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Abstract

Age-related changes can affectmental health, but aging-focusedmental health research is limited.
The objective was to identify the top 10 unanswered research questions on aging and mental
health according to what matters most to aging Canadians. A steering group of experts-by-
experience (e.g., older adults, caregivers, health and social care providers) guided three phases of a
modified James Lind Alliance priority-setting partnership: (1) a broad national survey (n = 305)
and a rapid literature scan; (2) a follow-up national survey (n = 703); and (3) four online
workshops (n = 52) with a nominal group technique. Forty-two unique questions on aging and
mental health resulted, of which 18 were determined to be answered by existing evidence. Of the
25 partially and unanswered questions, 10 were ranked as top priority. Findings can be used to
prioritize future research, knowledge mobilization, and funding decisions, and to promote and
support collaboration between longstanding siloed research and care fields.

Resumé
Les changements liés à l’âge peuvent affecter la santé mentale, mais la recherche sur la santé
mentale liée au vieillissement est limitée. L’objectif de cette étude était de recenser les 10 princi-
pales questions sans réponses sur le vieillissement et la santé mentale d’après ce qui compte le
plus pour les personnes âgées au Canada. Un groupe d’experts par expérience (notamment, des
personnes âgées, des aidants, des prestataires de soins de santé et de services sociaux), a guidé les
trois phases d’une démarche de partenariat d’établissement des priorités fondée sur une version
modifiée du modèle James Lind Alliance: (1) un sondage à l’échelle nationale (n = 305) et une
revue rapide de la documentation; (2) un sondage de suivi à l’échelle nationale (n = 703); et 3)
quatre ateliers en ligne (n = 52) basés sur la technique du groupe nominal. L’étude a fait ressortir
42 questions singulières sur le vieillissement et la santé mentale, dont 18 ont été jugées résolues
d’après les preuves actuelles. Parmi les 25 questions partiellement résolues ou non-résolues,
10 ont été classées comme étant prioritaires. Ces résultats peuvent servir à établir un ordre de
priorité pour les recherches futures, à mobiliser des connaissances, à étayer des décisions de
financement, et à promouvoir et soutenir la collaboration entre les domaines longtemps
cloisonnés de la recherche et des soins.

Introduction and rationale

Conceptualizing mental health

According to the CanadianMental Health Association (CMHA), mental health can be defined
as our ‘positive sense of well-being, or the capacity to enjoy life and deal with the challenges we
face’ (Canadian Mental Health Association, Ontario, 2009, para. 1). The two-continuum
model of mental illness and mental health indicates that mental illness and mental health,
or mental well-being, are related but distinct dimensions (Keyes, 2002). It is possible to have a
diagnosed mental illness and experience well-being, and it is also possible to experience poor
mental health without a diagnosedmental illness. However, limited research has explored both
mental illness and mental health simultaneously across the lifespan (Westerhof & Keyes,
2010). One recent study found that Dutch older adults experience less mental illness but do not
have better overall mental health when compared to younger adults (Westerhof & Keyes,
2010).
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Prioritizing the mental health of older adults

Age-related changes such as the loss of social roles, retirement,
living alone, bereavement, and physical and mental health condi-
tions can negatively impact overall mental health. Action to pro-
mote and support the mental health of older adults has been
recognized as a priority both globally and at a national level in
Canada. The World Health Organization’s (WHO) Decade of
Healthy Ageing incorporates a human rights approach that priori-
tizes the right to ‘enjoyment of the highest attainable standards of
physical and mental health’ (World Health Organization, 2020,
p. 7). This is expanded on in their Comprehensive Mental Health
Action Plan for 2013–2030, which included recommendations to
‘promote mental well-being, prevent mental disorders, provide care,
enhance recovery, promote human rights and reduce the mortality,
morbidity and disability for persons with mental disorders including
in older adults’ (World Health Organization, 2021, p. 11). Recom-
mendations encompass the need for: (1) effective leadership and
governance for mental health; (2) integrated mental health and
social care in the community; (3) strategies for promotion and
prevention of mental health; and (4) strengthened information,
evidence, and research for mental health (World Health Organiza-
tion, 2021). Similarly, The Mental Health Commission of Canada
released Guidelines for Comprehensive Mental Health Services for
Older Adults in Canada in 2011, built around the principles of
(1) respect and dignity; (2) self-determination; (3) independence;
and (4) choice for consumers and aimed ‘to guide systems planners,
government, policy makers, and program managers in planning,
developing, and ensuring a comprehensive, integrated, principle-
based and evidence-informed approach to meeting the mental health
needs of seniors (MacCourt et al., 2011, p. 14). This priority focus on
older adult mental health is echoed in their 2019 report, which
emphasizes that mental health is not a one-size-fits-all construct and
instead requires an understanding of each person’s unique circum-
stances and context (Mental Health Commission of Canada, 2019).

Despite these evidence-based action plans and guidelines, there
has been slow progress in advancing aging-focused mental health
research, policy, and practice in Canada. The challenges and bar-
riers associated with this slow progress can be summarized accord-
ing to three evidence-informed themes: (1) pervasive societal
misconceptions; (2) siloed and fragmented services and support;
and (3) longstanding knowledge and evidence gaps.

Pervasive societal misconceptions
There are many misconceptions that affect general attitudes about
aging and mental health. For example, dementia, more common
among older adults than those who are younger, is often the focus
for work on aging and/or mental health for older adults, but it is
important to note that dementia itself is not a mental health illness.
While older adults living with dementia can experience mental
health issues, they can also experience mental well-being
(Velayudhan et al., 2020). Additionally, aging is often positioned
as beginning at 65 years of age, and ageist perspectives can attribute
older age as the cause of mental health concerns. From a social life
course and biological perspective, aging begins from birth. Early
and mid-life experiences can have a significant impact on mental
health in later years (MacCourt et al., 2011), and so addressing
mental health in older adults can and should mean seeking
resources throughout a person’s life. Further, there is stigma
attached to both aging and mental health, which can prevent
help-seeking for older adults with mental health needs (Herrick
et al., 1997).

