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Abstract 

Background 

 Canadian universities are becoming more multicultural in the past decades. Students 

also report high level of depressive and anxiety symptoms, as well as their related stigma. Past 

studies that explored the associations between cultural variables and psychological well-being 

often categorized a participant as coming from a single ethnocultural group, disregarding the 

individual cultural processes that a multicultural individual experiences. We explored two 

ethnocultural variables: 1) ethnocultural groups (the cultural group that a person identifies with), 

and 2) cultural identity clarity (how much a multicultural person is clear on who they are 

culturally), and how they were associated with psychological distress and the level of public 

stigma of depression. 

Methods 

 After literature search, related questionnaires were identified, and additional questions 

were compiled into a single survey package. A total of 4,215 Queen’s University students were 

invited to participate in the study. We first evaluated the performance of the Cultural Identity 

Clarity Scale. We then explored the association between cultural identity clarity and 

psychological distress using the modified Poisson regression. The relationship between 

ethnocultural group and stigma of depression was explored using ordinal logistic regression. All 

models were adjusted for demographic variables that were relevant to the post-secondary 

environment. 

Results 

 Our final sample size was 750 students. The Cultural Identity Clarity Scale performed 

well among our sample, with good reliability and convergent validity. Multicultural students who 

were clearer on who they were culturally experienced a lower risk of being psychologically 

distressed compared to those who were less clear on who they were. We also found that the 
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levels of stigma of depression were different depending on the identified ethnocultural group 

among multicultural international students. 

Conclusion 

 Our findings suggested that ethnocultural factors may be implicated in psychological 

well-being and stigma of mental illness in post-secondary settings. We propose future research 

to focus on the individual multicultural process alongside the exploration of ethnocultural groups 

when conducting research around the multicultural population. We also recommended a mental 

health service approach that is culturally inclusive and specific, as well as an anti-stigma 

program that is more targeted to address the cultural components of stigma. 
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Chapter 1 

Introduction and background 

 This chapter provides a review of related literature, concepts, variables, as well as the 

rationale, objectives, and the organization of this thesis. 

Background 

People living with a mental illness suffer not only from the symptoms and impairments 

from the illness, but also from its associated stigma (Canadian Mental Health Association 

(Ontario), n.d.; P. W. Corrigan & Watson, 2002; Fox et al., 2018; Loganathan & Murthy, 2008). 

The concept of stigma dates back to Ancient Greece, where the term referred to a mark or a dot 

made by a pointed instrument (Oxford Advanced Learner’s Dictionary, 2020). With respect to 

mental illness, the Canadian Mental Health Association broadly defines stigma as a negative 

stereotype—one that may also lead to discrimination (Canadian Mental Health Association 

(Ontario), n.d.). The specific definition for stigma, however, varies from one literature to another 

according to the context and fields of study. Public stigma refers to negative stereotypes of or 

attitudes towards the mentally ill held by members of society (P. W. Corrigan & Watson, 2002; 

Eylem et al., 2020). Closely associated with public stigma, perceived stigma refers to how 

individuals, with or without a mental illness, are aware and conscious about public stigma 

surrounding them (Fox et al., 2018). Self-stigma, or internalized stigma, refers to stigma that 

people living with a mental illness internalize and endorse in themselves that is assumed to be a 

result of public stigma (P. W. Corrigan & Watson, 2002). For example, a society might hold a 

stereotype that people living with a mental illness are lazy or pose a danger to the community. A 

person with a mental illness might endorse these stigmas as well and consider themselves lazy 

and dangerous. Structural stigma refers to negative stereotypes that occur at the societal, 

cultural, or organizational level that pose a barrier to the mentally ill in achieving social equity 

(Mental Health Commission of Canada, 2020b; Pugh et al., 2015). The Mental Health 

Commission of Canada reported the existence of structural stigma in a number of public areas 
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and was able to identify discriminatory policies in employment, housing, immigration, and even 

in the healthcare setting (Livingston, 2013). 

Stigma is increasingly recognized as one of the major obstacles to accessing high 

quality mental health care (P. W. Corrigan et al., 2014; Link & Phelan, 2006), as those with a 

mental illness who experience stigma—internal or external—are more likely to have worse 

treatment outcomes (Keyes et al., 2010; Pearl et al., 2017; Sirey et al., 2001), worse mental and 

physical well-being (Bos et al., 2009; Cruwys & Gunaseelan, 2016; Markowitz, 2008), poorer 

adherence to treatment (P. W. Corrigan et al., 2014; Dinos et al., 2004), while less likely to seek 

help in the first place (P. W. Corrigan & Kleinlein, 2005; P. W. Corrigan & Watson, 2003, 2004; 

Henderson et al., 2013). Stigma also has serious social implications as a high percentage of 

people who experience a mental illness report discrimination (P. W. Corrigan et al., 2004; P. W. 

Corrigan & Watson, 2002; Link et al., 1999; Semrau et al., 2014) in various aspects of their 

social lives. They are discriminated against in the public, among their social circle, in healthcare 

settings (Thornicroft et al., 2007), in educational settings (Salzer, 2012), and in the workplace 

(Goldberg & Steury, 2001; Hampson et al., 2020; Yoshimura et al., 2018). People living with a 

mental illness face discrimination when it comes to getting employment as well (Stuart, 2006), 

despite Canada’s efforts to eliminate discrimination because of a mental health disability 

through the Charter of Rights and Freedoms (Canadian Charter of Rights and Freedoms, s 7, 

Part I of the Constitution Act, 1982, 1982) and the Human Rights Code (Human Rights Code, 

R.S.O. 1990, c. H.19, 1990). A number of Public Health Organizations across Canada have now 

acknowledged that stigma is one of the largest barriers to good mental health, with significant 

costs to those with a mental illness and society, and stigma needs to be formally addressed and 

tackled (Canadian Mental Health Association (Ontario), n.d.; Centre for Addiction and Mental 

Health, 2020; Mental Health Commission of Canada, 2020a). 
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The Mental Illness Stigma Framework 

The Mental Illness Stigma Framework was developed by Fox et al. in 2018 to unify and 

conceptualize multiple working theories on stigma (Figure 1-1). Since the publication of Link’s 

Modified Labeling Theory (Link et al., 1989) that was specific to populations that live with a 

mental illness, there has been an exponential increase in research focusing on mental illness 

related stigma, each with its own theory and measures. The Mental Illness Stigma Framework 

looks at stigma from two perspectives: that of the stigmatizer (public stigma), and that of the 

stigmatized (self-stigma). Both lie within the backdrop of socio-structural stigma, which differs 

from one cultural and societal background to another. From the perspective of the stigmatizer, 

stigma manifests itself through one of the 3 mechanisms: stereotypes, prejudice, and 

discrimination. The stigmatizers, in comparison to the stigmatized, are usually the majority in a 

society. Their stigmatizing views often have effects at the society or the community levels, for 

example, through generalized social hostility towards the mentally ill population, or the creation 

of public policy and norms that create and maintain inequities.  

The stigmatized, mostly those living with a mental illness themselves (but also family 

members), suffer from stigma through one of the other 3 mechanisms: internalizing, anticipating, 

and experiencing stigma. These stigmatization processes lead to several major mental 

healthcare problems as we normally see being discussed, as those who suffer from stigma 

often do not seek help, delay help-seeking, or receive poor quality treatments. The stigmatized 

also, as previously stated, have worse health outcomes, mentally and physically. 

While most people with a mental illness fall under the stigmatized group; they may also 

be stigmatizers. Stigma against oneself would be considered internalized or self-stigma, while 

stigma against others who live with a mental illness is personal or public stigma, which means 

that people living with a mental illness can occupy a dual role. 
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Public (personal) stigma and associated factors 

Under the Mental Illness Stigma Framework (Fox et al., 2018), personal stigma is a view 

an individual holds of people living with a mental illness. This refers specifically to stereotypes 

and discrimination through the stigmatizers’ perspectives. Personal stigma varies across 

populations and has been found to be associated with a number of demographic and socio-

economic factors; such as age, gender, cultural background, personal experience with a person 

with a mental illness, etc. (Griffiths et al., 2008). In much of the literature and in mental health 

literacy tools, personal stigma is typically referred to as public stigma, since it is coming from the 

public perspective. This thesis will use the term public stigma as it is more consistent with other 

current literature. 

Public stigma against the mentally ill is widely endorsed in almost every society 

(Ahmedani, 2011). Examples of public stigma include the ideas that they are not trustworthy 

(Link & Phelan, 2006; Stuart et al., 2014), not suitable for employment (Stuart, 2006), or that 

living in the same neighbourhood with them is frightening (Angermeyer & Matschinger, 2003; 

Hampson et al., 2020). The levels of endorsements vary across societies, with the “Eastern” 

populations holding more stigmatizing views than the “Western” populations (Krendl & 

Pescosolido, 2020; Papadopoulos et al., 2013). In Canada, a rapid response survey on stigma 

was conducted within the annual portion of the 2010 Canadian Community Health Survey. 

Around 58% of Canadians endorsed at least one stigma item presented on the survey, with 

employment discrimination being the item with highest rate of endorsement (Stuart et al., 2014). 

Griffiths et al. conducted a study based on a national sample of the Australian population 

with an objective of identifying predictors of public stigma associated with depression (Griffiths 

et al., 2008). The questionnaire used in the study included items measuring all three 

mechanisms of personal stigma: stereotypes, prejudice, and discrimination. Stigma was found 

to be higher among men and individuals who were older, born overseas, with lower education 

and depression knowledge. Similar findings emerged in one of the subsamples in the study that 
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contained only people with a depression diagnosis, further demonstrating that those living with a 

mental illness can hold stigmatizing perspectives towards other people with a mental illness. In 

other studies, individuals who were female (Chandra & Minkovitz, 2006; P. W. Corrigan & 

Watson, 2007; Holman, 2015; Leong & Zachar, 1999; Topkaya, 2014), of higher education (P. 

W. Corrigan & Watson, 2007; Griffiths et al., 2008; Holman, 2015; Subramaniam et al., 2017), or 

who knew someone with a mental illness (Feeg et al., 2014) endorsed less stigmatizing views. 

Age (Griffiths et al., 2008) and race (Abdullah & Brown, 2011; Semrau et al., 2014) have also 

been found to be associated with stigma; but usually dependent on other factors. For example, 

in the United States, racial minorities are more likely to view the mentally ill as dangerous 

compared to non-Hispanic whites, but Black Americans were less likely to blame the mentally ill 

for their violent behaviours (Abdullah & Brown, 2011). Children preferred to socially distance 

themselves more from their peers with attention deficit hyperactivity disorder; while it was 

schizophrenia, depression, and substance use disorders for the adult populations (Parcesepe & 

Cabassa, 2013). 

Stigma and cultures 

Stigma of mental illness differs from one culture to another, although the mechanisms in 

which it manifests are not well studied. A number of studies have explored and tried to compare 

the stigmas from one cultural group to another, most of the time either looking at countries as a 

whole, or by assigning broad cultural groups to individuals within the same country. Residents of 

Eastern nations usually report higher stigma towards people living with a mental illness than 

those of Western nations (Krendl & Pescosolido, 2020; Papadopoulos et al., 2013). Stigmatizing 

views are also found to be more prevalent among low-to-middle-income regions (Mascayano et 

al., 2015; Semrau et al., 2014). Cultural beliefs and characteristics are often studied and cited 

as explanatory variables of the divergent levels of stigma, although these have rarely been 

studied as exposures by themselves (e.g., the characteristics are represented by a single self-

identified culture or ethnicity that is assumed to have those characteristics). For example, all 
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Asian Cultures are often grouped together as a whole, and individuals from these cultures are 

all considered Asian, even though Asia is a diverse continent, with some of its cultures 

resembling more of European or North American cultures. Studies done in countries with higher 

cultural diversity often ignore the origin and the immigrating factors that could have affected 

stigma perspectives. With that said, epidemiologically-speaking, minority groups within a diverse 

racial community are more likely to hold stigmatizing views than the majority group (Abdullah & 

Brown, 2011; Krendl & Pescosolido, 2020; Subramaniam et al., 2017). 

In an attempt to identify underlying mechanisms that explain cultural differences and 

stigma, a review conducted by Abdullah and Brown categorized people into major cultural and 

ethnic groups, to which cultural beliefs and practices were assigned (Abdullah & Brown, 2011). 

For example, Asian individuals were considered to be collectivists that valued family and 

community more than the individual. Latinos were considered collectivists as well, but with 

higher degrees of interdependence across communities. These cultural attributes were used to 

explain the different levels of stigma of mental illness. However, results from studies that 

compared cultural groups head-to-head were not always consistent. Asian Americans are 

usually found to hold higher level of stigma than any other sub-cultural groups in the United 

States, but Latino Americans, who share many similar cultural characteristics with Asian 

Americans hold fewer stigmatizing views towards people living with a mental illness (Abdullah & 

Brown, 2011). 

By most definitions, it is fair to assume that participants in these multiethnic studies are 

considered multicultural—broadly speaking, a person who experiences more than one culture in 

his or her life. However, the mechanism of how a multicultural identity is formed and how it 

relates to stigma is disregarded. Participants, as previously stated, are often painted by a single 

stroke of a culture, and these classifications are often broad or are limited to the jurisdiction’s 

pre-defined group of cultures, for example, the census classifications. Focusing on the individual 

multicultural identity process and other associated cultural factors is an important part of stigma 
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knowledge. This can help with the de-stigmatization process as health professionals and anti-

stigma programmers can tailor their approaches to the individual level for every client, not just 

through the assumption of a broad ethnocultural background; all of which is very relevant to a 

multicultural society such as Canada. 

Cultural process of multicultural individuals 

There is no single definition of what constitutes a culture. In general, culture is a pattern 

of shared learned behaviours and beliefs, which are unique and vary across societal groups 

(Hong & Khei, 2014). The Centre for Advanced Research on Language Acquisition at the 

University of Minnesota defines culture as “the shared patterns of behaviors and interactions, 

cognitive constructs, and affective understanding that are learned through a process of 

socialization” (Center for Advanced Research on Language Acquisition University of Minnesota, 

2020). These are analogous to the stigma framework mechanism of behavioural, emotional, and 

cognitive domains. These shared patterns become an identity of a person through what is called 

a cultural process. Once a person has been exposed to a culture for a period of time, he or she 

will learn the cultural knowledge through different learning mechanisms—mostly categorized as 

implicit and explicit learning. Through the acquisition of this knowledge, the person is then able 

to live and interact with other people of that particular culture (Hong & Khei, 2014). In addition, 

Hong and Khei summarized this as a cultural process, where cultural knowledge, such as 

shared theories, values, norms, and collective representations lead to an individual’s cognitive 

and neural activation, which further leads to behaviours (Hong & Khei, 2014). 

With a narrower focus on ethnocultural identity, for a multicultural person, the same 

cultural process is repeated and built up along with the amount of knowledge that becomes 

available in the person’s cognitive memory (Hong & Khei, 2014). Once the multicultural person 

encounters a characteristic of a particular ethnocultural group, that available cultural knowledge 

becomes accessible, and if the situation where that cultural characteristic appears as relevant or 

applicable, that cultural knowledge is then used by the multicultural person (Hong & Khei, 2014). 
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Conflicts of choosing what cultural knowledge to use when a person has acquired many cultural 

frameworks often occur (Deaux & Verkuyten, 2014). As a simple example, family comes with 

different meanings and obligations in Canadian and Thai cultures. A person who has been 

exposed to both cultures will have two separate ideas of what family is, and he or she will have 

to negotiate which meaning of family to use in different situations. Since cultural knowledge 

forms the building blocks for one’s identity, one could imagine that as a multicultural person 

navigates these different knowledge bases, it often prompts a reflection and evaluation of that 

person’s identity and cultural identity (Hong & Khei, 2014). 

Cultural identity clarity 

The state of struggling between cultures among multicultural individuals has been 

studied widely in the fields of sociology and psychology. Cultural identity is viewed as one of the 

most significant and displayed individual and collective identities (Schwartz, Zamboanga, & 

Weisskirch, 2009; Schwartz, Zamboanga, Weisskirch, et al., 2009; Taylor & Usborne, 2010; 

Usborne & de la Sablonnière, 2014). Personal identity, or self-concept, is a concept one 

develops about oneself, and the clarity of such concept has been found to be associated with 

one’s psychological well-being, and self-esteem (Diehl & Hay, 2011; Schwartz, Zamboanga, 

Weisskirch, et al., 2009; Usborne & Taylor, 2010). More specifically, self-concept clarity is the 

extent that a person’s self is clearly defined, consistent, and stable (Diehl & Hay, 2011), and 

having higher clarity has been positively correlated with well-being and higher self-esteem. 

Cultural identity is considered part of personal identity, but with an influence of an individual’s 

collective environment, which includes anything from one’s gender, occupation, to ethnocultural 

groups. Cultural identity affects a person’s self-construct and well-being as well, and, especially 

for a multicultural individual, having a clearer cultural identity is correlated with a clearer self-

concept and higher self-esteem. Interventions that clarify cultural identity have been suggested 

to not only improve psychological well-being, but also aid the cultural process (Usborne & 

Taylor, 2010). 
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Other related variables 

 The main variables—ethnocultural group, cultural identity clarity, psychological distress, 

and public stigma of depression—and their proposed associations were explained in the prior 

section and within each respective manuscript in this thesis. Through literature search, we also 

identified the following variables as potential confounders and effect modifiers for the main 

associations that we explored. These variables were age, time spent in Canada, gender, 

sexual orientation, student immigration status, student enrolment level, and exposure to 

someone living with a mental illness. 

 Given the relatively minimal amount of research surrounding cultural identity clarity, as 

opposed to identifying factors that were found to be directly related to cultural identity clarity, we 

took a broader approach, where we reviewed concepts that were associated to ethnocultural 

adaptation and acculturation. These variables were considered as potential confounders or 

effect modifiers if there were evidence that they were related to the ethnocultural variables or 

psychological well-being and/or stigma of mental illness. 

