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Highlights

•	 According to pooled cross-sectional 
data from fall 2020 and spring 2021, 
the overall prevalence of PTSD in 
Canada was 6.9%. 

•	 PTSD prevalence was higher among 
younger individuals, females, front
line workers, those with lower 
income (females only) and those 
living in urban areas.

•	 PTSD prevalence was higher among 
individuals with poor or fair men-
tal health or mental health that 
worsened relative to before the 
pandemic, a weaker sense of local 
community belonging, symptoms 
of anxiety and depression, suicidal 
thoughts, and heavy or increased 
use of alcohol and cannabis.

•	 Individuals who expressed con-
cerns about family violence, par-
ticularly females who considered 
themselves the target of violence, 
had a higher prevalence of PTSD.

•	 Prevalence of PTSD increased with 
the number of reported negative 
COVID-19 pandemic impacts.

Original quantitative research

Prevalence of posttraumatic stress disorder (PTSD)  
in Canada during the COVID-19 pandemic:  
results from the Survey on COVID-19 and Mental Health
Murray Weeks, PhD (1); Danielle Marion, MSc (1); Anne-Marie Robert, MSc (1); R. Nicholas Carleton, PhD (2)

This article has been peer reviewed. Research article by Weeks M et al.  
in the HPCDP Journal  

 licensed under a Creative Commons 
Attribution 4.0 International LicenseAbstract

Introduction: This study provides a descriptive overview of the prevalence of posttrau-
matic stress disorder (PTSD) in Canada, across sociodemographic characteristics, men-
tal health–related variables and negative impacts of the COVID-19 pandemic.

Methods: Data were obtained from cycles 1 and 2 of the Survey on COVID-19 and 
Mental Health (SCMH), collected in fall 2020 (N = 14 689) and spring 2021 (N = 8032). 
The prevalence of PTSD was measured using the PTSD Checklist for DSM-5 (PCL-5) 
Cross-sectional associations were quantified using logistic regression, while controlling 
for sociodemographic characteristics.

Results: The overall prevalence of PTSD was 6.9%. Factors associated with higher 
PTSD prevalence were female gender; younger age; lower income (females only); living 
in an urban area; frontline worker status or not being at work in the past week (males 
only); fair or poor mental health; a weak sense of community belonging; symptoms of 
generalized anxiety disorder and major depressive disorder; suicidal ideation; heavy 
alcohol use; daily cannabis use; increased alcohol and cannabis use since the start of 
the pandemic; decreased alcohol consumption since the start of the pandemic (males 
only); concerns about violence in the home; and negative impacts of the pandemic.

Conclusion: PTSD prevalence in Canada varies significantly across sociodemographic 
groups and is more common among those with indicators of lower mental health and 
well-being, as well as those more adversely affected by the COVID-19 pandemic. 
Ongoing and enhanced surveillance of PTSD in Canada is important to better under-
stand and address the burden and impacts of this condition.

Keywords: posttraumatic stress disorder, symptoms, PCL-5, mental health, SCMH, survey

Introduction

Posttraumatic stress disorder (PTSD) can 
occur after exposure to a potentially psy-
chologically traumatic event (PPTE), for 
example, actual or threatened death, natu-
ral disasters or sexual assault. Many peo-
ple in Canada have experienced a PPTE,1 
but most will not develop PTSD.2 PTSD is 
characterized by post-exposure symptoms 

that include persistent re-experiencing of the 
event, frequent avoidance of event remind-
ers, as well as negative thoughts, emotions 
and behaviours.3 A PTSD diagnosis requires 
post-exposure symptoms that, according 
to the Diagnostic and Statistical Manual of 
Mental Disorders, fifth edition (DSM-5), 
cause “clinically significant distress or 
impairment in social, occupational, or 
other important areas of functioning.”3

PTSD is associated with substantial bur-
dens, including lower quality of life;4 
higher functional impairment;5 and higher 
prevalence of comorbid mental disorder 
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diagnoses6 and alcohol and substance use 
disorders.1 The economic burden of PTSD 
is unknown, but mental disorders in 
Canada are associated with billions of dol-
lars per year in lost productivity and 
health care costs.7 

PTSD risk factors can be categorized into 
pre-exposure (e.g. history of mental disor-
ders), peri-exposure (e.g. peri-traumatic 
dissociation) and post-exposure (e.g. low 
social support).8,9 In terms of demographic 
differences, PTSD is about twice as com-
mon among women than men,1 is less 
common in older age groups10 and is more 
common among military personnel5 and 
Veterans,11  first responders and other pub-
lic safety personnel (e.g. correctional work-
ers, firefighters, paramedics, police officers)12 
and nurses,13 among others.

PTSD prevalence in Canada

Ongoing surveillance of PTSD prevalence 
is important for understanding the overall 
burden and to monitor for trends. Esti
mates from large nationally representative 
samples are optimal for addressing these 
questions. A 2018 systematic review found 
Canadian PTSD prevalence estimates to 
be largely dated, based on insufficient 
data (e.g. nonrepresentative or small sam-
ples) and varying greatly in terms of study 
population (e.g. clinical or general popu-
lation), PTSD assessment method (clinical 
assessment, screening tool or self-reported 
diagnosis) and time frame (e.g. lifetime, 
past year or past month).14 Recent national 
survey data suggest that the prevalence of 
a self-reported PTSD diagnosis by a health 
care professional was 3.4% in 2022 
(Public Health Agency of Canada internal 
analysis using data from the 2022 Mental 
Health and Access to Care Survey). How
ever, this only includes the treated popula-
tion who were willing to disclose their 
diagnosis. 

In 2020, the Survey on COVID-19 and 
Mental Health (SCMH)15 was implemented 
to examine Canadians’ mental health and 
well-being in the context of the pandemic. 
Early findings based on a screening tool 
(which can identify both diagnosed and 
undiagnosed individuals) indicated that 
the prevalence of moderate to severe 
symptoms of PTSD was 6.3% in 2020 and 
7.5% in 2021.16

PTSD surveillance is also important for 
assessing potential impacts of the COVID-
19 pandemic. Research conducted in China 

reported a high prevalence of PTSD during 
the first month of the pandemic, especially 
among those who were most impacted,17 
with one study reporting that more than a 
quarter of COVID-19 patients screened 
positive for PTSD within one year of the 
time that they were affected.18 Another 
study identified risk factors (e.g. economic 
instability) and protective factors (e.g. 
timely government action) for PTSD symp
toms during the pandemic.19 A large popu-
lation survey in the USA found that 26.3% 
of adults had symptoms of a trauma- and 
stressor-related disorder (including PTSD) 
related to the pandemic.20

The current study was designed to use data 
from cycles 1 and 2 of the SCMH (fall 2020 
and spring 2021) to provide a more detailed 
description of the prevalence of PTSD in 
Canada, stratifying PTSD prevalence by 
gender, by several sociodemographic and 
mental health–related characteristics and 
by several negative impacts of the COVID-
19 pandemic. The current study was also 
designed to quantify the relationships 
between these stratification variables and 
PTSD, while controlling for potential socio
demographic confounders.

Methods

Data sources

Data were collected in fall 2020 (11 September 
2020 to 4 December 2020) and in spring 
2021 (1 February 2021 to 7 May 2021).15 
The survey covers non-institutionalized 
persons aged 18 years and older living in 
Canada’s 10 provinces and the three terri-
torial capitals, who were not living on 
reserves or in collective, unmailable, inac-
tive or vacant dwellings. The SCMH used 
a two-stage sampling design, with the 
dwelling as the first stage unit and the 
person within the dwelling as the second 
stage unit. The SCMH was stratified by 
province with random sampling of dwell-
ings within each province and within the 
three territorial capitals. Survey responses 
were voluntarily completed by electronic 
questionnaire or through computer-assisted 
telephone interviews and respondents were 
informed that their answers would be 
strictly confidential. The survey response 
rate was 53.3% (n = 14 689) for fall 2020 
and 49.3% (n = 8032) for spring 2021. 
The total sample for both collection peri-
ods (n = 18 093) includes those respon-
dents who agreed to share their responses 
with the Public Health Agency of Canada.

Measures

Sociodemographic variables
Sociodemographic variables included gen-
der, age group, total household income 
tertile, highest level of education, area of 
residence (urban or rural), immigrant sta-
tus, racialized background and occupation 
(i.e. frontline work, essential work, other 
work). 

Immigrants included landed immigrants 
and nonpermanent residents, and nonim-
migrants included people born in Canada. 
Racialized people were those who did not 
identify as White or as Indigenous (First 
Nations, Métis or Inuit). 

Occupation groups included anyone aged 
75 years or younger who worked “at a job 
or business” in the past week. Frontline 
workers were defined as people with “the 
potential to come in direct contact with 
COVID-19 by assisting those who have 
been diagnosed with the virus.”15 Examples 
provided were “police officers, firefighters, 
paramedics, nurses or doctors.”15 Essential 
workers were defined as people working 
“in a service, facility or in an activity that 
is necessary to preserving life, health, 
public safety and basic societal functions 
of Canadians.”15 Examples provided were 
“employees working in transportation 
(e.g. public transit, gas stations), financial 
institutions, health care or as first respond-
ers (e.g. police, firefighters, paramedics), 
pharmacies, childcare, food supply (e.g. 
grocery stores, truck drivers).”15 Frontline 
workers represented a subset of essential 
workers; accordingly, the current study 
excluded frontline workers from the essen-
tial worker category to enable comparisons.

PTSD
Positive screens for PTSD were assessed 
using the 20-item PTSD Checklist for 
DSM-5, the PCL-5.21 Instead of using the 
full Life Events Checklist for DSM-5 (LEC-
5),22 respondents were asked, “Have you 
ever experienced a highly stressful or trau-
matic event during your life?” Respondents 
were then asked, “Keeping your worst 
event in mind, over the past month, how 
often have you been bothered by the fol-
lowing problems?” Respondents rated their 
symptoms for each PCL-5 item on a 
5-point scale (0 = not at all; 1 = a little 
bit; 2 = moderately; 3 = quite a bit; 4 = 
extremely). The PCL-5 total score is the 
sum of the individual item scores. A posi-
tive screen for PTSD was based on total 
scores greater than 32 out of 80.21 
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A more nuanced screen was also applied, 
wherein the total score threshold was 
combined with another recommended 
method where each DSM-5 criterion is 
met based on PCL-5 subscale scores.21 
This more nuanced screening algorithm 
produced lower overall estimates but a 
very similar pattern of results (available at 
https://osf.io/); accordingly, PCL-5 total 
scores greater than 32 were included. 
Although aligned with DSM-5 diagnostic 
criteria, the PCL-5 does not replace the 
more comprehensive clinical assessment 
required for diagnosis. For the sake of 
simplicity, we use “PTSD prevalence” in 
this study, despite reference to PCL-5 posi-
tive screens.

