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Abstract 
 
Background: Perceived stigma is a public health concern that causes harm by discouraging help-

seeking behaviour and treatment participation amongst individuals with mental illnesses. Some 

individuals, however, resist stigmatization by either ignoring or confronting public stigma. 

Psychological well-being, a modifiable personal factor, might empower stigma resistance. This is 

the first study to examine psychological well-being and its relationship to perceived stigma and 

help-seeking behaviour. 

Objectives: The first objective was to examine the association between psychological well-being 

and perceived stigma due to mental illness amongst Canadians who received treatment for a mental 

health problem in the year prior to the survey. The second objective was to examine the association 

between psychological well-being and help-seeking behaviour for mental health care amongst 

Canadians who experienced at least one select mental or substance use disorder in the year prior 

to the survey. 

Methods: Data were derived from the first nationally representative, cross-sectional survey of 

mental health stigma experiences in Canada (N = 25 113). Stata 14 was used to conduct complex 

survey data analyses, all of which incorporated the recommended sampling weights and bootstrap 

variance estimation procedures. Logistic regression and modified Poisson regression were used to 

examine the associations between psychological well-being scores and the outcomes of interest. 

Considered covariates included: age, disorder type, sex, education, income, and population 

density. 

Results: Higher psychological well-being scores reduced the odds of reporting mental health 

experiences of stigma (OR = 0.96, 95% CI 0.94 to 0.99). Higher psychological well-being scores 

decreased the likelihood of help-seeking behaviour amongst respondents who met the criteria for 
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at least one selected mental disorder (RR = 0.98, 95% CI 0.97 to 0.984). The observed associations 

remained statistically significant after adjusting for the effects of all relevant covariates.  

Conclusion: Higher levels of psychological well-being might facilitate stigma resistance amongst 

individuals suffering from mental or substance use disorders. However, longitudinal studies using 

context-specific measures of stigma experiences and expectations are needed to: (a) untangle the 

directionality of the observed correlations, (b) determine whether psychological well-being 

facilitates stigma resistance in the mental health care context, and (c) clarify the association 

between psychological well-being and help-seeking behaviour. 
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Chapter 1 

Introduction 
 
 
1.1 Background 

Mental illness is a pervasive cause of harm and disability in Canada. Over the course of 

the lifetime, nearly one in three Canadians will experience at least one of the following mental or 

substance use disorders: major depressive disorder, bipolar disorder, generalized anxiety disorder, 

and abuse of or dependence on alcohol, cannabis, or other drugs.1 To make matters worse, the 

personal and social costs of mental illness are exacerbated by stigmatization.2 

The problem of stigma continues to exist in Canada despite efforts to reduce public stigma 

through anti-stigma initiatives and early interventions.2-4 In 2012, nearly one-quarter of Canadians 

aged 15 or older who received treatment for a mental health problem in the past year reported 

being the target of stigmatizing attitudes and treatment because of their mental illness.5 In addition 

to erecting systemic barriers in the areas of employment and housing, public stigma causes serious 

psychosocial harm when it is perceived and internalized by an individual with a mental illness.6 In 

the context of mental health care, perceived and internalized stigma is associated with treatment 

avoidance, reduced treatment adherence, and poorer recovery-related outcomes.5,7,8 

 Fortunately, the process of self-stigmatization is not an inescapable consequence of having 

a mental illness. It is well-documented that some individuals with mental disorders respond 

positively when faced with public stigma, either by ignoring the stigmatizing attitudes completely, 

or by actively resisting their influence.9 Sibitz and colleagues define stigma resistance as “an 

individual’s capacity to counteract the stigma of mental illness.”10 Growing attention has been 
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given to describing the different processes of stigma resistance. In contrast, little is known about 

what personal factors or resources facilitate and empower stigma resistance.11 

 So long as public stigma exists, efforts should be made to identify modifiable factors that 

facilitate stigma resistance amongst individuals with mental illnesses. Despite the lack of empirical 

evidence, researchers have theorized that psychological assets play a key role in determining how 

a person responds to present or expected threats of public stigma.6,12,13 As the first national survey 

to measure both perceived stigma and psychological well-being in the general population, 

Statistics Canada’s 2012 Canadian Community Health Survey – Mental Health (CCHS-MH) 

provided the opportunity for this knowledge gap to be explored for the first time.14 

Psychological well-being is a functional component of one’s mental health that is more 

stable than emotional well-being, yet remains amenable to change.15,16 If related to help-seeking 

behaviour or perceived stigma, it might be an appropriate target for public health interventions 

designed to improve access to care by reducing the psychosocial impact of public stigma through 

the empowerment of stigma resistance. Improvements to help-seeking behaviour and treatment 

adherence would help to alleviate the personal and social costs associated with mental illnesses in 

Canada. 

 
1.2 Purpose and Public Health Relevance 

Using the CCHS-MH, this thesis examined psychological well-being and its relationship 

to mental health stigma experiences and help-seeking behaviour for mental health care services. 

This thesis sought to address three knowledge gaps identified in the literature: 

1. A lack of evidence regarding what personal resources and factors might promote 

help-seeking behaviour and protect against the perception and internalization of 

public stigma;11,17 
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2. A lack of evidence relevant to stigma resistance based on the experiences of 

individuals with less severe, yet more common types of mental disorders;12 

3. A lack of evidence about the issue of stigma resistance based on the experiences of 

individuals in the Canadian general population. 

By addressing these knowledge gaps, this thesis provides public health officials with some of the 

empirical evidence required to develop stigma resistance strategies in accordance with the guiding 

principles for developing resilience-based interventions and policies. More precisely, the focus 

and scope of this thesis produced evidence that: (a) supports public health efforts designed to 

promote the dimensions of positive adaptation, and (b) is collected from the individuals that will 

be targeted by universal or cross-diagnostic interventions.18 

The contributions made by this thesis are relevant to public health discourse on how to 

improve health-related outcomes for Canadians with mental illnesses. In Canada, where anti-

stigma efforts work hard to reduce the prevalence of public stigma,4 it is the perception or 

expectation of stigma that may require greater attention to materially improve access to care. 

Moreover, a better understanding of what personal factors protect against perceived stigma and 

promote help-seeking behaviour will help to identify cross-diagnostic targets for interventions and 

treatments intended to improve access to care and treatment participation by reducing the impact 

of perceived stigma. Nowhere is this need more pronounced than amongst children, adolescents, 

and young adults – all of whom are more likely to perceive stigma as a barrier to care, and less 

likely to seek out treatment for a mental health problem.5,19-21 Thus, so long as public stigma exists, 

identifying modifiable factors that empower individuals with mental illnesses to counteract the 

threats of stigmatization should be prioritized. 
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1.3 Objectives and Hypotheses 

This thesis is the first known study to examine psychological well-being and its relationship 

to perceived stigma and help-seeking behaviour related to mental illness. Three empirical 

objectives were addressed:  

1. Examine the association between psychological well-being and perceived stigma amongst 

Canadians aged 15 or older who received treatment for a mental health problem in the 12 

months prior to the survey.  I expected that that higher levels of psychological well-being 

would reduce the odds of perceived stigma amongst Canadians who accessed mental health 

services in the year prior to the survey (see Figure 1). 

2. Examine the association between psychological well-being and help-seeking behaviour for 

mental health problems amongst Canadians aged 15 or older who reported symptoms 

consistent with at least one selected mental or substance use disorder in the year prior to 

the survey.  I expected that that higher levels of psychological well-being would be 

associated with an increased likelihood of accessing mental health care services amongst 

Canadians who suffered from select mental or substance use disorders at some point during 

the preceding 12 months (see Figure 2). 

3. Examine the independent associations between each outcome of interest and both mental 

disorders and age groups to identify which subgroups of Canadians appeared most 

vulnerable to perceived stigma and treatment avoidance after adjusting for the effect of 

psychological well-being. 
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Figure 1. Possible confounders and effect modifiers for the hypothesized association between 
psychological well-being and perceived stigmatization due to a mental illness. 
 
Note that a two-headed arrow is used to emphasize that this is a correlation. Causation cannot be 
determined using cross-sectional data.  

 
 
 
 
 
 

Psychological Well-being Perceived Stigmatization due 
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Figure 2. Possible confounders and effect modifiers for the hypothesized association between 
psychological well-being and help-seeking behaviour in the context of mental health services. 
 
Note that a two-headed arrow is used to emphasize that this is a correlation. Causation cannot be 
determined using cross-sectional data.  
 
 
1.4 Thesis Organization 

This thesis conforms to the requirements for traditional theses set forth in the “General 

Forms of Theses” by the School of Graduate Studies, Queen’s University.22 The first chapter has 

presented a general overview of the thesis. The second chapter provides a critical review of existing 

literature relevant to the study of mental illness, the stigma of mental illnesses, help-seeking 

behaviour, stigma resistance, and psychological well-being. The third chapter describes the 

methods used to answer the study objectives, such as study design, data collection, data sources, 

study population, study variables, and strategies for statistical analysis. The forth chapter presents 

key descriptive statistics for the study population, followed by the results from the statistical 

analyses organized by research objective. The fifth chapter summarizes and discusses the research 

Psychological Well-being Mental Health Help-Seeking 
Behaviour

Possible Covariates:
Age

Disorder Type
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Education
Household Income
Population Density
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findings. This discussion includes an evaluation of the strengths and limitations of the study from 

an epidemiological perspective, an interpretation of the results in the context of the existing 

literature, and a consideration of any implications for future research directions and public health 

initiatives. Additional reference material may be found in the appendices.   
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Chapter 2 

Literature Review 
 
 
2.1 General Overview  

The purpose of this thesis was to explore psychological well-being as a potential facilitator 

of stigma resistance by examining its relationship to mental health stigma experiences and help-

seeking behaviour in the general Canadian population. This thesis is the first study to examine 

these associations. It is also only the third study to describe the perceived stigma of mental illnesses 

in the general Canadian population. 

This chapter provides a comprehensive review of the existing literature deemed most 

relevant to this thesis. The scope of this review includes the prevalence and burden of mental 

disorders, the stigma of mental disorders, stigma resistance, and psychological well-being. Primary 

sources are drawn from several disciplines, including epidemiology, psychiatry, psychology, and 

sociology. Key concepts are introduced and conceptualized. Epidemiological evidence is 

presented to describe and contextualize the burden of mental illness and stigmatization in Canada. 

Gaps in the literature are identified to highlight how this thesis contributes new information to the 

existing literature. To close out the chapter, the literature review is summarised and the rationale 

for the thesis is revisited. 

 
2.2 Key Definitions 

 2.2.1 Mental Disorders. The terms “mental illness” and “mental disorders” are used 

interchangeably. Mental disorders are defined as behaviours or psychological syndromes that 

signify the presence of distress or disability, or a significantly increased risk of death, pain, 

disability, or loss of freedom.23 For this thesis, the term is used to represent six mental and 



	 9 

substance use disorders: major depressive disorder, bipolar disorder (includes bipolar I disorder 

and hypomanic episode), generalized anxiety disorder, and abuse of or dependence on alcohol, 

cannabis, or other drugs. Statistics Canada used this definition in the 2012 Canadian Community 

Health Survey – Mental Health to produce the epidemiological data on which this thesis is based.14 

 2.2.2 Stigma. Stigma refers to negative attitudes (i.e., prejudice) and behaviours (i.e., 

discrimination) toward individuals with mental and substance use disorders.24 Stigma causes harm 

through methods of labeling, stereotyping, separating, status loss, and discrimination.24 When the 

source of prejudice and discrimination is members of the public, this form of oppression is referred 

to as public stigma.6 On the other hand, self-stigma refers to the internalization of stigmatizing 

attitudes encountered and perceived by an individual with mental illness.9 

2.2.3 Perceived Stigma. Perceived stigma refers to a stigmatized individual’s perceptions 

of stigmatizing attitudes held by members of the public about people with mental illness. For this 

thesis, the term refers only to stigma related to a mental illness. The terms “perceived stigma” and 

“mental health experiences of stigma” are used interchangeably. 

 2.2.4 Help-Seeking Behaviour. Unless stated otherwise, help-seeking behaviour refers to 

the use of health care services for the treatment of a mental health problem. This term is not 

intended to describe help-seeking behaviour for the treatment of physical health problems alone. 

 2.2.5 Stigma Resistance. Stigma resistance refers to processes through which individuals 

with mental illnesses counteract the harmful impact of stigmatization on their well-being and 

quality of life. 

 2.2.6 Psychological Well-being. Psychological well-being refers to the psychological 

functioning component of one’s mental health. More precisely, psychological well-being refers to 

the six dimensions of Carol Ryff’s multivariate model of psychological well-being: self-
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acceptance, positive relations with other, autonomy, environmental mastery, purpose in life, and 

personal growth.15,16  

 
2.3 The Prevalence and Burden of Mental Disorders in Canada 

Mental disorders are pervasive in Canada. In 2012, more than one in six Canadians aged 

15 or older reported a need for mental health care.25 In the same year, an estimated 2.8 million 

Canadians experienced at least one of the following mental or substance use disorders: major 

depressive disorder, bipolar disorder, generalized anxiety disorder, and abuse of or dependence on 

alcohol, cannabis, or other drugs.1 Over the course of the lifetime, this prevalence increases to one 

in three Canadians.1  

The burden of mental disorders is significant. Mental disorders negatively impact the health 

and well-being of individuals, while also inflicting social and economic costs in the form of 

absenteeism, productivity loss, unemployment, and medical expenses.26 Mental illnesses are a 

leading cause of disability in Canada, with 500 000 Canadians unable to work due to a mental or 

substance use disorder any given week.26-30 Individuals with mental disorders are also more likely 

to die prematurely than the general population.31 Researchers estimate that mental illnesses cost 

the Canadian economy $51 billion per annum.26,32 If Canada follows the global trend, this burden 

will continue to grow. By 2020, for example, the World Health Organization predicts that major 

depressive disorder will be the second most common illness contributing to disability adjusted life 

years.33 Unfortunately, the burden of mental disorders is exacerbated by another public health 

concern: their stigmatization. 
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2.4 The Stigma of Mental Disorders  

The stigma of mental disorders exists in almost every social environment.2 To better 

understand how its impact manifests, researchers have distinguished between different forms of 

stigma.9,34 Public stigma refers to negative attitudes, beliefs, and behaviours directed towards 

individuals with mental disorders by members of the public.24 This negative social treatment leads 

to prejudice, discrimination, devaluation, and social exclusion.24,35,36 Public stigma also causes 

harm by influencing how stigmatized individuals view and treat themselves through a process 

known as self-stigma. Self-stigma occurs when an individual from a stigmatized group perceives 

and internalizes the stigmatizing public attitudes.37 When public stigma is internalized, individuals 

experience a loss of self-esteem, reduced self-efficacy, and a sense of “why try” self-

depreciation.37-39 Perceived stigma is the necessary link that connects public stigma to self-stigma. 