 Acculturation is the process of coping and adaptation from one culture into another that 

is a result of direct cultural contact (Berry, 2004; Gibson, 2001). Similar to the cultural processes 

described above, acculturation often leads to changes in thoughts and behaviours (Dow, 2011; 

Rothe et al., 2010). Berry proposed two mechanisms of acculturation that were based on the 

number of dimensions of the acculturation process: 1) unidimensionally, and 2) 

multidimensionally (Berry, 2004). From the unidimensional point of view, individuals change 

from one culture towards another only (for example, immigrants from an eastern culture who 

settle in a western society will, over time, change their way of living to the that western society’s 

norm). On the contrary, multidimensional acculturation suggests that individuals moving from 

one cultural group to another will not adopt the new cultural values, but also retain their identity 

associated with their original cultural group as well. We believed that the multidimensional 

approach fit well with the concept of cultural identity clarity, and in this thesis, we took the 
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approach of taking into account both the origin and destination ethnocultural groups when 

designing questionnaires and conducting analyses. 

 Age. Previous evidence showed that age was associated with the process of 

acculturation among migrants, the adaptive process, and health behaviours and outcomes, of 

which psychological well-being was a part, in a destination country (Cheung et al., 2011). These 

effects were also found across different originating and destination ethnocultural groups. 

Children who immigrated to another country were found to have identified more with their new 

cultures (Faragallah et al., 1997). A study conducted in Canada found that lower age was a 

predictor of higher degree of acculturation compared to older immigrants (Kuo & Roysircar, 

2004). We suspect that age could be a confounder in the main association between cultural 

identity clarity and psychological well-being. 

 Time spent in Canada. Related to age, among the immigrant population, time having 

spent in a destination culture was also found to be related to the acculturative process, which in 

turn affected an individual’s ethnocultural identity as well. The longer time spent in the 

destination culture was also associated with greater identification and adherence to the new 

cultural norms. For example, a study showed that an immigrant from India in Canada had higher 

integrative attitudes as they spent longer time in the country (Kwak & Berry, 2001). Korean 

immigrants who spent more time in the schooling system in the United States also had higher 

acculturation level compared to those with shorter time (Oh et al., 2002). However, it should be 

noted that these effects differed depending on the connections that a multicultural individual had 

with their own culture, for example, family members back in their home country (Dow, 2011). 

Nevertheless, time in a destination country seemed to be associated with the level of 

acculturation among immigrants. 

 Gender. Previous literature was equivocal when concluding whether gender was a 

factor in cultural adaptation and acculturation. Sam conducted a study looking at psychological 

adaptations of adolescent immigrants from various ethnocultural backgrounds that settled in 
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Norway and found that females scored better on psychological well-being items related to 

cultural adaption (Sam, 2000). Gibson reported that male immigrants usually had a more difficult 

time adjusting to a new culture (Gibson, 2001). On the contrary, other studies suggested that 

males were at a lower risk of having cultural adjustment issues. Tang looked at students of 

Chinese descent at the University of Toronto and found that male students held more traditional 

beliefs than female students, suggestive of a lesser degree of acculturation to the Canadian 

culture among the male group (Tang & Dion, 1999). Dow suspected that there as an association 

between gender and acculturation, but the effects might differ across not only the culture of 

origin, but also the destination country as well (Dow, 2011). 

 Sexual orientation. Similar to gender identity, the associations between sexual 

orientation and acculturation among immigrants are different depending on the sexual 

orientation itself. LGBTQ+ immigrants faced additional layers of challenges against 

acculturation, for example, discrimination, compared to heterosexual immigrants (Fuks et al., 

2018; Zwiers, 2010). Fuks conducted a series of semi-structured cognitive interviews among 

LGBTQ+ immigrants living in Montréal, Québec with a focus on the emergence of participants’ 

sexual orientation and identity before, during, and after immigration to Canada. The level of 

heterosexism and cissexism in the originating culture played a role in the decision to immigrate, 

often with anticipation that LGBTQ+ members were more accepted in Canada. After having 

immigrated, participants reported that they felt that they had lost touch with their home culture, 

and, even with a higher level of LGBTQ+ acceptance in their ethnocultural community in 

Canada, some stated that they were still not accepted in their own community (Fuks et al., 

2018). In the context of cultural identity clarity, we suspected that given how a member of an 

LGBTQ+ community might have to choose to identify more with their home or the Canadian 

culture, the clarity of one’s ethnocultural identity might not be as clear, compared to those who 

were heterosexual. 
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 Domestic/international status. International students face multiple unique challenges 

not experienced by domestic students in a destination country. These challenges not only affect 

an international student’s acculturative process, but also relate to mental health outcomes. 

Language was often cited as the most common acculturative stressor for international students. 

International students with a lower level of English proficiency reported strains in cultural 

adjustments as well as poorer academic performance (Smith & Khawaja, 2011). Language also 

affected international students’ self-esteem and the ability to socialize and interact with peers 

(Chen, 1999; Mori, 2000). Acculturation was also affected by discrimination and 

microaggressions—comments or actions that subtly and often unconsciously or unintentionally 

express a prejudiced attitude toward a member of a marginalized group (Merriam-Webster, 

n.d.). Given the differences in experiences between domestic and international students, we 

decided that such status could potentially be a confounder or an effect modifier in the 

relationships that we wanted to explore. 

 Undergraduate/graduate status. There are a number of key differences in the 

experience and timing of undergraduate and graduate students that haven been shown to be 

related to adjustments, stress level, and mental health outcomes. Undergraduate students were 

shown to have higher prevalence of psychological distress, mainly depression and anxiety 

(Fried et al., 2020; Lipson et al., 2016). Graduate students were also more likely to seek help 

when they were psychologically distressed (Lipson et al., 2016). 

 While each student’s experience and perspective during their studies varied 

considerably from program to program, and these also differed based on the culture in each 

post-secondary institution, the overall contrasts between undergraduate and graduate students 

were in the timing and life stage of the students. Undergraduate studies in North America were 

associated with the time for independence and adulthood transformation, while sources of 

stress for graduate students surrounded more on the issues of academic pressure, future 
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career, or finances (Wyatt & Oswalt, 2013). Undergraduate/graduate status was considered to 

be a potential confounder or an effect modifier for this thesis research. 

 Exposure to someone living with a mental illness. Previous contact with someone 

with a mental illness was strongly related to lower stigma surrounding mental illnesses. 

Individuals with past contact perceived people living with a mental illness to be less dangerous 

and were less likely to socially distance (Link, 2016). Some studies even suggested that past 

contact was associated with positive attitudes towards those living with a mental health problem 

(Couture & Penn, 2003). This association also seemed to be consistent across cultural groups. 

Boyd conducted an experimental study where participants from multiple ethnocultural groups 

were presented with vignettes of people living with psychiatric and physical disorders (Boyd et 

al., 2010). In that study, participants with past contact with someone living with a mental illness 

expressed less blame, less anger, and less desire to socially distance from the mentally ill 

characters, compared to those with no prior contact. We believe that exposure to someone 

living with a mental illness could be a strong effect modifier or a confounder when we explored 

stigma of depression as the outcome. 

Objectives 

 From existing evidence laid out above, it was suggestive that 1) ethnocultural group 

identity is associated with psychological well-being as well as stigma of mental illness, and 2) 

among multicultural individuals, the level of cultural identity clarity has also been associated with 

psychological well-being. However, there are several important gaps that need to be addressed. 

Most importantly, multicultural individuals are often grouped into a single ethnocultural group 

within a larger multicultural society, ignoring the effects of ethnocultural group and the 

mechanisms behind the multicultural process—including cultural identity clarity. The Cultural 

Identity Clarity Scale—used to explore individual cultural identity clarity—has been explored in a 

small number of studies. Its association with psychological well-being has not been adjusted for 

other relevant cultural or demographic factors, nor has it been studied concurrently with a larger 
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number of ethnocultural groups in a diverse population. Using the student population at Queen’s 

University as the target population, the main objectives for the thesis were to explore the 

relationships between 1) ethnocultural identity, cultural identity clarity and psychological 

distress, and 2) ethnocultural identity, cultural identity clarity and public stigma of depression, 

while controlling for relevant variables both as confounders and effect modifiers. 

Thesis organization 

 This manuscript-based thesis consists of six chapters and three manuscripts. 

Chapter 1 provides an overall literature review of concepts related to ethnocultural 

factors, cultural identity clarity, and their theoretical and empirical associations with 

psychological well-being and stigma of mental illness. Additional literature is reviewed in each 

manuscript. 

Chapter 2 details the overall study designs, variables, scales, as well as results from the 

initial qualitative assessments of the Cultural Identity Clarity Scale and demographic questions. 

Chapters 3 to 5 contain the three main manuscripts. In Chapter 3, the first manuscript 

assessing the validity of the Cultural Identity Clarity among our post-secondary student sample. 

The second manuscript is in Chapter 4, where the association between cultural identity clarity 

and psychological distress are assessed. Chapter 5 is the third manuscript and details the 

relationship between different ethnocultural groups and stigma of depression. 

In Chapter 6, the main conclusion is given, as well as the discussion on strengths, 

limitations, and future research directions. 

 

 

 

 

 

 



 

 15 

Figure 1-1 

The Mental Illness Stigma Framework 

 

Note. The Mental Illness Stigma Framework divides stigma as coming from two perspectives: 

the stigmatizers and the stigmatized. 

 

 

 

 

 

 

 

 

 

 

 

Outcomes
- Delayed treatment seeking
- Treatment adherence
- Mental health
- Physical health
- Mental health
- Social well-being

Outcomes
- Social rejection
- Public policy support

Internalized
stigma

Anticipated
stigma

Experienced
stigmaStereotypes Prejudice Discrimination Perceived

stigma
Perceived
stigma

Perspective of the stigmatizer Perspective of the stigmatized

Societal stigma of 
mental illness

Intersectional characteristics

Pe
rs

on
al

 s
tig

m
a

(p
ub

lic
 s

tig
m

a)



 

 16 

References 

Abdullah, T., & Brown, T. L. (2011). Mental illness stigma and ethnocultural beliefs, values, and 

norms: An integrative review. Clinical Psychology Review, 31(6), 934–948. 

Ahmedani, B. K. (2011). Mental Health Stigma: Society, Individuals, and the Profession. Journal 

of Social Work Values and Ethics, 8(2), 41–416. 

http://www.ncbi.nlm.nih.gov/pubmed/22211117%0Ahttp://www.pubmedcentral.nih.gov/articl

erender.fcgi?artid=PMC3248273 

Angermeyer, M. C., & Matschinger, H. (2003). The stigma of mental illness: Effects of labelling 

on public attitudes towards people with mental disorder. Acta Psychiatrica Scandinavica, 

108(4), 304–309. 

Berry, J. W. (2004). Conceptual approaches to acculturation. Acculturation: Advances in 

Theory, Measurement, and Applied Research., 17–37. https://doi.org/10.1037/10472-004 

Bos, A. E. R., Kanner, D., Muris, P., Janssen, B., & Mayer, B. (2009). Mental illness stigma and 

disclosure: Consequences of coming out of the closet. Issues in Mental Health Nursing, 

30(8), 509–513. 

Boyd, J. E., Katz, E. P., Link, B. G., & Phelan, J. C. (2010). The relationship of multiple aspects 

of stigma and personal contact with someone hospitalized for mental illness, in a nationally 

representative sample. Social Psychiatry and Psychiatric Epidemiology, 45(11), 1063–

1070. https://doi.org/10.1007/s00127-009-0147-9 

Canadian Charter of Rights and Freedoms, s 7, Part I of the Constitution Act, 1982, (1982). 

Canadian Mental Health Association (Ontario). (n.d.). Stigma and Discrimination. 

https://ontario.cmha.ca/documents/stigma-and-discrimination/ 

Center for Advanced Research on Language Acquisition University of Minnesota. (2020). What 

is Culture? 

Centre for Addiction and Mental Health. (2020). Addressing Stigma. 

Chandra, A., & Minkovitz, C. S. (2006). Stigma starts early: Gender differences in teen 



 

 17 

willingness to use mental health services. Journal of Adolescent Health, 38(6), 754.e1-

754.e8. 

Chen, C. P. (1999). Common Stressors Among International College Students: Research and 

Counseling Implications. In Journal of College Counseling (Vol. 2, pp. 49–65). 

https://doi.org/10.1177/017084068800900203 

Cheung, B. Y., Chudek, M., & Heine, S. J. (2011). Evidence for a sensitive period for 

acculturation: Younger immigrants report acculturating at a faster rate. Psychological 

Science, 22(2), 147–152. https://doi.org/10.1177/0956797610394661 

Corrigan, P. W., Druss, B. G., & Perlick, D. A. (2014). The impact of mental illness stigma on 

seeking and participating in mental health care. Psychological Science in the Public 

Interest, Supplement, 15(2), 37–70. 

Corrigan, P. W., & Kleinlein, P. (2005). The Impact of Mental Illness Stigma. In P. Corrigan 

(Ed.), On the stigma of mental illness: Practical strategies for research and social change 

(pp. 11–44). American Psychological Association. 

Corrigan, P. W., Markowitz, F. E., & Watson, A. C. (2004). Structural levels of mental illness 

stigma and discrimination. Schizophrenia Bulletin, 30(3), 481–491. 

Corrigan, P. W., & Watson, A. C. (2002). Understanding the impact of stigma on people with 

mental illness. World Psychiatry : Official Journal of the World Psychiatric Association 

(WPA), 1(1), 16–20. 

Corrigan, P. W., & Watson, A. C. (2003). Factors that explain how policy makers distribute 

resources to mental health services. Psychiatric Services, 54(4), 501–507. 

Corrigan, P. W., & Watson, A. C. (2004). Stigmatizing attitudes about mental illness and 

allocation of resources to mental health services. Community Mental Health Journal, 40(4), 

297–307. 

Corrigan, P. W., & Watson, A. C. (2007). The stigma of psychiatric disorders and the gender, 

ethnicity, and education of the perceiver. Community Mental Health Journal, 43(5), 439–



 

 18 

458. 

Couture, S. M., & Penn, D. L. (2003). Interpersonal contact and the stigma of mental illness: A 

review of the literature. Journal of Mental Health, 12(3), 291–305. 

https://doi.org/10.1080/09638231000118276 

Cruwys, T., & Gunaseelan, S. (2016). “Depression is who i am”: Mental illness identity, stigma 

and wellbeing. Journal of Affective Disorders, 189, 36–42. 

Deaux, K., & Verkuyten, M. (2014). The Social Psychology of Multiculturalism: Identity and 

Intergroup Relations. In V. Benet-Martínez & Y. Hong (Eds.), The Oxford Handbook of 

Multicultural Identity (pp. 118–138). Oxford University Press. 

Diehl, M., & Hay, E. L. (2011). Self-concept Differentiation and Self-concept Clarity across 

Adulthood: Associations with Age and Psychological Well-being. Int J Aging Hum Dev, 

73(2), 125–152. 

Dinos, S., Stevens, S., Serfaty, M., Weich, S., & King, M. (2004). Stigma: The feelings and 

experiences of 46 people with mental illness - Qualitative study. British Journal of 

Psychiatry, 184(FEB.), 176–181. 

Dow, H. D. (2011). The acculturation processes: The strategies and factors affecting the degree 

of acculturation. Home Health Care Management and Practice, 23(3), 221–227. 

https://doi.org/10.1177/1084822310390877 

Eylem, O., Eylem, O., De Wit, L., Van Straten, A., Steubl, L., Melissourgaki, Z., Danlşman, G. 

T., De Vries, R., Kerkhof, A. J. F. M., Bhui, K., & Cuijpers, P. (2020). Stigma for common 

mental disorders in racial minorities and majorities a systematic review and meta-analysis. 

BMC Public Health, 20(1), 1–20. 

Faragallah, M. H., Schumm, W. R., & Webb, F. J. (1997). Acculturation of Arab-American 

immigrants: An exploratory study. Journal of Comparative Family Studies, 28(3), 182–203. 

Feeg, V. D., Prager, L. S., Moylan, L. B., Smith, K. M., & Cullinan, M. (2014). Predictors of 

mental illness stigma and attitudes among college students: Using vignettes from a 



 

 19 

campus common reading program. Issues in Mental Health Nursing, 35(9), 694–703. 

Fox, A. B., Earnshaw, V. A., Taverna, E. C., & Vogt, D. (2018). Conceptualizing and Measuring 

Mental Illness Stigma: The Mental Illness Stigma Framework and Critical Review of 

Measures. Stigma Health, 3(4), 348–376. 

Fried, R. R., Karmali, S., & Irwin, J. D. (2020). Minding many minds: An assessment of mental 

health and resilience among undergraduate and graduate students; a mixed methods 

exploratory study. Journal of American College Health, 0(0), 1–13. 

https://doi.org/10.1080/07448481.2020.1781134 

Fuks, N., Smith, N. G., Peláez, S., De Stefano, J., & Brown, T. L. (2018). Acculturation 

Experiences Among Lesbian, Gay, Bisexual, and Transgender Immigrants in Canada ψ. 

Counseling Psychologist, 46(3), 296–332. https://doi.org/10.1177/0011000018768538 

Gibson, M. A. (2001). Immigrant Adaptation and Patterns of Acculturation. Human 

Development, 44(1), 19–23. https://doi.org/10.1159/000057037 

Goldberg, R. J., & Steury, S. (2001). Depression in the workplace: Costs and barriers to 

treatment. Psychiatric Services, 52(12), 1639–1643. 

Griffiths, K. M., Christensen, H., & Jorm, A. F. (2008). Predictors of depression stigma. BMC 

Psychiatry, 8, 1–12. 

Hampson, M. E., Watt, B. D., & Hicks, R. E. (2020). Impacts of stigma and discrimination in the 

workplace on people living with psychosis. BMC Psychiatry, 20(1), 288. 

Henderson, C., Evans-Lacko, S., & Thornicroft, G. (2013). Mental illness stigma, help seeking, 

and public health programs. American Journal of Public Health, 103(5), 777–780. 

Holman, D. (2015). Exploring the relationship between social class, mental illness stigma and 

mental health literacy using British national survey data. Health (United Kingdom), 19(4), 

413–429. 

Hong, Y., & Khei, M. (2014). Dynamic Multiculturalism: The Interplay of Socio-Cognitive, Neural, 

and Genetic Mechanisms. In V. Benet-Martínez & Y. Hong (Eds.), The Oxford Handbook of 



 

 20 

Multicultural Identity (pp. 11–34). Oxford University Press. 

Human Rights Code, R.S.O. 1990, c. H.19, (1990). 

Keyes, K. M., Hatzenbuehler, M. L., McLaughlin, K. A., Link, B., Olfson, M., Grant, B. F., & 

Hasin, D. (2010). Stigma and treatment for alcohol disorders in the united states. American 

Journal of Epidemiology, 172(12), 1364–1372. 