Mental health–related variables
Respondents were asked the following 
questions about their mental health: (1) “In 
general, how is your mental health?” with 
responses dichotomized as “poor/fair” 
versus “good/very good/excellent”;23 and 
(2) “Compared to before the COVID-19 
pandemic, how would you say your men-
tal health is now?” with responses (“much 
better now,” “somewhat better now,” “about 
the same,” “somewhat worse now” or 
“much worse now”) dichotomized as “same 
or better” versus “worse.”24

Respondents were also asked, “How would 
you describe your sense of belonging to 
your local community?” Responses were 
dichotomized as “very strong/somewhat 
strong” versus “somewhat weak/very 
weak.”25

Symptoms of generalized anxiety disorder 
(GAD) and major depressive disorder (MDD) 
were measured using the Generalized 
Anxiety Disorder Scale (GAD-7)26 and the 
Patient Health Questionnaire (PHQ-9),27 
respectively, with scores greater than 9 
indicating a positive screen on either mea-
sure. Respondents were also asked the fol-
lowing two questions: “Have you ever 
seriously contemplated suicide?” and 
“Have you seriously contemplated suicide 
since the COVID-19 pandemic began?” 
Responses to these facilitated a three-level 
variable of “lifetime history of suicidal 
ideation, but not during the COVID-19 
pandemic,” “suicidal ideation during the 
COVID-19 pandemic” and “no history of 
suicidal ideation.”

Heavy drinking was assessed by asking 
how often in the past month females had 
consumed more than 4 drinks in one 

sitting and males more than 5 drinks in 
one sitting.28 Respondents were also asked 
how often they consumed cannabis in the 
past month. Respondents were then asked 
how their use of alcohol and cannabis had 
changed over the course of the COVID-19 
pandemic when compared to before the 
pandemic, with potential responses being 
“increased,” “decreased” and “no change.”

Respondents were asked, “How concerned 
are you about violence in your home?” 
Those who reported some level of concern 
(“somewhat,” “very” or “extremely” vs. 
“not at all”) were asked who in their 
household they were concerned was the 
target of violence. Nonmutually exclusive 
responses (“self,” “another adult/adults” 
and “child/children”) were categorized into 
three groups: “self as target,” “other house
hold member as target” and “no concerns.”)

COVID-19 impacts
Respondents were asked, “Have you expe-
rienced any of the following impacts due 
to the COVID-19 pandemic?” Potential 
answers were “loss of job/income,” “diffi-
culty meeting financial obligations/essential 
needs,” “death of family/friend/colleague” 
(i.e. someone close), “feelings of loneliness/
isolation,” “emotional distress,” “physical 
health problems,” “challenges in personal 
relationships” and “other.” We categorized 
the total number of reported impacts as 
“2 or fewer,” “3 or 4” and “5 or more.”

Statistical analyses

PTSD prevalence estimates were calcu-
lated for the overall sample and stratified 
by gender, for all study variables. Logistic 
regression analyses estimated associations 
between the odds of PTSD and these vari-
ables. Respondents who entered a gender 
other than “male” or “female” (i.e. gen-
der-diverse) were not included in gender-
stratified analyses because of small 
counts. Due to the nearly identical meth-
odologies and relative proximity in time, 
data from the two collection periods were 
pooled to maximize the sample size for 
analyses.29 However, separate analyses 
were also conducted for each collection 
period to enable comparisons.

Logistic regressions were adjusted for the 
sociodemographic variables listed in the 
“Measures” section and the collection 
period (fall 2020 or spring 2021). Pro
portions and adjusted odds ratios (aORs) 
were weighted using sampling weights 
provided by Statistics Canada to ensure 

the findings were representative of the 
population in Canada, and adjusted for 
nonresponse. To account for the effects of 
the complex survey design of the SCMH, 
we estimated 95% confidence intervals 
(CIs) using bootstrap weights for propor-
tions and aORs. Statistically significant 
aORs were those where unrounded 95% 
CIs did not include 1. Survey and boot-
strap weights were divided in half for 
pooled analyses.29 All analyses used SAS 
Enterprise Guide version 9.4 (SAS Institute 
Inc., Cary, NC, US).

Results

Compared to fall 2020, the spring 2021 
sample had a lower proportion of people 
aged 25 to 34 years, a higher proportion of 
people aged 35 to 49 years, a higher pro-
portion of essential workers and a lower 
proportion of other workers (Table 1). A 
higher proportion of respondents in spring 
2021 reported fair/poor mental health, 
worse mental health since the pandemic 
began, somewhat or very weak local com-
munity belonging, moderate to severe 
symptoms of MDD, suicidal ideation dur-
ing the pandemic, and decreased alcohol 
consumption and cannabis use since the 
start of the pandemic, whereas a lower 
proportion reported less than daily heavy 
drinking. Also, a higher proportion of 
respondents in spring 2021 reported being 
affected by the pandemic in terms of the 
death of someone close, feelings of loneli-
ness/isolation, emotional distress, physi-
cal health problems and challenges in 
personal relationships.

PTSD prevalence in the overall sample 
was 6.9% (Table 2). Prevalence appeared 
to be higher (but not statistically signifi-
cantly) in spring 2021 (7.5%) than in fall 
2020 (6.3%). Prevalence was higher among 
females than males (aOR = 1.8) and 
among those aged 18 to 64 years than 
those aged 65 years and older (aOR range: 
3.5–6.2). Among females only, prevalence 
was particularly high among those aged 
18 to 24 years (19.9%). 

Prevalence was higher among those from 
the lowest tertile than the highest tertile of 
household income (aOR = 1.9) and among 
those living in urban areas (aOR = 1.3). 
Among males, compared with other work-
ers, prevalence was higher among front-
line workers (aOR = 3.9) and those not at 
work in the past week who were aged 
75 years or younger (aOR = 2.6).

https://osf.io/gvbn6/?view_only=c031ae386f364de4a1064d7bb6d9c8ea
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TABLE 1 
Sample characteristics for the pooled sample and by data collection period

Study variable
Pooled sample Fall 2020 Spring 2021

% (95% CI) % (95% CI) % (95% CI)

Sociodemographic variables

Gender

Male 49.3 (49.1–49.6) 49.3 (49.0–49.6) 49.4 (49.0–49.7)

Female 50.7 (50.4–50.9) 50.7 (50.4–51.0) 50.6 (50.3–51.0)

Age group, years

18–24 9.4 (8.5–10.2) 9.7 (8.7–10.6) 9.1 (7.7–10.4)

25–34 17.3 (16.5–18.2) 18.8 (17.8–19.7) 15.9 (14.6–17.3)

35–49 25.9 (25.1–26.8) 24.4 (23.9–24.9) 27.5 (25.8–29.1)

50–64 25.5 (25.0–26.0) 25.2 (24.7–25.8) 25.8 (25.0–26.6)

≥65 21.9 (21.7–22.0) 22.0 (21.8–22.2) 21.8 (21.5–22.1)

Household income

Lowest third 31.4 (30.4–32.4) 31.0 (29.8–32.1) 31.8 (30.2–33.4)

Middle third 27.9 (26.8–28.9) 28.5 (27.3–29.7) 27.2 (25.5–28.9)

Highest third 30.1 (29.0–31.2) 29.7 (28.4–30.9) 30.5 (28.9–32.2)

Did not report income 10.7 (9.9–11.5) 10.8 (9.9–11.8) 10.5 (9.2–11.8)

Highest level of education

High school diploma or less 30.1 (29.0–31.2) 31.2 (30.0–32.5) 29.0 (27.3–30.7)

More than high school but less than university 33.6 (32.5–34.7) 32.8 (31.6–34.1) 34.3 (32.5–36.2)

Bachelor degree or higher 36.3 (35.2–37.4) 35.9 (34.6–37.2) 36.7 (34.9–38.4)

Area of residence

Urbana 82.3 (81.6–83.0) 82.3 (81.5–83.1) 82.2 (81.0–83.5)

Rural 17.7 (17.0–18.4) 17.7 (16.9–18.5) 17.8 (16.5–19.0)

Immigration status

Immigrant 27.3 (26.3–28.4) 27.2 (26.0–28.4) 27.4 (25.7–29.1)

Nonimmigrant 72.7 (71.6–73.7) 72.8 (71.6–74.0) 72.6 (70.9–74.3)

Racialized background

Racializedb 23.9 (22.9–24.9) 24.4 (23.3–25.6) 23.4 (21.8–25.0)

Nonracialized 76.1 (75.1–77.1) 75.6 (74.4–76.7) 76.6 (75.0–78.2)

Occupation group

Frontline workc 6.1 (5.6–6.6) 6.4 (5.8–7.1) 5.8 (5.0–6.6)

Essential workd 23.2 (22.1–24.2) 20.9 (19.8–22.1) 25.4 (23.7–27.1)

Other work 29.5 (28.4–30.5) 31.2 (30.0–32.4) 27.7 (26.0–29.4)

Not at work in the past week 34.2 (33.0–35.3) 34.5 (33.3–35.8) 33.8 (32.0–35.5)

Aged ≥76 yearse 7.1 (6.7–7.5) 6.9 (6.4–7.4) 7.3 (6.6–8.0)

Mental health–related variables

General mental health

Fair or poor 15.3 (14.5–16.2) 13.0 (12.1–13.9) 17.7 (16.2–19.1)

Good, very good or excellent 84.7 (83.8–85.5) 87.0 (86.1–87.9) 82.3 (80.9–83.8)

Mental health relative to before the COVID-19 pandemic

Worse 37.4 (36.2–38.5) 33.1 (31.7–34.5) 41.7 (39.8–43.5)

Same or better 62.6 (61.5–63.8) 66.9 (65.5–68.3) 58.3 (56.5–60.2)

Sense of local community belonging

Somewhat weak or very weak 39.3 (38.1–40.4) 36.2 (34.9–37.5) 42.4 (40.6–44.2)

Somewhat strong or very strong 60.7 (59.6–61.9) 63.8 (62.5–65.1) 57.6 (55.8–59.4)

Continued on the following page
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Study variable
Pooled sample Fall 2020 Spring 2021

% (95% CI) % (95% CI) % (95% CI)

Positive screen for generalized anxiety disorderf

Yes 13.9 (13.0–14.7) 12.9 (11.9–13.8) 14.9 (13.5–16.3)

No 86.1 (85.3–87.0) 87.1 (86.2–88.1) 85.1 (83.7–86.5)

Positive screen for major depressive disorderg

Yes 16.7 (15.8–17.6) 14.9 (13.8–15.9) 18.5 (17.0–20.1)

No 83.3 (82.4–84.2) 85.1 (84.1–86.2) 81.5 (79.9–83.0)

Suicidal ideation

Suicidal ideation during the COVID-19 pandemic 3.3 (2.8–3.7) 2.4 (2.0–2.8) 4.2 (3.4–5.0)

Lifetime history of suicidal ideation, but not during the 
COVID-19 pandemic

9.4 (8.8–10.1) 9.6 (8.8–10.4) 9.3 (8.2–10.3)

No history of suicidal ideation 87.3 (86.5–88.1) 88.0 (87.1–88.9) 86.6 (85.3–87.9)

Past month heavy drinkingh 

Yes, daily or almost daily 1.9 (1.6–2.2) 1.6 (1.3–1.9) 2.1 (1.6–2.7)

Yes, less than daily 25.5 (24.5–26.5) 27.1 (25.9–28.3) 23.9 (22.3–25.5)

