factor for high community belonging in the overall population, for males and 
for those aged 65 to 74 years.

Conclusion: Overall, social isolation and loneliness were associated with poorer well-
being among older adults in Canada during the pandemic. Loneliness remained a sig-
nificant factor related to all PMH outcomes after adjusting for social isolation, but not 
vice versa. The findings highlight the need to appropriately identify and support lonely 
older adults during (and beyond) the pandemic.

Keywords: COVID-19, older adults, social isolation, living alone, loneliness, positive mental 
health

For instance, in the spring of 2021, one-
third (33%) of older adults reported that 
their mental health had worsened since 
the start of the pandemic.6 Moreover, in 
addition to lower mean levels of life satis-
faction,1 fewer older adults reported high 
self-rated mental health (SRMH) in early 
2021 as compared to before the pandemic.4 
With older adults accounting for nearly 

Introduction

The COVID-19 pandemic has had wide-
spread negative effects on Canadians’ 
mental health.1,2 Although older adults 
(i.e. 65+ years) appear to be doing com-
paratively better than younger age 
groups,1,3,4 the pandemic has still taken a 
toll on many older adults’ mental health.5 

https://doi.org/10.24095/hpcdp.43.4.02
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and mental health problems11,12 and poorer 
well-being among older adults.13,14 Prior to 
the pandemic, older adults were already 
at increased risk for social isolation and 
loneliness12 due to life events (e.g. retire-
ment, bereavement, health/mobility limi-
tations),15 and community and societal 
factors (e.g. ageism, transportation barri-
ers, poor access to digital technology).16 
Indeed, more than a quarter of commu-
nity-dwelling older adults in Canada live 
alone,14,17 a broad indicator of social isola-
tion.18-20 It has also been estimated that 
approximately 20% of older adults experi-
ence loneliness at least some of the time.21

Physical distancing protocols implemented 
during the pandemic may have further 
exacerbated older adults’ risk for social 
isolation and loneliness, as they have 
been especially encouraged to distance 
from others due to the heightened proba-
bility of severe illness, hospitalization and 
death from COVID-19.4 During fall 2020, 
nearly a third (31%) of older adults 
reported wanting to participate in more 
social activities, most of whom (76%) 
cited pandemic-related restrictions as bar-
riers to doing so.22 Many have also faced 
challenges with communication technol-
ogy, a critical tool used for social connec-
tion during the pandemic.21 Consequently, 
many have lost access to social supports 
and networks previously obtained outside 
the household. Indeed, 11% of older 
adults reported that they often felt lonely 
in fall 2020 (up from 7% in 2019).22 Even 
larger proportions (26%–43%) of certain 
older adult populations have reported 
feeling lonely at least some of the time 
during the pandemic.21,23 Importantly, 
older adults who have experienced loneli-
ness or social isolation (e.g. who live 
alone) during the pandemic appear to be 
at greater risk for mental health problems.5 

However, it is important to distinguish 
between social isolation and loneliness, 
and their associated health outcomes. Due 
to the shared element of social discon-
nectedness and apparent overlap in health 
implications, social isolation and loneli-
ness have previously been used as inter-
changeable terms,24 similarly operationalized, 
or both.25 However, whereas social isola-
tion is the objective lack of social con-
tacts, loneliness represents the subjective 
experience of feeling alone. Thus, it is 
possible to be socially isolated (e.g. live 
alone, have limited social contacts) but 
not feel lonely, or to feel lonely despite 
being socially integrated.26,27 

Indeed, social isolation and loneliness 
are only weakly to moderately corre-
lated,15,19,28,29 suggesting they are related 
but distinct experiences.29 Moreover, when 
the independent effects of social isolation 
and loneliness among older adults are 
considered by modelling their effects con-
currently,30 social isolation is uniquely or 
more consistently associated with physi-
cal health problems and mortality,15,29 
while loneliness is independently or more 
consistently associated with mental health 
problems (e.g. depression).28,29,31 However, 
we know very little about their potential 
independent effects on positive mental 
health (PMH),32 an important dimension 
of an individual’s mental and overall 
health. Nevertheless, in a representative 
sample of older German adults, loneliness 
(but not living alone) was significantly 
and negatively associated with positive 
affect and was a stronger predictor of 
lower life satisfaction than living alone.28 
Thus, there is a growing indication that 
distinguishing between, and simultane-
ously examining, social isolation and 
loneliness is important for understanding 
their unique health impacts. 

Furthermore, subpopulations of older adults 
may be differentially at risk for social iso-
lation, loneliness and their associated 
mental health outcomes. For example, 
older females in Canada are more likely to 
live alone than males.13,17,33 In the context 
of the pandemic, older females are also 
more likely to report feeling lonely,21 and 
less likely to report high SRMH than 
males.1 Age may also be an important fac-
tor. For example, life satisfaction appears 
to increase with age among older adults,34 
despite concurrent increases in rates of 
living alone.13 Adults aged 75 years or 
older are also more likely to report always 
or often feeling lonely during the pan-
demic than those aged 65 to 74 years.35 
Finally, older adults with lower socioeco-
nomic status may be more vulnerable to 
isolation,33 and at greater risk for poorer 
mental health outcomes during the pan-
demic.5 It is, however, unknown whether 
the associations between social isolation, 
loneliness and PMH vary across socio-
demographic groups. Accordingly, we sought 
to provide estimates for the overall older 
adult population, stratified by gender, age 
group and education level, to provide a 
nuanced understanding of older adults’ 
social experiences and PMH during the 
pandemic. 

Specifically, our first aim was to provide 
estimates of PMH outcomes (i.e. high 
SRMH, life satisfaction, high community 
belonging), social isolation (i.e. living 
alone) and feelings of loneliness among 
older adults during the COVID-19 pan-
demic (i.e. fall 2020 and winter/spring 
2021). Consistent with previous find-
ings,1,13,17,21,33-35 we expected some differ-
ences in the prevalence of social isolation, 
loneliness and PMH outcomes across 
sociodemographic groups. Our second 
aim was to separately and simultaneously 
examine whether social isolation and 
loneliness are associated with PMH out-
comes. We hypothesized that, when 
examined separately, social isolation and 
loneliness would each be associated with 
PMH outcomes after adjusting for socio-
demographic characteristics. However, 
when accounting for shared variance 
between the two constructs, consistent 
with previous findings,28,29,31 we hypothe-
sized that loneliness (but not social isola-
tion) would remain significantly associated 
with PMH outcomes. Given the novel and 
exploratory nature of examining these 
analyses across sociodemographic groups, 
we had no specific hypotheses regarding 
these associations by gender, age or edu-
cation level.

Methods

Data sources and participants

We conducted a secondary analysis of 
cross-sectional data from the 202036 and 
202137 cycles of the Survey on COVID-19 
and Mental Health (SCMH), collected by 
Statistics Canada between 11 September 
and 4 December 2020, and 1 February and 
7 May 2021. The target population was 
adults aged 18 years or older living in the 
10 provinces and three territorial capitals 
in Canada. A random sample of dwellings 
was selected from within each province 
and territorial capital, and an adult 
respondent was selected from within each 
dwelling. Individuals living on reserves, in 
institutions and in noncapital cities in the 
territories were excluded from the survey. 
Respondents voluntarily completed the 
survey by electronic questionnaire or 
computer-assisted telephone interviews. 

Response rates were 53.3% (n = 14 689) 
for the 2020 SCMH and 49.3% (n = 8032) 
for the 2021 SCMH. Of those, 12 344 (2020 
SCMH) and 6592 (2021 SCMH) respon-
dents agreed to share their information 
with the Public Health Agency of Canada 
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(PHAC). For our analysis, we limited the 
sample to adults aged 65 years and over 
(3493 in the 2020 SCMH; 1839 in the 2021 
SCMH). To achieve sufficient sample sizes 
to support the analyses, data from the two 
cycles were pooled, for a total of 5332 
respondents. Combined sociodemographic 
characteristics are presented in Table 1.

Measures

Positive mental health outcomes 
Consistent with PHAC’s Positive Mental 
Health Surveillance Indicator Framework,32,38 
high SRMH, high community belonging, 
and life satisfaction were assessed as indi-
cators of PMH. SRMH was assessed using 
the question “In general, how is your 
mental health?”, with response options of 
“Excellent”, “Very good”, “Good”, “Fair”, 
and “Poor”. Individuals who rated their 
mental health as “Excellent” or “Very 
good” were coded as having high SRMH. 
Community belonging was assessed by 
asking participants “How would you 
describe your sense of belonging to your 
local community?” Response options 
included “Very strong”, “Somewhat strong”, 
“Somewhat weak”, and “Very weak”. 
Individuals who responded “Very strong” 
or “Somewhat strong” were coded as hav-
ing high community belonging. To mea-
sure life satisfaction, individuals were 
asked “Using a scale of 0 to 10, where 0 
means ‘very dissatisfied’ and 10 means 
‘very satisfied’, how do you feel about 
your life as a whole right now?” Responses 
were treated as a numerical variable.

Social isolation
Living alone status was assessed as an 
index of social isolation. Participants were 
asked “Including yourself, how many peo-
ple live in your household?” Response 
options included “1” to “20 or more”. 
Responses were dichotomized such that 
“1” was coded as living alone, and all 
other responses were coded as living with 
others.18 

Loneliness
Loneliness was assessed using the ques-
tion “Have you experienced any of the fol-
lowing impacts due to the COVID-19 
pandemic?” Those who selected the 
response option “Feelings of loneliness or 
isolation” were coded as experiencing 
loneliness.39

Covariates
Given previous indication that risk for 
social isolation and loneliness may differ 
across groups of older adults in Canada,33 

the following sociodemographic variables 
were statistically controlled for in the 
regression analyses: gender (male, female), 
age group (65–74 years, 75+ years), the 
individual’s highest level of education 
(high school and below, postsecondary), 
place of residence (population centre, 
rural), racialized group member status 
(yes, no), and immigrant status (yes, no). 
Highest education level was selected as a 
proxy for socioeconomic status over 
income level, as many older adults are 
likely to have transitioned from employ-
ment to retirement.15 Individuals classified 
as a visible minority or who identified as 
Indigenous were coded as racialized group 
members (vs. White). Landed immigrants 
and nonpermanent residents were coded 
as immigrants (vs. Canadian-born).1

Analyses

Analyses were conducted in SAS Enterprise 
Guide version 7.1 (SAS Institute Inc., 
Cary, NC, US). All analyses were con-
ducted using survey and bootstrap 
weights provided by Statistics Canada to 
account for the complex survey design, to 

adjust for nonresponses and to make the 
results representative of community-
dwelling older adults living in the 10 prov-
inces and three territorial capitals. 

Descriptive statistics were used to calcu-
late percentages, means and 95% confi-
dence intervals (CIs) for all main study 
variables. Differences between sociodemo-
graphic groups were determined based on 
two-tailed hypothesis tests at a signifi-
cance level of p < 0.05. Next, mean life 
satisfaction and the percentage of individ-
uals reporting high SRMH and high com-
munity belonging by living alone and 
loneliness indicators were assessed. 

Logistic regression analyses were con-
ducted to explore the associations of liv-
ing alone and loneliness with high SRMH 
and high community belonging. Linear 
regression analyses were conducted to 
explore the associations of living alone 
and loneliness with life satisfaction. 
Living alone (Model 1) and loneliness 
(Model 2) were first entered separately as 
explanatory variables, while controlling 
for sociodemographic covariates. Next, 

TABLE 1 
 Sociodemographic characteristics

Sociodemographic characteristics % (95% CI), weighted

Gender (n = 5330)

Males 46.6 (46.5, 46.7)

Females 53.4 (53.3, 53.6)

Age group (n = 5332)

65–74 years 63.2 (61.3, 65.1)

75+ years 36.8 (34.9, 38.7)

Highest education level (n = 5314)

High school and below 44.2 (42.2, 46.2)

Postsecondary education 55.8 (53.8, 57.8)

Place of residence (n = 5303)

Population centre 78.3 (76.8, 79.9)

Rural area 21.7 (20.1, 23.2)

Racialized group membera (n = 5267)

Yes 9.8 (8.4, 11.2)

No 90.2 (88.8, 91.6)

Immigrant status (n = 5294)

Yes 22.8 (21.0, 24.7)

No 77.2 (75.4, 79.0)

Data source: 2020 and 2021 Survey on COVID-19 and Mental Health, combined.

Abbreviation: CI, confidence interval.

Notes: Missing data were excluded from percentages. Gender-diverse individuals were excluded from gender percentages due to 
the small sample size (< 0.01%).

a Individuals classified as a visible minority or who identified as Indigenous.
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living alone and loneliness were included 
simultaneously as explanatory variables 
(Model 3) to account for any shared vari-
ance, again controlling for sociodemo-
graphic covariates. Odds ratios with 95% 
CIs that did not include 1.00 and regres-
sion coefficients with 95% CIs that did 
not include 0 were interpreted as statisti-
cally significant. 

Analyses were conducted for the overall 
sample, and stratified by gender (male, 
female), age group (65–74 years, 75+ 
years) and highest education level (high 
school and below, postsecondary). To 
maximize sample sizes, regression models 
for each PMH outcome included all indi-
viduals with complete data for the rele-
vant questions. Gender-diverse respondents 
were excluded from all regression analy-
ses due to insufficient samples. Sample 
sizes within sets of regression analyses for 
PMH outcomes were kept consistent to 
make Models 1 and 2 comparable with 
Model 3.

Results

Descriptive statistics 

Descriptive statistics are presented in 
Table 2. Overall, 70.2% of older adults 

reported high SRMH, with females (vs. 
males), those aged 65 to 74 years (vs. 
75+ years), and those with high school 
education or below (vs. postsecondary) 
less likely to report high SRMH. Nearly 
three-quarters (74.6%) of older adults 
reported high community belonging. Females 
(vs. males), those aged 65 to 74 years (vs. 
75+ years) and those with postsecondary 
education (vs. high school or below) were 
less likely to report high community belong-
ing. On a scale of 0 (very dissatisfied) to 
10 (very satisfied), older adults reported an 
average life satisfaction score of 7.6, with 
females (vs. males) and those with post-
secondary education (vs. high school or 
below) reporting lower mean scores. Over-
all, 29.0% of older adults reported living 
alone. Females (vs. males), those aged 
75 years and older (vs. 65–74 years) and 
those with high school education or below 
(vs. postsecondary education) were more 
likely to be living alone. Finally, over one-
third (34.1%) of older adults reported 
feeling lonely due to the pandemic, with a 
greater proportion of females reporting 
feelings of loneliness than males. 

Living alone and PMH

Model 1 analyses revealed that, after taking 
sociodemographic covariates into account, 

older adults living alone were overall sig-
nificantly less likely to report high SRMH 
and community belonging, and reported 
lower average life satisfaction than those 
living with others (Table 3). These associa-
tions remained for males (Table 4), those 
aged 65 to 74 years (Table 5), and those 
with postsecondary education (Table 6). 
Additionally, those aged 75 years and older 
living alone were significantly less likely 
to report high SRMH (but not high com-
munity belonging or lower life satisfac-
tion) as compared to those living with 
others (Table 5). Those with high school 
education or below living alone reported 
lower life satisfaction than those living 
with others (but did not differ on high 
SRMH or high community belonging; 
Table 6).