Krendl, A. C., & Pescosolido, B. A. (2020). Countries and Cultural Differences in the Stigma of 

Mental Illness: The East–West Divide. Journal of Cross-Cultural Psychology, 51(2), 149–

167. 

Kuo, B. C. H., & Roysircar, G. (2004). Predictors of acculturation for Chinese adolescents in 

Canada: age of arrival, length of stay, social class, and English reading ability. Journal of 

Multicultural Counseling and Evelopment, 32, 143–154. 

Kwak, K., & Berry, J. W. (2001). Generational differences in acculturation among Asian families 

in Canada: A comparison of Vietnamese, Korean, and East-Indian groups. International 

Journal of Psychology, 36(3), 152–162. https://doi.org/10.1080/00207590042000119 

Leong, F. T. L., & Zachar, P. (1999). Gender and opinions about mental illness as predictors of 

attitudes toward seeking professional psychological help. British Journal of Guidance and 

Counselling, 27(1), 123–132. 

Link, B. G. (2016). Contact with the Mentally Ill and Perceptions of How Dangerous They Are 

Author ( s ): Bruce G . Link and Francis T . Cullen Published by : American Sociological 

Association Stable URL : http://www.jstor.org/stable/2136945 JSTOR is a not-for-profit 

service. 27(4), 289–302. 

Link, B. G., Cullen, F. T., Struening, E., Shrout, P. E., & Dohrenwend, B. P. (1989). A Modified 

Labeling Theory Approach to Mental Disorders: An Empirical Assessment. American 

Sociological Review, 54(3), 400. 

Link, B. G., & Phelan, J. C. (2006). Stigma and its public health implications. Lancet, 367(9509), 

528–529. 



 

 21 

Link, B. G., Phelan, J. C., Bresnahan, M., Stueve, A., & Pescosolido, B. A. (1999). Public 

conceptions of mental illness: Labels, causes, dangerousness, and social distance. 

American Journal of Public Health, 89(9), 1328–1333. 

Lipson, S. K., Zhou, S., Wagner, B., Beck, K., & Eisenberg, D. (2016). Major Differences: 

Variations in Undergraduate and Graduate Student Mental Health and Treatment 

Utilization Across Academic Disciplines. Journal of College Student Psychotherapy, 30(1), 

23–41. https://doi.org/10.1080/87568225.2016.1105657 

Livingston, J. D. (2013). Mental Illness-Related Structural Stigma: The Downward Spiral of 

Systemic Exclusion Final Report. In Mental Health commission of canada. 

http://www.mentalhealthcommission.ca 

Loganathan, S., & Murthy, S. R. (2008). Experiences of stigma and discrimination endured by 

people suffering from schizophrenia. Indian Journal of Psychiatry, 50(1), 39–46. 

Markowitz, F. E. (2008). The Effects of Stigma on the Psychological Well-Being and Life 

Satisfaction of Persons with Mental Illness. Journal of Health and Social Behavior, 39(4), 

335–347. 

Mascayano, F., Armijo, J. E., & Yang, L. H. (2015). Addressing stigma relating to mental illness 

in low- and middle-income countries. Frontiers in Psychiatry, 6(MAR), 1–4. 

Mental Health Commission of Canada. (2020a). Stigma and Discrimination. 

https://mentalhealthcommission.ca/what-we-do/stigma-and-discrimination/ 

Mental Health Commission of Canada. (2020b). Structural Stigma. 

https://mentalhealthcommission.ca/structural-stigma/ 

Merriam-Webster. (n.d.). Microagression. In Merriam-Webster.com dictionary. 

Mori, S. (2000). Addressing the mental health concerns of international students. Journal of 

Counseling and Development, 78(2), 137–144. https://doi.org/10.1002/j.1556-

6676.2000.tb02571.x 

Oh, Y., Koeske, G. F., & Sales, E. (2002). Acculturation, stress, and depressive symptoms 



 

 22 

among Korean immigrants in the United States. 142(4), 511–526. 

Oxford Advanced Learner’s Dictionary. (2020). Stigma. Oxford University Press. 

Papadopoulos, C., Foster, J., & Caldwell, K. (2013). “Individualism-collectivism” as an 

explanatory device for mental illness stigma. Community Mental Health Journal, 49(3), 

270–280. 

Parcesepe, A. M., & Cabassa, L. J. (2013). Public Stigma of Mental Illness in the United States: 

A Systematic Literature Review. Adm Policy Ment Health, 40(5). 

Pearl, R. L., Forgeard, M. J. C., Rifkin, L., Beard, C., & Björgvinsson, T. (2017). Internalized 

stigma of mental illness: Changes and associations with treatment outcomes. Stigma and 

Health, 2(1), 2–15. 

Pugh, T., Hatzenbuehler, M., & Link, B. G. (2015). Structural Stigma and Mental Illness (Vol. 

192, Issue August). 

Rothe, E. M., Tzuang, D., & Pumariega, A. J. (2010). Acculturation, development, and 

adaptation. Child and Adolescent Psychiatric Clinics of North America, 19(4), 681–696. 

https://doi.org/10.1016/j.chc.2010.07.002 

Salzer, M. S. (2012). A comparative study of campus experiences of college students with 

mental illnesses versus a general college sample. Journal of American College Health, 

60(1), 1–7. 

Sam, D. L. (2000). Psychological adaptation of adolescents with immigrant backgrounds. The 

Journal of Social Psychology, 140, 5–25. 

http://dx.doi.org/10.1016/j.jsames.2011.03.003%0Ahttps://doi.org/10.1016/j.gr.2017.08.001

%0Ahttp://dx.doi.org/10.1016/j.precamres.2014.12.018%0Ahttp://dx.doi.org/10.1016/j.prec

amres.2011.08.005%0Ahttp://dx.doi.org/10.1080/00206814.2014.902757%0Ahttp://dx. 

Schwartz, S. J., Zamboanga, B. L., & Weisskirch, R. S. (2009). Broadening the study of the Self: 

Integrating the Study of Personal Identity and Cultural Identity. Social and Personality 

Psychology Compass, 3(2), 171–177. 



 

 23 

Schwartz, S. J., Zamboanga, B. L., Weisskirch, R. S., & Wang, S. C. (2009). The relationships 

of personal and cultural identity to adaptive and maladaptive psychosocial functioning in 

emerging adults. Journal of Social Psychology, 150(1), 1–33. 

Semrau, M., Evans-Lacko, S., Koschorke, M., Ashenafi, L., & Thornicroft, G. (2014). Stigma and 

discrimination related to mental illness in low- and middle-income countries. Epidemiology 

and Psychiatric Sciences, 24(5), 382–394. 

Sirey, J. A., Bruce, M. L., Alexopoulos, G. S., Perlick, D. A., Raue, P., Friedman, S. J., & 

Meyers, B. S. (2001). Perceived stigma as a predictor of treatment with depression. 

American Journal of Psychiatry, 158(3), 479–481. 

Smith, R. A., & Khawaja, N. G. (2011). A review of the acculturation experiences of international 

students. International Journal of Intercultural Relations, 35(6), 699–713. 

Stuart, H. (2006). Mental Illness and Employment. Current Opinions in Psychiatry, 19, 522–526. 

Stuart, H., Patten, S. B., Koller, M., Modgill, G., & Liinamaa, T. (2014). Stigma in Canada: 

results from a rapid response survey. Canadian Journal of Psychiatry. Revue Canadienne 

de Psychiatrie, 59(10), S27–S33. 

Subramaniam, M., Abdin, E., Picco, L., Pang, S., Shafie, S., Vaingankar, J. A., Kwok, K. W., 

Verma, K., & Chong, S. A. (2017). Stigma towards people with mental disorders and its 

components - A perspective from multi-ethnic Singapore. Epidemiology and Psychiatric 

Sciences, 26(4), 371–382. 

Tang, T. N., & Dion, K. L. (1999). Gender and Acculturation in Relation to Traditionalism: 

Perceptions of Self and Parents Among Chinese Students. Sex Roles, 41(112), 17–29. 

Taylor, D. M., & Usborne, E. (2010). When I Know Who “We” Are, I Can Be “Me”: The Primary 

Role of Cultural Identity Clarity for Psychological Well-Being. Transcultural Psychiatry, 

47(1), 93–111. 

Thornicroft, G., Rose, D., & Kassam, A. (2007). Discrimination in health care against people 

with mental illness. International Review of Psychiatry, 19(2), 113–122. 



 

 24 

Topkaya, N. (2014). Gender, Self-stigma, and Public Stigma in Predicting Attitudes toward 

Psychological Help-seeking. Educational Sciences: Theory & Practice, 14(2), 480–487. 

Usborne, E., & de la Sablonnière, R. (2014). Understanding My Culture Means Understanding 

Myself: The Function of Cultural Identity Clarity for Personal Identity Clarity and Personal 

Psychological Well-Being. Journal for the Theory of Social Behaviour, 44(4), 436–458. 

Usborne, E., & Taylor, D. M. (2010). The role of cultural identity clarity for self-concept clarity, 

self-esteem, and subjective well-being. Personality and Social Psychology Bulletin, 36(7), 

883–897. 

Wyatt, T. W., & Oswalt, S. B. (2013). Comparing mental health issues among undergraduate 

and graduate students. American Journal of Health Education, 44(2), 96–107. 

https://doi.org/10.1080/19325037.2013.764248 

Yoshimura, Y., Bakolis, I., & Henderson, C. (2018). Psychiatric diagnosis and other predictors of 

experienced and anticipated workplace discrimination and concealment of mental illness 

among mental health service users in England. Social Psychiatry and Psychiatric 

Epidemiology, 53(10), 1099–1109. 

Zwiers, A. (2010). LGBT People and Mental Health: Healing the wounds of prejudice. Visions, 6, 

10–11.



 

 25 

Chapter 2 

Methods and procedures 

Method overview 

This study examines the associations between ethnocultural identity, cultural identity, 

and psychological distress including stigma of depression using existing and newly developed 

surveys. After conceptualization and review of the literature, relevant variables were identified, 

and a search for existing scales that measure those variables was conducted. Where scales did 

not exist, new questions were drafted. A final survey was then compiled and distributed to a 

random sample of the target population based on a theoretical sample size calculation. 

After the recruitment period, univariate analyses were completed for all collected 

variables, and transformations were completed depending on the data structure. Analyses were 

performed to explore the associations of interest in the objectives. This also included missing 

data analyses and imputations. Although not part of the main objectives, psychometric tests for 

validity and structure were conducted for the Cultural Identity Clarity Scale. 

The study design was cross-sectional in nature. Analytic methods and techniques 

differed depending on the nature of exposures and outcomes of interest, but the main ones 

were the modified Poisson regression with robust error variance, and the ordinal logistic 

regression. More methodological detail is presented in each manuscript. 

Figure 2-1 presents the flow of all study components in this thesis, from 

conceptualization to analyses and report write-up. 

Variables and questions 

 Apart from the main exposures and outcomes, several variables that we believed could 

have been potential confounders or effect modifiers were included in the planning of the survey 

package. We also included a number of common demographic variables that are usually of 

interest in the post-secondary setting. 
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 To better align the mechanisms behind all of the questionnaires to be used for this 

project, we centred all of our questionnaires around the Mental Illness Stigma Framework, 

which looked at stigma through three mechanisms: cognition, affection (emotion), and 

behaviours. Given the number of available peer-reviewed questionnaires, we gave preferences 

to the ones that explicitly stated that the questionnaires were developed based on the cognitive, 

affective, and behavioural framework. We also preferred questionnaires that had been 

developed or previously used in the setting close to our target population (post-secondary 

students in Canada). Further details regarding the selections of each questionnaire are 

described in the next section. 

Exposures 

 Ethnocultural identity. A series of questions were used to determine each participant’s 

multicultural identification and their ethnocultural backgrounds. After being presented with 

examples of how a person might consider themselves to be multicultural, a participant was 

asked if they identified as such. Self-identified multicultural participants were then asked what 

ethnocultural backgrounds that they associated themselves with. Instead of providing specific 

pre-determined options for participants to choose from, open text boxes were provided, and 

participants could write-in any ethnocultural backgrounds that they identified with. These options 

were later used in subsequent analyses, and their transformations are discussed in Chapters 4 

and 5. 

 Regardless of their multicultural identification, all participants were asked in which 

country they were born as well. 

 Cultural identity clarity. Usborne and Taylor developed and published the Cultural 

Identity Clarity Scale in 2010 (Usborne & Taylor, 2010). The purpose of the Scale was to 

measure an individual’s sense of collective identity clarity for those who have been exposed to 

more than one culture. After the item-pool development (in English), the Scale was tested 

among undergraduate students, anglophone Quebecers, francophone Quebecers, Chinese 
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North Americans, and Indigenous Canadians in the City of Montreal. The Scale consists of eight 

statements relating to how a multicultural person feels about the membership of their cultural 

group. The responses are based on an 11-point Likert agreement scale and the score for each 

participant was calculated using the arithmetic mean of all eight items, ranging 0 – 10. The 

Scale was one-dimensional, the total scores from these eight items were used, with the higher 

score indicating that a respondent had a higher level of cultural identity clarity. Because of this 

unidimensionality, we decided that the Scale matched well with the concept we aimed to 

explore, and its results were also easier to interpret. The developers were able to demonstrate 

good internal consistency across the items (Cronbach’s alpha = 0.86, and 0.84 specifically 

among Chinese North Americans). Test-retest reliability was not assessed in the original study. 

 The items from the Cultural Identity Clarity Scale can be found in Table 2-1. 

Outcomes 

 Psychological distress. In this thesis, psychological distress was defined as having 

met screening criteria for any depressive or anxiety disorders. The two scales used were the 

Patient Health Questionnaire 9 (Kroenke et al., 2001) for depressive disorders and the General 

Anxiety Disorder Scale 7 for anxiety disorders (Spitzer et al., 2006). Both scales have excellent 

internal consistency and test-retest reliability. Cut-off points and further specific details are 

discussed under each respective chapter for which these two scales were used. The scales had 

been used extensively in Canada, including the post-secondary population (Henderson et al., 

2014; Levis et al., 2019; Othman et al., 2019; Suresh et al., 2021). 

 The items from the Patient Health Questionnaire 9 and the General Anxiety Disorder 

Scale 7 are listed under Tables 2-2 and 2-3, respectively. 

 Stigma of depression. The Depression Stigma Scale was developed by Griffiths et al. 

in 2008, and was piloted with the Australian population (Griffiths et al., 2004). There are two 

subscales in the original scale; 1) subscale for perceived stigma, and 2) subscale for personal 

stigma, which will be used in this thesis to represent public stigma. The original purpose behind 
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the development of the scale was to investigate the predictors of perceived and personal stigma 

in the Australian population. The 9-item subscale was based on a 5-point Likert agreement 

scale with the higher score indicating higher levels of stigma. All items explicitly explore how the 

respondent feels about people living with a mental illness on all three stigmatizers’ stigma 

mechanisms according to the Mental Illness Stigma Framework—cognition, affection, and 

behaviours (Fox et al., 2018). The scale has been tested on reliability and consistency (reliability 

coefficient = 0.71, and Cronbach’s alpha = 0.77) (Griffiths et al., 2004, 2008). 

 The items from the Depression Stigma Scale are listed under Table 2-4. 

Other variables 

 Information on age, gender, sexual orientation, domestic/international student 

status, undergraduate/graduate student status, time having spent in Canada (for 

international students), and personal exposure to someone living with a mental illness were 

also collected during the survey process as they had been identified as potential confounders or 

effect modifiers through the directed acyclic graph. All were captured using self-identifying 

questions. Age and time having spent in Canada were recorded as continuous variables. Later, 

these two variables had almost perfect correlation among international students; therefore, time 

spent in Canada was not included in the main analyses. Student status and personal exposure 

to someone with a mental illness were recorded as binary variables. Multiple options for gender 

and sexual orientation were offered to participants, including write-in options. Some of these 

responses were later grouped together due to power and sample size considerations during 

each subsequent analysis. 

 All scales and questions were compiled into a single questionnaire package to be 

distributed and completed online. The complete survey questions are listed under Appendix B. 
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Survey administration strategy and sample size calculation 

Sample size calculation 

The target and statistical population for this study was students who were enrolled at 

Queen’s University, excluding those who attended Queen’s School of English and the Bader 

International Study Centre in the United Kingdom. 

 The sample size range was determined using a power calculation based on the F-

distribution described by Cohen (Cohen, 1988; Krishnamoorthy & Xia, 2008; Selya et al., 2012). 

Cohen’s F is used to determine the sample size for a multiple regression (for two continuous 

variables). We selected cultural identity clarity score as our explanatory variable, and stigma of 

depression score as our outcome variable. Model predictors are further divided into 2 sets: 1) 

main exploratory variable, and 2) other covariates. The effect size is represented by f2, which is 

generally defined as R2/(1 – R2), where R2 is a squared multiple correlation coefficient. In the 

case of a power calculation for a multiple regression, the effect size of interest is the difference 

in the model’s R2, therefore, the formula for f2 is (R2
YXT|XC – R2

YXC)/(1 – R2
YXT|XC), where R2

YXT|XC 

is the R2 of the model Y regressing on exploratory variable XT—X to be tested, while adjusted 

for covariates XC—X to be controlled for, and R2
YXC is the R2 of model Y regressing on 

covariates XC. Cohen also gave rough cut-off points of f2 values; values around 0.02 means 

small, 0.15 means medium, and 0.35 means large effect sizes. These values correspond to 

R2
YXT|XC values of approximately 0.02, 0.13, and 0.26. The null hypothesis is the R2

YXT|XC = 0 (or 

that XT does not further contribute to R2 when added to XC). The numerator’s and denominator’s 

degrees of freedom for the F ratio are the number of XT and N – k of XT – k of XC – 1, where N is 

the total sample size, and k is the number of variables. The non-centrality parameter (λ) for the 

alternative F distribution is N x f2. 