No 72.6 (71.6–73.7) 71.3 (70.1–72.6) 74.0 (72.3–75.6)

Change in alcohol consumption since the start of the COVID-19 pandemic

Increase 16.0 (15.2–16.8) 15.6 (14.7–16.6) 16.4 (15.1–17.8)

Decrease 12.1 (11.2–12.9) 10.0 (9.1–10.8) 14.2 (12.7–15.6)

No change 71.9 (70.9–73.0) 74.4 (73.2–75.6) 69.4 (67.7–71.2)

Past month cannabis use

Yes, daily 5.1 (4.6–5.7) 4.8 (4.2–5.3) 5.5 (4.6–6.4)

Yes, less than daily 10.8 (10.0–11.6) 10.9 (10.0–11.8) 10.7 (9.5–11.9)

No 84.1 (83.2–85.0) 84.4 (83.4–85.3) 83.8 (82.3–85.3)

Change in cannabis use since the start of the COVID-19 pandemic

Increase 6.0 (5.4–6.5) 5.4 (4.7–6.1) 6.5 (5.5–7.5)

Decrease 2.6 (2.2–3.0) 1.8 (1.4–2.1) 3.4 (2.6–4.2)

No change 91.4 (90.7–92.2) 92.8 (92.1–93.6) 90.1 (88.8–91.3)

Concerns about violence in the homei

Self as target 2.1 (1.7–2.5) 1.7 (1.3–2.1) 2.5 (1.8–3.1)

Other household member as target 2.1 (1.7–2.5) 2.1 (1.7–2.6) 2.1 (1.5–2.7)

Not concerned 95.8 (95.3–96.3) 96.2 (95.6–96.8) 95.4 (94.6–96.3)

COVID-19 impacts

Loss of job/income

Yes 25.1 (24.0–26.1) 25.3 (24.1–26.6) 24.8 (23.1–26.4)

No 74.9 (73.9–76.0) 74.7 (73.4–75.9) 75.2 (73.6–76.9)

Difficulty meeting financial obligations/essential needs

Yes 15.5 (14.7–16.4) 15.5 (14.5–16.5) 15.6 (14.2–17.0)

No 84.5 (83.6–85.3) 84.5 (83.5–85.5) 84.4 (83.0–85.8)

Death of family/friend/colleague

Yes 8.5 (7.8–9.2) 6.1 (5.5–6.8) 10.8 (9.7–12.0)

No 91.5 (90.8–92.2) 93.9 (93.2–94.5) 89.2 (88.0–90.3)

Feelings of loneliness/isolation

Yes 42.9 (41.8–44.1) 38.7 (37.4–40.0) 47.1 (45.3–49.0)

No 57.1 (55.9–58.2) 61.3 (60.0–62.6) 52.9 (51.0–54.8)

TABLE 1 (continued) 
Sample characteristics for the pooled sample and by data collection period

Continued on the following page
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Study variable
Pooled sample Fall 2020 Spring 2021

% (95% CI) % (95% CI) % (95% CI)

Emotional distress

Yes 40.1 (39.0–41.2) 38.2 (36.9–39.5) 42.0 (40.2–43.8)

No 59.9 (58.8–61.0) 61.8 (60.5–63.1) 58.0 (56.2–59.8)

Physical health problems

Yes 27.6 (26.5–28.6) 24.1 (22.9–25.3) 31.0 (29.3–32.8)

No 72.4 (71.4–73.5) 75.9 (74.7–77.1) 69.0 (67.2–70.7)

Challenges in personal relationships

Yes 20.4 (19.5–21.4) 18.0 (16.9–19.0) 22.9 (21.3–24.5)

No 79.6 (78.6–80.5) 82.0 (81.0–83.1) 77.1 (75.5–78.7)

Other impacts

Yes 4.7 (4.2–5.2) 4.3 (3.8–4.9) 5.1 (4.2–6.0)

No 95.3 (94.8–95.8) 95.7 (95.1–96.2) 94.9 (94.0–95.8)

Number of COVID-19 impacts

≤2 67.9 (66.9–69.0) 71.5 (70.2–72.8) 64.4 (62.6–66.2)

3 or 4 23.3 (22.3–24.3) 21.4 (20.2–22.5) 25.2 (23.5–26.9)

≥5 8.8 (8.0–9.5) 7.1 (6.4–7.9) 10.4 (9.2–11.6)

Data source: Survey on COVID-19 and Mental Health, Fall (September to December) 2020 and Spring (February to May) 2021.

Abbreviation: CI, confidence interval.

a Urban areas were defined as continuously built-up areas with populations of ≥1000 and densities of ≥400 per km2. This information came from postal codes.

b Included people who identified as South Asian (e.g. East Indian, Pakistani, Sri Lankan), Chinese, Black, Filipino, Arab, Latin American, Southeast Asian (e.g. Vietnamese, Cambodian, Laotian, 
Thai), West Asian (e.g. Iranian, Afghan), Korean, Japanese or “other,” and did not identify as Indigenous (First Nations, Métis or Inuit) or White. 

c Frontline workers included police officers, firefighters, paramedics, nurses and doctors.

d Essential workers included people employed in transportation, financial institutions, pharmacies, childcare and food supply, and did not include frontline workers.

e Respondents aged ≥76 years were not asked about current work status or occupation as it was assumed that most would have retired.

f Measured using the Generalized Anxiety Disorder Scale (GAD-7).26

g Measured using the Patient Health Questionnaire (PHQ-9).27

h Assessed by asking how often in the past month females had consumed >4 drinks in one sitting and males >5 drinks in one sitting.28

i Respondents who reported some level of concern (“somewhat,” “very” or “extremely” vs. “not at all”) about violence in their home were asked who in their household they were concerned 
was the target of violence. 

TABLE 1 (continued) 
Sample characteristics for the pooled sample and by data collection period

PTSD prevalence was higher among peo-
ple who had fair or poor mental health 
(aOR = 9.6), had worse mental health 
compared to before the pandemic (aOR = 
6.5), had a weaker sense of community 
belonging (aOR = 3.6), screened positive 
for GAD (aOR = 18.9) or MDD (aOR = 
22.4), had suicidal ideation before (aOR = 
4.1) and during (aOR = 12.1) the pan-
demic; engaged in heavy drinking daily or 
almost daily (aOR = 3.5) and less than 
daily (aOR = 1.6), used cannabis daily 
(aOR = 3.1) and less than daily (aOR = 
2.4), increased their alcohol consumption 
(aOR  =  2.4) or decreased their alcohol 
consumption (aOR = 1.5) since the pan-
demic began, increased their cannabis use 
(aOR = 3.6) or decreased their cannabis 
use (aOR = 2.8) since the pandemic 
began; and reported being concerned 
about violence in the home where they 

identified themselves (aOR = 5.3) or 
another household member (aOR = 2.5) 
as the target. Identifying oneself as the 
target of violence was associated with a 
particularly high PTSD prevalence (aOR = 
7.4) among females.

PTSD prevalence was higher among those 
who had experienced COVID-19 pandemic 
impacts (aOR range: 2.1 [loss of job/income] 
to 8.7 [emotional distress]). Prevalence was 
also higher among those who reported 
three or four impacts (aOR = 7.1) or five 
or more impacts (aOR = 21.3) than 
among those who reported two or fewer 
impacts.

Tables 3 and 4 show PTSD prevalence for 
the two collection periods. Among those 
who experienced job or income loss due 
to the pandemic, PTSD prevalence was 

higher in spring 2021 (15.2%) than in fall 
2020 (9.3%). In terms of associations 
between study variables and PTSD, there 
were no differences in aORs between col-
lection periods. 

Discussion

The current study was designed to pro-
vide estimates of the prevalence of PTSD 
in the general population in Canada, 
across sociodemographic characteristics, 
mental health–related factors and COVID-
19 pandemic impacts in fall 2020 and 
spring 2021. Contextualizing these results 
against international data is challenging 
because of variations in PTSD assess-
ments. A 2017 study in 24 countries (but 
not including Canada) reported a lifetime 
PTSD prevalence of 5% in high-income 
countries, with substantial variation across 
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TABLE 2 
PTSD prevalence and adjusted odds ratios, pooled data from fall 2020 and spring 2021, by gender, sociodemographic characteristics, 

mental health–related variables and impacts of the COVID-19 pandemic

Study variable
Overall Males Females

% (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI)

Total sample 6.9 (6.3–7.5) — — 5.0 (4.2–5.8) Ref — 8.6 (7.6–9.5) 1.8* (1.4–2.2)

Collection period

Fall 2020 6.3 (5.6–7.0) Ref — 4.4 (3.6–5.3) Ref — 7.9 (6.9–8.9) Ref —

Spring 2021 7.5 (6.4–8.5) 1.2 (1.0–1.5) 5.6 (4.2–6.9) 1.3 (0.9–1.8) 9.2 (7.6–10.8) 1.2 (0.9–1.5)

Sociodemographic variables

Age group, years

18–24 11.9 (8.8–15.0) 6.2* (3.9–9.9) 4.9 (2.2–7.5) 2.8* (1.2–6.3) 19.9 (13.9–25.9) 10.0* (5.6–17.6)

25–34 8.5 (6.8–10.3) 4.8* (3.1–7.4) 6.1 (3.7–8.4) 4.2* (1.9–9.2) 10.4 (7.8–13.0) 5.3* (3.2–8.7)

35–49 7.6 (6.3–8.8) 4.5* (3.0–6.9) 6.0 (4.2–7.7) 4.4* (2.1–9.0) 9.1 (7.3–10.9) 4.9* (3.0–7.8)

50–64 7.0 (5.9–8.1) 3.5* (2.5–5.0) 5.6 (4.2–7.0) 3.3* (1.8–6.2) 8.3 (6.6–10.0) 3.7* (2.4–5.7)

≥65 2.5 (1.9–3.0) Ref — 2.3 (1.3–3.2) Ref — 2.6 (1.9–3.4) Ref —

Household income

Lowest third 9.0 (7.9–10.2) 1.9* (1.4–2.6) 7.4 (5.8–8.9) 1.7 (1.0–2.8) 10.4 (8.6–12.2) 2.1* (1.5–3.1)

Middle third 5.8 (4.8–6.9) 1.0 (0.8–1.4) 4.0 (2.7–5.4) 0.8 (0.5–1.4) 7.5 (5.9–9.0) 1.2 (0.8–1.7)

Highest third 5.7 (4.6–6.9) Ref — 4.5 (3.0–6.0) Ref — 7.0 (5.2–8.7) Ref —

Did not report 
income

6.5 (4.3–8.6) 1.1 (0.7–1.8) 2.2 (0.5–3.9) 0.5 (0.2–1.3) 9.7 (6.3–13.2) 1.7 (1.0–3.0)

Highest level of education

High school 
diploma or less

7.1 (6.0–8.3) 1.1 (0.8–1.5) 5.1 (3.6–6.6) 1.2 (0.7–2.0) 8.9 (7.1–10.7) 1.0 (0.7–1.4)

