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Abstract
There is growing evidence that the risk and burden of COVID-19 infections are not 
equally distributed across population subgroups and that racialized communities 
are experiencing disproportionately higher morbidity and mortality rates. However, 
due to the absence of large-scale race-based data, it is impossible to measure the  
extent  to which immigrant and racialized communities are experiencing the pan-
demic and the impact of measures taken (or not) to mitigate these impacts, especially 
at a local level. To address this issue, the Ottawa Local Immigration Partnership 
partnered with the Collaborative Critical Research for Equity and Transformation in 
Health lab at the University of Ottawa and the Canadians of African Descent Health 
Organization to implement a project to build local organizational capacities to 
understand, monitor, and mitigate the impact of the COVID-19 pandemic on immi-
grant and racialized populations. This research note describes the working frame-
work used for this project, proposed indicators for measuring the determinants of 
health among immigrant and racialized populations, and the data gaps we encoun-
tered. Recommendations are made to policymakers, and community and health 
stakeholders at all levels on how to collect and use data to address COVID-19 health 
inequities, including data collection strategies aimed at community engagement in 
the collection of disaggregated data, improving methods for collecting and analyz-
ing data on immigrants and racialized groups and policies to enable and enhance 
data disaggregation.
Résumé
Des plus en plus d’études montrent que le risque et le fardeau des infections à la 
COVID-19 ne sont pas également répartis dans la population et que les commu-
nautés racialisées connaissent des taux de morbidité et de mortalité disproportion-
nellement plus élevés. Cependant, en raison de l’absence de données ventilés selon 
le statut ethnique, il est impossible de mesurer comment les communautés immi-
grantes et racialisées vivent la pandémie et quel est l’impact des mesures prises (ou 
non) pour atténuer ces effets, surtout à un niveau local. Pour résoudre ce problème, 
le Partenariat local pour l’immigration d’Ottawa (PLIO) s’est associé au Labora-
toire de recherche critique collaborative pour l’équité et la transformation en santé 
(CO-CREATH) de l’Université d’Ottawa et l’Organisation de la santé des Canadiens 
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d’ascendance africaine (CADHO) aux fins de mettre en œuvre un projet visant à 
renforcer les capacités organisationnelles locales pour comprendre, surveiller et atté-
nuer l’impact de la pandémie de la COVID-19 sur les populations immigrantes et 
racialisées. Cette note de recherche décrit le cadre de travail utilisé pour ce projet, 
les indicateurs proposés pour mesurer les déterminants de la santé chez les popula-
tions immigrantes et racialisées, et les lacunes que nous avons identifiés dans les 
données existants. Des recommandations sont faites aux décideurs politiques et 
aux acteurs communautaires et de la santé à tous les niveaux sur comment collecter 
et utiliser les données pour remédier aux inégalités en matière de santé liées à la 
COVID-19. Ces recommandations font référence aux stratégies de collecte de don-
nées visant à impliquer les communautés, à l’amélioration des méthodes de collecte 
et d’analyse des données sur les immigrants et les groupes racialisés, et aux poli-
tiques nécessaires pour permettre et améliorer la désagrégation des données selon le 
statut ethnique.

Keywords Population health · COVID-19 · Determinants of health · Data 
collection · Disaggregated data · Immigrants · Racialized populations

1 Introduction

Globally, it is well-documented that the risk and burden of COVID-19 is dispro-
portionately higher among immigrant and racialized populations (Hooper et al., 
2020; Wang & Tang, 2020; Yaya et al., 2020; CDC, 2021; Kuy et al., 2020). In 
the USA, Strully et  al. (2021) observe that counties with higher percentages of 
foreign-born residents experience higher rates of COVID-19 infections. In Nor-
way, immigrants experience higher rates of infection and hospitalization than 
non-immigrants, with alarmingly high rates among Somali, Pakistani, and Iraqi 
immigrants (Indseth et  al., 2020). In Sweden, immigrants from low- and mid-
dle-income countries experience higher risk of death from COVID-19 than those 
born in Sweden (Drefahl et al., 2020). The data for racialized groups is equally 
grim. In England, the Black community experiences the highest rates of COVID-
19 diagnosis, and one-quarter of patients requiring intensive care identify as 
Black or Asian (Razai et al., 2021). Mackey et al. (2021) reported that African-
American and Hispanic populations experience higher rates of  infection, hospi-
talization, and mortality than non-Hispanic white populations.

The risk and burden of COVID-19 are not equally distributed in the Canadian 
population either. Black communities in Canada experience higher rates of COVID-
19-related infections and deaths (Choi & Denice, 2020). Existing data shows that 
the neighborhoods with the highest proportions (25% or more) of population groups 
identifying as “racialized” (visible minorities) experience a COVID-19 mortal-
ity rate twice as high as neighborhoods with the lowest proportions (less than 
1%) of racialized populations (Subedi et  al., 2020). Approximately 35 percent of 
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Black Canadians had at least one health condition that increased their risk of severe 
COVID-19 health outcomes (Statistics Canada, 2020).

Despite this evidence, the Province of Ontario was initially reluctant to collect 
and release demographic and socioeconomic indices on COVID-19 infections and 
deaths, considering “all groups of people are equally important to us” (Siddiqi et al., 
2020). By contrast to the government response, academic and community groups 
increasingly viewed the COVID-19 pandemic and its outcomes as a structural issue 
in Canada that was disproportionately affecting equity-seeking communities, such 
as immigrants, refugees, women, and people who are from low-income background, 
have disabilities, and/or are housing insecure (Choi et al., 2021, Etowa & Hyman, 
2021). By the end of 2020, the Province of Ontario invested in  the possibility of 
sociodemographic data collection for the vaccine roll-out, and the Federal Govern-
ment announced a national sociodemographic data collection initiative and a pan-
demic equity model (McKenzie, 2021). It remains challenging to estimate the degree 
to which immigrant and racialized communities are experiencing the pandemic and 
the impact of measures taken (or not) to mitigate these impacts, especially at a local 
level.