Perceived stigma occurs when a stigmatized individual perceives the stigmatizing attitudes held 

by others.5 

Stigmatization compounds the personal and societal impact of mental disorders by 

interfering with mental health care services in a variety of ways.6 One way stigma causes harm is 

by influencing behaviour, such as by discouraging care-seeking. It is well documented that the 

perception or internalization of public stigma discourages help-seeking behaviour, treatment 

participation, and results in poorer recovery-related outcomes.5-7 The effects of public stigma and 

self-stigma on behaviour are interactive and therefore difficult to separate. To describe this mixed 

effect, researchers have turned to a third factor, which is said to capture the overall effect: 

perceived stigma.6 
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2.5 Perceived Stigma and Help-Seeking Behaviour: A Public Health Problem 

Despite the availability of evidence-based treatments, many individuals with mental 

disorders do not utilize mental health care services. In a large population-based survey, for 

example, less than 40% of respondents with mental disorders in the past year received treatment 

for their mental illness.40 Though other barriers exist, the problem of treatment avoidance is 

partially due to perceived stigma.6	The Mental Health Commission of Canada, for example, claims 

that 60% of individuals with a mental health problem refuse to access mental health care because 

they are afraid of being stigmatized.41 

Corrigan states that perceived stigma captures the interactive effects of public stigma and 

self-stigma on help-seeking behaviours.6 Controlled social laboratory studies have shown an 

inverse association between public stigma and help-seeking behavior.42 When faced with the threat 

of perceived stigma, some individuals with mental disorders avoid treatment to protect themselves 

from at least two possible manifestations of perceived stigma: the reduced self-esteem and self-

efficacy caused by self-stigma,37,38 and the social costs of being publicly labelled as “mentally 

ill”.6 

The threat of perceived stigma is not extinguished once an individual accesses mental 

health care services. Mental health care providers are key contributors to the stigmatization 

process,3 and stigma experiences amongst recipients of mental health care can lead to reduced 

treatment adherence, poorer recovery-related outcomes, and the expectation of stigmatization in 

the future.5,7,8,35 

 2.5.1 Risk Factors for Help-Seeking Behaviour and Perceived Stigma. Andersen’s 

Behavioural Model of Health Services Use identifies three sets of factors associated with general 

health care use: predisposing characteristics (i.e., sex, age, marital status, immigration status), 
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enabling resources (i.e., education, household income, geographical location, employment status) 

and needs-related factors (i.e., mental illnesses).20,43 For example, living in rural areas, lower levels 

of education, and financial constraints are all considered barriers to help-seeking behaviour.44,45 

Geographical location is particularly relevant for mental health care, given that mental health 

related services are less comprehensive, available, and accessible in rural areas, as compared to 

their urban counterparts.46 The existing literature has also identified several risk factors for 

treatment avoidance in the mental health care context. In Canada, individuals with perceived 

mental health care needs list personal circumstances as the most frequent barrier to care.25 A 

systematic review of help-seeking behaviour amongst children and adolescents found perceived 

stigma, poor mental health literacy, and a preference for self-management as the most important 

barriers to mental health care use.17 A belief that a mental illness would pass by itself was also 

identified as a barrier to care in a general population survey of Swedish adults.47 Researchers have 

suggested that in some cases, this belief represents a label deflection strategy used to avoid the 

perceived threat of stigma (i.e., “I am not sick, therefore I am not mentally ill”).48,49 

Age is associated with both help-seeking behaviour and perceived stigma. Several studies 

have found that perceived stigma follows a distinct age-gradient, whereby children and adolescents 

are most likely to report perceived stigma.5,20 Youth are also less likely than adults to seek out 

treatment for a mental health problem.21,25 These observations are often attributed to the onset and 

clinical course of mental illness. The onset of most mental disorders occurs before adulthood.50,51 

Furthermore, it is assumed that symptoms are more frequent, severe, and difficult to manage 

shortly after onset, thus making youth especially vulnerable to the impact of stigma; people recover 

and learn to manage over time.52 
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The presence of a mental disorder is a known risk factor for perceived stigma and treatment 

avoidance.5,19,53,54 While recent evidence demonstrates that individuals with mental or emotional 

disorders are more likely to report a perceived need for mental health care than people with 

substance use disorders,24 other studies have found no significant differences in the actual use of 

mental health care services by disorder type.40 This needs to be explored in Canada using reported 

help-seeking behaviour instead of perceived need for mental health care. There is also a lack of 

consensus regarding whether the severity or impact of perceived stigma depends on the type of 

disorder. While most research on this question is mixed,55,56 evidence from the first national survey 

of perceived stigma in Canada suggests that no significant differences exist between different types 

of mental illnesses with respect to the frequency and impact of perceived stigma.5  

In addition to age and the presence of a diagnosable mental disorder, recent studies of 

Canada’s general population have identified general mental health and stigma expectations as risk 

factors for perceived stigma.5,53 It should also be noted that while females are more likely than 

males to utilise mental health services,56 there are no significant differences between the sexes 

with respect to the frequency of perceived stigma.5,19 

Several studies, including a systematic review, have stressed that facilitators of help-

seeking behaviour are comparatively under-researched.47,48 A few investigations considered self-

efficacy as a possible facilitator of help-seeking behaviour, but the construct remains under-

researched.48,57 Likewise, little is known about what factors protect against perceived stigma. In 

Canada, these knowledge gaps have existed for at least one reason: there was no data. This changed 

in 2012 with Statistics Canada’s rollout of the Canadian Community Health Survey – Mental 

Health: The first comprehensive survey including a measure of perceived stigma related to mental 

illness in the general Canadian population.14 
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2.5.2 Perceived Stigma of Mental Disorders in Canada. The CCHS-MH was the first 

nationally representative survey to measure perceived stigma in Canada.5 The CCHS-MH 

estimated the prevalence of perceived stigma by looking at the experiences of individuals who 

received treatment for a mental health problem in the year prior to the survey. The results were 

first summarised by Patten and colleagues.5  

Nearly one-quarter (24.4%) of respondents who accessed mental health services in the year 

prior to the survey reported a stigma experience. Consistent with other evidence, the frequency of 

perceived stigma was higher for younger respondents, people with diagnosable mental illnesses, 

and those with self-reported poor or fair mental health. Interestingly, the frequency of perceived 

stigma did not differ significantly between diagnostic categories. More precisely, the 95% 

confidence intervals for each disorder-specific point estimate covered a 30% frequency of 

perceived stigma. 

It’s likely that the CCHS-MH underestimated the true prevalence of perceived stigma in 

the general population because it failed to cover two groups that are especially vulnerable to the 

threats of stigma: (a) the institutionalized population, and (b) individuals with mental disorders 

who avoided treatment to protect themselves from the consequences of stigmatization. 

Nevertheless, the CCHS-MH demonstrated that perceived stigma is a common, but not universal, 

occurrence that impacts the lives of a non-negligible minority of individuals with mental and 

substance use disorders. 

 
2.6 Knowledge Gap: Understanding What Influences Personal Responses to Stigma  

As demonstrated by the CCHS-MH, stigmatization is not an inevitable consequence of 

having a mental illness.5,19 More precisely, not all stigmatized persons perceive and internalize the 

stigmatizing attitudes of others. Corrigan and Watson were among the first to describe how 
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individuals with serious mental illnesses respond to public stigma.9 They identified three different 

personal reactions to stigma. Some individuals perceived and internalized the public stigma 

resulting in a loss of self-esteem. Others perceived public stigma and expressed righteous anger in 

response. A third group appeared to ignore the impact of public stigma altogether. Corrigan and 

Watson referred to this complexity as the “paradox of self-stigma”.9 

The paradox of self-stigma represents an opportunity for stigma reduction. Public health 

interventions that empower stigma resistance are likely to improve access to care and treatment 

adherence, as well as to reduce the psychosocial impact of self-stigma.6 Unfortunately, little is 

known about what modifiable factors facilitate stigma resistance methods. Public stigma has been 

the central emphasis of most mental health stigma-related investigations.58,59 Thus, the existing 

literature has focused primarily on identifying risk factors for perceived stigma and barriers to 

care, as opposed to uncovering factors that protect against the impact of stigma.58 More recently, 

a growing number of studies have called for efforts to address this knowledge gap. So long as 

public stigma exists, efforts should be made to identify ways of empowering individuals with 

mental disorders to resist stigma, and thereby overcome the negative consequences associated with 

the perception and internalization of public stigma (i.e., stigma self-management).3,48 

 Failing to consider mental health constructs as antecedent factors in the stigmatization 

process has limited our understanding of how to effectively empower individuals with mental 

disorders to positively adapt when faced with stigma-related adversities. The tendency for mental 

health research to focus more on preventing illness and less on promoting health is consistent with 

the historically dominant view on health and illness, the pathogenic approach. The pathogenic 

approach views health as the absence of disease, disability, and premature death.60 While 

appropriate for some fields of inquiry (e.g., infectious disease epidemiology), the pathogenic 
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approach is not applicable to the study of mental illness and mental health. By applying the classic 

definition of disease,61 the pathogenic approach assumes that the absence of mental illness is the 

presence of mental health.59 This assumption is invariably at odds with the growing body of mental 

health literature.60,62,63 Rather than representing opposite endpoints on a single continuum, 

evidence suggests that mental health and mental illness are conceptually distinct, yet correlated 

constructs.61 

The pathogenic approach offers an explanation for the research bias toward identifying 

targets for anti-stigma efforts. In contrast, many social psychologists adopt an inclusive approach 

to health that seeks to understand the nature and roles of mental illness and mental health by 

treating them as distinct, inter-correlated concepts.64,65 Interestingly, this approach has provided 

the foundation for a growing body of work on the issue of stigma resistance. 

 
2.7 Stigma Resistance: Reducing the Personal Impact of Stigma  

Stigma resistance is an emerging concept that refers to how certain individuals with mental 

disorders are able to resist the impact of stigmatization on their well-being and quality of life.65,66 

Research on this topic has focused primarily on describing the processes of stigma resistance, often 

with evidence derived from studies of severe mental illnesses, such as schizophrenia.10-12,67 In 

contrast, relatively little is known about the conditions that support the capacity to resist or remain 

unaffected by the stigma of mental illness. In a recent meta-analysis, Firmin and colleagues 

concluded that stigma resistance was associated with a multitude of improved health outcomes 

across all diagnostic groups.11 Thus, stigma resistance may be a cross-diagnostic target for public 

health interventions designed to reduce the personal impact of stigma.11 

Unfortunately, the utility of stigma resistance literature is limited by two knowledge gaps. 

First, studies of stigma resistance have tended to focus on clinical samples of patients with severe 



	 18 

forms of mental illness, including schizophrenia and other psychotic disorders.12 Thus, what is 

known about stigma resistance does not incorporate the experiences of individuals with more 

common forms of mental illness who may also be more capable of engaging in stigma resistance.12 

Second, little attention has been given to answering what is arguably the more important research 

question from a public health perspective: what modifiable factors promote stigma resistance?11 

Despite explicit calls for efforts to focus on identifying modifiable factors that might 

promote stigma resistance, the area remains under-researched.11 There are, however, some 

indications as to where one should look for answers. Thoits theorized that mental resources might 

play a key role in determining whether a person internalizes, ignores, or actively resists 

stigmatizing attitudes held by others.12 Likewise, Shih theorizes that it is the absence of protective 

psychological factors that makes one vulnerable to self-stigma.13 Furthermore, since the paradox 

of self-stigma demonstrates that the personal impact of stigma is largely contingent on a person’s 

social-cognitive response,6 it’s likely that psychological components of mental health influence a 

person’s ability to resist stigma. 

The CCHS-MH provided an opportunity to help address both identified gaps in the stigma 

resistance literature. More precisely, the CCHS-MH was the first survey of the general Canadian 

population to include measures on perceived stigma, help-seeking behaviour, and psychological 

well-being. This thesis used the CCHS-MH to explore whether psychological well-being might 

facilitate stigma resistance by examining its relation to perceived stigma and help-seeking 

behaviour amongst individuals with mental health problems. 

 
2.8 Psychological Well-being: A Potential Facilitator of Stigma Resistance 

The modern conceptualization of psychological well-being can be traced back to Marie 

Jahoda’s seminal volume on positive mental health.64 Published in 1958, Jahoda’s magnum opus 
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was the first to treat mental health and illness as two inter-correlated continua, as opposed to as 

the endpoints on a single continuum.63 Once this distinction was established, psychologists started 

to muse over the nature of mental health. Two general perspectives emerged: the hedonic approach 

and the eudaimonic approach.68 The hedonic approach equates well-being with happiness. 

Concerned with affective states, hedonic psychologists focus on three components of emotional 

well-being: life satisfaction, the presence of positive mood (i.e., pleasure attainment), and the 

absence of negative mood (i.e., pain avoidance). In contrast, eudaimonic well-being prioritizes 

meaning and self-realization over happiness. Thus, eudaimonic well-being is defined in terms of 

psychological well-being and social well-being, as opposed to mere emotional well-being.15,16,68,69  

It is now understood that mental health consists of both hedonic and eudaimonic 

components. Researchers have identified 13 components of mental health that, when factor 

analyzed, represent the latent structure of either hedonic well-being or eudaimonic well-being.70-

73 To summarise, Keyes defined mental health as “a syndrome of symptoms of hedonia and 

positive functioning, operationalized by measures of subjective well-being, [that is] individuals’ 

perceptions and evaluations of their lives and the quality of their functioning in life.”62 

The distinction between eudaimonic well-being and hedonic well-being is especially 

relevant to the study of stigma resistance. To identify psychological components that might protect 

against the impact of stigma, researchers must distinguish between the functional and emotional 

components of mental health. General measures of mental health are not appropriate for this 

purpose. Like personality traits, the dimensions of psychological well-being are more stable than 

the affective components of emotional well-being, yet remain amenable to change.15,16 Moreover, 

perceived and internalized stigma often leads to negative emotional reactions.34,74 Thus, when 

general measures of mental health are used as explanatory variables for stigma-related outcomes, 
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any meaningful information about whether psychological well-being protects against stigma is 

likely to be obfuscated by the negative impact of stigma on the emotional component of the overall 

measure. 

One possible explanation for the lack of evidence regarding what personal factors facilitate 

help-seeking behavior by protecting against stigma is that most studies have relied on measures of 

overall mental health, as opposed to specific measures of psychological well-being. For instance, 

prior studies of perceived stigma in the general Canadian population have only considered general 

measures of mental health. Thus, there is a need to explore the association between psychological 

well-being and perceived stigma independent from the effects of the other domains of mental 

health. 

The fundamental task of defining the essential features of psychological well-being was 

neglected during the first three decades that followed Marie Jahoda’s publication on positive 

mental health. Without a shared theoretical rationale, many theorists failed to consider important 

aspects of psychological functioning, leaving their theoretical conceptualizations incomplete.15,16 

In 1989, Carol Ryff offered an alternative operationalization of psychological well-being to resolve 

this problem. Drawing from clinical psychology, social psychology, and life-span development 

theories, Ryff used the points of convergence from existing theories to identify the essential 

dimensions of psychological well-being.15,16 In the end, Ryff identified six dimensions, all of 

which are supported by confirmatory factor analyses.75 The dimensions, followed by a description, 

are as follows: self-acceptance (i.e., holds a positive attitude towards oneself), positive relations 

with others (i.e., has warm and trusting relationships with others), autonomy (i.e., has an internal 

locus of evaluation and is independent; does not look to others for approval), environmental 
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mastery (i.e., has a sense of mastery and competence in managing the life), and person growth 

(i.e., has a feeling of continued development). 

As outlined in Section 2.7, researchers have theorized that psychological resources help to 

determine how a person responds to the real or perceived threat of stigma.12,13 However, despite 

being widely accepted and empirically validated, Ryff’s multi-dimensional model of 

psychological well-being has yet to be explored in relation to perceived stigma and help-seeking 

behaviour to help clarify whether psychological resources empower stigma resistance. One might 

have expected for this to be the case, given that the issue of what facilitates stigma resistance 

remains under-researched.11,17 There are, however, a few exceptions that offer some auxiliary 

support for its consideration as a possible facilitator of stigma resistance.  

Two studies recently tried to determine whether self-efficacy predicts help-seeking 

behaviour for mental health services. The results were mixed. Andersson and colleagues utilised a 

cross-sectional, population-based survey of the general population in Sweden, and found no 

significant relation between self-efficacy and help-seeking behaviour amongst individuals with 

self-reported mental health problems.45 In discussing their findings, Andersson and colleagues 

remarked that future research on this topic should include a focus on stigma. On the other hand, 

Jackson and colleagues found some evidence of a meaningful association between self-efficacy 

and help-seeking behaviour in an Australian rural context, but admitted that the construct needs 

more attention.57 Given the similarities between self-efficacy (a person’s beliefs about their ability 

to produce a desired outcome) and select dimensions of psychological well-being (autonomy and 

environmental mastery), this thesis is the first to examine psychological well-being and its 

associations with help-seeking behaviour and perceived stigma in the Canadian general population 

to help address the knowledge gaps identified in this review. 
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2.9 Summary and Rationale for Thesis 

Stigmatization interferes with mental health care by discouraging help-seeking behaviour 

and treatment participation.5,7,8 Fortunately, the experience of stigmatization is not universal.5,6 

While the processes of stigma resistance are well-documented, public health interventions remain 

limited by several gaps in the literature; namely, little is known about what modifiable factors: (a) 

empower stigma resistance, (b) protect against the perception and internalization of public stigma, 

and (c) promote help-seeking behaviour for mental health problems.11,17 To compound matters, 

the generalizability of what is known about stigma resistance is suspect since its based almost 

entirely on the experiences of those with severe forms of mental illness, such as schizophrenia.12 

Furthermore, the issue of stigma resistance has yet to examined in a Canadian context. 

 The CCHS-MH provided me with the opportunity to be the first to examine psychological 

well-being and its relationship to both perceived stigma and help-seeking behaviour in Canada. It 

is hoped that the results of this investigation will help determine whether psychological well-being 

is a possible facilitator of stigma resistance and help-seeking behaviour. Identifying modifiable 

factors that empower stigma resistance and promote help-seeking behaviour is especially vital for 

targeted public health interventions designed to improve access to care amongst Canada’s children, 

adolescents, and young adults for the following reasons: (a) the clinical onset of most common 

mental illnesses often occurs before adulthood;50,51 (b) younger respondents are more likely to 

report perceived stigmatization;5,20 and (c) younger respondents less likely to seek out treatment 

for a mental health problem.21,25 Thus, it is imperative that researchers seize the opportunities 

afforded by available data to help clarify what factors might help individuals resist the harmful 

effects of public stigmatization. 
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Chapter 3 

Methods 
 
 
3.1 Study Objectives 

The purpose of this thesis was to be the first study to examine psychological well-being 

and its relationship to perceived stigma and help-seeking behaviour. The study objectives were as 

follows:  

3.1.1 Primary Objective. The first objective was to estimate the strength of association 

between standardized scores of psychological well-being and self-reported mental health 

experiences of stigma amongst respondents who received treatment for a mental health problem 

in the year prior to the survey. To satisfy this objective, I determined whether higher psychological 

well-being scores decreased the odds of reporting perceived stigma, as compared to lower 

psychological well-being scores. The effect estimate was adjusted to account for the independent 

effects of the select covariates included in the final regression model. 