After adjusting for loneliness (Model 3), 
those living alone (vs. with others) were 
significantly less likely to report high com-
munity belonging in the overall popula-
tion (Table 3), among males (Table 4) and 
among those aged 65 to 74 years (Table 5), 
with associations of similar magnitude as 
in the unadjusted analyses. However, liv-
ing alone was no longer significantly asso-
ciated with high SRMH or life satisfaction 

TABLE 2 
Descriptive statistics of living alone, loneliness and positive mental health outcomes among older adults in Canada during the COVID-19 

pandemic, overall and stratified by gender, age group and education level

Variable

Overall

n = 5332

Gender Age group Highest education level

Males

n = 2306

Females

n = 3024

65–74 years

n = 3388

75+ years

n = 1944

High school and 
below

n = 2204

Postsecondary 
education

n = 3110

% (95% CI)

Living alone
29.0

(27.6, 30.4)

19.2
(17.3, 21.2)

37.6
(35.3, 39.9)

24.7
(22.9, 26.5)

36.5
(33.7, 39.3)

32.4
(30.0, 34.8)

26.5
(24.6, 28.4)

p < 0.001 p < 0.001 p < 0.001

Loneliness
34.1

(32.3, 35.9)

24.5
(22.1, 27.0)

42.4
(39.7, 45.0)

33.3
(31.1, 35.5)

35.6
(32.3, 38.5)

33.6
(30.8, 36.3)

34.5
(31.9, 37.0)

p < 0.001 p = 0.29 p = 0.65

High self-rated 
mental health

70.2
(68.3, 72.1)

74.5
(71.9, 77.1)

66.5
(63.9, 69.1)

68.6
(66.1, 71.1)

73.0
(70.3, 75.7)

66.6
(63.7, 69.5)

73.1
(70.6, 75.7)

p < 0.001 p = 0.02 p = 0.001

High community 
belonging

74.6
(72.8, 76.4)

76.8
(74.2, 79.4)

72.7
(70.3, 75.1)

72.6
(70.3, 74.9)

78.0
(75.2, 80.8)

77.8
(75.3, 80.3)

71.9
(69.4, 74.4)

p = 0.02 p = 0.003 p = 0.001

Mean (95% CI)

Life satisfaction
7.6

(7.5, 7.7)

7.7
(7.6, 7.9)

7.5
(7.4, 7.6)

7.6
(7.5, 7.7)

7.7
(7.6, 7.9)

7.7
(7.6, 7.9)

7.5
(7.4, 7.6)

p = 0.02 p = 0.07 p = 0.01

Data source: 2020 and 2021 Survey on COVID-19 and Mental Health, combined.
Abbreviation: CI, confidence interval.
Notes: Life satisfaction was rated on a scale from 0 (very dissatisfied) to 10 (very satisfied). Statistically significant differences between sociodemographic groups (at p < 0.05) are bolded.
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in the overall sample (Table 3) or across 
sociodemographic groups (Tables 4–6). 

Loneliness and PMH

Model 2 results indicated that, after taking 
sociodemographic covariates into account, 
older adults experiencing loneliness were 
significantly less likely to report high 
SRMH and high community belonging, 
and reported significantly lower life satis-
faction than those who were not lonely, 
overall and across all sociodemographic 
groups (Tables 3–6). These associations 
remained significant (and of similar mag-
nitude) after adjusting for living alone sta-
tus (Model 3).

Discussion

The goal of our study was to examine 
older adults’ social experiences and PMH 
during the pandemic. Although the major-
ity of older adults reported PMH during 
the pandemic, some sociodemographic 
groups were less likely to report high SRMH 
(i.e. females, those aged 65–74 years and 
those with a high school education or 
below) and high community belonging 

TABLE 3 
Associations between living alone and loneliness and indicators of  

positive mental health among older adults during the COVID-19 pandemic

High self-rated mental health High community belonging Life satisfaction

%  
(95% CI)

Model 1 Model 2 Model 3

% 
(95% CI)

Model 1 Model 2 Model 3

Mean 
(95% CI)

Model 1 Model 2 Model 3

aOR 
(95% CI)

aOR 
(95% CI)

aOR 
(95% CI)

aOR 
(95% CI)

aOR 
(95% CI)

aOR 
(95% CI)

B  
(95% CI)

B  
(95% CI)

B  
(95% CI)

Overall n = 5068 n = 5047 n = 5057

Living alone

    Yes
65.11 
(62.3, 
67.9)

0.74 
(0.61, 
0.89)

—
0.85 

(0.70, 
1.04)

70.2 
(67.5, 
72.8)

0.72 
(0.59, 
0.87)

—
0.81 

(0.67, 
0.99)

7.4 
(7.3, 
7.5)

−0.28 
(−0.45, 
−0.11)

—
−0.08 

(−0.23, 
0.08)

    No
76.3 

(69.9, 
74.8)

(ref.) — (ref.)
76.4 

(74.2, 
78.6)

(ref.) — (ref.)
7.7 

(7.6, 
7.8)

(ref.) — (ref.)

Loneliness

    Yes
52.1 

(48.6, 
55.5)

—
0.28 

(0.23, 
0.35)

0.29 
(0.23, 
0.35)

60.8 
(57.5, 
64.2)

—
0.35 

(0.29, 
0.43)

0.36 
(0.29, 
0.44)

6.6 
(6.4, 
6.7)

—
−1.60 

(−1.79, 
−1.42)

−1.60 
(−1.79, 
−1.40)

    No
79.2 

(77.0, 
81.5)

— (ref.) (ref.)
81.2 

(79.2, 
83.3)

— (ref.) (ref.)
8.2 

(8.1, 
8.3)

— (ref.) (ref.)

Data source: 2020 and 2021 Survey on COVID-19 and Mental Health, combined.

Abbreviations: aOR, adjusted odds ratio; B, adjusted unstandardized regression coefficient; CI, confidence interval; ref., reference group.

Notes: Explanatory variables are living alone (Model 1), loneliness (Model 2) and both (Model 3). All models are adjusted for age, gender, highest education, place of residence, immigrant status 
and racialized group member status. Gender-diverse and missing data are excluded from all regression analyses. Statistically significant odds ratios and regression coefficients are bolded.

(i.e. females, those aged 65–74 years and 
those with a postsecondary education), 
and had lower mean life satisfaction (i.e. 
females and those with a postsecondary 
education). 

Social isolation (assessed via living alone 
status) and loneliness were not uncom-
mon among older adults during the pan-
demic. Consistent with pre-pandemic rates,17 
almost 3 in 10 older adults reported living 
alone, with higher rates among females, 
those aged 75 years and older and those 
with high school education or below.13 
Over a third of older adults reported feel-
ings of loneliness due to the pandemic 
and, consistent with pre- pandemic find-
ings,15 females were more likely to report 
loneliness than males. When examined 
separately, living alone and loneliness 
were each associated with lower mean life 
satisfaction and a lower likelihood of 
reporting high SRMH and high commu-
nity belonging in the overall population. 
When living alone and loneliness were 
assessed simultaneously, loneliness remained 
significantly associated with all PMH indi-
cators, whereas living alone was only sig-
nificantly associated with high community 

belonging overall and among males and 
adults aged 65 to 74 years. 

Overall, our findings support calls to 
enhance social connections to support 
well-being as a public health priority.9,16 
However, consistent with previous stud-
ies,28,29,31 our findings suggest that the sub-
jective feeling of loneliness is a more 
consistent correlate of PMH outcomes 
than the objective social isolation measure 
of living alone among community- dwelling 
older adults. By contrast, associations 
between social isolation and PMH may be 
largely attributable to shared variance 
with loneliness31 and/or restricted to cer-
tain sociodemographic groups. For instance, 
older males living alone may be less likely 
to report high community belonging 
because they tend to have smaller social 
networks and less stable family contact, 
and are at increased risk of isolation due 
to divorce or widowhood.40 Adults aged 
65 to 74 years who live alone may also be 
less likely to report high community 
belonging because living alone is less 
common for this group as compared to 
older age groups (and therefore more 
alienating), they have more recently lost 
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TABLE 4 
Associations between living alone and loneliness and indicators of positive mental health  

among older adults during the COVID-19 pandemic, stratified by gender

High self-rated mental health High community belonging Life satisfaction

% 
(95% CI)

Model 1 Model 2 Model 3

% 
(95% CI)

Model 1 Model 2 Model 3

Mean 
(95% CI)

Model 1 Model 2 Model 3

aOR 
(95% CI)

aOR 
(95% CI)

aOR 
(95% CI)

aOR 
(95% CI)

aOR 
(95% CI)

aOR 
(95% CI)

B  
(95% CI)

B  
(95% CI)

B  
(95% CI)

Males n = 2190 n = 2183 n = 2184

Living alone

    Yes
66.9 

(62.0, 
71.9)

0.63 
(0.47, 
0.85)

—
0.73 

(0.53, 
1.01)

70.9 
(66.0, 
75.8)

0.61 
(0.45, 
0.82)

—
0.70 

(0.51, 
0.96)

7.4 
(7.2, 
7.6)

−0.43 
(−0.71, 
−0.15)

—
−0.23 

(−0.50, 
0.04)

    No
76.2 

(73.2, 
79.3)

(ref.) — (ref.)
78.3 

(75.3, 
81.3)

(ref.) — (ref.)
7.8 

(7.7, 
8.0)

(ref.) — (ref.)

Loneliness

    Yes
55.6 

(49.7, 
61.4)

—
0.28 

(0.20, 
0.38)

0.28 
(0.21, 
0.39)

60.2 
(54.5, 
66.0)

—
0.30 

(0.22, 
0.41)

0.31 
(0.23, 
0.43)

6.6 
(6.3, 
6.9)

—
−1.54 

(−1.85, 
−1.22)

−1.51 
(−1.83, 
−1.18)

    No
80.5 

(77.5, 
83.4)

— (ref.) (ref.)
81.7 

(78.9, 
84.6)

— (ref.) (ref.)
8.1 

(8.0, 
8.2)

— (ref.) (ref.)

Females n = 2878 n = 2864 n = 2873

Living alone

    Yes
64.3 

(60.9, 
67.7)

0.80 
(0.63, 
1.02)

—
0.93 

(0.72, 
1.21)

69.9 
(66.9, 
73.0)

0.79 
(0.62, 
1.00)

—
0.89 

(0.69, 
1.14)

7.4 
(7.3, 
7.6)

−0.22

(−0.44, 
0.01)

—
0.01 

(−0.19, 
0.20)

    No
68.0 

(64.3, 
71.7)

(ref.) — (ref.)
74.3 

(71.0, 
77.5)

(ref.) — (ref.)
7.6 

(7.5, 
7.8)

(ref.) — (ref.)

Loneliness

    Yes
50.3 

(46.0, 
54.6)

—
0.29 

(0.22, 
0.38)

0.29 
(0.22, 
0.38)

61.1 
(57.2, 
65.1)

—
0.38 

(0.29, 
0.50)

0.39 
(0.30, 
0.51)

6.5 
(6.4, 
6.7)

—
−1.65 

(−1.87, 
−1.43)

−1.65 
(−1.88, 
−1.43)

    No
77.8 

(74.6, 
81.0)

— (ref.) (ref.)
80.7 

(77.8, 
83.5)

— (ref.) (ref.)
8.2 

(8.1, 
8.4)

— (ref.) (ref.)

Data source: 2020 and 2021 Survey on COVID-19 and Mental Health, combined.

Abbreviations: aOR, adjusted odds ratio; B, adjusted unstandardized regression coefficient; CI, confidence interval; ref., reference group.

Notes: Explanatory variables are living alone (Model 1), loneliness (Model 2) and both (Model 3). All models are adjusted for age, highest education, place of residence, immigrant status and racial-
ized group member status. Gender-diverse and missing data are excluded from all regression analyses. Statistically significant odds ratios and regression coefficients are bolded.

sources of social connection due to retire-
ment or other life transitions,15 and/or 
they have less experience living alone 
than their older counterparts. 

This study informs public health policy 
and opportunities to enhance older adult 
health care through the use of targeted 
identification and support strategies. For 
example, primary care workers (e.g. fam-
ily physicians, social workers) are uniquely 
positioned to screen for social vulnerabili-
ties and initiate services.41 Training practi-
tioners to assess social vulnerabilities as 
part of regular care practices may be 

critical for identifying those at risk for 
poorer well-being. 

Additionally, funding is needed for pro-
grams and services that specifically target 
loneliness among older adults. For exam-
ple, at the individual level, programs that 
teach older adults how to develop and 
maintain meaningful and emotionally sat-
isfying relationships (e.g. social skills 
training) and that facilitate connection 
(e.g. through shared-interest activities) 
may be more beneficial than solely 
increasing the quantity of social interac-
tions.16,42 Offering cognitive modification 
programs, which involve reframing 

maladaptive perceptions about social rela-
tionships, as an accessible mental health 
service for older adults may also help 
reduce feelings of loneliness,16,43 particu-
larly in the context of a pandemic, when 
in-person social interactions are limited.44 

However, community- and societal-level 
investments to support older adults are 
also warranted, including improving infra-
structure and creating age-friendly com-
munities (e.g. accessible transportation 
and services, digital inclusion, safe out-
door spaces, affordable and well-designed 
housing) and developing policies to 
address systemic barriers to older adults’ 
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social inclusion (e.g. combatting ageism, 
socioeconomic inequality).16,21 Our find-
ings suggest that certain populations (e.g. 
females, those aged 75+ years) are dis-
proportionately at risk for isolation or 
loneliness, or both, and therefore may 
especially benefit from such efforts. 
However, future work examining whether 
such programs, supports and policies pos-
itively impact PMH is also needed.

Strengths and limitations

Our study addresses important evidence 
gaps by examining the wider health 

impacts of the COVID-19 pandemic on 
PMH using a population-based sample of 
older adults. We provided estimates of 
multiple indicators of PMH, as well as 
social isolation and loneliness during the 
pandemic. Furthermore, we examined the 
associations of social isolation and loneli-
ness with PMH overall, and stratified by 
gender, age group and education level. 

Despite these contributions, the findings 
should be interpreted within the context 
of important limitations. To begin with, data 
from the SCMH were cross-sectional and 
therefore neither causality nor temporality 

could be established, and it is possible 
that there are bidirectional effects (e.g. 
those with poorer mental health may be 
more likely to feel lonely or be isolated).11 
Additionally, there may be more complex 
effects among the constructs of interest 
that cannot be established with the cur-
rent data. For example, loneliness may 
mediate the association between social 
isolation and PMH. In other words, indi-
viduals who live alone may have poorer 
mental health because they feel lonelier. 

