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All for One, One for All
Cover illustration by Alexandre Gontier

Now more than ever have we learned the health of an individual to be 
integral to the health of an entire population. As public and global health 
continue to evolve, we wish to highlight the lessons of solidarity and 
equity that are at the heart of this field’s strengths.
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McGill University is situated on the traditional territory of the Kanien’ke-
hà:ka, a place which has long served as a site of meeting and exchange 
amongst nations. We recognize and respect the Kanien’kehà:ka as the 
traditional custodians of the lands and waters on which this journal was 
produced.
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Dear Reader,

We are pleased to present to you the eleventh volume of the McGill Journal of Global Health. Founded in 2011, 
the journal saw its birth in the wish to showcase the highest caliber of student work in public and global health 
being conducted on campus. This year, the editorial board has continued to carry out this vision of empowering 
student discourse on emerging health inequities, and making strides to solidify the journal’s unique platform for 
global health dialogue.

Volume XI features engaging pieces ranging from policy recommendations on refugee healthcare; critical lenses 
on global health education at home and abroad; and qualitative studies on global sexual health. In putting together 
this issue, we aimed as always to promote articles offering new and thoughtful perspectives on global health 
challenges, and to reflect the vibrancy of student engagement on campus surrounding global health.

We wish to acknowledge the many faces behind this work and who have shaped the journal into what it is today. 
This year’s issue has been above all the fruit of the labor of our editorial board: Megan, Aïché, Quinta, Jimmy 
and Maahir. We also thank all of our authors for their patience and commitment; our faculty reviewers for their 
invaluable time and insights; the McGill Global Health Programs for their unwavering support of the journal; and 
especially Christine DeSantis, for her dedication to this publication and the making of this issue.

We thank you for taking the time to read the McGill Journal of Global Health and for your support.

Sincerely,

The MJGH Editorial Board (2021-2022)
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Abstract

The Interim Federal Health Program (IFHP) was initiated in 1957 by the Canadian government 
to provide basic health insurance for refugees and refugee claimants. After a series of budget 
cuts in 2012 and reinstatement of services in 2016, the IFHP has been met with confusion 
by healthcare professionals. Complex administrative processes have led to reluctance in 
providing care for refugees, including refugee claimants, by various healthcare providers. 
Refugees already face several barriers that hinder their ability to access care. Given the lack of 
awareness around the IFHP amongst professionals, this paper outlines recommendations and 
actionable steps for various key stakeholders to improve their knowledge of and commitment 
to the IFHP. Potential strategies include advocating for a simplified administrative process, 
holding government officials accountable for poor policy implementation, and enlisting the 
help of civil society organizations to raise awareness about the IFHP. These interventions are 
the first step in ensuring that the values of equity and multiculturalism are embraced in the 
healthcare system.

Keywords: refugee health, minority health, health policy, recommendations

Across the world, millions of refugees leave their homes in 
search of new ones, free from slavery, war, and persecution. 
Canada has been at the forefront of providing a safe haven 
for many refugees over the decades (1). In 2019 alone, there 
were over 60,000 people that claimed refugee status in 
Canada (2). The Interim Federal Health Program (IFHP) was 
initiated in 1957 to provide basic health insurance for the 
vulnerable refugee and refugee claimant populations. The 
IFHP covered basic healthcare (i.e., in-patient and out-patient 
care, services from licensed healthcare professionals in 
Canada, and limited prescription drug coverage) for refugees 
and refugee claimants in the period before they received full 
provincial healthcare support (3). 

As of 2012, large cuts to the IFHP services and budget were 
introduced by the Canadian Conservative government, which 
severely impacted the coverage of crucial healthcare services 
for many refugees and refugee claimants. The IFHP cuts 
prevented many refugees with chronic and life-threatening 
conditions from receiving medication and care for their 
treatment (4). These cuts were deemed to be in violation of 

the Canadian Charter of Rights and Freedoms and were seen 
to be a consequence of the othering narrative constructed 
towards refugees by government officials and media sources 
(4). In response to reduced funding and cuts in IFHP services, 
many healthcare workers and civil society organizations 
(CSOs) such as Canadian Doctors for Refugees (CDR) and 
Canadian Council for Refugees (CCR) launched nation-wide 
protests and legal challenges to the federal government (5). In 
response, some changes such as cuts to supplementary care 
(i.e. vision and dental services) and the IFHP’s limited drug 
coverage were reversed in 2014, leaving behind an aftermath 
of confusion among healthcare workers, organizations, and 
refugees themselves about the workings of the program (6). 

Key Stakeholders involved with IFHP

When analyzing the IFHP, it is important to consider the 
role of different stakeholders in this program. From previous 
research, four main groups of stakeholders have been 
identified (5):

Background
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1. Refugees:

Refugees are people who are forced to flee from persecution 
and who are located outside of their home country. Refugee 
claimants are people who are asking for protection, but their 
refugee status has not yet been decided by the Immigration 
and Refugee Board (IRB) (7). For the purposes of brevity 
referring to the research in this paper, we will be using the term 
refugees to refer to all of these populations homogeneously.
These groups of individuals generally have poorer health 
statuses, often having various acute and chronic diseases 
like malaria, hepatitis, nutritional deficiencies, diabetes, and 
hypertension (8). However, their access to healthcare is 
dependent on the practitioner’s knowledge of the IFHP, not 
by their need for it. Refusal of practitioners to treat refugees 
not only leads to poor health outcomes in the short-term, 
but also has a long-lasting impact on the patients, such as 
making them less likely to seek out help from practitioners in 
the future (9).    

2. Healthcare Professionals 

Healthcare professionals have a duty to treat patients in need 
of urgent care regardless of their country of origin, residency 
status, or their ability to pay (10). However, in practice, this 
does not seem to be the case. To cater to patients that are 
covered by the IFHP, healthcare professionals must first 
become registered providers under Medavie Blue Cross 
(MBC), an insurance company that administers governmental 
programs. At each visit, professionals must ensure that 
patients are covered by the IFHP by verifying documentation 
such as the Interim Federal Health Certificate of Eligibility 
(IFHC) or a Refugee Protection Claimant Document (RPCD) 
(11). If this documentation is not provided or if patients have 
any private insurance that can cover even minimal costs 
associated with healthcare, they are considered ineligible 
for the IFHP and would have to pay for services out-of-
pocket. Once they pay out-of-pocket, there are currently no 
systems in place for MBC to reimburse the patients directly 
for the cost of these services. If patients are deemed eligible, 
healthcare providers must submit claim forms to MBC within 
six months of providing services to receive reimbursements 
for their services, a process that can take another month. 
The additional paperwork and time commitment involved 
in registering for the IFHP, along with waiting to receive 
reimbursement, has resulted in some clinics refusing patients 
with IFHP coverage (12). 

This reluctance to provide care has only been compounded 
by a lack of comprehension surrounding the IFHP. On 
interviewing healthcare professionals in Hamilton, Canada, 
one study found that many practitioners were reluctant 
to take patients covered by the IFHP due to the increased 
paperwork and lack of knowledge surrounding the program 
(13). Another study examined the extent of the lack of 
knowledge that healthcare practitioners in Montreal, 

Canada, had about refugee health. Results of the survey 
they conducted shows that 39% of the practitioners did not 
get a single answer (out of the three multi-part questions) 
correct (12). As such, these alarming statistics bring to light 
that the first problem that must be tackled to better refugee 
healthcare is providing healthcare workers with accurate and 
accessible information about the IFHP. 

3. Government Officials and Policy Makers

Government officials have one of the largest influences in the 
decision-making process on the delivery and accessibility of 
healthcare. Many policy makers were the subject of scrutiny 
by healthcare workers and CSOs after the 2012 IFHP cuts 
were made. However, even after the reforms in 2014, policy 
makers have constructed an overly complex system and 
have rolled out substandard implementation procedures. 
Moreover, there has been an absence of accountability in 
policy implementation, and more specifically in information 
circulation surrounding the policy, as indicated by the poor 
uptake of knowledge about the IFHP system by healthcare 
workers (12, 13).  

4. Civil Society Organizations (CSOs) 

CSOs dedicated to refugees, such as the CCR, provide services 
to refugees through settlement aid, and activities to welcome 
newcomer families into the community. The organizations 
also advocate for refugee rights, and promote refugee 
participation in government decision-making (13). While the 
direct influence of CSOs in policy making vary widely, these 
organizations are extremely valuable for increasing awareness 
through social media and media relations that can get the 
attention of more influential stakeholders to take action (14).

Most recommendations thus far for IFHP implementation 
are geared towards physicians or government officials (10, 
15) or are long-term policy-level recommendations (5) at 
the population level. The lack of awareness that healthcare 
workers, organizations, and government officials have 
about the IFHP in terms of their legal and ethical duties is 
astounding (12, 16). Effective dissemination of information 
and awareness-raising is needed before any systemic changes 
can take place. These actions necessitate the inclusion of other 
groups such as civil society organizations. These organizations 
are involved in the settlement, sponsorship and protection 
of refugees and immigrants and are committed to the rights 
and protection of refugees and other vulnerable migrants in 
Canada and around the world. Our article consolidates and 
expands on previously made recommendations and outlines 
novel suggestions aimed at key stakeholders involved in the 
provision of healthcare access for refugees.

Barriers in Healthcare for Refugees
The current Canadian healthcare system is built on the 
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principle that the need for healthcare, not the ability to pay for 
it, dictates access to healthcare services. At a policy level, the 
IFHP is aligned with this principle. The IFHP aims to provide 
health services free of charge for all refugees. However, in 
practice, IFHP implementation has been far from equitable. 
Refugees already face various barriers in healthcare that 
are further exacerbated by the confusions surrounding the 
IFHP. We have identified three main themes in the hurdles 
that refugees must overcome in order to access healthcare: 
communication, administrative, and socio-political barriers.

Communication Barriers

Refugees face an information deficit around the topic 
of health insurance and coverage when they attempt to 
access the healthcare services available to them. There has 
not been any significant communication directed to the 
providers, refugee lawyers, refugee-serving organizations, 
or the refugees themselves, even after the changes from 
2012 to 2016 (17). There have been no additional efforts or 
guidelines implemented by the government to disseminate 
this vital information, even though the IFHP directly impacts 
healthcare access to refugees. 

Although refugees may successfully sign up for the IFHP on 
landing, many refugees do not know how to provide proper 
documentation for the use of this program and struggle 
to find willing healthcare providers that are registered to 
MBC. Additionally, there has been little to no funding for 
interpretation services for refugees. A scarcity of access to 
same-language workers that are the first point of contact for 
refugees entering into Canada, like Canadian Border Services 
Agents and settlement workers has left many refugees with 
unanswered questions and unmet needs (9).