Siloed and fragmented services and support
Mental health is an essential part of overall health (Horgan &
Prorok, 2022; Prince et al., 2007). While this is becoming increas-
ingly and more broadly recognized across Canada, there remains a
lack of integration among the services and support meant to
address physical and mental health needs, particularly for older
adults withmultiple co-morbidities (White et al., 2017). As a result,
older adults experiencing physical and mental health issues tend to
have high rates of health service utilization, poor quality of life, and
increased mortality (White et al., 2017). Calls for increased inter-
professional education and training opportunities for health and
social care providers suggest that geriatricmental health, aging, and
dementia care providers need more support to meet the needs of
the aging population (Farrell et al., 2018). Insufficient funding is a
substantial factor in Canadians experiencing barriers to seeking
mental health care. For example, a recent survey by the Angus Reid
Institute found that almost 60% of Canadians who reported bar-
riers in seeking mental health care had experienced barriers due to
finances and/or high costs of services (Faber et al., 2023). Older
adults need equitable access to a full continuum of care and better
linking of addictions, health, social services, housing, education,
and the justice system services, including follow-up and wrap-
around services that are culturally relevant (Canadian Mental
Health Association, 2018). Current funding solutions are often
too narrowly focused on reactive treatment and facility-based
options, versus proactive, upstream preventative community-
based supports (Canadian Mental Health Association, 2018).

Longstanding knowledge and evidence gaps
Major gaps in aging-focused mental health research have contrib-
uted to slow progress on making mental health support, care, and
treatment options broadly available to older Canadians. Although
concerns arising from the COVID-19 pandemic have spurred new
recent funding opportunities, mental health research in Canada
receives three times less funding than would be required to meet its
morbidity burden (Woelbert et al., 2020). Mental health services
research studies tend to be limited by small, non-representative
samples and a narrow focus on the primary care sector (Callahan &
Hendrie, 2010). Similarly, progress in biological aging and mental
health research has lagged due to a lack of cross-discipline collab-
oration of scientists from biology, psychiatry, psychology, and
epidemiology (Han et al., 2019). There is also a need to extend
knowledge, expertise, and methods for co-production, co-design,
and other participatory research approaches for mental health
research to ensure emerging evidence fully reflects and responds
to diverse needs and experiences (King & Gillard, 2019).

Prioritizing aging and mental health

A joint recognition of the above challenges and barriers, and a
mutual commitment to advancing the field of aging and mental
health research led to a collaboration between the SE Research
Centre and the Canadian Mental Health Association (CMHA)
National office in 2018. Together, and with input from key mental
health experts and collaborators, including people with lived expe-
rience, they identified that it was important to work towards iden-
tifying a research agenda for aging andmental health inCanada. This
included prioritizing the perspectives of older adults, their family and
friend caregivers (hereafter referred to as caregivers) and health and
social care providers. From these discussions, an overall objective
was to identify the top 10 unanswered research questions on aging
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and mental health according to what matters most to Canadians
within the context of support, care, and treatment.

Engaging with experts-by-experience to identify research
priorities

Potential service users, caregivers, and clinicians all contribute
valuable perspectives to the identification of future research initia-
tives. Previous research, mental health and otherwise, has demon-
strated the priorities of these experts-by-experience can differ from
those of academic researchers (Crowe et al., 2015; Ghisoni et al.,
2017; Tallon et al., 2000). As Chalmers et al. (2014) note, research
agendas set using a priority-setting partnership primarily include
priorities related to education and training; service delivery; psy-
chological interventions; physical interventions; exercise; and so
forth, while published research disproportionately focuses on clin-
ical interventions (e.g., pharmaceutical, surgical) (Telford & Faulk-
ner, 2004). In the context of mental health, experts-by-experience
who prioritize a holistic understanding of mental well-being may
be poorly represented by the traditional medical model ideology
that often drives mental health research (Telford & Faulkner,
2004). Research agendas that are developed in partnership with
their target audiences/participants can also help to reduce instances
of research ‘waste’ (e.g., projects with spurious conclusions, outputs
that are neither relevant to advancing knowledge nor immediate
application) (Chalmers et al., 2014; James Lind Alliance, 2021).

A note about COVID-19, aging and mental health

The COVID-19 pandemic exacerbated unmet mental health needs
across Canada (Centre for Addiction and Mental Health, 2020).
Prior to the pandemic, 1.6 million Canadians reported unmet
mental health care needs each year (Canadian Mental Health
Association, 2018). A 2021 survey found that more than 60% of
Canadians were experiencing worse mental health since the start of
the pandemic, and while 11 million Canadians were experiencing
high stress levels, only 1 in 5 had sought support for their issues
(Thompson & Simpson, 2021). A longitudinal analysis on the
impact of COVID-19 on the mental health of middle-aged and
older adults revealed that this group was twice as likely to have
depressive symptoms during the pandemic compared to pre-
pandemic, and subgroups with lower socioeconomic status and other
poorer health factors experienced a greater impact (Raina et al., 2021).
Loneliness was also found to be a significant predictor of worsening
depressive symptoms in older Canadians (Raina et al., 2021).

Evidence of resilience in older adults through the pandemic has
also been reported (Fuller &Huseth-Zosel, 2021), and compared to
younger adults, older adults have been found to experience better
psychosocial outcomes, even though they are more physically
vulnerable to the virus (Minahan et al., 2021). The range of emerg-
ing findings related to COVID-19, mental health, and aging rein-
forces the importance of learning more about the role and
significance of age-related changes on mental health to better meet
the diverse needs of people as they age and live in a post-pandemic
future (Vahia et al., 2020).

While the present study was designed prior to the onset of the
COVID-19 pandemic, data collection took place during waves one
and two of the pandemic. This means that the results of this study
are reflective of lived experiences of the COVID-19 pandemic and
are therefore relevant to informing post-pandemic planning for a
more resilient and equitable health and social care system (Vahia
et al., 2020).