The data also did not capture social isola-
tion or loneliness experiences before the 

TABLE 5 
Associations between living alone and loneliness and indicators of positive mental health  

among older adults during the COVID-19 pandemic, stratified by age group

High self-rated mental health High community belonging Life satisfaction

% 
(95% CI)

Model 1 Model 2 Model 3

% 
(95% CI)

Model 1 Model 2 Model 3

Mean 
(95% CI)

Model 1 Model 2 Model 3

aOR 
(95% CI)

aOR 
(95% CI)

aOR 
(95% CI)

aOR 
(95% CI)

aOR 
(95% CI)

aOR 
(95% CI)

B  
(95% CI)

B  
(95% CI)

B  
(95% CI)

65–74 
years

n = 3225 n = 3216 n = 3219

Living alone

    Yes
62.7 

(58.8, 
66.6)

0.74 
(0.59, 
0.93)

—
0.93 

(0.73, 
1.18)

65.9 
(62.2, 
69.7)

0.67 
(0.53, 
0.84)

—
0.76 

(0.60, 
0.97)

7.3 
(7.1, 
7.5)

−0.30 
(−0.52, 
−0.08)

—
−0.03 

(−0.23, 
0.17)

    No
70.6 

(67.5, 
73.6)

(ref.) — (ref.)
74.9 

(72.1, 
77.6)

(ref.) — (ref.)
7.7 

(7.5, 
7.8)

(ref.) — (ref.)

Loneliness

    Yes
46.8 

(42.3, 
51.3)

—
0.23 

(0.17, 
0.30)

0.23 
(0.18, 
0.30)

59.7 
(55.5, 
63.9)

—
0.40 

(0.31, 
0.52)

0.41 
(0.32, 
0.54)

6.5 
(6.3, 
6.6)

—
−1.64 

(−1.86, 
−1.42)

−1.63 
(−1.86, 
−1.41)

    No
79.4 

(76.5, 
82.4)

— (ref.) (ref.)
78.8 

(76.1, 
81.5)

— (ref.) (ref.)
8.1 

(8.0, 
8.2)

— (ref.) (ref.)

75+ years n = 1843 n = 1831 n = 1838

Living alone

    Yes
67.9 

(63.9, 
71.9)

0.72 
(0.53, 
0.99)

—
0.78 

(0.56, 
1.08)

75.1 
(71.4, 
78.9)

0.81 
(0.57, 
1.15)

—
0.90 

(0.63, 
1.30)

7.5 
(7.4, 
7.7)

−0.26 
(−0.54, 
0.01)

—
−0.13 

(−0.39, 
0.12)

    No
76.0 

(72.2, 
79.8)

(ref.) — (ref.)
79.5 

(75.7, 
83.4)

(ref.) — (ref.)
7.8 

(7.6, 
8.0)

(ref.) — (ref.)

Loneliness

    Yes
60.6 

(55.4, 
65.9)

—
0.40 

(0.29, 
0.56)

0.41 
(0.30, 
0.57)

62.7 
(57.2, 
68.2)

—
0.27 

(0.19, 
0.38)

0.27 
(0.19, 
0.38)

6.7 
(6.5, 
7.0)

—
−1.56 

(−1.85, 
−1.26)

−1.55 
(−1.84, 
−1.25)

    No
78.9 

(75.5, 
82.3)

— (ref.) (ref.)
85.5 

(82.6, 
88.5)

— (ref.) (ref.)
8.3 

(8.1, 
8.4)

— (ref.) (ref.)

Data source: 2020 and 2021 Survey on COVID-19 and Mental Health, combined.

Abbreviations: aOR, adjusted odds ratio; B, adjusted unstandardized regression coefficient; CI, confidence interval; ref., reference group.

Notes: Explanatory variables are living alone (Model 1), loneliness (Model 2) and both (Model 3). All models are adjusted for gender, highest education, place of residence, immigrant status and 
racialized group member status. Gender-diverse and missing data are excluded from all regression analyses. Statistically significant odds ratios and regression coefficients are bolded.
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TABLE 6 
Associations between living alone and loneliness and indicators of positive mental health among older adults during the COVID-19 

pandemic, stratified by education level

High self-rated mental health High community belonging Life satisfaction

% 
(95% CI)

Model 1 Model 2 Model 3

% 
(95% CI)

Model 1 Model 2 Model 3

Mean 
(95% CI)

Model 1 Model 2 Model 3

aOR 
(95% CI)

aOR 
(95% CI)

aOR 
(95% CI)

aOR 
(95% CI)

aOR 
(95% CI)

aOR 
(95% CI)

B  
(95% CI)

B  
(95% CI)

B  
(95% CI)

High school 
and below

n = 2101 n = 2092 n = 2096

Living alone

    Yes
63.3 

(59.1, 
67.5)

0.81 
(0.62, 
1.06)

—
0.90 

(0.68, 
1.19)

74.3 
(70.4, 
78.2)

0.77 
(0.58, 
1.03)

—
0.83 

(0.62, 
1.12)

7.5 
(7.4, 
7.7)

−0.28 
(−0.54, 
−0.03)

—
−0.12 

(−0.35, 
0.11)

    No
68.2 

(64.4, 
72.0)

(ref.) — (ref.)
79.4 

(76.3, 
82.6)

(ref.) — (ref.)
7.8 

(7.7, 
8.0)

(ref.) — (ref.)

Loneliness

    Yes
46.5 

(41.1, 
52.0)

—
0.27 

(0.20, 
0.36)

0.27 
(0.20, 
0.36)

65.7 
(60.8, 
70.7)

—
0.40 

(0.29, 
0.55)

0.41 
(0.30, 
0.56)

6.5 
(6.3, 
6.8)

—
−1.85 

(−2.12, 
−1.57)

−1.83 
(−2.11, 
−1.56)

    No
76.1 

(72.9, 
79.4)

— (ref.) (ref.)
83.6 

(80.9, 
86.3)

— (ref.) (ref.)
8.3 

(8.2, 
8.5)

— (ref.) (ref.)

Postsecondary 
education

n = 2967 n = 2955 n = 2961

Living alone

    Yes
66.7 

(62.9, 
70.5)

0.68 
(0.52, 
0.88)

—
0.81 

(0.61, 
1.07)

66.3 
(62.4, 
70.1)

0.68 
(0.52, 
0.88)

—
0.79 

(0.61, 
1.04)

7.3 
(7.1, 
7.4)

−0.28 
(−0.50, 
−0.06)

—
−0.05 

(−0.27, 
0.16)

    No
75.5 

(72.3, 
78.6)

(ref.) — (ref.)
74.0 

(70.9, 
77.1)

(ref.) — (ref.)
7.6 

(7.5, 
7.8)

(ref.) — (ref.)

Loneliness

    Yes
56.3 

(51.8, 
60.7)

—
0.30 

(0.23, 
0.40)

0.31 
(0.23, 
0.41)

56.7 
(52.3, 
61.2)

—
0.32 

(0.25, 
0.42)

0.33 
(0.25, 
0.43)

6.6 
(6.4, 
6.8)

—
−1.41 

(−1.67, 
−1.16)

−1.40 
(−1.67, 
−1.14)

    No
81.8 

(78.7, 
84.9)

— (ref.) (ref.)
79.3 

(76.4, 
82.2)

— (ref.) (ref.)
8.0 

(7.9, 
8.2)

— (ref.) (ref.)

Data source: 2020 and 2021 Survey on COVID-19 and Mental Health, combined.

Abbreviations: aOR, adjusted odds ratio; B, adjusted unstandardized regression coefficient; CI, confidence interval; ref., reference group.

Notes: Explanatory variables are living alone (Model 1), loneliness (Model 2) and both (Model 3). All models are adjusted for age, gender, place of residence, immigrant status and racialized group 
member status. Gender-diverse and missing data are excluded from all regression analyses. Statistically significant odds ratios and regression coefficients are bolded.

pandemic, loneliness due to causes other 
than the pandemic, or changes in severity 
that may have occurred throughout the 
pandemic. Although older adults have 
reported poorer mental health during the 
third (vs. second) wave of the pandemic,3 
it is unclear whether the associations 
between social experiences and PMH 
might have differed at different stages of 
the pandemic. It is also possible that those 
who experienced chronic (vs. transient) 
isolation or loneliness before and/or dur-
ing the pandemic were at greater risk for 
poorer mental health outcomes.45

Consistent with previous work,18,19,28 living 
alone status was used as an indicator of 
social isolation. Living alone status has 
been identified as a readily accessible and 
useful (albeit imperfect) measure of older 
adults’ social isolation, particularly when 
using population-based data.20 It may be 
an especially useful indicator in the con-
text of the pandemic, when social interac-
tions outside the household were limited.4 
Indeed, older adults living alone (vs. with 
others) during the pandemic reported less 
social support46 and in-person contact.47 

Nevertheless, living alone status does not 
provide a complete picture of an individual’s 

social connections.20 Future work should 
consider additional indices of social isola-
tion and integration (e.g. social participa-
tion, social network size, contact frequency, 
marital status), the mode of social con-
nection (e.g. in-person, online)48 and 
sources of support (e.g. spouse, children, 
friends)49 to obtain a more comprehensive 
understanding of older adults’ social expe-
riences. Relatedly, the SCMH only included 
a dichotomous single-item indicator of 
loneliness. Using more established (i.e. 
validated and widely used) and nuanced 
(e.g. multi-item, multiple response options) 
assessments of loneliness would allow for 
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cross-study comparisons,26 and the assess-
ment of varying degrees of loneliness (e.g. 
low, moderate, high).27

The SCMH sampling frame excluded those 
living in institutions, who may have faced 
unique social isolation, loneliness and 
physical and mental health challenges.21 
Thus, our study population likely includes 
a healthier subset of older adults. Never-
theless, our findings represent the major-
ity of the population of interest, as 93% of 
older adults live in private dwellings.50 
Data availability and sample sizes also 
limited our ability to examine other socio-
demographic groups that may be vulnera-
ble to isolation, loneliness, or both (e.g. 
gender and sexual minorities, those with 
pre-existing mental and physical health 
problems or disabilities).21,33 Moreover, it 
is possible that results could have differed 
if we had statistically controlled for other 
potential confounding factors (e.g. mental 
illness). Relatedly, the SCMH included 
individual education level, which may dif-
fer from household education as a proxy 
for SES, and may have contributed to the 
differing pattern of PMH outcomes across 
education level groups. 

Finally, although sampling weights were 
used for all estimates, nonresponse bias 
cannot be ruled out, due to the relatively 
low response rates of the SCMH surveys. 

Conclusion

Already vulnerable to social isolation and 
loneliness and their associated health 
risks,12 older adults were encouraged to 
further restrict in-person contacts due to 
heightened risk for negative outcomes 
stemming from contracting COVID-19.4 
However, the impact of such restrictions 
on older adults’ mental health have yet to 
be fully understood. Our findings indicate 
that, overall, social isolation and loneli-
ness during times of heightened social 
restriction are associated with poorer 
PMH among older adults living in Canada. 
However, after taking loneliness and vari-
ous sociodemographic characteristics into 
account, most associations between social 
isolation and PMH are no longer signifi-
cant. By contrast, overall and in all 
sociodemographic groups examined, lone-
liness is associated with poorer PMH even 
after adjusting for social isolation and 
sociodemographic covariates, highlighting 
the need to appropriately identify and 
support lonely older adults during (and 
beyond) the pandemic.
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Highlights

• Among adolescents, during the 
COVID-19 pandemic, the most 
commonly accessed mental health 
supports were primary care provid-
ers and adults at school.

• The most preferred mode of men-
tal health care was in-person coun-
selling, while the least preferred 
mode was video calling.

• There was particular unmet need 
for mental health support among 
adolescents with depression, those 
with anxiety, gender minorities and 
sexual minorities.

• Future interventions should target 
these underserved groups, empha-
sizing the role of primary care, 
school-based interventions and in-
person service options.

Introduction 

Adolescent mental health and substance 
use have been areas of substantial con-
cern during the COVID-19 pandemic,1 as 

Abstract

Introduction: The COVID-19 pandemic has had widespread effects on adolescent men-
tal health. However, little is known about support-seeking, unmet need and preferences 
for mental health care among adolescents.

Methods: The Youth Development Instrument (YDI) is a school-administered survey of 
adolescents (N = 1928, mean age = 17.1, SD = 0.3) across British Columbia, Canada. 
In this cohort, we assessed the characteristics of accessed mental health supports, prev-
alence of unmet need and preferences for in-person versus internet-based services. 

Results: Overall, 40% of adolescents obtained support for mental health, while 41% 
experienced unmet need. The most commonly accessed supports were family doctors or 
pediatricians (23.1%) and adults at school (20.6%). The most preferred mode of mental 
health care was in-person counselling (72.4%), followed by chat-based services 
(15.0%), phone call (8.1%) and video call (4.4%). The adjusted prevalence of access-
ing support was elevated among adolescents with anxiety (adjusted prevalence ratio 
[aPR] = 1.29, 95% CI: 1.10–1.51), those who used alcohol (1.14, 1.01–1.29), gender 
minorities (1.28, 1.03–1.58) and sexual minorities (1.28, 1.03–1.45). The adjusted prev-
alence of unmet need was elevated among adolescents with depression (1.90, 1.67–2.18), 
those with anxiety (1.78, 1.56–2.03), females (1.43, 1.31–1.58), gender minorities (1.45, 
1.23–1.70) and sexual minorities (1.15, 1.07–1.23). 

Conclusion: Adolescents of gender or sexual minority status and those with anxiety 
were more likely than others to have discussed mental health concerns and also to have 
reported unmet need. The most common sources of support were primary health care 
providers and adults at school, while the most and least preferred modes of support 
were in-person and video call services, respectively.

Keywords: mental health services, unmet need, depression, anxiety, substance use

there have been documented increases in 
major depressive disorder, generalized 
anxiety, drinking and cannabis use since 
April 2020.2,3 During the pandemic, a sub-
stantial proportion of adolescents began 

using substances primarily in solitude,3 
and it is estimated that nearly half of 
teens experienced an increase in depres-
sive or anxious symptoms.4 

To date, a large body of literature has 
examined the characteristics associated 
with poor adolescent mental health dur-
ing this period,5 identifying both risk and 
protective factors.1,6 Some studies have 
further examined access to mental health 
services during the pandemic through 
administrative records, including pediatric 

https://doi.org/10.24095/hpcdp.43.4.03
mailto:lrgorfinkel@gmail.com
https://twitter.com/share?text=%23HPCDP Journal – Access to %23MentalHealth support, unmet need and preferences among %23adolescents during the first year of the %23COVID-19 pandemic &hashtags=PHAC&url=https://doi.org/10.24095/hpcdp.43.4.03


183 Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and PracticeVol 43, No 4, April 2023

emergency department visits7,8 and spe-
cialist mental health referrals.9,10 These 
studies provide key information regarding 
mental health service provision during the 
pandemic, as they are not limited by 
response bias or participant recall. How-
ever, there is limited evidence surround-
ing access to less emergent or specialist 
forms of mental health support, such as 
family doctors or teachers. 