More than high 
school but less 
than university

7.6 (6.4–8.7) 1.2 (0.9–1.6) 6.1 (4.5–7.7) 1.4 (0.9–2.2) 8.8 (7.3–10.4) 1.1 (0.8–1.6)

Bachelor degree 
or higher

6.0 (5.1–7.0) Ref — 4.0 (3.0–5.0) Ref — 8.0 (6.4–9.6) Ref —

Area of residence

Urbana 7.2 (6.4–7.9) 1.3* (1.0–1.7) 5.1 (4.2–6.0) 1.2 (0.8–1.8) 9.0 (7.9–10.2) 1.3 (1.0–1.8)

Rural 5.4 (4.3–6.4) Ref — 4.1 (2.7–5.5) Ref — 6.5 (5.0–8.0) Ref —

Immigration status

Immigrant 6.4 (5.0–7.7) 0.9 (0.6–1.3) 5.1 (3.4–6.8) 1.0 (0.6–1.5) 7.9 (5.7–10.0) 0.9 (0.5–1.4)

Nonimmigrant 7.1 (6.4–7.8) Ref — 5.0 (4.1–5.9) Ref — 8.8 (7.7–9.8) Ref —

Racialized background

Racializedb 7.1 (5.6–8.6) 0.9 (0.6–1.3) 5.2 (3.3–7.1) 0.9 (0.6–1.6) 9.3 (6.8–11.7) 0.9 (0.5–1.4)

Nonracialized 6.7 (6.1–7.4) Ref — 4.8 (4.0–5.7) Ref — 8.3 (7.3–9.3) Ref —

Occupation group

Frontline workc 10.5 (7.5–13.4) 1.7* (1.1–2.5) 13.1 (6.9–19.4) 3.9* (2.0–7.8) 8.8 (5.8–11.8) 1.1 (0.7–1.7)

Essential workd 6.8 (5.4–8.1) 1.2 (0.9–1.6) 4.0 (2.6–5.5) 1.2 (0.7–1.9) 10.3 (7.8–12.8) 1.3 (0.9–1.9)

Other work 5.9 (4.8–7.0) Ref — 3.4 (2.4–4.4) Ref — 8.3 (6.3–10.3) Ref —

Not at work in 
the past week

8.3 (7.2–9.4) 1.6* (1.2–2.2) 7.0 (5.3–8.8) 2.6* (1.6–4.4) 9.2 (7.7–10.7) 1.3 (0.9–1.8)

Aged ≥76 yearse 1.6 (0.8–2.4) 0.9 (0.4–1.7) 1.6 (0.3–2.9) 1.4 (0.5–4.3) 1.6 (0.6–2.6) 0.7 (0.3–1.5)

Continued on the following page
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Study variable
Overall Males Females

% (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI)

Mental health–related variables

General mental health

Fair or poor 26.5 (23.7–29.4) 9.6* (7.6–12.1) 22.2 (18.1–26.3) 11.6* (7.8–17.2) 29.5 (25.7–33.4) 8.4* (6.2–11.3)

Good, very good 
or excellent

3.3 (2.8–3.8) Ref — 2.4 (1.8–3.0) Ref — 4.2 (3.4–5.0) Ref —

Mental health relative to before the COVID-19 pandemic

Worse 14.6 (13.1–16.0) 6.5* (5.3–8.1) 11.5 (9.5–13.6) 6.8* (4.8–9.7) 16.8 (14.7–18.9) 6.3* (4.8–8.3)

Same or better 2.3 (1.9–2.7) Ref — 1.7 (1.3–2.2) Ref — 2.8 (2.2–3.4) Ref —

Sense of local community belonging

Somewhat weak 
or very weak

12.4 (11.1–13.8) 3.6* (2.9–4.6) 9.4 (7.7–11.2) 4.3* (2.9–6.2) 15.1 (13.1–17.1) 3.4* (2.5–4.5)

Somewhat 
strong or very 
strong

3.3 (2.7–3.9) Ref — 2.2 (1.6–2.9) Ref — 4.3 (3.4–5.2) Ref —

Positive screen for generalized anxiety disorderf

Yes 35.0 (31.8–38.3) 18.9* (15.0–23.9) 31.0 (25.6–36.5) 19.6* (13.4–28.6) 37.2 (33.1–41.2) 18.2* (13.4–24.8)

No 2.4 (2.0–2.8) Ref — 2.0 (1.5–2.5) Ref — 2.7 (2.1–3.3) Ref —

Positive screen for major depressive disorderg

Yes 31.7 (28.8–34.7) 22.4* (17.0–29.4) 28.2 (23.6–32.8) 27.3* (17.6–42.4) 34.0 (30.1–37.9) 19.7* (13.8–27.9)

No 1.9 (1.5–2.2) Ref — 1.4 (0.9–1.8) Ref — 2.3 (1.7–2.9) Ref —

Suicidal ideation

Suicidal 
ideation during 
the COVID-19 
pandemic

42.3 (35.1–49.4) 12.1* (8.3–17.8) 35.9 (24.9–46.9) 11.8* (6.5–21.4) 46.5 (37.0–56.0) 11.5* (6.9–19.1)

Lifetime history 
of suicidal 
ideation, but 
not during the 
COVID-19 
pandemic

17.5 (14.7–20.3) 4.1* (3.2–5.3) 10.8 (7.4–14.2) 3.2* (2.0–4.9) 22.5 (18.3–26.7) 4.8* (3.5–6.6)

No history of 
suicidal ideation

4.4 (3.8–4.9) Ref — 3.4 (2.7–4.1) Ref — 5.4 (4.5–6.2) Ref —

Past month heavy drinkingh

Yes, daily or 
almost daily

14.7 (9.7–19.7) 3.5* (2.2–5.6) 13.7 (6.7–20.7) 3.3* (1.6–6.8) 16.2 (8.8–23.7) 2.9* (1.6–5.5)

Yes, less than 
daily

8.8 (7.3–10.3) 1.6* (1.2–2.0) 6.2 (4.3–8.0) 1.5* (1.0–2.3) 11.8 (9.4–14.1) 1.5* (1.2–2.0)

No 6.0 (5.4–6.7) Ref — 4.3 (3.4–5.1) Ref — 7.4 (6.4–8.5) Ref —

Change in alcohol consumption since the start of the COVID-19 pandemic

Increase 11.9 (9.9–13.8) 2.4* (1.9–3.1) 8.6 (6.3–10.8) 2.5* (1.7–3.8) 14.7 (11.6–17.8) 2.3* (1.7–3.1)

Decrease 7.7 (5.6–9.7) 1.5* (1.0–2.1) 6.9 (4.1–9.8) 2.0* (1.2–3.4) 8.6 (5.8–11.5) 1.1 (0.7–1.7)

No change 5.6 (5.0–6.3) Ref — 3.8 (3.0–4.7) Ref — 7.2 (6.1–8.2) Ref —

TABLE 2 (continued) 
PTSD prevalence and adjusted odds ratios, pooled data from fall 2020 and spring 2021, by gender, sociodemographic characteristics, 

mental health–related variables and impacts of the COVID-19 pandemic
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Study variable
Overall Males Females

% (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI)

Past month cannabis use

Yes, daily 16.9 (13.2–20.7) 3.1* (2.3–4.3) 9.8 (6.2–13.4) 2.4* (1.5–3.9) 26.3 (19.0–33.5) 3.8* (2.5–5.7)

Yes, less than 
daily

13.1 (10.5–15.7) 2.4* (1.8–3.1) 9.3 (6.2–12.5) 2.3* (1.5–3.5) 17.6 (13.2–22.0) 2.4* (1.7–3.4)

No 5.5 (4.9–6.1) Ref — 4.0 (3.2–4.8) Ref — 6.8 (5.8–7.7) Ref —

Change in cannabis use since the start of the COVID-19 pandemic

Increase 20.8 (16.6–25.0) 3.6* (2.7–4.9) 12.7 (8.3–17.1) 3.1* (1.9–5.0) 28.0 (21.1–35.0) 4.0* (2.7–5.9)

Decrease 16.9 (10.1–23.7) 2.8* (1.7–4.7) 13.3 (4.3–22.3) 3.0* (1.3–7.2) 21.2 (10.6–31.7) 2.5* (1.3–4.7)

No change 5.7 (5.1–6.3) Ref — 4.2 (3.4–5.0) Ref — 7.1 (6.2–8.0) Ref —

Concerns about violence in the homei

Self as target 27.0 (18.4–35.5) 5.3* (3.4–8.2) 12.9 (4.1–21.7) 2.6* (1.1–6.5) 38.5 (26.1–50.9) 7.4* (4.2–13.1)

Other 
household 
member as 
target

15.1 (9.1–21.0) 2.5* (1.5–4.1) 12.2 (4.7–19.6) 2.3* (1.0–5.1) 18.1 (8.5–27.6) 2.6* (1.3–5.0)

Not concerned 6.2 (5.6–6.8) Ref — 4.6 (3.8–5.4) Ref — 7.7 (6.7–8.6) Ref —

COVID-19 impacts

Loss of job/income

Yes 12.2 (10.4–14.1) 2.1* (1.7–2.7) 8.6 (6.3–10.8) 1.8* (1.3–2.7) 16.3 (13.3–19.3) 2.1* (1.6–2.8)

No 5.2 (4.6–5.7) Ref — 3.8 (3.1–4.4) Ref — 6.3 (5.4–7.1) Ref —

Difficulty meeting financial obligations/essential needs

Yes 19.1 (16.4–21.7) 4.0* (3.2–5.0) 13.2 (10.1–16.3) 3.3* (2.2–4.9) 25.2 (21.0–29.3) 4.4* (3.3–5.8)

No 4.7 (4.2–5.2) Ref — 3.5 (2.8–4.2) Ref — 5.7 (4.9–6.5) Ref —

Death of family/friend/colleague

Yes 16.0 (12.8–19.1) 2.7* (2.0–3.6) 12.5 (8.1–16.8) 3.0* (1.9–5.0) 18.6 (14.1–23.0) 6.2* (4.3–9.1)

No 6.1 (5.5–6.7) Ref — 4.4 (3.7–5.2) Ref — 7.6 (6.6–8.5) Ref —

Feelings of loneliness/isolation

Yes 13.2 (11.9–14.5) 6.0* (4.7–7.8) 10.6 (8.8–12.5) 6.2* (4.3–9.1) 15.0 (13.2–16.8) 6.0* (4.3–8.4)

No 2.2 (1.7–2.6) Ref — 1.7 (1.2–2.3) Ref — 2.7 (2.0–3.4) Ref —

Emotional distress

Yes 14.7 (13.3–16.2) 8.7* (6.7–11.2) 12.4 (10.3–14.5) 9.3* (6.1–14.1) 16.1 (14.2–18.0) 8.1* (5.8–11.3)

No 1.7 (1.4–2.1) Ref — 1.3 (0.9–1.8) Ref — 2.1 (1.5–2.7) Ref —

Physical health problems

Yes 17.3 (15.5–19.1) 6.1* (4.9–7.6) 12.6 (10.2–15.1) 4.8* (3.3–7.1) 20.3 (17.8–22.7) 7.2* (5.5–9.4)