Administrative Barriers

Gaining insurance with the IFHP is not automatic upon 
landing in Canada. In addition to many post-migratory stress 
factors including finances, housing, and loss of support 
networks, individuals must also apply for this coverage by 
the IFHP. They must complete the requisite forms correctly 
and have legal documents sent to the Immigration, Refugees 
and Citizenship Canada (IRCC) office either online or through 
mail, all while facing language barriers in an unfamiliar 
country (9). Many refugees have reported being turned away 
by community health clinics because they simply do not 
meet enrollment requirements such as adequate proof of 
identifying documents or evidence that the individuals reside 
within the clinic’s prescribed geographical radar (15). 

After a waiting period of three months since landing, 
refugees with the exception of refugee-claimants are eligible 
for provincial insurance – a process that echoes similar 
administrative barriers. In light of the COVID-19 pandemic, 

provincial governments temporarily waived the waiting 
period, allowing for uninsured refugees to receive testing and 
treatment for the pandemic (9). However, it is unclear if this 
change in policy will be retained for urgent care even after 
the pandemic.

Social-Political Barriers

Even with multiculturalism at the center of the Canadian 
identity, an othering discourse has persisted in contemporary 
society. The perception of refugees as foreign or unwanted 
in Canada has resulted in a refusal of full provincial coverage 
upon arrival and widening the gaps between them and the 
Canadian population. With the media portraying bogus 
refugees as line jumpers to gain entry into Canada, programs 
such as the IFHP have been poorly implemented and have 
been fraught with budget cuts, overly complex administrative 
processes, and very little information dissemination (18). 

Furthermore, the denial of healthcare services to refugee 
patients coupled with a lack of mandatory cultural training 
for healthcare professionals has been detrimental to the 
quality of life of refugees. These factors combined explain 
how providers refuse new refugee clients given the increased 
paperwork and new reimbursement processes (6). 

Recommendations for Stakeholders

Government Officials

1. Government officials must reduce the complexity of the 
IFHP.

Every aspect of the IFHP from eligibility, coverage, service 
provision to reimbursements are plagued with confusion 
from both patients and professionals (6). Government 
officials must streamline IHFP claims processes for patients, 
CSOs, organizations, and professionals. Some steps may 
include every refugee or refugee claimant automatically being 
eligible for the IFHP (instead of needing them to first apply 
to the IRCC) and creating one piece of documentation that 
refugees can use to prove their identity, residency status, as 
well as their insurance coverage. While it is unlikely that they 
can use a single application to apply for both IFHP (federal) 
and provincial insurance, both applications must be provided 
at the same time with clear instructions on submission steps. 

Ultimately, reducing the complexity of the IFHP is only a band-
aid solution to combat the confusion and barriers faced by 
refugees to access healthcare. In the long term, government 
officials must aim to provide refugees with provincial health 
insurance cards on landing in Canada. This would eliminate 
the need for having providers sign up with MBC, bill a 
separate company, and thus increase access to physicians 
for refugees. The provincial governments may then bill the 
federal government for the services provided, which would 
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reduce the complexity in administrative processes. 

2. Governmental bodies must effectively disseminate 
information for refugees.

Professionals in the government should help refugees 
and refugee claimants integrate into the new country by 
effectively disseminating information. This could be achieved 
through improving their websites. Remodeling current 
websites to increase clarity, making in-built translations of 
that website in several common languages, and having a chat 
function or helpline that can assist clients one-to-one get 
answers to queries that otherwise would be harder to access.

Governmental bodies must use traditional social media 
platforms as they have been shown to be an effective tool 
to drive awareness and educate patients who may not 
have high health literacy (19, 20). As many refugees and 
refugee claimants themselves often have low levels of health 
literacy (9), multilingual campaigns with posters, videos, and 
information sheets on social networking sites or forums 
that refugees use will greatly help disseminate important 
information such as locations for support, resources for filling 
out applications, and answering frequently asked questions.

3. Governmental bodies must effectively disseminate 
information for healthcare providers.

Similarly, directives to healthcare providers must be simple 
and easy to understand. It is the responsibility of the 
government to ensure that information about their social 
programs are being dispersed to physicians. Currently, the 
IFHP handbook for professionals is twenty-five pages long 
and details eligibility of clients, reimbursement processes, 
auditing information, and terms and conditions for different 
specialties including primary healthcare, and dental and 
vision coverage. Even with this comprehensive handbook, 
literature has shown that the knowledge of refugee health 
in Canadian healthcare workers is alarmingly low (12, 13). 
The key points of the handbook must be summarized into 
key points in deliverables, which must then be distributed to 
primary care physicians (such as family health teams or walk-
in clinics). Additionally, workshops regarding the same must 
also be made available in primary care physician circles. This 
can be achieved through a collaboration between the IRCC, 
provincial governments, and the MBC to increase knowledge 
provision in healthcare providers.

4. Government officials must adopt a “Health in all Policies” 
approach.

While the above recommendations help tackle specific 
issues faced by refugees in Canada, the federal government 
must adopt a cohesive and synergistic approach for refugee 
healthcare. The “Health in all Policies” (HiAP) approach 
carefully considers all health and social implications of any 

policy and aims to minimize harm to the population (21).  
Downstream consequences, both direct and unintended, are 
carefully examined and concerns are addressed before any 
policy is passed. One crucial aspect of the HiAP is the attention 
to root causes of poor health, which include poor physical 
infrastructure (e.g. hospitals, centers for refugee information, 
etc.) and accessibility to services and supports (21). Adopting 
a HiAP framework during the genesis of refugee health policy 
would have ensured that  proper infrastructure and funds 
were in place to reduce administrative, communication, and 
socio-political barriers. This approach, for example, would 
recognize that increased migration and cultural diversity can 
lead to reduced access to care and poor health outcomes 
due to cultural and language barriers. Therefore, it would 
have prompted potential solutions to ensure increased 
funding of community translators and culture-specific system 
navigators and the passing of anti-discriminatory legislation 
preemptively (21). There are large gaps between providing 
healthcare for refugees on paper and the reality of it (15). 
Therefore, officials must adopt the HiAP framework to bridge 
this gap in future policy making.

5. Government officials must increase funds for refugee 
health. 

Lastly, government officials must increase funding for the IFHP 
to accomplish the above recommendations about effective 
policy implementation, information dissemination about the 
IFHP, and interpretive services. This must also include having 
public grants for CSOs that are often underfunded and rely on 
private donations in order to help this vulnerable population.

Physicians and Practicing Professionals

1. Professionals must educate themselves and their peers. 

Professionals must keep informed on the policies regarding 
IFHP by engaging with educational sessions provided by 
governmental bodies within their professional communities 
on the topics of cultural competency, refugee health, and the 
IFHP. As knowledge sharing was one of the primary reasons 
physicians cited for using social media (22, 23), they must 
use their platforms to then share information about training 
workshops as well as about resources about refugee health 
produced by CSOs, MBC and other organizations.

Additionally, it is the responsibility of educational institutions 
in Canada to provide their graduates with knowledge of 
the healthcare policies and programs in place, including the 
IFHP. Currently, there is no literature describing the level 
of knowledge of refugee health in professional educational 
programs. The benefit of educating budding professionals 
before the completion of their training is two-fold. Many 
of these trainees work at various hospitals, clinics, and 
counseling sites during their training years, which could inform 
more practitioners about registering as MBC providers. It 
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would also be beneficial to have future professionals already 
familiar with the challenges faced by refugees so that they 
are able to provide informed and culturally competent care.

2. Professionals must hold each other accountable.

They must ensure that their peers in the hospitals, clinics, 
and pharmacies they work at are registered under MBC. In 
addition to using social media, they must use professional 
channels such as the hospital administration and conferences 
to urge other practitioners to become MBC providers 
themselves. Health professionals must further put into place 
measures of accountability so that refusing patients based 
on residency or insurance status has negative consequences 
(such as financial deductions or legal consequences) that hold 
them accountable.

3. Professionals must try to provide culturally sensitive care.

Many refugees have described how culturally insensitive 
interactions with the healthcare system deter them from 
seeking out care in the future, which has further led to poor 
health outcomes (9). Cultural competency training has shown 
to have positive impacts on patient satisfaction, health 
outcomes, and physician knowledge (24-26). This training 
should be mandatory and must equip practitioners with 
strategies to provide care for people from different cultures 
with limited knowledge of English or French, reflection 
spaces to detect one’s own biases, and first-hand stories 
from refugees. In addition to attending mandatory training, 
professionals must ensure that they are able to provide some 
level of same-language care. A systematic review on the impact 
of language interpreters in a healthcare setting showed that 
the presence of interpretive services or a bilingual healthcare 
professional positively affected patients’ satisfaction, quality 
of care, and health outcomes (27). Professionals who serve a 
large number of refugees must ensure that they or members 
of their staff can speak languages spoken predominantly 
by refugee populations or have access to interpreters. 
With the scarcity in interpretive services in Canada, it is of 
utmost importance for physicians and all others involved in 
the delivery of care to be comfortable working with culture 
brokers, patients’ families, and CSOs that can aid in culturally-
appropriate care (28). In the long term, professionals must 
advocate for access to interpreters available in the healthcare 
system.

4. Professionals must advocate for the improvement of the 
IFHP.

Physicians can advocate for individual patients by ensuring 
that all staff are equipped with the competencies to deal 
with refugees. They must also advocate on an institutional 
level to ensure that all practitioners in their organizations are 
MBC registered providers and at the regional level by calling 
for more funding for refugee health, for example, for more 

interpretive services. To make changes at the policy elevel, 
they must also communicate with government officials and 
authorities through one-on-one discussions, letter writing, 
social media campaigns, and legal procedures - all of which 
were demonstrated when protesting the 2012 cuts to the 
IFHP.

CSOs

1. CSOs must hold cultural competence training workshops. 

Many studies have shown that cultural competence training 
increases professionals’ knowledge, patient satisfaction, and 
mutual understanding between patients and professionals (21 
- 23). Cultural competency training specific to refugee health 
would be very beneficial to make professionals cognizant of 
struggles faced by refugees in navigating various barriers 
to healthcare. Providing these workshops during medical 
school would be especially impactful. This would aid them in 
providing more sensitive care to their patients and prevent 
their patients from feeling othered during their interactions 
with the system. While CSOs have ties with the communities 
that make them well placed to achieve this, they are often 
underfunded. For example, most of the funding for the CCR 
is through private donations and membership fees (29). 
Public grants organized by the government and professional 
institutions would aid in sustaining these organizations.

2. CSOs must connect with local communities.

CSOs must form branches of outreach programs to their local 
communities, especially in areas with high immigrant and 
refugee densities. With the paucity of interpreters, CSOs also 
must try to provide same-language administrative support 
for incoming refugees to combat the communication barriers 
they face. This may also provide opportunities for resettled 
refugees and immigrants to work for the CSOs in helping other 
newcomers to Canada and allow them to form connections 
to prevent the social isolation that many refugees face. Once 
again, it is imperative that there are public grants for these 
refugee serving organizations. 