Few studies have examined adolescents in 
the general population rather than solely 
adolescent patients included in adminis-
trative records.11 This is an important gap, 
as administrative records do not allow for 
assessment of unmet need, since they 
include only adolescents who have already 
accessed care. Administrative records also 
do not allow for calculation of the preva-
lence of support-seeking in a general ado-
lescent sample, since they are limited to 
patient participants and to particular forms 
of mental health support. 

There is also limited evidence around ado-
lescent perceptions of virtual mental 
health care, which rapidly increased dur-
ing the pandemic.12,13 Despite virtual care 
becoming more accessible, it is unknown 
how adolescents feel about online ser-
vices, or which forms of virtual support 
they most prefer. One online survey found 
that a majority of young people with inter-
nalizing disorders would be willing to 
consider virtual services;4 however, this 
study included young adults up to 29 
years of age and did not measure actual 
access to support. Thus, despite the pan-
demic revealing vulnerabilities in youth 
mental health, there remain clear gaps in 
our understanding of adolescent support-
seeking, unmet need and preferences 
regarding mental health services. 

We therefore sought to assess the preva-
lence of accessing mental health support 
by adolescents in British Columbia during 
the first year of the COVID-19 pandemic, 
as well as characteristics associated with 
support-seeking and unmet mental health 
care needs. We further sought to identify 
the main sources of mental health support 
and the preferred delivery format for men-
tal health services by adolescents during 
the first year of the COVID-19 pandemic. 
Using this information, we aimed to com-
ment on the optimal setting, mode of 
delivery and target populations for adoles-
cent mental health interventions during 
and after the pandemic period. 

The context: school responses to COVID-19 
in British Columbia

Unlike many other Canadian provinces 
and US states, British Columbia main-
tained mostly in-person learning through-
out the winter and spring of 2021,14 
allowing for in-person survey delivery. 
However, like elsewhere across the globe, 
adolescent extracurriculars, recreational 
activities and social gatherings were pro-
hibited. In June 2020, the provincial gov-
ernment invested CAD 5 million towards 
the expansion of mental health resources,15 
the majority of which went to developing 
e-mental health interventions.13,15,16 How-
ever, it is unknown how adolescents felt 
about this care model, or how well digital 
services served mental health needs.

Methods

Ethics approval

This study was approved by the UBC 
Behavioural Research Ethics Board.

Setting and participants

The Youth Development Instrument (YDI) 
is an in-school, computerized survey of 
secondary school students, conducted in 
partnership with select school districts in 
British Columbia (BC), the Human Early 
Learning Partnership at the University of 
British Columbia (HELP-UBC) and clini-
cal, community, youth and government 
advisors. The YDI measures well-being 
and development in a general population 
sample of students enrolled at BC second-
ary schools. In this setting, schools main-
tained mostly in-person learning through out 
the winter and spring of 2021, allowing for 
in-person survey delivery. From February 
to June 2021, high schools within selected 
school districts invited Grade 11 students 
to participate in the study during a desig-
nated delivery day or week. Due to small 
class sizes, one independent school addi-
tionally surveyed students in Grades 10 
and 12 (n = 50). Overall, the mean age 
was 17.1 years (standard deviation = 0.3), 
with 99.9% of the sample falling between 
the ages of 16 and 18 years.

Procedures

Data for the YDI were collected from 
February to June 2021 and included all eli-
gible students in six participating school 
districts and one independent high school. 
Two months prior to survey delivery, 

participating schools were provided with 
an administration guide to maximize 
implementation consistency. At least one 
month prior to survey delivery, passive 
consent letters were distributed to student 
parents and guardians with the aim of 
limiting systemic selection bias. Students 
additionally provided assent after review-
ing complete information about the study 
and having the opportunity to ask follow-
up questions. 

Most participants completed the survey 
online using school or personal devices 
during class hours. Four schools addition-
ally emailed a link to a virtual survey for 
students who were absent during in-
school delivery (n = 32). The survey was 
administered using the University of 
British Columbia Survey Tool hosted by 
Qualtrics, and took an average of 45 min-
utes to complete. All data were stored 
with Population Data BC, a multi-univer-
sity data and education repository for 
individual-level data with robust privacy, 
confidentiality and security protocols. 

Measures

Outcomes
Access to mental health support was 
assessed using the stem question “In the 
past 6 months, did you see or talk to any-
one from the following places about any 
concerns you may have had about your 
mental health?” Response options were 
“Family doctor or pediatrician’s office,” 
“Walk-in clinic,” “Urgent care clinic, hos-
pital or emergency room,” “Agency that 
provides mental health care or addiction 
services for children or adolescents,” “A 
psychiatrist, a psychologist, a social worker 
or some other type of counsellor” and 
“Teacher, adult or counsellor at school.” 
Students with a positive response to one 
or more of these options were categorized 
as having accessed a mental health sup-
port in the last six months.

Unmet mental health care need was 
assessed using the question “In the past 6 
months, was there ever a time when you 
felt you might need professional help for 
mental health concerns (i.e. problems 
with emotions, attention, behaviours or 
use of drugs or alcohol) but you did not 
seek help?” Students who responded 
“Yes” were categorized has having unmet 
mental health care needs. 

Additionally, students were asked to rank 
their preferred delivery format for receiving 
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mental health care, including in- person, 
phone call, Internet (including website 
and online chat/text) and video call. 

Mental health and substance use indicators 
Depression and anxiety were measured 
using validated screening tools used fre-
quently in population surveys and clinical 
settings: the Patient Health Questionnaire 
8 (PHQ-8) and the Generalized Anxiety 
Disorder Questionnaire 2 (GAD-2). Respond-
ents who scored ≥  10 on the PHQ-8 
screened positive for depression, while 
those who scored ≥  3 on the GAD-2 
screened positive for anxiety.17,18 Alcohol 
and cannabis use were measured using 
the questions “How many times in the last 
4 weeks have you drunk alcohol (wine, 
liquor, beer, coolers)?” and “How many 
times in the last 4 weeks have you smoked 
cannabis (marijuana)?” Potential responses 
included “Never done this,” “Not in the 
last 4 weeks,” “One or a few times,” 
“Weekly,” “Most days,” and “Almost 
every day.” Consistent with prior stud-
ies,8,19 any alcohol or cannabis use was 
defined using a cut-off of “One or a few 
times,” while near-daily alcohol or canna-
bis use was defined using a cut-off of 
“Most days.”19,20 

Demographic characteristics 
Demographic characteristics included gen-
der, ethnicity, sexual orientation and 
socioeconomic status. Gender was identi-
fied by asking participants “How do you 
describe your gender?”, with response 
options “Boy” (reference), “Girl” and “In 
another way.” Ethnicity was identified by 
asking participants to choose from a list of 
options consistent with those listed in the 
Canadian census. We used responses to 
this question to define three broad ethnic-
ity categories: White (reference), Asian 
and Other. These categories were chosen 
because they were the largest ethnicity 
categories in our sample, as well as in 
British Columbia as a whole.21 An a priori 
decision to use three categories was made 
in light of sample size and methodological 
considerations around the need to pre-
serve degrees of freedom in statistical 
analyses. 

Sexual orientation was identified using 
the question stem “Do you identify as:” 
with response options “Heterosexual/
straight,” “Gay/lesbian,” “Bisexual/pan-
sexual,” “Asexual,” “Queer,” “Questioning/ 
unsure” and “If none of the above (or if 
you would like to choose multiple catego-
ries), please specify: __.” Due to sample 

size considerations, sexual orientation 
was dichotomized to heterosexual and 
sexual minorities. 

Socioeconomic status was measured using 
the revised six-item Family Affluence 
Scale, a continuous scale that has been 
validated in numerous youth samples.22,23 

Statistical analysis 

As students were surveyed within their 
given high schools, the data in the current 
study were clustered by school. To 
account for this clustering, data were ana-
lyzed using a modified Poisson regression, 
as described by Zou et al.24 This model 
specifies a log link function with a Poisson 
distribution and robust standard errors in 
order to approximate the risk ratio when 
outcome prevalence exceeds 20%, as is 
the case in the current study. As our study 
was cross-sectional, the use of modified 
Poisson regression allowed for the calcula-
tion of adjusted prevalence ratios, which 
describe the relative adjusted prevalence 
of an outcome in one exposure group ver-
sus another. 

We tested the crude and adjusted associa-
tions of mental health conditions, substance 
use and demographic characteristics with 
(1) accessing any mental health care sup-
port and (2) reporting any unmet mental 
health care need during the COVID-19 
pandemic. Mental health conditions included 
depression and anxiety, while substance 
use included past-month drinking and 
cannabis use. Demographic characteristics 
included gender (male, female, other), 
sexual orientation (heterosexual, sexual 
minority), ethnicity (White, Asian, other), 
and family affluence (continuous Family 
Affluence Scale score). Adjusted models 
controlled for all other mental health and 
demographic characteristics. Adjusted esti-
mates were therefore derived from one of 
two models: one examining all predictors 
and having accessed mental health sup-
port, and one examining all predictors and 
self-identified unmet need. All statistical 
analyses were conducted using SAS ver-
sion 9.4 (SAS Institute Inc., Cary, NC, US) 
and considered two-tailed differences of 
p < 0.05 statistically significant. 

Results

Of the 3795 adolescents invited to partici-
pate in the study, 2350 completed the 
survey (response rate  =  61.9%). After 
removing outliers (i.e. participants with 
average response times under 2 seconds, 

n = 44) and those with missing exposure 
or outcome data (n = 378), the final sam-
ple included 1928 students (82.0% of all 
respondents) from 31 unique high school 
programs. Overall, included participants 
had a higher proportion of girls (47.5% 
vs. 37.3% among excluded participants) 
and higher scores on the Family Affluence 
Scale (3rd quartile  =  38.6% vs. 31.8%, 
4th quartile 17.2% vs. 13.5%). There were 
no other significant differences between 
included and excluded participants (data 
available upon request from the authors). 
Sample characteristics are presented in 
Table 1. 

What was the prevalence of mental health 
conditions and substance use among 
adolescents during the COVID-19 
pandemic?

Overall, 39.7% of the sample screened 
positively for depression, 43.7% screened 
positively for generalized anxiety, 26.8% 
reported using alcohol in the past month, 
2.0% reported using alcohol near daily in 
the past month, 16.8% reported using 
cannabis in the past month and 7.3% 
reported using cannabis near daily in the 
past month. Among adolescents who 
drank in the past month, 7.4% did so on a 
near-daily basis, while among adolescents 
who smoked cannabis, 43.3% did so on a 
near-daily basis. Compared to males, 
depression and anxiety were more com-
mon among females (depression: 50.8% 
vs. 27.0%; anxiety: 60.3% vs. 25.8%) and 
gender minority students (depression: 
79.6% vs. 27.0%; anxiety: 79.6% vs. 
25.8%). Depression and anxiety were also 
more common among students who 
reported belonging to a sexual minority 
group compared to heterosexual students 
(depression: 65.1% vs. 32.6%; anxiety: 
68.4% vs. 36.8%). A detailed breakdown 
of mental health and substance use by 
demographic characteristics is presented 
in Table 2. 

What was the prevalence of accessing 
support and unmet mental health care 
need among adolescents? Which mode of 
mental health support was most preferred?

Of the sample, 40.3% accessed a mental 
health support in the past six months, 
while 59.7% did not. Similarly, 40.8% 
experienced unmet need for mental health 
care, while 59.2% did not. Mental health 
support was accessed by approximately 
half of those who screened positive for 
depression, anxiety, past-month drinking 
or past-month cannabis use. Unmet need 
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TABLE 1 
Sample characteristics, Grade 11 adolescents in  

British Columbia, Canada, February to June, 2021

Characteristic
Frequency 

n (%)

Gender

   Male 959 (49.7)

   Female 915 (47.5)

   Gender minority 54 (2.8)

Ethnicity

   White 1040 (53.9)

   Asian 462 (24.0)

   Other 426 (22.1)

Sexuality

   Heterosexual 1510 (78.3)

   Sexual minority 418 (21.7)

Family Affluence Score quartilea

   Quartile 1 313 (16.2)

   Quartile 2 539 (28.0)

   Quartile 3 744 (38.6)

   Quartile 4 332 (17.2)

Total 1928  

Data source: Youth Development Instrument survey.

a Higher quartiles indicate higher levels of family affluence.

TABLE 2 
Prevalence of mental health and substance use by demographic characteristics among  

Grade 11 adolescents in British Columbia during the first year of the COVID-19 pandemic (N = 1928)

Characteristic

Frequency, n (%)

Depression Anxiety
Past-month alcohol use Past-month cannabis use

Any use Near-daily use Any use Near-daily use

Gender

   Male 257 (27.0) 247 (25.8) 206 (21.5) 26 (2.7) 151 (15.7) 79 (8.2)

   Female 465 (50.8) 552 (60.3) 298 (32.6) 12 (1.3) 160 (17.5) 58 (6.3)

   Gender minority 43 (79.6) 43 (79.6) 13 (24.1) 0 (0.0) 12 (22.2) 3 (5.6)

Ethnicity

   White 427 (41.1) 481 (46.3) 346 (33.3) 21 (2.0) 199 (19.1) 81 (7.8)

   Asian 142 (30.7) 155 (33.5) 36 (7.8) 3 (0.6) 21 (4.5) 5 (1.1)

   Other 196 (46.0) 206 (48.4) 135 (31.7) 14 (3.3) 103 (24.2) 54 (12.7)

Sexuality

   Heterosexual 493 (32.6) 556 (36.8) 389 (25.8) 27 (1.8) 218 (14.4) 92 (6.1)

   Sexual minority 272 (65.1) 286 (68.4) 128 (30.6) 11 (2.6) 105 (25.1) 48 (11.5)

Family affluence score quartilea

   Quartile 1 138 (44.1) 147 (47.0) 77 (24.6) 9 (2.9) 75 (24.0) 37 (11.8)

   Quartile 2 233 (43.2) 244 (45.3) 138 (25.6) 6 (1.1) 95 (17.6) 42 (7.8)

   Quartile 3 269 (36.2) 309 (41.5) 198 (26.6) 13 (1.7) 109 (14.7) 47 (6.3)

   Quartile 4 125 (37.7) 142 (42.8) 104 (31.3) 10 (3.0) 44 (13.3) 14 (4.2)

Total 765 (39.7) 842 (43.7) 517 (26.8) 38 (2.0) 323 (16.8) 140 (7.3)

Data source: Youth Development Instrument survey.

a Higher quartiles indicate higher levels of family affluence.

was reported by nearly 70% of adoles-
cents with depression or anxiety, 55% of 
adolescents with past-month drinking and 
60% of adolescents with past-month can-
nabis use. Overall, the most commonly 
accessed supports were family doctors or 
pediatricians (23.1%); teachers, adults or 
counsellors at school (20.6%); and mental 
health professionals (14.9%). The most 
preferred mode of mental health care was 
in-person counselling (72.4%), followed 
by Internet (including website and online 
chat/text; 15.0%), phone call (8.1%) and 
video call (4.4%). A detailed breakdown 
of mental health support access and 
unmet need by mental health status is 
presented in Table 3.

