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ABSTRACT
Introduction Unpaid caregiving, care provided by family/
friends, is a public health issue of increasing importance. 
COVID- 19 worsened the mental health conditions of 
unpaid caregivers, increasing substance/drug use and 
early development of chronic disease. The impact of the 
intersections of race and ethnicity, sex, age and gender 
along with unpaid care work and caregivers’ health 
and well- being is unknown. The aim of this study is to 
describe the inequities of caregiver well- being across the 
intersections of race and ethnicity, sex, age and gender 
using a cross- sectional survey design.
Methods and analysis We are collaborating with unpaid 
caregivers and community organisations to recruit a non- 
probability sample of unpaid caregivers over 18 years of 
age (n=525). Recruitment will focus on a target sample of 
305 South Asian, Chinese and Black people living in Canada, 
who represent 60% of the Canadian racial and ethnic 
populations. The following surveys will be combined into 
one survey: Participant Demographic Form, Caregiver Well- 
Being Index, interRAI Self- report of Carer Needs and the 
GENESIS (GENdEr and Sex DetermInantS of Cardiovascular 
Disease: From Bench to Beyond- Premature Acute Coronary 
Syndrome) PRAXY Questionnaire. Sample characteristics will 
be summarised using descriptive statistics. The scores from 
the Caregiver Well- Being Index will be dichotomised into 
fair/poor and good/excellent. A two- stage analytical strategy 
will be undertaken using logistic regression to model fair/
poor well- being and good/excellent well- being according to 
the following axes of difference set a priori: sex, race and 
ethnicity, gender identity, age, gender relations, gender roles 
and institutionalised gender. The first stage of analysis will 
model the main effects of each factor and in the second 
stage of analysis, interaction terms will be added to each 
model.
Ethics and dissemination The University of Toronto’s 
Health Sciences Research Ethics Board granted approval 
on 9 August 2022 (protocol number: 42609). Knowledge 
will be disseminated in pamphlets/infographics/email 
listservs/newsletters and journal articles, conference 
presentation and public forums, social media and through 
the study website.

Trial registration number This is registered in the Open 
Sciences Framework with a Registration DOI as follows: 
https://doi.org/10.17605/OSF.IO/PB9TD

INTRODUCTION
Unpaid caregiving is a public health issue of 
increasing importance worldwide. Unpaid 
caregivers are people who provide care to 
family members and friends in need of support 
with personal care, activities of daily living 
and instrumental activities of daily living, 
without financial compensation.1 The type 
of care provided is diverse and can include 
assistance with transportation, meal prepara-
tion and clean- up, house cleaning and main-
tenance, laundry, personal care, assistance 
with medical care tasks and legal affairs, and 

STRENGTHS AND LIMITATIONS OF THIS STUDY
 ⇒ Strong community partnerships and patient partner 
(ie, caregiver) engagement from study inception to 
dissemination of results.

 ⇒ Methods are rooted in appropriate and strong con-
ceptual frameworks (intersectionality and the logic 
model of the Caregiver Support Framework) and are 
well justified and integrated.

 ⇒ Realistic consideration given to the challenges of 
maintaining statistical power while including indi-
cators of diversity in the intersectional quantitative 
analyses.

 ⇒ Interpreters will support non- English participants 
in survey completion, supporting diversity and in-
clusivity of South Asian, Chinese and Black people 
living in Canada.

 ⇒ It may not be feasible to recruit a target sample of 
305 South Asian, Chinese and Black people living in 
Canada despite predefined strategies recommend-
ed for intersectionality research (caregiver and com-
munity partnerships, respondent- driven sampling).
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managing finances.2 In Canada, distress is twice as high 
for caregivers who live with the person they are caring 
for in the community; approximately 50% of these care-
givers are spouses and 30% are adult children caring for 
their parents.2 This caregiver dyad relationship is one in 
which the care recipient usually requires assistance with 
activities of daily living (eg, bathing, feeding, toileting).3 
Over 32% of caregivers in this type of dyad relationship 
(ie, caring for a spouse or parent) have unmet care needs, 
leaving them dissatisfied with life and stressed on most 
days.2 Most caregivers are women 35–64 years of age.2 
Caregiving impacts one’s physical and mental well- being, 
finances and participation in the labour market.2 Middle- 
aged caregivers are particularly vulnerable, balancing 
the competing time pressures of unpaid caregiving with 
participation in the workforce.1 Loss of earnings of $1.2 
million (present and future) and $30 000 in out- of- pocket 
expenses for ‘sandwich’ generation caregivers poses 
financial hardships and added stressors.4 The ‘sandwich’ 
caregivers are typically 45–55 years of age and are known 
to provide care to a parent who is greater than 65 years, 
as well as at least one child.5 In Canada, the number of 
people aged 65 and over is projected to double to over 
4.5 million (23.3%) by 20416 and as the population ages, 
more individuals will need caregiving support.

Unpaid caregivers are the backbone of many health-
care systems. The COVID- 19 pandemic caused shortages 
of healthcare workers and fear of going to emergency 
departments, which pushed family members into primary 
caregiving roles for their loved ones; roles in which 
they lacked adequate preparation and protection.7 
When home care visits from healthcare providers were 
disrupted, medical and tangible tasks became the respon-
sibility of the unpaid caregiver, increasing the burden and 
stress for caregivers.8 Those affected most by increased 
caregiving responsibilities were racial- ethnic minority 
populations, individuals with a higher income, those 
with college and university education and individuals 
under 55 years of age.9 As a result of COVID- 19, 42% of 
unpaid caregivers in Canada increased their caring activ-
ities related to domestic tasks.9 The Centers for Disease 
Control and Prevention highlighted the impact of infec-
tious disease outbreaks on worsening mental health condi-
tions, with increases in substance and drug use.10 The 
COVID- 19 pandemic, with its epidemic pattern of rapid 
spread, transmissibility and a case fatality rate of 2.3%, 
caused heightened fear and anxiety for the public.11 The 
impact of large- scale quarantine measures and reduced 
access to care for individuals with pre- existing comor-
bidities contributed to an unprecedented public mental 
health crisis.11 These impacts extended beyond disease 
resolution in past outbreaks12—fear, anxiety, depression 
and post- traumatic stress disorders developed in survi-
vors during the 2003 severe acute respiratory syndrome 
(SARS) and lasted for many years.13

COVID- 19 also appeared to impact population groups 
differently. Specific impacts and inequalities involve 
intrinsic biological factors as well as sociodemographic 

factors driven by social inequity that increases the inci-
dence of COVID- 19 in specific groups, while protecting 
others. Early evidence suggested males had higher 
COVID- 19 mortality rates than females.14 Tadiri et al15 
also noted the prevalence of reported COVID- 19 cases 
varied between men and women by country. They used 
publicly available data to determine if sex differences in 
mortality between countries were related to institution-
alised gender (eg, education, employment), which was 
measured by the United Nations Development Project’s 
Gender Inequality Index. Results suggested institution-
alised gender was not associated with sex differences in 
COVID- 19 death rates. These results highlight several 
important gaps, most notably that gender is broader than 
education and employment (ie, institutionalised gender) 
and that a sex- based and gender- based analysis is not 
simply equal to the sum of each part.