3. CSOs must advocate for the improvement of the IFHP.

CSOs must use social media campaigns, media relations, 
and governmental ties to call for the improvement of the 
IFHP. They must push for the release of easily accessible 
and informative resources from MBC, simplification of 
the administrative process surrounding application, and 
promotion of the IFHP to hospitals and local community 
partners. Finally, they must advocate for the restoration of 
services provided before the 2012 cuts (30, 31).

Discussion

Our study has contributed two important items to the 
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discussion of the IHFP: common barriers as well as pointed 
recommendations for stakeholders of the IHFP. Refugees 
face communication barriers due to a lack of multilingual 
resources, administrative barriers due to complex application 
processes, and socio-political barriers primarily caused by an 
othering narrative. 

We have also attempted to make concrete recommendations 
based on previous literature to multiple stakeholders to 
address these barriers. Compared to previous studies that 
have made recommendations to combat the inefficiency of 
the IFHP by focusing mainly on physicians or governmental 
bodies (5, 10, 15), we have attempted to consolidate 
recommendations for multiple stakeholders, including CSOs.

Limitations

Although our article provides recommendations and has 
reviewed the literature, there has been no measure of 
effectiveness of programs that provide refugee health 
training related to the IHFP to healthcare professionals. 
This article has also focused primarily to address the most 
common barriers to healthcare access. As such, more 
research is needed into other aspects of refugee experiences 
such as financial stability, impact of the COVID-19 pandemic, 
and consequences of surge in refugee intake (such as the 
2021 Afghanistan refugee crisis (32)) to gain a more holistic 
view of the population. Lastly, the phrase refugees was 
used as a homogenous term even though the population 
is anything but homogenous. It is imperative that future 
research differentiates between different populations of 
refugees so that each population’s voice and unmet needs 
are represented and explored.

Conclusion

The IFHP provides crucial healthcare insurance to the 
thousands of refugees in Canada each year. However, 
research has demonstrated that the gap between coverage 
and the actual access to healthcare is extremely wide. 
Healthcare professionals, CSOs, and government officials 
must work in tandem to provide a more simplified process 
that improves refugee health and integration. CSOs must 
target local communities and raise awareness to tackle 
misinformation and dismantle the othering narrative that 
stigmatizes refugees. Healthcare professionals must engage 
in knowledge uptake and have accountability measures in 
place so that individuals are provided with care regardless 
of their residency status. Finally, government officials 
must bridge the gap between policy writing and policy 
implementation by simplifying the process and adopting 
a HiAP approach when making decisions about refugees. 
Canada and its healthcare system were built on the values 
of equity and embracing multiculturalism. For these values 
to expand beyond performative, the political narratives and 

biases deeply embedded in refugee health policies must be 
reexamined and excised.
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Abstract

This paper presents a participatory qualitative case review of the employment of post-
secondary educated assistants in a global health research program. The research program 
was initiated by a visiting Canadian researcher who was a supervised principal investigator 
exploring disability in Western Zambia. This research was supported by eight paid Zambian 
research assistants (RAs), three of whom participated in the case review. The case review was 
informed by a dialogue in which participants identified and shared their perspectives regarding 
the effects of the employment of RAs in the program. The perspectives of the RAs about the 
effects of their employment were identified as two themes: professional skill acquisition and 
increased quality of life. The perspectives of the visiting researcher regarding the effects of 
the RA employment were identified as four themes: increased productivity, access to skills, 
increased integration in the community, and continuity. From the collective perspective of all 
co-authors, the employment of RAs made this research program more productive, rigorous, 
and equitable while also creating opportunities for Zambian youth. The co-authors recommend 
that global health researchers consider employing post-secondary educated RAs and engage 
in a wider dialogue about expanding and improving this arrangement. These perspectives and 
recommendations have been generated according to a radical, participatory action, research 
tradition that should be taken into account as other members of the global health community 
assess this evidence to inform their own activities.

Keywords: participatory research, Zambia, research production, youth employment

In the scientific literature there has been little discussion of the 
involvement of research assistants in global health research. 
Kingori and Gerrets (1) offer a rare example of an article that 
focuses on research assistants through a critical analysis of 
research practices in global health contexts. It is possible 
that research assistants are considered more frequently as 
a peripheral topic, for example, as one among others in a 
discussion about North-South collegiality (2) or in literature 
that is not identified as part of the global health field (3). 
With global health research often conducted internationally 
and cross-culturally, it could be expected that global 
health researchers would reflect upon their relationships 
to research assistants as have researcher colleagues in 
other fields. For example, members of the anthropology 
community have long been aware of their discipline’s history 
of white male ethnographers from imperial powers relying 
upon the contributions of racialized research assistants (4), 
contributions that have been largely unrecognized in the 
ethnographic publications (5). In social science research 
about the situation of refugees, there has been critical 

reflections about the development of a research economy 
premised on the exploitation of assistants (6). Certainly, the 
lack of attention paid to research assistants in publications 
is one reason to explore the involvement of these important 
contributors to science. 

Regardless of the state of the literature, the incentive to 
write this paper came not from publications but from lived 
experience. The idea was initially conceived by an early career 
global health researcher (Shaun Cleaver [SC]), reflecting back 
to his experiences over a period of five years, during which he 
was a visitor in Zambia and the principal investigator leading a 
research program. The substance of the paper was developed 
collectively by the small group of colleagues, with the visiting 
researcher collaborating with the three most highly involved 
research assistants (Patra Kapolesa [PLK], Akufuna Nalikena 
[LAN], and Malambo Lastford [MLM]). The collaboration to 
produce this paper allowed the co-authors to unpack their 
experiences as individuals and collectively through a case 
review of the employment of post-secondary educated 
research assistants in the research program. The collaboration 
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helped to address a gap in the research process: while the 
visiting researcher was supported by senior colleagues to 
review the dynamics of interacting with research participants 
(7), there was no similar process to support a review of the 
dynamics of interacting with the project’s research assistants.

The aim of this paper is to explore a collective experience 
(the paid employment of post-secondary educated research 
assistants in a global health research program), situate this 
experience into a wider context, and engage in dialogue 
with others in potentially similar circumstances. This paper is 
written by a small group of colleagues who are reviewing their 
own experiences as a case. For the purposes of this paper, 
research assistant is defined intuitively, as a paid member of 
the research team who assists with the implementation of a 
research project that has already been conceptualized and 
proposed.

Background: The Research Program

The research program to which the assistants were employed 
was conducted primarily in Zambia’s Western Province. 
Western Province is one of ten provinces in Zambia, 
geographically isolated from Zambia’s industrial central areas 
by the Kafue National Park. There are no major airports or 
rail lines in the province and the road access connecting 
the province to other parts of the country is poor: the two 
nominally tarred roads that cross provincial boundaries 
have significant stretches that have degraded to dirt tracks. 
Western Province is inhabited by approximately 900,000 
people, with the majority living in rural areas. Among Zambia’s 
ten provinces, Western is consistently ranked among the 
top three for prevalence of both poverty and disability (8-
10). The research program was conducted primarily in two 
communities of Western Province, one in a rural area of the 
outlying Kalabo District, another in a semi-urban area outside 
of Mongu, the province’s largest city.

The research program comprised three phases: 

1) an initial research project, 

2) a community development initiative (informed by the 
initial project), and 

3) a second research project. 

The engagement of research assistants was priority of the 
research program even though the constituent projects had 
relatively small funding envelopes (C$60,000 and C$15,000, 
respectively, for the two research projects). The expenses of 
the second research project were greater than the funding 
envelope; the visiting researcher covered the funding 
shortfall from his personal resources. The visiting researcher 
also self-funded the community development initiative.

The first research project (2014-2016) was conducted as part 
of the visiting researcher’s doctoral dissertation to better 
understand the lived experience of disability in Zambia’s 
Western Province. Data collection for this research included 
39 individual interviews and 8 focus group discussions with a 
total of 81 disability group members in the two communities 
(11). 

The community development initiative that followed the 
first project (2017) entailed problem-solving discussions 
with disability group members in the two communities that 
resulted in the research team facilitating communication with 
government officials and providing a business development 
grant (12).

The second research project (2018-2019) was a component 
of the visiting researcher’s postdoctoral fellowship to explore 
the effects of Zambian disability policies at the community 
level. Data collection for this research included interviews 
with 51 persons with disabilities (or proxy respondent family 
members) in the two communities. 

Post-secondary-educated research assistants were 
incorporated into the research program from the inception. 
Over the course of the five years of the global health research 
program, a total of eight research assistants were employed 
in Western Province. An additional two assistants were 
employed to support the program in Zambia’s capital, Lusaka. 
The Lusaka-based assistants played different roles, and were 
mostly independent, from the team in Western Province. 

At the time of hiring, all research assistants were youth in their 
20s and had completed high school and some post-secondary 
education (either trades college or some university). All 
assistants had either little or no research experience prior to 
joining the project; the assistants were trained by the visiting 
researcher, as part of their work hours, through a training 
program that he devised. 

Five research assistants were employed in 2014, during the 
data collection phase of the first research project. Three of 
the initial five assistants were re-hired in subsequent phases 
of the research program. An additional three assistants were 
employed in 2018 to support the second research project. 
The three research assistants who joined the program in 
2014 and have remained engaged since that time are the 
research assistant co-authors of this paper.

Purpose

The purpose of this case review is to explore the effects of 
the involvement of post-secondary research assistants in a 
research program, from the perspectives of four individuals 
involved with that research program.
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Methods

We were inspired to pursue this inquiry by an ethnographer 
and his long-time research assistant who reflected about 
their relationship and their work through a series of recorded 
reflective conversations (13). Adapting this methodological 
inspiration for a different arrangement (of a researcher 
who had hired multiple assistants in varied roles), we opted 
to conduct a case review, guided by participatory action 
research (PAR) approaches (14, 15) and structured using a 
qualitative research design (16). 

It is important to understand certain characteristics of PAR 
approaches. The core principles of PAR are presented through 
its name: these approaches are collaborative (participatory), 
oriented towards practical purposes (action), pursued 
through a methodical process of study (research). In effect, 
PAR approaches distinguish themselves from “conventional 
research approaches” by their fundamental commitment to a 
democratic process of generating locally-relevant knowledge. 
According to PAR thought leaders Kemmis and McTaggart 
(14),

At its best…[PAR] is a social process of collaborative 
learning realized by groups of people who join together 
in changing the practices through with they interact in a 
shared social world (p. 563).