Methods

This project had three phases and was guided by an adapted James
Lind Alliance (JLA) Approach to Priority Setting Partnerships
(James Lind Alliance, 2021). See Figures 1 and 2 for a detailed
breakdown of the study design. The JLA is a not-for-profit initiative
supported by the National Institute for Health Research in the
United Kingdom (James Lind Alliance, 2021). The Priority Setting
Partnerships (PSPs) approach was chosen as suitable to meet our
objectives because it aims to meaningfully engage patients, care-
givers, and health and social care providers in the development of
shared research priorities through the following five-step process
(James Lind Alliance, 2021):

1. Establish a steering committee
2. Invite partner organizations
3. Identify questions about aging and mental health
4. Process the data
5. Prioritize the questions

JLA PSPs are typically guided by JLA Advisors, who are inde-
pendent consultants and assist projects by acting as neutral facil-
itators throughout the process (James Lind Alliance, 2021). While
hiring a JLA Advisor was outside of the budgetary scope of this
community-led project, the study team applied expertise in partic-
ipatory research and consultation methods to design an inclusive
approach across all phases of the work.

This project was reviewed and received ethics exemption from
the Southlake Regional Health Centre Research Ethics Board for
Phase 1 & 2 (REB# 044-1920) and Phase 3 (REB# S-052-2021). In
Canada, research studies are governed by the Tri-Council Policy
Statement (at the time of exemption, this was TCPS 2 2018), which
determines what does and does not require ethics review (Canadian
Institutes of Health Research et al., 2018). The Southlake Regional
Health Centre Research Ethics Board (REB) received the ethics
packages in 2019 (Phase 1 and 2) and 2021 (Phase 3) and deter-
mined in both instances that the proposed activities fell outside of
the scope of research subject to REB review as defined under article
2.5 of the TCPS 2 2018 whereby ‘quality assurance and quality
improvement studies, program evaluation activities, and perfor-
mance reviews, or testing within normal educational requirements’
(Canadian Institutes of Health Research et al., 2018, p. 18) do not
require ethics approval and thus are ethics exempt. Given the
variance in ethics governance structures across countries, ethics
approvalmay be required outside of Canada for this type of priority-
setting initiative. The findings are reported according to the
REPRISE guidelines for priority-setting in health research (see
Supplementary Material A) (Tong et al., 2019).

Collaboration with experts-by-experience (JLA Steps 1, 2)

Together with the CMHA National office, the project team held a
breakfast session at the 2019 Mental Health for All conference,
which was, at the time, the largest community mental health
gathering in Canada. The goal of the session was to explore how
aging researchers and mental health researchers could come
together to set an agenda for aging-focused mental health research
in Canada. At this session, it was collectively decided by attendees
that the direct input of aging Canadians, caregivers, and health and
social care providers was needed to understand what research is
most urgently required for changing the conversation about aging
and mental health in Canada. A steering group of 13 experts-by-
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experience, including older adults, caregivers, and health and social
care providers, as well as representatives from collaborating orga-
nizations (e.g., Mental Health Commission of Canada, Schlegel-
University of Waterloo Research Institute for Aging, local CMHA
branches) was formed following the breakfast session. Participant
recruitment was based on follow-up with session attendees and a
broad public online survey using SurveyMonkey. The steering
group met monthly (n = 20) online for the duration of the project
to guide all aspects of the PSP, using the Microsoft Teams platform
for video and telephone dial-in. Steering group members contrib-
uted to the project in multiple ways, which included (but were not
limited to): reviewing recruitment and data collection materials for
clarity and appropriateness, sharing recruitment materials with
their network, providing feedback on draft knowledgemobilization
materials, and brainstorming how to pivot the project online at the
onset of the COVID-19 pandemic. All steering group meetings
started with introductions and a group reflection question to build
rapport and sustainable working relationships. Members were sent
an agenda and materials for review in advance of each meeting and
asked to provide input and feedback to guide all aspects of the
project. A project website (https://research.sehc.com/resources/

aging-in-society/aging-mental-health-priorities) was developed
and used to post up-to-date information about the project, with
an open invitation for members of the public to get involved in the
steering group.

Phase 1: Identifying questions about aging and mental health
(JLA Steps 3, 4)

A national survey was conducted to identify Canadians’ broad
questions and concerns about aging and mental health. The survey
was developed in collaboration with the steering group and was
organized into three sections to encourage participants to think
about mental health holistically, including mental health support,
care, and treatment defined as follows:

Support: information, resources and services meant to communicate
to, educate, or connect people around mental health (e.g., CMHA
website).

Care: services focused on protecting and promoting individual abilities and
strengths of anyone experiencing poor mental health (e.g., counselling).

Figure 1. Modified priority setting partnerships project design.
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Treatment: medical and professional interventions to cure or alleviate
symptoms of a diagnosed mental health illness (e.g., medication).

Each of the three sections was structured with a single open-ended
text box, and the same question prompts as follows:

When you think about mental health (support/care/treatment) and aging:

What questions come to mind?
What topics do you want to know more about?
What type of support/care/treatment is most important to you?

The survey also included a brief section to collect information
about participant characteristics, with questions about the
perspective(s) they bring (e.g., older adult, caregiver, health, and
social care provider), age, gender identity, race/ethnicity, and geo-
graphic location (see Supplementary Material B for a copy of
Survey 1).

Data collection
The survey was made available online through SurveyMonkey and
via paper copy. Inclusion criteria for survey participants were
(1) that they had to be currently living in Canada, and
(2) identify as one or more of the perspectives of an: older adult
(age 55+); caregiver (family, friend, neighbor, and so forth, who
provides support to an older adult); and/or health and social care
provider (paid to provide care to older adults). Older adults were
intentionally defined as ‘age 55+’ as a more inclusive guide for self-
selection than the standard age requirement for senior citizenship
in Canada (i.e., age 65+). A snowball sampling strategy was used to
engage as many Canadians as possible, aligned with evidence for
best sampling methods for research priority-setting with hard-to-
reach communities (Valerio et al., 2016). The survey was promoted
online through affiliated social media accounts and leveraging the
personal and professional networks of steering group and project
team members through email, posting the survey link to the
dedicated project website, and promotional posters in local

Figure 2. Illustration of workshop flow.
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community sites (e.g., grocery stores). All recruitment materials
and the survey itself were made available in English and French.
The cover page of the survey included detailed information about
the project, and participants had to check a box to provide
informed consent. At the end of the survey, participants were given
the opportunity to sign up for updates on the project or to indicate
their interest in participating in a future stage. They were also given
the option to enter a draw to win one of ten $50.00 CAD gift cards.
Survey data collection took place between February 4, 2020, and
June 9, 2020.