Intersectionality and good health
Added unpaid caregiving hours combined with financial 
strain as a result of COVID- 19 created challenges for care-
givers to exercise, consume healthy diets and limit alcohol 
consumption.16 Added distress and unhealthy lifestyles 
can lead to the early development of chronic disease 
(eg, hypertension), posing increased risk and potential 
increase in life years lived with a disability. One of the 
United Nations Sustainable Development Goals is to 
achieve good health and well- being by 2030, with a focus 
on ensuring healthy lives and promoting the well- being 
of all people at all ages.17 Leaving no one behind, one of 
the cornerstones of the Sustainable Development Goals18 
challenges researchers to shift ways of thinking to better 
understand the complex nature of health and health 
inequities. Intersectionality is a way of understanding 
and explaining complexity in the world, in people and in 
human experiences.19 Recent evidence suggests intersec-
tionality can inform interventions for public/population 
health.20 21 It focuses on the relationships and interactions 
in society that determine health and informs direction for 
policy and programme development.18 An intersectional 
lens pushes us to move beyond the individual factors that 
affect health (eg, race and ethnicity, sex, age, gender) 
to one that focuses on the relationships and interac-
tions among these factors. Global communicable disease 
priorities are led by the WHO Communicable Disease 
Surveillance and Response Systems22 and the United 
Nations Sustainable Development Goals (2015–2030).17 
This research study will address five of the 17 Sustain-
able Development Goals: No 3—Good Health and Well- 
Being, No 5—Gender Equality, No 8—Decent Work and 
Economic Growth, No 10—Reduced Inequalities and No 
17—Partnerships for the Goals,17 because these are most 
impacted by unpaid caregiving.

Race and ethnicity
Racial- ethnic minority older adults are the fastest growing 
segment of the ageing population in Canada.23 In the 
USA, unpaid caregiving is high in racial- ethnic minority 
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populations partially due to high levels of coresidence.24 
Caregiver well- being has been described by McDonald et 
al25 to be profoundly affected by the caregiver dyad (ie, 
caregiver and care receiver relationship).

In the USA, approximately 20% of unpaid caregivers 
across 44 states, District of Columbia and Puerto Rico 
(2015–2017) reported being in fair or poor health, and 
most were less than 45 years of age.26 Prior to COVID- 19, 
almost one- quarter of Asian American and one- third of 
African American caregivers provided 40 hours or more 
of unpaid care per week.27 There is a paucity of data on 
unpaid caregiver experiences of racial- ethnic minority 
populations in Canada. Our previous search of the 
published literature from 2003 (outbreak of SARS) to 16 
November 2020 identified 139 papers published across 32 
countries, with only 38 (27%) of these reporting race and 
ethnicity.28 Thirteen (9%) of the publications were from 
Canada, reporting on a population that was 71% female, 
aged 23–69 years and 80% white. One out of five people 
in Canada are foreign born; the three largest racial- ethnic 
minorities are South Asian, Chinese and Black people—
representing 60% of the Canadian racial- ethnic minority 
populations.29

Sex and gender
Sex refers to the biological attributes of being male or 
female (ie, chromosomes, genes, hormones, reproduc-
tive anatomy).30 Our previous search of the published 
literature also indicated that the three major stressors 
for unpaid caregivers during COVID- 19 included the 
unintended consequences of physical distancing (eg, 
isolation, loneliness), financial strain and balancing 
decision- making for loved ones with maintaining current 
public health safety practices.31 Self- reported stress was 
significantly related to sex, age, education and employ-
ment during the pandemic of COVID- 19. Females 
generally experienced more distress (β=−3.62, p=0.000) 
than males, and adults who stopped working reported 
higher distress than those who telecommuted (β=−2.87, 
p=0.012).32 Being a female home maker was associated 
with depression (OR=1.35, 95% CI 1.12 to 1.63), anxiety 
(OR=1.31, 95% CI 1.11 to 1.55) and post- traumatic stress 
symptoms (OR=1.28, 95% CI 1.11 to 1.47).33 Stress affects 
cardiovascular reactivity and endothelial function, with 
reported sex differences in endothelial function between 
males and females.34 Bouchard et al35 suggest caregiver 
stress is independently linked with a twofold increase in 
coronary artery disease risk (95% CI 1.16 to 3.20) and 
hypertension (95% CI 1.17 to 4.49), and a 2.55- fold to 
2.64- fold increase in cardiovascular mortality risk (95% CI 
1.50 to 4.65) when compared with unpaid caregivers who 
reported little to no caregiving stress. Early COVID- 19 
research suggests sex differences in the expression and 
activity of ACE 2, as well as altered immune responses, led 
to worse outcomes for males with COVID- 19.36

Gender refers to socially constructed roles, behaviours 
and expression.30 The Canadian Institutes of Health 
Research defines gender to include four inter- related 

aspects: gender identity (ie, personality traits), gender 
roles (ie, number of hours of housework, caregiving), 
gender relations (ie, marital status) and institutionalised 
gender (ie, income, education).30 37 Tadiri et al15 suggest 
gender factors affected the male:female case ratios of 
COVID- 19 in testing due to household and childcare 
responsibilities and exposure to occupation. Caregiver 
burden varies between men and women,38 women who 
provide repeat intermittent care have greater psycholog-
ical distress compared with men (ß=0.47, 95% CI 0.02 
to 0.92).39 In addition, women only have increased care-
giver burden when they perceive financial strain or multi-
tasking difficulties.40 Anxiety and depression are more 
common in women—women cut back on sleep and men 
give less attention to looking for paid work to adjust for 
extra caregiving responsibilities.9

Evidence gap
Unpaid caregivers are the backbone of many healthcare 
systems, including the Canadian healthcare system. Prior 
to COVID- 19, more than one in three unpaid caregivers 
in Canada were distressed.41 Since COVID- 19, more 
Canadians want to live at home as they age. However, the 
amount of domestic and care work has increased, espe-
cially in Canadian women who are university educated, 
less than 55 years of age and have annual incomes greater 
than $80 000.9 Individuals born outside of Canada and 
racial- ethnic minority populations also report increased 
caregiving work. However, the impact of intersections of 
race and ethnicity, sex, age and gender and the impact 
of this added unpaid care work on caregiver’s health and 
well- being are not known. In our rapid integrated mixed 
methods systematic review, only 38 (27%) of the 139 
studies reported race and ethnicity.42 This represents a 
significant gap in knowledge.