By definition, PAR approaches entail a blurring of boundaries 
between researchers and participants. These blurred 
boundaries intentionally challenge the social arrangements 
of conventional research, where there are people who are 
knowledgeable in research and responsible for conducting 
the study (the researchers) and others who are being 
researched (the participants or subjects). Nonetheless, in 
some research projects informed by PAR approaches, it could 
be appropriate to have an arrangement that approximates 
these conventional approaches. One example of a more 
conventional arrangement would be a study team composed 
of university-affiliated and community-member researchers 
who conduct research on fellow community members. 
According to a more radical use of  PAR approaches, as used 
in this case review, the boundaries between the researchers 
and the researched are eliminated, such that, “All the 
stakeholders are identified … [and] … are involved fully in all 
aspects of the research process as co-researchers” (15, p. 
492).

For this case review of a research program guided by 
PAR approaches, the stakeholders are the three research 
assistants involved since 2014 (PLK, LAN, and MLM) and 
the visiting researcher (SC). Given the specifics of the PAR 
approach used, these four people are simultaneously the 
co-researchers and the research participants. The research 
program is the shared social world in which the case review is 

exploring the effects of research assistant involvement.

The data for this review were generated in an open dialogue 
between the four co-authors. This dialogue was of six hours’ 
duration conducted over a two-day period, initiated with 
the question: “What were the effects of research assistant 
involvement in this research program?” Participants initially 
reflected on this question from their own perspective, with 
each individual identifying processes and consequences that 
were personally meaningful. Participants described their 
individual perspectives in writing and then shared these 
orally. 

In sharing perspectives, it became apparent that the three 
research assistants had identified similar ideas. Meanwhile, 
the visiting researcher’s perspectives were notably distinct 
from those of the research assistants. All co-authors 
subsequently discussed the initial perspectives of the 
research assistants to explore whether these perspectives 
could be further developed into themes that effectively 
represented the collective. The researcher’s perspectives 
were refined through discussion with all authors, reformatting 
the researcher’s reflections to into themes, each with its own 
description.  

All authors collaborated on the development of a PowerPoint 
presentation, including a video of the research assistants 
each sharing their individual perspective on the effects of 
their involvement with the research program. The visiting 
researcher first drafted this paper before circulating it to 
the research assistants for further dialogue, which was 
used to refine the paper’s contents. The contents were 
then presented at the “Capacity Building in Global Health 
Rehabilitation” symposium in May 2019, further refined, and 
then once again reviewed by the research assistants.

Results

Through discussion, the perspectives of authors were most 
coherently organized according to their position in the 
research program: as research assistants and as visiting 
researcher. From the perspectives of the research assistants, 
the effects of their involvement could be presented as themes 
of professional skill acquisition and an increased quality of life. 
From the perspective of the visiting researcher, the effects 
of the involvement of research assistants were productivity, 
access to skills, increased community integration, and 
continuity (see Figure 1).

Perspective of the research assistants

Collective discussion of the individual research assistant 
perspectives on participation in this research program 
produced two major themes: professional skill acquisition and 
increased quality of life. The two themes were not entirely 
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Figure 1. Overview of Perspectives

distinct; in some regards, the professional skill acquisition 
contributed to the increased quality of life.

Professional skill acquisition: The research assistants’ 
perspectives of this theme included skills that were more 
directly focused on research and those that were more widely 
transferable. 

In discussing the direct research skills, the research assistants 
expressed pride in having learned about research methods, 
data collection, transcription, and data management. To some 
extent, the research assistants were able to directly apply 
the research skills that they acquired; MLM and LAN first 
started working in the research program as undergraduate 
students and used these skills in the honours theses that they 
had to complete as requirements for their programs. In PLK’s 
subsequent employment commitments, she was responsible 
for data collection as part of needs assessments and program 
evaluation activities.

With regards to more widely transferable skills, the research 
assistants cited the skills they acquired through interacting 
with communities, particularly with respect to communication 
activities like public speaking, event coordination, and 
informal information gathering. Also, in relation to community 
interaction, the research assistants identified community 
development skills, such as the practice of identifying 
potential activities to be conducted with communities then 
selecting, designing, and implementing these activities. 
Finally, the research assistants cited computer and writing 
skills, with each having engaged in different activities of 
creating or assessing written online content.   

Increased quality of life: the research assistants noted the way 
that their participation in, and income gained from, working 
in this program improved their quality of life. 

Through their participation in this program, the research 
assistants had come to be better critical thinkers. When the 

visiting researcher probed the research assistants about the 
way that critical thinking contributed to better quality of 
life, the research assistants responded that this element was 
fundamental; they had become better people, more confident 
and able to substantiate ideas and defend these ideas when 
necessary. The research assistants also felt that they were 
able to better interact with Zambians with disabilities. For the 
research assistants, this ability to interact was premised upon 
improved understanding, but it was not a skill; instead, it was 
a way to be a more active member of an inclusive community. 
The research assistants also identified the friendships that 
they had developed with each other through their shared 
roles as research assistants. Although MLM and LAN knew 
each other as fellow students at a small university, they only 
became friends while working for the program. PLK did not 
know any of the others prior to joining the team but was now 
friends with them.

The money earned through this employment was important 
to the research assistants. This money allowed them to pay off 
important bills (like outstanding tuition) and make important 
purchases. LAN shared that she had used income from this 
project to “start a business.” 1 The research assistants primarily 
referenced the income earned directly through the project, 
but PLK and MLM also mentioned how the experience, skills, 
and letter of recommendation also helped secure subsequent 
employment – which was important for providing income, 
especially during the periods when there was no research 
program fieldwork.

1 In Zambian ways of speaking, the term “business” is used more widely 
than in many high-income English-speaking countries. Although “a business” 
could refer to a formal enterprise with significant revenue, this is an 
exceptional use. More commonly, when talking of a business, Zambians are 
referring to informal enterprises that individuals pursue with for purposes of 
supplementing income, of re-investing small sums of resources to delay their 
depletion, or of earning a meagre income when there are no other options. 
Common businesses in Zambia include selling foodstuffs from a small stand 
and individually re-selling items that were purchased in bulk.
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Perspective of the visiting researcher

For the visiting researcher, there were four primary effects 
of engaging paid post-secondary educated research 
assistants in the global health research program. These 
effects were 1) increased productivity, 2) access to skills, 3) 
increased integration in the community, and 4) continuity.

Productivity: A large part of the research assistants’ working 
time was devoted to transcription, a task that could have 
generally been performed by the visiting researcher. 
However, the delegation of this task to paid research 
assistants meant that the researcher was instead available 
to engage in other tasks, completing more work in the 
process. With time, the research assistants were able to take 
increasing responsibilities. In the second project cycle of this 
research program, two research assistants identified and 
recruited research participants in the community while the 
researcher was elsewhere.

Access to skills: The research assistants brought to the 
program necessary skills, particularly those related to local 
languages, to logistical planning, and to cultural norms. 
Since PLK and LAN are native speakers of the Lozi language, 
they translated at community meetings and data collection 
activities. All research assistants were proficient in Lozi, 
with most of them as native speakers and a minority 
having gained proficiency as adults. These skills permitted a 
complex transcription system where speech in all auditory 
languages was transcribed and misunderstandings of 
translation could be accounted for in the data analysis 
phase. The research assistants also conducted much of 
the travel and event planning (e.g., developing a menu for 
lunch during focused group discussions and purchasing 
food), tasks for which the research assistants were far more 
capable than was the visiting researcher. In addition, the 
research assistants guided the visiting researcher to identify 
and respect local norms and expectations. This guidance 
was crucial for the visiting researcher to communicate 
clearly in community interactions and to better understand 
when community members were expressing thoughts and 
ideas that held deeper meanings than could be discerned 
through the literal translation of their spoken words. 

Increased community integration: The visiting researcher 
and the research assistants engaged with the communities 
as a team. By engaging in this way, it was possible for 
team members to “compare notes,” with either individual 
perspectives of the same interactions or perspectives of 
different interactions. The team approach meant that the 
researchers were collectively better informed of the details 
of community life and able to integrate within it more fully. 
Moreover, by employing multiple research assistants, the 
program office was predominantly occupied by Zambians, 
outnumbering the visiting researcher and allowing him to 

participate in social environment that was “more local.”  

Continuity: The visiting researcher was not in Western 
Province on a full-time basis. When away (either elsewhere 
in the country or abroad), the research assistants would 
visit the communities where the research was conducted 
for updates on recent happenings. These timely updates 
allowed for better continuity in the team’s engagement 
with the communities than would have been possible if 
interactions were limited to the times when the visiting 
researcher was present.

Discussion

This case review allowed four colleagues to unpack the 
details of individual and collective experience in global health 
disability research. As a visiting researcher, SC approached 
the employment of post-secondary research assistants 
without formal support; the case review was therefore his 
first opportunity to systematically review the processes and 
consequences of employing research assistants. Although the 
team had debriefed specific project activities on numerous 
occasions, this case review was the first opportunity for the 
research assistants to discuss their overall perspectives on 
employment in the research program.

As a participatory action research activity, we authors were 
committed to an action emphasis (14), to use the results 
of this review to inform ongoing activities. Translating the 
knowledge generated from the review will be an internal 
process composed of ongoing discussions and decisions 
based upon an improved shared awareness of the effects 
of the involvement of research assistants in the research 
program thus far. For the purposes of this paper, we emphasize 
an alternative process, one that places our experiences in 
a larger context and stimulates dialogue with colleagues 
external to the research team. 

Our impression of our own perspectives is that these are best 
organized into two primary realms: global health research 
integrity and youth opportunity. In this discussion section, 
we will also reflect upon the “additional consideration” 
of power dynamics, a realm that emerged from feedback 
offered by participants at the Capacity Building in Global 
Health Rehabilitation symposium.

Research assistants to promote global health research integrity

We see the contribution of post-secondary educated 
research assistants as having promoted the integrity of the 
research by enhancing the rigour of the research projects and 
by allowing these projects to better respond to global health 
research principles that revolve around equity. The rigour of 
the research projects was enhanced through the increased 
productivity and the skills that the assistants contributed 
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to the research. It should be noted that the skills that were 
contributed were not advanced research skills. On the 
contrary, the assistants effectively began their commitments 
without previous training, instead bringing energy, ambition, 
and most essentially, perspective that grounded the research 
in the local context. Whereas the contribution of research 
assistants to global health research could be important, 
there is little evidence of this in the literature. It should be 
acknowledged that some publications that report these 
contributions might not be identified as global health 
research (3). 

With respect to equity-inspired global health research 
principles, the involvement of assistants in this research 
program addressed aspects of the six principles identified 
by the Canadian Coalition for Global Health Research 
(17): authentic partnerships, inclusion, shared benefits, a 
commitment to the future, responsiveness to causes of 
inequities, and humility. We should be clear that employing 
research assistants should not be considered sufficient to 
address the principles. Nonetheless, the inclusion of the 
assistants, their significant contributions to the program, 
the sharing of benefits including money and skills, and 
frequent deference of the researcher to their perspectives 
are characteristics that are consistent with the principles.