In this case, for simplicity, we decided to only have one XT—the composite score from 

the cultural identity clarity scale; therefore, XT includes only 1 numeric variable, and XC includes 

all the controlling variables in its final form in the model, that is, all categorical variables are 
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converted to dummy variables. The final number of XC is the number of all numeric and dummy 

variables combined. At the time of survey planning, there were 10 XC: 

- age (numeric variable), 

- gender (categorical variable with 3 levels, 2 dummy variables), 

- time spent in Canada (numeric variable), 

- international/domestic status (categorical variable with 2 levels, 1 dummy 

variable), 

- ethnocultural background (categorical variable with at least 4 levels according 

to the largest 3 cultural groups enrolled at Queen’s and 1 for others, 3 dummy variables), 

- psychological distress status (categorical variable with 2 levels, 1 dummy 

variable), and 

- personal exposure to someone living with a mental illness (categorical variable 

with 2 levels, 1 dummy variable). 

 With the alpha and beta values of 0.05 and 0.2, with one main exploratory variable, and 

ten covariates, sample size was calculated based on the f2 of 3%. The rather conservative 

range, starting with a very small effect size was chosen as there were no previous models of 

similar type that have been developed. The target sample size was approximately 270. We 

divided this to include 135 domestic and 135 international students. We initially suspected a 

much lower multicultural identification among domestic students; and we inflated the number of 

domestic students assuming 25% to be multicultural, based on Queen’s University enrolment 

report where 25% of students self-identified as being a member of a visible minority group 

(Queen’s University at Kingston, 2021). For both groups, a missing data rate of 20%, which was 

common among educational surveys (Dong & Peng, 2013), brought the number up to 843. A 

survey response rate of 20%, which was based on the National College Health Assessment 

responses when it was conducted at Queen’s University in 2016 (Humphrys & Dods, 2016), was 
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used to further inflate the target sample size. This brought the target survey distribution number 

up to 4,215 surveys. Sample size calculation process is illustrated in Figure 2-2. 

Recruitment strategy 

 Target sample size was sent to Queen’s University Institutional Research Office for 

random selection of students’ emails, and invitations, along with the link to the survey, were sent 

to those emails. 

Questionnaire administration 

 All questionnaires were administered through Qualtrics®, an online survey software. After 

clicking the link from their email, participants were presented with the Letter of Information and 

Consent Form. Consent was obtained electronically (without signature). Data from participants 

were uploaded to Qualtrics’ server and anonymized. 

Although the probability and the magnitude of the psychological risk is minimal; at the 

end of the survey, resources for mental health care and cultural adaptation were posted in case 

a participant felt like they might need support. 

 In conclusion, the development of this thesis followed a systematic approach from 

reviews of related literature to analyses. All components of the study were approved by Queen’s 

University Health Sciences and Affiliated Teaching Hospitals Research Ethics Board (Attached 

under Appendix A). 

Analytical approaches 

 This section gives an overview, as well as the decision process behind the main 

analytical methods used in this thesis. More detailed descriptions can also be found under the 

method sections of Chapters 3, 4, and 5. 

Imputations 

 To maximize statistical power, we decided to use imputations on the Cultural Identity 

Clarity Scale, and the Depression Stigma Scale—our main exposure and our main outcome. 

Ethnocultural identity (the other main exposure), and the Patient Health Questionnaire 9 and the 
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General Anxiety Disorder Scale 7, both of which were to become our psychological distress 

outcome variable, did not undergo any imputations since the responses were nominal in the 

case for ethnocultural identity, and complex scoring and categorization system for psychological 

distress. 

 Multiple imputations using predictive mean modeling with 5 imputations and 50 iterations 

were used for the two selected scales. In order for participants with missing data to be included, 

the individual missing response rate had to be below 20%. This percentage was based on a 

previous simulation study on missing data from a depression scale using multiple imputations 

where the simulated missing rate was set at 20% (Shrive et al., 2006). Missing patterns were 

assessed, and decisions were made whether the missing patterns occurred at random. Each 

missing item was predicted and imputed based on other responses from that specific scale (i.e., 

only information from a scale was used to impute missing values from that scale). 

Variable transformation 

 For the ease of interpretations, the cultural identity clarity and the stigma of depression 

variables were transformed from a numerical variable to a categorical variable. 

 Cultural identity clarity. The composite scores from the Cultural Identity Clarity Scale 

(0 – 80) were transformed to a categorical variable using quartiles, as it was difficult to quantify 

a unit change in the cultural identity clarity score. We did this by creating a histogram of all 

composite scores from our participants (Figure 2-3), assessing its normality with the Shapiro-

Wilk test, and divided the scores into four equal responses using quartiles. Quartile 1 had the 

lowest score—representing those with the lowest cultural identity clarity, and Quartile 4 had the 

highest score—representing those with the highest cultural identity clarity. 

 Stigma of depression. The scores from the Depression Stigma Scale were also 

categorized into four groups based on our sample’s distribution (Figure 2-4). Since there was a 

noticeable peak at the score of 0, those whose score was 0 was categorized into the no stigma 

group. The rest of the responses were categorized based on tertiles (dividing the number of 
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responses based on their scores into three approximately equal numbers). These became the 

lower stigma, moderate stigma, and highest stigma groups. At the end, the stigma of depression 

variable became an ordinal categorical variables with four levels. 

Main analyses 

 The performance of the Cultural Identity Clarity Scale was assessed using three 

methods: single-factor confirmatory analysis, internal consistency (Cronbach’s alpha), and 

convergent validity (Person’s correlation coefficient with the Patent Health Questionnaire 9 and 

the General Anxiety Disorder Scale 7). The detailed results and findings are under Chapter 3. 

 Modified Poisson regression with robust error variance was the main analytical method 

for psychological distress outcome. This approach was considered better than the traditional 

logistic regression because: 1) the results approximated risk ratios rather than odds ratios, and 

2) the rare outcome assumption did not have to be met (Zou, 2004). 

 Ordinal logistic regression was used for our stigma of depression outcome. This was due 

to the nature of our outcome variable being ordinal after transformation. The additional 

proportional odds assumption had to be met (Kleinbaum & Klein, 2010). A graphical 

presentation of this assumption was made at the end of Chapter 5. 

Variable selection 

 Backward elimination using the Akaike Information Criterion (AIC) was used as the main 

variable selection method for all of our models. This was a stepwise process—a model starts 

with all variables, and then eliminated one-by-one based on a given criteria, which was the AIC 

in this case. AIC uses a model’s maximum likelihood and balances between fit and complexity 

(the number of included variables) (Lindsey & Sheather, 2010). 
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Table 2-1 

Cultural Identity Clarity Scale items 

We would like you to consider your membership in your cultural group. Think of your cultural 
group and respond to the following statements on the basis of how you feel about this group. 
 
Using the 1-10 scale presented below, indicate your agreement with each item by sliding the bar 
on the line below that item. 
 

  

C
om
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om
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1 My beliefs about my cultural group often disagree 
with one another. 1 2 3 4 5 6 7 8 9 10 

2 On one day I might have an opinion of my 
cultural group and on another day, I might have a 
different opinion. 

1 2 3 4 5 6 7 8 9 10 

3 I spend a lot of time wondering about what kind 
of society my cultural group really is. 1 2 3 4 5 6 7 8 9 10 

4 Sometimes I feel that my cultural group is not 
really the society that it appears to be. 1 2 3 4 5 6 7 8 9 10 

5 Sometimes I think I know other cultural groups 
better than I know my group. 1 2 3 4 5 6 7 8 9 10 

6 My beliefs about my cultural group seem to 
change very frequently. 1 2 3 4 5 6 7 8 9 10 

7 If I were asked to describe my cultural group, my 
description might end up being different from one 
day to another day. 

1 2 3 4 5 6 7 8 9 10 

8 In general, I have a clear sense of what my 
cultural group is. 1 2 3 4 5 6 7 8 9 10 
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Table 2-2 

Patient Health Questionnaire 9 items 

Over the last 2 weeks, how often have you been bothered by any of the following problems? 
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 d
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1 Little interest or pleasure in doing things 1 2 3 4 

2 Feeling down, depressed, or hopeless  1 2 3 4 

3 Trouble falling or staying asleep, or sleeping too much  1 2 3 4 

4 Feeling tired or having little energy  1 2 3 4 

5 Poor appetite or overeating 1 2 3 4 

6 Feeling bad about yourself – or that you are a failure or have let yourself 
or your family down 1 2 3 4 

7 Trouble concentrating on things, such as reading the newspaper or 
watching television  1 2 3 4 

8 Moving or speaking so slowly that other people could have noticed? Or 
the opposite – being so fidgety or restless that you have been moving 
around a lot more than usual  

1 2 3 4 

9 Thoughts that you would be better off dead or of hurting yourself in some 
way 1 2 3 4 

 
Scoring and classification 
 Consider Major Depressive Disorder if: 
  - At least 5 items are checked as More than half the days, or Nearly everyday; 
one of which is items 1 or 2. 
 
 Consider Other Depressive Disorder if: 
  - Two to four items are checked as More than half the days, or Nearly everyday; 
one of which is items 1 or 2. 
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Table 2-3 

General Anxiety Disorder Scale 7 items 

Over the last 2 weeks, how often have you been bothered by the following problems? 
 

  

N
ot

 a
t a

ll  

Se
ve

ra
l d

ay
s 

M
or

e 
th

an
 h

al
f t

he
 d

ay
s 

N
ea

rly
 e

ve
ry

da
y 

1 Feeling nervous, anxious, or on edge 1 2 3 4 

2 Not being able to stop or control worrying 1 2 3 4 

3 Worrying too much about different things 1 2 3 4 

4 Trouble relaxing 1 2 3 4 

5 Being so restless that it is hard to sit still 1 2 3 4 

6 Becoming easily annoyed or irritable 1 2 3 4 

7 Feeling afraid, as if something awful might happen 1 2 3 4 
 
Scoring and classifications 
 Consider anxiety if the total composite score is above or equal to 10. 
 

 

 

 

 

 

 

 

 

 

 



 

 37 

Table 2-4 

Depression Stigma Scale items 

Using the 0-6 scale presented below, indicate your agreement with each item by sliding the bar 
on the line below that item. 
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1 People with depression could snap out of it if they wanted. 1 2 3 4 5 

2 Depression is a sign of personal weakness. 1 2 3 4 5 

3 Depression is not a real medical illness. 1 2 3 4 5 

4 People with depression are dangerous. 1 2 3 4 5 

5 It is best to avoid people with depression so you don’t become 
depressed yourself. 1 2 3 4 5 

6 People with depression are unpredictable. 1 2 3 4 5 

7 If I had depression I would not tell anyone. 1 2 3 4 5 

8 I would not employ someone if I knew they had been depressed. 1 2 3 4 5 

9 I would not vote for a politician if I knew they had been depressed. 1 2 3 4 5 
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Figure 2-1 

Flowchart of study components 

 

Note. This diagram presents the flow of each research component in this thesis study. 
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Figure 2-2 

Sample size calculation 

 

Note. Summary of sample size calculation and sample size inflations for each step. 
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Figure 2-3 

Histogram of the Cultural Identity Clarity Scale scores 

 

Note. A histogram of the Cultural Identity Clarity Scale score among our sample after 

imputations. The black vertical lines represent the cut-off points based on the distribution’s 

quartiles. There were 82, 86, 81, and 90 respondents in Quartiles 1, 2, 3, and 4, respectively. 
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Figure 2-4 

Histogram of the Depression Stigma Scale scores 

 

Note. A histogram of the Depression Stigma Scale score among our sample after imputations. 

The black vertical lines represent the cut-off points that made up the final four categories. There 

were 55, 208, 203, and 177 respondents in the no stigma, lower stigma, moderate stigma, and 

higher stigma groups, respectively. 
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Chapter 3 

Performance of the Cultural Identity Clarity Scale and its convergence 

 with depression and anxiety screening scales 

Abstract 

Cultural identity, part of the larger personal identity, is a person’s identity that is 

influenced by the surrounding collective environment. Both cultural identity and its clarity—the 

extent of which a person has a clear sense of who they are culturally—have been associated 

with self-esteem and well-being. In 2009, Usborne and Taylor developed the Cultural Identity 

Clarity Scale that directly measured individual cultural identity clarity. In this study, we explored 

the scale’s factor structure, internal validity, and convergent validity.  We performed 

confirmatory analysis, Cronbach’s alpha, and correlation tests with the Patient Health 

Questionnaire and the General Anxiety Scale using a sample of post-secondary students that 

self-identified as multicultural. We found that the scale performed well with a single-factor 

solution (factor loadings ranged from 0.35 to 0.83), had excellent internal consistency, and 

moderately correlated with screening results for depressive and anxiety disorders. The 

correlations that we established agreed with previous literature, and we were able to confirm the 

scale’s performance on the post-secondary student population. 
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Introduction 

Over the past decade, Canadian postsecondary institutions have become more culturally 

diverse following the implementation of Canada’s International Education Strategy in 2014 

(Government of Canada, 2014). While only used as one of the many indicators for multicultural 

campuses (Halualani, 2008; Halualani et al., 2004), the number of postsecondary international 

students with a study permit enrolled in Canada has more than tripled from approximately 

101,304 in 2009 to 318,153 in 2019 (Statistics Canada, 2020). International students are one of 

the fastest growing enrolment groups in Canada, accounting for over 50% of total enrolment 

growth and representing 16% of total enrolment in all postsecondary institutions (Statistics 

Canada, 2020). These numbers do not account for international students studying without a 

study permit (e.g., enrolling in shorter courses), or for domestic students with multicultural 

backgrounds, which in themselves have grown steadily due to Canada’s immigration and 

multiculturalism policy (Statistics Canada, 2019). Altogether, these student groups contribute to 

Canada’s education system making it one of the most multicultural in the world. With these 

highly multicultural settings, there is a widening gap in understanding multicultural individuals 

and minds, and how they may interact with other elements of a postsecondary campus, or even 

how they are related to the well-being of students themselves. 

Multicultural individuals often have to mentally negotiate the different cultures to which 

they have been exposed in varying degrees (Hong et al., 2016; Nguyen & Benet-Martínez, 

2010), and this state of conflict between cultures among multicultural individuals has been 

studied in the fields of sociology and psychology (Deaux & Verkuyten, 2014; Hong et al., 2016; 

Usborne & de la Sablonnière, 2014; Usborne & Taylor, 2010). Cultural identity is viewed as one 

of the most significant and displayed individual and collective identities (Schwartz, Zamboanga, 

& Weisskirch, 2009; Schwartz, Zamboanga, Weisskirch, et al., 2009; Taylor & Usborne, 2010; 

Usborne & de la Sablonnière, 2014). Personal identity, or self-concept, is a concept one 

develops about oneself, and the clarity of such concept has been found to be associated with 
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one’s psychological well-being (Diehl & Hay, 2011; Schwartz, Zamboanga, Weisskirch, et al., 

2009; Usborne & Taylor, 2010). More specifically, self-concept clarity is the extent that a 

person’s self is clearly defined, consistent, and stable (Diehl & Hay, 2011); and having higher 

clarity has been positively correlated with well-being and higher self-esteem (Diehl & Hay, 2011; 

Light, 2018; Ritchie et al., 2011; Usborne & Taylor, 2010). Cultural identity is considered part of 

personal identity, but with an influence of an individual’s collective environment, which includes 

anything from one’s gender, occupation, or cultures (Taylor & Usborne, 2010; Usborne & de la 

Sablonnière, 2014; Usborne & Taylor, 2010). Cultural identity affects a person’s self-construct 

and well-being as well, and, especially for a multicultural individual, having a higher cultural 

identity clarity is correlated with a clearer self-concept, higher self-esteem, and better 

psychological well-being (Usborne & Taylor, 2010). 

Given the cultural diversity of the Canadian postsecondary population, we hypothesize 

that cultural identity clarity can be considered as an underlying factor for a number of campus-

related mental health issues; starting from an individual level (e.g., how it affects the mental 

health status of a multicultural student) to a public level (e.g., whether to take a one-dominant 

culture or a diverse culture approach when providing cultural counselling to students). To date, 

we were able to identify only one scale that directly and explicitly measures cultural identity 

clarity—the Cultural Identity Clarity Scale, developed by Usborne and Taylor in 2010 (Usborne 

& Taylor, 2010). This Scale was adapted from the Self-concept Clarity Scale, which was a 

single-factor scale that measured the degree that self-beliefs are clearly and confidently defined. 

The Scale’s psychometric properties (i.e., its internal consistency and validity to other self-

concept and psychological well-being scales) were partially evaluated in the original scale 

development study. However, there were several limitations to its evaluations. Firstly, while the 

Scale itself was based on another self-concept scale (the Self-concept Clarity Scale), the 

Cultural Identity Clarity Scale’s structural factors were not evaluated. Secondly, the participants 

of the original study did not match with the population and setting that we aim to implement the 
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Scale. The samples in the original study were not limited to post-secondary students, and the 

setting in which the study took place was not Anglophone-majority. Postsecondary students are 

our target population, and the Anglophone-minority setting is unique to only a limited 

geographical part of North America. By re-assessing its psychometric properties, we could 

ensure that the Scale is more applicable in an Anglophone-majority postsecondary institution 

setting. Lastly, the original psychometric results were analyzed and reported separately based 

on pre-defined cultural classification (i.e., francophones, anglophones, Chinese, and 

Indigenous). A combined analysis with a sample that includes people who identify with multiple 

different cultures would provide for a more robust and potentially generalizable result. 

The purposes of this Study were to evaluate 1) the Scale’s factor structure, 2) reliability 

(i.e., internal consistency) and 3) convergent validity by assessing the associations between the 

Cultural Identity Clarity Scale and the screening diagnoses of depression and anxiety. These 

analyses were conducted with a sample of students in a Canadian postsecondary institution. 

Methods 

Participants and procedures 

Queen’s University is a large post-secondary institution located in Kingston, Ontario, 

Canada. The University has a diverse body of students that comprises approximately 10 and 

25% of undergraduate and graduate students who are international (Queen’s University at 

Kingston, 2021a). Approximately 25% self-identified as being a member of a visible minority 

group; the highest group being Chinese (42%) and South Asian (22%) (Queen’s University at 

Kingston, 2021b). Included within these numbers are both international students and domestic 

students who identify as being multicultural. These students were the target population of this 

study. At the time of this study, Queen’s University had a total of 26,309 students (Queen’s 

University at Kingston, 2021a). 

In March 2021, 4,215 students were randomly sampled from the entire student body and 

invited to participate in a research project exploring the association between cultural identity 
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clarity and mental health status. The sample size was determined using a power calculation 

based on Cohen’s F distribution and hypothetical R2 values, which led us to the target sample 

size of 270. This number was then inflated assuming 20% response rate and 20% missing data 

rate. Because we had no way to screen for multi-culturalism, a larger number of students were 

sampled to account for the assumed lower proportion of multicultural self-identification. 