OBJECTIVES
The aim of this study is to describe the observed inequi-
ties in caregiver well- being across the intersections of race 
and ethnicity, sex, age and gender.

METHODS AND ANALYSIS
The concept of intersectionality,43 the logic model of the 
Caregiver Support Framework,44 the Strategy for Patient- 
Oriented Research (SPOR) Capacity Development 
Framework45 and the SPOR Patient Engagement Frame-
work46 will be used to guide this cross- sectional survey. 
Understanding the causes and mechanisms that lead to 
health inequities in women and racial- ethnic minority 
populations can be improved through use of the concept 
of intersectionality.47 48 As an analytical tool, intersection-
ality views categories of race and ethnicity, sex, age and 
gender as inter- related and mutually shaping one another. 
Intersectionality is a way of understanding and explaining 
complexity in the world, in people and in human expe-
riences.19 Recent evidence suggests intersectionality 
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can inform interventions for public and population 
health.20 21 It focuses on the relationships and interactions 
in society that determine health and informs direction for 
policy and programme development.18 It has been used 
extensively in qualitative research and recently imple-
mented into quantitative and mixed methods research.49 
An intersectionality lens will allow us to systematically 
examine factors that affect the health and well- being of 
unpaid caregivers simultaneously. The logic model of 
the Caregiver Support Framework was developed for use 
in leading collaborative improvement plans for unpaid 
caregivers.44 50 It uses an outcome- oriented approach to 
health service delivery for caregivers, focusing on better 
communication and stronger supports for caregivers. 
When the model was developed, only 37% of caregivers 
reported ever being asked about how they were doing, 
feeling or managing. The logic model was developed by 
caregivers and healthcare professionals and is intended to 
drive a systematic approach to identifying gaps and plan-
ning improvements for caregivers.44 50 The International 
Association for Public Participation defines five levels of 
engagement along a spectrum that outlines the patient’s 
impact on a decision (eg, inform, consult, involve, collab-
orate and empower).51 Patient partners (ie, caregivers) 
have collaborated in all aspects of our phase 1 study and 
will continue to collaborate to describe the observed 
inequities in caregiver well- being across the intersections 
of race and ethnicity, sex, age and gender.

We used the Consensus- Based Checklist for Reporting of 
Survey Studies52 when preparing this manuscript (online 
supplemental table 1).53 Additionally, the Guidance for 
Reporting Involvement of Patients and the Public–Long 
Form (GRIPP 2- LF) was used to document the engage-
ment of patient partners (ie, caregivers) (online supple-
mental table 2).54 The patient partner compensation 
rate structure used in this study is based on the Recom-
mendations on Patient Engagement Compensation—
prepared by the SPOR Networks in Chronic Diseases and 
the PICHI Network55: each patient partner will receive a 
1- year honorarium of $500 that will include compensa-
tion for engagement across all activities of the project (ie, 
advisory, knowledge translation and exchange activities). 
To manage records and promote transparency, we have 
registered our project on the Open Science Framework 
(https://doi.org/10.17605/OSF.IO/PB9TD).56

Sample
A non- probability sample57 of unpaid caregivers over 18 
years of age will be recruited across Canada. An unpaid 
caregiver is defined as a person who provides care services 
to an adult older than 18 years of age in need of care 
in the home without financial compensation.1 Services 
can include assistance with transportation, meal prepa-
ration and clean- up, house cleaning and maintenance, 
laundry, personal care, assistance with medical care tasks 
and legal affairs, and managing finances. Exclusions 
include caregivers who are paid with money to deliver 
care (eg, nurse, personal support worker, physician, etc). 

Unpaid caregivers will be recruited through established 
methods (eg, email listservs, newsletters, etc) used by 
our collaborators and community partners, social media 
(eg, Facebook, Twitter, etc) and a study website (https:// 
unpaidcaregivers.ca/). If needed, we will use respondent- 
driven sampling (RDS) as it is recommended for inter-
sectionality research.58–60 We will begin with two initial 
‘seeds’; each will then recruit three additional people, 
who themselves will become recruiters. We will continue 
our recruitment ‘waves’ until we have reached a sample of 
60% racial- ethnic minority individuals (ie, South Asian, 
Chinese and Black people) of the total sample through 
established and RDS sampling methods. Self- identifying 
Indigenous Peoples will not be intentionally targeted, 
although they will be included in the sample if they 
choose to participate.

Procedure and measures
Our partner organisations have agreed to alert their 
membership to our survey through a link to our study 
website containing background, eligibility criteria and 
unpaid caregiver videos produced by our patient partners. 
Interested participants will contact our project coordi-
nator via email or a toll- free telephone number. Following 
appropriate ethics approval, an eligibility checklist and 
consent will be completed prior to survey administra-
tion. Surveys will be completed using the internet or tele-
phone and guided by patient preference, and all survey 
data will be stored anonymously. Collaborators will assist 
as intermediaries for translation of study procedures 
(eg, eligibility, informed consent, survey completion) for 
non- English- speaking participants. A user manual will be 
developed for collaborators and community partners who 
will be involved in translating the survey for study partici-
pants. Training on survey completion will also be provided 
to collaborators and community partners. Survey partici-
pants will be required to pass a test that assists to distin-
guish humans from bot automation (CAPTCHA) and 
each participant will be asked in an open text format to 
indicate how they heard about the study. The survey has 
also been designed so that completion can be monitored 
frequently and low- quality or fraudulent responses iden-
tified quickly (eg, survey completion times, inconsistent 
responses, comparison of postal codes to reported loca-
tions).61 62 Survey completion compensation will not be 
automated, participants will receive a $10 gift card after 
the survey has been screened for bot automation and 
fraudulent responses.63