3.1.2 Secondary Objective. The second objective was to estimate the strength of 

association between psychological well-being and self-reported help-seeking behaviour amongst 

respondents who met the criteria for at least one of the selected WHO-CIDI mental or substance 

use disorders in the year prior to the survey. To satisfy this objective, I determined whether higher 

standardized psychological well-being scores were associated with an increased “risk” of mental 

health care utilization, as compared to lower psychological well-being scores. The final estimate 

of this association was adjusted to account for the effects of the select covariates included in the 

final model. 
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 3.1.3 Tertiary Objective. The third objective was to estimate the independent associations 

between each outcome of interest and both mental disorders and age groups, after adjusting for the 

effects of psychological well-being and other selected covariates on the outcome of interest. 

 
3.2 Study Design and Data Sources 

The CCHS-MH is a nationally representative survey with a cross-sectional design that was 

developed to examine factors and processes that contribute to mental health and illness through a 

multidisciplinary approach. The CCHS-MH is the first survey to measure the perceived stigma of 

mental illnesses in the general Canadian population. The CCHS-MH also collected information 

about the 12-month and lifetime prevalence of select mental and substance use disorders and the 

utilization of mental health care services. Complete details on the data collection methods used in 

the CCHS-MH are available online.76  

This study analyzed secondary data derived from the 2012 Canadian Community Health 

Survey – Mental Health (N = 25 113) microdata files, which were accessed under the supervision 

of Statistics Canada at the Queen’s Research Data Centre and the Atlantic Research Data 

Centre.77,78 

The CCHS-MH was administered as a focus-content component of the annual Canadian 

Community Health Survey. Data collection for the CCHS-MH occurred over six distinct two-

month collection periods between January 2012 and December 2012. The sample size was 

allocated using a two-step sampling strategy to account for variations in population size between 

provinces. This sampling approach was designed to produce reliable sex-specific and age-specific 

estimates at the national and provincial levels. 

In each province, a three-stage sampling design was used to select the survey sample. First, 

geographical areas (i.e., clusters) were selected using the area frame originally designed for the 
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Labour Force Survey (LFS). Households were then systematically selected from each cluster using 

cluster-specific dwelling lists that were also developed for the LFS. One eligible respondent was 

selected at random from each household using selection probabilities based on age and household 

composition. Participation in the survey was voluntary. Data were collected directly from eligible 

respondents who gave their informed consent using computer assisted personal interviewing 

(CAPI). Most interviews (87%) were conducted in person. Proxy respondents were not used for 

this survey. 

The CCHS-MH questionnaire was developed by Statistics Canada in collaboration with 

key stakeholders from a wide array of disciplines. Parameters and survey content were selected 

for inclusion through a multi-stage consultation process. Since the CCHS-MH was designed for 

computer-assisted interviewing, associated logical flows were programmed as survey items for 

each section were developed.  

Between March 2010 and July 2010, the CCHS-MH questionnaire underwent two 

qualitative testing phases through Statistics Canada’s Questionnaire Design Resource Centre. One-

on-one interviews were conducted in English and French. In the first phase, individuals from the 

general population were interviewed. In the second phase, individuals diagnosed with a mental 

illness were interviewed. The use of different populations permitted researchers to examine 

comprehension, sensitivity, relevance, and willingness to respond to survey items from different 

perspectives. Section completion times were also measured. 

In April 2011, a pilot survey was conducted using a CAPI collection method. The pilot 

study received positive feedback and revealed no major concerns. One key change was made: the 

screening thresholds for questions regarding alcohol and marijuana dependence were increased. 

Content revisions based on the pilot survey data analyses were finalized by the summer of 2011.  
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The final CCHS-MH questionnaire consists of 33 modules. Each module is comprised of 

survey items with varied self-report response options. Thirteen of the CCHS-MH modules are new. 

The CCHS-MH also includes modified versions of modules first used in the 2002 Canadian 

Community Health Survey – Mental Health and Well-Being. Notably, the CCHS-MH is the first 

national survey to include modules that assess positive mental health and mental health 

experiences of stigma in Canada’s general population. 

3.2.1 Study Time Frame. The study time frame depends on the variable of interest. This 

thesis was interested in the 12-month prevalence estimates for both outcomes of interest. The 

exposure variable, however, was only measured over the month prior to the survey. The limitations 

of this inconsistency are addressed in Chapter Five.  

 
3.3 Study Population 

The CCHS-MH study population covers the Canadian general population aged 15 and 

older who live in households located in Canada’s ten provinces. Three groups were excluded from 

the survey: 

1. Individuals living on reserves and other Aboriginal settlements; 

2. Full-time members of the Canadian Armed Forces; 

3. Institutionalized persons. 

The exclusions represent nearly three percent of Canada’s population. The CCHS-MH had 

a final response rate of 68.9%. The final sample of 25 113 respondents represents 28.3 million 

Canadians from the general population. 
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3.4 Study Variables 

3.4.1 Primary Exposure: Psychological Well-being. The primary exposure was assessed 

using the psychological well-being scale from Mental Health Continuum – Short Form (MHC-

SF).62 The MHC-SF psychological well-being scale is a standardized measure with strong 

psychometric performance. It consists of six survey items. Each survey item represents one of the 

six dimensions identified by Ryff’s multidimensional model of psychological well-being: self-

acceptance, environmental mastery, positive relations with others, personal growth, autonomy, and 

purpose in life.15,16 Statistics Canada administered this measure to all survey respondents as part of 

the positive mental health module. 

For each item, respondents indicated how frequently they experienced an aspect of 

psychological well-being over the past month. For example, the survey item for environmental 

mastery asked, “In the past month, how often did you feel good at managing the responsibilities 

of your day?” The six response options were “every day”, “almost every day”, “about two or three 

times a week”, “about once a week”, “once or twice”, or “never”. Each frequency option was 

assigned a score, ranging from 0 for “never” to 5 for “every day”. The item scores were summed 

to produce a psychological well-being score with a range from 0 to 30 for each respondent. 

Missing values were handled using an imputation method consistent with Statistics 

Canada’s recommendations (see Section 3.4.2).79 First, respondents with missing values recorded 

for more than one of the six psychological well-being survey items were removed from the 

analyses. This exclusion affected only 1.2% of the sample. For the remaining respondents, each 

missing value was then replaced using the row mean for the psychological well-being scale. 

Cronbach’s alpha, which is referred to as an internal consistency reliability test, was strong for this 

scale (α = 0.81).80 Thus, using row means replace missing values was considered appropriate. 
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The psychological well-being scale has displayed high internal consistency and 

discriminant validity in several nationally representative samples of both adolescents and adults 

from other western countries.81-84 The test-retest reliability estimates for the MHC-SF over three 

non-overlapping three-month periods averaged 0.68, and the nine-month test-retest reliability was 

0.65.84 In this study, the psychological well-being scale also showed good internal reliability, and 

was predictive of the corresponding scores at three-month and nine-month follow-up points.84 

Consistent with previous studies that used the MHC-SF, the psychological well-being score 

was treated as a continuous variable with a range of 0 to 30. Higher scores indicated a higher level 

of psychological well-being. For comparison purposes, all statistical analyses were repeated with 

psychological well-being transformed into a categorical variable (see Section 4.4). 

It’s important to note that psychological well-being was assessed over a one-month time 

frame, whereas the outcomes of interest were measured over a 12-month time frame. Thus, in most 

cases, the outcome likely occurred before the psychological well-being was assessed. For this 

thesis, the one-month psychological score was treated as an estimate of a respondent’s average 

psychological well-being score over the last 12 months. This assumption is supported by the ideas 

discussed in the literature review; specifically, that psychological well-being is a relatively stable 

psychological construct. This assumption is also supported by the psychometric evidence noted 

above. Nevertheless, the limitations of this assumption are discussed in Chapter Five.  

3.4.2 Primary Outcome: Mental Health Experiences of Stigma. Perceived stigma was 

assessed using the Mental Health Experiences Scale. The Mental Health Experiences Scale is a 

modified version of The Inventory of Stigma Experiences, which was developed by members from 

the Mental Health Commission of Canada’s Opening Minds anti-stigma programme in 

collaboration with Statistics Canada to assess the perceptions of stigmatizing attitudes and 
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behaviours from the perspective of individuals who received treatment for a mental health 

problem.85 

The Mental Health Experiences Scale was administered only to respondents who reported 

receiving treatment for a mental health problem in the year prior to the survey. The process of 

stigmatization is typically connected to labelling.34 Thus, restricting the survey sample to those 

who received treatment for a mental health problem was thought to increase the likelihood that the 

selected respondents were labelled as belonging to the stigmatized group of interest (i.e., people 

with mental disorders). Receipt of mental health care was determined by asking two questions: 

“Have you ever received treatment for an emotional or mental health problem?” and if so, “was 

this in the past 12 months?”. 

Perceived stigma was assessed by asking respondents who answered the two help-seeking 

questions affirmatively to indicate whether they felt that, “anyone held negative opinions about 

you or treated you unfairly because of your past or current emotional or mental health problem” 

during the 12 months prior to the survey. Responses to this question followed a binomial 

distribution (“yes” or “no”). Thus, perceived stigma of mental illness was treated as a binary 

outcome, where the presence or absence of perceived stigma was coded as one (cases) and zero 

(non-cases), respectively. This approach is consistent with the previous studies that have examined 

perceived stigma using the Mental Health Experiences Scale.5,19 

3.4.3 Secondary Outcome: Help-Seeking Behaviour. Help-seeking behaviour related to 

mental health care was measured using two survey items from the Mental Health Experiences of 

Stigma module. Respondents were asked to self-report whether they had received treatment for an 

emotional or mental health problem in their lifetime, and if so, whether they had received such 

treatment in the year prior to the survey. The response option for each question was binary (“yes” 
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or “no”). Thus, a binary outcome variable was derived from the two survey items mentioned. 

Respondents who answered “yes” to both questions were classified as cases and assigned a value 

of one (i.e., presence of help-seeking behaviour for a mental health problem in the year prior to 

the survey). Respondents who indicated that they had not sought care for a mental health problem 

in the last 12 months were classified as non-cases and assigned a value of zero. 

3.4.4 Potential Covariates (Confounders/Effect Modifiers). A covariate is a third 

variable that is related to an exposure and outcome of interest. The process of selecting potential 

covariates was driven by the hypotheses being tested and the availability of data. The goals of this 

study were not to build the best predictive models, but rather to explore the relationships between 

an exposure and two discrete outcomes of interest as accurately as possible. Thus, covariates were 

included in the analyses to test for confounding or modifying of the exposure’s measured effect 

on the outcome. 

This is the first known study to examine psychological well-being and its relation to help-

seeking behaviour and perceived stigmatization due to mental illness. Thus, the variable selection 

process was largely exploratory. Potential covariates were selected for consideration in the final 

models if they met two criteria: (a) the variable was available for all provinces, and (b) the variable 

was identified by the existing literature as a risk (or protective) factor for the outcome of interest. 

Evidence for the satisfaction of the second criterion was presented in Section 2.5.1. 

Consistent with the previous studies of perceived stigma in Canada, this thesis included the 

following covariates: Mental or substance use disorders, age, sex, education, income, and 

population density. The selected covariates were categorical variables (i.e., variables with a fixed 

number of possible values, each representing a mutually exclusive group). The categories of each 

variable were defined in a manner consistent with the previous studies of the CCHS-MH so that 
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the results could be easily compared.5,86 Covariates were retained in the final models if they 

satisfied the model selection criteria outlined in Section 3.4.5.1. 

3.4.4.1 Mental and Substance Use Disorders. The CCHS-MH used a modified version of 

the World Health Organization – Composite International Diagnostic Interview 3.0 (WHO-CIDI) 

to estimate the prevalence (lifetime and 12-month) of six of the most common mental or substance 

use disorders: major depressive disorder, generalized anxiety disorder, bipolar disorder, alcohol 

abuse or dependence, cannabis abuse or dependence, and other drug abuse or dependence.1 

The WHO-CIDI is a standardized instrument commonly used in cross-sectional surveys to 

classify people with select mental or substance use disorders.87 The WHO-CIDI generates 

diagnoses by using algorithms to extract symptoms patterns from reported behaviours and compare 

them to the Diagnostic and Statistical Manual of Mental Disorders version IV (DSM-IV) criteria 

for select disorders.23 Thus, classification is not based on a clinical diagnosis. The WHO-CIDI 

does not assess schizophrenia or psychotic disorders because its accuracy is less clear.88 

Furthermore, it does not make sense in a large population survey to use the time to derive diagnoses 

for a mental illness with a very low prevalence (e.g., 1% of the general population).89 

This thesis focused on CIDI-diagnosed disorders experienced during the 12 months prior 

to the survey. Respondents were grouped into four mutually exclusive categories: no mental or 

substance disorder, at least one mood or anxiety disorder, at least one substance use disorder, and 

concurrent mental and substance use disorders. The first group (no mental or substance disorder) 

was used as the reference category for the analyses of perceived stigmatization. Since the analysis 

of help-seeking behaviour for mental health care was tested using data derived only from 

respondents who met the criteria for at least one of the CIDI-diagnosed disorders, the second group 

(mood or anxiety disorder) was used as the referent category. It was not possible to determine 
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whether the concurrent disorders overlapped during the 12-month time frame. Respondents with a 

lifetime history of select mental and substance use disorders were not eliminated from the “no 

disorder” category. 

3.4.4.2 Age. The CCHS-MH asked respondents to report their age (in years) at the time the 

survey was completed. Consistent with the existing literature on perceived stigma in Canada, this 

thesis grouped respondents into three mutually exclusive categories: 15 to 24, 25 to 54, and 55 to 

101.5,19 The youngest group (respondents aged 15 to 24) was used as the reference category in the 

analyses. Consistent with previous studies of perceived stigma, age was considered a proxy for the 

clinical onset and symptom severity of mental illness.5,19 

3.4.4.3 Sex. Sex is commonly included in epidemiological studies of health-related 

outcomes.5,19 The CCHS-MH asked respondents to specify their biological sex as either female or 

male. Males were chosen to serve as the reference category. 

3.4.4.4 Education. Education is a derived variable that refers to the highest level of 

education acquired by the respondent prior to completing the CCHS-MH. For this thesis, 

respondents were classified into one of three groups: primary education, secondary education, or 

post-secondary education (i.e., college or university). Primary education was designated the 

reference category in the analyses. This approach was consistent with previous studies of perceived 

stigma in Canada.5,19 

3.4.4.5 Income. The CCHS-MH asked respondents to estimate total household income (in 

Canadian dollars) from all sources for the previous year. Consistent with previous studies, 

household income was divided into six categories (0 to 19 999, 20 000 to 39 999, 40 000 to 59 

999, 60 000 to 79 999, 80 000 to 99 999, and greater or equal to 100 000).5,19 The lowest household 

income level (0 to 19 999) served as the reference level for the analyses.  
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3.4.4.6 Population Density. Population density is a derived dichotomous variable that 

refers to whether a respondent belongs to a household located in an urban centre or a rural region. 

Urban centres were defined as communities with a population of 1 000 or more and a population 

density of at least 400 persons per square kilometer. Rural areas covered all other regions. The 

urban centre group was chosen to serve as the reference category in the analyses. 

 
3.5 Statistical Analyses 

All statistical analyses were performed using Stata 14 at the Queen’s Research Data Centre 

and the Atlantic Research Data Centre.90 All statistical analyses were weighted and variance 

estimates bootstrapped (n = 500) pursuant to Statistics Canada’s quality guidelines.79 

3.5.1 Complex Survey Data Analysis. There are important differences between survey 

data and non-survey data that must be incorporated into statistical analyses. Regular statistical 

software fails to account for the complex survey design used to derive a sample. Ignoring the 

sampling design can lead to inaccurate point estimates, underestimated standard errors, and 

spurious conclusions. Therefore, survey procedures were used to conduct statistical analyses that 

accounted for the complex survey design used by the CCHS-MH. This was a two-stage process. 

First, the SVYSET procedure was used to identify key CCHS-MH survey design characteristics 

for point estimation, model fitting, and variance estimation. Available SVY commands were then 

used to produce analytical results (i.e., weighted estimates and bootstrap variance estimates) using 

the CCHS-MH survey weights and bootstrap weights.  

The CCHS-MH survey weights were produced using a multi-step process that accounted 

for sampling weights, cluster sampling, and stratification. A survey weight is the inverse of the 

probability of selection. It is interpreted as the number of individuals in the target population 

represented by a respondent. Survey weights are used to weight a sample back to its source 
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population. Incorporating survey weights into statistical analyses reduces the bias induced by the 

complex survey design used by the CCHS-MH.  

Estimates derived from survey data are subject to sampling error. Statistics Canada 

recommends that researchers calculate the coefficient of variations (CV) for weighted estimates 

derived from the CCHS-MH to quantify the impact of sampling error.79 The coefficient of variation 

is a standardized measure of spread that describes the amount of variability relative to the mean. 