No 3.0 (2.5–3.5) Ref — 2.8 (2.1–3.5) Ref — 3.1 (2.5–3.8) Ref —

Challenges in personal relationships

Yes 18.0 (15.8–20.2) 4.6* (3.8–5.7) 12.9 (10.1–15.7) 4.2* (2.9–6.0) 21.8 (18.6–24.9) 5.0* (3.8–6.4)

No 4.1 (3.6–4.6) Ref — 3.3 (2.5–4.0) Ref — 4.8 (4.1–5.6) Ref —

Other impacts

Yes 15.1 (11.5–18.8) 2.1* (1.5–2.9) 11.1 (6.7–15.5) 2.1* (1.2–3.7) 17.2 (12.0–22.5) 2.1* (1.4–3.2)

No 6.5 (5.9–7.1) Ref — 4.8 (4.0–5.6) Ref — 8.2 (7.2–9.1) Ref —

TABLE 2 (continued) 
PTSD prevalence and adjusted odds ratios, pooled data from fall 2020 and spring 2021, by gender, sociodemographic characteristics, 

mental health–related variables and impacts of the COVID-19 pandemic
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Study variable
Overall Males Females

% (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI)

Number of COVID-19 impacts

≤2 1.8 (1.5–2.1) Ref — 1.4 (1.0–1.8) Ref — 2.2 (1.7–2.8) Ref —

3 or 4 12.5 (10.9–14.1) 7.1* (5.6–9.0) 11.2 (8.7–13.8) 8.2* (5.5–12.3) 13.3 (11.3–15.4) 6.5* (4.7–8.8)

≥5 31.7 (27.5–36.0) 21.3* (15.9–28.5) 23.1 (17.2–29.0) 19.7* (12.3–31.5) 37.4 (31.5–43.3) 21.6* (14.8–31.6)

Data source: Survey on COVID-19 and Mental Health, pooled data from Fall (September to December) 2020 and Spring (February to May) 2021.

Abbreviations: aOR, adjusted odds ratio; CI, confidence interval; PTSD, posttraumatic stress disorder; ref, reference.

a Urban areas were defined as continuously built-up areas with populations of ≥1000 and densities of ≥400 per km2. This information came from postal codes.

b Included people who identified as South Asian (e.g. East Indian, Pakistani, Sri Lankan), Chinese, Black, Filipino, Arab, Latin American, Southeast Asian (e.g. Vietnamese, Cambodian, Laotian, 
Thai), West Asian (e.g. Iranian, Afghan), Korean, Japanese or “other,” and did not identify as Indigenous (First Nations, Métis or Inuit) or White. 

c Frontline workers included police officers, firefighters, paramedics, nurses and doctors.

d Essential workers included people employed in transportation, financial institutions, pharmacies, childcare and food supply, and did not include frontline workers.

e Respondents aged ≥76 years were not asked about current work status or occupation as it was assumed that most would have retired.

f Measured using the Generalized Anxiety Disorder Scale (GAD-7).26

g Measured using the Patient Health Questionnaire (PHQ-9).27

h Assessed by asking how often in the past month females had consumed >4 drinks in one sitting and males >5 drinks in one sitting.28

i Respondents who reported some level of concern (“somewhat,” “very” or “extremely” vs. “not at all”) about violence in their home were asked who in their household they were concerned 
was the target of violence. 

* Statistically significant odds ratio, adjusted for sociodemographic characteristics.

TABLE 2 (continued) 
PTSD prevalence and adjusted odds ratios, pooled data from fall 2020 and spring 2021, by gender, sociodemographic characteristics, 

mental health–related variables and impacts of the COVID-19 pandemic

the countries.2 We found the overall prev-
alence of PTSD to be 6.9%, similar to 
rates in the USA (6.9%) and Australia 
(7.3%) in 2017;2 however, the Koenen et 
al. study2 took place before the pandemic 
and used a different assessment method. 

Recent national survey data indicate a 
notable increase in the prevalence of peo-
ple self-reporting having received a PTSD 
diagnosis from a health care professional. 
In 2021, this prevalence was reported as 
5%,30 significantly higher than the rates 
evidenced in 2012 (1.7%) and 2002 (1%).31 
The results highlight a concerning upward 
trend in the prevalence of PTSD in Canada 
and a potential increase in associated bur-
den. This increase in reported PTSD diag-
noses could reflect a true increase in PTSD 
prevalence, increased awareness of PTSD 
and access to care, greater societal accep-
tance of and reduced stigma towards PTSD, 
as well as differences in survey methods. 

The current results align with previous 
research that show that PTSD is more 
prevalent among adults who are female,2,3 

younger,2,3,32 living on lower income2 and 
residing in an urban area.32 Specifically, 
the increased risk among younger individ-
uals fits with the broader pattern observed 
during the pandemic when individuals 
aged 18 to 34 years disproportionately 
reported decreased mental health.33 Also, 
sexual assault has a strong association 

with PTSD,3,34 but victims of sexual assault 
are less likely than victims of other crimes 
to receive support and acknowledgement 
from others.35 Accordingly, the elevated 
PTSD prevalence among females aged 18 
to 24 years is, unfortunately, consistent 
with expectations.

Frontline workers, including health care 
workers and public safety personnel, had 
higher prevalence of PTSD than other 
occupational groups, which aligns with 
pre-pandemic research results.12 In addi-
tion, emerging evidence has highlighted 
that health care workers experienced higher 
levels of PTSD during the pandemic.36,37 
Our study results show increased PTSD 
risk only among male frontline workers, 
which contradicts previous research find-
ings.12,37 Further investigation is necessary 
to gain a deeper understanding of occupa-
tional impacts from a gendered perspective.

The results of the current study align with 
previous research regarding associations 
between PTSD and neighbourhood social 
cohesion,4 social support38,39 and symp-
toms of GAD and MDD.40 The results also 
highlight the substantial level of psychiat-
ric comorbidity among people with PTSD, 
while further implicating social support as 
a protective factor.

Evidence of an increased association between 
PTSD and suicidal ideation relative to 

before the pandemic is potentially impor-
tant but may be an artifact of the timing of 
the PTSD assessment. The current results  
should be considered in the context of 
complex interrelationships between PTSD, 
MDD and suicidal ideation.41 Also, PTSD 
is a risk factor for death by suicide,42 but a 
suicide attempt is also a PPTE that can 
cause PTSD symptoms.43

Higher PTSD prevalence was associated 
with more frequent heavy drinking, more 
frequent cannabis use and an increase in 
alcohol and cannabis use since the pan-
demic began. The association between 
PTSD and substance use is complex. 
Individuals with PTSD often resort to 
alcohol and cannabis use for symptom 
management, but misuse of these and 
other substances can also increase risks 
for PPTE exposures44 and exacerbate PTSD 
symptoms.45 Among females, daily canna-
bis use was associated with a particularly 
high PTSD prevalence as compared to less 
than daily use. The reasons for this gender 
difference are not clear, but regular can-
nabis use has been linked to experiences 
of sexual trauma among females.46 While 
our evidence regarding decreased alcohol 
consumption and cannabis use may seem 
counterintuitive, decreased consumption 
among people who report heavy use, for 
whom PTSD was more prevalent, may 
reflect a growing awareness of the problem
atic nature of their previous consumption.
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TABLE 3 
PTSD prevalence and adjusted odds ratios, fall 2020 collection period, by gender, sociodemographic characteristics,  

mental health–related variables and impacts of the COVID-19 pandemic

Study variable
Overall Males Females

% (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI)

Total sample 6.3 (5.6–7.0) — — 4.4 (3.6–5.3) Ref — 7.9 (6.9–8.9) 1.8* (1.4–2.4)

Sociodemographic variables

Age group, years

18–24 10.8 (7.5–14.2) 5.4* (3.0–10.0) 5.9 (2.3–9.6) 4.8* (1.5–15.6) 16.6 (10.4–22.8) 6.7* (3.4–13.3)

25–34 7.0 (5.3–8.7) 3.6* (2.1–6.4) 3.8 (1.8–5.7) 2.8 (0.9–9.4) 9.4 (6.8–12.1) 4.3* (2.4–8.0)

35–49 6.7 (5.4–8.1) 3.8* (2.2–6.7) 5.3 (3.5–7.0) 4.3* (1.5–12.2) 8.2 (6.0–10.3) 3.7* (2.0–6.9)

50–64 6.7 (5.5–7.9) 3.1* (1.9–5.1) 5.4 (3.9–6.9) 3.7* (1.5–9.4) 8.0 (6.1–9.9) 2.9* (1.7–5.0)

≥65 2.7 (1.9–3.5) Ref — 2.1 (0.9–3.2) Ref — 3.2 (2.1–4.3) Ref —

Household income

Lowest third 7.8 (6.7–9.0) 1.8 (1.3–2.5) * 6.1 (4.5–7.6) 1.8* (1.0–3.1) 9.4 (7.7–11.0) 1.8* (1.2–2.7)

Middle third 5.6 (4.4–6.9) 1.1 (0.7–1.5) 4.2 (2.5–5.8) 1.2 (0.7–2.1) 6.6 (4.9–8.4) 1.0 (0.6–1.5)

Highest third 5.1 (3.9–6.3) Ref — 3.5 (2.2–4.7) Ref — 6.8 (4.8–8.8) Ref —

Did not report 
income

7.0 (4.5–9.5) 1.4 (0.8–2.3) 3.2 (0.3–6.2) 0.8 (0.2–2.7) 9.7 (5.9–13.6) 1.7 (1.0–3.0)

Highest level of education

High school 
diploma or less

6.7 (5.4–8.0) 1.1 (0.7–1.6) 4.1 (2.7–5.5) 0.8 (0.4–1.6) 8.8 (6.7–10.9) 1.3 (0.8–2.0)

More than high 
school but less 
than university

7.4 (6.2–8.6) 1.4* (1.0–1.8) 5.4 (3.9–6.9) 1.2 (0.7–2.1) 9.2 (7.3–11.0) 1.5* (1.0–2.1)

Bachelor degree 
or higher

4.9 (4.0–5.9) Ref — 3.8 (2.5–5.2) Ref — 6.0 (4.6–7.5) Ref —

Area of residence

Urbana 6.5 (5.7–7.3) 1.2 (0.9–1.8) 4.5 (3.6–5.5) 1.0 (0.6–1.8) 8.2 (7.0–9.4) 1.2 (0.9–1.8)

Rural 5.4 (4.1–6.6) Ref — 4.0 (2.3–5.7) Ref — 6.6 (4.7–8.4) Ref —

Immigration status

Immigrant 5.6 (4.2–7.0) 1.1 (0.8–1.5) 4.7 (2.8–6.6) 1.2 (0.7–2.0) 6.6 (4.5–8.7) 1.0 (0.6–1.7)

Nonimmigrant 6.5 (5.8–7.3) Ref — 4.4 (3.4–5.3) Ref — 8.3 (7.1–9.5) Ref —

Racialized background

Racializedb 5.7 (4.2–7.2) 0.7 (0.5–1.1) 4.7 (2.6–6.7) 0.8 (0.4–1.4) 6.8 (4.7–9.0) 0.7 (0.4–1.1)