Guided by intersectionality and a multifactorial 
conceptualisation of gender, the following surveys will 
be combined into one survey: Participant Demographic 
Form, Caregiver Well- Being Index (CWBI),64 the interRAI 
Self- report of Carer Needs (SCaN)65 and the GENESIS 
(GENdEr and Sex DetermInantS of Cardiovascular 
Disease: From Bench to Beyond- Premature Acute Coro-
nary Syndrome) PRAXY Questionnaire.66 67 The survey 
consists of 66 questions and has been pilot tested by three 
caregivers on the Engagement Advisory Committee and 
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two other community members to take approximately 
30 min to complete, noting an additional 30 min may be 
required if translation assistance is necessary. The Partici-
pant Demographic Form captures information about age, 
race, first language, citizenship, immigration and income 
using pre- established questions taken from the GENESIS 
PRAXY Questionnaire,66 67 2022 Canadian Community 
Health Survey,68 Statistics Canada69 and the Canadian 
Institute for Health Information.70 The CWBI64 is a valid 
and reliable measure of caregiver well- being with a Cron-
bach’s alpha of 0.75. It consists of four questions focusing 
on one concept, psychological well- being. Scores range 
from 0 to 8 and represent four well- being levels: excellent 
(score of 0, low risk), good (scores of 1–3, mild risk), fair 
(scores of 4–6, moderate risk) and poor (scores of 7–8, 
high risk). High scores (ie, 4–8) represent fair or poor 
well- being and have been linked to negative aspects such 
as financial concerns, conflict with family, inability to 
continue in the caregiving role, physical pain and loneli-
ness. Low scores (ie, 0–3) represent good or excellent well- 
being and have been directly linked to positive aspects of 
life.64 The interRAI SCaN identifies the unpaid caregiver 
role and quantifies how unpaid caregivers experience day- 
to- day life. Role attributes include the caregiver’s perspec-
tive on their own health, mood, relationships, support 
and activities of daily living.65 In addition, the interRAI 
SCaN assists caregivers to identify the services needed by 
the care recipient and any challenges they encounter in 
their role as an unpaid caregiver. The GENESIS PRAXY 
Questionnaire66 67 was developed to assess gender- related 
variables. The intersectionality analysis will focus on four 
gender constructs: gender identity, gender roles, gender 
relations and institutionalised gender (figure 1).

Sample size
We will use caregiving intensity as a proxy for well- being as 
the available literature on the latter is lacking. We expect 
adjusted ORs between 1.8 and 2.0 for the main effects of 
sex (male, female) and race and ethnicity.71 Using the esti-
mate of 35% of Canadian caregivers reporting distress,9 
and assuming a correlation of 0.2 among factors in the 
models, with a two- sided alpha set at 0.05, a sample of 475 
would be needed to obtain 80% power to detect an OR 
of 1.8. To account for missing data, we will oversample by 

10%, resulting in a final sample size of 525 survey respon-
dents. Since the sample size required to detect interac-
tions is larger than that for main effects, we will use a p 
value of 0.10 to determine whether the coefficient for the 
interaction term is significant.72

Data analysis
The analysis will be undertaken by a biostatistician using 
SAS V.9.5 (oversight MP, CN, LP). Sample characteristics 
will be summarised using descriptive statistics. Missing 
data will be assessed and if excessive (ie, >10%), multiple 
imputation will be considered. Total well- being will be 
dichotomised into fair/poor (total score 4–8) and good/
excellent (total score 0–3). A two- stage analytical strategy72 
will be undertaken using logistic regression to model fair/
poor well- being and good/excellent well- being according 
to the following axes of difference set a priori: sex (male, 
female), race and ethnicity (White, People/Persons of 
Colour), gender identity (cis- man, cis- woman/other), 
age, gender relations (married/partner, widowed/sepa-
rated/divorced/never married/partnered), gender 
roles (composite score) and institutionalised gender 
(composite score). Composite scores for gender roles and 
institutionalised gender will be calculated using methods 
described for the GENESIS PRAXY Questionnaire.66 
The first stage of analysis will model the main effects of 
each factor. Unadjusted and adjusted models will be run 
to determine what axes of difference are associated with 
fair/poor well- being and whether they are independent 
of each other. In the second stage of analysis, interaction 
terms will be added to each model based on the product 
of race and ethnicity (White or People/Persons of Colour) 
and each of the other axes of difference. Akaike’s infor-
mation criterion will be used to determine if the model 
containing the interactions provides a better fit to the data 
than the main effects model. A better fitting model would 
provide evidence that at least some of the axes of differ-
ences tested have a multiplicative effect when combined 
with race and ethnicity. If the model with the interaction 
is found to be a better fit to the data, the significance of 
the coefficients of each interaction term will be evaluated.

Figure 1 Gender- related variables.
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Patient and public involvement
One patient partner (RBel) is a coprincipal investigator 
and four patient partners (DG, NN, KW, WW) are coin-
vestigators. All patient partners are active members of the 
study’s Engagement Advisory Committee. The Engage-
ment Advisory Committee will oversee and approve the 
final survey and website. This committee will also inform 
and collaborate in recruitment activities, assist in inter-
pretation of the data and codevelop and codisseminate 
study results. Survey results will also inform a future grant 
application, of which patient partners will collaborate as 
coinvestigators. The GRIPP 2- LF54 has been used to docu-
ment patient engagement activities and we have used the 
patient partner compensation rate structure described in 
the Recommendations on Patient Engagement Compen-
sation—prepared by the SPOR Networks in Chronic 
Diseases and the PICHI Network.55 The guiding princi-
ples of cobuild, inclusiveness, support and mutual respect 
underpin all patient engagement activities in this study.46

ETHICS AND DISSEMINATION
Ethics approval has been granted by the University 
of Toronto’s Health Sciences Research Ethics Board 
(protocol number: 42609; 9 August 2022). Since the 
recruitment strategy is not strictly inclusive of Indige-
nous Peoples, community engagement with an Indige-
nous partnership is not part of the research plan. This 
is aligned with the Tri- Council Policy Statement (TCPS)–
Chapter 9 (2018)73 that specifies community engagement 
is not required if Indigenous participation in a research 
study is incidental, rather than intentionally recruited. 
In keeping with the TCPS–Chapter 9 (2018),73 if there 
are participants who self- identify as Indigenous, the 
researchers will assess whether culturally appropriate 
assistance is required in order to facilitate interpreta-
tion of the research study. A member of the research 
team is Indigenous and will be available to facilitate 
this assessment of culturally appropriate assistance, if 
needed. Knowledge will be disseminated in pamphlets/
infographics/email listservs/newsletters and journal arti-
cles, conference presentation and public forums, social 
media (eg, Facebook, Twitter, etc) and through the study 
website.