To address this issue, in 2020, the Ottawa Local Immigration Partnership 
(OLIP) initiated its Strengthening Disaggregated Sociodemographic Data Related 
to COVID-19 project to build organizational capacities to understand, monitor, 
and mitigate the impact of the COVID-19 pandemic on immigrant and racialized 
populations. As part of this project, OLIP partnered with the Collaborative Criti-
cal Research for Equity and Transformation in Health (CO-CREATH) team at the 
University of Ottawa and the Canadians of African Descent Health Organization 
(CADHO) to develop a conceptual and operational framework to guide data col-
lection and use. In this research note, we present our working framework, propose 
indicators for measuring the determinants of health (SDOH) among immigrant and 
racialized populations, and identify data gaps. We conclude with recommended 
strategies for community engagement in the collection of disaggregated data, meth-
ods for collecting and analyzing data about immigrants and racialized groups, and 
policies that would enable and enhance data disaggregation in Canada. We also pro-
pose that our working framework to address COVID-19 health inequities1 is useful 
and transferable to other geographic or institutional settings.

2  Description of Working Framework

The social determinants of health (SDOH) framework is useful to understand how 
structural determinants such as race and racism determine health outcomes (Wilkin-
son and Marmot, 2003). Ecological frameworks, such as the socio-ecological model 

1 Health inequities are defined as “differences in health that are not only unnecessary and avoidable but 
also unfair and unjust” (Whitehead, 1992, p. 430). In this research note, we use the term health inequity, 
as opposed to health inequality or health disparity, since the latter are limited to epidemiological data 
(Reutter & Kushner, 2010).
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developed by Bronfenbrenner (1979), identify a vast array of layered micro-, meso-, 
exo-, and macro-level factors that are particularly relevant when addressing health 
inequities with respect to COVID-19 infection and outcomes among racialized 
populations. Macro-level determinants include global contexts, reasons for migra-
tion (i.e., voluntary vs. involuntary), immigration policies, resettlement policies, 
labor market conditions, gender and occupational stereotypes, gender-segregated job 
markets, rights and entitlements of migrants, housing, economics, and physical and 
social environments. As a result of immigration policies that exclude migrants with 
serious medical conditions and select migrants with higher education, language abil-
ity, and job skills, characteristics which facilitate social and economic integration, 
immigrants to Canada are largely a “healthy” group (Kennedy et al., 2006; Biddle 
et al., 2007; Frisbie et al., 2001). Macro-level determinants are typically operational-
ized by documenting (1) laws and policies (e.g., income security and distribution, 
housing, immigration, health); (2) the availability, accessibility, and adequacy of 
resources and opportunities that influence the distribution of necessary and desired 
conditions and services to individuals and their ease of uptake; (3) governance and 
spending (i.e., the amount of spending available and used to support government 
programs); and (4) social norms and values. Macro-level determinants of health 
work together to create health inequities because they shape the ways that power, 
money, and resources are distributed in society, which provide individuals with 
greater or lesser ability to have control over their health (Commission on Social 
Determinants of Health, 2008; Blumenshine et al., 2008; PHAC & PPHN, 2018).

Meso-level determinants include features and relationships among organizations 
and institutions at the community  level (e.g., geographic, social) that may affect 
health. They include the spaces and places where people work and interact and may 
include community/neighborhood characteristics (e.g., community cohesion, social 
and faith networks and support, social norms, and community values) and access to 
and quality of local amenities (e.g., public health, recreation, education, transporta-
tion, housing). Racism is a prominent form of social exclusion, which is in itself a 
major determinant of health. There is growing evidence that racism contributes to 
the declining health among immigrants directly and indirectly through other social 
determinants (Paradies et al., 2015; De Maio & Kemp, 2010; Hyman, 2009). The 
work environment is considered by many to be a meso-level determinant of health 
affecting the health of workers, families, and communities, including those who are 
precariously employed (Benach & Muntaner, 2011). Community-level determinants 
may be operationalized using local data sources (e.g., data on access and use of local 
services) as well as population and/or neighborhood-level data.

Micro-level determinants include those identified in Health Canada’s framework 
(e.g., age, marital status, income, education, occupation, employment, economic 
dependency, religion, health behaviors, health beliefs, health literacy, psychological 
resources) as well as those specific to the migration context, such as age at migra-
tion, immigration status, length of stay, family separation, cultural retention, and 
resettlement stress. Family and individual determinants are commonly operational-
ized using population data.