In this case review, we did not assess the costs of employing 
the research assistants (i.e., the actual money and visiting 
researcher’s time that was invested to pay and train the 
research assistants); nor did we assess the concordant 
consideration opportunity costs (i.e., the alternative uses 
of that money and time). Our sense is that the employment 
of research assistants was of tremendous value, likely 
outweighing costs by a significant margin. In the case that a 
cost-benefit analysis of this arrangement was investigated, 
we think that it is important to consider more than the 
benefits to the integrity of global health research, it should 
also consider the significant benefits accrued by the research 
assistants, their families, and their communities through their 
skill acquisition and improved quality of life, inclusive of the 
infusion and circulation of money into the local economy.

Youth opportunity

It seems to us that demographic and economic trends are 
having important effects on the opportunities available 
to youth. In particular we note the increasing availability 
of education for youth without a concordant increase in 
available employment positions. The resultant dynamic is 
one of diminishing returns for youth, where uncertain access 
to employment is dependent upon elusive levels of education 
(18). In Zambia, the imperative for youth to pursue education 
has spawned a proliferation of private institutions, many of 
which charge expensive tuition fees (19, 20). Although the 
benefits of higher education are more than just employment 

opportunities, it must be recognized that the tuition costs 
could mean that youth and their families are making large, 
high-risk investments.

We are more familiar with the realities of Zambia but under 
the impression that the phenomenon of youth being squeezed 
from economic opportunities is globally widespread. With 
automation, the deterioration of workers’ rights in many 
jurisdictions, the rise of the “gig economy,” and older workers 
remaining in the workforce, there is reason to believe that 
the situation in Zambia is not isolated.

It is apparent that the creation of youth employment through 
global health research assistant roles is insufficient to address 
the economic disjuncture faced by youth. Nonetheless, we 
do see it as a small way in which researchers (with funding) 
can make a small contribution – and hopefully become more 
generally enlightened with this economic disjuncture in the 
process. Often, global health research is conducted in areas 
that are especially deprived of youth opportunity. For this 
reason, global health researchers might be better placed to 
make an impact than their academic colleagues in other fields. 

We would like to draw upon some aspects of our experience 
to inform researchers’ perspectives about the nature of 
the opportunities that could be offered to post-secondary 
educated youth. Of the three research assistant co-authors 
of this paper, none had seriously considered a career in 
research prior to joining the team. Despite overwhelmingly 
positive experiences working as research assistants, research 
is still not the primary career plan of any of the three. To any 
global health researchers who think that the main benefit of 
employing post-secondary research assistants ought to be 
the development of a next wave of global health researchers, 
we would like to propose that our perspectives have shown 
us that there are important positive benefits besides that of 
a career in research. In particular, we adamantly reject the 
notion that research experience and networking should be 
considered a form of compensation for research assistants 
that could be “cashed in” when the assistants become 
researchers.

Additional consideration: Power dynamics

During the interactive dialogue, neither the visiting researcher 
nor the research assistants discussed power dynamics that 
were at play in the collaborative relationship. Given that the 
research projects were informed by critical perspectives (e.g., 
Eakin et al.’s Critical Social Science Perspective (21)) the role 
of power in social relations was of consistent interest in the 
research itself. With this ongoing interest, it is remarkable 
that team members did not raise the topic of power dynamics 
in the interactive dialogue.

It is possible that power dynamics did not emerge because 
the dialogue was stimulated by a question about the effects 
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of the research assistants’ involvement, a question for which 
“power dynamics” would have been an unlikely answer 
unless the power differential was particularly prominent (see 
Sukarieh and Tannock (6) for an example). One could imagine 
that power dynamics would have been a more likely a topic 
of discussion if the dialogue was instead about the internal 
characteristics of the research team. 

The absence of discussion on power dynamics does not 
mean that these are not relevant. Ethnographers performing 
extensive international fieldwork have taken note that 
publications by their colleagues rarely mention research 
assistants despite ethnographers’ frequent reliance on 
research assistants (5). It is almost as if research assistants 
have been “written out” of the final record of the research. 
There could be multiple explanations behind the overlooking 
of research assistant involvement – which seems to also be a 
phenomenon in global health. Possible explanations include 
institutional expectations around productivity, ownership 
and authorship (22), the notion that research assistants’ 
contributions make visible the deficits of researchers (5), the 
positioning of research assistants as implementers of projects 
rather than innovators (3) and even more nefarious dynamics 
like academic racism-colonialism (4) or research cultures of 
exploitation (6). 

All co-authors had a positive impression of the effects of 
assistants on this research program. The fact that power 
dynamics were not mentioned during the interactive dialogue 
may indicate that this was not a situation where unequal or 
unethical power dynamics were rampant. Nonetheless, in this 
situation, the visiting researcher had ultimate control over 
project resources while simultaneously benefitting from the 
social privilege of being a white foreigner (7). Meanwhile, the 
research assistants could have held certain forms of power: 
beyond their essential contributions to the program, they 
were also in advantaged positions in local communication, 
culture, and institutions. Despite not being mentioned in the 
dialogue, the issue of power dynamics within this research 
team is certainly a topic worthy of further investigation.

Strengths, limitations, and implications

In having been guided by PAR approaches (14, 15) which 
can be considered to be part of a radical research tradition 
(23), this case review has generated knowledge that is 
contextually specific and of immediate practical relevance. 
These characteristics are important strengths of this case 
review. With its commitment to the radical research tradition, 
this case review will necessarily seem limited for readers who 
have commitments to the positivist research traditions (23) 
that predominate in biomedicine and privilege experimental 
study designs, measurement, and objectivity. While the 
primary implications of this case review are local, that is 
to say within the research team, we think that other global 

health researchers can draw upon the processes, findings, 
and contextual considerations of this inquiry in order to 
inform their own work. 

In suggesting that other researchers draw upon this inquiry, 
we are cognizant of a crucial contextual consideration that 
could distinguish this global health research program from 
many others: SC’s positionality as an early career researcher 
with small project budgets and significant time spent “in the 
field.” We therefore recognize that the research program 
that inspired the inquiry also informed a particular framing 
of a global health researcher within the inquiry. Examples 
of contrasting framings of global health researchers come 
to mind when thinking of global health research initiated 
through international partnerships of established researchers 
from abroad and within the country where the research 
occurs (24). With this international partnership model of 
global health research, the project budgets are often larger, 
the investigators are often less likely to spend significant time 
in the field, and research assistants are often an expected part 
of project implementation regardless as to whether they have 
a close relationship to the researchers. We acknowledge that 
this inquiry could be less directly applicable to researchers 
whose approaches differ significantly from the research 
program initiated by SC.

Conclusion

Through this case review of the employment of post-
secondary-educated research assistants in a global health 
research program, we recommend that global health 
researchers consider this arrangement. We justify this 
recommendation through ethical, pragmatic, and intellectual 
evidence: we have reason to believe that this strategy is a 
small-scale intervention to economically support youth and 
leads to more equitable, voluminous, and rigorous global 
health research. We hope to be part of a discussion about the 
ways that this arrangement can be optimized and considered 
alongside other strategies that could also lead to the positive 
outcomes that we are promoting.
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Survey of Young People’s Sexual and Reproductive 
Health Knowledge in Northern Namibia

Abstract

During the first COVID-19 lockdown in Namibia (March-September 2020), there were an 
estimated 3,600 teenage pregnancies, an increase from the annual average of 1,400 (1). The 
regions of Kavango East and West were particularly impacted. In response to these figures, 
the Ombetja Yehinga Organisation (OYO), a youth-focused Namibian non-governmental 
organization, administered a survey to assess students’ sexual and reproductive health 
knowledge. This survey will provide baseline information regarding the effectiveness of a 
school-based intervention to promote safe sexual behaviours using the “Teenage Pregnancy” 
info-magazine. Young people completed an in-person survey which included questions relating 
to demographic characteristics, True or False sexual and reproductive health statements, and 
knowledge of contraception and school policy. Questionnaires were administered in groups 
after school hours by trained facilitators, checked for completeness and confidentiality using 
a unique identification code, scanned and shared with the team at McGill University for data 
entry and analysis. A total of 13 schools and 794 students aged 13-25 years participated 
in the survey and were included in data analysis. Knowledge on access and the safe use of 
contraceptives was limited, suggesting that school-based interventions (such as the OYO 
program) may be necessary to disseminate this crucial information.
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Teenage pregnancy and forced marriage are unfortunate 
circumstances experienced by many young people in sub-
Saharan Africa. Namibia in particular reports high rates 
of teenage pregnancies, with an annual average of 1,400 
(approximately 1 in 5 pregnancies in adolescent girls) (1). 
When considering the COVID-19 pandemic, this statistic 
has significantly increased, with an estimated 3,600 teenage 
pregnancies occurring during the first lockdown (March-
September 2020) (1). Of Namibia’s 14 regions, those of 
Kavango East and West were particularly impacted, reporting 
520 and 522 teenage pregnancies respectively (1/4 of 
Namibia’s national rate). This number is likely also higher, 
as over 7,400 learners in these regions combined dropped 
out of school during the closures and their pregnancy status 
is unknown (1). In response to these figures, the Ombetja 
Yehinga Organisation (OYO), a youth-focused Namibian non-
governmental organization, administered a survey to assess 
what adolescent students at risk of teenage pregnancy knew 
about key sexual and reproductive health information.

Sexual and Reproductive Health Education 

In response to the high prevalence of HIV/AIDS, the 

Namibian government implemented during the 1990s sexual 
and reproductive health education programs in schools 
across the country. The primary curriculum at the time 
taught students the ABC method: Abstinence, Be faithful, 
and use Condoms (2). However, this approach was largely 
seen as ineffective and produced few discernible results (3). 
As a result, this approach is now rarely taught in schools, 
though students’ sexual and reproductive health knowledge 
often still reflects these outdated recommendations. Current 
school-based sex education consists of interventions and 
programs delivered at (or in association with) schools. These 
programs intend to promote youth’s sexual health and 
relationships in a positive way and have included creating 
the position of life skills teachers who provide young people 
with information about sexual and reproductive health, 
pregnancy, and sexually transmitted infections (STI) (4). 
Programs particularly emphasize condom use among young 
people since this contraceptive is already widely known 
due to the ABC method and attempt to facilitate access to 
contraceptives such as distributing condoms in schools (5). 
Despite these efforts, program facilitators are often minimally 
trained in sexual and reproductive health and schools do 
not receive sufficient approval and support from students’ 
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parents to otherwise increase the effectiveness of current 
programs (3). This contributes to students’ lack of sexual and 
reproductive health knowledge and facilitates the spread of 
misinformation.  