Author affiliations
1Lawrence S. Bloomberg Faculty of Nursing, University of Toronto, Toronto, Ontario, 
Canada
2Patient Partner (Caregiver), AGE WELL, University Health Network, Toronto, Ontario, 
Canada
3Department of Supportive Care, Princess Margaret Cancer Centre, University 
Health Network, Toronto, Ontario, Canada
4Department of Psychiatry, University of Toronto, Toronto, Ontario, Canada
5School of Nursing, McMaster University, Hamilton, Ontario, Canada
6Researcher, interRAI, Waterloo, Ontario, Canada
7Department of Nursing and Health Promotion, Faculty of Health Sciences, Oslo 
Metropolitan University, Oslo, Norway
8Patient Partner (Caregiver), Dementia Canada, Calgary, Alberta, Canada
9Director, Programs and Services, The Ontario Caregiver Organization, Toronto, 
Ontario, Canada

10Patient Partner (Caregiver), Canadian Women’s Heart Health Alliance, Halifax, Nova 
Scotia, Canada
11Faculty of Nursing, University of Alberta, Edmonton, Alberta, Canada
12General Internal Medicine, McGill University, Montreal, Quebec, Canada
13Centre for Outcomes Research and Evaluation, Research Institute of the McGill 
University Health Centre, Montreal, Quebec, Canada
14Patient Partner (Caregiver), Gender Outcomes International Group, Vancouver, 
British Columbia, Canada
15Chief Executive Officer, The Ontario Caregiver Organization, Toronto, Ontario, 
Canada
16Executive Director, Council of Agencies Serving South Asians, Toronto, Ontario, 
Canada
17Director, Education and Research, Yee Hong Centre for Geriatric Care, 
Scarborough, Ontario, Canada
18Policy Analyst, Canadian Cancer Society, Toronto, Ontario, Canada
19Manager, Knowledge Mobilization, Mental Health Commission of Canada, Ottawa, 
Ontario, Canada
20Executive Director, Caregivers Nova Scotia, Halifax, Nova Scotia, Canada
21Executive Director, Canadian Black Policy Network, Toronto, Ontario, Canada
22Patient Partner (Caregiver), North York Toronto Health Partners, Toronto, Ontario, 
Canada

Twitter Monica Parry @parryresearch and Louise Pilote @fwd_going

Acknowledgements We thank the five patient partners (ie, caregivers) (Ron 
Beleno (RBel), DG, NN, KW, WW) who are either a Co- PI or Co- I.

Contributors The nominated principal applicant (NPA) and coprincipal 
investigators (Co- PIs) (RBel, RN, EP) conceived the study. MP drafted and revised 
the manuscript prior to submission. Coauthors (RBel, RN, DB, PB, RBet, AKB, HB, 
DG, SHe, JM, NN, CN, MN- E, TO, LP, KW, AC, SHa, MH, OK, SM, LM, JT, NW, WW, 
EKY, AO'H, EP) will contribute to all steps of the study. One coauthor (AO'H) will be 
responsible for coordinating the administrative aspects of the study. Most authors 
(RBel, RN, DB, PB, RBet, AKB, HB, DG, SHe, JM, NN, CN, MN- E, LP, KW, AC, SHa, 
MH, SM, LM, JT, WW, EP) are grant holders. All patient partners (ie, caregivers) 
(RBel, DG, NN, KW, WW) and some coauthors (DB, PB, HB, SHe, JM, SHa, MH) form 
the Engagement Advisory Committee. The Engagement Advisory Committee will 
oversee and approve the final survey, user manual and website, with weekly to 
biweekly meetings from study inception to survey distribution. Three coauthors 
drafted and refined the user manual for approval (MP, AO'H, TO). MP finalised the 
Research Ethics Board (REB) submission. All Co- PIs (MP, RBel, RN, EP) will provide 
day- to- day oversight of the study. Most authors (RBel, RN, DB, PB, RBet, AKB, HB, 
DG, SHe, JM, NN, CN, MN- E, LP, KW, AC, SHa, MH, SM, LM, JT, WW, EP) assisted to 
build and approve content for the funding application. All authors (RBel, RN, DB, PB, 
RBet, AKB, HB, DG, SHe, JM, NN, CN, MN- E, TO, LP, KW, AC, SHa, MH, OK, SM, LM, 
JT, NW, WW, EKY, AO'H, EP) approved the final manuscript prior to submission and 
are also accountable for all aspects of ensuring the accuracy and integrity of the 
work across all steps of the study.

Funding This work was supported by the Canadian Institutes of Health Research 
Strategy for Patient- Oriented Research (SPOR)–Open Pool Priority Announcement 
(CIHR; 469551).

Competing interests None declared.

Patient and public involvement Patients and/or the public were involved in the 
design, or conduct, or reporting, or dissemination plans of this research. Refer to 
the Methods section for further details.

Patient consent for publication Not applicable.

Provenance and peer review Not commissioned; externally peer reviewed.

Supplemental material This content has been supplied by the author(s). It has 
not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 
peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 
terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 

https://twitter.com/parryresearch
https://twitter.com/fwd_going


7Parry M, et al. BMJ Open 2023;13:e070374. doi:10.1136/bmjopen-2022-070374

Open access

and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iDs
Monica Parry http://orcid.org/0000-0002-6941-1380
Rinat Nissim http://orcid.org/0000-0002-3624-5806
Ann Kristin Bjørnnes http://orcid.org/0000-0002-5356-3873
Louise Pilote http://orcid.org/0000-0002-6159-0628

REFERENCES
 1 Lilly MB, Laporte A, Coyte PC. Do they care too much to work? The 

influence of caregiving intensity on the labour force participation of 
unpaid caregivers in Canada. J Health Econ 2010;29:895–903.

 2 Hango D. Support received by caregivers in Canada, 2020: Contract 
No.: 75- 006- X.

 3 Canadian Institute for Health Information. Common challenges, 
shared priorities: measuring access to home and community care 
and to mental health and addictions services in Canada, 2. Ottawa, 
ON: CIHI, 2020.