Participants were presented with a set of questionnaires, including the Cultural Identity Clarity 

Scale, which was available for completion only for participants that self-identified as being 

multicultural. At the end of the study period, 418 participants identified as being multicultural, 

and were, therefore, presented with the Cultural Identity Clarity Scale. 

This study was approved by the Health Sciences and Affiliated Teaching Hospitals 

Research Ethics Board (HSREB) at Queen’s University, clearance number 6031589. Consents 

were obtained electronically before the questionnaire was administered. Data were captured on 

the Qualtrics® online questionnaire platform. All responses were de-identified, and identifiable 

information was stored separately from the main questionnaire responses. 

Measures and variables 

The Cultural Identity Clarity Scale (Usborne & Taylor, 2010). The purpose of the Scale 

was to measure an individual’s sense of collective identity clarity for those who have been 

exposed to more than one culture. The Scale consists of 8 statements relating to how a 

multicultural person feels about the membership of their cultural group. The responses are 

based on an 11-point agreement scale, and the score for each participant was calculated using 

the sum of all eight items, ranging from 0 – 10. The Developers were able to demonstrate good 

internal consistency across the items (Cronbach’s alpha = 0.86). Test-retest reliability was not 

assessed in the original study. Items 1 to 7 were reverse coded, and the possible composite 

scores ranged from 0 to 80. A higher score indicates a clearer sense of ones’ cultural identity, 

while a lower score indicates a less clear cultural identity. 
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Mental health status. Given that one of the key findings in the original article was that 

cultural identity clarity was associated with subjective well-being (Usborne & Taylor, 2010), we 

sought to use scales that are similar in concept to psychological well-being as our validation 

scales. Usborne and Taylor used the Janis–Field Feelings of Inadequacy Scale, the Positive 

and Negative Affect Schedule, and the Satisfaction With Life Scale (Usborne & Taylor, 2010). In 

this study, the Patient Health Questionnaire 9 (PHQ-9) and the General Anxiety Disorder Scale 

7 (GAD-7) were used. 

Both scales asked respondents if and how often they experienced symptoms of 

depression and anxiety in the past 2 weeks on a 4-point Likert scale of frequency. Based on the 

scores, the questionnaires categorized respondents into those screened as potentially positive 

or negative for the disorders. Both questionnaires have been used extensively in mental health 

research and are often used as screening tools for these disorders. The two Scales have more 

than 80% sensitivity and specificity (Kroenke et al., 2001; Spitzer et al., 2006). The PHQ-9 has 

excellent internal consistency (Cronbach’s alpha = 0.89), and excellent test-retest reliability 

(Interclass correlation = 0.84) (Kroenke et al., 2001). The GAD-7 has excellent internal 

consistency (Cronbach’s alpha = 0.92), and good test-retest reliability (Interclass correlation = 

0.83) (Spitzer et al., 2006). 

Age, gender, enrolment information, and cultural information (country of birth, time spent 

in Canada, background cultures, and self-identification as a member of a visible minority group) 

were also included in the analyses. 

Analyses 

Missing data analyses and imputations. All 418 responses were analyzed for patterns 

of missing data. Characteristics of complete and non-complete responders in the Cultural 

Identity Clarity Scale were compared using the Analysis of Variance (ANOVA) or Chi-squared 

test. Responses with less than 80% of the items completed (n = 47) were removed from further 

imputations and psychometric analyses. Missing data patterns were evaluated using missing 
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percentages for each item. Multiple imputations using predictive mean modelling with 5 

imputations and 50 iterations were used for non-complete responses, and the final results were 

used in all further psychometric analyses. 

Factor structure analyses. Confirmatory factor analysis was used to determine the 

association between the items in the Cultural Identity Clarity Scale and the hypothesized cultural 

identity clarity factor based on factor loadings. Bartlett’s sphericity test and the Kaiser-Meyer-

Olkin test were used to determine the dataset’s suitability for factor analysis. Based on the 

previous psychometric work conducted by the originators, we expected a single factor solution. 

However, a two-factor model was also explored as well as an additional sensitivity analysis. 

Assessments of reliability and convergent validity. 

Internal consistency of the Cultural Identity Clarity scale was assessed using Cronbach’s 

alpha. The sum of all items was calculated for each response based on the suggestions from 

the original developers of the scale. Normality was assessed using the Shapiro-Wilk test.  

Convergent validity was assessed in two ways. Firstly, the composite scores of the 

Cultural Identity Clarity scale were correlated with the scores for depression and anxiety 

screenings from the Patient Health Questionnaire 9 and the General Anxiety Disorder scale. 

Secondly, the participants were categorized into two groups based on the cut-off point of the 

two screening scales: one as being positively screened for either depression or anxiety, and the 

other being having tested negative. The differences between the two groups of participants 

were then compared using the Analysis of Variance. 

All analyses were performed using R statistical software version 4.0.5. 

Results 

Sample characteristics and missing data analyses 

Table 3-1 summarizes the characteristics of the 418 students self-identified as being 

multicultural. The distribution of self-identified cultural backgrounds roughly mirrored that of 

Queen’s University students. Apart from Canadian, the background cultures with the highest 
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counts were Chinese, Indian, and American. The sample included higher proportions of 

domestic and undergraduate students. Three-hundred-and-ninety-four students completed at 

least one item in the Cultural Identity Clarity scale: 316 were complete responders, while 55 

completed at least 80% of the 8 items. With the exception of self-identification as a member of a 

visible minority group, there was no significant difference in other characteristics between 

complete (316), and incomplete and non-responders (102) (Table 3-1). 

Only complete responders and responders with at least 80% completion rate on the 

Cultural Identity Clarity scale were selected for further analyses. This essentially meant that, for 

non-complete responses, only those with one missing item were included. This led to the total 

sample size of 371. Item 5, Sometimes I think I know other cultural groups better than I know 

my group, and Item 7, If I were asked to describe my cultural group, my description might end 

up being different from one day to another day, had the missing percentages of 1.9 and 1.6%, 

while the rest had a missing percentage of less than 0.5%. Multiple imputation using predictive 

mean modeling with 5 imputations and 50 iterations was performed on these responses. The 

broken-down means and standard deviations, as well as the missing percentages for each item 

were presented in Table 3-2. 

Factor structure 

The imputed dataset was considered adequate for factor analysis, with 0.83 measure of 

sampling adequacy and the χ2
(degrees of freedom, df = 28) value of 884.73 (p-value < 0.01) from the 

Kaiser-Meyer-Olkin and Bartlett’s sphericity tests. Following a confirmatory factor analysis 

assuming one underlying factor, the Chi-square goodness-of-fit test indicated a significant 

amount of discrepancy between our data and the final model (χ2
(df = 20) = 170.7, p-value < 0.01), 

however this could be from our relatively large sample size. The model was able to account for 

43.80% of the observed variance. Factor loadings for each item ranged from 0.35-0.83, and 

correlations between items ranged from 0.06-0.70. All items were retained for further analyses. 
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The two-factor solution had a similar fitness property (χ2
(df = 13) =190.81, p-value < 0.01). 

The eigenvalues for factors 1 and 2 were 3.5 and 1.1. Factor loadings decreased in the two-

factor model for the majority of the items, with Item 8 in particular had a negative factor loading. 

Item 3 yielded an ambiguous categorizing result, with loading factors of 0.31 and 0.38 for the 

two underlying factors. By looking at the items for the two factors, it was not clear if the items in 

each factor grouped together well in any meaningful way. Neither did the two factors carry any 

obvious underlying sub-themes with their grouped items. 

Table 3-3 presents the factor loadings for each item for both the one- and two-solution 

models. 

Reliability and Validity 

The Cronbach’s alpha coefficient for the 8 items was 0.81 (95%CI = [0.77, 0.83]). The 

composite score of all items had a mean of 51.03 (std. dev. = 13.03) and was normally 

distributed (Shapiro-Wilk test: W = 0.99, p-value = 0.14). 

The composite scores were moderately and inversely correlated with the Patient Health 

Questionnaire and the General Anxiety Disorder scale. The Pearson’s correlation coefficients 

were -0.33 (p-value < 0.01) and -0.34 (p-value < 0.01) Therefore, students who had higher 

levels of depression and anxiety were less clear of their cultural identity. A suggested two-level 

criterion was used to categorize the sample into “consider major or other depressive disorder” 

and “no depressive disorder” (Kroenke et al., 2001). The average score for those negative for 

depression disorder was significantly higher, with the difference of 6.89 (F(df = 1, 332) = 4.83, p-

value < 0.01). A similar criterion for anxiety disorders was also used, and, on average (Spitzer 

et al., 2006), those negative for anxiety disorder scored 7.12 higher than those screened 

positive for any anxiety disorder (F(df = 1, 331) = 4.88, p-value < 0.01). Figure 3-1 displays the violin 

plots comparing the distributions of these scores based on the participants’ screening status. 
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Discussion 

The objectives of this Study were to assess the Cultural Identity Clarity Scale’s factor 

structure, reliability and convergent validity using a sample of multicultural postsecondary 

students at Queen’s University in Kingston, Ontario, Canada. 

Following our confirmatory factor analysis, the single-factor model had a relatively good 

fit. All but one item had a factor loading above 0.4—a threshold level generally accepted by 

most literatures and guidelines on conducting a factor analysis (Knekta et al., 2019; Schmitt, 

2011; B. Williams et al., 2012; Young & Pearce, 2013). Item 8, In general, I have a clear sense 

of what my cultural group is, had a lower factor loading of 0.35. As a result, we omitted Item 8 

and re-performed our analyses (data not shown here). We found that the omitted version did not 

change the performance of the Scale significantly. The factor structure for a single-factor 

solution did not change (χ2
(df = 14) = 152.6, p-value < 0.01). The omitted version yielded a similar 

Cronbach’s alpha of 0.82 (95%CI = [0.79, 0.85]). In order to be consistent with the previous 

literature, we decided to retain Item 8 for all of our main analyses and results and consider it as 

part of the Cultural Identity Clarity Scale for future uses in our project. 

Another confirmatory analysis with two underlying factors were also conducted as a part 

of our sensitivity analysis. However, the model did not perform better than the single-factor 

model. The factor loadings for other items decreased overall, and there were interpretability 

issues for the two factors as well. The single-factor model was then concluded to be a better 

solution for our factor structure. 

The Scale had good internal consistency, which was one of the indicators for reliability, 

and this finding agreed with the original study of the Scale. In terms of convergent validity, our 

Study was able to establish the Scale’s associations with the two most common mental health 

problems among postsecondary students, by way of their screening tests—depression and 

anxiety. We found statistically significant moderate correlations between the composite scores 

of the Cultural Identity Clarity Scale and those of the Patient Health Questionnaire 9 and of the 
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General Anxiety Disorder Scale 7. Students with higher cultural identity clarity reported fewer 

symptoms of depression and anxiety on the respective screening questionnaires. Both of our 

and previous findings from the Scale Developers pointed to a similar direction, i.e., that unclear 

cultural identity clarity was associated with mental health. 

The relationship between one’s perception of oneself and psychological well-being has 

been extensively studied since the 1990s as a result of a resurgence interest in the study of 

self-concept itself in the field of social psychology (Eromo & Levy, 2017). Self-concept includes 

elements that make up a person’s self and are further categorized into 3 components: ideal self, 

public self, and true self (Campbell, 1990; Light, 2018; Rogers, 1959). Not only having a positive 

self-perception was associated with better mental health, but also the clarity of such perception. 

A clear self-concept led to higher self-esteem (Campbell, 1990; Nezlek & Plesko, 2001; Wong et 

al., 2016), better mental health status (Na et al., 2018; Richman et al., 2016), and happiness. 

Cultural identity represents self-concept that stems directly from collective environments 

surrounding an individual (Taylor & Usborne, 2010). Similar to self-concept as a whole, the 

clarity of cultural identity has also been linked with self-esteem and psychological well-being 

(Usborne & Taylor, 2010). There have been a number of both empirical and theoretical studies 

that looked at the pathways and effects of cultural identity (Bhui et al., 2005; Cruwys et al., 

2014; Mossakowski, 2003; Postmes et al., 2019). We were able to identify some studies that 

looked at a specific cultural group identity and measured the degrees of group identification and 

their association with mental health outcomes. For example, a study conducted in North New 

Zealand showed that youths with a stronger Māori identity had better well-being (A. D. Williams 

et al., 2018). Vaswani found that cultural identity clarity was able to reduce negative effects of 

rejection sensitivity on life satisfaction among the Latin immigrant community in Canada 

(Vaswani et al., 2020). Theoretically, it has been suggested that the association between 

cultural identity clarity and mental well-being was through self-concept clarity itself, and the 

original scale’s study was able to confirm this through mediation analyses and using life 
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satisfaction as a proxy for well-being (Usborne & Taylor, 2010). The results of our study pointed 

in the same direction and added to the general knowledge that poor cultural identity clarity was 

also associated with serious symptoms of depression and anxiety. 

One of the unique aspects of our validation study was that we included participants from 

any cultures. Most studies have focused on the strength of a single cultural identity and its 

effects. Apart from giving some examples to help participants understand the context of the 

survey, we did not give participants any specific definitions of cultures. Neither did we force 

participants to select their cultural group based on pre-defined cultural categories, rather we 

provided open-ended spaces for participants to self-identify their cultural identity. In our opinion, 

this approach fits better with the Canadian multicultural context where it was difficult to define a 

multicultural member of the Canadian society as having come from a single cultural 

background. This also allowed us to make conclusions about cultural identity clarity more 

broadly. 

Our study also contained certain methodological and conceptual limitations. Our 

participants included only postsecondary students, which is only a part of the multicultural 

Canadian population. This limits our ability to generalize to a larger context. However, given the 

complexity and the level of English used in this self-administered scale, we believed that 

postsecondary students were the best population for this psychometric assessment. Secondly, 

due to the nature of any cross-sectional study, and the dynamic nature of the screening tools 

that we used for depression and anxiety, we were not able to extract any temporal relationships 

between cultural identity clarity and mental illness status. Thirdly, we recognized the potential 

for selection bias as participation was voluntary and students with a cultural identity issue or 

living with a mental illness might have been more likely to participate. However, we expected 

this bias to be minimal, especially for the convergent validity analyses, as we did not suspect 

the self-selection process to be strongly associated with both cultural identity and mental health 

status at the same time. Lastly, we were not able to test for self-concept clarity, which itself was 
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a strong mediator between cultural identity clarity and psychological well-being. However, even 

without a mediation study, we still were able to establish this association. 

We conclude that the single-factor model of the Cultural Identity Clarity Scale worked 

well among the postsecondary sample at Queen’s University. The Scale had good internal 

consistency and there was evidence of convergent validity to depression and anxiety scales.
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Table 3-1 

Participants’ demographics 

 
Complete responses Missing at least one item Test 

Statistic p-value 
(n and % or std. dev) (n and % or std. dev) (df) 

Total expected sample (418) 316 75.6% 102 24.4%    

Enrolment variables        

 Domestic students 180 57.0% 55 53.9% Chi-square test (1) 0.18 0.67 

 Undergraduate 191 60.4% 44 43.1% 

Chi-square test (3) 2.89 0.41 

  Year 1 47 14.9% 14 13.7% 

  Year 2 53 16.8% 15 14.7% 

  Year 3 48 15.2% 9 8.8% 

  Year 4 or over 43 13.6% 6 5.9% 

 Graduate 122 38.6% 45 44.1% 

Chi-square test (1) 1.59 0.21   Master’s level 85 26.9% 26 25.5% 

  Doctoral level 37 11.7% 19 18.6% 
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Complete responses Missing at least one item Test 

Statistic p-value 
(n and % or std. dev) (n and % or std. dev) (df) 

Demographic variables       

 Age (years) 24.15 7.5 25.48 8.5 ANOVA (1,402) 2.06 0.15 

 Gender        

  Female 112 35.4% 34 33.3% 

Chi-square test (3) 0.01 0.93 

  Male 191 60.4% 55 53.9% 

  Transgender 8 2.5% 0 0.0% 

  Other 2 0.6% 0 0.0% 

 Sexual orientation        

  Heterosexual 234 74.1% 69 67.7% 

Chi-square test (2) 1.24 0.27   Homosexual 7 2.2% 3 2.9% 

  Other 60 19.0% 10 9.8% 
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Complete responses Missing at least one item Test 

Statistic p-value 
(n and % or std. dev) (n and % or std. dev) (df) 

Cultural variables        

 Born outside of Canada 112 35.4% 36 35.3% Chi-square test (1) < 0.01 1.00 

  Time having spent in Canada if born 

outside of Canada (years) 
6.5 7.5 4.26 4.5 ANOVA (1, 205) 3.71 0.06 

 Self-identified as a visible minority 181 57.3% 39 38.2% Chi-square test (1) 4.94 0.03* 

 Number of identified background culture(s)      

  1 1 0.3% 4 3.9% 

Chi-square test (2) 1.30 0.25   2 245 77.5% 79 77.5% 

  3 or more 70 22.2% 16 15.7% 

 Identified background cultures      

  Canadian 370  288     

  Chinese 138  12     

  Indian 42  1     

  American 26  13     

  Iranian 17  1     

  Others 267  5     
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Note. Table 3-1 describes the characteristics of our participants with complete and missing responses. The differences among the 

two groups for each set of characteristics were measured using the analysis of variance (ANOVA) and the Chi-squared test for 

numerical and categorical variables, respectively. 

n = number of participants 

std. dev. = sample standard deviation 

df = degrees of freedom 

* = p-value < 0.005 
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Table 3-2 

Missing percentages, means and standard deviations for each item on the Cultural Identity Clarity Scale before and after imputations 

 Item Missing 
percentage 

Original Imputation 

Mean (Std. dev.) Mean (Std. dev.) 