The CV for an estimate is calculated by dividing the standard deviation of an estimate by the 

estimate itself. The CV is expressed as a percentage of the estimate. Being unitless, the CV is 

preferred over standard error estimates when comparing the spread of data with different units or 

means. The sampling variability interpretation guidelines are presented in Table 1.  

3.5.2 Handling Missing Data. Two methods were used to handle missing data in the 

CCHS-MH. Statistics Canada reweighted the survey weights to reduce the total non-response bias. 

The author then used the mean imputation method to treat item non-response using row means for 

the psychological well-being scale where the desired information was collected for at least five of 

the six dimensions of psychological well-being (see Section 3.3.1 for details). The goal of 

imputation is to approximate the unknown values as accurately as possible. Thus, the internal 

consistency of a measure should be considered when row means are used as replacement values. 

The outcome variables were not affected by missing or invalid data.  

3.5.3 Descriptive Statistics. All descriptive statistics were calculated using survey 

procedures to account for the complex survey design of the CCHS-MH. Pursuant to Statistics 

Canada’s recommendations, the CCHS-MH survey data were described using weighted 

frequencies (or proportions) and coefficients of variation.79 Weighted frequencies were more 

useful than counts for three reasons. First, the survey weights for a nationally representative survey 
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produce large numbers, which are difficult to compare and present in tables. Second, it is difficult 

to compare counts for different categorical variables when rows (and columns) have unequal 

numbers of observations. Third, owing to weighting, the actual counts do not correspond to the 

proportions presented, making for a confusing table. 

Descriptive statistics were generated using univariate analyses. Since the demographic 

profile of the CCHS-MH sample is summarised elsewhere,86 this thesis described the sample using 

factors relevant to the hypotheses being tested. Thus, weighted frequencies and coefficients of 

variation were calculated for the following variables: age, sex, CIDI-diagnosed disorders, 

education, household income, and population density. Weighted frequencies and coefficients of 

variations were also calculated to describe the annual prevalence of WHO-CIDI mental and 

substance use disorders, help-seeking behaviour, and mental health experiences of stigma. All 

descriptive statistics were cross-tabulated by sex (male vs. female) and by categorized CIDI-

diagnosed disorder type (none vs. mood or anxiety disorders vs. substance use disorders vs 

concurrent disorders).  

3.5.4 Confounding and Effect Modification. This thesis sought to estimate the 

associations between the exposure and the outcomes of interest as accurately as possible. To 

minimize bias and misrepresentation, covariates were included in the multivariate analyses to test 

for confounding and effect modification.  

Confounding is a source of bias that can lead to spurious conclusions.91 Confounding 

occurs when a third factor explains all or some of the correlation between the exposure variable 

and the outcome variable.92 When present, this “mixing of effects”93,94 leads to misattributed 

correlation, resulting in a biased estimate of the effect of exposure on outcome.92 Confounders 

share three characteristics. A confounding factor must: (a) be a risk factor for the outcome; (b) be 
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correlated with the exposure in the study population; and (c) not be an intermediate step in the 

causal pathway between the exposure and outcome.92  

Possible confounders were identified using the change-in-estimate method with a 10% cut-

off.95 First, a crude estimate of the effect between the exposure and outcome was calculated. Each 

covariate was then added to the model separately to obtain an adjusted estimate that represented 

the degree of association between the exposure and outcome that remained after the influence of 

the covariate was removed. A difference between the adjusted estimate and the crude estimate of 

10% or more indicated that confounding may be present. Confounders were included in the final 

model to produce a more reliable indicator of the association between the exposure and outcome. 

Effect modification occurs when the association between the exposure and the outcome 

varies across the levels of a covariate. To test for effect modification, an interaction term (the 

cross-product of the potential effect modifier and the exposure) is added to the regression. For this 

thesis, the regression coefficient for an interaction term represented the difference in the slopes of 

the exposure for the two levels of the covariate. A covariate was considered an effect modifier if 

the regression coefficient for the associated interaction term was statistically significant after 

controlling for the effects of the other variables. Where a covariate had more than two levels, the 

statistical significance of the overall effect (i.e., all levels or terms considered together) was tested 

using an unadjusted Wald test, which evaluates the overall effect between the levels of a 

categorical variable and its reference category.96 

If an interaction term is significant, the corresponding main effects are also included in the 

model. With effect modification, the estimate of effect between the exposure and outcome must 

incorporate the effects of statistically significant interaction terms. More precisely, the interaction 
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terms represent the extent to which the “main effect” between exposure and outcome changes 

across the levels of the effect modifier as compared to its reference category. 

3.5.5 Primary Analyses: Investigating the Association Between Psychological Well-

being and Mental Health Experiences of Stigma. The primary objective was to estimate the 

strength of association between psychological well-being (a continuous exposure) and perceived 

stigma (a binary outcome) amongst Canadians who received mental health care. The sample for 

this investigation was limited to respondents who received treatment for an emotional or mental 

health problem in the year prior to the survey. This restriction could not be avoided since the 

mental health experiences of stigma module was administered only to CCHS-MH respondents 

who reported help-seeking for mental health care in the last 12 months. 

Strength of association was estimated using odds ratios (OR) and corresponding 95% 

confidence intervals based on weighted estimates and robust bootstrap variance estimates (n = 

500). The 95% confidence interval (CI) defines a range of values around the point estimate which 

includes the true value of the parameter in 95 of 100 studies.32 An odds ratio was considered 

statistically significant if its 95% confidence interval did not cover the null value (OR = 1.00). 

Unlike p-values, confidence intervals provide valuable information about the direction, precision, 

and strength of the effect.98 

Odds ratios are a measure of effect size commonly used in epidemiology to examine the 

association between explanatory variables and a binary outcome.99 For rare outcomes (< 10%), 

odds ratios are considered appropriate approximates of relative risks (RR).100 If the rare event 

assumption is violated, however, odds ratios overestimate the “true” effect size (i.e., the odds ratio 

is further from the null than the risk ratio).101 According to Patten and colleagues, the CCHS-MH 

estimates that the outcome of interest – 12-month prevalence of mental health experiences of 
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stigma amongst recipients of mental health care – occurs in only 2.0% of the Canadian population 

that sought mental health care in the year prior to the survey.5 Thus, the rare disease assumption 

may not have been violated. While the CCHS-MH does not estimate the prevalence of the outcome 

of interest in the general population, I nevertheless used odds ratios to estimate the associations of 

interest because this approach was consistent with the methods of the existing literature on 

perceived stigma as measured by the CCHS-MH.5,19 

Odds ratios are interpreted differently than relative risks. Relative risks compare 

conditional probabilities, whereas odds ratios are based on odds. The odds of an outcome is the 

ratio of the frequency of its occurrence to the frequency of its non-occurrence.102 The odds ratios 

is the odds of the outcome amongst the exposed divided by the odds of disease amongst the 

unexposed.103 

 

                          !" = $ %&'(%)*|*,-%.*/ 01$ %&'(%)*|*,-%.*/
$ %&'(%)*|*,-%.*/ 01$ %&'(%)*|&2*,-%.*/                                     [1] 

 

The odds ratios and 95% confidence intervals were calculated using logistic regressions 

with logit link functions adapted for complex survey data. This approach was consistent with 

existing studies based on the 2012 CCHS-MH, which allowed for clear comparisons of results.5,19 

Logistic regression is a type of generalized linear model that links a binary outcome to a set of 

explanatory variables. Logistic regression calculates odds ratios from regression coefficients. 

More precisely, the exponential function is applied to a regression coefficient to derive the 

predicted odds ratio associated with a one-unit increase in a given variable, holding the effects of 

other variables in the model constant.  
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 3.5.5.1 Regression Model Building. Model building was the process through which this 

thesis developed a regression model that best described the association between the exposure and 

outcome. The final adjusted model was determined using a multi-step selection method. 

First, a bivariate model was fitted to calculate the unadjusted (crude) estimate of the 

association between the exposure (psychological well-being) and outcome (mental health 

experiences of stigma). Second, bivariate analyses were performed to estimate the unadjusted 

association between the outcome and each of the following covariates: age, sex, categorized CIDI-

diagnosed disorders, respondent education, and household income. Covariates were then rank-

ordered per the statistical plausibility of their measured associations. Wald tests were used to 

evaluate the main effects of categorical covariates with two or more levels. 

The next steps involved using multivariate regression analyses to determine the influence 

of select covariates on the association of interest. Three forms of influence were examined: (a) 

confounding, (b) effect modification, and (c) correlation with the outcome independent of the 

exposure. Covariates were chosen using a modified stepwise selection method, which allowed for 

covariates to be added or dropped at various steps in the model building process. The significance 

levels to enter (SLE) the model and to stay in the model (SLS) were set at 0.20 and 0.10, 

respectively. 

Confounding effects were examined first using the change-in-estimate method outlined in 

Section 3.4.4. For each covariate with a crude effect estimate yielding a p-value less than the SLE, 

a two-variable regression was fitted. For this analysis, none of the covariates considered met the 

criteria for confounding. 

Covariates were then considered for inclusion using a stepwise selection procedure. 

Covariates were evaluated in the order in which they were ranked. At each step, the covariate with 
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the most significant crude estimate was added to the multivariate model if its p-value was less than 

the SLE. The model was re-fitted after each addition to evaluate the statistical significance of the 

covariates in the model. Covariates with a p-value greater than or equal to the SLS were dropped. 

This process continued until no “new” covariates met the criteria for entry, and no “old” covariates 

needed to be removed. 

The “main effects” regression model was then checked for effect modification. More 

precisely, interaction terms between psychological well-being and each covariate included in the 

final model were created and tested independently (see Section 3.4.4 for more details). For this 

analysis, none of the covariates significantly modified the effect of the exposure on the outcome. 

 Conclusions were based on the adjusted effect estimate produced by the final multivariate 

model. This adjusted value estimated the “true” strength of association between exposure and 

outcome by controlling for the effects of the covariates retained in the model on the outcome of 

interest.  

3.5.6 Secondary Analyses: Investigating the Association Between Psychological Well-

being and Help-Seeking Behaviour. The second objective was to estimate the strength of 

association between psychological well-being (a continuous exposure) and help-seeking behaviour 

related to mental health care services (a binary outcome) amongst Canadians who met the criteria 

for select mental and substance use disorders. For this analysis, the survey sample was limited to 

respondents who met the criteria for at least one of the WHO-CIDI mental or substance use 

disorders in the year prior to the survey. People use mental health services for reasons other than 

mental illness.5 Thus, this restriction was the least restrictive method to ensure that the study 

sample consisted only of people at risk for the outcome of interest (i.e., accessing mental health 

care for a mental illness) at the start of the study time frame. 
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The CCHS-MH estimated the annual prevalence of help-seeking for mental health care at 

8.3% in the general Canadian population.5 Thus, the rare event assumption was violated by the 

outcome of interest. Despite their frequent application to epidemiologic and clinical research, 

logistic regressions are not appropriate for studies involving common outcomes.89,104,105 For 

common outcomes, logistic regressions often produce odds ratios that severely overestimate the 

relative risk.104,106,107 Therefore, an alternative statistical method for estimating relative risk directly 

was needed. 

Log-binomial regression and Poisson regression are often recommended for the direct 

estimation of relative risks.104,108 However, neither option is satisfactory. Log-binomial regression 

artificially narrows confidence intervals and generally suffers from convergence problems.89,104,105 

On the other hand, Poisson regression tends to overestimate the error for the estimated relative 

risks when applied to binomial data.104,109,110 In response, Zou proposed a modified Poisson 

regression approach that uses a robust error variance procedure to rectify this issue.105 Moreover, 

in contrast to log-binomial regression, Zou’s modified Poisson regression approach has no 

convergence issues.105 Thus, it provides a straightforward method for estimating relative risk for 

common binary outcomes as accurately and consistently as possible.  

 The strength of association was examined using a modified Poisson regression analyses 

with a log link function adapted for survey data to estimate relative risks (RR) and 95% confidence 

intervals directly. A RR was considered statistically significant if the 95% confidence interval did 

not cover the null value (RR = 1.00).  

Relative risks compare conditional probabilities. More precisely, the relative risk of an 

outcome is the probability of its occurrence in an exposed group compared to the probability of its 

occurrence in a reference group.102  
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The statistical investigation followed the model building process outlined in Section 3.4.5.1 

using the following covariates: age, sex, categorized CIDI-diagnosed disorders, respondent 

education, household income, and population density. None of the covariates considered met the 

criteria for confounding or effect modifying with respect to the association of interest. Conclusions 

were based on the final multivariate model, which adjusted the risk estimate for the association of 

interest by controlling for the effects of the covariates included in the final model. 

3.5.7 Regression Diagnostics. Most regression diagnostic, goodness-of-fit, and post-

estimation commands are not available for complex survey data because complex survey designs 

violate regression assumptions that require cases to be mutual independent. Furthermore, Stata has 

yet to adapt many existing tests and procedures for use with complex survey data. For instance, 

model fit statistics, including R-square, are not calculated for regressions that have been modified 

for complex survey data use. Therefore, this thesis focused on two issues that are not assumptions, 

but nevertheless threaten the validity of regression models: multicollinearity and misspecification.  

Multicollinearity occurs when two or more explanatory variables in a regression model are 

highly collinear (i.e., linearly correlated). When collinearity is present, the model cannot 

distinguish between the correlated effects. As collinearity increases, the standard errors of the 

regression coefficients are inflated, which leads to wider confidence intervals and less stable effect 

estimates. Variance inflation factors (VIF) were calculated to test for multicollinearity. VIF is a 

measure of how highly correlated each explanatory variable is with its covariates. A variable with 
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VIFs greater than 10 merits further investigation. For this thesis, no explanatory variables were 

flagged using this criterion. 

A regression model should be specified properly. Misspecification can occur when a model 

is either over-fitted or under-fitted. The link test for model specification was used to detect any 

specification errors. The link test holds that one should not be able to identify known variables 

outside a properly specified model that are significantly associated with the outcome except by 

chance. To test this idea, the link test rebuilds the model using the linear predicted value and the 

linear predicted value squared. If the model is properly specified, then then squared value should 

not be statistically significant. For this thesis, this held true for both sets of analyses. 

 
3.6 Ethical Considerations 

This study received ethics clearance from the Queen’s University Health Services & 

Affiliated Teaching Hospitals Research Ethics Board (see Appendix A). There were no lapses in 

the ethics clearance during the study period. The data output for this project was vetted and 

approved for release by Statistics Canada. All statistics are presented in a manner that is consistent 

with Statistics Canada’s Quality and Reporting Guidelines.79 There were no conflicts of interest. 

The author assumes full responsibility for the contents of this thesis. 
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Table 1. Statistics Canada’s sample variability interpretation guidelines 
 
Type of Estimate CV Guidelines 
Acceptable 0.0 to 16.5 Unrestricted release (no special 

notation). 
Marginal 16.6 to 33.3 Unrestricted release, but caution 

users of high sampling variability. 
Estimates identified by the letter E. 

Unacceptable 33.4 or greater Unacceptable quality. Estimates 
must be flagged with the letter F. 

Note. CV, Coefficient of Variation. 
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Chapter 4 

Results 
 
 
4.1 Descriptive Statistics 

Although the demographic profile of the CCHS-MH sample (N = 25 113) has been 

presented elsewhere,1 descriptive statistics for the covariates considered in the statistical analyses 

were recalculated and presented herein. As outlined in Section 3.4.3, the sample is described using 

weighted frequencies (or proportions); thus, the summary statistics are representative of the 

general Canadian population (with a few exceptions, see Section 3.2). Table 2 presents the sample 

characteristics and the annual prevalence data for mental health experiences and help-seeking 

behaviour by sex. The sample nearly had identical proportions of men (49.3%) and women 

(50.7%). Age ranged from 15 to 101 with a mean of 45.7 years. Age was unevenly distributed: 

15.7% was 15 to 24, 51.2% was 25 to 54, and 33.1% was 55 to 101. More than one-half of the 

sample received a post-secondary education (59%). Household income categories ranged from less 

than 20 000 CAD to more than $100 000 CAD per annum, with 28.8% in the highest category 

compared to 8.3% in the lowest. Most of the sample came from households located in urban centres 

(82.5%), as compared to rural areas (17.5%). Only one in ten respondents met the criteria for a 

CIDI-diagnosed disorder in the 12 months prior to the administration of the survey. Mood and 

anxiety disorders were more common (5.5%) than substance use disorders (3.3%). Only 1.1% of 

the sample had concurrent disorders (a mood or anxiety disorder and a substance disorder) in the 

last year. More women than men had anxiety or mood disorders, and more men than women had 

substance use disorders. 

The lifetime and annual prevalence data for help-seeking behaviour and perceived 

stigmatization due to mental illness were first described by Patten and colleagues.2 An estimated 
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8.3% of the general Canadian population received treatment for a mental health problem in the 

year prior to the survey, with 24.4% of this group reporting a mental health experience of 

stigmatization during the same time frame. Thus, approximately 2.0% of Canadians aged 15 or 

older from households in the nation’s ten provinces experienced stigmatization due to a mental 

health problem in the year prior to the survey.  