 4 Hermus G, Stonebridge C, Thériault L, et al. Home and community 
care in Canada: an economic footprint: the conference board 
of Canada, 2012. Available: https://www.conferenceboard. 
ca/(X(1)S(o0tbn0gcx25jzpaqruaz1iei))/CASHC/research/2012/ 
homecommunitycare.aspx?AspxAutoDetectCookieSupport=1

 5 Do EK, Cohen SA, Brown MJ. Socioeconomic and demographic 
factors modify the association between informal caregiving and 
health in the sandwich generation. BMC Public Health 2014;14:362.

 6 Finance OMo. Ontario Population Projections Update, 2019- 
2046, 2010. Available: http://www.fin.gov.on.ca/en/economy/ 
demographics/projections/#S3c

 7 Shultz JM, Cooper JL, Baingana F, et al. The role of fear- related 
behaviors in the 2013- 2016 West Africa Ebola virus disease outbreak. 
Curr Psychiatry Rep 2016;18:104.

 8 Greenberg NE, Wallick A, Brown LM. Impact of COVID- 19 pandemic 
restrictions on community- dwelling caregivers and persons with 
dementia. Psychol Trauma 2020;12:S220–1.

 9 Covens L, Simac A. Oxfam Omni report, 2020: Contract No.: 82309- 
002.

 10 CDC. Coronavirus disease 2019 (COVID- 19): centers for disease 
control and prevention, 2020. Available: https://www.cdc.gov/ 
coronavirus/2019-ncov/daily-life-coping/managing-stress-anxiety. 
html#stressful [Accessed 16 April 2020].

 11 Dong L, Bouey J. Public mental health crisis during COVID- 19 
pandemic, China. Emerg Infect Dis 2020.

 12 Tucci V, Moukaddam N, Meadows J, et al. The forgotten plague: 
psychiatric manifestations of Ebola, Zika, and emerging infectious 
diseases. J Glob Infect Dis 2017;9:151–6.

 13 Mak IWC, Chu CM, Pan PC, et al. Long- term psychiatric morbidities 
among SARS survivors. Gen Hosp Psychiatry 2009;31:318–26.

 14 Palaiodimos L, Kokkinidis DG, Li W, et al. Severe obesity, increasing 
age and male sex are independently associated with worse in- 
hospital outcomes, and higher in- hospital mortality, in a cohort 
of patients with COVID- 19 in the Bronx, New York. Metabolism 
2020;108:154262.

 15 Tadiri CP, Gisinger T, Kautzy- Willer A, et al. The influence of sex 
and gender domains on COVID- 19 cases and mortality. CMAJ 
2020;192:E1041–5.

 16 Ysseldyk R, Kuran N, Powell S, et al. Self- reported health impacts of 
caregiving by age and income among participants of the Canadian 
2012 General social survey. Health Promot Chronic Dis Prev Can 
2019;39:169–77.

 17 Markbreiter J, Buckley P. CVD advocacy toolkit; 2016.
 18 Kapilashrami A, Hankivsky O. Intersectionality and why it matters to 

global health. Lancet 2018;391:2589–91.
 19 Collins P, Bilge S. Intersectionality. Cambridge Polity Press; 2020.
 20 Bauer GR. Incorporating intersectionality theory into population 

health research methodology: challenges and the potential to 
advance health equity. Soc Sci Med 2014;110:10–17.

 21 Bowleg L. The problem with the phrase women and minorities: 
intersectionality- an important theoretical framework for public health. 
Am J Public Health 2012;102:1267–73.

 22 WHO. Communicable disease surveillance and response systems: 
guide to monitoring and evaluating. Geneva; 2006.

 23 Canada S. Immigration and Ethnocultural diversity in Canada; 2013.
 24 Rote S, Moon H. Racial/Ethnic differences in caregiving frequency: 

does immigrant status matter? J Gerontol B Psychol Sci Soc Sci 
2016;73:1008–98.

 25 McDonald J, Swami N, Pope A, et al. Caregiver quality of life in 
advanced cancer: qualitative results from a trial of early palliative 
care. Palliat Med 2018;32:69–78.

 26 Edwards VJ, Bouldin ED, Taylor CA, et al. Characteristics and 
Health Status of Informal Unpaid caregivers - 44 States, District of 
Columbia, and Puerto Rico, 2015- 2017. MMWR Morb Mortal Wkly 
Rep 2020;69:183–8.

 27 Rote SM, Moon H, Kent R. Racial/Ethnic differences in caregiving 
frequency: does immigrant status matter? J Gerontol B Psychol Sci 
Soc Sci 2018;73:1088–98.

 28 Parry M, Bjørnnes A, Nickerson N. Family carers and COVID- 19: 
a rapid integrated mixed methods systematic review. Ottawa, ON: 
Canadian Institutes of Health Research, 2020. https://cihr-irsc.gc.ca/ 
e/52072.html

 29 Canada S. Immigration and Ethnocultural diversity in Canada, 
2011: Contract No.: 99- 010- X2011001.

 30 CIHR. On- Line Training Modules: Integrating Sex & Gender in Health 
Research: Canadian Institutes of Health Research, 2017. Available: 
http://www.cihr-irsc.gc.ca/e/49347.html

 31 Kent EE, Ornstein KA, Dionne- Odom JN. The family caregiving crisis 
meets an actual pandemic. J Pain Symptom Manage 2020;60:e66–9.

 32 Jahanshahi AA, Dinani MM, Madavani AN, et al. The distress of 
Iranian adults during the Covid- 19 pandemic - More distressed 
than the Chinese and with different predictors. Brain Behav Immun 
2020;87:124–5.

 33 Rossi R, Socci V, Talevi D, et al. COVID- 19 pandemic and lockdown 
measures impact on mental health among the general population in 
Italy. An N=18147 web- based survey. Front Psychiatry 2020;11:790.

 34 Stanhewicz AE, Wenner MM, Stachenfeld NS. Sex differences 
in endothelial function important to vascular health and overall 
cardiovascular disease risk across the lifespan. Am J Physiol Heart 
Circ Physiol 2018;315:H1569–88.

 35 Bouchard K, Greenman PS, Pipe A, et al. Reducing caregiver distress 
and cardiovascular risk: a focus on caregiver- patient relationship 
quality. Can J Cardiol 2019;35:1409–11.