Data analysis
As there were no pre-defined criteria used to scope survey
responses regarding their connection to the aging and mental
health topic, all survey responses from participants who met the
inclusion criteria were retained and exported into Microsoft Excel
and de-identified for analysis. Quantitative analysis involved cal-
culating descriptive statistics for the participant characteristics.
Conventional qualitative content analysis was used to code the
free-text, open-ended survey responses (Hsieh & Shannon, 2005).
This analytical approach was chosen as it is appropriate for areas
where existing research on the phenomenon is limited, in this case,
Canadians’ questions about aging and mental health. Three team
members (JG, KY, EK) coded the data so that all survey responses
were coded individually by at least two people. After an initial
round of open coding for each of the three sections, the respective
two team members met to discuss the codes and categorize them
intomain codes (i.e., different mental health topics), and sub-codes
(i.e., elements related to each mental health topic). The consensus
coding framework was then applied to the remaining responses.
After all the coding was complete, two members of the team (KY,
EK) collaboratively consolidated the main codes and sub-codes
into a representative set of questions about aging and mental
health. Codes and sub-codes that were applied only once within
the dataset were excluded. One researcher (JG) independently
reviewed and revised the draft questions.

The Survey 1 questions were checked against existing evidence
via a rapid scan of academic and grey literature published in the
10 years prior. The goal was to identify whether research attention
had been given to any of the identified questions and to use this
preliminary understanding as a focusing step to ensure the ques-
tions that would bemoved forward into Phase 2 prioritization were
those which had received the least amount of research attention to
date. The list of questions was divided between team members JG,
EK, PH, and KY who searched electronic databases (e.g., Medline/
PubMed, Cochrane Library, Google Scholar) to identify peer-
reviewed literature, focusing on review papers. Hand searching of
the reference lists was also completed to identify additional litera-
ture. The titles and abstracts/ lay summaries of relevant papers were
reviewed for key findings. Scanning the websites of relevant Cana-
dian organizations (e.g., CMHA, Canadian Coalition for Seniors’
Mental Health, Fountain of Health, the Mental Health Commis-
sion of Canada) led to the identification of grey literature sources.
Information from white and grey literature sources was considered
by the assigned member of the research team before categorizing a
question as: (1) answered; (2) partially answered; or
(3) unanswered by existing evidence. Questions were considered
answered when peer-reviewed published literature was available to
address all elements of a question. Partially answered questions
were defined as either: (a) questions where some peer-reviewed
literature existed but did not cover all elements of a question; or
(b) where only grey literature existed. Questions were categorized

as ‘unanswered’where no peer-reviewed or grey literature could be
found to address the elements of a question. After all team mem-
bers completed their individual review of the literature against their
assigned questions, a meeting was held to discuss and finalize the
categorization of each question. Questions, categories, and evi-
dence were then brought forward to the steering group for con-
sensus. A decision was made with the steering group to drop
questions categorized as answered for further prioritization, given
the attention they had been given by existing research. Partially
answered and unanswered questions were collapsed for further
prioritization in Phase 2, given the team’s assessment of their
collective need for additional research attention.

Phase 2: Interim prioritization of questions on aging andmental
health (JLA step 5)

A second national survey was conducted to identify a short list of
priority questions. Questions that were categorized as answered
after the literature scan were excluded from the second survey. The
survey included one main question, which asked participants to
select up to 10 of the questions they felt were most important to
answer through future research on aging and mental health. The
second survey included the same participant characteristics
section as the first survey, described above (see Supplementary
Material C for a copy of Survey 2).

Data collection
Online administration of Survey 2 followed the same processes as
Survey 1, including inclusion criteria, recruitment strategy, con-
sent, and participant honoraria. Individuals who completed the
first national survey and who (a) indicated they were interested in
receiving updates about the project, or (b) wanted to participate in
the next stage of the project, were contacted via email and invited to
complete Survey 2. Data collection for Survey 2 took place between
November 12, 2020, and January 4, 2021.

Data analysis
Survey responses were downloaded into Microsoft Excel and
de-identified for analysis. Quantitative descriptive analyses were
completed to generate the short list of questions that were advanced
to Phase 3. To sort the list from overall ‘highest priority’ to overall
‘lowest priority’, a series of weighted endorsement scores were
generated for each question (see Supplementary Material D for
example calculations). Questions selected by participants were
assigned a base value of 1.00, while unselected questions were
assigned a base value of 0. To generate a weighted value based on
the proportion of questions selected by a given participant (up to
10), the base value was divided by the number of questions picked.
For example, if a participant picked 7 questions, the weighted value
for each of those questions would be 0.14 (i.e., 1.00/7). A weighted
sum score was produced for each of the unanswered questions by
adding the weighted values for a question across participants.

Dividing by the total weighted number of responses and mul-
tiplying by 100 generated a weighted percentage of endorsement
between 0% and 100%. Weighted percent of endorsements were
also calculated based on the following participant characteristics:
perspective, age, gender, geographic area, and ethnicity. Questions
that were endorsed by at least 33.3% of two or more key under-
represented groups in survey research were included in the short
list for Phase 3. For the purposes of this analysis, under-represented
groups were defined as: adults 76 years of age and older, men, non-
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White individuals, and those who live outside of Ontario (Florisson
et al., 2021; Lam et al., 2022; Woodall et al., 2010).

Phase 3: Online workshops and nominal group technique (JLA
step 5)

A nominal group technique was used to engage participants in
quick decision-making in a way that both generates consensus on
priorities and ensures individual opinions are heard and consid-
ered (James Lind Alliance, 2021). The nominal group technique
involves both small and large group discussions and voting/ranking
(James Lind Alliance, 2021). Typically, this is done through a single
all-day in-person, face-to-face workshop, but due to COVID-19
pandemic restrictions on travel and in-person gatherings, a series
of four shorter online workshops were conducted instead.