 Table 3 shows the annual prevalence of the CIDI-diagnosed mental and substance use 

disorders measured in the CCHS-MH by sex, which were described previously by Sunderland and 

Findlay.3 The sample characteristics and annual prevalence data were also described by CIDI-

diagnosed disorder type (see Table 4). When presented by disorder type, several estimates were 

unreliable. The annual prevalence data by disorder type was of interest. Nearly one-half of those 

with mental or mood disorders (51.2%) and those with concurrent disorders (50.0%) received 

treatment for a mental health problem in the year prior to the survey, as compared to only 10.1% 

of those with substance use disorders and 5.2% of respondents without CIDI-diagnosed disorders. 

The distribution of mental health experiences must be interpreted with caution, given that the 

estimate for the substance use disorder category was considered unreliable. For each disorder type, 

stigmatization experiences were reported by a sizable minority of the sample. 

 Table 5 describes psychological well-being (PWB) scores by CIDI-diagnosed disorder 

type. The weighted mean PWB score was highest for those without CIDI-diagnosed disorders 

(25.69, 95% CI 25.59 to 25.79), followed by those with substance use disorders (23.81, 95% CI 

23.33 to 24.29). Respondents with either mental (i.e., mood or anxiety) disorders (20.15, 95% CI 

19.60 to 20.71) or concurrent disorders (20.23, 95% CI 19.25 to 21.22) had the lowest weighted 

mean PWB scores, on average. The weighted mean PWB scores for mental disorder and concurrent 

disorder categories did not significantly differ. 
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4.2 Logistic Regression Investigating the Association between Psychological Well-being and 
Mental Health Experiences of Stigma 
 
 4.2.1 Identification of Study Sample for Primary Outcome. The selection of the study 

sample used to address the primary empirical objective is summarised in Figure 3. The exclusion 

criteria used to identify this study sample are described in Sections 3.4.2 and 3.4.5. The CCHS-

MH sample included 25 113 respondents. First, 318 respondents were excluded from the analysis 

because of missing data on the exposure measure. Second, only 2 296 respondents reported that 

they had received treatment for a mental health problem at some point during the 12 months prior 

to the administration of the survey. The Mental Health Experiences scale, which was used to assess 

the outcome, was administrated only to respondents who reported help-seeking behaviour for 

mental health care in the year prior to the survey. Thus, 22 499 respondents were unavoidably 

excluded from the primary analyses. Finally, 13 respondents were excluded from the final 

multivariate model because they were missing data on one of the covariates included in the final 

adjusted model (i.e., education). Thus, the primary analyses were conducted using a study sample 

of 2 283 respondents, which was considered representative of 2 315 937 Canadians aged 15 or 

older from the nation’s household population. 
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Figure 3. Study population flow chart for mental health experiences of stigma analyses. 
 
 
 4.2.2 Unadjusted and Adjusted Odds Ratio Estimates for Mental Health Experiences 

of Stigma. Table 6 presents the unadjusted and adjusted odds ratio estimates from the logistic 

regression for mental health experiences of stigma reported by survey respondents who received 

treatment for a mental health problem at some point in the year prior to the survey. The logistic 

regression showed that there was a statistically significant association between psychological well-

being and mental health experiences of stigma. The unadjusted odds ratio estimate was OR = 0.94 

(95% CI 0.92 to 0.96). When adjusted for the effects of age, disorder type, and education, the OR 

increased slightly (OR = 0.96, 95% CI 0.94 to 0.99), indicating an inverse association between 

psychological well-being and perceived stigmatization. More precisely, the adjusted OR estimate 

25 113 respondents

2 283 respondents

Missing data on psychological
well-being scale

Missing data on statistically 
significant covariates

Did not receive treatment for a mental 
health problem in the year prior to the 
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for the association of interest suggested that the odds of perceived stigmatization decreased by 

0.04 for every one-unit increase in the psychological well-being score, after controlling for the 

effects of age, disorder type, and education on the outcome of interest. In addition to higher levels 

of psychological well-being, the final multivariate regression model revealed that being 55 years 

of age or older (as compared to those aged 15 to 24, OR = 0.61, 95% CI 0.37 to 0.99), having a 

post-secondary education (as compared to those with no higher than a primary education, OR = 

0.47, 95% CI 0.29 to 0.76), and having either mood or anxiety disorders (as compared to persons 

without a CIDI-diagnosed disorder, OR = 2.42, 95% CI 1.60 to 3.66), or concurrent disorders (OR 

= 2.96, CI 1.67 to 5.24) was independently associated with perceived stigmatization. Interestingly, 

there was no significant difference between those with only substance use disorders and persons 

without a CIDI-diagnosed disorder with respect to the odds of perceived stigmatization (OR = 

1.12, 95% CI 0.52 to 2.41). 

No significant confounding effects were detected using the change-in-estimate criterion of 

10 percent. Thus, the adjusted estimate of association between psychological well-being and 

mental health experiences of stigma was not significantly different than the unadjusted OR 

estimate. The covariates listed above were included in the final model because their independent 

effects on the outcome of interest were statistically significant after controlling for the effects of 

the other explanatory variables. Their inclusion helped to explain some of the otherwise 

unexplained variance in the outcome. No effect modification was detected (i.e., tests of interaction 

between psychological well-being and covariates were nonsignificant). There was also no 

evidence of misspecification or multicollinearity in the final model. 

 
 
 



	 50 

4.3 Modified Poisson Regression Investigating the Association between Psychological Well-
being and Help-Seeking Behaviour for Mental Health Problems 
 
 4.3.1 Identification of Study Sample for Secondary Outcome. The sample used to 

examine the second empirical objective was selected per the exclusion criteria outlined in Sections 

3.4.2 and 3.4.6. The results of this selection process are presented in Figure 4. The CCHS-MH 

sample consisted of 25 113 respondents. First, 318 respondents were excluded from the analysis 

because of missing data on the exposure measure. Second, the study sample was restricted to 

respondents who met the criteria for at least one of the CIDI-diagnosed mental or substance use 

disorder in the year prior to the survey. Thus, 22 147 respondents were excluded from the study 

sample for not being diagnosed with a CIDI-diagnosed disorder. The final study sample for the 

secondary analyses was 2 648 respondents, representing an estimated 2 740 487 individuals aged 

15 or older from Canada’s general population. 
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Figure 4. Study population flow chart for the help-seeking behaviour statistical analyses. 
 
 
 4.3.2 Unadjusted and Adjusted Relative Risk Estimates for Help-Seeking Behaviour. 

Table 7 presents the unadjusted and adjusted relative risk estimates from the Modified Poisson 

regression for self-reported help-seeking behaviour in the context of mental health care for 

respondents who experienced symptoms consistent with at least one of the six WHO-CIDI mental 

and substance use disorders included in the CCHS-MH in the year prior to the survey. The 

Modified Poisson regression revealed a statistically significant association between psychological 

well-being and help-seeking behaviour. The crude relative risk estimate was RR = 0.96 (95% CI 

0.95 to 0.97). When adjustments were made in the final multivariate model for the independent 
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effects of age, disorder type, and sex, the RR associated with psychological well-being increased 

(RR = 0.98, 95% CI 0.97 to 0.98), indicating an inverse association between psychological well-

being and help-seeking behaviour. Specifically, the adjusted RR estimate for the association of 

interest suggested that for every one-unit increase in the psychological well-being score, the 

relative risk of help-seeking behaviour decreased by 0.02, after controlling for the effects of age, 

disorder type, and sex on the outcome of interest. In addition to higher psychological well-being 

scores, the adjusted model showed that being older than 24 years of age (ages 25 to 55: RR = 1.37, 

95% CI 1.12 to 1.68; ages 55 to 101: RR = 1.27, 95% CI 1.01 to 1.60), having a CIDI-diagnosed 

substance use disorder (as compared to those with only a mood or anxiety disorder, RR = 0.27, 

95% CI 0.20 to 0.35), and being female (RR = 1.40, 95% CI 1.22 to 1.61), was independently 

associated with help-seeking behaviour. No significant confounding effects were detected using 

the change-in-estimate method with a 10% cut-off value. Thus, there was no significant difference 

between the adjusted and unadjusted estimates of association between psychological well-being 

and help-seeking behaviour. All tests of interaction between psychological well-being and 

covariates were nonsignificant. Thus, no evidence of effect modification was detected. 

Furthermore, there was no evidence of misspecification or multicollinearity in the final 

multivariate model. 

 
4.4 Sensitivity Analysis: Defining Psychological Well-being as a Categorical Variable 

Consistent with prior use of the MHC-SF, the primary and secondary analyses treated the 

psychological well-being score as a continuous variable. Transforming a continuous exposure 

measure into a categorical variable has at least two disadvantages. First, the cut-off points selected 

to define mutually exclusive groups are often arbitrary. In such cases, it is difficult to determine 

the real-world implications of statistically significant results when the observed differences are 
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between categories whose boundaries may be spurious. Second, information is lost when a 

continuous variable is converted into a categorical variable. 

There are, however, advantages to working with a categorical exposure variable. Namely, 

it is easier to interpret and communicate results, especially when measures of risk are used. For 

example, the estimated change in risk associated with incremental changes to a continuous 

exposure variable may appear less useful to public health officials or policymakers compared to 

results that identify a clearly defined subgroup from a target population that is at a significantly 

greater risk for an outcome of interest, as compared to other defined groups. For this reason, the 

statistical analyses for this thesis were repeated using psychological well-being defined as a 

categorical variable to examine how the outcome of each analysis changed depending on how the 

exposure variable was defined.  Psychological well-being was converted into a categorical variable 

with three levels: low, moderate, and high. Because the psychological well-being scores followed 

a left-skewed distribution, the weight-adjusted 25th and 75th percentile scores (23 and 29, 

respectively) were used to define the boundaries (see Table 8). This method is not inconsistent 

with the existing literature.47 The results of these alternative analyses are presented in Table 9 and 

Table 10. 

The results of the sensitivity analysis were somewhat consistent with the prior analysis in 

terms of direction and statistical significance for the first outcome of interest: perceived 

stigmatization. The crude OR estimates for the moderate and high levels of psychological well-

being were OR = 0.55 (95% CI 0.38 to 0.79) and OR = 0.28 (95% CI 0.16 to 0.49), respectively. 

However, after adjustments were made for the effects of age, disorder type, and education, only 

the OR associated with the high psychological well-being level remained significant (OR = 0.41, 

95% CI 0.23 to 0.73). Put differently, the odds of perceived stigmatization were 0.59 lower, on 
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average, for respondents with high levels of psychological well-being, as compared to those with 

low levels of psychological well-being, after controlling for the effects of all covariates considered. 

The adjusted OR estimate for the moderate psychological well-being category (OR = 0.50, 95% 

CI 0.48 to 1.02) indicated that there was no significant difference in the odds of reporting perceived 

stigmatization between moderate and low levels of psychological well-being, after controlling for 

the effects of age, disorder type, and education. 

The results of the sensitivity analysis for the second outcome, help-seeking behaviour, were 

consistent with the prior analysis, both in terms of direction and statistical significance. The crude 

RR estimates for the moderate and high levels of psychological well-being were RR = 0.63 (95% 

CI 0.52 to 0.76) and RR = 0.47 (95% CI 0.33 to 0.69), respectively. After adjustments were made 

for the independent effects of age, disorder type, and sex on the outcome of interest, the RR 

estimates for both categories increased. More precisely, after controlling for the effects of age, 

disorder type, and sex, the relative risk of help-seeking behaviour decreased by 0.22 (RR = 0.78, 

95% CI 0.67 to 0.92) and 0.33 (RR = 0.67, 95% CI 0.47 to 0.94) for the moderate and high levels 

of psychological well-being, relatively, as compared to the low level of psychological well-being. 

Put differently, those with either high or moderate levels of psychological well-being were 

significantly less likely to seek out mental health care than those with low levels of psychological 

well-being, after controlling for the effects of age, disorder type, and sex on help-seeking 

behaviour. 
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Table 2. Sample characteristics and annual prevalence of CIDI-diagnosed mental and substance 
use disorders, help-seeking behaviour, and mental health experiences of stigma, weighted 
frequency (coefficient of variation) 
 
Characteristic Male Female Total 
Sex 49.3 (0.0) 50.7 (0.0) … 
Age, years    
    15 – 24  16.3 (0.0) 15.2 (0.0) 15.7 (0.0) 
    25 – 54 51.4 (1.0) 51.1 (0.9) 51.2 (0.7) 
    55 – 101 32.3 (1.7) 33.8 (1.4) 33.1 (1.1) 
Highest education    
    Primary 18.8 (3.3) 17.5 (2.8) 18.1 (2.2) 
    Secondary 22.5 (2.8) 23.2 (2.6) 22.9 (2.0) 
    Post-secondary 58.7 (1.2) 59.3 (1.2) 59.0 (0.9) 
Household income, CAD    
    ≤ 19 999  6.9 (5.5) 9.7 (4.1) 8.3 (3.4) 
    20 000 – 39 999 16.1 (3.2) 19.9 (2.7) 18.0 (2.1) 
    40 000 – 59 999 17.9 (3.3) 18.3 (3.3) 18.1 (2.3) 
    60 000 – 79 999 15.6 (4.1) 15.4 (3.5) 15.5 (2.8) 
    80 000 – 99 999 11.5 (4.2) 11.1 (4.3) 11.3 (3.1) 
    ≥ 100 000 32.1 (2.5) 25.6 (2.8) 28.8 (2.0) 
Population density     
    Urban 81.6 (1.1) 83.3 (0.9) 82.5 (0.9) 
    Rural 18.4 (5.0) 16.7 (4.6) 17.5 (4.3) 
CIDI-diagnosed disorder    
    None 89.7 (0.5) 90.7 (0.4) 90.1 (0.3) 
    Mood or anxiety 4.1 (6.6) 6.8 (5.3) 5.5 (3.9) 
    Substance use 5.1 (6.4) 1.6 (9.1) 3.3 (5.3) 
    Concurrent   1.1 (12.6)   0.9 (13.4) 1.0 (9.4) 
Received treatment for a mental illness 6.1 (5.6)  10.4 (4.1) 8.3 (3.4) 

Mental Health Experiences Scale, n = 2 312 
Reported mental health experience of stigma 21.9 (10.5) 25.8 (7.8) 24.4 (6.2) 

… Not applicable. 
Note. CAD, Canadian Dollars; CIDI, Composite International Diagnostic Interview. 
Source: Statistics Canada, CCHS-MH, 2012 (N = 25 113). 
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Table 3. Annual prevalence of CIDI-diagnosed disorders 
	
CIDI-Diagnosed Disorder Male Female Total 
 WF 95% CI CV WF 95% CI CV WF 95% CI CV 
Major Depressive Disorder 3.6 (3.1 to 4.1) 6.8 5.8 (5.1 to 6.4) 6.0 4.7 (4.3 to 5.1) 4.5 
Generalized Anxiety 
Disorder 

1.9 (1.6 to 2.3) 9.4 3.1 (2.7 to 3.6) 7.1 2.6 (2.3 to 2.8) 5.6 

Bipolar Disorder I and II 1.6 (1.2 to 1.9) 11.0 1.4 (1.1 to 1.8) 12.0 1.5 (1.3 to 1.7) 8.0 
Alcohol Dependence 1.2 (0.9 to 1.5) 12.4 0.6 (0.5 to 0.8) 15.8 0.9 (0.7 to 1.1) 10.1 
Alcohol Abuse 3.4 (2.8 to 4.0) 8.4 1.1 (0.9 to 1.3) 10.0 2.2 (1.9 to 2.5) 7.0 
Drug Use or Dependence 2.5 (2.1 to 2.9) 8.0 1.1 (0.8 to 1.3) 11.4 1.8 (1.5 to 2.0) 6.5 

Note. CI, Confidence Interval; CIDI, Composite International Diagnostic Interview; CV, Coefficient of Variation; WF, Weighted Frequency. 
Source: Statistics Canada, CCHS-MH, 2012 (N = 25 113). 
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Table 4. Sample characteristics and annual prevalence of help-seeking behaviour and mental health experiences of stigma, by CIDI-
diagnosed disorders, weighted frequency (coefficient of variation) 
	

Characteristic No Selected Disorder Mood or Anxiety 
Disorder(s) 

Substance 
Disorder(s) 