In order to assess and improve the sex education programs 
delivered in Namibia, researchers have evaluated perceptions 
and attitudes on sexual and reproductive health education. 
Findings from an earlier study indicate that while students 
are generally aware of community-based sex education 
programs and confirm they learn this subject at school within 
the life sciences curriculum, students are not educated on this 
topic until well past the start of puberty (3). Sex education in 
schools begins around the age of 14 and many adolescents 
are not exposed to accurate sexual and reproductive health 
knowledge prior to this. Students learn the basics of sexual 
and reproductive health and are encouraged to participate 
in community-based programs (e.g., My Future is My Choice) 
to further their knowledge of the topic (3). Sex education 
tends to be delivered by life skills teachers, who receive their 
training participating in several short courses. While the 
training appears to be effective, few teachers actually attend 
the courses and are thus often unable to answer students’ 
questions during class (6). In addition, the content of sex 
education programs often suggests that young mothers are 
to blame for their circumstances. Healthcare workers have 
stated that sex education programs inadequately deal with 
teenage pregnancy, abortion, and rape, as well as marital sex, 
sex for economic reasons, and recreational sex (3).

Further findings indicate that due to the limited sexual and 
reproductive health information included in sex education 
programs, students are often encouraged to attend 
community-based programs at the local youth centre (3). 
Programs are often delivered by healthcare workers and 
go into further detail on menstruation, vulnerability to 
pregnancy, advantages and disadvantages of contraceptives 
and their correct use, and information on various STI. These 
programs explore sexual and reproductive health in more 
detail since school teachers may consider love, emotion, and 
masturbation to be uncomfortable topics that are beyond the 
scope of the syllabus (3). Unfortunately, most community-
based programs require parental consent for children 
to participate, which many parents refuse to provide. In 
addition, resources and teaching materials that students 
can access independently are usually written in English; 
there is a lack of materials written in local languages and 
though the information provided is relevant, students may 
not understand the content appropriately (7). If sexual and 
reproductive health knowledge is not communicated directly 
to students, they are unlikely to ask adults their own questions 
and rely instead on friends’ opinions and what they see in the 
media (8). In order to avoid the spread of misinformation, it 
is necessary for there to be effective sex education programs 
in schools.

Young People’s Knowledge of Contraception 

In order to increase young people’s access to contraceptives, 
it is important to not only facilitate physical access to 
contraception but also educate students on contraceptive 
options and address common misconceptions in order 
to encourage consistent use. While students learn about 
contraceptive use as part of their school’s sex education 
program, they may be hesitant on which type of contraceptive 
to use or whether to use one at all. Cultural beliefs and 
gender norms may influence young people’s perceptions 
of contraception, such as feeling peer pressure from 
friends that sexual experiences are more enjoyable without 
contraceptives or having difficulty negotiating contraceptive 
use with a partner (9). Students also lack comprehensive 
knowledge on the types of contraceptives available to 
them and tend to have better knowledge about short-term 
methods (e.g., condoms, emergency contraceptive pill) rather 
than long-term methods (e.g., intrauterine device, injections). 
While short-term methods are effective for protection from 
HIV, it is also important to increase awareness of more 
efficient, long-term contraception. In addition, potential side 
effects such as irregular menstruation and reduced fertility 
in girls who take oral contraceptive pills are reported by 
students as potential reasons for not using contraception. 
Nonetheless, most students have a positive attitude towards 
contraceptives and would consider using them in the future 
if they currently are not (10). 

To facilitate young people’s access to contraception, it is 
imperative to offer accessible options and create an engaging 
environment for students to discuss their thoughts on 
contraceptive use and address the hesitance they may feel. 
The current study assesses what in-school adolescents at risk 
of pregnancy in the Kavango regions of Namibia know about 
important sexual and reproductive health information.

Methods

Participants   

A total of 794 students aged 13-25 years (60% female, 
40% male) from 13 schools in the Kavango East and West 
regions participated in a survey administered by OYO. The 
largest group of students were in grade 9 (about ⅓) and in 
grade 10 (about ¼). Participants were selected by School 
Administrators among those at higher risk of teenage 
pregnancy or forced marriage; 22% of participants reported 
having ever impregnated a girl or been pregnant.

Measure & Procedure

Ethics approval for analysis of data collected by OYO 
was granted by the Institutional Review Board of the 
McGill Faculty of Medicine and Health Sciences. No 
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compensation was given to study participants other than 
the opportunity to take part in the free school-based 
OYO sex education program. Once informed consent 
was obtained from school principals (in loco parentis) and 
young people, five trained OYO facilitators distributed 
physical copies of a questionnaire at 13 different schools 
between May-September 2021. The survey included four 
items relating to demographic characteristics, True or 
False sexual and reproductive health statements, listing 
up to six contraceptives they were familiar with, and two 
closed-ended questions about school policies on student 
pregnancy. Facilitators assigned respondents a unique 
identification code to preserve confidentiality before sharing 
data with researchers for entry and analysis.

Data Analysis

Descriptive statistics and Chi-square tests were calculated 
on sample characteristics, sexual and reproductive health 
knowledge responses, and contraceptives listed, assessing 
participants’ baseline knowledge. Participants responded 
to nine health knowledge statements with whether they 
believed the statement was true, false or if they did not 
know the answer. The true and false responses were then 
translated to whether the answer was correct or incorrect. 
Significant differences in health knowledge by sex are 
denoted with p-values. Contraceptives listed were grouped 
into eleven main categories and percentage of mention 
among participants was calculated. All analyses were run on 
SPSS v.27 (IBM Corporation, 2020). Statistical significance 
was established at a level of 0.05. No imputation was used 

since there was less than 3% missing data in any single 
sexual and reproductive health knowledge statement 
variable.

Results

Sexual and Reproductive Health Knowledge

Significant differences in knowledge were documented 
among participants in a range of health statements (Figure 1). 
The largest misunderstandings were recorded for statements 
concerning girls’ experience with menstruation: Girls always 
start to menstruate when they are 13 years old (63% 
incorrect); All girls have a menstruation cycle of 28 days (49% 
incorrect); Menstruation blood is dirty blood (48% incorrect). 
Though misinformation did persist in other areas, participants 
were generally knowledgeable of the listed experiences: After 
puberty boys can have wet dreams; You cannot get pregnant 
if you have sex standing up; Having sex even though you are 
not ready will make your boyfriend/girlfriend love you more; 
If you are 14 or older you can access contraceptives on your 
own without your parents (True); Abortion is illegal in Namibia 
except under specific circumstances such as rape (True); If 
you are pregnant, you must know your HIV status to protect 
your child and access PMTCT (True). Some participants were 
aware of the Prevention of Mother to Child Transmission 
program (30%), though there were still participants who 
responded with another option (6%) or did not know the 
answer (11%). About half of the participants did not provide 
an answer (53%). 

Figure 1. Sexual and reproductive health knowledge of adolescent students (n = 794), and 
significant differences by sex (p < .05).
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Familiarity with Contraceptives

The frequency of contraceptives listed by participants was 
assessed to determine which method of contraception 
participants were most aware of. While several different 
types of contraceptives were listed, 31% of participants 
named no contraceptives at all. The following contraceptives 
were listed the most frequently, in order: male condom (58%); 
birth control pill (53%); injections (49%); female condom 
(38%); withdrawal (27%); intrauterine device (24%); rhythm 
method (22%); implants (18%); emergency contraceptive pill 
(17%); tubal ligation (14%); other (9%) (Figure 2). 

School Policies on Student Pregnancy

Participants were also assessed on their knowledge of the 
responsibilities of young parents experiencing pregnancy. 
Most participants were aware of the school policy regarding 
the boy who impregnates the girl, such that they may continue 
with school uninterrupted but are encouraged to seek 
counselling (67% correct, 19% incorrect, 14% no answer). 
Participants were more uncertain about the school policy 
surrounding the girl who is pregnant, such that they may 
continue at school for the first 8 months of the pregnancy 
and return 2 months after giving birth if someone can look 
after the child. About half of the participants were aware of 
this policy (49% correct), however, there were still about half 
of participants who were unaware of the current policy (34% 
incorrect, 17% no answer). 

Discussion

Students’ knowledge on sexual and reproductive health 
was limited, particularly regarding girls’ experience with 
menstruation. These findings are in line with previous 
research from sub-Saharan Africa that has observed that 

knowledge of HIV is much higher across adolescents than 
knowledge of menstruation and other STI (11). Due to the 
higher impact of HIV on morbidity and its more prominent 
visibility in households and the community, adolescents tend 
to retain the most information in their life sciences curriculum 
about HIV. Early sex education programs were developed to 
prevent the rapid transmission of HIV and current programs 
still tend to focus disproportionately on HIV compared 
to other topics (2). Consequently, many adolescents lack 
comprehensive knowledge of sexual and reproductive health 
across its various dimensions. 

In the current study, about half of the participants answered 
incorrectly to each of the three knowledge statements 
concerning menstruation. While participants’ knowledge 
of puberty and STI were higher, significant misconceptions 
persist in other areas. For example, nearly one-fifth agreed with 
the knowledge statement that you cannot get pregnant if you 
have sex standing up, while a similar proportion responded 
that they did not know the answer. In addition, based on 
those who responded incorrectly or selected that they did 
not know the answer, over half of participants appeared to 
be misinformed or unaware that from 14 years old, youth 
in Namibia can access contraceptives without parental 
permission. These findings offer important implications for 
the high rates of teenage pregnancies occurring in Namibia; 
youth may not use contraception during certain sexual 
experiences, or they may be unaware that they can procure 
contraception due to a lack of accessible options. Previous 
research has similarly found that adolescents may have good 
knowledge of contraception but poor knowledge of the 
likelihood of pregnancy from sexual intercourse (12). In line 
with the current study, many participants reported familiarity 
with multiple methods of contraception (the most cited being 
male condoms, birth control pills, and injections), yet nearly 
one-third of participants did not name any contraceptives. 

Figure 2. Percentage of contraceptives listed by survey respondents (n = 794)
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Based on the information provided in the pre-intervention 
survey, misinformation about sexual and reproductive health 
knowledge among youth in Northern Namibia persists. 