Data collection
Inclusion criteria for workshop participation was consistent with
Surveys 1 and 2. Workshop attendees were recruited using a
stratified convenience sampling of previous survey participants
across three waves. In wave 1, individuals who previously indicated
in Survey 1 or 2 that they would be interested in receiving updates
about the project and who were currently living outside of Ontario
were first invited by email to participate in the workshops. This
included individuals who self-identified as representing one or
more of the underrepresented groups defined above. In wave
2, which was conducted one week after wave 1, individuals who
represented one or more of the underrepresented groups and were
living in Ontario were invited to participate by email. In wave
3, two weeks after wave 1, all other interested individuals were
contacted. Reminder emails were sent to potential participants
one week after their initial invitation email, for all waves except
wave 3, which only received one email. The email invitation
included a link to register for one of four pre-scheduled workshop
dates and times. Efforts were made to provide a wide range of
workshop timing options to facilitate participation from across the
country. Each of the first three workshops was designed to focus on
one of the three perspectives of interest (i.e., older adults, care-
givers, health, and social care providers) and include 8–10 partic-
ipants. The fourth workshop was designed to include all three
perspectives of interest and include up to 30 participants. Once
registered, prospective participants were contacted by EK for a pre-
workshop introduction call to provide information about the pro-
ject, overview the pre-workshop activity and the plannedworkshop
agenda, and provide technological support to familiarize partici-
pants with theMicrosoft Teamsmeeting software in advance of the
session. A variety of options were given to participants to make
workshop participation as user-friendly and feasible as possible,
including dialing in for the workshop by phone, having a paper
copy of the pre-workshopmaterials mailed to them, and receiving a
reminder call or email one to two days before the workshop.

One to twoweeks before theworkshop, participantswere emailed
ormailed a pre-workshop activity and instructed to complete it prior
to the workshop and have it with them at the session to inform their
participation in the discussions. The pre-workshop activity included
the short list of unanswered questions from Phase 2, and attendees
were asked to select, based on their opinion, the top three most
important and the bottom three least important questions for Cana-
dians, with room to include a brief explanation for their choices.

The series of four workshops were held in April 2021 and were
facilitated by project team members JG, EK, and PH. In the first
three workshops, attendees first completed an introduction activity

before JG discussed the purpose of the workshops and the project
overall. Attendees were then asked in a roundtable fashion to share
their top and bottom three rankings, which were captured live by
JG on a spreadsheet which attendees could observe. PH lead and JG
facilitated a discussion on the convergent and divergent rankings,
with a goal to establish a consensus on the top 10 ranked-ordered
questions. EK took detailed typed notes and provided technological
support to attendees during the session. Attendees were shown a
ranked list of the top 10 questions based on their scores and were
given the opportunity to either omit or add questions back into the
list for consideration if most of the attendees agreed. Consensus
was decided through discussion and/or a majority vote in some
cases.

The results from the first three workshops were shared in
advance with the participants in the final fourth workshop, which
was facilitated as three small working groups of mixed perspectives
who again each did a prioritization and ranking process.Workshop
participants were offered a $50.00 CAD e-gift card in appreciation
for their time. See Figure 2 for a detailed flow chart of the workshop
process.

Data analysis
The top 10 unanswered research questions on aging and mental
health according to Canadian older adults, caregivers, and health
and social care providers were generated using Microsoft Excel.
The final rank-ordered list of the top 10 questions from each of
workshops one, two, and three and each of the three working
groups in workshop four were entered into a spreadsheet for
comparison. For each of the six groups, a scored list was produced
– numbers 1 through 10 represented the top 10 questions of the
group. No groups chose to add any extra questions to their priority
lists, and thus any remaining unranked questions were assigned a
score of 11. A consensus list was produced by summing together
the score for each question across the groups. The lowest scores
represented questions that had been highly important to all groups.

In recognition of the unique challenges and opportunities for
disseminating the research priorities during the ongoing COVID-
19 pandemic, the four workshops were transcribed verbatim and
used to augment the existing notes taken by EK during the work-
shop.

Results

Phase 1: Identifying questions about aging and mental health
(JLA Steps 3, 4)

Participant characteristics
A total of n = 305 respondents completed Survey 1, with most
respondents answering in English. Most identified asWhite (either
European or North American) (see Table 1). Over 70% of respon-
dents identified as an older adult, while just over 40% identified as a
caregiver for an older adult, and approximately one-quarter iden-
tified as a health and social care provider. Almost half of the
respondents identified as having more than one perspective.
Respondents were primarily living in Ontario, although there
was at least one respondent from 11 of the 13 provinces and
territories in Canada.

Questions from Survey 1
Phase 1 survey responses were consolidated into a list of 42 unique
questions on aging and mental health. Questions were phrased
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Table 1. Participant characteristics across the pan-Canadian surveys and online workshops

Survey 1 Survey 2 Workshops

n % n % n %

Total 305 703 52

Language

English 294 96.4% 703 100.0% 52 100.0%

French 11 3.6% 0 0.0% 0 0.0%

Self–identified perspective (select all that apply)

Older adult (age 55+) 218 70.1% 398 56.6% 36 63.2%

Caregiver (family, friend, neighbor, and so forth, who provides support to an older adult) 125 40.2% 248 35.3% 26 45.6%

Health and social care provider (paid to provide care to older adults) 84 27.0% 270 38.4% 18 31.6%

Other (please specify) 51 16.4% 61 8.7% 6 11.5%

Missing 0 0.0% 19 2.7% 1 1.9%

Identified as more than one perspective

Yes 138 45.2% 227 32.3% 26 50.0%

No 167 54.8% 476 67.7% 26 50.0%

Province/territory of residence

Ontario 159 52.1% 537 76.4% 32 61.5%

Saskatchewan 8 2.6% 18 2.6% 6 11.5%

Other1 138 45.1% 134 19.3% 14 26.9%

Missing 0 0.0% 12 1.7% 0 0.0%

Age group

Under 55 77 25.2% 266 37.8% 17 32.7%

Age 55–65 123 40.4% 211 30.0% 18 34.6%

Age 66–75 64 21.0% 143 20.3% 6 11.5%

Age 76 years and older 37 12.1% 57 8.2% 10 19.2%

Prefer not to answer 2 0.7% 7 1.0% 0 0.0%

Missing 2 0.7% 19 2.7% 1 1.9%

Gender

Female 233 76.4% 557 79.2% 37 71.2%

Male 69 22.6% 122 17.4% 15 28.8%

Other 0 0.0% 0 0.0% 0 0.0%

Prefer not to answer 1 0.3% 8 1.1% 0 0.0%

Missing 2 0.7% 16 2.3% 0 0.0%

Racial or ethnic group

Asian – East, South, South East (e.g., Chinese, Indian, Malaysian) 13 4.3% 60 8.5% 5 9.6%