Any examination of the determinants of COVID-19-related health inequities 
among immigrants and racialized populations must also consider the complex issues 
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of the dynamic interplay between different levels of determinants, intersectionality, 
and a life course perspective. For example, pre- and post-COVID-19 health inequi-
ties can be reduced by altering social policies, strengthening institutional resources 
and relationships, and supporting the development of community leaders and key 
community social settings. Since the determinants of health may be distributed dif-
ferently and have differential impacts on different population subgroups, the need to 
consider intersectionality and to recognize the multiple layers of factors that contrib-
ute to health inequities is critical. For example, the healthy immigrant effect (HIE) 
refers to the observation that immigrants are often in superior health to the host pop-
ulations (Kennedy et al., 2006); however, it does not apply to refugees, who often 
arrive in poor health as a result of exposure to infectious disease, trauma, unhealthy 
living conditions, precarious financial status, and limited access to quality health 
care services (Lu & Ng, 2019). The life course perspective recognizes that expo-
sures from gestation through childhood, youth, and mid-life affect health in adult 
and later life as well as health across generations (Kuh & Ben-Shlomo, 2004). The 
relative good health of immigrants upon arrival is not a guarantee of good health in 
the long term, and within this group, there are differential rates of transitioning to 
poor health (Ru & Li, 2021; Ng & Zhang, 2020; Sano & Abada, 2019; Subedi & 
Rosenberg, 2014; Ng et al., 2005; Newbold, 2005). These are also the groups that 
are at the highest risk of COVID-19.

Figure 1 describes the working framework that guided our work. It includes the 
multi-level determinants and intersectional factors that influence health outcomes 

Determinants of Health related to COVID-19: 
Proposed Domains for Data Collec�on

Macro

Community/Ins�tu�onal

Family/Interpersonal

Individual

Policy Domain
• Immigra�on policies
• Laws and policies 

addressing income 
adequacy, housing

• Poli�cal environment
• Economy
• Labour market condi�ons

Community Domain
• Community / neighbourhood characteris�cs
• Social norms and community values
• Social/Faith networks and supports
• Access to and quality of services 
• Social exclusion / discrimina�on

Social/Family 
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• Family 
structure/Rela�onships

• Social support
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• Health behaviours
• Health beliefs
• Biology
• Coping skills

Economic Domain
• Educa�on
• Income
• Employment

Ins�tu�onal Domain
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Cri�cal Intersec�ons
Age, Gender iden�ty, Socioeconomic status, Immigra�on status, Language fluency, Sexual orienta�on, 

Racialized status, Religion, Geography, Disability status, Ethnicity/Culture 

Fig. 1  Determinants of health related to COVID-19: a working framework
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in the current COVID-19 context and the six functional domains that we used to 
identify our proposed indicators. The policy domain includes indicators related to 
immigration, poverty reduction, income distribution, economic, housing, employ-
ment, and health policies and other macro-level conditions (e.g., labor market). The 
economic domain includes indicators related to socioeconomic status such as educa-
tion, employment, occupation, and income. The community domain includes indica-
tors related to the community and work environments people occupy, for example, 
the social norms of their communities, social engagement, sense of belonging, dis-
crimination, community safety, housing, social exclusion/discrimination, and food 
insecurity. The institutional domain includes indicators related to access to health, 
recreational, social programs, services, etc. The social domain includes indicators 
related to people’s social relationships, e.g., friends and family. The health domain 
includes indicators related to individual health risk and health-enhancing behaviors.

It is important to further recognize how the evolution and waves of COVID-19 
have been structurally and politically constructed and informed. According to the 
SEM, individuals are nested within families which are nested within multiple com-
munities, which are nested in broader social and political contexts. Since govern-
ments have reacted to the COVID-19 pandemic in different ways, individuals have 
had to make social, economic, and behavioral decisions within these broader politi-
cal systems. Thus, it is critical to look at the relationship between individual- and 
structural-level factors and how multi-level social determinants of health influence 
COVID-19-related outcomes. This type of perspective is critical to inform the type 
of intersectoral actions necessary to mitigate COVID-19-related risk and burden in 
immigrant and racialized populations (Logie & Turan, 2020).

2.1  Indicators for Measuring the Determinants of Health Among Immigrant 
and Racialized Populations

To identify the indicators within the six domains of interest, we relied on previous 
Canadian work in indicator development. For example, PHAC’s Health Inequali-
ties Tool identified indicators in different domains that can be used to operational-
ize health inequalities between population groups (Pan-Canadian Health Inequali-
ties Tool, 2017). The Canadian Index for Measuring Integration (CIMI) identified 
key indicators in four separate domains that may be used to measure inequalities 
between immigrant and non-immigrant populations in different domains and pro-
vides ranks at the provincial and municipal level. The identification of previous 
scholarly work on indicator selection for a geographic or institutional jurisdiction 
helps to ensure that the indicators selected have face validity and are reliable and 
available using existing sources of data.

We developed specific criteria to guide the indicator selection:

• Source reference for the indicator (i.e., which source has recommended/used this 
indicator)

• An operational definition of the indicator
• The data source available for the indicator

206 Canadian Studies in Population (2021) 48:201–216



1 3

• Whether the data was available at the local (i.e., Ottawa) level
• Whether the data could be disaggregated by immigrant status and racialized sta-

tus. Note that some indicators could be further disaggregated by length of stay 
in Canada, first language, and specific racialized identity, depending on type of 
analyses required and level of geography. Data sets linked to the Longitudinal 
Immigration Database (IMDB) could be disaggregated by country of origin and 
immigration class (i.e., refugee, economic, family), but these data were not cur-
rently available for public use.