Recent research on sub-Saharan Africa has observed 
that adolescents receive most of their information about 
contraceptives from the media or peers, allowing persistent 
myths regarding the effectiveness and side effects of 
contraception to impede access and demand (4).  Students’ 
knowledge on sexual and reproductive health and access to 
contraceptives in the current study was limited, suggesting 
that programs like the educational magazine and intervention 
administered by OYO after the baseline survey may be 
necessary to disseminate this crucial information. Ideally, 
health services should be offered in schools and adolescent 
empowerment programs can be established to facilitate open 
communication (12). Encouraging comprehensive sexual and 
reproductive health resources within schools is especially 
important, as level of education is positively associated with 
higher contraceptive use among young people and partially 
informs the effectiveness of school-based interventions 
(4). Since providing more thorough and accurate services 
is often not permitted in schools due to a lack of parental 
support, when this occurs, sexual and reproductive health 
services in the community must be youth-friendly, accessible, 
and affordable (5). Encouraging condom use is particularly 
important as it is the only contraceptive that prevents both 
pregnancy and HIV. Additionally, interventions that involve 
condom distribution appear to be effective in increasing 
students’ self-reported condom use (13).

The sex education curriculum implemented in schools 
tends to emphasize medical facts and potential negative 
consequences of sexual experiences, instead of discussing 
its many nuances. When teachers use this method, young 
people are dissuaded from learning more, and as a result, 
their questions and concerns surrounding contraception are 
rarely addressed (10). By tailoring sex education programs 
to young people’s needs and addressing the challenges they 
face in accessing sexual and reproductive health services, 
misconceptions can be addressed by teachers early on (9). 
Building on the findings presented in the current study, 
future research will assess the effectiveness of the school-
based OYO intervention in promoting knowledge of safe 
sexual behaviours.

Conclusion

The current study provides important insight into the 
present state of sexual and reproductive health knowledge 
among adolescent students in Northern Namibia and offers 
possible ways to improve student outcomes. In order to 
reduce high rates of teenage pregnancy, particularly among 
at-risk populations in the regions of Kavango East and West, 
effective and engaging programs are needed to communicate 

important health knowledge from a young age. The baseline 
sexual and reproductive health knowledge assessed, and 
the subsequent evaluation of intervention effectiveness 
will contribute to implementing sex education programs in 
schools across the region. 
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Abstract

Black students are systematically excluded from healthcare education, denying an increasing 
Black Canadian population access to diverse healthcare practitioners. This study explored 
admissions processes related to the inclusion of equity groups within McGill’s Occupational 
Therapy program and identified recommendations specific to Black applicants. Data was 
collected from a survey of current students and program graduates. Data analysis, applying 
a critical intersectional lens, was contextualized in dialogue with five key individuals at McGill 
and a review of the literature. Findings revealed an application process that foregrounds the 
experiences of white upper-class applicants while leaving historically excluded  students 
feeling dissatisfied and unable to authentically represent themselves. Barriers to admissions 
in occupational therapy include a website with no Black representation, a difficult-to-navigate 
admissions guide, and an admissions committee currently lacking Black or Indigenous 
representation. The valorization of Black applicants and students through visibly welcoming 
spaces and meaningful resources for inclusion and success are acknowledged, but not yet 
developed. The study findings support next steps by providing program-level recommendations 
such as the inclusion of Black faculty on the admissions committee and the option to submit an 
essay for Black applicants.  The implementation of an evidence-based Black Student Pathway 
is necessary.

Keywords: occupational health, healthcare education, equity

Diversity is necessary for equitable and high quality healthcare 
and education (1). An increasingly diverse population has a 
right to the type of care offered by healthcare practitioners of 
the same background (2). A United States report found that 
the mortality of Black newborn babies was nearly triple that 
of white newborns when taken care of by white physicians. 
Care by Black physicians reduced this mortality rate between 
39 to 58% (3). When the quality of healthcare depends on 
diverse practitioners, the human right to “life, liberty, and 
security of person” are threatened by healthcare education 
which continues to exclude Black people (4). In recognition 
of this reality, inclusion should be understood as an integral 
component of academic excellence (5). However, even as 
the number of visible minorities is set to increase by around 
30% by 2036 in Canada, the number of historically excluded 
students accepted into healthcare programs continues to 
stagnate (6, 7). 

The Occupational Therapy (OT) program at McGill moved 
to an entry-level masters program in 2008 with possible 
admission at the undergraduate level or by a qualifying year 
(QY) following completion of a relevant undergraduate degree 
(8). The OT Program admissions file review has traditionally 
considered a candidate’s academic performance as well as their 
non-cognitive attributes. The assessment methods of such 

attributes have evolved from semi-structured interviews, to 
Mini Multiple Interviews (MMIs), which were initiated in 2012 
(9). Program evaluation results showed that MMIs were labor 
intensive, costly and often required candidates to travel long 
distances to Montreal. In 2019, the MMIs were replaced by 
a situational judgment test, the Computer-based Assessment 
for Sampling Personal Characteristics (CASPer). The CASPer 
test is used by university health science professional program 
admission committees throughout North America (10). At 
present, the admissions criteria for the professional program 
in OT at McGill include the grade point average (GPA), the 
CASPer test score, background courses and a personal 
statement submitted on video. In 2019, the OT Admissions 
Committee designated 2 seats for Indigenous applicants into 
the QY cohort and implemented a holistic file review process 
(11) alongside Indigenous partnerships for the admissions 
and support of Indigenous applicants (12).

This equity assurance project is led by the Occupational 
Therapy Program workgroup Reconfiguring for Equity, Praxis, 
Accountability, Inclusion and Reconciliation (7) and aimed to 
support tailoring the holistic admissions processes towards 
Black applicants, with the ultimate goal of making the 
McGill OT program more accessible and inclusive for Black 
applicants. This project took place over the summer of 2021 
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and inscribed itself within multiple other equity initiatives 
taking place at McGill University following a review of the 
5-year diversity data profiles for OT students (2014-2019), 
and the release of McGill’s Action Plan to Address Anti-Black 
Racism (9). Data shows that on average, Black applicants 
made up 2.3% of the student population compared to 6.8% 
and 4% of the Montreal and Quebec population, respectively 
(6). Other equity groups who are underrepresented 
include applicants with disabilities and those from a lower 
socioeconomic status. Visible minorities and those from the 
2SLGBTQIA+ superficially appear represented but only when 
aggregated together as one category.  The goal of this project 
was to (1) identify how the McGill OT admissions process can 
be revised to be more equitable and inclusive for all equity 
groups, and (2) specifically consider factors relevant to Black 
applicants in making recommendations to the OTAC.

Methods

This qualitative study involved a survey that collected both 
demographic data with closed ended categories, and open 
ended questions about perspectives on the admissions 
process.

Survey Development

The demographic section of the survey aimed to capture 
diversity data and was developed based on current McGill 
and Canadian diversity questionnaires. The section on 
socioeconomic status was further developed based on the 
literature, and offered multiple questions to approximate 
both socioeconomic status and social class (13). The open-
ended questions were developed based on the current 
qualitative literature outlining experiences of Black students 
in higher education related to outreach and admissions 
(13). These questions focused on identifying barriers during 
the application process, perspectives and opinions on the 
admissions process, what respondents wanted to show in 
the admissions process, what helped with the admissions 
process, and suggestions for the admissions process. The 
draft of the open-ended questions was reviewed by the third 
and fourth authors for comprehensibility and relevance.

Sampling

All current and graduated occupational therapy students 
from the McGill program since the inception of the masters-
level entry-to-practice program in 2008 were eligible to 
participate.

Recruitment

All current OT students and graduates were invited to 
participate in the anonymous survey through the email 
listservs of current and alumni students, and the social media 

channels (Twitter, Instagram, and Facebook) of the McGill 
School of Physical and Occupational Therapy. The invitation 
was sent out three times between May and August 2021.

Data Analysis

Descriptive statistics of the diversity demographics were 
performed. The open-ended responses from the survey 
underwent multiple rounds of analysis to discern themes and 
patterns. The first author conducted the primary analyses, 
with weekly meetings with the second author for critical 
interpretation. A thematic analysis of qualitative survey 
responses led to the creation of several categories within 
themes.  A further intersectional analysis (14) of survey 
responses linked the diversity demographic data to the 
themes to foster attention to the equity groups’ differential 
perspectives on admissions to OT. Reflexivity and rigor were 
fostered through dialogue with 5 key individuals at McGill: 
the chair of the OT admissions (3rd author), and OT faculty 
member who sits on the Widening Participation Committee 
(4th author), an OT faculty member responsible for outreach 
initiatives, a Black healthcare student spearheading 
admissions initiatives in the Faculty of Medicine and Health 
Sciences, and a new Black employee hired for enrollment 
and outreach on main campus. The draft of the report was 
then shared with these individuals for their validation and 
feedback was integrated. 

Ethics

This project was an equity appraisal initiative inscribed within 
the OT program and was explicitly described as such – and 
not a research project – to prospective participants. All 
survey respondents provided electronic consent to enter the 
survey and remained anonymous. 

Results

Survey Respondents

The majority of survey respondents (N=73) were aged 21-
24 (30.14%) and identified as either white or east/south-east 
Asian (32.88% and 21.92%), women (50.68%), and Canadian 
citizens (64.38%). Linguistic minorities accounted for 13.7% 
of responses, visible minorities for 28.77%, and LGBTQ+ for 
35.62%. Those who had a disability, were disabled, or had a 
chronic/episodic condition made up 31.51% of respondents. 
Two Black students entered the survey, and one completed 
it. Those who did not complete or finish the survey accounted 
for 27.4% of the total.

The following pie chart represents survey respondents who 
completed the survey, of which the majority were white or 
east/south-east Asian (46% or 27%).
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Intersectional Thematic Findings

Survey responses have indicated that there are several barriers 
to healthcare admissions and education to OT at McGill 
which are not limited to the experiences of Black people, but 
also affect those who identify with other equity-deserving 
groups, including LGBTQ+, neurodiverse, visible minorities, 
and people from lower socio-economic backgrounds.

1. Economic Capital

“Since I had this stability [of living with their parents], I had 
the opportunity to go out and gain experience necessary 
to improve the quality of my application (e.g., take up 
different jobs, volunteer) because I didn’t have to commit 
to a 40hr work week at one job for financial stability.”

Several survey respondents were worried about going into 
debt because they decided to pursue OT at McGill. The cost 
of application was the most common barrier, and 75% of 
those who noted this barrier were not from financially stable 
households and were worried about going into debt.

“Since I had this stability [of living with their parents], I had 
the opportunity to go out and gain experience necessary 
to improve the quality of my application (e.g., take up 
different jobs, volunteer) because I didn’t have to commit 
to a 40hr work week at one job for financial stability.”

Many suggestions for the admissions process were related to 
financial aid, with some suggesting scholarships for specific 
marginalized populations and others requesting a clear 
financial breakdown of costs involved.

“scholarships for incoming students in extenuating 
circumstances as sometimes we are cut off from of 
families and their financial and / or emotional support due 
to homophobia about our sexual orientation”

Respondents noted that current information about finances 
in the application package was not clear nor accurate.