White – European, North American (e.g., Italian, Canadian) 273 89.5% 540 76.8% 31 59.6%

Other2 16 5.1% 73 10.4% 15 28.8%

Prefer not to answer 3 1.0% 18 2.6% 0 0.0%

Missing 0 0.0% 12 1.7% 1 1.9%

1‘Other’ includes free text responses and any provinces/territories with less than five respondents. This includes Alberta, British Columbia, Manitoba, New Brunswick, Newfoundland and
Labrador, Nunavut, Nova Scotia, Northwest Territories, Prince Edward Island, Quebec, and Yukon.
2‘Other’ includes free text responses (e.g.,Caribbean, not ‘black’; Indian – African (Africanwith origin in India)) and any categorieswith less than five respondents. This includes Black – African (e.g.,
Ghanian), Black – Caribbean (e.g., Barbadian), Black – North American (e.g., Canadian), First Nations, Indigenous/First Nations – not included elsewhere, Métis, Indian – Caribbean (e.g.,
Guyanese with origins in India), Latin American (e.g., Argentinian), Middle Eastern (e.g., Egyptian), Mixed heritage (e.g., Black – African and White – North American), and do not know.
No respondents identified as Inuit.
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broadly to pertain to a variety of research areas (e.g., biomedical,
clinical, health services and population health research) and/or
types of research (e.g., prevention, diagnosis, treatment, health
system and policy). Seventeen questions were categorized as
answered, 17 as partially answered, and eight as unanswered. See
Table 2 for a full breakdown of the questions and their categoriza-
tion. All the questions, including those categorized as ‘answered’,
are publicly available on the project website (https://research.sehc.
com/resources/aging-in-society/aging-mental-health-priorities).

Phase 2: Interim prioritization of questions on aging andmental
health (JLA step 5)

Participant characteristics
A total of n = 703 respondents completed Survey 2, with all
respondents answering in English. Respondents primarily identi-
fied as White (either European or North American) (see Table 1).
Almost 57% of respondents identified as an older adult, while just
over one third identified as a caregiver for an older adult, and
almost 40% identified as a health and social care provider. About a
third of the respondents identified as having more than one per-
spective. While respondents were predominantly living in Ontario,
there was at least one respondent from 12 of the 13 provinces and
territories in Canada.

Shortlisted questions from Survey 2
Survey 2 refined the list of 25 unanswered or partially answered
questions to a shorter list of 18 questions, prioritizing questions
most frequently selected as important by respondents overall and
individuals in key under-represented groups (e.g., adults 76 years of
age and older, men, non-White individuals, and those who live
outside of Ontario). Table 3 illustrates the short-listed questions
emerging from Survey 2.

Phase 3: Online workshops and nominal group technique (JLA
step 5)

Participant characteristics
A total of n = 52 participants, all speaking English, attended one of
four workshops. Participants primarily identified as White (either
European or North American) (see Table 1), with just under one-
quarter of participants identifying as either South Asian, Black-
African, or Métis. Just under 30% identified as male. Most partic-
ipants identified as an older adult, while just under half identified as
a caregiver and about one-third identified as a health and social care
provider. A full half of the workshop participants identified as
having more than one perspective. Respondents were predomi-
nantly living in Ontario. Approximately 30% of participants came
from Saskatchewan, British Columbia, and Manitoba.

Top 10 unanswered research questions on aging and mental
health
From the series of workshops, the final list of top 10 priority
unanswered research questions was generated (see Table 4). The
top unanswered question focused on building mental health-
related skills in health care providers who are not mental health
specialists. The second priority unanswered question asked about
the type of supports that minimize the impacts of loneliness for
those who are socially isolated. One question focused on access to
care (#3), while another focused on person-centred care in mental
health (#4). Technology was explored in question #5, and #6 looked
at the mental health care needs of older adults during care

transitions. One question (#7) focused on care provider burnout.
Two questions focused on caregivers in the context of being
involved in care planning (#8) and bolstering their own well-being
(#10). One question (#9) highlighted financial supports and
resources for older adults who cannot afford mental health care.

Discussion

The identification of aging and mental health related research
priorities of aging Canadians is a novel contribution to the aca-
demic literature. Although other PSPs have identified mental
health and mental health-related phenomena (e.g., psychological
well-being, experiences of social isolation) as important priorities
for older adults (Hanson et al., 2021; Parker et al., 2019), the work
described in this paper provides more tailored guidance for
research and action to address the pervasive societal misconcep-
tions; siloed and fragmented services and support; and longstand-
ing knowledge and evidence gaps in themental health landscape for
aging Canadians.

In terms of societal misconceptions, the top priority research
question uncovered in this work indicates that aging Canadians feel
there is a need for more diffuse knowledge and skills across the
health system workforce to attend to the unmet mental health care
needs of this population. In a recent survey of nurses working in the
United States, those with specialized mental health skills had
comparatively lower levels of stigma than other nurses, with knowl-
edge found to partially mediate the relationship between nursing
specialty and stigma (Kolb et al., 2023). This evidence supports the
hypothesis that better equipping the health care workforce with
skills to care for mental health-related needs may help to mitigate
stigma associated with mental health.