Table 1.  Recommended indicators used by domain, reference, source, and level of disaggregation
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Table 1 presents a summary of the indicators we identified that may be used to 
measure the correlation of COVID-19 risk and burden among immigrant and racial-
ized populations in Ottawa that may be adapted by other local public and commu-
nity agencies. It includes indicators for the political domain, such as the existence 

Table 1.  (continued)

SSHRC Social Science Humanities Research Council; ONS Ottawa Neighbourhood Study; CIW Cana-
dian Index of Well-being; PHAC Public Health Agency of Canada; NEI Ottawa Neighbourhood Equal-
ity Index; CIMI Canadian Index for Measuring Integration; LFS Labour Force Survey; CCHS Canadian 
Community Health Survey; GSS General Social Survey; CSGVP Canadian Survey of Giving, Volunteer-
ing and Participating; CSD Canadian Survey on Disability
1 ONS—Ottawa level data made available through Ottawa Community Data Consortium, Community 
Data Program of the Canadian Council on Social Development
2 GSS—Some data may be disaggregated at the level of municipality for immigrants, e.g., # of close 
friends, sense of belonging, and discrimination
3 Some data for Ottawa may be further disaggregated by neighborhood (e.g., walk scores)
4 CCHS—Some data is available for immigrants and racialized groups when cycles are combined (e.g., 
life satisfaction)
5 Some data may be disaggregated further by immigrant status (e.g., source country, immigration status) 
and race (e.g., ethnic group)
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and implementation of government policies related to immigration, poverty reduc-
tion, labor market, and health, that are largely drawn from government documents. 
Economic domain indicators, such as percent of population without a high school 
degree and percent of 25- to 64-year-olds in population with a university degree, 
are largely drawn from Statistics Canada surveys (e.g., Labour Force, Census and 
General Social Surveys). Community domain indicators, such as percent of popu-
lation that reports very or somewhat strong sense of belonging to community, are 
largely drawn from Statistics Canada surveys but include indicators such as crimes 
against property and people that are drawn from local sources. Some indicators on 
access to services, such as the percent of the population with a regular medical doc-
tor, are drawn from Statistics Canada surveys, but others, such as the percent of the 
population with a Community Health Centre within a 50-m walk, are drawn from 
local sources. Indicators for the health and social domains are largely drawn from 
Statistics Canada survey data (e.g., Canadian Community Health Survey, General 
Social Survey).

Sometimes, additional descriptive data are provided in summary frameworks, 
such as the statistical definition of quantitative indicators, legal definitions of quali-
tative indicators, territorial coverage (national provincial levels), temporal coverage 
(i.e., latest time series’ availability), frequency of data collection, and the periodicity 
of data availability.

2.2  Identification of Data Gaps

The provision of a working framework and set of indicators represents a first step in 
addressing how agencies can examine the correlates and consequences of COVID-
19 at the local level. However, we also identified several data gaps that need to be 
addressed to maximize this process. These include gaps related to data collection 
and those related to data management. Examples of each are identified here.

2.2.1  Lack of Disaggregated Population Data

Population data (e.g., Statistics Canada, Canadian Institute for Health Information 
(CIHI)) were not always disaggregated by race and immigration status. Thus, the 
heterogeneous nature of immigrants and visible minorities populations is often over-
looked (Vang et  al., 2017). Disaggregated population data is not easily accessible 
to non-research agencies. Even in cases where this data is collected, sample sizes 
do not always permit further disaggregation by specific racialized identities or peri-
ods of immigration. One of the only sources of data on immigration category and 
country of origin is the immigrant landings database (IMDB), and while this data is 
sometimes linked to other sources of data (e.g., OHIP data in Ontario), linked data 
sets are not publicly available.
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2.2.2  Lack of Disaggregated Health Data

Health data is vital to determine if health status/needs, access to health services, and 
the quality of health services received vary between immigrant and racialized popu-
lations. Since provincial and territorial authorities are the primary entities for col-
lecting and reporting on health data in Canada, disaggregated data can vary across 
Canadian jurisdictions (Blair et  al., 2021). Currently, most health facilities do not 
collect demographic data on racialized or immigrant identities. However, there are 
some exceptions, e.g., the “We Ask Because We Care” patient demographic tool 
used by institutions in the former Toronto Central LHIN, Community Health Cen-
tres in Ontario. There are also research teams who work with health administrative 
data linked to the CCHS and/or IMDB who are able to identify health issues specific 
to immigrant and racialized groups. The collection of disaggregated health data is 
becoming a major priority in Canada, as evidenced by some of the new initiatives 
introduced by CIHI. However currently, this data is not easily accessible to com-
munity groups.

2.2.3  Lack of Community‑Level Data

Information on access to services at the community-level data is vital to understand 
and address local community needs, especially during COVID-19. While some of 
this data is collected on community institutions, this level of data would ideally 
include data on access to local resources such as the availability and use of food 
banks, shelters/hotlines for gender-based violence, recreational programs, seniors’ 
programs, settlement programs, and educational programs. Many health and com-
munity agencies are unable to share their valuable client data because they do not 
have the capacity to collect this data, or key demographic data is not collected, or 
they have confidentiality concerns. Data are needed on COVID-19 outcomes disag-
gregated by workplace (i.e., long-term care facilities) and occupational groups, to 
identify which sub-populations are experiencing a higher risk of transmission and 
fatalities.

2.2.4  Lack of Individual‑Level Data

Information on individual health perceptions and behaviors, especially barriers to 
help-seeking, can help to develop the types of educational and institutional interven-
tions that may be needed. This type of information would ideally include data on 
the main modes of COVID-19 transmission in ACB community, COVID-19 testing 
rates and barriers to getting tested, vaccine hesitancy and uptake, and coping strate-
gies and mental health supports needed.

2.2.5  Lack of Local Linked Data

Although there are many sources of data on the social determinants of health at the 
local level, few of these are linked to public health data, or hospital /health services 
data, to obtain a fuller picture on the risk and burden of COVID-19 in different 
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population groups and neighborhoods. For example, in Ottawa, Ottawa Neighbour-
hood Study data includes public health case data; however, associations can only be 
examined at an ecological level; e.g., neighborhoods with rates of high infection can 
be determined using its OPH data, and these neighborhoods can be further examined 
to determine whether they have high proportion of immigrants, racialized groups, 
seniors, people who are precariously employed, etc.