Which adolescent characteristics were 
associated with accessing support?

In adjusted analyses, anxiety was associ-
ated with a 29% increase in the preva-
lence of accessing mental health support 
(adjusted prevalence ratio [aPR] = 1.29, 
95% CI: 1.11–1.51), while alcohol use was 
associated with a 14% increase in the 
prevalence of accessing mental health 
support (1.14, 1.01–1.29). Neither depres-
sion (1.11, 0.96–1.28) nor cannabis use 
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(1.12, 0.96–1.31) was significantly associ-
ated with accessing mental health support 
(Table 4). 

With respect to demographic characteris-
tics, gender minority status was associ-
ated with a 28% increase in the prevalence 
of accessing mental health support com-
pared to males (aPR  =  1.28, 95% CI: 
1.03–1.59), while sexual minority status 
was associated with a 23% increase in 
accessing support compared to heterosex-
uals (1.23, 1.04–1.45). The adjusted prev-
alence of accessing mental health support 
was not significantly elevated among 
females compared to males (1.17, 1.00–
1.38), minority ethnicities (Asian vs. White: 
0.92,  0.78–1.08; Other vs. White: 1.02, 
0.90–1.16) or adolescents with lower fam-
ily affluence (0.99, 0.96–1.01; Table 4). 

Which adolescent characteristics were 
associated with unmet mental health care 
needs?

In adjusted analyses, depression was 
as sociated with a 90% increase in the 

prevalence of reporting unmet need 
(aPR  =  1.91, 95% CI: 1.67–2.18), while 
anxiety was associated with a 78% 
increase in the prevalence of reporting 
unmet need (1.78, 1.55–2.03). Neither 
alcohol use (1.11, 0.98–1.25) nor cannabis 
use (1.09, 0.97–1.22) was significantly 
associated with unmet need for mental 
health care (Table 4). 

With respect to demographic characteris-
tics, the prevalence of unmet need for 
mental health support was 43% higher 
among females compared to males 
(aPR  =  1.43, 95% CI: 1.30–1.58), 45% 
higher among gender minority adoles-
cents compared to males (1.45, 1.23–1.70) 
and 15% higher among sexual minorities 
compared to heterosexual students (1.15, 
1.08–1.23). Compared to White students, 
Asian students had a 33% lower preva-
lence of unmet need (0.67, 0.60–0.76). 
The prevalence of unmet need was not 
significantly different for other minority 
ethnicities (0.98, 0.92–1.04) or adoles-
cents with lower family affluence (0.99, 
0.97–1.01; Table 4). 

Discussion

This study examined the association of 
varying mental health and demographic 
characteristics with (1) accessing mental 
health support, and (2) experiencing 
unmet need for mental health care among 
adolescents in BC, Canada, during the 
COVID-19 pandemic. 

In addition to examining access and unmet 
need, we descriptively examined which 
forms of mental health support were most 
commonly used, and which modes of 
mental health care were most preferable 
to adolescents. We highlight five major 
findings:

1. Symptoms of depression and anxiety 
were extremely common, with approxi-
mately 40% of adolescents screening 
positive for each of these conditions. 
High-frequency cannabis use was also 
common, with 43% of adolescents 
who used cannabis in the past month 
reporting smoking on a near-daily 
basis. 

TABLE 3 
Prevalence of accessing mental health care services and unmet need among adolescents  

with mental health concerns during the first year of the COVID-19 pandemic

Frequency, n (%)

Depression Anxiety
Past-month 
alcohol use

Past-month 
cannabis use

Total

Accessed any mental health services 386 (50.5) 430 (51.1) 254 (49.1) 168 (52.0) 777 (40.3)

  Type of service accesseda

    Family doctor or pediatrician 216 (28.8) 240 (29.0) 149 (29.3) 97 (30.5) 440 (23.1)

    Walk-in clinic 109 (14.7) 113 (13.8) 80 (15.8) 62 (19.6) 218 (11.5)

     Urgent care clinic, hospital or emergency room 78 (10.6) 78 (9.6) 63 (12.5) 42 (13.3) 144 (7.6)

    Youth mental health agency 100 (13.7) 105 (13.0) 58 (11.6) 47 (14.9) 145 (7.7)

     Psychiatrist, psychologist or social worker 192 (25.6) 199 (24.1) 108 (21.4) 77 (24.2) 283 (14.9)

     Teacher, adult or school counsellor 204 (27.2) 221 (26.6) 135 (26.4) 86 (27.0) 392 (20.6)

  Number of services accessed

    0 services 379 (49.5) 412 (48.9) 263 (50.9) 155 (48.0) 1151 (59.7)

    1 service 152 (19.9) 180 (21.4) 98 (19.0) 60 (18.6) 355 (18.4)

    2 services 77 (10.1) 95 (11.3) 55 (10.6) 34 (10.5) 183 (9.5)

    3+ services 157 (20.5) 155 (18.4) 101 (19.5) 74 (22.9) 239 (12.4)

Reported unmet need for mental health services 535 (69.9) 564 (67.0) 284 (54.9) 190 (58.8) 787 (40.8)

Preferred mode of mental health care

   In-person 376 (72.9) 427 (72.9) 254 (75.1) 164 (75.2) 949 (72.4)

   Phone call 43 (8.3) 42 (7.2) 33 (9.8) 16 (7.3) 106 (8.1)

   Website, online chat or text 78 (15.1) 88 (15.0) 35 (10.4) 31 (14.2) 197 (15.0)

   Video call 19 (3.7) 29 (4.9) 16 (4.7) 7 (3.2) 58 (4.4)

Total 765 (39.7) 842 (43.7) 517 (26.8) 323 (16.8) 1928

Data source: Youth Development Instrument survey.

a Cells may not add to totals due to the ability of participants to choose multiple options, and to missing data.
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TABLE 4 
Prevalence ratios for accessing mental health care services and reporting unmet  

need among adolescents during the first year of the COVID-19 pandemic

Prevalence ratio, n (95% CI)

Outcome

Accessing services Unmet need

Unadjusted Adjusteda Unadjusted Adjusteda

Mental health concerns

   Depression 1.50 (1.37–1.64)** 1.11 (0.96–1.28) 3.23 (2.86–3.64)** 1.91 (1.67–2.18)**

   Anxiety 1.60 (1.47–1.74)** 1.29 (1.11–1.51)** 3.26 (2.89–3.68)** 1.78 (1.55–2.03)**

   Alcohol use 1.33 (1.20–1.46)** 1.14 (1.01–1.29)* 1.54 (1.32–1.80)** 1.11 (0.98–1.25)

   Cannabis use 1.37 (1.22–1.54)** 1.12 (0.96–1.31) 1.58 (1.36–1.83)** 1.09 (0.97–1.22)

Demographic characteristics

   Gender 

     Female vs. male 1.39 (1.24–1.56)** 1.17 (1.00–1.38) 2.16 (1.89–2.47)** 1.43 (1.30–1.58)**

     Gender minority vs. male 1.89 (1.53–2.35)** 1.28 (1.03–1.59)* 3.14 (2.53–3.90)** 1.45 (1.23–1.70)**

   Ethnicity

     Asian vs. White 0.79 (0.68–0.93)** 0.92 (0.78–1.08) 0.53 (0.45–0.63)** 0.67 (0.60–0.76)**

     Other vs. White 1.07 (0.94–1.22) 1.02 (0.90–1.16) 1.06 (0.97–1.17) 0.98 (0.92–1.04)

   Sexual orientation 

     Sexual minority vs. heterosexual 1.52 (1.32–1.74)** 1.23 (1.04–1.45)* 1.95 (1.79–2.13)** 1.15 (1.08–1.23)**

   Family affluenceb 0.98 (0.94–1.01) 0.99 (0.96–1.01) 0.97 (0.94–1.00) 0.99 (0.97–1.01)

Data source: Youth Development Instrument survey.

Abbreviation: CI, confidence interval.

a Adjusted for depression, anxiety, alcohol use, cannabis use, gender, ethnicity, sexual orientation and family affluence score.

b Higher quartiles indicate higher levels of family affluence.

* p < 0.05.

** p < 0.01.

2. The most commonly accessed mental 
health supports were family doctors or 
pediatricians, followed by adults at 
school, highlighting the importance of 
primary care and school-based inter-
ventions in addressing adolescent men-
tal health.

3. The most preferred mode of mental 
health care delivery was in-person 
(72%), while the least preferred mode 
was video call (4%), suggesting that 
video call–based counselling services 
may not be the ideal e-health interven-
tion for addressing adolescent needs.

4. Adjusting for covariates, the rate of 
accessing mental health support was 
significantly elevated among adoles-
cents with anxiety, past-month drink-
ing, gender minority status and 
nonheterosexual orientation.

5. Adjusting for covariates, the rate of 
unmet mental health need was signifi-
cantly elevated among adolescents with 
depression, anxiety, female gender, 
nonbinary gender and nonheterosexual 

orientation, suggesting that these groups 
are in need of more targeted mental 
health intervention during the pandemic. 

Overall, our results suggest a number of 
important recommendations for develop-
ing mental health interventions aimed at 
adolescents during and after the COVID-
19 pandemic. 

First, in order to reach the broadest range 
of youth, this study suggests that inter-
ventions should focus on primary care 
and school settings. Consistent with prior 
literature,25-27 we found family physicians, 
pediatricians, teachers and school coun-
sellors to be the most common sources of 
mental health support for adolescents. It 
is important that primary care providers 
be aware of this important role in adoles-
cents’ lives, and screen for mental health 
problems accordingly. Our finding that 
adults at school were common sources of 
mental health support may have been, in 
part, due to the relative inaccessibility of 

professional counselling services and the 
continuation of in-person classes in British 
Columbia during the pandemic. As stated 
above, British Columbia maintained mostly 
in-person learning throughout the winter 
and spring of 2021,14 potentially mitigating 
some of the social isolation due to online-
only learning for many secondary school 
students.28 Nevertheless, rates of mental 
health problems were high in this sample, 
with nearly half of adolescents screening 
positively for anxiety or depression. Like 
primary care physicians, teachers and 
school counsellors remain an extremely 
important source of support for adoles-
cents. Maintaining the availability of this 
support should be prioritized during and 
after the pandemic. 

Second, our study provides recommenda-
tions regarding the mode of mental health 
care delivery best suited to adolescent 
populations. After in-person care, the most 
popular forms of service delivery were 
chat-based communication (including web-
site, online chat and text) and phone calls. 
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The least preferred form of service deliv-
ery was video call, a finding that was con-
sistent across adolescents with varying 
mental health concerns. Ironically, at the 
start of the pandemic in British Columbia, 
video call–based services saw some of the 
largest growth in funding and accessibility 
for adolescents.13,15,16 This study suggests 
that text- and phone-based services may 
appeal to a wider range of this population.

Third, our results help provide recommen-
dations for targeting and better customiz-
ing youth mental health interventions. 
Accessing mental health support was 
associated with anxiety, minority gender 
status and nonheterosexual orientation. 
However, experiencing unmet need for 
services was correlated with depression, 
anxiety, female gender, gender minority 
status and nonheterosexual orientation. 
These groups are consistent with those in 
other studies who suffered the greatest 
mental health consequences due to the 
COVID-19 pandemic.4,5,29-31 This study fur-
ther suggests that many of these adoles-
cents are not accessing desired care, 
particularly females and those with 
depression, who were more likely than 
others to report unmet need but not more 
likely to access care. 

Strengths and limitations

To our knowledge, this is one of the only 
studies to examine primary support- 
seeking by a general population sample of 
adolescents during the pandemic, or to 
assess self-identified unmet need for 
services. 

Still, this study has several limitations. 
First, although all eligible students in par-
ticipating secondary schools were 
included in the sampling frame, our initial 
sample of schools was drawn on the basis 
of convenience and included primarily 
adolescents aged 17. Therefore, this sam-
ple was not representative of the entire BC 
adolescent population. Additionally, it is 
possible that there was some response 
bias in favour of females and adolescents 
with higher family affluence scores, as 
these groups were less likely to have miss-
ing data in our sample. Still, the effect size 
of these differences was small, and there 
were no significant differences by ethnic-
ity, sexuality, depression status, anxiety 
status, past-month alcohol use or past-
month cannabis use. 

Second, students were asked to recall 
whether they had accessed support or felt 
unmet need in the past six months, creat-
ing the potential for recall bias. It is possi-
ble that adolescents with symptoms of 
depression or anxiety were more likely to 
remember speaking to an adult about 
their problems. Some students may have 
underestimated their past-month sub-
stance use frequency, and we may not 
have accurately captured students who 
did not recognize their need for mental 
health support. 

Third, while mood disorders were mea-
sured over the prior two weeks, support 
access and unmet need were measured 
over the prior six months. Students who 
received successful care, or recovered 
from mental health problems without 
receipt of care, were categorized as screen-
ing negatively for mental health problems 
in our dataset. Future studies should use 
longitudinal data to compare the relative 
success of different mental health supports. 

Fourth, some students may have mis-
reported information due to social desir-
ability bias or fear of repercussions. To 
mitigate this, students were assured that 
their data would not be shared with their 
peers, parents or schools and were 
informed of safeguards used to ensure the 
privacy and security of their responses. 

Fifth, since the study setting had only 
minor school closures during the COVID-
19 pandemic, results may not be general-
izable to adolescents who completed 
school from home throughout the pan-
demic. However, if in-person schooling is 
believed to be protective against poor 
mental health outcomes, our results may 
be interpreted as underestimating unmet 
need. 

Conclusion

During the COVID-19 pandemic, adoles-
cents with depression, anxiety, female 
gender, gender minority status and non-
heterosexual orientation were at particular 
risk of experiencing mental health prob-
lems and unmet need. Future interven-
tions should aim to expand outreach to 
these underserved groups, emphasizing 
the role of primary care, school-based 
interventions and in-person services. 
Virtual interventions should offer phone- 
and chat-based services, which were con-
sistently more preferable to adolescents 
than video calling. 
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Highlights

• Our cohort study investigated the 
relation between air pollution expo-
sure and systolic blood pressure in 
a Quebec adolescent population. 

• Adolescents living in more pol-
luted areas reported lower levels of 
physical activity and greater ciga-
rette use in the past three months, 
and had greater material and social 
deprivation, than those living in 
the less polluted areas. 

• Results cannot exclude a meaning-
ful association between long-term 
exposure to air pollution and the 
prevalence of elevated systolic blood 
pressure in Montréal adolescents. 

Abstract 

Introduction: In adults, chronic exposure to air pollution is associated with elevated 
blood pressure, but few studies have examined this relationship in youth. We investi-
gated the association between annual ambient concentrations of air pollutants (fine 
particulate matter [PM2.5] and nitrogen dioxide [NO2]) and systolic blood pressure (SBP) 
among adolescents in Montréal, Canada. 