In terms of siloed and fragmented services and support, the
priority research questions are more likely to spark needed inter-
disciplinary collaborations to advance work on policy, program,
and practice solutions to challenges associated with interactions
between aging and mental health/illness (Cosco et al., 2022).
A recent paper emphasized evidence for the interaction between
physical, mental, social, and environmental experiences in creating
a healthy aging process, substantiating the argument for mental
health as an essential indicator of overall health (Horgan & Prorok,
2022). Providers may also find the priority research useful to their
continuing professional development by suggesting areas for
broadening expertise which may be especially meaningful to their
clients and by providing justification to potential gatekeepers (e.g.,
managers) for why these topics are important (Cleary et al., 2011).
For example, one of the priority questions indicates that aging
Canadians recognize the need to better understand and attend to
themental health needs of older adults during care transitions. This
question is supported by a recent qualitative study on experiences
of older adults during the transition from hospital to home, which
reported that providers have limited training on the mental health
issues and needs of older adults, often focusing more on physical
symptoms and concerns (Sun et al., 2023). These findings suggest
that future research to address this priority question could support
the delivery of more integrated physical and mental health care.

In terms of longstanding knowledge and evidence gaps, the
priority research questions are a valuable starting point for funders,
researchers, organizations, and providers working in the area of
aging and/or mental health in Canada (Staley et al., 2020). This
project serves as a positive example of involving experts-by-
experience in decision-making, research, and action as it relates
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Table 2. List of 42 questions identified from respondents of Survey 1

What type of support minimizes the mental health impacts of loneliness for those who are socially isolated? Partially answered

How can I and others help reduce the stigma around aging and mental health? Partially answered

What supports help with the fear of unpredictable/ unexpected life changes? (e.g., job loss, divorce, death) Partially answered

What mental health supports are needed in long-term-care? Partially answered

What support is needed by older adults dealing with substance use and addictions issues? (e.g., cannabis, alcohol,
prescription medications, gambling etc.)

Partially answered

How can I or others provide support for an older adult’s mental health needs? Partially answered

How can mental health care providers be better protected from burnout when providing care for older adults? Partially answered

How can we better address the concerns older adults have around using mental health services like counselling? Partially answered

How can mental health care planning better include the perspectives of family caregivers? (e.g., shared decision–making) Partially answered

What support do family caregivers need when they disagree with the mental health care provided to the older adult they
support?

Partially answered

What health and social care services are most needed by caregivers of older adults with mental health issues? Partially answered

How can peer support be used to improve mental health care for older adults? Partially answered

What mental health care is needed by older adults during care transitions? (e.g., from hospital to home, from home to
long–term care)

Partially answered

What financial supports or resources are most useful to older adults who cannot afford mental health care? Partially answered

How do/ should treatment options differ for older adults compared to the general population? Partially answered

How can health care providers who are not mental health specialists build their skills for providing mental health care to
older adults? (e.g., family doctors, personal support workers, nurses, rehabilitation therapists etc.)

Partially answered

How can older adults and caregivers better access mental health care when they need it? (e.g., location, cost, technology) Partially answered

How does publicly available information on aging and mental health include different culture and language-speaking
groups?

Unanswered

What supports help to protect mental health in preparation for and during expected life transitions and change? (e.g.,
retirement, empty nest)

Unanswered

What information can help people understand the differences between mental health and cognitive health? Unanswered

Would reducing financial barriers to accessing mental health care improve older adults’ use of these services? Unanswered

How can system-level health care funding be distributed to prioritize older adult mental health support, care, and
treatment?

Unanswered

How can mental health care providers ensure that older adult patients feel physically and emotionally safe during
treatment?

Unanswered

What does person-centered mental health care look like for older adults? (e.g., meeting individual needs and preferences) Unanswered

What are the challenges and opportunities for using technology to providemental health support and care to older adults? Unanswered

Are there simple tools available to help people identify signs of positive or poor mental health in themselves or others? Answered

What supports can help people prepare for physical and mental changes as they age? (e.g., decreased mobility, reduced
memory)

Answered

What supports help caregivers protect their mental wellbeing while caring for persons with mental health issues? Answered

How can care navigators help older adults and caregivers get the mental health support they need? Answered

What statistics exist to describe age-related mental health in Canada? Answered

What training supports employment and productivity in later life? Answered

What support is needed so older adults experience continuity of mental health care? Answered

How can physical health care providers and mental health care providers work better together to care for older adults? Answered

How does mental health care for older adults (i.e., geriatric mental health care) differ from general mental health care? Answered

What does effective home care look like for older adults with mental health issues and their caregivers? Answered

How do social and structural determinants of health impact mental health care for older adults? (e.g., income, location,
ethnicity, etc.)

Answered

What information is needed to guide the support, care, and treatment of depression in older adults? Answered

What type of prevention/ early intervention is effective for treatment of mental health issues in older adults? Answered

(Continued)
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to their mental health support, care, and treatment (Telford &
Faulkner, 2004; Wykes et al., 2021). There is an increasing recog-
nition of the fundamental democratic right of all individuals, includ-
ing older adults, caregivers, and care providers, to participate in the
development, completion, andmobilization of research that concerns
them (Telford & Faulkner, 2004). Intentional commitment is needed
from researchers to consistently uphold this right to addresspervasive

epistemic discrimination in science (Duffy et al., 2022). Other ben-
efits of participatory versus non-participatory research methods
include higher quality data and analysis; outputs that are more
appropriate and relevant; and projects that are more fundable
(Ghisoni et al., 2017). The inclusion of experts-by-experience in
research and action also supports implementation of evidence at
scale (Wykes et al., 2021). Research based on priorities identified by

Table 2. Continued

What alternative treatments are available to support mental health in a way that will minimize disruptions to the day-to-
day lives of older adults?

Answered

What information is available around medically assisted death for older adults dealing with mental health illnesses? Answered

How can mental health treatments be better promoted to older adults with mental health illnesses? Answered

How do care providers ensure that their patients are appropriately prescribed and supported to use medications to treat
their mental health issues?

Answered

Table 3. Short list of 18 unanswered questions prioritized by respondents of Survey 2

1. What type of support minimizes the mental health impacts of loneliness for those who are socially isolated?

2. How can older adults and caregivers better access mental health care when they need it? (e.g., location, cost, technology)

3. What mental health supports are needed in long-term-care?

4. How can health care providers who are not mental health specialists build their skills for providing mental health care to older adults? (e.g., family doctors,
personal support workers, nurses, rehabilitation therapists etc.)