2.2.6  Capacity Challenges

The availability of disaggregated data to community groups does not necessarily 
ensure that this data will be analyzed and interpreted appropriately. It is important 
to ensure that community agencies such as OLIP have the resources to hire or train 
data analysts to work with the data. Often, community groups rely on the “unad-
justed” data to make comparisons between populations of interest, but these do 
not account for other variables such as difference in age, gender, or socioeconomic 
status, that may explain some of the variations in the outcome of interest between 
groups. Examining differences between immigrants and non-immigrants fails to 
consider heterogeneity within the immigrant group. Overlapping and compound-
ing risks related to sex, gender, racialization, income, housing, employment, and 
other socioeconomic factors are important when examining COVID-19 risk and bur-
den. The ability to integrate intersectional data from various sources, such as self-
reported survey data with administrative data, requires adequate expertise, technol-
ogy, and infrastructure (Statistics Canada, 2019).

3  Conclusion and Implications

The current state of race-based data collection about COVID-19 health risks and 
consequences in federal, provincial, and municipal governments across Canada is a 
patchwork of measures that lack comparability and comprehensiveness. The decen-
tralized nature of health governance in Canada, combined with the underfunding of 
public health departments across the country, contributes to the significant gaps in 
knowledge that we have about racialized health inequities (Van Ingen et al., 2021; 
Ajadi, 2019; Hyman and Wray, 2014). It is important that available data integrate 
immigrant and racialized identity variables that capture beyond the binary under-
standing of immigrant status (i.e., immigrants vs. non-immigrants) and visible 
minority status (i.e., visible minorities vs. non-visible minorities).

It is timely to note that similar issues have been identified in other jurisdic-
tions. For example, in the USA, the lack of accuracy and incompleteness of race, 
ethnicity, and language data in health records are long-standing issues and limit 
progress toward eliminating health inequities (Lurie & Freemont, 2006; Bil-
heimer & Sisk, 2008). According to Béland (2021), a continuous information sys-
tem on the organization of prevention and control measures in the settings must 
already exist and operate before pandemics occur. The importance of this data to 
understanding COVID-19 cannot be overstated (Wilkins et al., 2021). Immigrant 
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and racialized health inequities will only be eliminated if there is high-quality 
information by which to track immediate problems and the underlying social 
determinants of health, to guide the design and implementation of equity-specific 
medical and public health approaches (Policy Link, 2019). The adoption of stand-
ardized tools to collect data on social determinants would enable health systems 
to integrate health equity into COVID-19 operations to make it a priority, not an 
isolated stream of work.

The following recommendations are made to policymakers, and community 
and health stakeholders at all levels, to improve the availability, use, and analysis 
of disaggregated data to meet the local needs of immigrant and racialized groups 
who are currently experiencing a higher risk and burden of COVID-19. They reflect 
the data gaps identified by our team, such as the lack of disaggregated data at vari-
ous government levels, and the need for capacity building among community and 
health agencies to do this work. They also reflect the need to include communities 
in data collection. As captured by the quote, “Nothing about us, without us, is for 
us” (Charlton, 1998), system transformation must also be driven by the knowledge, 
voices, and experiences of those who are directly impacted by health inequities.

1. Strategies for community engagement in the collection of disaggregated data

• Continue to raise community awareness about the importance of collecting 
disaggregated data to document the disproportionate and exacerbated health 
needs and experiences among immigrant and racialized populations.

• Work with communities and community agencies to address barriers to dis-
aggregated data collection. Research shows that people are willing and able 
to provide information on their immigrant, racialized status, and other social 
identities if they understand the purpose of the data collection.

• The design of data collection tools should be informed by the experiences of 
the community members. Representatives of racialized and immigrant popu-
lations should be included in discussions on the development of these tools to 
ensure that the lived experiences of those disproportionally affected by social 
determinants of health are fully captured fully.

• Engage with immigrant and racialized communities to ensure that public 
reporting and data sharing provide appropriate context and interpretation so 
that data reporting does not stigmatize specific communities but instead is 
supportive and reflective of their perspectives.

2. Methods for collecting and analyzing data about immigrants and racialized groups

• Consider the adoption of a socio-ecological or other theoretical framework to 
guide data collection.

• Prioritize data collection among underrepresented groups. This may include 
the investment in data collection strategies to target communities who are 
often underrepresented and historically undercounted.

• Work with Statistics Canada and other agencies collecting data to create miss-
ing indicators and to develop analytic strategies that better reflect the experi-
ences of immigrant and racialized groups.
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• Work with the Canadian Institute for Health Information (CIHI), ICES, and 
other health agencies to promote the collection of disaggregated data that may 
be used to examine health access and use, quality of care, and health out-
comes among immigrant and racialized groups.

• Work with local community agencies and organizations to promote the col-
lection of disaggregated data that may be used to examine access to services 
and program outcomes among immigrant and racialized groups. Work with 
public and community agencies to enhance the collection of disaggregated 
data. There are many challenges to data collection that compromise data qual-
ity and make data collection difficult to implement successfully and sustain 
over time.

• Recognize the importance of using an intersectional lens in data analysis. 
Immigrants and racialized populations are not homogenous, and whenever 
possible, findings should be disaggregated using other social and racialized 
identities, e.g., country of origin, region, language, and religion.