Nonracialized 6.4 (5.6–7.2) Ref — 4.3 (3.5–5.2) Ref — 8.1 (6.9–9.2) Ref —

Occupation group

Frontline workc 9.7 (6.1–13.2) 1.9* (1.2–3.1) 8.4 (2.6–14.2) 2.5* (1.0–6.4) 10.6 (6.2–15.0) 1.7 (1.0–3.1)

Essential workd 6.6 (4.9–8.3) 1.4 (1.0–2.0) 3.5 (1.8–5.1) 1.0 (0.5–1.9) 10.5 (7.5–13.4) 1.7* (1.1–2.6)

Other work 4.8 (3.8–5.9) Ref — 3.2 (2.1–4.3) Ref — 6.4 (4.5–8.2) Ref —

Not at work in 
the past week 

7.7 (6.5–8.9) 1.8* (1.3–2.5) 6.3 (4.5–8.0) 2.4* (1.3–4.3) 8.6 (7.1–10.1) 1.6* (1.1–2.3)

Aged ≥76 yearse 1.7 (0.8–2.7) 0.9 (0.4–2.0) 1.8 (0.3–3.3) 1.7 (0.4–6.7) 1.7 (0.4–3.0) 0.6 (0.2–1.8)

Mental health–related variables

General mental health

Fair or poor 26.1 (22.8–29.5) 9.2* (7.0–11.9) 23.4 (18.1–28.7) 13.0* (8.2–20.6) 27.5 (23.2–31.7) 7.5* (5.3–10.4)

Good, very good 
or excellent

3.3 (2.8–3.9) Ref — 2.2 (1.5–2.8) Ref — 4.4 (3.5–5.3) Ref —

Mental health relative to before COVID-19

Worse 13.8 (12.1–15.5) 5.7* (4.3–7.4) 10.8 (8.3–13.2) 5.8* (3.7–9.0) 15.8 (13.5–18.1) 5.6* (4.0–7.9)

Same or better 2.6 (2.1–3.1) Ref — 1.9 (1.3–2.5) Ref — 3.2 (2.4–4.0) Ref —

Continued on the following page
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Study variable
Overall Males Females

% (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI)

Sense of local community belonging

Somewhat weak 
or very weak

12.5 (11.0–14.1) 4.6* (3.5–6.0) 9.6 (7.5–11.6) 6.4* (4.0–10.4) 15.2 (12.8–17.5) 4.0* (2.8–5.6)

Somewhat strong 
or very strong

2.8 (2.2–3.3) Ref — 1.5 (1.0–2.1) Ref — 3.8 (2.9–4.8) Ref —

Positive screen for generalized anxiety disorderf

Yes 33.2 (29.3–37.1) 18.0* (13.7–23.6) 26.1 (20.3–31.8) 15.2* (9.4–24.7) 37.1 (32.3–42.0) 20.2* (14.3–28.6)

No 2.4 (1.9–2.8) Ref — 2.1 (1.5–2.7) Ref — 2.5 (1.9–3.1) Ref —

Positive screen for major depressive disorderg

Yes 31.5 (28.0–35.0) 23.9* (17.7–32.2) 26.0 (20.9–31.1) 25.8* (14.9–44.7) 35.1 (30.4–39.8) 23.2* (16.2–33.1)

No 1.8 (1.4–2.2) Ref — 1.4 (0.8–1.9) Ref — 2.1 (1.6–2.6) Ref —

Suicidal ideation

Suicidal ideation 
during the 
COVID-19 
pandemic

50.2 (41.3–59.2) 20.3* (12.9–32.0) 39.3 (25.2–53.4) 18.3* (8.7–38.8) 56.2 (45.9–66.5) 22.4* (13.1–38.1)

Lifetime history 
of suicidal 
ideation, but not 
during the 
COVID-19 
pandemic

18.5 (15.1–21.8) 5.2* (3.9–6.9) 12.0 (8.0–16.0) 4.4* (2.7–7.5) 23.2 (18.3–28.0) 5.9* (4.2–8.4)

No history of 
suicidal ideation

3.8 (3.2–4.3) Ref — 2.9 (2.1–3.6) Ref — 4.6 (3.8–5.5) Ref —

Past month heavy drinkingh

Yes, daily or 
almost daily

14.4 (7.6–21.1) 3.6* (1.9–6.7) 14.5E (4.9–24.2) 3.9*E (1.6–9.5) 14.1E (5.2–23.0) 2.7*E (1.2–6.4)

Yes, less than 
daily

7.8 (6.3–9.3) 1.5* (1.1–2.0) 4.4 (2.9–5.9) 1.1 (0.7–1.7) 11.5 (8.9–14.1) 1.7* (1.2–2.4)

No 5.6 (4.8–6.3) Ref — 4.2 (3.2–5.2) Ref — 6.6 (5.5–7.6) Ref —

Change in alcohol consumption since the start of the COVID-19 pandemic

Increase 10.4 (8.3–12.4) 2.3* (1.7–3.0) 7.4 (4.9–9.9) 2.3* (1.5–3.8) 13.0 (9.9–16.0) 2.2* (1.6–3.2)

Decrease 7.3 (4.8–9.8) 1.5 (1.0–2.2) 5.7E (3.1–8.4) 1.6E (0.9–2.9) 9.4E (4.8–14.1) 1.3E (0.7–2.4)

No change 5.3 (4.6–6.0) Ref — 3.6 (2.7–4.5) Ref — 6.7 (5.6–7.7) Ref —

Past month cannabis use

Yes, daily 18.9 (14.3–23.5) 4.0* (2.7–5.8) 13.1 (8.0–18.1) 3.9* (2.3–6.8) 25.6 (17.6–33.5) 4.2* (2.5–7.1)

Yes, less than 
daily

10.6 (8.1–13.2) 2.1* (1.5–3.0) 6.1 (3.6–8.7) 1.9* (1.1–3.2) 15.9 (11.5–20.3) 2.3* (1.5–3.5)

No 5.0 (4.3–5.7) Ref — 3.6 (2.7–4.5) Ref — 6.2 (5.2–7.3) Ref —

Change in cannabis use since the start of the COVID-19 pandemic

Increase 19.9 (15.2–24.7) 3.7* (2.6–5.4) 12.3 (7.1–17.6) 3.7* (2.0–6.8) 26.3 (18.9–33.8) 4.0* (2.5–6.4)

Decrease 15.4 (8.0–22.9) 3.0* (1.7–5.5) 10.2 (3.0–17.5) 2.8* (1.1–7.1) 22.2 (8.4–36.0) 2.9* (1.2–6.9)

No change 5.3 (4.7–6.0) Ref — 3.8 (3.0–4.6) Ref — 6.7 (5.7–7.7) Ref —

Concerns about violence in the homei

Self as target 17.0 (10.1–23.8) 3.3* (1.9–5.6) F — F — 23.7E (13.4–34.0) 4.1*E (2.1–7.9)

Other household 
member as target

16.0 (8.8–23.2) 3.1* (1.7–5.8) 10.7E (1.8–19.6) 2.7E (0.9–8.1) 22.0E (10.2–33.8) 3.6*E (1.5–8.6)

Not concerned 5.8 (5.2–6.5) Ref — 4.0 (3.3–4.8) Ref — 7.3 (6.3–8.4) Ref —

TABLE 3 (continued) 
PTSD prevalence and adjusted odds ratios, fall 2020 collection period, by gender, sociodemographic characteristics,  

mental health–related variables and impacts of the COVID-19 pandemic

Continued on the following page



32Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and Practice Vol 45, N° 1, January 2025

Study variable
Overall Males Females

% (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI)

COVID-19 impacts

Loss of job/income

Yes 9.3 (7.5–11.1) 1.6* (1.2–2.1) 5.9 (3.8–8.0) 1.2 (0.8–2.0) 12.9 (10.0–15.7) 1.7* (1.2–2.5)

No 5.4 (4.7–6.0) Ref — 4.0 (3.1–4.8) Ref — 6.5 (5.4–7.5) Ref —

Difficulty meeting financial obligations/essential needs

Yes 16.8 (14.1–19.5) 3.9* (3.0–5.1) 11.0 (7.6–14.4) 3.0* (1.9–4.9) 22.7 (18.4–26.9) 4.5* (3.2–6.3)

No 4.4 (3.8–5.0) Ref — 3.3 (2.5–4.0) Ref — 5.4 (4.5–6.3) Ref —

Death of family/friend/colleague

Yes 16.8 (12.3–21.3) 3.0* (2.1–4.3) 10.5 (4.4–16.6) 2.6* (1.3–5.4) 20.8 (14.6–26.9) 7.5* (4.7–12.0)

No 5.7 (5.0–6.3) Ref — 4.2 (3.4–5.0) Ref — 7.0 (5.9–8.0) Ref —

Feelings of loneliness/isolation

Yes 13.2 (11.6–14.7) 6.8* (5.1–8.9) 10.5 (8.4–12.6) 7.5* (4.7–12.0) 14.8 (12.7–16.8) 6.5* (4.6–9.3)

No 2.1 (1.6–2.5) Ref — 1.5 (0.9–2.1) Ref — 2.7 (1.9–3.5) Ref —

Emotional distress

Yes 13.9 (12.3–15.5) 9.0* (6.6–12.2) 11.9 (9.5–14.2) 12.6* (7.0–22.7) 15.0 (12.9–17.1) 7.3* (5.1–10.6)

No 1.7 (1.3–2.1) Ref — 1.0 (0.6–1.5) Ref — 2.4 (1.7–3.2) Ref —

Physical health problems

Yes 17.1 (14.9–19.2) 6.3* (4.8–8.1) 14.4 (11.0–17.9) 7.9* (5.1–12.3) 18.3 (15.6–21.0) 5.6* (4.0–7.8)

No 3.0 (2.4–3.5) Ref — 2.1 (1.5–2.7) Ref — 3.9 (2.9–4.8) Ref —

Challenges in personal relationships

Yes 17.1 (14.5–19.6) 4.5* (3.5–5.8) 14.2 (10.6–17.7) 6.2* (4.1–9.3) 18.8 (15.3–22.3) 3.7* (2.7–5.1)

No 4.0 (3.4–4.6) Ref — 2.6 (2.0–3.3) Ref — 5.3 (4.4–6.2) Ref —

Other impacts

Yes 14.5 (10.3–18.7) 2.2* (1.5–3.4) 15.1 (7.9–22.3) 4.0* (2.0–7.7) 12.6 (7.5–17.6) 1.6 (0.9–2.6)

No 6.0 (5.3–6.7) Ref — 4.0 (3.2–4.9) Ref — 7.8 (6.7–8.8) Ref —

Number of COVID-19 impacts

≤2 2.1 (1.7–2.5) Ref — 1.5 (1.0–2.1) Ref — 2.7 (2.0–3.4) Ref —

3 or 4 11.9 (10.1–13.8) 6.0* (4.4–8.0) 9.7 (7.2–12.1) 6.9* (4.2–11.6) 13.2 (10.7–15.8) 5.5* (3.8–8.0)

≥5 32.4 (27.3–37.5) 20.4* (14.3–29.0) 27.2 (19.1–35.4) 22.6* (12.4–41.2) 35.4 (28.7–42.0) 18.3* (11.6–28.9)

Data source: Survey on COVID-19 and Mental Health, Fall (September to December) 2020.