 36 Klein SL, Dhakal S, Ursin RL, et al. Biological sex impacts COVID- 19 
outcomes. PLoS Pathog 2020;16:e1008570.

 37 CIHR. What a difference sex and gender make: a gender, sex and 
health research casebook: Canadian Institutes of health research, 
2012. Available: http://www.cihr-irsc.gc.ca/e/documents/What_a_ 
Difference_Sex_and_Gender_Make-en.pdf

 38 Sinha M. Spotlight on Canadians: results from the general social 
survey. portrait of caregivers. Report No.: ISBN 978- 1- 100- 22502- 9 
Contract No.: 89- 652- X. No. 001; 2013.

 39 Lacey RE, McMunn A, Webb E. Informal caregiving patterns 
and trajectories of psychological distress in the UK household 
longitudinal study. Psychol Med 2019;49:1652–60.

 40 Swinkels J, Tilburg Tvan, Verbakel E, et al. Explaining the gender gap 
in the caregiving burden of partner caregivers. J Gerontol B Psychol 
Sci Soc Sci 2019;74:309–17.

 41 Canadian Institute for Health Information. 1 in 3 unpaid caregivers in 
Canada are distressed [story] [Accessed 29 Nov 2022].

 42 Berthelot N, Lemieux R, Garon- Bissonnette J, et al. Uptrend in 
distress and psychiatric symptomatology in pregnant women during 
the coronavirus disease 2019 pandemic. Acta Obstet Gynecol Scand 
2020;99:848–55.

 43 Carbado DW, Crenshaw KW, Mays VM, et al. Intersectionality: 
mapping the movements of a theory. Du Bois Rev 2013;10:303–12.

 44 LHIN. Caregiver support framework. Toronto, 2018.
 45 CIHR. Strategy for patient- oriented research capacity development 

framework, 2015. Canadian Institutes of health research. Available: 
http://www.cihr-irsc.gc.ca/e/49307.html

 46 CIHR. Strategy for patient- oriented research patient engagement 
framework, 2015. Canadian Institutes of health research. Available: 
http://www.cihr-irsc.gc.ca/e/48413.html

 47 Purdie- Vaughns V, Eibach RP. Intersectional invisibility: the distinctive 
advantages and disadvantages of multiple subordinate- group 
identities. Sex Roles 2008;59:377–91.

 48 Mena E, Bolte G, ADVANCE GENDER Study Group. Intersectionality- 
based quantitative health research and sex/gender sensitivity: a 
scoping review. Int J Equity Health 2019;18:199.

 49 Trahan A. Qualitative research and intersectionality. Crit Criminol 
2011;19:1–14.

 50 Freid L. A planning framework for improving supports to caregivers. 
Toronto, ON, 2017.

 51 IAP2. IAP2 spectrum of public participation: IAP2 International 
Federation, 2018. Available: https://cdn.ymaws.com/www.iap2.org/ 
resource/resmgr/pillars/Spectrum_8.5x11_Print.pdf

 52 Sharma A, Minh Duc NT, Luu Lam Thang T, et al. A consensus- based 
checklist for reporting of survey studies (cross). J Gen Intern Med 
2021;36:3179–87.

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0002-6941-1380
http://orcid.org/0000-0002-3624-5806
http://orcid.org/0000-0002-5356-3873
http://orcid.org/0000-0002-6159-0628
http://dx.doi.org/10.1016/j.jhealeco.2010.08.007
https://www.conferenceboard.ca/(X(1)S(o0tbn0gcx25jzpaqruaz1iei))/CASHC/research/2012/homecommunitycare.aspx?AspxAutoDetectCookieSupport=1
https://www.conferenceboard.ca/(X(1)S(o0tbn0gcx25jzpaqruaz1iei))/CASHC/research/2012/homecommunitycare.aspx?AspxAutoDetectCookieSupport=1
https://www.conferenceboard.ca/(X(1)S(o0tbn0gcx25jzpaqruaz1iei))/CASHC/research/2012/homecommunitycare.aspx?AspxAutoDetectCookieSupport=1
http://dx.doi.org/10.1186/1471-2458-14-362
http://www.fin.gov.on.ca/en/economy/demographics/projections/#S3c
http://www.fin.gov.on.ca/en/economy/demographics/projections/#S3c
http://dx.doi.org/10.1007/s11920-016-0741-y
http://dx.doi.org/10.1037/tra0000793
https://www.cdc.gov/coronavirus/2019-ncov/daily-life-coping/managing-stress-anxiety.html#stressful
https://www.cdc.gov/coronavirus/2019-ncov/daily-life-coping/managing-stress-anxiety.html#stressful
https://www.cdc.gov/coronavirus/2019-ncov/daily-life-coping/managing-stress-anxiety.html#stressful
http://dx.doi.org/10.4103/jgid.jgid_66_17
http://dx.doi.org/10.1016/j.genhosppsych.2009.03.001
http://dx.doi.org/10.1016/j.metabol.2020.154262
http://dx.doi.org/10.1503/cmaj.200971
http://dx.doi.org/10.24095/hpcdp.39.5.01
http://dx.doi.org/10.1016/S0140-6736(18)31431-4
http://dx.doi.org/10.1016/j.socscimed.2014.03.022
http://dx.doi.org/10.2105/AJPH.2012.300750
http://dx.doi.org/10.1093/geronb/gbw106
http://dx.doi.org/10.1177/0269216317739806
http://dx.doi.org/10.15585/mmwr.mm6907a2
http://dx.doi.org/10.15585/mmwr.mm6907a2
http://dx.doi.org/10.1093/geronb/gbw106
http://dx.doi.org/10.1093/geronb/gbw106
https://cihr-irsc.gc.ca/e/52072.html
https://cihr-irsc.gc.ca/e/52072.html
http://www.cihr-irsc.gc.ca/e/49347.html
http://dx.doi.org/10.1016/j.jpainsymman.2020.04.006
http://dx.doi.org/10.1016/j.bbi.2020.04.081
http://dx.doi.org/10.3389/fpsyt.2020.00790
http://dx.doi.org/10.1152/ajpheart.00396.2018
http://dx.doi.org/10.1152/ajpheart.00396.2018
http://dx.doi.org/10.1016/j.cjca.2019.05.007
http://dx.doi.org/10.1371/journal.ppat.1008570
http://www.cihr-irsc.gc.ca/e/documents/What_a_Difference_Sex_and_Gender_Make-en.pdf
http://www.cihr-irsc.gc.ca/e/documents/What_a_Difference_Sex_and_Gender_Make-en.pdf
http://dx.doi.org/10.1017/S0033291718002222
http://dx.doi.org/10.1093/geronb/gbx036
http://dx.doi.org/10.1093/geronb/gbx036
http://dx.doi.org/10.1111/aogs.13925
http://dx.doi.org/10.1017/S1742058X13000349
http://www.cihr-irsc.gc.ca/e/49307.html
http://www.cihr-irsc.gc.ca/e/48413.html
http://dx.doi.org/10.1007/s11199-008-9424-4
http://dx.doi.org/10.1186/s12939-019-1098-8
http://dx.doi.org/10.1007/s10612-010-9101-0
https://cdn.ymaws.com/www.iap2.org/resource/resmgr/pillars/Spectrum_8.5x11_Print.pdf
https://cdn.ymaws.com/www.iap2.org/resource/resmgr/pillars/Spectrum_8.5x11_Print.pdf
http://dx.doi.org/10.1007/s11606-021-06737-1