• Consider data pooling strategies to increase sample sizes to allow a more 
robust study of the health needs of immigrant and racialized populations dur-
ing the COVID-19 pandemic. Pooling multiple years of the CCHS relevant to 
the COVID-19 information would drastically increase the sample size, poten-
tially allowing researchers to produce estimates at the local level.

• Promote and support capacity-building initiatives among community agen-
cies to collect analyze and disseminate data. Sociodemographic data col-
lection and disaggregated data use is complex and requires substantial time, 
resources, support for implementation, and staff training. Even with consist-
ent, high-quality data, capacity, and resources to analyze the data and apply 
findings, there are limitations to the analysis that can be done and the infor-
mation it can provide.

3. Policies to enable and enhance data disaggregation

• Promote the development of policies at all government levels and in all 
departments to consistently collect disaggregated data as a matter of equity 
and responsibility.

• Consider promoting the adoption of a disaggregated data collection strategy 
using human rights principles of participation (i.e., involvement of groups of 
interest in all aspects of data collection activities), self-identification, trans-
parency, privacy, and accountability (United Nations, 2018). Develop strate-
gies and create opportunities to allow racialized group and immigrant leaders 
to participate on the decision-making tables, particularly in cities.

• Promote the accessibility and usability of public disaggregated data to com-
munity agencies by providing them with capacity-building opportunities and 
technical support.

• Promote the availability of data on immigrants and racialized groups by sup-
porting data linkage initiatives between government agencies and at the local 
level.
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In conclusion, our working framework, which explicitly recognizes the impor-
tance of multi-level data on the  social determinants of health to address health 
inequities, is useful and transferable to other geographic or institutional settings. 
However, each country or jurisdiction will need to conduct a thorough inventory of 
their data sources to determine the quality and availability of disaggregated data on 
SDOH, to identify the most appropriate indicators for their equity-seeking popula-
tions, and to take actions (e.g., advocacy, research, policy) to address data gaps.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, 
which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as 
you give appropriate credit to the original author(s) and the source, provide a link to the Creative Com-
mons licence, and indicate if changes were made. The images or other third party material in this article 
are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is 
not permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission 
directly from the copyright holder. To view a copy of this licence, visit http:// creat iveco mmons. org/ licen 
ses/ by/4. 0/.

References

Ajadi, I. (2019). What gets counted gets done: A policy analysis of the barriers and opportunities for 
provincial governments to collect disaggregated race-based health data. Master’s Thesis, Dalhousie 
University.

Béland, F. (2021). Pandemics, inequities, public health, information, response: Canada’s failure? Cana-
dian Journal of Public Health= Revue Canadienne de Santé Publique, 1.

Benach, J., & C. Muntaner. (2011). Employment and working conditions as health determinants. Com-
mission of Social Determinants of Health, Lee JH, Sadana R, (Eds.). Improving equity in health by 
addressing social determinants: The World Health Organization (pp. 165–95).

Biddle, N., Kennedy, S., & MacDonald, J. T. (2007). Health assimilation patterns amongst Australian 
immigrants. Economic Record, 83(260), 16–30.

Bilheimer, L. T., & Sisk, J. E. (2008). Collecting adequate data on racial and ethnic disparities in health: 
The challenges continue. Health Affairs, 27(2), 383–391.

Blair, A., Warsame, K., Naik, H., Byrne, W., Parnia, A., & Siddiqi, A. (2021). Identifying gaps in 
COVID-19 health equity data reporting in Canada using a scorecard approach. Canadian Journal of 
Public Health 112, 1–11.

Blumenshine, P., Reingold, A., Egerter, S., Mockenhaupt, R., Braveman, P., & Marks, J. (2008). Pan-
demic influenza planning in the United States from a health disparities perspective. Emerging Infec-
tious Diseases, 14(5), 709.

Bronfenbrenner, U. (1979). The ecology of human development: Experiments by nature and design. Har-
vard University Press.

Canadian Index for Measuring Integration (n.d.). Available at: https:// www. integ ratio nindex. ca/.
Charlton, J. I. (1998). Nothing about us without us. University of California Press.
Choi, K., Denice, P., Haan, M., & Zajacova, A. (2021). Studying the social determinants of COVID-19 in 

a data vacuum. Canadian Review of Sociology, 58(2), 146–164.
Choi, K., & Denice, P. (2020). Neighbourhood SES and the COVID-19 Pandemic. SocArXIV.
Commission on Social Determinants of Health (2008). Closing the gap in a generation: Health equity 

through action on the social determinants of health. World Health Organization (2008).
De Maio, F. G., & Kemp, E. (2010). The deterioration of health status among immigrants to Canada. 

Global Public Health, 5(5), 462–478.
Drefahl, S., Wallace, M., Mussino, E., Aradhya, S., Kolk, M., Brandén, M., & Andersson, G. (2020). A 

population-based cohort study of socio-demographic risk factors for COVID-19 deaths in Sweden. 
Nature Communications, 11(1), 1–7.

214 Canadian Studies in Population (2021) 48:201–216

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.integrationindex.ca/.


1 3

Etowa, J., & Hyman, I. (2021). Unpacking the health and social consequences of COVID-19 through a 
race, migration and gender lens. Canadian Journal of Public Health, 112, 1–4.

Frisbie, W. P., Youngtae, C., & Hummer, R. A. (2001). Immigration and the health of Asian and Pacific 
Islander adults in the United States. American Journal Epidemiology, 153, 372–380.