Abbreviations: aOR, adjusted odds ratio; CI, confidence interval; PTSD, posttraumatic stress disorder; ref, reference. 

a Urban areas were defined as continuously built-up areas with populations of ≥1000 and densities of ≥400 per km2. This information came from postal codes.

b Included people who identified as South Asian (e.g. East Indian, Pakistani, Sri Lankan), Chinese, Black, Filipino, Arab, Latin American, Southeast Asian (e.g. Vietnamese, Cambodian, Laotian, 
Thai), West Asian (e.g. Iranian, Afghan), Korean, Japanese or “other,” and did not identify as Indigenous (First Nations, Métis or Inuit) or White. 

c Frontline workers included police officers, firefighters, paramedics, nurses and doctors.

d Essential workers included people employed in transportation, financial institutions, pharmacies, childcare and food supply, and did not include frontline workers.

e Respondents aged ≥76 years were not asked about current work status or occupation as it was assumed that most would have retired.

f Measured using the Generalized Anxiety Disorder Scale (GAD-7).26

g Measured using the Patient Health Questionnaire (PHQ-9).27

h Assessed by asking how often in the past month females had consumed >4 drinks in one sitting and males >5 drinks in one sitting.28

i Respondents who reported some level of concern (“somewhat,” “very” or “extremely” vs. “not at all”) about violence in their home were asked who in their household they were concerned 
was the target of violence. 

* Statistically significant odds ratio, adjusted for sociodemographic characteristics. 

E Use with caution. Quality should be assessed using the confidence interval.

F Too unreliable to be published.

TABLE 3 (continued) 
PTSD prevalence and adjusted odds ratios, fall 2020 collection period, by gender, sociodemographic characteristics,  

mental health–related variables and impacts of the COVID-19 pandemic
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TABLE 4 
PTSD prevalence and adjusted odds ratios, spring 2021 collection period, by gender, sociodemographic characteristics,  

mental health–related variables and impacts of the COVID-19 pandemic

Study variable
Overall Males Females

% (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI)

Total sample 7.5 (6.4–8.5) — — 5.6 (4.2–6.9) Ref — 9.2 (7.6–10.8) 1.7* (1.2–2.4)

Sociodemographic variables

Age group, years

18–24 13.1 (7.5–18.6) 7.3* (3.5–15.1) 3.5E (0.0–7.5) 1.2E (0.1–11.2) 22.9 (12.9–32.8) 14.5* (5.8–36.5)

25–34 10.3 (7.1–13.5) 6.2* (3.2–12.1) 8.7 (4.2–13.3) 5.3* (1.8–15.7) 11.6 (6.8–16.4) 7.0* (3.0–16.2)

35–49 8.3 (6.3–10.3) 5.3* (2.9–9.9) 6.6 (3.7–9.4) 4.4* (1.6–12.4) 9.9 (7.1–12.7) 6.5* (3.0–14.1)

50–64 7.3 (5.4–9.1) 4.0* (2.3–7.0) 5.9 (3.4–8.3) 2.9* (1.2–7.3) 8.6 (5.8–11.4) 4.9* (2.3–10.4)

≥65 2.2 (1.4–3.1) Ref — 2.4 (1.0–3.9) Ref — 2.1 (1.0–3.1) Ref —

Household income

Lowest third 10.2 (8.2–12.3) 2.1* (1.3–3.4) 8.8 (6.1–11.5) 1.6 (0.7–3.7) 11.3 (8.2–14.4) 2.4* (1.3–4.5)

Middle third 6.0 (4.3–7.7) 1.0 (0.6–1.6) 3.8 (1.7–6.0) 0.6 (0.3–1.5) 8.4 (5.7–11.0) 1.4 (0.8–2.6)

Highest third 6.4 (4.5–8.3) Ref — 5.6 (2.9–8.3) Ref — 7.1 (4.2–10.1) Ref —

Did not report 
income

5.9 (2.4–9.4) 0.9 (0.4–2.1) x — x — 9.7 (3.9–15.5) 1.6 (0.6–4.2)

Highest level of education

High school 
diploma or less

7.6 (5.6–9.6) 1.1 (0.7–1.7) 6.2 (3.5–8.9) 1.5 (0.7–3.2) 9.0 (6.1–11.9) 0.9 (0.5–1.6)

More than high 
school but less 
than university

7.7 (5.8–9.6) 1.1 (0.7–1.8) 6.7 (3.9–9.5) 1.6 (0.7–3.4) 8.6 (6.0–11.1) 1.0 (0.6–1.6)

Bachelor degree 
or higher

7.1 (5.5–8.7) Ref — 4.1 (2.6–5.6) Ref — 10.0 (7.1–12.8) Ref —

Area of residence

Urbana 7.9 (6.6–9.1) 1.4 (0.9–2.1) 5.7 (4.2–7.2) 1.3 (0.6–2.7) 9.9 (8.0–11.8) 1.4 (0.8–2.3)

Rural 5.4 (3.7–7.1) Ref — 4.2 (1.9–6.5) Ref — 6.4 (4.0–8.8) Ref —

Immigration status

Immigrant 7.1 (4.9–9.4) 0.7 (0.4–1.3) 5.5 (2.7–8.2) 0.8 (0.4–1.8) 9.2 (5.5–13.0) 0.7 (0.3–1.6)

Nonimmigrant 7.6 (6.4–8.8) Ref — 5.6 (4.1–7.1) Ref — 9.2 (7.5–11.0) Ref —

Racialized background

Racializedb 8.6 (5.8–11.3) 1.1 (0.6–2.1) 5.8 (2.6–9.0) 1.0 (0.4–2.5) 11.9 (7.4–16.4) 1.1 (0.5–2.5)

Nonracialized 7.0 (6.0–8.1) Ref — 5.3 (3.9–6.7) Ref — 8.5 (6.8–10.1) Ref —

Occupation group

Frontline workc 11.3 (6.5–16.1) 1.4 (0.7–2.8) 19.9E (7.8–32.1) 5.4*E (1.7–16.7) 7.0 (3.1–11.0) 0.7 (0.3–1.6)

Essential workd 6.9 (4.9–8.9) 1.1 (0.7–1.7) 4.5 (2.3–6.7) 1.3 (0.6–2.9) 10.2 (6.4–14.0) 1.0 (0.5–1.8)

Other work 7.0 (4.9–9.1) Ref — 3.6 (1.8–5.3) Ref — 10.5 (6.7–14.3) Ref —

Not at work in 
the past week 

8.9 (7.0–10.8) 1.5 (0.9–2.4) 7.8 (4.9–10.8) 2.8* (1.3–6.3) 9.8 (7.3–12.3) 1.1 (0.6–1.9)

Aged ≥76 yearse 1.5 (0.2–2.8) 0.8 (0.2–2.9) X — X — 1.6 (0.0–3.2) 0.7 (0.1–3.9)

Mental health–related variables

General mental health

Fair or poor 26.8 (22.5–31.2) 10.3* (7.1–22.4) 21.4 (15.6–27.2) 11.6* (6.0–22.4) 31.2 (25.3–37.1) 9.7* (5.9–16.0)

Good, very good 
or excellent

3.3 (2.5–4.1) Ref — 2.6 (1.6–3.6) Ref — 4.0 (2.8–5.2) Ref —

Mental health relative to before the COVID-19 pandemic

Worse 15.2 (12.9–17.5) 7.8* (5.5–11.2) 12.1 (9.0–15.2) 8.3* (4.6–15.2) 17.6 (14.3–20.9) 7.4* (4.7–11.7)

Same or better 2.0 (1.4–2.5) Ref — 1.5 (0.8–2.2) Ref — 2.4 (1.6–3.3) Ref —

Continued on the following page
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Study variable
Overall Males Females

% (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI)

Sense of local community belonging

Somewhat weak 
or very weak

12.4 (10.3–14.4) 3.0* (2.1–5.4) 9.3 (6.6–12.0) 3.0* (1.6–5.4) 15.0 (12.0–18.1) 3.1* (2.0–4.9)

Somewhat strong 
or very strong

3.9 (2.9–4.9) Ref — 2.9 (1.7–4.2) Ref — 4.8 (3.2–6.4) Ref —

Positive screen for generalized anxiety disorderf

Yes 36.6 (31.6–41.7) 21.1* (14.1–55.2) 35.3 (26.6–44.1) 29.5* (15.7–55.2) 37.2 (31.1–43.3) 18.1* (10.6–30.9)

No 2.4 (1.8–3.1) Ref — 1.9 (1.2–2.6) Ref — 3.0 (1.9–4.1) Ref —

Positive screen for major depressive disorderg

Yes 31.9 (27.4–36.4) 21.9* (14.0–65.5) 30.2 (23.0–37.3) 30.3* (14.0–65.5) 33.2 (27.4–38.9) 18.5* (10.3–33.3)

No 1.9 (1.3–2.6) Ref — 1.4 (0.7–2.1) Ref — 2.4 (1.4–3.5) Ref —

Suicidal ideation

Suicidal ideation 
during the 
COVID-19 
pandemic

37.8 (28.1–47.4) 9.0* (5.1–15.9) 34.1E (19.3–48.8) 9.4*E (3.6–24.8) 40.6E (27.5–53.7) 7.7*E (3.6–16.7)

Lifetime history 
of suicidal 
ideation, but not 
during the 
COVID-19 
pandemic

16.5 (12.0–21.0) 3.4* (2.2–5.2) 9.6 (4.1–15.1) 2.3* (1.0–5.3) 21.8 (15.1–28.5) 4.2* (2.5–7.2)

No history of 
suicidal ideation

5.0 (4.1–6.0) Ref — 3.9 (2.7–5.1) Ref — 6.1 (4.6–7.6) Ref —

Past month heavy drinkingh

Yes, daily or 
almost daily

14.9 (7.4–22.4) 3.4* (1.6–7.0) 13.2E (3.5–22.9) 3.0E (1.0–9.5) 18.1E (5.7–30.5) 3.2*E (1.2–8.8)

Yes, less than 
daily

9.9 (7.3–12.5) 1.7* (1.1–2.5) 8.1 (4.6–11.5) 2.0* (1.1–3.7) 12.1 (8.0–16.2) 1.4 (0.9–2.2)

No 6.5 (5.3–7.6) Ref — 4.4 (3.0–5.7) Ref — 8.2 (6.5–10.0) Ref —

Change in alcohol consumption since the start of the COVID-19 pandemic

Increase 13.3 (10.0–16.6) 1.5 (0.9–5.1) 9.7 (5.8–13.5) 2.7* (1.5–5.1) 16.3 (11.0–21.7) 2.3* (1.4–3.8)

Decrease 8.0 (5.0–10.9) 2.6* (1.7–3.8) 7.8 (3.3–12.3) 2.3* (1.0–5.1) 8.1 (4.6–11.5) 1.0 (0.5–1.8)