2. Social Capital

Social capital allows certain people to hear about OT and 
have the proper tools to apply successfully (32). Of the 
survey respondents who had friends and family in OT and 
were able to shadow them in their jobs and support them 
in the application process, 75% were white, and 63% had 
both parents attend post-secondary institutions. Those who 
found the application process easy to complete were all from 
financially stable households.

“Prior to applying I consulted a bunch of friends of friends 
who had a sister and or cousin in OT, and shadowed one 
or two OTs”

Familiarity with McGill, volunteering experience, reliable 
internet and a good R score were other factors which helped 
with the admissions process. However, others found the 
application process stressful and overwhelming, for example 
mature applicants.

“It was very stressful for me, it seemed very overwhelming 
I did not know where to start. The orientation package 
was helpful, but very daunting. I did not want to give 
myself much hope throughout this vigorous process as 

Figure 1. Self-identified racial identity of survey 
participants

Figure 2. Reported satisfaction with the admissions 
process grouped by racial identity.
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I had already applied to the bachelor’s program 3 years 
prior, but was not accepted.”

“Forms and applications felt a bit byzantine at times. 
There were a lot of systems to access and documentation 
to get from elsewhere. I remember joking that completing 
a university application was an informal aptitude test for 
attending one.”

Respondents who identified a lack of community support 
majoritarily identified as visible minorities (71.4%).

3. Cultural Capital

Most white students felt adequately represented and satisfied 
by the application process. Challenges related to cultural 
capital included language barriers as well as lower grades in 
their previous undergraduate degree.  Applicants would have 
liked someone to contact during the admissions process to 
answer any questions. Of those survey respondents who 
did not feel adequately represented by the admissions 
process, they believed that other qualities should have been 
showcased. Many mentioned interpersonal skills, personality, 
being well-rounded, advocacy work, and important life 
challenges.

“the application process should have checked whether 
the students were well-rounded or not (ex: volunteering, 
extracurriculars, passions, etc)”

“I felt like I wasn’t able to mention much around my 
creativity and arts-based hobbies which have helped me 
immensely in my stages and assignments when trying to 
create something for a client or project.”

“I don’t recall there being a lot of room for personal 
representation.”

4. Perspectives on the current admissions process

Those against the current CASPer test were mostly visible 
minorities whose parents did not attend post-secondary 
education, and those against the video submission were all 
visible minorities.  However, others appreciated the CASPer 
test, the video submission, and also wanted the option to 
include a CV. All respondents who were for the CASPer test 
and wanted the re-incorporation of the CV had both parents 
attend post-secondary education. The following quotes 
represent conflicting views on the video submissions: 

“Yes through the inclusion of a video statement where 
I was able to share about my lived experience with 
disabilities.”

“A video meant that they knew what I looked/sounded like 
and that vulnerability left me a little concerned.”

5. Anticipated lack of diversity and bias

Respondents wished that the diversity of McGill OT were 
more apparent both at the faculty and student level. One 
explicitly wished that a statement about a commitment 
to diversity was available on the McGill OT website, and 
another wished they had more information about who makes 
admissions decisions. The signaling of an anticipated lack of 
diversity was multi-level, including the request to specify 
pronouns in the application. Respondents expected that 
admissions committees were composed of “white, middle 
class, women”, and by extension that the OT program was 
not dedicated to promoting diversity. Racialized respondents 
shared:

“I expect most people to be white (both students and 
committee members), but I don’t generally expect and[sic] 
application committee to care enough to try to mix things 
up.”

“If I hadn’t gotten in, I would never know if it was because 
my grades weren’t good enough, or if it was because some 
unknown group of individuals deemed me unethical or 
“bad” in some way.”

“I would’ve been more at ease if there was a more 
significant presence of POC, queer and/or faculty 
members with disabilities.”

Overall, those who felt adequately represented by the 
admissions process and recounted being able to authentically 
represent themselves were overwhelmingly white. 

Discussion

This survey of current and graduated OT students highlighted 
an admissions process that favors people from higher socio-
economic backgrounds. Good financial standing and social 
networks were key in helping with the admissions process 
and the decision to apply to McGill, with help from family 
and friends as essential. The elimination of in-person 
interviews, the decision to not have references, and inclusion 
of an extenuating circumstances letter were all positive 
elements, particularly from the perspectives of equity groups 
(racialized, disabled, lower economic class). Other areas of the 
application process were sources of concern. Respondents 
who identified as visible minorities would have liked to know 
whether the cohort and admissions committee were diverse 
and anticipated bias in the process. Many survey respondents 
mentioned that. 

Longstanding and ongoing systemic racism has resulted in a 
disproportionate number of Black communities in Montreal 
in low-income households (15). In fact, although most McGill 
students come from Quebec, most Black students do not (5, 
16). As a result, many Black students don’t have the social 
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capital identified as key in the application process. Black 
students who believe the admissions committee is not diverse 
may be discouraged from applying (5). Currently, there are no 
Black or Indigenous members sitting on OTAC faculty (17). 
This lack of representation can overlap with internalized 
racism: many Black applicants believe they do not belong in 
a university setting because of assumed racial inferiority (18). 
Even before a student gets to the admissions process, many 
doubt that they should even apply to higher education. In a 
2016 report by Stats Canada, 94% of Black youth (15-25 years 
old) wanted to get at least a bachelor’s degree, but only 60% 
thought they could (6). This can be reaffirmed throughout 
the admissions process where a homogenous application 
committee may unintentionally convey that Black applicants 
are not valued (5, 17). Further, when admissions committee 
members are primarily white and from higher socio-economic 
backgrounds, definitions of excellence are built around a 
privileged frame of reference (5, 19). If excellence is not re-
defined to be culturally inclusive and acknowledged  to take  
many different forms, applications will continue to signal that 
they are “catered to a unique set of people” (5). Although there 
have been several notable improvements, the current OT 
admissions process continues to convey only a certain type 
of excellence - one that requires time and money (5) - rather 
than explore the multiple skills and knowledges that diverse 
candidates would want to showcase.

Several actions have already been taken by the OT program 
in an iterative fashion based on the findings of this project as 
they emerged. These actions include increasing the diversity 
of OT mentors and admissions reviewers, professional 
development on anti-racism for reviewers of admission 
applications, a review of the language and transparency of 
the admissions manual, highlighting the available support for 
under-represented groups through the admissions process, 
and the creation of an equity webpage to transparently report 
on actions and outcomes. Drawing on successful exemplar 
initiatives (20, 21), the following evidence-based approaches 
are recommended as next steps based on the specific barriers 
that historically excluded OT applicants reported.

Black Student Application Program

The admissions process should allow Black students to 
authentically represent themselves and understand that 
they are valued. Application committees should have Black 
and Indigenous members. Students from underrepresented 
groups should be allowed to write an additional personal 
essay about challenges they’ve faced and skills they’ve 
developed. The Black Student Application Program at the 
University of Toronto has been highly successful: 25 Black 
students were accepted in 2020 compared to 1 in the year 
before its launch (21, 22).

Mentorship

Mentorship opportunities are important for Black applicants, 
especially if community support is unavailable (23, 19, 5). 
Black OT students and OT clinical preceptors-as-mentors 
could be paired with high school students to offer assistance 
before and throughout the admissions process (19). However, 
the burden should not fall to Black students; Faculty and staff 
should also be supportive (19).

Resources

Providing resources to Black students throughout the 
application process and their time as students in the  McGill 
OT program can considerably improve their well-being and 
academic success (24). Resources can include listservs for 
underrepresented student groups listing job opportunities 
and networking events and linking them to enlarging 
initiatives within the Faculty and on main campus (19). This 
includes ongoing supports and links to culturally appropriate 
mental health services.

Financial Aid and Scholarships

Scholarships for Black and other underrepresented student 
groups -especially those from LGBTQ+ communities who 
have been cut off from their families and people from lower 
socio-economic backgrounds - could provide a meaningful 
incentive to apply, and lead to their eventual increase in 
McGill OT (23, 25).

Outreach

Many of McGill’s outreach initiatives have overlooked Black 
and underrepresented communities in favor of private 
schools, but this has begun to change (5). Outreach to diverse 
neighborhoods is crucial for making Black students feel like 
they belong in the McGill OT program (5, 24, 26). These 
initiatives should start in elementary school and focus on 
building long-term, reciprocal relationships with communities 
and schools that responds to the needs of students, teachers, 
and communities (5, 17). Workshops can be a way of 
conducting outreach, where McGill OT representatives go 
into schools to show students that there are diverse people 
in this program and explain what it is all about (5).

Hiring diverse Faculty and staff members

Actively hiring and retaining diverse Faculty members is an 
integral component of making Black students feel welcomed 
within the university setting (23).

Recognizing and funding equity initiatives

Members of McGill OT who are involved in projects which 
make diverse students feel accepted, welcomed, and included 
should be rewarded (27). Grants for projects with an EDI 
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focus could be given, or students working on these projects 
could be awarded scholarships. By rewarding and recognizing 
the contributions of those involved in EDI initiatives, McGill 
OT would be signaling that the inclusion of diverse students 
is important.

Project Limitations

In this study, only 2 OT students identified as Black from 73 
total responses, highlighting the overall low number of Black 
OT students and graduates. An English questionnaire with 
limited responses from people whose primary language was 
French highlighted that even if McGill students and graduates 
study in English, research should be conducted in a bilingual 
manner. Finally, the perspectives of prospective applicants 
who either chose not to apply or failed the application 
process, were not captured in this project.

Conclusion

Diversity in healthcare is a human right and a dimension 
of excellence. Inclusion of diverse students must be active 
and informed, especially within university settings that are 
widely built by and for white people from higher socio-
economic backgrounds (26). This project highlighted that 
the barriers to admission for underrepresented groups in 
McGill OT is interrelated. Efforts to recognize and repair the 
systemic erasure of Black students should also be interested 
in the same outcomes for Indigenous students, 2SLGBTQIA+ 
individuals, neurodiverse applicants, and other marginalized 
groups. Although this report aims to provide data to support 
Black applicants, people from other equity groups expressed 
their needs. These statements were at times hopeful, listing 
the many specific changes to be made, and at times filled 
with deep hurt, wishing that their needs had been met earlier. 
Students demand a more comprehensive and empathetic 
approach to making university spaces more inclusive to 
all. Increasing the number of diverse students without also 
increasing the amount of diverse faculty, providing culturally 
specific resources, and encouraging a sense of belonging 
among all students is not a successful approach (23, 28, 29). 
Without these resources, Black students might be exposed 
to racism-related stress and depression, putting their well-
being and academic goals at risk (). This project explored, 
openly acknowledged, and has begun to address the barriers 
that currently discourage and impede Black students from 
admission to the McGill OT program. The OT program 
continues working towards an informed, comprehensive, and 
transparent action plan building on current initiatives and 
changes to suit the needs of Black students and welcome 
them within their program.
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