1 
My beliefs about my cultural group often disagree with one another. 

(reversed) 
0.3 6.34 2.39 6.24 2.33 

2 
On one day I might have an opinion of my cultural group and on 

another day I might have a different opinion. (reversed) 
0.3 6.27 2.52 6.17 2.51 

3 
I spend a lot of time wondering about what kind of society my 

cultural group really is. (reversed) 
0.5 5.81 2.74 5.73 2.71 

4 
Sometimes I feel that my cultural group is not really the society that 

it presents itself to be. (reversed) 
0.5 5.55 2.66 5.50 2.63 

5 
Sometimes I think I know other cultural groups better than I know 

my group. (reversed) 
1.9 6.88 2.58 6.85 2.59 

6 
My beliefs about my cultural group seem to change very frequently. 

(reversed) 
0.5 7.23 2.35 7.19 2.36 

7 
If I were asked to describe my cultural group, my description might 

end up being different from one day to another day. (reversed) 
1.6 6.6 2.61 6.63 2.60 

8 In general, I have a clear sense of what my cultural group is. 0.5 6.93 2.46 6.73 2.37 

 Total 50.77 13.18 51.03 13.03 

 

Note. Table 3-2 compares the means and standard deviations for each item on the Cultural Identity Clarity Scale after multiple 

imputations using predictive mean modeling with 5 imputations and 50 iterations. 

 std. dev. = sample standard deviation 



 

 63 

Table 3-3 

Imputation results with factor loadings 

 Item 

Factor loadings 

One factor model Two factor model 

Factor 1 Factor 1 Factor 2 

1 My beliefs about my cultural group often disagree with one 
another. (reversed) 0.58 0.12 0.70* 

2 On one day I might have an opinion of my cultural group and on 
another day I might have a different opinion. (reversed) 0.78 0.65* 0.45 

3 I spend a lot of time wondering about what kind of society my 
cultural group really is. (reversed) 0.64 0.14 0.77* 

4 Sometimes I feel that my cultural group is not really the society 
that it presents itself to be. (reversed) 0.68 0.21 0.75* 

5 Sometimes I think I know other cultural groups better than I 
know my group. (reversed) 0.49 0.38* 0.31 

6 My beliefs about my cultural group seem to change very 
frequently. (reversed) 0.83 0.73* 0.45 

7 
If I were asked to describe my cultural group, my description 
might end up being different from one day to another day. 
(reversed) 

0.80 0.79* 0.34 

8 In general, I have a clear sense of what my cultural group is. 0.35 0.73* -0.24 

Eigenvalues 3.5 3.5 1.1 

 

Note. Table 3 summarizes the factor loadings for one-factor and two-factor solutions. 

 * = the higher factor loading in the two assumed factors for the two-factor solution 
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Figure 3-1 

Distributions of participants’ cultural identity clarity scores based on their screening results

 

Note. The violin plots show the distributions of the cultural identity clarity composite scores based on whether a participants tested 

positively or negatively on the two screening tests for depressive and anxiety disorders. The horizontal and vertical lines represent 

the means and standard deviations for each sub-sample. The cultural identity clarity score differences between those screened 

positive and negative for each disorder were statistically significant (F(df = 1, 332) = 4.83, p-value < 0.01 and F(df = 1, 331) = 4.88, p-value < 

0.01 for depressive and anxiety orders, respectively. 
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Chapter 4 

Association between cultural identity clarity and psychological distress: 

a cross-sectional study among post-secondary students 

Abstract 

Objective 

Cultural identity clarity is the extent to which multicultural individuals have a clear sense 

of who they are culturally and has previously been associated with psychological well-being. 

Most studies in the past often categorized their samples into a single pre-defined ethnocultural 

group, ignoring the nature of multicultural experiences, which includes the concept of individual 

cultural identity clarity. The objective of this study was to explore the association between 

cultural identity clarity and psychological distress among multicultural and monocultural 

individuals. 

Methods 

Using a sample of 750 post-secondary students in an ethnoculturally diverse institution 

located in Ontario, Canada, we conducted a campus-wide survey and examined the association 

between cultural identity clarity and psychological distress using modified Poisson regression 

models with a robust error variance among students that identified themselves as multicultural. 

We also looked at how different levels of cultural identity clarity were associated with 

psychological distress by comparing the risk of psychological distress with monocultural 

students. 

Results 

Cultural identity clarity was associated with the risk of psychological distress. 

Specifically, students with a clearer sense of who they were culturally had a lower risk of 

psychological distress (Risk ratio 0.84; 95% confidence interval 0.78 to 0.90). Furthermore, 

using monocultural students as a reference group, multicultural students who were least clear in 

their cultural identity had an elevated risk of psychological distress, while those who were 
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clearest had a decreased risk (Risk ratios 1.35 and 0.72; 95% confidence intervals 1.11 to 1.64 

and 0.53 to 0.98, respectively). 

Conclusion 

Our findings add to the knowledge surrounding cultural determinants of mental health 

and support using a culturally sensitive approach that encourages individual cultural identity 

acceptance to promote mental well-being on post-secondary campuses. 
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Introduction 

Culture has long been associated with many aspects of psychological well-being. Past 

studies were able to contrast prevalence and rates of mental health outcomes and behaviours 

among different ethnocultural groups, especially when comparing these rates across nations 

(Office of the Surgeon General (US); Center for Mental Health Services (US); National Institute 

of Mental Health (US), 2001). Ethnocultural context has also been found to play a role in the 

causation of depression and anxiety disorders (Weissman et al., 1996), coping styles (Inman & 

Yeh, 2007; Office of the Surgeon General (US); Center for Mental Health Services (US); 

National Institute of Mental Health (US), 2001), and even treatment-seeking behaviours (Office 

of the Surgeon General (US); Center for Mental Health Services (US); National Institute of 

Mental Health (US), 2001; Shim et al., 2009; Singh et al., 2015). These relationships have 

traditionally been established by categorizing individuals into a single ethnocultural group based 

on political boundary, race, or ethnicity. However, in a highly multicultural society, this 

classification fails to account for those who might be under the influence of more than one 

culture. 

Multicultural individuals often negotiate between the different cultures that they have 

been exposed to in order to develop their sense of cultural self (Ying-yi Hong & Khei, 2014; Ying 

yi Hong et al., 2016), and the clarity of such cultural self is cultural identity clarity (Taylor & 

Usborne, 2010; Usborne & de la Sablonnière, 2014). While there is no single definition of what 

constitutes a culture, generally, culture is a pattern of shared learned behaviours and beliefs, 

which are unique and vary across societal groups (Center for Advanced Research on Language 

Acquisition University of Minnesota, 2020; Ying-yi Hong & Khei, 2014). The process through 

which a person learns these shared patterns of a culture—ultimately leading to behaviours—is 

sometimes called a cultural process (Ying-yi Hong & Khei, 2014). A multicultural person repeats 

this cultural process as they are exposed to different cultures and develops their own cultural 

identity. Conflicts arise when these cultural identities contradict one another (Deaux & 
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Verkuyten, 2014). Cultural identity clarity is the extent that a person’s self is clearly defined. 

Cultural identity affects a person’s self-construct and well-being as well, and, especially for a 

multicultural individual,(Taylor & Usborne, 2010) having a clearer cultural identity is correlated 

with a clearer general sense of self and higher self-esteem (Usborne & Taylor, 2010). 

Canadian universities have become increasingly ethnically multicultural in the past 

decade since the mid 2010s (Government of Canada, 2014). From 2009 to 2019, the number of 

international students tripled to over 300,000. International students account for over 50% of 

enrolment growth among post-secondary institutions (Statistics Canada, 2020). Apart from 

international students, the multicultural nature of universities is also a product of Canada’s 

society becoming more diverse through policies that promote immigration and multiculturalism. 

As a result, these two groups of students have made Canada’s educational institutions among 

the most diverse in the world. With this growth came a widening gap in understanding the 

thoughts and behaviours among these multicultural individuals, including how they interact with 

the nature of post-secondary campuses and how these interactions affect multicultural students’ 

physical and psychological well-being. 

Anxiety and depression are two of the most prevalent conditions in the post-secondary 

settings. The National College Health Association reported that 18.4% of university-level 

Canadian students were diagnosed or treated for anxiety within a given year (American College 

Health Association, 2016; Humphrys & Dods, 2016). Up to 9% of college students in the United 

States meet the clinical criteria for depression (Ibrahim et al., 2013; Pedrelli et al., 2015), while 

in Canada, the 12-month prevalence for depression diagnosis or treatment was reported at 

14.7% (American College Health Association, 2016). In 2016, one-quarter of Canadian post-

secondary students reported feeling hopeless in the past 2 weeks alone (American College 

Health Association, 2016). 

One of the research gaps we identified was that the typical ethnocultural classification 

system did not align with the nature of multicultural experiences, nor was it able to explore 
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individual psychological factors, specifically ethnocultural identity and its clarity, which have 

been shown to be related to psychological well-being. Instead of using cultural group as an 

independent variable alone, we wanted to also focus on one’s cultural identity clarity and its 

association with psychological distress among multicultural individuals using a sample of post-

secondary students. 

With the focus on ethnocultural identity, the objective of this study was to explore the 

association between cultural identity clarity and psychological distress among multicultural 

individuals using those who were monocultural as a reference group. We hypothesized that 

individuals who were clearer on who they were culturally would experience a lower risk of 

psychological distress. 

Methods 

Participants and procedures 

 Queen’s University is a large post-secondary research institution in Kingston, Ontario, 

Canada. Queen’s student body is culturally diverse, with over 25% of its students self-identifying 

as being a member of a visible minority group (Queen’s University at Kingston, 2021a). The 

University also has a sizable number of international students: 10% and 25% in the 

undergraduate and graduate levels respectively (Queen’s University at Kingston, 2021b). 

Moreover, these numbers do not account for Canadian students who also consider themselves 

to be multicultural, which we believe reflect the current multicultural nature of Canadian society. 

At the time of our survey, 26,309 students were enrolled at Queen’s; all of which were our 

population of interest (Queen’s University at Kingston, 2021a). 

 In March 2021, 4,215 students were randomly sampled from the entire student body and 

invited to participate in our survey. Our sample size was determined using a power calculation 

based on Cohen’s F distribution and different hypothetical R2 values (Cohen, 1988; Selya et al., 

2012). This led to the target sample size of 270. We inflated this sample size assuming 20% 

response rate and 20% missing data rate. We then divided our sample proportionally by the 
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number of undergraduate/graduate and domestic/international students. Since we did not have 

a prior measurement on multicultural self-identification, we further inflated the number of 

domestic students, assuming that there would be a lower proportion of multicultural students in 

this group. All participants who consented were presented with the questionnaires that asked for 

their demographic information and screened for depressive and anxiety disorders. We also 

asked participants if they identified themselves to be multicultural. If they did, they would also be 

presented with an additional set of questionnaires that explored their cultural identities and 

cultural identity clarity. 

 This study was approved by the Health Sciences and Affiliated Teaching Hospitals 

Research Ethics Board at Queen’s University, clearance number 6031589. 

Measures and variables 

Main exposures: multicultural identity and cultural identity clarity. All participants 

were asked if they self-identified as being multicultural. In the survey package, they were 

presented with examples of how a person might consider themselves as ethnically multicultural 

(e.g., they live in a different country than the one in which they were born, they grew up with an 

influence of another culture other than the dominant culture of their larger society). 

 A questionnaire that was presented to multicultural participants was the Cultural Identity 

Clarity Scale. This 8-item scale was developed by Usborne and Taylor in 2010 and measures 

an individual’s sense of collective identity clarity for those who have been exposed to more than 

one culture (Usborne & Taylor, 2010). Participants were asked to rate their agreement of each 

statement on a scale of 0 to 10. An average score for these eight statements was calculated. 

The higher the score meant that the respondent was clearer on who they were culturally. In 

addition to using the average, we also divided our participants based on the quartiles of their 

average score—Quartiles 1, 2, 3, and 4. Quartile 1 represented the lowest cultural identity 

clarity score average. 
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 The Cultural Identity Clarity Scale had good internal consistency (Cronbach’s alpha = 

0.86) (Usborne & Taylor, 2010). In a separate analysis, we were also able to demonstrate that 

the scale performed well under a single-factor solution. The scale and its items were listed 

under Appendix B. 

Main outcome: psychological distress. Psychological distress was defined as having 

fit the screening criteria for depression or anxiety using the Patient Health Questionnaire 9 and 

the General Anxiety Disorder Scale 7. Both scales ask respondents if and how often they have 

experienced symptoms of depression and anxiety in the past two weeks on a 4-point Likert 

scale of frequency. Respondents are classified into two categories (i.e., consider major or other 

depressive disorder, negative) for the Patient Health Questionnaire 9, and also two categories 

(i.e., negative, positive) for the General Anxiety Disorder Scale 7. The items and conditions 

needed to fulfill these categories for both scales were listed in Appendix B. For each respective 

scale, their cut-off points have high sensitivity and specificity—over 80% for both parameters 

and both scales (Kroenke et al., 2001; Spitzer et al., 2006). The Patient Health Questionnaire 9 

and General Anxiety Disorder Scale 7 had excellent internal consistency (Cronbach’s alphas = 

0.89 and 0.92) and test-retest reliability (interclass correlation = 0.84 and 0.83) (Kroenke et al., 

2001),(Spitzer et al., 2006). Both scales have been used extensively in both research and 

clinical settings as screening tests for the two disorders. 

Other covariates. Information on age, gender, sexual orientation, enrolment level, 

international enrolment, visible minority status, and individual’s background cultures were 

collected at the same time of the survey. Although many non-binary responses for gender and 

sexual orientation, including write-in options, were given to participants, due to power 

considerations, gender was collapsed into male, female, and others, and sexual orientation was 

collapsed into heterosexual, and others. 

Multicultural participants were asked to freely write down any cultures that they identified 

with, without restrictions. The cultures were collapsed into a larger unit based on the United 
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Nations geoscheme (devised under the United Nations Department of Economic and Social 

affairs), which subdivides the world into 22 subregional groups based on locations and cultural 

similarities (United Nations Department of Economic and Social Affairs, 2019). Depending on 

the number of responses that we received, some of these subregional groups were also 

combined to form a larger regional group or continent. 

Each of the cultural categories was transformed into a binary variable, with positive and 

negative as their values. For example, a participant that self-identified as Chinese and Canadian 

would be considered positive for two binary variables titled Eastern Asia and Northern America 

and negative for all other cultural variables. 

Analyses 

Missing data analyses and imputations for the Cultural Identity Clarity Scale. First, 

patterns of missing data were displayed and analyzed. The characteristics of complete and 

incomplete responders were compared and tested for any non-random missing pattern (i.e., 

missingness was associated with one of our covariates). We only included those with over 80% 

response rate on the Cultural Identity Clarity Scale for multiple imputations using responses 

within the Cultural Identity Clarity Scale to perform predictive mean modelling with 5 imputations 

and 50 iterations. These participants were included for all further analyses. 

Association between cultural identity clarity and psychological distress. A 

modified Poisson regression with robust error variance was used to estimate the relative risk of 

a positive screening result for all covariates. The technique has been recommended for the 

estimation of relative risk for a binary outcome study with a high outcome prevalence when the 

rare outcome assumption for a logistic regression cannot be met (Zou, 2004). A two-step 

approach was used to explore the associations. First, multiple unadjusted models were explored 

for each covariate. Cultural identity clarity was explored both as a continuous numeric variable, 

and as quartiles. Then, an adjusted model with all variables was then developed. 
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Association between monocultural identity, cultural identity clarity, and 

psychological distress. Monocultural participants were then included in the model. 

Participants were categorized into 5 categories: 1) monocultural, 2) multicultural with the cultural 

identity clarity score in the first (lowest) quartile, 3) second quartile, 4) third quartile, and 5) 

fourth quartile. A parsimonious modified Poisson model was developed using the Akaike-

information-criterion backward elimination, and risk ratios were estimated using monocultural 

participants as the reference level. 

False-positive rate (α) was set at 5%. The deviance goodness-of-fit test for Poisson 

regression was used to test for model fit. Specifically, the test follows the Chi-squared 

distribution, with the null hypothesis suggesting that the model fit well with the data. All analyses 

were performed on R Statistical Software, version 4.1.0 with the following additional packages: 

mice (van Buuren & Groothuis-Oudshoorn, 2011), VIM (Kowarik & Matthias, 2016), psych 

(Revelle, 2021), lmtest (Achim Zeileis & Hothorn, 2002), sandwich (A Zeileis et al., 2020), and 

ggplot2 (Wickham, 2016). 

Results 

Sample characteristics 

 Figure 4-1 shows the flow of participants that formed our final sample for analysis. Of the 

750 responses we received (global response rate = 17.8%), 96 were excluded due to the 

following reasons: missing multicultural identification data (11), missing more than 20% on the 

Cultural Identity Clarity scale (79), and missing outcome data (6). This translated into a missing 

proportion of 13%. 

 Table 4-1 summarizes our participants in our final sample of 654 by first categorizing 

them based on their monocultural and multicultural self-identification. For the most part, the two 

groups had similar characteristics. Our multicultural sample had higher proportions of 

international students and members or a visible minority group. 
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 A total of 94 individual ethnocultural groups were reported in our survey. Excluding 

Canadian, the top reported cultures were Chinese, Indian, and American. All 94 cultures were 

accounted by having been categorized into 13 larger United Nations Geoscheme regions (Table 

4-2). 

 Forty-seven percent of the sample screened positive for either depressive or anxiety 

disorders, therefore they were considered psychologically distressed. There were no differences 

in the screening results patterns between monocultural and multicultural participants overall. 

 There were no statistically significant differences between participants without and with 

missing items on the Cultural Identity Clarity Scale, and we conclude that the missingness 

occurred at random. Among the responses that were included for imputations, all items had a 

missing percentage less than 2%. The average score on the Cultural Identity Clarity Scale 

slightly changed from 6.35 (s = 1.65) to 6.39 (s = 1.63) with imputations included. 

Cultural identity clarity and psychological distress 

 The unadjusted model suggested that for every one average score increase on the 

Cultural Identity Clarity Scale, the natural log of the risk ratio decreased by 0.20 (95% 

confidence interval [CI] = [-0.26, -0.13], p-value < 0.01). In other words, those who were clearer 

on who they were culturally were less likely to be psychologically distressed. We were also able 

to demonstrate a dose-response relationship between cultural identity clarity and psychological 

distress once we categorized the cultural identity clarity scores into quartiles. The risk ratio of 

having screened positive decreased from 1 to 0.85 to 0.53 from the 1st quartile (culturally least 

clear) to the 2nd, and the 1st to the 3rd and 4th, although we could only reject the null hypotheses 

that the risks were not different when we compared the 3rd and 4th quartiles to the 1st (p-values = 

0.19, < 0.01, and < 0.01). 

