
Reply to Commentary response by
Wanigaratne, Mawani, O'Campo, et al
Meghan O’Neill ,1,2 Emmalin Buajitti ,1,2 Peter Donnelly,3

Kathy Kornas,2 Laura C Rosella 2

We thank Wanigaratne and Mawani et al
for taking the time to write this
Commentary,1 which we have read with
great interest. We agree that the framing
and interpretation of findings about immi-
grant and refugee communities is of great
importance and appreciate the opportu-
nity to provide clarification. We would
first like to acknowledge the valuable
expertise of the authors as well as their
strong relationships and vital advocacy
work within communities.

The primary aim of our study was to
provide descriptive epidemiology of
homicide in Ontario.2 Very few popula-
tion-level descriptive studies have been
published characterising homicides, parti-
cularly regarding trends in homicide vic-
timisation between and across population
subgroups. Our study team includes epi-
demiologists, professional and academics
who work at the intersection of public
health and violence, experience with
implementing violence prevention pro-
grammes in marginalised populations
around the world and expertise in work-
ing with large linked health administra-
tive data.

The linked health and administrative
databases we used help fill the data gap
with respect to understanding the victims
of violence, including but not limited to
refugee status.3 This aim is consistent
with other descriptive database studies
published about health and health system
outcomes among immigrant and refugee
populations in Ontario.4–11 The motiva-
tion for this study was to provide descrip-
tive data that can be used by communities
and researchers to better understand the
distribution of health outcomes across
populations. Our study found differences
in risk of homicide across several social
and economic indicators, including lower

socioeconomic status, urban centres and
being a young male. Our interpretation of
findings was informed by the descriptive
aim of our paper and was intended to con-
textualise but not explain the results of our
analysis.

We would like to emphasise an impor-
tant point regarding the information that
was available to the researchers.
Specifically, these data do not contain any
information on perpetrators of homicide,
and our findings describe risk of homicide
victimisation, or death by homicide, only.
As emphasised in our paper, our study does
not describe any information about perpe-
trators and should not be interpreted as
such. Therefore, when we listed factors
that may be more prevalent in immigrant
communities, we were only referring to
factors that may increase risk for victimisa-
tion and not perpetration.

As the authors point out, our results
regarding the association between refugee
status and homicide victimisation were not
statistically significant andwewere dealing
with small numbers of homicides, with the
two matters likely being related to each
other. Ontario has relatively few homi-
cides, and our small ‘sample’ of homicides
was a population census of all homicide
deaths during this time. Thus, we felt that
our point estimates were meaningful, even
if they did not rise to the level of statistical
significance.12 Moreover, it is unclear
whether statistical significance should be
the arbiter of public health significance—
including the important community-based
work mentioned by the authors—particu-
larly in a descriptive study like ours.13 In
accordance with concerns regarding statis-
tical significance expressed in the field,
readers should note the cautionary lan-
guage used to discuss our findings.12 14

We agree with the authors that framing
of the work is important and we were dri-
ven by commonly understood frames of
understanding for the social determinants
of health,15 16 if implicitly so. Given our
research context, we made several efforts
to consider and reflect how individual risk
is nested within broader social systems at
interpersonal, community and societal
levels, each of which uniquely reflect the
greater political, economic and cultural

contexts. It is for this reason that we men-
tioned many of the experiences faced by
refugees in our discussion. The data to
which we had access included one measure
of context, area-level socioeconomic sta-
tus, which we included in our analysis—
but acknowledge this is extremely limited
and does not capture the important prior
mentioned points.

Indeed, we very much agree and would
like to further emphasise that homicide
victimisation is not under the control of
the individual. The contextual informa-
tion provided to interpret our findings
have been reinforced by previous litera-
ture. For example, a recent scoping review
emphasised the need to consider gender
bias which often affects the health of
women within immigrant communities,
particularly with respect to experiencing
interpersonal violence.17 In fact, previous
research has used the same data sources as
our study to examine the association
between immigrant and refugee status
and risk of postpartum suicide, homicide,
assault and preterm birth,4–6 18 which
are important indicators of violence
victimisation.

The authors highlighted the important
point that immigrant and refugees are at an
increased risk of experiencing racism and
this may have certainly contributed to differ-
ential patterns in findings. Unfortunately,
linked health administrative data in
Ontario do not capture information about
race or ethnicity, which is a critical piece in
furthering the understanding of these find-
ings. Because those data were not available
in these databases and consistent with our
descriptive analysis, we did not discuss race
or ethnicity in our interpretation of the find-
ings. This is a gap and a limitation we cer-
tainly acknowledge with these types of
studies.

We thank Wanigaratne and Mawani
et al for drawing attention to community-
based participatory research, and we
agree that this approach, led by experts
in these methods, will add substantial
value to the ongoing research. These
methods engage individuals and commu-
nities who have been impacted by vio-
lence, which we strongly support. We
anticipate that community engagement
would generate meaningful insights into
the contextual factors that may increase
risk of homicide victimisation but are not
captured by existing data sources avail-
able to health researchers and would
guide research and policy priorities in
a direct way. We understand and have
stated that the data alone cannot provide
a comprehensive picture of the social
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context of homicide victimisation and
fully support further research in this area.

We also recognise the impact of social
factors on risk of being a victim of vio-
lence, including access to education, eco-
nomic status, linguistic capacity, and that
immigrants are uniquely shaped by their
experiences prior to arrival in Ontario.
We recognise the importance of providing
diverse social supports and resources (ie,
adequate housing, employment and train-
ing opportunities, counselling and mental
health services, access to translation ser-
vices) and the importance of resettlement
supports in improving all health outcomes
in immigrant and refugee populations. We
appreciate and support the suggestions
made by the authors regarding broader
prevention strategies, and acknowledge
the important points raised, including pre-
vention strategies targeted at all popula-
tions that address the structural factors
that influence risk of violence.19

Our descriptive paper provides a starting
point and raises important—and complex—
questions about the distribution of risk for
homicide victimisation in Ontario. We look
forward to the research that Wanigaratne
and Mawani et al will continue in this area
using different methods and approaches to
incorporate community-level input and con-
text. We would also like to recognise the
important work done by refugee advocacy
groups, including the authors of this letter,
and look forward to their leadership in the
future use of these data.
Contributors MO prepared the initial drafts of the
reply withadditional input from EB, PD, KK, LR. All
authors reviewed thefinal version of the response. All
authors contributed equally.
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