Methods: Participants were students aged 15 to 17 years who provided SBP and resi-
dential postal code data in 2004/05 through their enrolment in the Nicotine Dependence 
in Teens study. Annual estimates for 2004 of residential exposure to NO2 and PM2.5 were 
provided by the Canadian Urban Environmental Health Research Consortium and 
linked to participants’ residential postal code. Elevated SBP was defined as SBP ≥ 90th 
percentile adjusted for age, sex and height. Logistic regression was used to estimate 
odds ratios and 95% confidence intervals (CIs) for each pollutant with respect to ele-
vated SBP, adjusted for relevant confounders. 

Results: The sample consisted of 508 adolescents (mean age: 16.9, 46% male); 4% had 
elevated SBP. Although estimates were not statistically significant, there were generally 
modest positive associations between pollutant levels and SBP. The adjusted prevalence 
odds ratio of elevated SBP was 1.33 (95% CI: 0.64, 3.05) for every interquartile range 
(IQR) increase in residential PM2.5 levels (2.1µg/m3). Similarly, the adjusted prevalence 
odds ratio of elevated SBP was 1.17 (95% CI: 0.47, 2.70) for every IQR increase in resi-
dential NO2 levels (10.2 ppb). 

Conclusion: Findings support a possible relationship between exposure to air pollut-
ants and increased SBP in adolescents, warranting further investigation for this impor-
tant public health concern.

Keywords: chronic disease prevention, blood pressure, air pollution, adolescent, health 
equity, cohort study

https://doi.org/10.24095/hpcdp.43.4.04

Introduction

Elevated blood pressure (BP) has long been 
recognized as a major health burden and 
a major risk factor for stroke, cardiovascular 

disease (CVD), end-stage renal disease 
and overall mortality.1 In youth, primary 
hypertension (HTN), defined as elevated 
BP with no identifiable cause, is more 
common in older children and adolescents 

than in younger children.2 The prevalence 
of this condition is estimated to be 
between 3% and 5% in the United States 
and may be higher in certain ethnic 
groups such as Blacks and Latin Americans.3 
Data on BP trajectories from childhood to 
adulthood illustrate that higher BP in 
childhood is associated with higher BP in 
adulthood and the onset of HTN in young 
adulthood.4 

Moreover, normal BP in childhood is 
inversely associated with HTN in mid-
adulthood.1 This relationship is stronger 
in older children and adolescents.5 The 
goal of early identification and manage-
ment of elevated BP in children and 

mailto:tracie.barnett@mcgill.ca
https://twitter.com/share?text=%23HPCDP Journal – Association between annual exposure to %23AirPollution and systolic blood pressure among %23adolescents in Montréal, Canada&hashtags=PHAC,Montreal&url=https://doi.org/10.24095/hpcdp.43.4.04
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adolescents is to prevent the development 
of HTN-related end-organ disease, includ-
ing CVD, later in life.6 Both elevated BP 
(previously referred to as “pre-HTN”) and 
HTN in youth are underdiagnosed,7 fur-
ther contributing to the elevated risk of 
poor cardiovascular outcomes in adulthood. 

Air pollution, and more specifically, short- 
and long-term exposure to fine particulate 
matter (PM2.5), is associated with increases 
in arterial BP values in adults with pre-
existing health conditions,8,9 as well as 
with incident HTN in otherwise healthy 
Canadian adults.10 A recent meta-analysis 
demonstrated that long-term exposure to 
PM2.5 and nitrogen dioxide (NO2) was 
associated with systolic blood pressure 
(SBP) values in children.11 Air pollution is 
hypothesized to influence BP through 
biphasic increases consisting of an initial 
response within minutes to hours, due to 
acute autonomic nervous system imbal-
ance,12 and subsequent BP elevation due 
to increased arterial vasoconstriction 
respon sive ness13 caused by endothelial dys-
function, oxidative stress and inflammation.8 

With high levels of industrialization and 
motorized vehicle use in developed coun-
tries, air pollution and its public health 
impacts have elevated concern among 
environmental health researchers, envi-
ronmental regulatory agencies and the 
public.14 Common outdoor air pollutants 
of considerable concern in adults include 
PM2.5 and NO2, and in urban areas, traffic-
related sources including gasoline-fuelled 
or diesel-fuelled transportation methods 
represent the dominant sources.14 Better 
understanding of the extent to which 
these air pollutants affect human health is 
pivotal for decision-makers to implement 
appropriate regulations and public health 
policies.

Objective

Previous studies examining the relation-
ship between chronic air pollution and BP 
in children have reported inconsistent find-
ings, and none have specifically focussed 
on adolescents in North America.15-18 
Given that elevated BP during adolescence 
in particular is a risk factor for HTN and 
CVD in adulthood, the objective of this 
study was to investigate the association 
between annual residential concentrations 
of two outdoor ambient air pollutants 
(PM2.5 and NO2) and SBP among Grade 11 
students from 10 public high schools in 

Montréal, Canada, all of which were mea-
sured in 2004/05. 

Methods 

Ethics approval

The study received ethics approval from 
the Montréal Department of Public Health 
Ethics Review Committee, the McGill 
University Faculty of Medicine Institutional 
Review Board (A05-M48-02A) and the 
Ethics Research Committee of the Centre 
de recherche du Centre hospitalier de 
l’Université de Montréal (ND 06.087). 
Informed consent was obtained from all 
individual participants included in the 
Nicotine Dependence in Teens study.

Study design

We undertook an analysis of data from the 
Nicotine Dependence in Teens (NDIT) 
study, for which a detailed description of 
the data collection has been previously 
published.19 Briefly, the original sample 
included 1294 Grade 7 students (response 
proportion: 54%) recruited in 1999/2000 
in a purposive sample of 10 public high 
schools in and around Montréal, Quebec. 
The sample of students was similar at 
baseline to a 1999 provincially representa-
tive sample of children aged 12 years in 
Quebec.20 NDIT schools were selected to 
include a mix of (1) English and French 
language schools; (2) urban, suburban 
and rural schools; and (3) schools located 
in high, medium and low socioeconomic 
status (SES) neighbourhoods. NDIT data 
collection consisted primarily of self-
report questionnaires completed at school 
by students every three months from 
Grade 7 to 11 (1999–2005), for a total of 
20 cycles during high school. Anthropo-
metric characteristics and BP were mea-
sured during cycles 1, 12 and 19. 

For the current study, we analyzed data 
from Grade 11 students aged under 18 
years who completed cycle 19 in 2004/05 
and for whom BP measures and postal 
code data were available. Participants 
whose residential postal codes were 
located outside the census division from 
the location in which nitrogen dioxide 
(NO2) concentrations were estimated were 
excluded, since the estimates are inaccu-
rate with respect to individual residential 
exposure. While research has shown that 
residential estimates of NO2 are valid mea-
sures of individual exposure for those 

living close to roads,21 this has not been 
established for those living further away.    

Data sources

Using participant-reported, six-digit resi-
dential postal codes from NDIT question-
naires, neighbourhood and air quality 
data were obtained from the Canadian 
Urban Environmental Health Research 
Consortium (CANUE). In urban areas, six-
digit residential postal codes most often 
correspond to one side of a city block or 
to a single apartment building; in rural 
areas, a single postal code may represent a 
larger area.22 In the NDIT dataset, one of 
10 study schools was located in a rural 
area; the other nine schools were located 
in suburban and urban areas. Postal code 
data were provided by DMTI Spatial Inc., 
via CANUE under the current SMART 
Agreement with Canadian universities. 
For our analysis, we extracted postal 
code–defined environmental (e.g. air 
quality) and neighbourhood (e.g. material 
and social deprivation) data using the 
coordinate locations from the CanMap 
Postal Code Suite version 2015.3 (DMTI 
Spatial, Inc., Markham, ON, CA). 

Blood pressure

SBP was measured by trained technicians 
using standardized methods.23 Participants 
rested for five minutes before BP was 
assessed; the measurement was taken 
while the participant was sitting, using an 
oscillometric device (Dinamap XL, model 
CR9340, Critikon, Inc., Tampa, FL, US), 
on the right arm, using an appropriate 
cuff size selected according to arm cir-
cumference. Aligned with Canadian pedi-
atric guidelines,24 SBP percentiles adjusted 
for age, sex and height were calculated 
using the natural spline quantile regres-
sion model developed by Rosner et al.25 
SBP was considered to be elevated when 
SBP was ≥  90th percentile adjusted for 
age, sex and height, as there is no consen-
sus on cut-offs for elevated BP for adoles-
cents in Canadian guidelines.24 

Air quality exposures 

Two outdoor air quality measures pro-
vided by CANUE and linked to NDIT par-
ticipants’ six-digit residential postal codes 
were investigated: PM2.5 and NO2. Ground-
level PM2.5 in 2004 was estimated by 
combining a 0.01-degree × 0.01-degree 
resolution optimal estimate–based aerosol 
optical depth retrieval from the NASA 
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MODIS instrument with aerosol vertical 
profile and scattering properties simulated 
by the GEOS-Chem chemical transport 
model.26 A geographically weighted regres-
sion that incorporates ground-based obser-
vations was then applied to adjust for any 
residual bias in the satellite-derived PM2.5 

estimates.26 The annual PM2.5 estimates 
used in this analysis have a spatial resolu-
tion of about one kilo metre. Residential 
exposures to 2004 annual mean concen-
trations of NO2 were estimated using a 
national land-use regression model (LUR) 
developed from National Air Pollution 
Surveillance monitoring data using meth-
ods reported by Hystad et al.27 The model 
explained 73% of the variation in observed 
National Air Pollution Surveillance mea-
surements with a root mean square error 
of 2.9 ppb.

Covariates 

Body mass index (BMI) percentiles based 
on the World Health Organization (WHO) 
growth curves, number of bouts per week 
of moderate-to-vigorous physical activity 
(MVPA) and alcohol and cigarette con-
sumption in the past three months were 
considered as confounders and were mea-
sured in the same cycle as SBP. Material 
and social deprivation indexes based on 
the 2001 Canadian census derived from 
Pampalon et al.,28 parental education, eth-
nicity and country of birth were collected 
during earlier NDIT cycles and were also 
adjusted for in the models (available from 
the authors upon request).

Statistical analyses

Missing data for cigarette consumption 
(2.2%), material and social deprivation 
index (1.7%), alcohol consumption (0.6%), 
parental education (1.8%) and ethnicity 
(10.8%) were imputed using the nearest 
neighbour method (data available from 
the authors upon request).29 Logistic 
regression models were used to quantify 
the relationship between each air quality 
index measure (NO2, PM2.5) with SBP cat-
egorized as normal (<  90th percentile 
adjusted for age, sex and height) or ele-
vated (≥ 90th percentile adjusted for age, 
sex and height) reporting crude and 
adjusted associations (i.e. controlling for 
BMI, MVPA, alcohol and cigarette con-
sumption, deprivation indexes, parental 
education, ethnicity and country of birth). 
Air quality measures (i.e. annual average 
concentrations of PM2.5 and NO2) were 

scaled to their respective interquartile 
ranges to describe increases in exposure. 

Three sensitivity analyses were performed 
to assess the robustness of our findings. 
First, a complete case analysis was per-
formed and compared to findings based 
on the imputed sample. Second, a general-
ized linear mixed-effects model was con-
ducted for NO2 and PM2.5 independently to 
adjust for school-level random clustering 
effects, and respective odds ratios (ORs) 
and confidence intervals (CIs) were com-
pared with those for which school cluster-
ing was not controlled. Third, unadjusted 
and adjusted ORs were calculated from 
the logistic regression models using a dif-
ferent outcome definition, that of the 2017 
guidelines from the American Academy 
of Pediatrics, defining elevated BP as 
SBP ≥ 120 mmHg in adolescents ≥ 13 years 
old.4 We compared those results with our 
initial results using the definition of ele-
vated SBP as ≥  90th percentile adjusted 
for age, sex and height. All statistical anal-
yses were carried out in R version 3.5.1 (R 
Foundation for Statistical Computing, 
Vienna, AT).

Patient and public involvement statement 

During the NDIT study conducted by 
O’Loughlin et al.,19 the study team main-
tained frequent personalized contact with 
NDIT participants (particularly after they 
had left high school, when data collec-
tions were less frequent) via telephone 
calls to verify contact information, news-
letters highlighting NDIT results, emails 
and holiday cards.19 NDIT participants 
helped create the study name and logo, 
and designed an NDIT t-shirt that was 
given to all participants.19

Results 

The NDIT sample comprised 1294 Grade 7 
students at baseline; 844 (65%) com-
pleted the questionnaire in cycle 19, and 
800 of 844 (95%) provided BP data. After 
excluding participants aged 18 or above, 
or who did not provide BP or postal code 
data, or who were located outside the 
division where NO2 estimates were 
derived, the analytic sample comprised 
508 adolescents (Figure 1; mean [SD] age 
16.9 [0.34] years; 46% male). Most stu-
dents (98%) attended an urban or subur-
ban school. Adolescents with missing BP 
values were slightly less likely to have 
university-educated parents (data avail-
able from the authors upon request). 

Seventy-seven percent of adolescents in 
the analytic sample were White, and 93% 
were born in Canada; 40% had at least 
one parent with a university education. 
According to the WHO BMI cut-offs, 81% 
had a normal BMI, 12% were overweight 
and 7% were obese. Three-quarters (76%) 
were nonsmokers, and half (51%) 
reported drinking alcohol occasionally. 
Adolescents in our sample were exposed 
to median residential levels of PM2.5 and 
NO2 of 10.7 µg/m3 and 22.1 ppb in 2004, 
respectively. According to the 2020 
Canadian Ambient Air Quality Standards 
(CAAQS), acceptable annual averages 
were < 8 µg/m3 and < 17 ppb for PM2.5 

and NO2, respectively. Thus, the median 
air quality exposure levels in the NIDT 
sample were slightly higher than the 2020 
CAAQS recommendations.

We categorized neighbourhoods into less 
exposed (i.e. where PM2.5 and NO2 levels 
were below the sample median) and more 
exposed (i.e. where PM2.5 and NO2 and 
levels were above the sample median). 
Compared to adolescents living in less 
exposed neighbourhoods, a higher pro-
portion of those living in more exposed 
areas were smokers and a lower propor-
tion were White. Adolescents living in 
more exposed areas reported lower levels 
of physical activity (i.e. fewer bouts of 
MVPA per week, on average) than those 
living in the less exposed areas. A higher 
proportion of those living in more exposed 
areas were living in neighbourhoods with 
greater material and social deprivation, 
and were more likely to be female, com-
pared to those living in less exposed areas 
(Table 1). There were no notable differ-
ences between groups in age, being 
Canadian-born, weight group classifica-
tion, alcohol consumption in the past 
three months, and having at least one par-
ent who was university-educated. 