Concurrent 
Disorders 

Sex     
    Female 51.0 (0.3) 63.2 (3.2) 24.1 (8.4) 43.8 (9.9) 
    Male 49.0 (0.4) 36.8 (5.6) 75.9 (2.7) 56.2 (7.8) 
Age, years     
    15 – 24 14.3 (1.0) 18.2 (8.0) 43.4 (6.2) 42.5 (12.0) 
    25 – 54 50.9 (0.8) 59.5 (3.1) 45.8 (6.0) 48.3 (10.4) 
    55 – 101 34.8 (1.1) 22.2 (6.7) 10.8 (14.9) 9.2E (21.4) 
Highest education     
    Primary 18.1 (2.3) 17.4 (8.2) 20.5 (9.7) 20.3E (17.9) 
    Secondary 22.3 (2.1) 23.4 (6.9) 32.9 (7.5) 41.3 (12.4) 
    Post-secondary 59.7 (1.0) 59.2 (3.3) 46.7 (6.0) 38.4 (11.6) 
Household income, CAD     
    ≤ 19 999 7.7 (3.7) 15.8 (8.8) 10.3 (13.2) 16.0E (18.2) 
    20 000 – 39 999 17.9 (2.3) 22.6 (7.7) 14.3 (11.6) 16.9 (15.8) 
    40 000 – 59 999 18.1 (2.4) 22.1 (8.5) 13.1 (12.0) 18.9E (19.8) 
    60 000 – 79 999 15.8 (2.9) 11.2 (10.4) 15.4 (14.6) 15.6E (20.1) 
    80 000 – 99 999 11.5 (3.2) 9.3 (12.7) 10.8 (13.0) F (37.9) 
    ≥ 100 000 29.2 (2.1) 19.1 (8.3) 36.2 (8.1) 23.1E (18.9) 
Population density      
    Urban 82.3 (0.9) 84.6 (1.7) 82.1 (3.4) 91.3 (2.3) 
    Rural 17.7 (4.4) 15.4 (9.3) 17.9 (15.5) 8.7E (23.6) 
Received treatment for a mental illness 5.2 (4.6) 51.2 (4.1) 10.1 (13.3) 50.0 (9.2) 

Mental Health Experiences Scale, n = 2 312 
Reported mental health experience of stigma 16.1 (10.8) 35.7 (8.8) 21.1E (25.8) 42.0 (15.5) 

Note. CAD, Canadian Dollars; CIDI, Composite International Diagnostic Interview. 
Source: Statistics Canada, CCHS-MH, 2012 (N = 25 113). 
E Use with caution (coefficient of variation from 16.6% to 33.3%). 
F Unable to report (coefficient of variation greater than or equal to 33.4%). 
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Table 5. Psychological well-being scores, by CIDI-diagnosed disorder categories 
 
CIDI-Diagnosed Disorder Weighted Mean 95% Confidence Interval 
None 25.69 25.59 to 25.79 
Mood or anxiety 20.15 19.60 to 20.71 
Substance use 23.81 23.33 to 24.29 
Concurrent 20.23 19.25 to 21.22 
Overall 25.27 25.17 to 25.37 

Note. CIDI, Composite International Diagnostic Interview. 
Source: Statistics Canada, CCHS-MH, 2012 (N = 25 113). 
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Table 6. Logistic regression of psychological well-being on mental health experiences of stigma, n = 2 283 
 
Variable Bivariate Models Final Multivariate Model 
 OR 95% CI p-value OR 95% CI p-value 
Psychological well-being  0.94* 0.92 to 0.96 <0.001 0.96* 0.94 to 0.99 0.005 
CIDI-diagnosed disorders       
     None – – – – – – 
     Mood or anxiety 2.91* 1.99 to 4.24 <0.001 2.42* 1.60 to 3.66 <0.001 
     Substance use 1.33 0.63 to 2.79 0.455 1.12 0.52 to 2.41 0.778 
     Concurrent 3.78* 2.13 to 6.71 <0.001 2.96* 1.67 to 5.24 <0.001 
Age, years       
     15 – 24 – – – – – – 
     25 – 54 1.09 0.72 to 1.64 0.693 1.52 0.97 to 2.36 0.065 
     55 – 101 0.43* 0.27 to 0.69 <0.001 0.61* 0.37 to 0.99 0.047 
Education       
     Primary – – – – – – 
     Secondary 0.63* 0.38 to 1.04 0.073 0.63 0.37 to 1.08 0.092 
     Post-secondary 0.47* 0.30 to 0.73 0.001 0.47* 0.29 to 0.76 0.002 
Sex       
     Male – – – – – – 
     Female 1.24 0.89 to 1.74 0.208 … … … 
Household income, CAD       
     ≤ 19 999 – – – – – – 
     20 000 – 39 999 0.74 0.44 to 1.23 0.242 … … … 
     40 000 – 59 999 0.60* 0.39 to 0.93 0.024 … … … 
     60 000 – 79 999 0.57 0.33 to 1.00 0.049 … … … 
     80 000 – 99 999 0.58 0.29 to 1.15 0.120 … … … 
     ≥ 100 000 0.45* 0.28 to 0.71 0.001 … … … 

– Reference category. 
… Not applicable. 
* Significantly different from reference category (p < 0.05). 
Note. CAD, Canadian Dollars; CI, Confidence Interval; OR, Odds Ratio. 
Source: Statistics Canada, CCHS-MH, 2012. 
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Table 7. Modified Poisson regression of psychological well-being on help-seeking behaviour, n = 2 648 
 
Variable Bivariate Models Final Multivariate Model 
 RR 95% CI p-value RR 95% CI p-value 
Psychological well-being 0.96* 0.95 to 0.97 <0.001 0.98* 0.97 to 0.984 <0.001 
CIDI-diagnosed disorders       
     Mood or anxiety – – – – – – 
     Substance use 0.20* 0.15 to 0.26 <0.001 0.27* 0.20 to 0.35 <0.001 
     Concurrent 0.98 0.80 to 1.20 0.846 1.12 0.91 to 1.37 0.280 
Age, years       
     15 – 24 – – – – – – 
     25 – 54 1.75* 1.41 to 2.18 <0.001 1.37* 1.12 to 1.68 0.002 
     55 – 101 1.74* 1.36 to 2.23 <0.001 1.27* 1.01 to 1.60 0.043 
Education       
     Primary – – – – – – 
     Secondary 0.99 0.77 to 1.27 0.933 . . . 
     Post-secondary 1.19 0.96 to 1.48 0.114 . . . 
Sex       
     Male – – – – – – 
     Female 1.92* 1.66 to 2.23 <0.001 1.40* 1.22 to 1.61 <0.001 
Population density       
     Urban – – – – – – 
     Rural 0.83 0.66 to 1.04 0.097 . . . 
Household income, CAD       
     ≤ 19 999 – – – – – – 
     20 000 – 39 999 0.85 0.69 to 1.05 0.131 . . . 
     40 000 – 59 999 0.66* 0.52 to 0.84 0.001 . . . 
     60 000 – 79 999 0.73* 0.56 to 0.94 0.014 . . . 
     80 000 – 99 999 0.71* 0.51 to 0.98 0.036 . . . 
     ≥ 100 000 0.56* 0.44 to 0.71 <0.001 . . . 

– Reference category. 
… Not applicable. 
* Significantly different from reference category (p < 0.05). 
Note. CAD, Canadian Dollars; CI, Confidence Interval; RR, Relative Risk. 
Source: Statistics Canada, CCHS-MH, 2012
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Table 8. Level-specific characteristics of the psychological well-being categorical variable 
 

Level Weighted Proportion CV Weighted Mean 95% CI 
Low 21.3 2.0 18.19 18.02 to 18.37 

Moderate 50.7 1.1 25.78 25.73 to 25.84 
High 29.0 1.9 29.59 29.57 to 29.61 

Note. CV, Coefficient of Variance; CI, Confidence Interval. 
Source: Statistics Canada, CCHS-MH, 2012 (N = 25 113). 
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Table 9. Logistic regression of psychological well-being as a categorical variable on mental health experiences of stigma, n = 2 283 
 
Variable Bivariate Models Final Multivariate Model 
 OR 95% CI p-value OR 95% CI p-value 
Psychological well-being       
     Low – – – – – – 
     Moderate 0.55* 0.38 to 0.79 0.001 0.70 0.48 to 1.02 0.061 
     High 0.28* 0.16 to 0.49 <0.001 0.41* 0.23 to 0.73 0.002 
CIDI-diagnosed disorders       
     None – – – – – – 
     Mood or anxiety 2.91* 1.99 to 4.24 <0.001 2.46* 1.64 to 3.67 <0.001 
     Substance use 1.33 0.63 to 2.79 0.455 1.15 0.53 to 2.48 0.732 
     Concurrent 3.78* 2.13 to 6.71 <0.001 2.96* 1.65 to 5.33 <0.001 
Age, years       
     15 – 24 – – – – – – 
     25 – 54 1.09 0.72 to 1.64 0.693 1.55 0.99 to 2.43 0.055 
     55 – 101 0.43* 0.27 to 0.69 <0.001 0.63 0.39 to 1.03 0.067 
Education       
     Primary – – – – – – 
     Secondary 0.63 0.38 to 1.04 0.073 0.62 0.36 to 1.05 0.072 
     Post-Secondary 0.47* 0.30 to 0.73 0.001 0.46* 0.29 to 0.73 0.001 
Sex       
     Male – – – – – – 
     Female 1.24 0.89 to 1.74 0.208 ... … ... 
Household income, CAD       
     ≤ 19 999 – – – – – – 
     20 000 – 39 999 0.74 0.44 to 1.23 0.242 ... … … 
     40 000 – 59 999 0.60* 0.39 to 0.93 0.024 … … … 
     60 000 – 79 999 0.57 0.33 to 1.00 0.049 … … … 
     80 000 – 99 999 0.58 0.29 to 1.15 0.120 … ... … 
     ≥ 100 000 0.45* 0.28 to 0.71 0.001 … … … 

– Reference category. 
… Not applicable. 
* Significantly different from reference category (p < 0.05). 
Note. CAD, Canadian Dollars; CI, Confidence Interval; OR, Odds Ratio. 
Source: Statistics Canada, CCHS-MH, 2012. 



	 63 

Table 10. Modified Poisson regression of psychological well-being as a categorical variable on help-seeking behaviour, n = 2 648 
 
Variable Bivariate Analysis Multivariate Analysis 
 RR 95% CI p-value RR 95% CI p-value 
Psychological well-being       
      Low – – – – – – 
      Moderate 0.63* 0.52 to 0.76 <0.001 0.78* 0.67 to 0.92 0.003 
      High 0.47* 0.33 to 0.69 <0.001 0.67* 0.47 to 0.94 0.020 
CIDI-diagnosed disorders       
     Mood or anxiety – – – – – – 
     Substance use 0.20* 0.15 to 0.26 <0.001 0.26* 0.19 to 0.34 <0.001 
     Concurrent 0.98 0.80 to 1.20 0.846 1.10 0.90 to 1.35 0.348 
Age, years       
     15 – 24 – – – – – – 
     25 – 54 1.75* 1.41 to 2.18 <0.001 1.38* 1.13 to 1.69 0.002 
     55 – 101 1.74* 1.36 to 2.23 <0.001 1.28* 1.02 to 1.61 0.037 
Education       
     Primary – – – – – – 
     Secondary 0.99 0.77 to 1.27 0.933 … … … 
     Post-secondary 1.19 0.96 to 1.48 0.114 … … … 
Sex       
     Male – – – – – – 
     Female 1.92* 1.66 to 2.23 <0.001 1.39* 1.21 to 1.60 <0.001 
Population density       
     Urban – – – – – – 
     Rural 0.83 0.66 to 1.04 0.097 … … … 
Household income, CAD       
     ≤ 19 999 – – – – – – 
     20 000 – 39 999 0.85 0.69 to 1.05 0.131 … … … 
     40 000 – 59 999 0.66* 0.52 to 0.84 0.001 … … … 
     60 000 – 79 999 0.73* 0.56 to 0.94 0.014 … … … 
     80 000 – 99 999 0.71* 0.51 to 0.98 0.036 … … … 
     ≥ 100 000 0.56* 0.44 to 0.71 <0.001 … … … 

– Reference category. 
… Not applicable. 
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* Significantly different from reference category (p < 0.05). 
Note. CAD, Canadian Dollars; CI, Confidence Interval; RR, Relative Risk. 
Source: Statistics Canada, CCHS-MH, 2012.
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Chapter 5 

Discussion and Conclusion 
 
 
5.1 Summary of Key Findings 

The purpose of this thesis was to examine psychological well-being (PWB) and its 

relationship to mental health experiences of stigma and help-seeking behaviour for mental health 

care in the general Canadian population. This thesis is the first population-based study to examine 

these associations, and only the third study to describe stigma perceived by Canadians who 

received treatment for a mental health problem. Each objective was addressed using data derived 

from the nationally representative, cross-sectional 2012 Canadian Community Health Survey – 

Mental Health (CCHS-MH).  

5.1.1 Psychological Well-being and Perceived Stigmatization. The first objective was to 

estimate the association between psychological well-being and perceived stigma due to mental 

illness amongst respondents who received treatment for a mental or emotional health problem at 

some point during the 12 months prior to the survey. As hypothesized, the key study findings 

revealed an inverse association between psychological well-being and perceived stigmatization. 

After using logistic regression to control for the effects of age, disorder type, and education, the 

adjusted OR estimate between psychological well-being and mental health experiences of stigma 

was statistically significant (OR = 0.96, 95% CI 0.94 to 0.99). For continuous explanatory 

variables, a regression coefficient represents the amount of change in the outcome associated with 

a one-unit change in the value of the exposure, holding all covariates constant. More precisely, 

this study found that a one-unit increase in psychological well-being scores was associated with a 

4% reduction in the odds of reporting a mental health experience of stigma, as compared to lower 
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psychological well-being scores, after controlling for the effects of select risk factors on the 

outcome. The association between PWB and perceived stigmatization was neither confounded nor 

modified by any of the covariates considered in this analysis. One explanation for this consistency 

is that the psychological components of mental health are largely determined by cognitive 

evaluations of experience, and to lesser extent by external factors.47 The directionality of this 

association cannot be determined using data from the CCHS-MH because it is cross-sectional and 

correlational. Thus, at least three possible explanations for the observed association between PWB 

and perceived stigma exist: (a) higher levels of psychological well-being facilitate stigma 

resistance, thereby reducing the likelihood of perceived stigma; (b) the perception of stigma harms 

a person’s psychological well-being (i.e., reverse causation); or (c) the relationship is bidirectional. 

The covariates included in the final multivariate model were all independently associated 

with outcome of interest. Consistent with the existing literature, respondents with mood and 

anxiety disorders were more likely to perceive stigma than those who did not meet the criteria for 

any of the CIDI-diagnosed disorders.5,111,112 With that said, descriptive statistics revealed that 

16.1% of individuals with no CIDI-diagnosed disorder reported a mental health experience of 

stigma. Individuals utilise mental health care services for a variety of reasons, including stress 

management, grief counseling, and post-recovery management. Moreover, individuals without 

CIDI-diagnosed disorders may perceive a stigma experience because they are labelled as “mentally 

ill” for any of the following reasons: (a) the mere act of accessing a labelled mental health care 

service; (b) having a history of mental illness; (c) seeking treatment for an sub-threshold mental 

health issue; or (d) having a mental illness other than the CIDI-diagnosed disorders. Interestingly, 

individuals with substance use disorders were only more likely to report perceived stigma than 

those without a CIDI-diagnosed disorder if they also had a concurrent mood or anxiety disorder. 
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This finding runs contrary to recent research on perceived stigma in Canada suggesting that there 

are no diagnostic differences with respect to the likelihood of perceived stigmatization.5 On the 

other hand, other studies have illustrated the lack of consensus regarding this issue.55,56 A possible 

explanation for this observation is that the negative overlay associated with mood or anxiety may 

make an individual more vulnerable to perceptions of stigma, as compared to substance use 

disorders. This area, however, requires further investigation. 

This study also found that older respondents (55 to 101) were less likely to report perceived 

stigmatization, as compared to adolescents and young adults (15 to 24). This result mirrors the 

findings of earlier studies, which suggest that younger people are especially vulnerable to the 

perception of stigma.5,19 This might be because people generally learn to cope with the symptoms 

of a mental illness over time.52 Higher education was also found to be inversely associated with 

mental health experiences of stigma. One possible explanation for this effect is that individuals 

with post-secondary educations have a better understanding about mental illnesses and treatment 

options, as compared to persons with no more than a primary education, and that this knowledge 

helps to protect them against stigmatization.  Sex and household income were not found to be 

associated with perceived stigma due to mental illness, after controlling for the effects of PWB 

and other covariates. 

5.1.2 Psychological Well-being and Help-Seeking Behaviour. The second objective was 

to estimate the association between psychological well-being and help-seeking behaviour for 

mental health problems. This analysis was based on data collected from respondents who met the 

criteria for at least one of the WHO-CIDI mental and substance use disorders considered in the 

CCHS-MH. Contrary to my hypothesis, I found that psychological well-being was inversely 

associated with help-seeking behaviour amongst respondents with select mental and substance use 
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disorders. Modified Poisson regression was used to produce a multivariate model that adjusted for 

the effects of age, disorder type, and sex on the outcome of interest. The results demonstrated that 

all four variables considered in the final model were independently associated with the likelihood 

of help-seeking behaviour. After adjustments were made, each one-unit increase in psychological 

well-being scores was associated with a 2% decrease in the likelihood of accessing health care 

services for a mental health care problem (RR = 0.98, 95% CI 0.97 to 0.98), as compared to lower 

psychological well-being scores. Since the directionality and temporality of this observed 

association cannot be determined using cross-sectional data, there are several plausible 

explanations for its occurrence. For instance, individuals with higher levels of psychological well-

being may prefer to self-manage their mental health problems, as opposed to seeking out treatment. 