 In our unadjusted models, gender, sexual orientation, and enrolment level were also 

significantly associated with psychological distress. Having a non-binary gender, being non-
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heterosexual, and being an undergraduate student had an increased risk of psychological 

distress (RR: 1.89 [1.30, 2.75], 1.51 [1.21, 1.88], and 1.30 [1.00, 1.67], respectively). 

 For both the unadjusted and adjusted models, cultural identity clarity was similarly 

associated with the risk of psychological distress. All models had a good fit. Detailed findings 

are found in Table 4-2. 

Monocultural identity, cultural identity clarity and psychological distress 

With the risk of having screened positive among monocultural individuals set as the point 

of reference, cultural identity clarity was associated with psychological distress screening results 

differently. In our unadjusted model, those who were culturally unclear had a higher risk ratio of 

psychological distress than those who had a clearer sense of who they were culturally. Table 4-

3 presents risk ratios for each cultural identity clarity score quartile among multicultural 

individuals, compared to those who were monocultural. 

Discussion 

Under the ethnocultural context, our objective was to test for an association between 

cultural identity clarity and psychological distress, and our results confirmed this relationship. As 

one had a clearer sense of who they were culturally, the risk of having psychological distress 

decreased. The results also suggested a dose-response relationship. We found that individuals 

who were least clear on their cultural identity were at a higher risk of psychological distress—

higher than monocultural individuals. While those who were most clear on who they were 

culturally were at a lower risk—lower than their monocultural counterparts. There was no 

difference in the level of psychological distress risk among multicultural participants from the top 

two quartiles (i.e., the two groups that had the clearest sense of their cultural identity did not 

have different risk ratios). 

These findings agreed with other literature on cultural identity and its relationship with 

mental well-being. As part of a scale validation, Taylor and Usborne used the negative affect 

items from the Positive and Negative Affect Schedule (Crawford & Henry, 2004), and the score 
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on the Satisfaction With Life Scale (Diener et al., 1985) as variables representing negative 

mood and psychological well-being. They performed correlation tests between the two scales 

and the Cultural Identity Clarity Scale among Francophone Quebecers and Chinese North 

Americans and were able to establish small statistically significant correlation coefficients (0.21 

and 0.24) (Usborne & Taylor, 2010). Rahim conducted a similar study using a sample of 

bicultural adults in the Netherlands and found that higher cultural identity conflict was positively 

correlated with psychological problems, while negatively correlated with life satisfaction (Rahim 

et al., 2021). Upon looking at the broader self-concept clarity, of which cultural identity clarity is 

a part, self-concept clarity has also been positively associated with better well-being (Bigler et 

al., 2001; Light, 2018; Ritchie et al., 2011). Moreover, it has been theoretically hypothesized and 

tested that self-concept clarity might have a mediating role in the association between stress 

and well-being, as well as a relationship with self-esteem (Usborne & Taylor, 2010). All of these 

point to a similar direction that self-concept clarity and cultural identity clarity are associated with 

mental well-being. 

Although gender identity was not part of our main objective, we would also like to point 

out that our non-heterosexual sample demonstrated a higher risk of psychological distress in all 

of the adjusted and unadjusted models. One possible theory behind this phenomenon is the 

Minority Stress Theory, which suggests that sociocultural prejudice and discrimination are 

responsible for poor health outcomes (Meyer, 2003), including psychological outcomes, among 

members of minority groups. Our finding also aligns with other epidemiological studies focusing 

on gender and sexual orientation minorities. Lesbian, gay, and bisexual people are more likely 

to experience not only depression and anxiety, but also suicidality and substance abuse (King et 

al., 2008; Meyer et al., 2008; Polihronakis et al., 2021). Specifically in Canada, a report using 

the Canadian Community Health Survey data found that non-heterosexual Canadians were 

more likely to be diagnosed with depression or anxiety, more likely to have had suicidal 

thoughts, and less likely to have flourishing mental health (Gilmour, 2019). 
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 We believe that our results provided not only deeper knowledge to the field of social 

determinants of mental health, but also an implication for social policies in highly diverse 

settings. Acculturation—a process of transformation from one to another culture, in most cases, 

a more dominant one—can result in the loss of one’s cultural identity (Bhugra & Becker, 2005). 

These changes in themselves are stressful life events that can bring about several negative 

health outcomes (Yoon et al., 2013). A loss of cultural identity also leads to unclear self-identity, 

and we were able to establish in our study that this, too, can lead to psychological distress 

(Taylor & Usborne, 2010; Usborne & de la Sablonnière, 2014; Usborne & Taylor, 2010). In a 

highly diverse society, we should encourage multicultural individuals to know and accept who 

they are culturally. This might include individual-level approaches (e.g., encouraging people to 

explore their cultural heritage, stimulating cross-cultural conversations), or community-level 

approaches (e.g., enacting policies that explicitly promote and celebrate multicultural identity 

and acceptance). Post-secondary institutions might provide cultural-inclusive education, support 

cultural student groups, and increase cultural competency among faculty and staff. These 

suggestions apply not only to international students, but to multicultural domestic students as 

well. 

 Our study design had some unique aspects, but also some limitations that needed to be 

addressed. Instead of asking participants to culturally identify themselves with a strict set of 

selections, or restrict our participants to a single cultural group, we opted to use an open-ended 

approach that let our participants decide how they would like to be culturally defined. In our 

opinion, this approach fit better with the Canadian multicultural context where it would not be 

appropriate to classify a person into a single cultural background. Without cultural restrictions, 

we were also able to make conclusions about our results more broadly to other similar 

multicultural settings. The modified Poisson regressions also allowed us to establish risk ratios 

that were less biased and more interpretable than using logistic regressions. 
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 Our limitations were mainly in the study methods that we used. The use of a cross-

sectional design limited our ability to firmly establish a temporal relationship from cultural identity 

clarity to psychological distress. Our sample only included post-secondary students, making our 

results less generalizable to the larger general population in Canada. However, given the 

English language ability needed to complete the Cultural Identity Clarity Scale, we decided that 

using a university-level population would fit best with the scale and our objectives. Our global 

response rate was low, and this could affect our population representation and any prevalence 

estimation However, it was along the expected 20% response rate which we based on a similar 

campus-wide survey conducted at Queen’s University (Humphrys & Dods, 2016), and a low 

response rate would not necessarily affect the associations that we were trying to explore. 

Lastly, we recognized that selection bias might have an effect on our result as our survey was 

voluntary. Students who either have a psychological problem or felt strongly about their cultural 

identity might be more likely to self-select to participate. Despite this, we expected the effects to 

be minimal, as we did not suspect that the selection process was associated with cultural 

identity clarity and psychological distress at the same time. 

 In conclusion, in the ethnocultural context, cultural identity clarity was associated with 

psychological distress, specifically, the clearer one was culturally, the less risk associated with 

psychological distress they had. To reduce such risk, we recommend a policy approach that 

promotes multicultural students to know and accept who they are culturally, in contrast to a one-

way assimilation approach, especially in the Canadian post-secondary settings. 
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Figure 4-1 

Flow of participants 

 

 

 

Note. This flowchart summarizes the flow of participants from invitation to the final sample. All 

percentages were calculated using the number of participants immediately prior as the 

denominator.
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Table 4-1 

Participants’ demographics 

 

Multicultural sample Monocultural sample 

(N = 337) (N = 317) 

mean or n (s or %) 95% CI mean or n (s or %) 95% CI 

Demographic information       

 Age 24.1 (7.4) [23.33, 24.91] 23.4 (7.1) [22.64, 24.2] 

 Enrolment level       

  Undergraduate 203 (60.2%) [175, 231] 217 (68.5%) [188, 246] 

   Year 1 48 (14.2%) [34, 62] 49 (15.5%) [35, 63] 

   Year 2 59 (17.5%) [44, 74] 54 (17.0%) [40, 68] 

   Year 3 50 (14.8%) [36, 64] 53 (16.7%) [39, 67] 

   Year 4 and over 46 (13.6%) [33, 59] 61 (19.2%) [46, 76] 

  Graduate 130 (38.6%) [108, 152] 96 (30.3%) [77, 115] 

   Master's 89 (26.4%) [71, 107] 73 (23.0%) [56, 90] 

   PhD 41 (12.2%) [28, 54] 23 (7.3%) [14, 32] 

 International student       

  Domestic students 143 (42.4%) [120, 166] 289 (91.2%) [256, 322] 

  International students 194 (57.6%) [167, 221] 28 (8.8%) [18, 38] 

 Visible minority identification       

  Identified as a member of 
a visible minority group 191 (56.7%) [164, 218] 20 (6.3%) [11, 29] 

  No 146 (43.3%) [122, 170] 297 (93.7%) [263, 331] 
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Multicultural sample Monocultural sample 

(N = 337) (N = 317) 

mean or n (s or %) 95% CI mean or n (s or %) 95% CI 

 Gender       

  Male 118 (35.0%) [97, 139] 85 (26.8%) [67, 103] 

  Female 206 (61.1%) [178, 234] 220 (69.4%) [191, 249] 

  Transgender female 2 (0.6%) 

[4, 16]a 

0 (0.0%) 

[2, 12]a   Gender variant/non-
conforming 6 (1.8%) 6 (1.9%) 

  Other 2 (0.6%) 1 (0.3%) 

  Prefer not to answer 3 (0.9%)  3 (0.9%)  

 Sexual orientation       

  Heterosexual 251 (74.5%) [220, 282] 241 (76.0%) [211, 271] 

  Homosexual 7 (2.1%) 

[53, 85]b 

12 (3.8%) 

[49, 81]b 

  Bisexual 55 (16.3%) 43 (13.6%) 

  Asexual 4 (1.2%) 2 (0.6%) 

  Other 3 (0.9%) 8 (2.5%) 

  Prefer not to answer 12 (3.6%)  8 (2.5%)  
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Multicultural sample Monocultural sample 

(N = 337) (N = 317) 

mean or n (s or %) 95% CI mean or n (s or %) 95% CI 

Cultural information       

 Identified culture       

  Total identified cultures 94   8   

   Canadian 299 (88.7%)  285 (89.9%)  

   Chinese 112 (33.2%)  13 (4.1%)  

   Indian 35 (10.4%)  1 (0.3%)  

   American 21 (6.2%)  13 (4.1%)  

   French 13 (3.9%)  0 (0.0%)  

   Italian 13 (3.9%)  0 (0.0%)  

   Pakistani 13 (3.9%)  0 (0.0%)  

   Others 238 (70.6%)  4 (1.3%)  

 Cultural Identity Clarity Scale       

  Score 6.4 (1.6) [6.2, 6.55]    

  Q1 (lowest) 82 (24.3%) [64, 100]    

  Q2 86 (25.5%) [68, 104]    

  Q3 79 (23.4%) [62, 96]    

  Q4 90 (26.7%) [71, 109]    

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

      



 

 88 

 

Multicultural sample Monocultural sample 

(N = 337) (N = 317) 

mean or n (s or %) 95% CI mean or n (s or %) 95% CI 

Screening results       

 Patient Health Questionnaire 
9 

      

  Score 9.7 (6.9) [8.94, 10.42] 9.2 (6.6) [8.51, 9.97] 

  Consider major depressive 
disorder 97 (28.8%) [78, 116] 80 (25.2%) [62, 98] 

  Consider other depressive 
disorder 32 (9.5%) [21, 43] 34 (10.7%) [23, 45] 

  Negative 205 (60.8%) [177, 233] 195 (61.5%) [168, 222] 

 General Anxiety Disorder 
Scale 7 

      

  Score 8.0 (5.9) [7.36, 8.62] 8.0 (6.6) [7.29, 8.74] 

  Consider anxiety disorder 114 (33.8%) [93, 135] 116 (36.6%) [95, 137] 

  Negative 219 (65.0%) [190, 248] 199 (62.8%) [171, 227] 

 Positive or both depressive 
and anxiety disorders 85 (25.2%) [67, 103] 78 (24.6%) [61, 95] 

 Positive for depressive 
disorder only 31 (9.2%) [20, 42] 36 (11.4%) [24, 48] 

 Positive for anxiety disorder 
only 42 (12.5%) [29, 55] 38 (12.0%) [26, 50] 

 Negative 179 (53.1%) [153, 205] 160 (50.5%) [135, 185] 

 

Note. This table summarizes the characteristics of the participants in our final sample. The 95% 

confidence intervals were estimated using the z-distribution for numeric variables, and normal 

approximation of the Poisson distribution for categorical variables. 

 N, n = number of participants 

95% CI = 95% confidence interval 

 Q = quartile 

 a = Genders were re-categorized as “male”, “female”, and “others”. 

 b = Sexual orientations were re-categorized as “heterosexual”, and “others”. 
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Table 4-2 

Results from modified Poisson regressions among the multicultural sample 

Covariate n 
Unadjusted models Adjusted model 

RR 95% CI p-value RR 95% CI p-value 

Cultural Identity Clarity        

 Average score, per 1-
score increase 337 0.82 [0.77, 0.88] < 0.01a 0.84 [0.79, 0.9] < 0.01a 

 Quartile 1 (lowest) 82 (ref)      

 Quartile 2 86 0.85 [0.66, 1.09] 0.19    

 Quartile 3 79 0.53 [0.37, 0.75] < 0.01a    

 Quartile 4 90 0.53 [0.38, 0.74] < 0.01a    

Age, per 1-year increase 335 0.99 [0.97, 1.01] 0.38 1.00 [0.98, 1.01] 0.68 

Gender        

 Male 118 (ref)      

 Female 206 1.12 [0.87, 1.45] 0.37 1.06 [0.82, 1.35] 0.67 

 Others 10 1.89 [1.30, 2.75] < 0.01a 1.21 [0.78, 1.89] 0.40 

Sexual orientation        

 Heterosexual 251 (ref)      

 Others 81 1.51 [1.21, 1.88] < 0.01a 1.31 [1.03, 1.67] 0.03a 

Domestic/international status       

 International students 143 (ref)      

 Domestic students 191 1.03 [0.82, 1.29] 0.82 0.91 [0.71, 1.16] 0.44 

Member of a visible minority 
group 

      

 No 146 (ref)      

 Yes 191 1.09 [0.87, 1.38] 0.45 1.11 [0.84, 1.48] 0.46 
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Covariate n 
Unadjusted models Adjusted model 

RR 95% CI p-value RR 95% CI p-value 

Enrolment level        

 Graduate students 124 (ref)      

 Undergraduate students 213 1.30 [1.00, 1.67] 0.05a 1.22 [0.94, 1.59] 0.14 

Identified cultures        

 Africa 4 0.53 [0.10, 2.91] 0.46 0.60 [0.10, 3.62] 0.58 

 Asia        

  Eastern Asia 124 0.92 [0.72, 1.17] 0.48 0.68 [0.47, 0.97] 0.04a 

  Southeastern Asia 17 1.00 [0.60, 1.68] 0.99 0.77 [0.44, 1.34] 0.36 

  Southern Asia 71 1.19 [0.92, 1.53] 0.19 0.98 [0.69, 1.39] 0.91 

  Western Asia 23 1.02 [0.66, 1.59] 0.92 0.92 [0.59, 1.44] 0.72 

 Europe        

  Eastern Europe 16 1.36 [0.91, 2.02] 0.13 1.09 [0.70, 1.68] 0.71 

  Northern Europe 20 0.63 [0.32, 1.23] 0.18 0.68 [0.35, 1.29] 0.24 

  Southern Europe 26 0.98 [0.64, 1.51] 0.94 1.13 [0.75, 1.72] 0.56 

  Western Europe 20 0.73 [0.40, 1.35] 0.32 0.67 [0.38, 1.18] 0.16 

 North America        

  Caribbean 12 0.89 [0.45, 1.75] 0.72 0.69 [0.37, 1.29] 0.25 

  Central America 7 0.91 [0.38, 2.16] 0.84 0.60 [0.24, 1.46] 0.26 

  Northern America 309 1.10 [0.71, 1.72] 0.67 0.82 [0.53, 1.27] 0.37 

 South America 20 0.41 [0.17, 1.00] 0.05a 0.35 [0.12, 1.03] 0.06 
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Covariate n 
Unadjusted models Adjusted model 

RR 95% CI p-value RR 95% CI p-value 

Model fit  (Intercept-only model) Adjusted model 

 AIC  557.37 555.65 

 Residual deviance  239.36 203.65 

 Degrees of freedom  336 306 

 p-value (χ2 statistic)  > 0.99 > 0.99 

 

Note. Table 4-2 details all risk ratios and their 95% confidence intervals from our three models. 

The reference level for each variable is either indicated as (ref), or the lack of a responses (as in 

the case of the identified culture variables). Model fits were tested using the Deviance 

goodness-of-fit test for Poisson regression. 

 n = Sample size 

 RR = Risk ratio 

95% CI = 95% confidence interval 

a = p-value < 0.05
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Table 4-3 

Results from modified Poisson regression comparing monocultural individuals and different 

cultural identity clarity quartiles for multicultural individuals 

Covariate n 
Model 

RR 95% CI p-value 

Monocultural self-identification 371 (ref)   

Multicultural self-identification     

 Cultural identity clarity score     

  Quartile 1 (lowest) 82 1.35 [1.11, 1.64] < 0.01a 

  Quartile 2 86 1.14 [0.91, 1.43] 0.25 

  Quartile 3 79 0.71 [0.51, 0.99] 0.04a 

  Quartile 4 90 0.72 [0.53, 0.98] 0.03a 

Model fit  (Intercept-only model) 

 AIC  1080.60 

 Residual deviance  450.56 

 Degrees of freedom  649 

 p-value (χ2 statistic)  > 0.99 

 

Note. Table 4-3 summarizes the results of the unadjusted model exploring the risk ratios of 

having screened positive for depression or anxiety for different levels of cultural identity clarity 

score quartiles, with the risk among monocultural individuals as the reference level. 

 RR = Risk ratio 

 95% CI = 95% confidence interval 

 a = p-value < 0.05 
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Chapter 5 

Association between stigma of depression and ethnocultural identity: 

a cross-sectional study of a post-secondary student sample in Canada 

Abstract 

Objective 

Cultural group identity affects levels of stigma related to mental illnesses in their 

respective communities. Most past research categorized their participants into a single cultural 

group, ignoring the nature of a multicultural society where one person might be influenced by 

more than a single culture. We explored the association between multicultural identity, cultural 

group identity and stigma of depression. 