No change 6.0 (4.8–7.1) Ref — 4.1 (2.7–5.5) Ref — 7.7 (5.9–9.5) Ref —

Past month cannabis use

Yes, daily 15.2 (9.3–21.2) 2.5* (1.5–4.1) 7.0 (2.1–12.0) 1.6 (0.7–3.7) 26.9 (15.1–38.6) 3.5* (1.8–6.6)

Yes, less than 
daily

15.6 (10.9–20.3) 2.6* (1.7–4.0) 12.4 (6.8–18.1) 2.4* (1.2–4.8) 19.4 (11.6–27.3) 2.3* (1.3–4.2)

No 5.9 (4.9–6.9) Ref — 4.4 (3.1–5.7) Ref — 7.3 (5.8–8.8) Ref —

Change in cannabis use since the start of the COVID-19 pandemic

Increase 21.5 (15.0–28.1) 2.7* (1.3–17.6) 13.0 (6.1–19.9) 2.7* (1.2–6.0) 29.4 (18.6–40.1) 3.8* (2.1–6.9)

Decrease 17.6 (7.9–27.4) 3.5* (2.2–5.5) 15.0E (1.3–28.6) 3.1E (0.5–17.6) 20.7E (6.6–34.8) 2.2E (0.8–6.0)

No change 6.0 (5.1–7.0) Ref — 4.6 (3.4–5.9) Ref — 7.4 (5.9–8.9) Ref —

Concerns about violence in the homei

Self as target 33.8E (20.7–46.9) 1.9 (0.8–4.5) —F — F — 48.7E (30.8–66.7) 10.5*E (4.4–24.8)

Other household 
member as target

14.1E (4.6–23.7) 6.9* (3.7–13.1) —F — F — —F — —F —

Not concerned 6.7 (5.6–7.7) Ref — 5.2 (3.8–6.5) Ref — 8.0 (6.5–9.5) Ref —

TABLE 4 (continued) 
PTSD prevalence and adjusted odds ratios, spring 2021 collection period, by gender, sociodemographic characteristics,  

mental health–related variables and impacts of the COVID-19 pandemic
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Study variable
Overall Males Females

% (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI) % (95% CI) aOR (95% CI)

COVID-19 impacts

Loss of job/income

Yes 15.2 (11.9–18.5) 2.8* (2.0–3.9) 11.2 (7.3–15.0) 2.6* (1.4–4.8) 19.8 (14.5–25.2) 2.5* (1.6–3.8)

No 5.0 (4.1–5.8) Ref — 3.6 (2.5–4.6) Ref — 6.1 (4.8–7.4) Ref —

Difficulty meeting financial obligations/essential needs

Yes 21.3 (16.8–25.8) 4.1* (2.8–5.8) 15.3 (10.1–20.5) 3.6* (1.9–6.9) 27.7 (20.6–34.8) 4.3* (2.7–6.9)

No 4.9 (4.1–5.8) Ref — 3.7 (2.6–4.9) Ref — 6.0 (4.7–7.3) Ref —

Death of family/friend/colleague

Yes 15.5 (11.3–19.7) 2.5* (1.7–3.8) 13.4 (7.8–19.0) 3.3* (1.7–6.4) 17.1 (10.8–23.5) 5.3* (2.8–9.9)

No 6.5 (5.5–7.6) Ref — 4.7 (3.4–6.0) Ref — 8.2 (6.6–9.8) Ref —

Feelings of loneliness/isolation

Yes 13.3 (11.3–15.3) 5.5* (3.6–8.3) 10.7 (7.8–13.6) 5.3* (2.8–9.9) 15.2 (12.4–18.0) 5.5* (3.1–10.0)

No 2.3 (1.6–3.1) Ref — 2.0 (1.1–2.8) Ref — 2.7 (1.5–4.0) Ref —

Emotional distress

Yes 15.5 (13.1–17.8) 8.4* (5.6–12.8) 12.9 (9.5–16.3) 7.3* (3.9–13.9) 17.1 (14.0–20.2) 9.1* (4.9–16.6)

No 1.7 (1.1–2.3) Ref — 1.6 (0.9–2.4) Ref — 1.8 (0.9–2.7) Ref —

Physical health problems

Yes 17.5 (14.7–20.2) 6.1* (4.3–8.7) 11.3 (7.9–14.7) 3.1* (1.7–5.7) 21.9 (18.0–25.8) 10.2* (6.3–16.4)

No 3.0 (2.2–3.8) Ref — 3.5 (2.2–4.9) Ref — 2.3 (1.5–3.2) Ref —

Challenges in personal relationships

Yes 18.7 (15.3–22.1) 4.8* (3.4–6.7) 11.9 (7.9–16.0) 3.2* (1.8–5.9) 24.2 (19.2–29.1) 6.4* (4.2–9.7)

No 4.2 (3.3–5.0) Ref — 3.9 (2.6–5.2) Ref — 4.4 (3.3–5.5) Ref —

Other impacts

Yes 15.7 (10.1–21.3) 1.9* (1.1–3.1) 7.7E (2.3–13.1) 1.0E (0.3–3.0) 21.1 (12.3–29.9) 2.6* (1.4–4.8)

No 7.0 (6.0–8.1) Ref — 5.5 (4.1–6.9) Ref — 8.5 (6.9–10.2) Ref —

Number of COVID-19 impacts

≤2 1.5 (1.0–2.0) Ref — 1.3 (0.7–1.9) Ref — 1.7 (1.0–2.5) Ref —

3 or 4 13.0 (10.5–15.6) 8.7* (5.7–13.2) 12.5 (8.4–16.7) 9.8* (5.0–19.2) 13.4 (10.4–16.4) 8.0* (4.6–13.9)

≥5 31.3 (24.9–37.6) 23.7* (14.4–38.9) 20.6 (12.4–28.7) 17.9* (8.0–40.3) 38.9 (30.0–47.8) 26.5* (13.6–51.7)

Data source: Survey on COVID-19 and Mental Health, Spring (February to May) 2021.

Abbreviations: aOR, adjusted odds ratio; CI, confidence interval; ref, reference.

a Urban areas were defined as continuously built-up areas with populations of ≥1000 and densities of ≥400 per km2. This information came from postal codes.

b Included people who identified as South Asian (e.g. East Indian, Pakistani, Sri Lankan), Chinese, Black, Filipino, Arab, Latin American, Southeast Asian (e.g. Vietnamese, Cambodian, Laotian, 
Thai), West Asian (e.g. Iranian, Afghan), Korean, Japanese or “other,” and did not identify as Indigenous (First Nations, Métis or Inuit) or White.

c Frontline workers included police officers, firefighters, paramedics, nurses and doctors.

d Essential workers included people employed in transportation, financial institutions, pharmacies, childcare and food supply, and did not include frontline workers.

e Respondents aged ≥76 years were not asked about current work status or occupation as it was assumed that most would have retired.

f Measured using the Generalized Anxiety Disorder Scale (GAD-7).26

g Measured using the Patient Health Questionnaire (PHQ-9).27

h Assessed by asking how often in the past month females had consumed >4 drinks in one sitting and males >5 drinks in one sitting.28

i Respondents who reported some level of concern (“somewhat,” “very” or “extremely” vs. “not at all”) about violence in their home were asked who in their household they were concerned 
was the target of violence.

* Statistically significant odds ratio, adjusted for sociodemographic characteristics.

E Use with caution. Quality should be assessed using the confidence interval.

F Too unreliable to be published. 

X Suppressed to meet the confidentiality requirements of the Statistics Act. 

TABLE 4 (continued) 
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Our results regarding concerns about vio-
lence in the home and PTSD prevalence 
highlight an important gender difference. 
PTSD prevalence was similar among males 
regardless of the target of violence (self 
versus others). In contrast, among females, 
PTSD prevalence was noticeably higher 
when they reported being the target com-
pared to when the target was another 
household member. This likely reflects the 
fact that, in Canada, women are signifi-
cantly more likely than men to be victims 
of intimate partner violence47 and specifi-
cally sexual violence,48 which in turn is a 
key predictor of PTSD among abused 
women.49

The degree to which the COVID-19 pan-
demic has affected PTSD prevalence is 
unclear. We observed a higher prevalence 
of PTSD among participants whose men-
tal health had worsened during the pan-
demic and identified several potential 
pandemic-related risk factors for PTSD. 
Across collection periods, we found a gen-
eral worsening of mental health, a notice-
able (though not statistically significant) 
increase in PTSD prevalence overall and a 
higher PTSD prevalence associated with 
job or income loss due to the pandemic. 
These findings highlight the dynamic 
nature of the COVID-19 pandemic, includ-
ing changes over time in terms of its social 
and economic impacts on society, as well 
as its potential effects on the prevalence of 
PTSD. However, the associations are likely 
bidirectional since pre-existing PTSD symp
toms could increase the risk of experienc-
ing these pandemic-related impacts. For 
instance, the sudden unexpected death of 
a loved one may account for about one-
third of lifetime PTSD cases.1 

Regardless of causal relationships between 
pandemic impacts and PTSD, our results 
show that individuals with PTSD were 
often substantially affected by the pan-
demic. Future work will employ more 
recent Canadian survey data to examine 
the nature of the PPTEs experienced to 
provide additional context to prevalence 
based on screening tools.

Strengths and limitations

The main strengths of the current study 
include the use of a large, nationally rep-
resentative sample of Canadians, which 
enhances the generalizability of the find-
ings to the population, as well as the 
quantification of PTSD risk while control-
ling for potential confounders.

There are important limitations to con-
sider when interpreting the results. First, 
the survey was cross-sectional and self-
reported, limiting directional statements 
about effects between variables and facili-
tating biases such as social desirability or 
recall bias. Second, certain subpopulations 
were excluded from the SCMH, limiting 
generalizability to the entire Canadian 
population. Third, there are other impor-
tant intersections of the population that 
could be explored in terms of PTSD. Our 
study only identified intersections of study 
variables with gender and thus could not 
identify more specific demographic sub-
groups that could be identified as at-risk. 
Fourth, the use of a single question to 
establish the experience of a PPTE, rather 
than using the LEC-5,22 may have affected 
the PTSD prevalence estimates. Finally, 
although we used a recommended cut-
point for scoring the PCL-5, this method 
may incorrectly identify PTSD cases (i.e. 
false positives) due to a lack of focus on 
clinical criteria. Indeed, sensitivity analy-
ses showed that our alternative scoring 
method resulted in a significantly lower 
overall prevalence estimate (5.6%). We have 
provided these results are available as 
supplementary materials at https://osf.io 
/gvbn6/?view_only=c031ae386f364de4a1064 
d7bb6d9c8ea to provide context and pro-
mote discussion regarding best practices 
for the use of the PCL-5 to measure PTSD 
prevalence.

Conclusion

The current study provides an overview of 
PTSD prevalence in Canada across many 
different characteristics, identifies groups 
at increased risk and highlights the inter-
play of the negative impacts of the COVID-
19 pandemic and PTSD symptoms. The 
current results may have important impli-
cations for policy makers, because they 
shed light on the burden of PTSD in 
Canada and they can help guide the devel-
opment of targeted interventions and sup-
port systems for high-risk groups, including 
in the context of a public health event.
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