The impact of symptoms on one’s well-being and quality of life might also be mitigated by higher 

levels of psychological well-being, thereby reducing the perceived need for mental health care. It 

is also plausible that the reverse is true, whereby individuals who accessed mental health care were 

more likely to experience symptoms with such severe consequences that they had a greater 

negative impact on their psychological well-being, as compared to those who avoided treatment. 

Finally, the direction and strength of the association between PWB and help-seeking behaviour 

may be difficult to interpret due to the existence of a bidirectional relationship. In a similar study, 

Andersson and colleagues were not able to determine whether general self-efficacy promoted help-

seeking behaviour amongst adults from the Swedish general population with self-reported mental 

health problems.47 

Although there was no confounding or modifying of the association between PWB and 

help-seeking behaviour, the covariates considered in the final adjusted model were all 

independently associated with the outcome of interest. Consistent with previous findings, younger 
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respondents (15 to 24) were less likely than older respondents to seek out mental health care 

services.21,25 Individuals with substance use disorders were also less likely to report help-seeking 

behaviour for mental health care, as compared to those with mood or anxiety disorders. This may 

be because significantly fewer individuals with substance use disorders report a perceived need 

for mental health care, as compared to respondents with mood or anxiety disorders.3 Furthermore, 

there is population-based evidence that suggests people with substance use disorders are more 

likely to be stigmatized in public.113 Thus, expectations of public stigma may pose a stronger 

barrier to care in this care. Consistent with previous findings from the CCHS-MH, this thesis also 

found that females were more likely than males to seek out treatment for a mental health problem.5 

Education was not found to be independently associated with help-seeking behaviour for mental 

health care, which suggests that issues such as mental health literacy might be less important than 

threats of stigma, disorder type, symptom severity, and sex in the context of mental health care. 

Income was also not found to be associated with help-seeking behaviour in the multivariate 

analyses. This suggests that financial constraints are not a primary risk factor for help-seeking 

behaviour amongst Canadians with mental or substance use disorders, which is consistent with 

Canada’s commitment to making health care universally accessible. Lastly, population density was 

also not associated with help-seeking behaviour after the effects of PWB and other covariates were 

considered, suggesting that the accessibility or availability of services depending on the 

characteristics of one’s community are less important to Canadians, as compared to the other 

factors considered in the analyses. Taken together, the results suggest that male adolescents and 

young adults who experience substance use disorders, but not anxiety or mood disorders, might be 

at the greatest risk for treatment avoidance. 
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The results of this thesis provide mixed support for the theory that psychological resources, 

like the dimensions of psychological well-being, empower individuals with mental illnesses to 

resist and overcome stigmatization. One of the strengths of epidemiological research is the amount 

of attention that is given to evaluating the completeness and validity of the data used to produce 

the results on which one’s conclusions are based. Thus, the following sections use epidemiological 

concepts to evaluate the strengths and limitations of this thesis. This process assists with the 

interpretation of results, the determination of their impact, and the identification of future research 

directions. 

 
5.2 Internal Validity  

Internal validity refers to the extent to which the results of a study are true for the study 

sample.114 When internal validity is compromised, an observed association may overestimate or 

underestimate the true association between an exposure and outcome. The internal validity of a 

study is threatened by three sources of alternative explanations for any observed association: 

chance, bias, and confounding. 

 5.2.1 Chance. Chance refers to a random error associated with precision that causes an 

association to appear between an exposure and outcome of interest.114 Random error is introduced 

into an epidemiological study by the sampling procedure. When observations are based on a 

sample instead of the whole population, there is always a chance that the observed association is 

due to chance alone (i.e., due to random variations between a given sample and the population 

from which it was selected). In an epidemiological study, random error cannot be eliminated. 

Random error can be reduced, however, by increasing the sample size and using robust sampling 

procedures. Given that this thesis is based on data derived from the CCHS-MH, which is a large-

scale, population-based survey (N = 25 113), random error should have little impact on the 
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estimates derived from the survey sample. Furthermore, the 95% confidence intervals for the 

associations of interest are narrow, which indicates good precision and little random error. 

5.2.2 Bias. Bias refers to sources of systematic error in a study that produce results that 

differ systematically from the truth. There are several types of bias common to discussions about 

the internal validity of an epidemiological study. 

Selection bias occurs when the sample is systematically different from the target 

population.114 Selection bias is related to the selection procedure and the availability of eligible 

participants. This thesis used a sample from a large-scale, population-based survey intended to 

represent the Canadian general population, which minimized selection bias. Moreover, the CCHS-

MH utilised complex and robust multi-stage sampling procedures that were not associated with 

the exposure or outcomes of interest. Thus, while they don’t represent some 3% of the population 

(see Section 5.3), the results of thesis were not biased by sampling procedures. 

The CCHS-MH sample was, however, susceptible to non-response bias and volunteer bias. 

The response rate for the CCHS-MH was 68.9 percent. Non-response bias occurs if eligible 

respondents who refuse to participate in a study differ systematically from those who give their 

consent with respect to the exposure or outcome variables of interest.114 Statistics Canada reported 

that partial non-response was minimal. Furthermore, the impact of total non-response was 

minimized with adjusted survey weights. Although there is no evidence of systematic non-

response in the CCHS-MH, it is possible that individuals with mental illnesses, lower levels of 

psychological well-being, concerns about stigmatization, or who are receiving mental health care 

may have been less likely to participant in a time-consuming, comprehensive survey of mental 

health. If present, this under-representation might bias the true effect of psychological well-being 

on the outcomes of interest towards the null. Moreover, the degree and impact of this under-
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representation may be magnified by volunteer bias (i.e., volunteers may be heathier than the 

general population) and the exclusion of groups that may be at a greater risk for both stigma-related 

outcomes (see Section 3.2). These factors are also relevant to external validity of the study findings 

(see Section 5.3). 

Information bias occurs when the effect estimates are distorted by measurement error.114 

The impact of bias depends on the type and amount of information bias present. In epidemiology, 

the term “information bias” is sometimes used more specifically to refer to the misclassification 

of respondents with respect to their exposure or outcome status.114 Despite the use of valid and 

reliable measures, random misclassification may have occurred because of recall error. In 

epidemiological studies, recall error refers to the inaccuracies and incompleteness that may impact 

self-reports when participants are asked to recall events or experiences from the past.114 Given that 

the CCHS-MH asked respondents to report on the occurrence of outcome events over a 12-month 

recall period, it’s likely that some participants, regardless of exposure level, reported perceived 

stigmatization or help-seeking behaviour inaccurately due do an inability to remember the events 

correctly or the timing of such experiences. The impact of non-random misclassification was likely 

less severe for the exposure variable, psychological well-being, since the recall period was only 

one month. Nevertheless, random misclassification is an inevitable problem for cross-sectional 

surveys where respondents are asked to self-report on states of mind retrospectively. Random 

misclassification biases the effect of the exposure on the outcome toward the null value, thereby 

diluting the findings. 

The internal validity of any cross-sectional survey that asks respondents to self-report about 

sensitive information is subject to the threat of social desirability bias. Social desirability bias is a 

type of response bias where respondents answer survey items in a manner that is expected to be 
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viewed favourably by others.114 For this thesis, social desirability may have led to non-random 

misclassification of both outcomes: perceptions of stigma and help-seeking behaviour. Non-

random misclassification occurs when measurement error and misclassification occur to different 

degrees between exposure levels. This might have occurred if respondents with lower levels of 

psychological well-being, especially for the dimensions of autonomy and self-acceptance, were 

less likely to report perceived stigmatization or help-seeking behaviour for a mental health problem 

in an attempt to mitigate perceived or expected judgement (or stigmatization) from others. If these 

forms of systematic underreporting are present, differential misclassification will make the lower 

and higher levels of psychological well-being appear more similar with respect to the outcome of 

perceived stigma, thus biasing the “true” effects towards the null value. 

 5.2.3 Confounding. Confounding is a special type of bias that can lead to spurious 

conclusions if potential confounders are not identified and addressed in an analysis.91 Confounding 

occurs when a third factor that is independently related to both the exposure and outcome without 

being an intermediate in the causal pathway explains the correlation between the exposure and 

outcome.92 Possible confounders were identified using a change-in-estimate method with a 10% 

cut-off criterion. For each objective, multivariate analyses were performed to determine whether 

the unadjusted and adjusted effect estimates for the association of interest differed by at least 10% 

after controlling for the effect of important covariates. If confounding was present, the associated 

covariate was included in the multivariate model to adjust the primary effect estimate for its 

confounding effects.  

While no significant confounding effects were detected in either set of analyses using the 

change-in-estimate method prescribed above, the possibility of residual confounding should 

influence the interpretation of results. It is only possible to control for confounding when the 
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confounding factors are identified and measured.116 Residual confounding occurs when 

confounders of an observed association are unknown, unmeasured, or partially measured. For each 

objective, potential covariates were identified based on previous studies describing perceived 

stigma and help-seeking behaviour in the mental health care context. Residual confounding was 

perhaps a greater risk for this thesis given that it was the first study to examine psychological well-

being and its relationship to the outcomes of interest. It was not possible to consider the effects of 

every possible risk factor. The number of covariates one could include in a multivariate model was 

restricted by convergence issues. In response, I prioritized covariates identified by previous studies 

of perceived stigma of mental illness in Canada. This led to the exclusion of some possible 

confounders, such as ethnicity.117 In some instances, potential confounding could not be addressed 

due to the unavailability of data (e.g., stigma expectations; private insurance coverage; access to a 

family physician).19,43 Furthermore, residual confounding might also impact the results due to 

measurement errors and misclassification with respect to the covariates that were included in the 

analyses. With cross-sectional surveys based on retrospective self-reporting, this is a possibility 

due to the threat of recall error. 

The potential for residual confounding can sometimes be estimated by looking at model fit 

statistics. If the multivariate model explains a large part of the variance in the outcome variable, 

then residual confounding may be less of a concern. Unfortunately, model fit statistics, including 

R-square, are not yet available in Stata for complex survey data analysis.  

5.2.4 Other Measurement Considerations. The CCHS-MH used extensively tested 

measures of the exposure and outcomes of interest. Nevertheless, there was potential for 

measurement error. The language of the items used to classify respondents with respect to both 

outcomes may have caused problems for a specific subgroup: respondents who experienced 
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substance use disorders, but not mood or anxiety disorders. Help-seeking behaviour was described 

as receiving treatment for an emotional or mental health problem. Moreover, perceived 

stigmatization was described as prejudice or negative treatment by others due to one’s emotional 

or mental health problem. Thus, respondents with substance use disorders might have thought that 

these questions did not cover their experiences, given that substance use disorders were not 

explicitly mentioned. This interpretation seems plausible, given that individuals with substance 

use disorders are less likely to perceive a need for mental health care, as compared to those with 

mood or anxiety disorders, which suggests that they might not consider substance use disorders to 

be mental health problems.3 If this error occurred, respondents with substance use disorders would 

be underrepresented in both study samples, and the disorder-specific risks for help-seeking 

behaviour and perceived stigmatization would have been underreported. This limitation is 

important to consider, given that this study found that individuals with substance use disorders 

were less likely to seek out treatment and to report perception of stigma, as compared to those with 

no CIDI-diagnosed disorders and those with mood or anxiety disorders, respectively. 

 The main effects between CIDI-diagnosed disorder types and perceived stigmatization may 

have been further obfuscated by the decision not to exclude respondents who had a lifetime history 

of mental illness from the “no disorder” category. Respondents were classified based on whether 

they reported perceived stigmatization due to a current or past emotional or mental health problem. 

Thus, while this decision not to exclude mitigated further sample size restriction, it may have 

minimized the differences between the reference category and the other CIDI-diagnosed disorder 

type categories, thereby making it more difficult to draw conclusions about whether the risk of 

perceived stigmatization differs between diagnostic categories (i.e., the effect estimates would be 

biased toward the null value). 
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The associations between psychological well-being and the outcomes of interest may have 

also been diluted by the systematic error that might have been introduced by partial non-response 

bias with respect to the exposure measure. For both objectives, 318 respondents were excluded 

because of non-response for two or more of the six psychological well-being items. If this non-

response was systematic (i.e., individuals with lower levels of psychological well-being were less 

likely to answer questions about the dimensions of psychological well-being, as compared to those 

with higher levels of psychological well-being), then this exclusion might have biased the results 

toward the null, especially if those with higher levels of psychological well-being were at a greater 

risk for perceived stigma or treatment avoidance. 

 
5.3 External Validity 

External validity refers to the extent to which the results of a study may be reliably 

generalized to the target population and other populations of interest.114 Generalizability depends 

on the degree to which the survey sample represents the population of interest. As previously 

described, the results of this thesis are based on data derived from a large-scale, nationally 

representative survey, which used a complex sampling design and survey weights to ensure that 

the sample was representative of the general Canadian population. Therefore, if the threats to 

internal validity have only a minor impact on the observed associations, the results of this study 

are likely generalizable to the general Canadian population, aged 15 and older, residing in 

households located in the nation’s provinces. The generalizability of this study to a general 

population marks an improvement on the existing literature regarding stigma resistance, which is 

based predominately on the experiences of individuals with severe forms of mental illness with 

very low prevalence in the general population (e.g., schizophrenia).  
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With that said, the results of this study may not be unequivocally applicable to certain sub-

populations within Canada with different underlying characteristics that might impact 

generalizability. For instance, the strength of the effect estimates might be different between the 

study sample and the groups excluded from the CCHS-MH survey: institutionalized persons, full-

time members of the Canadian Armed Forces, and individuals living on reserves or other 

Aboriginal settlements. This thesis may also underestimate the burden of perceived stigmatization 

since the Mental Health Experiences scale was administered only to respondents who received 

mental health care; thus, it did not consider the experiences of individuals with mental illnesses 

who avoided treatment to avoid stigma. Furthermore, the inverse association between 

psychological well-being and help-seeking behaviour was observed amongst respondents with 

select mental or substance use disorders. Therefore, the strength of this effect estimate might also 

be different for individuals with more severe forms of mental illness who may be less capable of 

resisting stigma. 

The generalizability of the results may also be restricted with respect to general populations 

from countries other than Canada. Stigmatization, for example, is a social phenomenon whose 

nature, frequency, and severity may differ between social and cultural contexts. Furthermore, the 

relative impact of risk factors for help-seeking behaviour is likely to vary between countries due 

to differences with respect to insurance coverage, cultural care-seeking norms, mental health 

literacy, as well as the availability, accessibility, and effectiveness of mental health care services. 

 
5.4 Causation 

Of Bradford Hill’s criteria of causation, temporality is the only absolute requirement for 

causation.114 For an exposure to cause an outcome, it must precede the occurrence of the 

outcome.115 The issue of temporality could not be established for three reasons. Thus, causation 
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could not be assessed. First, the results of this thesis were cross-sectional and correlational. More 

precisely, the temporality and directionality of the observed associations could not be determined 

because the exposure and outcomes of interest were measured at a single point in time using a 

cross-section of the target population. 

Second, there was a discrepancy in the time frames for the assessment of the exposure and 

the outcomes of interest. The exposure of interest was estimated using a psychological well-being 

score based on a respondent’s retrospective assessment of their psychological well-being over the 

last month prior to the survey. On the other hand, the occurrence of the outcomes of interest were 

assessed over the entire year prior to the survey. Thus, the outcomes of interest, when reported, 

may have occurred before the time frame in which the exposure of interest was assessed. The 

conclusions of this thesis assume that the one-month psychological well-being score reliably 

approximates an individual’s average psychological well-being score for the entire 12-month study 

time frame. The rationale for this assumption is outlined in Section 3.1.1. Nevertheless, while the 

use of a one-month time frame may reduce recall errors, it also makes it more difficult to interpret 

the directionality and causality of the observed associations. 

Third, the observed associations between the exposure and the outcomes of interest may 

reflect bidirectional relationships. As discussed previously (see Sections 5.1.1 and 5.1.2), 

alternative explanations for the observed associations exist. For each objective, more research 

using prospective studies is needed to understand whether psychological well-being precedes the 

outcome, or whether the occurrence of an outcome causes the differences in psychological well-

being scores observed between the outcome levels, or if the relationship is bidirectional. For 

example, it’s possible that psychological resources influence how a person responds to public 

stigma, and yet are also modified over time by the frequency and severity of the stigma 
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encountered. This is the messy nature of dealing with psychological components: they influence 

how we appraise and experience the world, and yet are also impacted by our experiences. Thus, 

without the establishment of temporality or directionality, one must resist the temptation to 

interpret measured associations using directional or causal language. 

 
5.5 Other Strengths and Limitations 

The greatest strength of this thesis is the way in which it used the CCHS-MH to produce 

new information to help address knowledge gaps identified in the existing literature on perceived 

stigma, stigma resistance, and help-seeking behaviour (see Section 5.6 for more details). This 

section highlights some of the other strengths and limitations associated with the study design and 

analysis that were not identified in the previous sections. 