8 Parry M, et al. BMJ Open 2023;13:e070374. doi:10.1136/bmjopen-2022-070374

Open access 

 53 Moher D, Shamseer L, Clarke M, et al. Preferred reporting items for 
systematic review and meta- analysis protocols (PRISMA- P) 2015 
statement. Syst Rev 2015;4:1.

 54 Staniszewska S, Brett J, Simera I, et al. GRIPP2 reporting checklists: 
tools to improve reporting of patient and public involvement in 
research. BMJ 2017;358:1–7.

 55 SPOR. Recommendations on patient engagement compensation; 
2018.

 56 Foster ED, Deardorff A. Open science framework (OSF). JMLA 
2017;105:203–6.

 57 Valerio MA, Rodriguez N, Winkler P, et al. Comparing two sampling 
methods to engage hard- to- reach communities in research priority 
setting. BMC Med Res Methodol 2016;16:146.

 58 Bowleg L, Bauer G. Invited reflection: quantifying intersectionality. 
Psychology of Women Quarterly 2016;40:337–41.

 59 White RG, Lansky A, Goel S, et al. Respondent driven sampling--
where we are and where should we be going? Sex Transm Infect 
2012;88:397–9.

 60 Wejnert C, Heckathorn DD. Web- based network sampling. Sociol 
Methods Res 2008;37:105–34.

 61 Pozzar R, Hammer MJ, Underhill- Blazey M, et al. Threats of Bots 
and other bad actors to data quality following research participant 
recruitment through social media: cross- sectional questionnaire.  
J Med Internet Res 2020;22:e23021.

 62 Griffin M, Martino RJ, LoSchiavo C, et al. Ensuring survey 
research data integrity in the era of Internet bots. Qual Quant 
2022;56:2841–52.

 63 Storozuk A, Ashley M, Delage V, et al. Got Bots? Practical 
recommendations to protect online survey data from BOT attacks. 
TQMP 2020;16:472–81.

 64 Betini RSD, Hirdes JP, Curtin- Telegdi N, et al. Development and 
validation of a screener based on interRAI assessments to measure 
informal caregiver wellbeing in the community. BMC Geriatr 
2018;18:310.

 65 interRAI. Speaking the same language for high quality care, 2020. 
interRAI. Available: https://www.interrai.org/

 66 Pelletier R, Ditto B, Pilote L. A composite measure of gender and 
its association with risk factors in patients with premature acute 
coronary syndrome. Psychosom Med 2015;77:517–26.

 67 Pelletier R, Khan NA, Cox J, et al. Sex versus gender- related 
characteristics. J Am Coll Cardiol 2016;67:127–35.

 68 CCHS. Canadian community health survey [Total Household Income 
and Low Income Cut- Offs], 2022. CCHS. Available: https://www. 
statcan.gc.ca/en/survey/household/3226

 69 StatsCanada. Place of birth, generation status, citizenship and 
immigration reference guide, census of population, 2016: statistics 
Canada, 2017. Available: https://www12.statcan.gc.ca/census- 
recensement/2016/ref/guides/007/98-500-x2016007-eng.cfm

 70 Canadian Institute for Health Information. Proposed standards for 
Race- Based and Indigenous identity data collection and health 
reporting in Canada. Ottawa, ON: CIHI, 2020.

 71 Cohen SA, Sabik NJ, Cook SK, et al. Differences within 
differences: gender inequalities in caregiving intensity vary by 
race and ethnicity in informal caregivers. J Cross Cult Gerontol 
2019;34:245–63.

 72 Rouhani S. Intersectionality- informed quantitative research: a primer. 
Institute for Intersectionality Reseach and Policy, 2014.

 73 Canada Go. Tri- Council policy statement ethical conduct for research 
involving humans. Ottawa, ON, 2018.

http://dx.doi.org/10.1186/2046-4053-4-1
http://dx.doi.org/10.1136/bmj.j3453
http://dx.doi.org/10.5195/jmla.2017.88
http://dx.doi.org/10.1186/s12874-016-0242-z
http://dx.doi.org/10.1177/0361684316654282
http://dx.doi.org/10.1136/sextrans-2012-050703
http://dx.doi.org/10.1177/0049124108318333
http://dx.doi.org/10.1177/0049124108318333
http://dx.doi.org/10.2196/23021
http://dx.doi.org/10.2196/23021
http://dx.doi.org/10.1007/s11135-021-01252-1
http://dx.doi.org/10.20982/tqmp.16.5.p472
http://dx.doi.org/10.1186/s12877-018-0986-x
https://www.interrai.org/
http://dx.doi.org/10.1097/PSY.0000000000000186
http://dx.doi.org/10.1016/j.jacc.2015.10.067
https://www.statcan.gc.ca/en/survey/household/3226
https://www.statcan.gc.ca/en/survey/household/3226
https://www12.statcan.gc.ca/census-recensement/2016/ref/guides/007/98-500-x2016007-eng.cfm
https://www12.statcan.gc.ca/census-recensement/2016/ref/guides/007/98-500-x2016007-eng.cfm
http://dx.doi.org/10.1007/s10823-019-09381-9

	Mental health and well-being of unpaid caregivers: a cross-sectional survey 
protocol
	Abstract
	Introduction
	Intersectionality and good health
	Race and ethnicity
	Sex and gender
	Evidence gap

	Objectives
	Methods and analysis
	Sample
	Procedure and measures
	Sample size
	Data analysis
	Patient and public involvement

	Ethics and dissemination
	References