5. What financial supports or resources are most useful to older adults who cannot afford mental health care?

6. What mental health care is needed by older adults during care transitions? (e.g., from hospital to home, from home to long-term-care)

7. How can mental health care providers be better protected from burnout when providing care for older adults?

8. What health and social care services are most needed by caregivers of older adults with mental health issues?

9. What information can help people understand the differences between mental health and cognitive health?

10. What are the challenges and opportunities for using technology to provide mental health support and care to older adults?

11. Would reducing financial barriers to accessing mental health care improve older adult’s use of these services?

12. How can system–level health care funding be distributed to prioritize older adult mental health support, care, and treatment?

13. How do/should treatment options differ for older adults compared to the general population?

14. How can mental health care planning better include the perspectives of family caregivers? (e.g., shared decision-making)

15. What does person-centered mental health care look like for older adults? (e.g., meeting individual needs and preferences)

16. What support do family caregivers need when they disagree with the mental health care provided to the older adult they support?

17. What support is needed by older adults dealing with substance use and addictions issues? (e.g., cannabis, alcohol, prescription medications, gambling etc.)

18. How can peer support be used to improve mental health care for older adults?
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experts-by-experience appears more likely to attract their contin-
ued involvement (Ghisoni et al., 2017). Funders play a critical role
in the reduction of research waste, and integrating these priorities
into future grant/ program opportunities can help guide the devel-
opment of outputs that are relevant, appropriate, and efficient
(Chalmers et al., 2014; Staley et al., 2020).

Strengths and limitations

There are several strengths present in this work. First, we formed a
steering group of experts-by-experience at the outset of the project
who provided insight and support in all aspects of the work.
Engaging experts-by-experience not only in the priority-setting
process but in the development, management, and actioning of the
work helped ensure we stayed true to our commitment to authen-
tic partnerships. Steering group members were able to speak
candidly and openly about their feedback to the project team,
which enhanced the quality and appropriateness of the work
completed. For example, steering group members reviewed and
provided feedback on the wording of the Survey 1 questions to
improve their relevance and understandability. The steering group
has continued its commitment to advancing aging and mental
health in Canada and the group has since been formalized into the
Canadian Aging Action, Research, and Education (CAARE) for
Mental Health Group. The CAARE Group is building on the
priority questions, with three goals: (1) to build authentic partner-
ships that advance aging and mental health support, care, and
treatment in Canada; (2) to support research- and action-oriented
projects on the priority unanswered and answered questions; and
(3) to secure funding to support the priorities and activities of the
group.

A second strength is that, with the support of the steering group,
the project was successfully transitioned online at the onset of the
COVID-19 pandemic. Transitioning online enabled us to host four
workshops with individuals from across Canada, which would
otherwise not have been possible given logistical and budgetary
constraints. In turn, being able to open the workshops to attendees

from across Canada greatly increased the diversity of perspectives
that were sampled. Additionally, practices that were trialed during
the online transition (e.g., arranging proactive support for individ-
uals to participate in an online format) have since been integrated
in multiple projects led by the SE Research Centre. These practices
have helped ensure the successful engagement of workshop
attendees, even at the height of the COVID-19 pandemic.

One limitation to consider when interpreting the findings from
this work is that the diversity of participants included is not
representative of the total aging populace in Canada, despite efforts
during recruitment to reach as many Canadians as possible. As
such, priority questions should be re-confirmed as relevant to the
individual contexts in which they are applied in partnership with
experts-by-experience. Since this project, the SE Research Centre
has made efforts to increase our equitable inclusion of individuals
who are more representative of Canada’s diverse population in
follow-up research stemming from this work. This includes inten-
tionally partnering with French-speaking organizations, recruiting
more diverse members for project working groups, and engaging
with co-investigators in other provinces to better secure a non-
Ontarian perspective.

Next steps

In line with recommendations from research examining the long-
term uptake of PSP outputs (Staley et al., 2020), we are committed
to building generative relationships with researchers, funders, and
experts-by-experience to continue mobilizing knowledge of the
priority questions and facilitating their uptake across health and
social care sectors in Canada. As such, we will continue to work
with the CAARE forMental Health Group, which has, at the date of
this writing, grown to 22 individuals, including older adults, care-
givers, and health and social care providers who are committed to
action on the top 10 unanswered questions and answered ques-
tions. Additionally, we have undertaken a research and action
project funded by the Canadian Institutes of Health Research
focused on addressing the top unanswered and answered research

Table 4. List of the top 10 unanswered questions selected and ranked by workshop attendees

1. How can health care providers who are not mental health specialists build their skills for providing mental health care to older adults? (e.g., family doctors,
personal support workers, nurses, rehabilitation therapists etc.)

2. What type of support minimizes the mental health impacts of loneliness for those who are socially isolated?

3. How can older adults and caregivers better access mental health care when they need it? (e.g., location, cost, technology)

4. What does person-centered mental health care look like for older adults? (e.g., meeting individual needs and preferences)

5. What are the challenges and opportunities for using technology to provide mental health support and care to older adults?

6. What mental health care is needed by older adults during care transitions? (e.g., from hospital to home, from home to long-term-care)

7. How can mental health care providers be better protected from burnout when providing care for older adults?

8. How can mental health care planning better include the perspectives of family caregivers? (e.g., shared decision-making)

9. What financial supports or resources are most useful to older adults who cannot afford mental health care?

10. What health and social care services are most needed by caregivers of older adults with mental health issues?
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questions by co-designing an evidence-based approach to starting
mental health conversations between older adults and health and
social care providers during existing care interactions in home and
community care contexts. A protocol paper on the multi-phase
project has recently been published (Giosa et al., 2024).

Conclusion

The top 10 unanswered research questions on aging and mental
health according to Canadians will help prioritize an aging-focused
mental health research agenda and promote better collaboration
across siloed care and research fields. Future research and action
projects should incorporate one or more of the priority questions
with authentic partnership from experts-by-experience to mean-
ingfully advance mental health support, care, and treatment in
Canada.

Supplementary material. The supplementary material for this article can be
found at http://doi.org/10.1017/S071498082400028X.
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