In contrast to previous studies of perceived stigma due to mental illness, this thesis adopted 

a more nuanced approach to the study of what psychological factors might protect against stigma 

perception and promote help-seeking behaviour. As discussed in Section 2.8, since psychological 

well-being is more stable than emotional well-being, using an explicit measure of psychological 

well-being helped to minimize the impact of perceived stigma experiences on the exposure 

measure, as compared to measures of general mental health which include an assessment of 

emotional well-being. 

While the decision to restrict the survey sample to those with a CIDI-diagnosed mental or 

substance use disorder for the help-seeking behaviour analysis may have limited the 

generalizability of the results, it also allowed for me to examine the association between disorder 

type and service use, as opposed to looking only at perceived mental health care need.47 This 

second approach excludes people who do not perceive a need for mental health care, thereby failing 

to collect information from at least two groups of interest: (a) individuals who do not perceive a 
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mental health care need, yet suffer from a diagnosable mental illness, and (b) persons who use an 

identity deflection method to mitigate the perceived threat of stigma (i.e. “I am not sick; therefore, 

I am not mentally ill.”).49 

 Another strength of this thesis was its ability to detect statistically significant effect 

estimates with narrow confidence intervals. The width of a confidence interval reflects the 

precision of the estimate, which is determined in part by the sample size and study power. 

Statistical power is the probability of detecting a statistically significant effect when an actual 

effect exists. The narrow confidence intervals produced here suggest that this thesis had sufficient 

statistical power, and that the estimates produced were likely not due to random error. Furthermore, 

the use of statistical methods modified for complex survey design analysis that were appropriate 

for each binary outcome helped to ensure that the risk estimates were not overestimated or 

underestimated, and that the confidence intervals were not artificially widened or narrowed. 

Researchers strongly suggest that confidence intervals should be used instead of post hoc 

power to interpret observed results, since the possibility of having an insufficient sample size and 

low power is expressed by the width of a given confidence interval.118,119 While power calculations 

are important for determining the feasibility and resource-demands of prospective studies, 

researchers have called the use of post hoc power calculations to aid in the interpretation of results 

as “inappropriate” and “fundamentally flawed”.118-120 Lenth, for example, criticised the use of 

retrospective power because it adds no new information (e.g., if the car reaches the top of the hill, 

then it is powerful enough to climb that hill), and is often used to either exaggerate the validity of 

a significant result, or to excuse an insignificant one.121 According to Hoenig and Heisey: “Power 

calculations tell us how well we might be able to characterize nature in the future given a particular 

state and statistical study design, but they cannot use information in the data to tell us about likely 
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states of nature” [emphasis added].120 For these reasons, I refrained from computing retrospective 

power. 

This study also has some additional limitations. The primary analysis was limited by the 

fact that the Mental Health Experiences module was administered only to respondents who 

reported help-seeking behaviour in the year prior to the survey. This restriction likely 

underestimated the burden of stigmatization, given that perceived and internalized public stigma 

discourage help-seeking behaviour. This limitation also meant that this thesis could not examine 

the association between perceptions of stigma and help-seeking behaviour directly. The source of 

stigmatization was also not assessed. Furthermore, many regression diagnostic, goodness-of-fit, 

and post-estimation commands were not available because Stata has yet to adapt existing tests and 

procedures for use with complex survey data. For example, R-square was not available for any of 

the regression models, thereby limiting my ability to evaluate model fit and the potential for 

residual confounding.  

 
5.6 Contributions and Public Health Implications 

Studies such as this one can help researchers determine whether psychological well-being 

deserves to be further investigated as a potential facilitator of stigma resistance using more 

powerful, resource-intensive, and time-consuming study designs. Using the CCHS-MH, this thesis 

conducted the first population-based study of psychological well-being and its relationship to 

perceived stigmatization and help-seeking behaviour related to mental illness. As the first attempt 

to identify modifiable, psychological factors that might protect against the perception and 

internalization of public stigma, and thereby promote help-seeking behaviour in the general 

Canadian population, the results from this thesis contributed new epidemiological information to 

help address the following gaps in the literature: 
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1. A lack of evidence regarding what personal factors might protect against stigma 

and promote help-seeking behaviour;11,17 

2. A lack of evidence relevant to stigma resistance based on the experiences of 

individuals with more common types of mental illness;12 

3. A lack of evidence about the issue of stigma resistance in the Canadian context. 

The results of this thesis tentatively suggest that psychological well-being might facilitate 

stigma resistance amongst individuals who experience common forms of mental illness. Consistent 

with the hypothesis that psychological well-being protects against stigma, findings from the 

primary analysis showed an inverse association between psychological well-being and perceived 

stigma amongst Canadians who received treatment for a mental health problem in the year prior 

to the survey. In contrast, the results of the second objective were inconsistent with the hypothesis 

that psychological well-being promotes help-seeking behaviour amongst individuals with mental 

illnesses. More precisely, psychological well-being was found to be inversely associated with help-

seeking behaviour amongst Canadians who experienced symptoms consistent with at least one 

select mental or substance use disorder in the year prior to the survey. In addition to being novel 

and inconsistent, the results of this thesis are cross-sectional and correlational. Therefore, more 

research is needed to understand the causality and directionality of the observed associations. 

Despite the limitations, this thesis demonstrates through the primary analysis that future 

longitudinal studies should consider psychological well-being as a potential modifiable factor that 

may empower stigma resistance. Thus, this thesis can serve to inform prospective studies focused 

on identifying modifiable, cross-diagnostic targets for public health interventions and clinical 

treatments aimed empowering stigma resistance to reduce the impact of existing public stigma and 

improve help-seeking behaviour in the mental health care context.  
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In addition to informing the direction of future studies on stigma resistance, this thesis 

contributes new epidemiological evidence that is relevant to conversations about how to reduce 

the impact of existing public stigma amongst Canadians with mental illnesses. In Canada, where 

anti-stigma initiatives already exist,4 identifying modifiable targets for complimentary 

interventions that empower stigma resistance may materially improve access to care by reducing 

the impact of perceived stigma experiences and expectations. The decision to focus on 

strengthening modifiable factors that empower positive adaptation is consistent with both the 

guiding principles for the development of resilience-based interventions and asset-based 

approaches to public health.18,122 Unfortunately, little is known about what factors promote stigma 

resistance.11,17 Therefore, while unresolved issues of temporality and directionality limit the 

interpretation of the observed associations, this thesis provides the best epidemiological evidence 

available regarding what modifiable, personal factors might protect against perceived stigma in 

Canada. 

Evidence from the primary analysis suggests that resilience-based interventions intended 

to empower stigma resistance should include a focus on promoting the dimensions of 

psychological well-being. Moreover, since the inverse association between psychological well-

being and perceived stigmatization appears to be independent of the effects of age and common 

disorder types, psychological well-being may be an appropriate cross-diagnostic target for 

interventions and treatment. The results of this thesis also help to identify which groups may be at 

a greater risk for stigmatization. For instance, the current findings confirmed that Canadian 

children, adolescents, and young adults are more likely to report perceived stigmatization, and less 

likely to seek out treatment for a mental health problem, as compared to older respondents.5,19-21 

To understand the magnitude of this problem, consider that up to 70% of Canadian adults report 



	 84 

that the onset of their mental illness was before adulthood,123 and that early onset is associated 

with poorer outcomes.124-126 Thus, public health initiatives and policies should prioritize the 

development of early interventions that promote stigma resistance and improve access to care. 

Furthermore, the balance of evidence suggests that cross-diagnostic or universal interventions may 

provide the most benefit, given that: (a) a sizeable minority (16.1%) of individuals without CIDI-

diagnosed disorders reported a mental health experience of stigma; (b) previous studies of 

perceived stigma in Canada have shown no differences with respect to the frequency of perceived 

stigmatization between common forms of mental illness;5,19 and (c) other research suggests that 

mental health care is beneficial for individuals with sub-threshold levels of mental disorders,127-129 

and may even prevent the onset of diagnosable mental illnesses.130 Thus, so long as public stigma 

exists, identifying modifiable, personal factors that empower individuals with mental illnesses to 

counteract the threats of stigmatization should be prioritized by public health officials and 

researchers alike.  

 
5.7 Future Research Directions 

The results of this thesis can serve to inform prospective studies focused on clarifying what 

personal factors protect against stigma and promote help-seeking behaviour by empowering the 

processes of stigma resistance amongst individuals with mental illnesses. The primary analysis 

observed a clear association between psychological well-being and perceived stigmatization 

amongst individuals who accessed mental health care services. Given that the results of this thesis 

are cross-sectional and correlational, future research should include the use of longitudinal studies 

to establish temporality and to clarify the directionality of the relationship. This association could 

also be examined using context-specific measures of perceived stigma to assess whether 

psychological well-being, a general measure, impacts the likelihood of perceived stigmatization in 
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the mental health care context. Furthermore, to ascertain the true nature of the association between 

psychological well-being and perceived stigma, future studies could extend the administration of 

the Mental Health Experiences scale to all study participants who meet the criteria for a CIDI-

diagnosed disorder, as opposed to restricting its administration only to those who can overcome 

the threat of stigma and access mental health care services. This restriction may underestimate the 

burden of stigmatization, as well as dilute the current findings. 

The secondary analysis further illustrated the limitations of using secondary data sources. 

The decision to examine the association between psychological well-being and help-seeking 

behaviour was spurned by the fact that measures of stigma were available only for respondents 

who had experienced the outcome of interest. In discussing their failed attempt to determine 

whether self-efficacy predicted help-seeking behaviour amongst Swedish adults with perceived 

mental illnesses, Andersson and colleagues stressed the importance of considering the role of 

stigma in the analysis.47 Therefore, to mitigate the possibility of reverse causation which likely 

impacted my results, future studies could consider two sets of associations: (a) psychological well-

being and its relationship to perceived stigma experiences and expectations; and (b) the 

associations between both perceived stigma experiences and expectations and help-seeking 

behaviour. This could be achieved by administering the Mental Health Experiences scale to 

individuals who meet the criteria for CIDI-diagnosed mental or substance use disorders, and by 

introducing a valid measure of stigma expectations, such as Link’s Devaluation-Discrimination 

Scale.131 As with the primary analysis, the associations between psychological well-being, 

perceived stigma, and help-seeking behaviour should also be explored using longitudinal studies 

to clarify the directionality and causality of the observed relationship. 
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Future research should also use more inclusive items when assessing perceived stigma and 

help-seeking behaviour. Items may minimize the potential for differential measurement error by 

listing both mental disorders and substance use disorders as possible reasons for stigma and care-

seeking. This clarification might minimize the possibility that a reasonable person with a substance 

use disorder is misclassified because they thought the item did not apply to their circumstances. 

Finally, as suggested by others, future research should also assess whether existing public 

health interventions can be modified to empower stigma resistance amongst individuals with 

common forms of mental illness.11 

 
5.8 Conclusion  

The stigmatization of mental illness is a public health concern that causes psychosocial 

harm and interferes with mental health care. So long as public stigma exists, efforts should be 

made to identify modifiable factors that empower individuals with mental illnesses to counteract 

the threats of stigmatization. The results of this thesis, while mixed, tentatively suggest that 

psychological well-being might facilitate stigma resistance. Interestingly, psychological well-

being was inversely associated with perceptions of stigma amongst Canadians who accessed 

mental health care services. Longitudinal studies using context-specific measures of perceived 

stigma are needed to clarify the true nature of the relationship between psychological well-being 

and the outcomes of interest, and to determine whether psychological well-being facilitates stigma 

resistance in the mental health care context. In the meantime, public health interventions should 

use the best available evidence to empower stigma-resistance, especially amongst Canada’s youth, 

to reduce the impact of public stigma and improve access to care and treatment participation. 
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Appendix B: Key 2012 CCHS-MH Survey Items 
 
 
Primary Exposure: Psychological Well-being 
 

Dimension Survey Item Response Options Item Identification 
Code 

Psychological Well-
being 

In the past month, how often 
did you feel: 

1 Every day 
2 Almost every day 
3 About 2 or 3 times 
a week 
4 About once a week 
5 Once or twice 
6 Never 
DKa 

RFb 

 

Self-acceptance …that you liked most parts of 
your personality? 

 PMH_Q09 

Environmental 
mastery 

…good at managing the 
responsibilities of your daily 
life? 

 
PMH_Q10 

Positive relations with 
others 

…that you had warm and 
trusting relationships with 
others? 

 
PMH_Q11 

Personal growth …that you had experiences that 
challenge you to grow and 
become a better person? 

 
PMH_Q12 

Autonomy …confident to think or express 
your own ideas and opinions? 

 PMH_Q13 

Purpose in life …that your life has a sense of 
direction or meaning to it? 

 PMH_Q14 
a Don’t know. 
b Refuse to answer. 
 
 
Primary Outcome: Mental Health Experiences of Stigma (MHE) 
 

Dimension Survey Item Response Options Item Identification 
Code 

Mental Health 
Experiences of 
Stigma 

During the past 12 months, did 
you feel that anyone held 
negative opinions about you or 
treated you unfairly because of 
your past or current emotional 
or mental health problem? 

1 Yes 
2 No 
DK 
RF MHE_Q06 
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Secondary Outcome: Help-Seeking Behaviour (HSB) 
 

Dimension Survey Item Response Options Item Identification 
Code 

Help-Seeking 
Behaviour 

Have you ever received 
treatment for an emotional or 
mental health problem? 

1 Yes 
2 No 
DK 
RF 

MHE_Q05A 

 Was this in the past 12 months?  MHE_Q05B 
 
 
12-Month WHO-CIDI Mental and Substance Use Disorders (Derived Variables) 

 

Dimension Description Item Identification 
Code 

Any Selected 
Disorder 

Identifies whether the respondent meets the WHO-CIDI 
criteria for any of the measured disorders in the past 12 
months. 
 

MHPFY 

Any Mood Disorder Identifies whether the respondent meets the WHO-CIDI 
criteria for any of the measured mood disorders in the 
past 12 months. 
 

MHPFYM 

Major Depressive 
Episode 

Identifies whether the respondent meets the WHO-CIDI 
criteria for major depressive episode in the part 12 
months. Respondents who meet the criteria report: 

1. meeting the criteria for lifetime major 
depressive episode; 

2. having a major depressive episode in the past 
12 months; 

3. clinically significant distress or impairment in 
social, occupational or other important areas of 
functioning. 

 

DEPDDY 

Generalized Anxiety 
Disorder 

Identifies whether the respondent meets the WHO-CIDI 
criteria for Generalized Anxiety Disorder in the past 12 
months. Respondents who meet the criteria report: 

1. meeting the criteria for lifetime Generalized 
Anxiety Disorder; 

2. having an episode of generalized anxiety 
lasting at least six months in the last 12 
months; 

3. clinically significant distress or impairment in 
social, occupational or other important areas of 
functioning. 

 

GADDDY 

Bipolar Disorder  Identifies whether the respondent meets the WHO-CIDI 
criteria for Bipolar Disorder in the last 12 months. 
Respondents who meet the criteria report: 

BIPDY 
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1. meeting the criteria for lifetime bipolar 
disorder; 

2. having a 12-month episode of bipolar I, bipolar 
II, or hypomania. 

 
Any Substance Use 
Disorder 

Identifies whether the respondent meets the WHO-CIDI 
criteria for abuse or dependence of alcohol or drugs in 
the past 12 months. 
 

MHPFYSA 

Alcohol Abuse Identifies whether the respondent meets the WHO-CIDI 
criteria for alcohol abuse in the past 12 months. 
Respondents who meet the criteria report: 

1. meeting the criteria for lifetime alcohol abuse; 
2. having symptoms of alcohol abuse in the past 

12 months. 
 

AUDDYA 

Alcohol Dependence Identifies whether the respondent meets the WHO-CIDI 
criteria for alcohol dependence in the past 12 months. 
Respondents who meet the criteria report: 

1. meeting the criteria for lifetime alcohol 
dependence; 

2. having symptoms of alcohol dependence in the 
past 12 months. 

 

AUDDYD 

Drug Use or 
Dependence 

Identifies whether the respondent meets the WHO-CIDI 
criteria for any drug abuse or drug dependence. 

SUDDY 

 
 
Other Covariates (Direct Measures) 
 

Dimension Description Item Identification 
Code 

Household Income Respondent provides best estimate of the total 
household income received by all household members, 
from all sources (net capital gains), before taxes and 
deductions, in the past 12 months. 
 

INC_Q03 

Sex Sex of specific respondent (1 = male, 2 = female)  SEX_Q01 
 
 
Other Covariates (Derived Variables) 

 

Dimension Description Item Identification 
Code 

Age Calculates age of respondent based on entered date of 
birth and current date. 
 

DV_AGE 
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Education  Indicates the highest level of education acquired by the 
respondent. 
 

EDUDR04 

Population Density Indicates whether the respondent’s household belongs 
to an urban centre or a rural region. 

GEODUR2 

    
 