The mean (SD) SBP in our sample was 
114.3 (10.8) mmHg in male adolescents 
and 105.4 (8.6) mmHg in female adoles-
cents, and 16.9% of all adolescents had 
SBP measures ≥ 120 mmHg, which is con-
sidered elevated according to American 
pediatric guidelines on HTN (data not 
shown).4 Overall, 21 (4%) adolescents had 
elevated SBP according to our study defi-
nition (SBP ≥ 90th percentile adjusted for 
age, sex and height). Mean and median 
air quality exposures were consistently 
higher in the elevated SBP group com-
pared to the normal SBP group (data 
available from the authors upon request). 
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Crude SBP measures were very similar 
between those living in less versus more 
exposed neighbourhoods (Table 2), whereas 
SBP percentiles adjusted for age, sex and 
height were slightly lower among those 
living in more exposed areas, compared to 
those in less exposed areas (Table 2). 

FIGURE 1 
Flow diagram illustrating the applied exclusion criteria to obtain  

final analytic sample of 508 adolescents  

Abbreviations: CANUE, Canadian Urban Environmental Health Research Consortium; NDIT, Nicotine Dependency in Teens 
study.

Step 1: GRADE 11
Drop those who did not complete questionnaire 

during cycle 19 in Grade 11

NSTEP 1: 844 

Step 2: AGE
Drop those who are 18 years old 

or greater during cycle 19

NSTEP 2: 826 

Step 3: RESIDENTIAL POSTAL CODES 
& LINKAGE TO CANUE 

Drop those who did not provide 
their residential postal code

NSTEP 3: 710 

Step 4: BLOOD PRESSURE DATA 
Drop those who did not provide blood 

pressure measures during cycle 19

NSTEP 4: 664 

Step 5: OUTSIDE CENSUS DIVISION 
Drop those whose postal codes were located outside 

division from where NO2 estimates were derived 

NSTUDY: 508 

NDIT SAMPLE

N0 = 1294

In the logistic regression models, none of 
the estimates were statistically significant, 
indicating that the findings are inconclu-
sive. The unadjusted OR estimates for ele-
vated SBP for every interquartile range 
(IQR) increase in PM2.5 (2.1  µg/m3) and 
NO2 (10.2 ppb) levels were 1.55 (95% CI: 

0.81, 3.18) and 1.34 (0.65, 2.67), respec-
tively. In the adjusted models, the esti-
mated prevalence odds ratio of elevated 
SBP was 1.33 (0.64, 3.05) for every IQR 
increase in residential PM2.5 levels. Sim-
ilarly, the prevalence odds ratio of ele-
vated SBP was 1.17 (0.47, 2.70) for every 
IQR increase in residential NO2 levels 
(Table 3). The complete case and general-
ized linear mixed-effects models sensitiv-
ity analyses supported that the results 
were robust (data available from the 
authors upon request). Using the AAP 
definition for elevated SBP, the estimated 
magnitude of the effect was close to null 
for NO2, and seemingly protective for PM2.5 
(data available from the authors upon 
request). 

Discussion 

Results of this analysis suggest that long-
term exposure to air pollution may be 
associated with an increased prevalence 
odds of elevated SBP in Montréal adoles-
cents; however, we cannot make firm con-
clusions based on our results due to the 
lack of power, the possible role of chance 
and the lack of substantial variation in the 
exposures. Nevertheless, a stronger asso-
ciation may be present in those exposed 
to higher air pollution levels. Findings 
were consistent across complete case and 
generalized linear mixed-effects model 
sensitivity analyses, but results supported 
a null effect for NO2 and a protective effect 
for PM2.5 when using the 2017 AAP defini-
tion of elevated SBP. Diastolic blood pres-
sure (DBP) was not investigated since no 
participants had elevated DBP as per the 
AAP definition (i.e. > 80 mmHg) or age-
sex-height-adjusted DBP percentile ≥ 90. 

Only five studies15-17,30,31 have evaluated 
the association between long-term expo-
sure to NO2 and PM2.5 and SBP in children, 
all of which undertook cross-sectional 
analyses. Two studies conducted in 
Europe15,30 reported differing associations 
between both air pollutants and SBP in 
children. In the Netherlands, BP was mea-
sured in 1400 participants aged 12 years, 
and annual average exposures to NO2 and 
PM2.5 were estimated by LUR models.15 
The authors reported adjusted slope co ef-
ficients for NO2 and PM2.5 of −0.03 (95% 
CI: −0.70, 0.64) and −0.07 (−0.97, 
0.82), respectively, showing a null effect 
of long-term exposure of PM2.5 and NO2 on 
SBP. A plausible reason for this observa-
tion may relate to selection bias, since the 
researchers excluded all children with 
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TABLE 1 
Characteristics of sample according to classification of neighbourhood defined by NO2 and PM2.5 levels below or above the sample median

Less exposed neighbourhoods More exposed neighbourhoods
Total sample, 

n = 508NO2 ≤ 10.7 ppb, 
n = 254

PM2.5 ≤ 22.1 μg/m3, 
n = 261

NO2 > 10.7 ppb, 
n = 254

PM2.5 > 22.1 μg/m3, 
n = 247

Sex (%)

Males 49 49 43 43 46

Females 51 51 57 57 54

Age, y, mean (SD) 16.9 (0.3) 16.9 (0.3) 16.9 (0.4) 16.9 (0.3) 16.9 (0.3)

White (%) 84 82 70 72 77

Born in Canada

Yes 95 95 92 92 93

No 5 5 8 8 7

Weight group (%)

Obese 5 6 9 7 7

Overweight 12 14 11 10 12

Normal 82 79 78 81 80

Underweight 1 1 2 2 1

MVPA, bouts/week, mean (SD) 12.5 (11.1) 12.1 (11.4) 8.5 (8.7) 8.8 (8.4) 10.5 (10.2)

Any cigarette use in past 3 months (%)

No 83 82 69 70 76

Yes 17 18 31 30 24

Alcohol use in past 3 months (%)

None 28 28 26 26 27

Occasional 50 49 52 53 51

Frequent 22 23 22 21 22

At least 1 parent university 
educated (%)

41 41 39 40 40

Material deprivation quintilea (%)

5 (most deprived) 2 1 17 18 9

4 5 7 17 15 11

3 11 12 14 13 13

2 19 20 19 18 19

1 (least deprived) 63 60 33 36 48

Social deprivation quintilea (%)

5 (most deprived) 15 16 40 40 28

4 16 15 27 28 21

3 17 18 19 18 18

2 18 18 8 8 13

1 (least deprived) 34 33 6 6 20

Data source: Nicotine Dependence in Teens study 2004/05 and Canadian Urban Environmental Health Research Consortium 2004/05.

Abbreviations: MVPA, moderate-to-vigorous physical activity; NO2, nitrogen dioxide; PM2.5, fine particulate matter; SD, standard deviation; y, years.

a Quintiles based on 2001 Canadian census data. 

asthma, and thus examined a relatively 
healthier sample of participants. In con-
trast, a German study of 2368 children 
aged 10 years30 reported small but positive 
associations between each pollutant and 
SBP: a 0.11 mmHg (−0.45, 0.67) increase 
in SBP for every IQR increase in NO2, and 

a 1.01  mmHg (−0.90, 2.92) increase in 
SBP for every IQR increase in PM2.5. 

Three studies conducted in Asia16,17,31 
reported stronger positive associations 
between air pollutants and SBP, possibly 
because their participants were exposed to 

greater average concentrations of PM2.5 

and NO2 compared to those in our study. 
An analysis of the Global Burden of 
Diseases Study revealed that among the 10 
most populous countries in the world, the 
United States had the lowest population-
weighted amount of PM2.5 (annual average 
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TABLE 2 
SBP according to classification of neighbourhood defined by NO2  

and PM2.5 levels below or above the sample median

Less exposed neighbourhoods 
Mean (SD)

More exposed neighbourhoods 
Mean (SD)

NO2 ≤ 10.7 ppb  PM2.5 ≤ 22.1 μg/m3 NO2 > 10.7 ppb PM2.5 > 22.1 μg/m3 

SBP, mmHg

Males 114.7 (11.7) 114.2 (11.0) 114.0 (10.2) 114.4 (10.7)

Females 105.2 (8.1) 105.3 (8.2) 105.5 (8.9) 105.4 (9.0)

Total sample 110.0 (11.1) 109.2 (10.6) 109.1 (10.3) 109.6 (10.7)

SBP, age-sex-
height-adjusted 
percentile 

39.60 (27.23) 39.00 (26.72) 37.16 (27.58) 37.98 (26.93)

Abbreviations: NO2, nitrogen dioxide; PM2.5, fine particulate matter; SBP, systolic blood pressure; SD, standard deviation.

TABLE 3 
Estimated prevalence of elevated SBP for every interquartile range increase in PM2.5  

and NO2 for pollutant-specific unadjusted and adjusted logistic regression models 

Unadjusted OR 
(95% CI) 

Adjusted ORa  
(95% CI) 

PM2.5 (IQR: 2.1 μg/m3)
1.55 

(0.81, 3.18)
1.33 

(0.64, 3.05)

NO2 (IQR: 10.2 ppb)
1.34 

(0.65, 2.67)
1.17 

(0.47, 2.70)

Abbreviations: BMI, body mass index; CI, confidence interval; IQR, interquartile range; NO2, nitrogen dioxide; OR, odds ratio; 
PM2.5, fine particulate matter; SBP, systolic blood pressure. 

Note: Elevated SBP is defined as ≥ 90th age-sex-height-adjusted percentile.

a Adjusted for BMI percentile, moderate-to-vigorous physical activity, material and social deprivation, alcohol and cigarette con-
sumption in past 3 months, country of birth, ethnicity, level of parental education. 

of approximately 10 μg/m3) over the last 
25 years, while Bangladesh, India, Pakistan 
and China were the top four countries 
with the greatest amounts of PM2.5, rang-
ing from annual averages of 60 μg/m3 to 
90  μg/m3.32 Sughis et al.17 evaluated the 
association between prehypertension, 
defined as SBP  ≥  120–139 mmHg or 
DBP ≥ 80–89 mmHg, in 166 children aged 
8 to 12 years (mean age 9.9 years) from 
two schools, each situated in an area with 
high (located next to a highway) com-
pared to low (located next to a park in a 
new residential settlement) air pollution 
in Lahore, Pakistan. The adjusted OR for 
BP > 120 mmHg was 2.56 (95% CI: 0.96, 
6.78) for children attending school in the 
more polluted area compared to those in 
the less polluted area. 

Two studies in China used SBP percen-
tiles, in addition to SBP, in their outcome 
assessment. Dong et al.31 evaluated the 
association between SBP as well as the 
prevalence of HTN, defined as SBP and 
DBP  ≥ 95th percentile, and satellite esti-
mates of NO2 in 9354 children aged 5 to 
17 (mean age: 10.9 years, SD: 2.5). Their 
results showed that for every IQR increase 

in NO2, SBP increased by 1.15 mmHg (95% 
CI: 0.84, 1.46). Additionally, the adjusted 
prevalence odds of being hypertensive in 
their sex-stratified models increased by 
28% in males (OR: 1.28; 95% CI: 1.14, 
1.43) and 39% in females (1.39; 1.23, 
1.56). Using data from the same study as 
well as the same outcome definitions, 
Zhang et al.16 evaluated the association 
with PM2.5 in 43 785 children aged between 
7 and 18 (mean age: 11.3 years, SD: 3.1). 
After adjusting for covariates, every 10 μg/
m3 increase in PM2.5 was associated with a 
1.46 mmHg (0.05, 2.88) increase in SBP, 
and 31% higher odds (1.31; 0.86, 1.98) of 
being hypertensive. 

Overall, although our estimates were 
imprecise, the general trend we observed 
suggested increased SBP was associated 
with increased air pollution, and was 
mostly consistent with the existing litera-
ture evaluating the association between 
long-term exposure to NO2 and PM2.5 and 
SBP in children. 

Strengths and limitations

Strengths of this study include the exami-
nation of the association between long-term 

exposure to air pollution and BP in a sub-
set of North American adolescents. Trends 
in pollution levels for the study sample 
were very stable during the previous 
(2003) and same year (2004/05) that SBP 
was measured, increasing confidence in 
the validity of the pollution levels (i.e. 
average annual exposure) and reducing 
the likelihood of exposure misclassifica-
tion. In addition, SBP was assessed by 
trained technicians using standardized 
procedures, which reduces the possibility 
of outcome misclassification. Lastly, covari-
ate data pertaining to sociodemographic 
information and behaviours were included 
in adjusted models, with little missing 
information.

Limitations include the observational 
study design, which limits causal infer-
ences. Duration of residence at the 
reported postal code and frequency of 
moving were unknown. Without exposure 
history, it is not possible to examine long-
term exposure to air pollution and SBP. 
Selection bias is a possibility, as only 
39.3% (508 of 1294) of the NDIT baseline 
sample and 60.2% (508 of 844) of adoles-
cents who responded in cycle 19 were 
included in the analysis. However, it is 
unlikely to have substantially changed our 
findings, as NDIT participants were repre-
sentative of the general Quebec adoles-
cent population, with the exception that 
those included in our sample may have 
been of higher socioeconomic status, 
since a slightly greater proportion had 
university-educated parents. 

Exposure misclassification may also be a 
concern. Grade 11 students spend much of 
their day at school. Thus, air pollution 
levels assessed at their home address may 
not accurately reflect their “true” daytime 
exposure, unless school and residences 
share the same postal code. Further, the 
PM2.5 estimates used in this study had a 
spatial resolution of one kilometre, based 
on participants’ home. If major variations 
existed within this buffer zone, actual 
exposure may differ from assigned expo-
sure. However, any misclassification was 
likely nondifferential (i.e. PM2.5 estimates 
did not depend on SBP measures), which 
would bias results towards the null.

Additionally, we did not have data on traf-
fic noise and participants’ second-hand 
smoke exposure, which are hypothesized 
to influence BP and air pollution and 
could have confounded our results. Two 
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studies, however, reported that associa-
tions between SBP and long-term air pol-
lution exposure were not confounded by 
traffic-noise exposure.15,30 As well, while 
the etiological associations likely stand, 
the data used in this study were collected 
15 to 20 years ago, which may limit cur-
rent practical applications of our findings. 
Lastly, our analyses were based on a study 
originally designed for other research 
questions; as a result, power was limited 
to observe a small effect. 

Conclusion 

This study provides evidence suggestive 
of a possible positive association between 
NO2 and PM2.5 and SBP in adolescents; 
however, results were inconclusive due to 
the imprecision of our estimates. Further 
investigation is needed to provide a stron-
ger basis for causal inference, including 
more frequent or even continuous moni-
toring of BP outcomes and air pollution 
exposures over time, and associated 
analy ses. If accumulating evidence estab-
lishes air pollution as a “modifiable” envi-
ronmental risk factor for elevated BP and 
HTN, benefits to public health could be 
substantial in Canada and around the 
world. 
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To the Editor:

I fully agree with Choi et al.1 that ongoing, 
interdisciplinary collaboration is needed 
to address complex health problems and 
improve health for all. However, “clinical 
public health” as described in this com-
mentary is not going to achieve this. 