Hooper, M. W., Nápoles, A. M., & Pérez-Stable, E. J. (2020). COVID-19 and racial/ethnic disparities. 
JAMA, 323(24), 2466–2467.

Hyman, I., & Wray, R. (2014).  Health inequalities and racialized groups: A review of the evidence. 
Toronto Public Health.

Hyman, I. (2009). Racism as a determinant of immigrant health. Ottawa: Strategic Initiatives and Inno-
vations Directorate of the Public Health Agency of Canada.

Indseth, T., Grøsland, M., Arnesen, T., Skyrud, K., Kløvstad, H., Lamprini, V., ... & Kjøllesdal, 
M. (2020). COVID-19 among immigrants in Norway, notified infections, related hospitaliza-
tions and associated mortality: A register-based study. Scandinavian Journal of Public Health, 
1403494820984026.

Kennedy, S., McDonald, J. T., & Biddle, N. (2006). The healthy immigrant effect and immigrant selec-
tion: Evidence from four countries. Social and Economic Dimensions of an Aging Population 
Research Papers  164, McMaster University. Available at: https:// ideas. repec. org/p/ mcm/ sedapp/ 
164. html

Kuh, D., & Ben-Shlomo, Y. (2004). Introduction. Oxford University Press.
Logie, C. H., & Turan, J. M. (2020). How do we balance tensions between COVID-19 public health 

responses and stigma mitigation? Learning from HIV Research. Europe PMC..(Wang et al., 2020).
Lu, C., & Ng, E. (2019). Healthy immigrant effect by immigrant category in Canada. Health Reports, 

30(4), 3–11.
Lurie, N., & Fremont, A. (2006). Looking forward: Cross‐cutting issues in the collection and use of 

racial/ethnic data. Health services research, 41(4p1), 1519–1533.
McKenzie, K. (2021). Socio-demographic data collection and equity in covid-19 in Toronto. EClinical-

Medicine, 34, 100812.
Mackey, K., Ayers, C. K., Kondo, K. K., Saha, S., Advani, S. M., Young, S., & Kansagara, D. (2021). 

Racial and ethnic disparities in COVID-19–related infections, hospitalizations, and deaths: a sys-
tematic review. Annals of internal medicine, 174(3), 362–373.

Newbold, K. B. (2005). Self-rated health within the Canadian immigrant population risk and the healthy 
immigrant effect. Social Science and Medicine, 60, 1359–1370.

Ng, E., & Zhang, H. (2020). The mental health of immigrants and refugees: Canadian evidence from a 
nationally linked database. Health Reports, 31(8), 3–12.

Ng, E., Wilkins, R., Gendron, F., & Berthelot, J. (2005). Dynamics of immigrants’ health in Canada: Evi-
dence from the national population health survey. Catalogue no. 82–618-MWE2005002) Statistics 
Canada.

Pan-Canadian Health Inequalities Data Tool (2017 Edition). A joint initiative of the Public Health 
Agency of Canada, the Pan-Canadian Public Health Network, Statistics Canada and the Canadian 
Institute of Health Information. Available at: https:// health- infob ase. canada. ca/ health- inequ aliti es/ 
data- tool/ index

Paradies, Y., Ben, J., Denson, N., Elias, A., Priest, N., Pieterse, A., & Gee, G. (2015). Racism as a deter-
minant of health: A systematic review and meta-analysis. PloS one, 10(9), e0138511.

Policy Link (2019). Making the case for data disaggregation to advance a culture of health - Available at: 
https:// www. polic ylink. org/ our- work/ commu nity/ health- equity/ data- disag grega tion

Public Health Agency of Canada & Pan-Canadian Public Health Network. (2018). Key health inequali-
ties in Canada: A national portrait. Government of Canada. Available at: https:// www. canada. ca/ 
conte nt/ dam/ phac- aspc/ docum ents/ servi ces/ publi catio ns/ scien ce- resea rch/ key- health- inequ aliti es- 
canada- natio nal- portr ait- execu tive- summa ry/ hir- full- report- eng. pdf

Razai, M. S., Kankam, H. K., Majeed, A., Esmail, A., & Williams, D. R. (2021). Mitigating ethnic dis-
parities in covid-19 and beyond. BMJ, 372.

Ru, S. & Li, Y. (2021). Differences in substance use among immigrants and the Canadian-born popula-
tion. Canadian Studies in Population, 48(2–3) m4921.

Reutter, L., & Kushner, K. E. (2010). ‘Health equity through action on the social determinants of health’: 
Taking up the challenge in nursing. Nursing Inquiry, 17(3), 269–280.

Sano, Y., & Abada, T. (2019). Immigration as a social determinant of oral health: Does the ‘healthy 
immigrant effect’ extend to self-rated oral health in Ontario, Canada? Canadian Ethnic Studies, 
51(1), 135–156.

215Canadian Studies in Population (2021) 48:201–216

https://ideas.repec.org/p/mcm/sedapp/164.html
https://ideas.repec.org/p/mcm/sedapp/164.html
https://health-infobase.canada.ca/health-inequalities/data-tool/index
https://health-infobase.canada.ca/health-inequalities/data-tool/index
https://www.policylink.org/our-work/community/health-equity/data-disaggregation
https://www.canada.ca/content/dam/phac-aspc/documents/services/publications/science-research/key-health-inequalities-canada-national-portrait-executive-summary/hir-full-report-eng.pdf
https://www.canada.ca/content/dam/phac-aspc/documents/services/publications/science-research/key-health-inequalities-canada-national-portrait-executive-summary/hir-full-report-eng.pdf
https://www.canada.ca/content/dam/phac-aspc/documents/services/publications/science-research/key-health-inequalities-canada-national-portrait-executive-summary/hir-full-report-eng.pdf


1 3

Siddiqi, A., A. Blair, & A. Parnia. (2020). A lack of data hides the unequal burden of COVID-19. Toronto 
Star.