First, it is well established that the root 
causes of poor health and health inequi-
ties lie in political-economic arrangements 
anchored in neoliberal capitalism. Due to 
its profit maximization imperative, these 
arrangements erode social and ecological 
determinants of health, and this is experi-
enced in a highly inequitable and unjust 
manner.2 Examples include the financial-
ization of housing; subsidies to polluting 
industries; and polarization of income and 
wealth, which erodes broad support for a 
robust public sector. It is untenable to 
consider that we might address “wicked 
problems” and “syndemics” without con-
sidering this broader political-economic 
context, including who is benefiting from 
the status quo. 

Moreover, while curative and preventive 
(“upstream”) activities may be “comple-
mentary,” they are certainly not equal. 
Power and politics combine to perpetuate 
longstanding and pernicious problems of 
lifestyle drift and medicalization, which 
reduce complex, structural determinants 
to individual problems, allegedly amena-
ble to technical, individual-level solutions.3 
These processes consistently obscure root 
causes.

To attempt to tackle these issues, a much 
broader version of interdisciplinary col-
laboration is required, which includes 
critical social science scholarship that 
engages deeply with root causes of health 

problems including extractive and exploit-
ative relationships. The challenges to 
those sorts of collaborations are very sig-
nificant, but so are the benefits of working 
to redress them.4  

All of this is theoretically consistent with 
a broad version of public health, long 
defined as the art and science of prevent-
ing disease and promoting health through 
organized efforts of society. Although 
Choi et al.1 don’t define public health in 
their commentary, it is clear that they 
adopt a narrow version of public health as 
an arm of the health care/medical system 
focussed primarily on service delivery and 
surveillance. Unfortunately, it is this nar-
row version of public health, which has 
been building for decades,5 that we have 
seen during the COVID-19 pandemic, to 
the detriment of population health and 
health equity.6 

What we need is a broad vision for public 
health7 that embraces, rather than brack-
ets, the power and politics that shape all 
aspects of health and our efforts to 
improve it.
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Dear Editor, 

I read “Clinical public health: harnessing 
the best of both worlds in sickness and 
health” by Choi et al.1 with great interest 
and commend and congratulate all the 
authors for their diligence in developing 
the foundational work on the discipline of 
clinical public health by being members of 
the multidisciplinary group consisting of 
clinicians and public health professionals. 
I thought your readers would benefit from 
knowing some historical facts to appreci-
ate the seminal work done by these 
authors.

The specialty of public health was recog-
nized by the Royal College of Physicians 
and Surgeons of Canada (RCPSC) in the 
1940s, and a fellowship (FRCPC) was 
granted in public health. Other than in the 
province of British Columbia, the fellow-
ship was not required to work in public 
health. Only British Columbia and Alberta 
had residency programs, and the majority 
of the field public health physicians 
received either their diploma or master’s 
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degree in public health from the School of 
Hygiene at the University of Toronto or 
from the United States of America or the 
United Kingdom. The specialty of public 
health by the RCPSC became moribund, 
and in the early 1970s the RCPSC task-
force was established to revive the pro-
gram. The taskforce recommended that a 
four-year residency program be developed 
with broad guidelines and specific 
streams. One of the streams defined in 
this program was Clinical Prevention, 
although with scant details. 

I was the inaugural director of this newly 
created residency program at the 
University of Toronto in 1976. Over a 
twenty-five year period, others and I 
attempted to define this field, without 
much success. After my retirement in 
2001, I again attempted and received a 
grant from the Public Health Agency of 
Canada to do a literature search and 
define it. I failed again! In the last decade, 
when Dr. Ross Upshur renewed the con-
cept and established a division of clinical 
public health at the Dalla Lana School of 

Public Health, I was excited. In retrospect, 
I failed because I did not bring clinicians 
and public health professionals together to 
define the common elements and synergy 
needed. Also, the impact of climate 
change and COVID-19 on the health and 
well-being of individuals and the popula-
tion brought to our attention that to solve 
the health crisis, medicine and public 
health need to work together. I am elated 
to see this development in my twilight 
years! My compliments to all of the 
authors for a job well done. I hope to see 
this needed subspecialty flourish to 
improve the health and well-being of 
Canadians.  
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We are pleased that our paper on clinical 
public health1 received support from Dr. 
Shah,2 who also provides important his-
torical aspects of clinical public health. 
Dr. Shah was the inaugural director of a 
newly created residency program (Community 
Medicine, now known as Public Health 
and Preventive Medicine) at the University 
of Toronto in 1976. Although he claims to 
have failed to “bring clinicians and public 
health professionals together to define the 
common elements and synergy needed,”2 
we believe he did not fail, because his 
efforts ignited sparks among his students 
(including several co-authors of this 
paper1). Building on his important legacy, 
subsequent generations of clinicians and 
public health professionals have made 
strides towards effective collaboration of 
clinical medicine and public health.  

Dr. McLaren rejects the formation of clini-
cal public health because it is insufficient 
“to address complex health problems and 
improve health for all,” and instead pro-
poses political-economic public health 
that includes wider intersectoral collabo-
ration.3 We recognize that clinical public 
health is insufficient to accomplish all 
health goals, yet humbly assert that the 
collaboration envisioned through clinical 
public health will facilitate feasible, prin-
cipled progress. Sometimes we need to 

start incrementally, as progressing too 
ambitiously could result in the best 
becoming the enemy of the better. Clinical 
public health is a new starting point that 
we hope will eventually help leverage 
broader collaboration across professional 
and advocacy sectors. Also, while clinical 
public health cannot address all health 
problems, we would argue that political-
economic public health, per se, will 
equally not solve all the problems result-
ing from the shortcomings in current 
political and economic systems—although 
it could be an important step along the 
way.

We concur with Dr. McLaren that “cura-
tive and preventive (‘upstream’) activi-
ties” are not equal in power.3 We note that 
public health is often the “poor cousin of 
clinical medicine”1 and suggest that adop-
tion of a clinical public health collabora-
tive model is one way to achieve a healthy 
power balance.

Dr. McLaren suggests that our paper 
“adopt[s] a narrow version of public 
health as an arm of the health care/medi-
cal system focussed primarily on service 
delivery and surveillance.”3 On the con-
trary, we view public health in a broad 
sense. Our paper1 is the second in our 
clinical public health paper series. Our 

first paper, “Defining clinical public health,”4 
surveyed clinicians, researchers and pub-
lic health professionals. It was apparent 
that the concept of clinical public health 
subsumes the broadest understanding of 
public health, including socially based 
health issues caused by “shared social 
and commercial determinants.”4,E75 

Our first paper4 led to two letters to the 
editor: one that rejected5 and one that 
supported6 the idea of clinical public 
health. This second paper1 has also led to 
two letters: one supporting2 and the other 
questioning3 our idea. We hope that these 
papers and the resulting letters in response 
will lead to further discussion and debate 
on the feasibility and future development 
of clinical public health, and perhaps a 
broader understanding of and action on 
the political and economic determinants 
of health. 
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during the COVID-19 pandemic

This Addendum and Publisher’s Note is intended to provide further information and context deemed pertinent for readers in relation 
to the following article.

Yakubovich AR, Steele B, Moses C, Tremblay E, Arcenal M, O’Campo P, Mason R, Du Mont J, Huijbregts M, Hough L, Sim A, Shastri 
P. Recommendations for Canada’s National Action Plan to End Gender-Based Violence: perspectives from leaders, service providers 
and survivors in Canada’s largest city during the COVID-19 pandemic. Health Promot Chronic Dis Prev Can. 2023;43(4). https://doi.org 
/10.24095/hpcdp.43.4.01

1. The article refers to Canada’s “proposed” National Action Plan to End Gender-Based Violence (GBV NAP). The editors feel it is 
worth noting that federal, provincial and territorial government endorsement of the NAP was announced on November 9, 2022,1 
after this manuscript was accepted for publication. 

In addition, the following statement within the article’s introduction has been slightly modified from the January 18, 2023, 
online-first version:

“To date in Canada, only a ‘strategy to prevent and address gender-based violence’ has been implemented,” is replaced by “At 
the time of writing this manuscript, in Canada, only a ‘strategy to prevent and address gender-based violence’ has been 
implemented.”

2. The introduction and methods sections of the article present a rounded figure of CAD 600 million over five years in relation to 
2022 federal government investments to advance prevention of gender-based violence under the NAP. To be factual, Budget 2021 
initially proposed an investment of CAD 601.3 million over five years to advance the GBV NAP.2 This investment was affirmed in 
Budget 2022 with an additional CAD 539.3 million commitment over five years to enable provinces and territories to implement 
the NAP and to supplement and enhance services for the prevention of gender-based violence and support for survivors.3
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World Non-Communicable Diseases Congress 2023
Tweet this article

The third World Non-Communicable Diseases Congress (WNCD 2023) will cover major NCDs (for example, cardiovascular, cancer, 
diabetes, respiratory, and mental illness) and their risk factors through key lenses including:

1. Basic research, clinical sciences, public health, epidemiology, and behavioural sciences;

2. Health policy, promotion, and economics;

3. Use of modern application tools, such as Big Data analytics, machine learning, artificial intelligence, wearable technologies, 
and more.

WNCD 2023 will feature preconference symposiums and workshops, plenary sessions, concurrent paper sessions, poster presenta-
tions, exhibits, and valuable networking time. WNCD 2023 takes place June 25 to 30, 2023 in-person at the Metro Toronto Convention 
Centre. This is the first time the World Congress on NCDs is taking place in person in North America and is an excellent opportunity 
for researchers and policy makers to participate, present their research and hear from leading experts in the field.

The World Health Organization, Canadian Institutes of Health Research (CIHR), the U.S. National Institutes of Health (NIH), the 
World Bank, UNICEF and governments of Canada and India will be presenting sessions and have representatives at Congress.

On behalf of the Public Health Agency of Canada, we invite you to attend to represent Canadian science on the world stage. For those 
who are interested, additional information is available on the WNCD 2023 website.

Please feel free to share this information with interested colleagues and relevant networks.
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Call for Papers: Social Prescribing in Canada
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Guest Editors: Sandra Allison (Island Health Authority), Kiffer Card (Simon Fraser University), Kate Mulligan (University of Toronto)

HPCDP Journal Editors: Robert Geneau and Margaret de Groh (Public Health Agency of Canada)

Social prescribing (SP) is a practical tool for addressing the social determinants of health through supported referrals to community 
services. This globally spreading intervention aims to promote health and prevent chronic disease by supporting individual and com-
munity self-determination and connecting participants to nonclinical supports in their communities, such as food and income sup-
port, parks and walking groups, arts and cultural activities or friendly visiting.1 

Global evidence demonstrates that SP can support individual and population health, build the evidence base on the impacts of social 
interventions for health promotion and chronic disease prevention and integrate health and social care at the community level.2 
However, while SP practices continue to scale and spread across Canada, and knowledge mobilization is underway through the new 
Canadian Institute for Social Prescribing,3 there is relatively little published literature on this novel intervention in Canadian contexts 
and by Canadian researchers, practitioners and participants.

The objective of this special issue is to identify and share the most current research and practice on SP by and for residents of Canada, 
particularly those facing inequities in access to health and its social and structural determinants. Health Promotion and Chronic Disease 
Prevention in Canada: Research, Policy and Practice therefore seeks relevant qualitative and quantitative research articles, as well as com-
mentaries, that present new findings, synthesize existing evidence or imagine new ways forward on (for example)

• applications of SP, including those for specific populations or specific types of social interventions;

• policies and systems changes relevant to SP uptake;

• expertise and experiences of SP actors, including participants (patients), health care workers, community organizations and 
caregivers;

• training, workforce development, collaboration and knowledge mobilization for SP;

• technology, data tracking, evaluation and evidence building in SP; and

• understanding of SP through theoretical frameworks and systems trends.

International submissions will be considered if they include Canadian data, results (e.g. as part of multi-country studies or global 
comparisons) and/or evidence-based discussion of implications for community or population health in Canada.

Consult the Journal’s website for information on article types and detailed submission guidelines for authors. Kindly refer to this call 
for papers in your cover letter. 

All manuscripts should be submitted using the Journal’s ScholarOne Manuscripts online system. Pre-submission inquiries and ques-
tions about suitability or scope can be directed to HPCDP.Journal-Revue.PSPMC@phac-aspc.gc.ca.

Submission deadline: July 31, 2023.
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Other PHAC publications

Researchers from the Public Health Agency of Canada also contribute to work published in other journals and books. Look for 
the following articles published in 2022 and 2023: 

Baillot A, Chaput J-P, Prince SA, […] Lang JJ. Health associations with meeting the new Canadian 24-Hour Movement Guidelines 
recommendations according to body mass index classes in Canadian adults. Health Rep. 2022;33(11):3-15. https://www.doi.org 
/10.25318/82-003-x202201100001-eng 

Blair D-L, Shields M, Tonmyr L. Concerns about household violence during the COVID-19 pandemic. Int J Environ Res Public 
Health. 2022;19(22):14633. https://doi.org/10.3390/ijerph192214633 

Borderon M, Ludwig A, Brazeau S. Vulnerable populations. In: Brazeau S, Ogden NH, editors. Earth observation, public health and 
One Health: activities, challenges and opportunities. Oxfordshire (UK): CABI; 2022. p. 66-77.

Brazeau S, Vignolles C, Krishnamurthy RS, […] Kotchi SO, […] Ogden NH, Ludwig A, et al. Needs, challenges, and opportunities: a 
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.55004.2 

Halsall T, Mahmoud K, Iyer SN, Orpana H, et al. Implications of time and space factors related with youth substance use prevention: 
a conceptual review and case study of the Icelandic Prevention Model being implemented in the context of the COVID-19 pandemic. 
Int J Qual Stud Health Well-being. 2023;18(1):2149097. https://doi.org/10.1080/17482631.2022.2149097 

Halsall T, Mahmoud K, Pouliot A, et al. Building engagement to support adoption of community-based substance use prevention 
initiatives. BMC Public Health. 2022;22(1):2213. https://doi.org/10.1186/s12889-022-14496-9 

Khattar J, Griffith LE, Jones A, De Rubeis V, de Groh M, Jiang Y, et al. Symptoms of depression and anxiety, and unmet healthcare 
needs in adults during the COVID-19 pandemic: a cross-sectional study from the Canadian Longitudinal Study on Aging. BMC Public 
Health. 2022;22(1):2242. https://doi.org/10.1186/s12889-022-14633-4
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Pagnotta VF, King N, Donnelly PD, Thompson W, et al. Access to medical care and its association with physical injury in adoles-
cents: a cross-national analysis. Inj Prev. 2022. https://doi.org/10.1136/ip-2022-044701 

Plouffe R, Grywacheski V, Luo W, Nelson C, Orpana H. Neonatal abstinence syndrome hospitalizations in Canada: a descriptive 
study. Can J Public Health. 2022. https://doi.org/10.17269/s41997-022-00726-5 
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