Statistics Canada. (2020). COVID-19 in Canada: A six-month update on social and economic impacts. 
Available at: https:// www150. statc an. gc. ca/ n1/ pub/ 11- 631-x/ 11- 631- x2020 003- eng. htm. Accessed 
on 13 Feb 2021.

Statistics Canada. (2019). Infonex: Big data and analytics for the public sector. Statistics Canada (2019).
Strully, K., Yang, T. C., & Liu, H. (2021). Regional variation in COVID-19 disparities: Connections with 

immigrant and Latinx communities in US counties. Annals of Epidemiology, 53, 56–62.
Subedi R., Greenberg L., Turcotte M. (2020). COVID-19 mortality rates in Canada’s ethno-cultural 

neighbourhoods. Statistics Canada. Available at: https:// www150. statc an. gc. ca/ n1/ pub/ 45- 28- 0001/ 
20200 01/ artic le/ 00079- eng. htm. Accessed on 13 Feb 2021.

Subedi, R. P., & Rosenberg, M. W. (2014). Determinants of the variations in self-reported health sta-
tus among recent and more established immigrants in Canada. Social Science & Medicine, 115, 
103–110.

United Nations. (2018). A human rights based approach to data - Leaving no one behind in the 2030 
agenda for sustainable development. Guidance Note to Data Collection and Disaggregation. Avail-
able at: https:// www. ohchr. org/ en/ issues/ indic ators/ pages/ docum ents. aspx

van Ingen, T., Brown, K. A., Buchan, S. A., Akingbola, S., Daneman, N., & Smith, B. T. (2021). Neigh-
bourhood-level risk factors of COVID-19 incidence and mortality. medRxiv.

Vang, Z. M., Sigouin, J., Flenon, A., & Gagnon, A. (2017). Are immigrants healthier than native-born 
Canadians? A systematic review of the healthy immigrant effect in Canada. Ethnicity & Health, 
22(3), 209–241.

Wang, Z., & Tang, K. (2020). Combating COVID-19: Health equity matters. Nature Medicine, 26(4), 
458–458.

Whitehead, M. (1992). The concepts and principles of equity in health. International Journal of Health 
Services, 22(3), 429–445.

Wilkins, C. H., Friedman, E. C., Churchwell, A. L., Slayton, J. M., Jones, P., Pulley, J. M., & Kripalani, 
S. (2021). A systems approach to addressing COVID-19 health inequities. NEJM Catalyst Innova-
tions in Care Delivery, 2(1).

Wilkinson, R. G., Marmot, M., (Eds.). (2003).  Social  determinants of health: the solid facts. World 
Health Organization. Available at: https:// apps. who. int/ iris/ handle/ 10665/ 108082  Access dates Sept 
17, 2021

Yaya, S., Yeboah, H., Charles, C. H., Otu, A., & Labonte, R. (2020). Ethnic and racial disparities in 
COVID-19-related deaths: counting the trees, hiding the forest. BMJ Global Health, 5(6), e002913.

Kuy, S., Tsai, R., Bhatt, J., Chu, Q. D., Gandhi, P., Gupta, R., et al. (2020). Focusing on Vulnerable Popu-
lations during COVID-19. Academic Medicine: Journal of the Association of American Medical 
Colleges, 95(11), e2–e3. https:// doi. org/ 10. 1097/ ACM. 00000 00000 003571.

Authors and Affiliations

Josephine Etowa1 · Ilene Hyman1,2 · Charles Dabone1 · Ikenna Mbagwu1 · 
Bishwajit Ghose1 · Yujiro Sano3 · Muna Osman4 · Hindia Mohamoud4

 * Ilene Hyman 
 i.hyman@utoronto.ca

1 Faculty of Health Sciences, University of Ottawa, Ottawa, ON, Canada
2 Dalla Lana School of Public Health, University of Toronto, Toronto, ON, Canada
3 Department of Sociology, Nipissing University, North Bay, ON, Canada
4 Ottawa Local Immigrant Partnership, Ottawa, ON, Canada

216 Canadian Studies in Population (2021) 48:201–216

https://www150.statcan.gc.ca/n1/pub/11-631-x/11-631-x2020003-eng.htm
https://www150.statcan.gc.ca/n1/pub/45-28-0001/2020001/article/00079-eng.htm
https://www150.statcan.gc.ca/n1/pub/45-28-0001/2020001/article/00079-eng.htm
https://www.ohchr.org/en/issues/indicators/pages/documents.aspx
https://apps.who.int/iris/handle/10665/108082
https://doi.org/10.1097/ACM.0000000000003571

	Strengthening the Collection and Use of Disaggregated Data to Understand and Monitor the Risk and Burden of COVID-19 Among Racialized Populations
	Abstract
	1 Introduction
	2 Description of Working Framework
	2.1 Indicators for Measuring the Determinants of Health Among Immigrant and Racialized Populations
	2.2 Identification of Data Gaps
	2.2.1 Lack of Disaggregated Population Data
	2.2.2 Lack of Disaggregated Health Data
	2.2.3 Lack of Community-Level Data
	2.2.4 Lack of Individual-Level Data
	2.2.5 Lack of Local Linked Data
	2.2.6 Capacity Challenges


	3 Conclusion and Implications
	References