Methods 

Using a sample of 670 post-secondary students, we explored the association between 

multicultural identity (exposure) and public stigma of depression (outcome) using an ordinal 

logistic regression model. Among those who self-identified as being multicultural (367), we also 

performed another model looking at the association between students’ specific cultural groups 

(exposure) and public stigma of depression (outcome). 

Results 

Almost half of our participants endorsed at least one stigma misconceptions. 

Multicultural participants had 1.65 times (95%CI = [1.20, 2.26]) the odds of holding a higher 

level of stigma related to depression, compared to non-multicultural participants. We also found 

that international students who identified with a culture from Eastern or Southeastern Asia had 

3.39 times (95%CI = [1.07, 11.09]) the odds of having a higher level of stigma, compared to 

students who did not identify as such. 

Conclusion 

Stigma of depression is a public health concern in Canadian post-secondary institutions; 

however, it does not manifest uniformly across all cultural groups. We propose future studies 
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that explore specific mechanisms that drive up stigma among multicultural individuals. We also 

suggest a targeted culturally sensitive and specific anti-stigma program to students on campus. 
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Introduction 

 In the past decade, mental illness and poor psychological well-being have increasingly 

become a larger concern in post-secondary education settings across North America. A study 

conducted by the National College Health Association reported that 18.4% of post-secondary 

students were diagnosed or treated for anxiety in a given year (American College Health 

Association, 2016; Humphrys & Dods, 2016), and 9% met the clinical criteria for depression 

(Ibrahim et al., 2013; Pedrelli et al., 2015). These numbers did not include those who had 

psychological distress that did not meet diagnostic criteria, which accounted for an even larger 

proportion of students. For example, in 2016, a quarter of Canadian post-secondary students 

reported feeling hopeless in the past two weeks alone (American College Health Association, 

2016). 

 Stigma related to mental illnesses among the post-secondary communities is also a 

public health concern (Wada et al., 2019), and this has resulted not only in worsening 

psychological health among students, but also delayed and prevented distressed students from 

seeking out mental health care on campuses (Eisenberg et al., 2013; Keyes et al., 2012). 

Perceptions of mental illness among peers also affected whether a student might seek help 

(Chen et al., 2016). The nature of colleges and universities also contributed to promoting 

stigma. Academic pressure, high competition, and mistreatment of people living with a mental 

illness, for example, were often cited as the reason to conceal personal psychological problems; 

and such concealment perpetuates the stigma related to mental illness (Wada et al., 2019).  

The Canadian Mental Health Association broadly defines stigma as a negative 

stereotype; one that may also lead to discrimination (Canadian Mental Health Association 

(Ontario), n.d.). The specific definition for stigma, however, varies from one literature to another 

according to the contexts and fields of study. Using the Mental Illness Stigma Framework 

developed by Fox et al. in 2018 (Fox et al., 2018). stigma is divided based on two perspectives: 

that of the stigmatizers (public stigma), and that of the stigmatized (self-stigma). Public stigma 
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involves beliefs and behaviours—based on stereotypes, prejudice, and discrimination—held by 

the general public about people living with a mental illness, while self-stigma is internalized 

beliefs held by the mentally ill themselves. Both types of stigma directly and indirectly affect the 

mentally ill in a number of ways. Public stigma often leads to discrimination against the mentally 

ill, and those who internalize stigma may experience low self-esteem or even anger (Corrigan & 

Watson, 2002). 

 Public stigma against people with a mental illness is widely endorsed in almost every 

culture and society, and in a multicultural community, public stigma also seems to vary across 

cultural subgroups (Ahmedani, 2011). A number of cross-national studies found that the level of 

stigma endorsements is generally higher in the East, when using the traditional East-West 

dichotomy (Krendl & Pescosolido, 2020; Papadopoulos et al., 2013). Examples of these 

misconceptions include the ideas that people with a mental illness are not trustworthy (Bruce G. 

Link & Phelan, 2006; Stuart et al., 2014), dangerous (Angermeyer & Matschinger, 2003; 

Hampson et al., 2020), or not suitable for employment (Stuart, 2006). To identify underlying 

mechanisms that explain these cultural differences, Abdullah and Brown conducted a review 

looking at attributes from each cultural minority group that might explain the differences in 

stigma level (Abdullah & Brown, 2011). For example, stigma is higher among Asian Americans 

because of Asian cultures’ valuation of family and community. 

However, the way that these specific cultural groups were explored did not truly 

represent the multicultural experience, especially in a highly diverse society like Canada. We 

identified this research gap by observing how stigma studies involving cultures have been 

conducted in two ways. First, individuals in these studies were often grouped into a single 

cultural group that they identify with the most (e.g., a Canadian citizen with Mexican heritage 

might be labelled only as Mexican, but not Canadian), therefore ignoring the mix and influence 

of other cultural experiences and beliefs that could have shaped how a mental illness is 

perceived. Second, the multiculturalism in itself as a factor associated with stigma has not been 
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explored. People with cross-cultural experiences often have to negotiate who they are and how 

they think depending on the society that they are in (Ying-yi Hong & Khei, 2014; Ying yi Hong et 

al., 2016). Research has shown that these conflicts are a source of stress, and, depending on 

their acculturative process, have been correlated with identity and self-esteem issues (Usborne 

& Taylor, 2010); both of which are concepts closely related to the stigma concept (Corrigan et 

al., 2006; B. G. Link et al., 2001). In this research study, we addressed these gaps by taking into 

account students’ multicultural identities, and also the multiple cultures that our participants 

identified with. Using a culturally diverse sample of post-secondary students, our objective was 

to explore the associations between multicultural identification, cultural identity, and stigma of 

depression, adjusting for covariates that are relevant to the post-secondary institutional 

environment. 

Methods 

Participants and procedures 

Queen’s University is a large post-secondary research institution in Kingston, Ontario, 

Canada. Queen’s student body is diverse, with over 25% of its students self-identifying as being 

a member of a visible minority group (Queen’s University at Kingston, 2021a). The University 

also has a sizable number of international students: 10% and 25% in the undergraduate and 

graduate levels respectively (Queen’s University at Kingston, 2021b). Moreover, these numbers 

do not account for Canadian students who also consider themselves to be multicultural, which 

we believe reflects the current multicultural nature of Canadian society. At the time of our 

survey, 26,309 students were enrolled at Queen’s; all of which were our population of interest 

(Queen’s University at Kingston, 2021a). 

In March 2021, 1,715 international and 2,500 domestic students were randomly chosen 

from the entire student body and invited to participate in our survey. We arrived at these 

numbers by first determining our sample size using a power calculation based on Cohen’s F 

distribution and different hypothetical R2 values (Cohen, 1988; Selya et al., 2012), which led us 
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to the target sample size of 270. We inflated this calculated sample size assuming 20% 

response rate and 20% missing data rate. We then divided our sample proportionally by the 

number of undergraduate/graduate and domestic/international students. Since we did not have 

a prior measurement on multicultural self-identification, we further inflated the number of 

domestic students, assuming that there would be a lower proportion of multicultural students in 

this group. All participants who consented were presented with the questionnaires that asked for 

their demographic information and stigma of depression. We also asked participants if they 

identified themselves to be multicultural. If they did, they would also be presented with an 

additional set of questionnaires that explored their cultural identities. 

 This study was approved by the Health Sciences and Affiliated Teaching Hospitals 

Research Ethics Board at Queen’s University, clearance number 6031589. 

Measures and variables 

Main exposures: multicultural identity and cultural identity. All participants were 

asked if they self-identified as being multicultural. In the survey package, they were presented 

with examples of how a person might consider themselves as multicultural (e.g., they live in a 

different country than the one in which they were born, they grew up with an influence of 

another culture other than the dominant culture of their larger society). 

 Multicultural participants were asked to freely write down cultures that they identified 

with. The question was completely open-ended. Considering statistical power, the cultures were 

collapsed into a larger unit based on the United Nations geoscheme (devised under the United 

Nations Department of Economic and Social affairs), which subdivides the World into 22 

subregional groups based on locations and cultural similarities (United Nations Department of 

Economic and Social Affairs, 2019). Depending on the number of responses that we received, 

some of these subregional groups were also combined to form a larger regional group or 

continent. 
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In order to take all cultural groups into account, each of the cultural categories was 

transformed into a binary variable, with positive and negative as their values. For example, a 

participant that self-identified as Chinese and Canadian would have been positive for two binary 

variables tilled “Eastern Asia” and “Northern America” and negative for all other cultural 

variables. 

Main outcome: public stigma related to depression. We used the Personal Stigma 

Subscale from the Depression Stigma Scale as a tool to capture public stigma related to 

depression for this study (Griffiths et al., 2004, 2008). The Depression Stigma Scale was first 

developed by Griffiths in 2004 as a tool to assess stigmatizing attitudes against depression for a 

web-based destigmatizing program in Australia. The items in the scale were compiled based on 

previous literature on stigma related to depression which included multiple themes surrounding 

what one might perceive of depression (e.g., the perception of depression as an illness, the 

extent to which a person is to be blamed for their diagnosis, discrimination against people living 

with depression). The 18-item Scale was divided into two nine-item subscales—one measuring 

perceived stigma, and the other measuring public stigma. 

  The Personal Stigma Subscale of the Depression Stigma Scale consisted of nine 

statements. Respondents are presented with nine statements about people living with 

depression (see Appendix 1 for survey questions) and asked to rate how much they agree with 

each statement on a five-point Likert scale ranging from strongly disagree to strongly agree. The 

scores from each item are combined into a composite score with possible values ranging from 0 

to 36. The higher score indicates a higher public stigma against people living with depression. 

The Personal Stigma Subscale had acceptable-to-good internal consistency (Cronbach’s alpha 

= 0.75-0.82), test-retest reliability (Pearson’s r = 0.71), and external validity (Person’s r = 0.53 

on the Social Distance Scale) (Griffiths et al., 2004). The original authors suggested that a 

single-factor solution fit well with the Personal Stigma Subscale. The scale has been translated 
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and used in Dutch (Boerema et al., 2016), Portuguese (Conceição et al., 2021), Spanish 

(Martínez et al., 2020), and Mandarin (Zhu et al., 2019). 

Due to the scale’s floor effect and to help ease interpretability, the composite scores 

from the Personal Stigma Subscale were categorized into four groups. The no stigma group 

contained those with the composite score of zero. The other three groups were categorized 

using tertiles based on our sample’s distribution. The lower, middle, and higher tertiles included 

those with the composite scores from 1-3, 4-8, and 9-36, respectively. These four categories 

were used for all of our analyses. 

Other covariates. Information on age, gender, sexual orientation, psychological distress 

status, personal connection with someone living with a mental illness, enrolment level 

(undergraduate/ graduate), and enrolment status (domestic/international) were also collected at 

the same time of the survey. 

We determined personal connection by asking if our respondents personally knew 

someone living with a mental illness. Although many non-binary options for gender and sexual 

orientation, including write-in options, were given to participants, due to power considerations, 

gender was collapsed into male, female, and others, and sexual orientation was collapsed into 

heterosexual and non-heterosexual. 

We defined psychological distress as having fit screening criteria for depression or 

anxiety. We explored this by using the Patient Health Questionnaire 9 (PHQ-9) for depression 

and the General Anxiety Disorder Scale 7 (GAD-7) for anxiety. Both scales ask respondents if 

and how often they have experienced symptoms of depression and anxiety in the past two 

weeks on a four-point Likert scale of frequency. Respondents are classified into 3 categories 

(i.e., consider major depressive disorder, consider other depressive disorder, negative) for the 

PHQ-9, and 2 categories (i.e., negative, positive) for the GAD-7. The conditions to fulfill these 

categories were outlined in Appendix 1. These cut-off points result in both sensitivity and 

specificity being over 80% (Kroenke et al., 2001; Spitzer et al., 2006). Both scales have been 
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used extensively in research and clinical settings as screening tests for the two disorders. The 

PHQ-9 had excellent internal consistency (Cronbach’s alpha = 0.89) and test-retest reliability 

(interclass correlation = 0.84) (Kroenke et al., 2001). The GAD-7 also had excellent internal 

consistency (Cronbach’s alpha = 0.92) and test-retest reliability (interclass correlation = 0.83) 

(Spitzer et al., 2006). 

Analyses 

Missing data, imputation, and psychometric evaluation of the personal stigma 

subscale. Patterns of missing data were displayed and analyzed, and the characteristics of 

complete and incomplete responders were compared. Participants who completed all nine items 

or those who missed only one item were included for multiple imputations using predictive mean 

modelling with 5 imputations and 50 iterations. These participants were included for further 

analyses. 

In order to assess whether the scale adequately and appropriately performed in our 

sample, we calculated Cronbach’s alpha to evaluate internal consistency, and confirmatory 

factor analysis assuming a single-factor model. 

Association between multicultural identity, cultural identity, and stigma of 

depression. Multiple ordinal logistic regression models were used to establish the associations 

between our two main exposures and outcome. Ordinal logistic regression is one of the 

generalized linear models, and the exponentials of resulting coefficients represent the odds 

ratios of being in the higher ordered outcome groups (Kleinbaum & Klein, 2010). In this study, 

the coefficients represented the log odds of holding a higher level of stigma related to 

depression—per unit change for a numerical exposure variable, or for a presence compared to 

an absence of covariate for categorical exposure variable. In addition to model assumptions that 

come with all forms of linear regressions, the ordinal logistic regression also requires that the 

proportional odds assumption be met. This means that for all ordered grouping of the outcome 
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categories, the resulting adjusted odds ratios should not be statistically different between one 

another. 

We first explored univariate associations between all of our variables and the stigma of 

depression. With multicultural identity as our main exposure, we performed an ordinal logistic 

regression controlling for other demographic variables. In order to explore the association 

between each cultural identity category and stigma of depression, we then performed another 

subsample analysis by splitting our multicultural sample into domestic and international 

students. Two adjusted models were explored specific to each subsample, with cultural groups 

also included in our models. 

Proportional odds assumption was tested using graphical visualization of adjusted odds 

ratios. All three models were explored graphically for proportional odds assumptions. First, our 

outcome variable, which had four ordinal categories, was regrouped into a binary variable using 

three different cut-off points, resulting in three possible groupings: 1) no stigma and lower-

middle-higher stigma groups (M1), 2) no-lower and middle-higher stigma groups (M2), and 3) 

no-lower-middle and higher stigma groups (M3). Adjusted logistic regressions were performed 

in lieu of the ordinal logistic regressions using the same variables, and the adjusted odds ratios 

were plotted along with their 95% confidence intervals for all three logistic models, and the 

ordinal logistic model. 

False-positive rate (α) was set at 5%. Model fit was determined by comparing our 

adjusted models with their respective intercept-only model using McFadden’s Pseudo R2. All 

analyses were performed on R Statistical Software, version 4.1.0 with the following additional 

packages: mice (van Buuren & Groothuis-Oudshoorn, 2011), VIM (Kowarik & Matthias, 2016), 

psych (Revelle, 2021), and MASS (Venables & Ripley, 2002). 
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Results 

Sample characteristics 

Table 5-1 summarizes the characteristics of our participants by their multicultural identity 

and domestic/international student status. We received a total of 750 responses—a global 

response rate of 17.8%. Eighty (11.3%) were excluded because more than one item on the 

personal stigma subscale was missing. 

Ninety-six cultures have been identified buy our multicultural participants, with the top 

three groups being Canadian (658), Chinese (150), and Indian (43). We recategorized these 

cultures into 6 larger cultural spheres: Central-South American, North American, East-

Southeastern Asian, Southern Asian, Western Asian, and European. We were not able to create 

a category for Africa, and Australia and New Zealand due to small sample sizes. 

 Among the 670 responses that we received that were included for missing data analysis 

and imputations for the Personal Stigma of Depression Subscale, 563 were complete 

responses, while 107 (16%) missed one item. The missing percentages for each item ranged 

from 0.6 to 4.6%. In a separate analysis, we were unable to determine any statistically 

significant differences between complete and non-complete responders on the scale. After 

imputations, the means of the scale’s composite score changed from 5.96 (s = 5.18) to 6.05 (s = 

5.16). We reran all subsequent analyses with both non-imputed and imputed data, and all the 

results agree with each other (results not shown). 

Multicultural identity, cultural identity, and stigma of depression 

 After imputations, 310 (46.3%) of our participants agreed or strongly agreed with at least 

one stigma item on the Personal Stigma of Depression Subscale. The two items with over 20% 

endorsements were “People with depression are unpredictable” (24.6%) and “If I had 

depression, I would not tell anyone” (23.1%). 

For both of our unadjusted and adjusted models, those who identified as being 

multicultural were more likely to hold higher stigmatizing views of people living with depression 
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(for the adjusted model, OR = 1.65 [1.20, 2.26]). The other notable finding was that students 

that did not personally know someone living with a mental illness also had higher odds of 

holding a higher level of stigmatizing views, compared to those who personally knew someone 

with a mental illness (OR = 3.27 [2.08, 5.18]). Being heterosexual, male, and screening negative 

for psychological distresses were all associated with higher odds of having more stigmatizing 

views as well (ORs = 1.96 [1.36, 2.82], 2.15 [1.55, 2.98], and 1.51 [1.12, 2.03], respectively). 

The odds ratios and their 95% confidence intervals are reported in Table 5-2. 

 Among our multicultural sample, 212 were domestic students, while 155 were 

international students. In our adjusted models, each cultural identity did not have an association 

with stigma of depression in our domestic student sample (see Table 5-3). However, among our 

international students, East Asian or Southeast Asian students were 3.39 times more likely to 

hold higher stigmatizing views of people with depression (95% CI = [1.07, 11.09]). International 

students from Central or South America, North America, and Europe had lower odds of holding 

stigmatizing views of depression (ORs = 0.25 [0.07, 0.88], 0.23 [0.04, 0.97], 0.23 [0.06, 0.85], 

respectively). 

 For both domestic and international students, being male and not personally knowing 

anyone with a mental illness were associated with higher odds of holding higher level of stigma 

(see Table 5-3). 

We found that for all of our variables, whichever cut-off points for the stigma variable that 

we used, the odds ratios fell within the 95% confidence intervals of one another and concluded 

that the proportional odds assumptions held for all of our variables across all three adjusted 

ordinal logistic regression models (Figure 5-1). 

Discussion 

Our study explored the associations between multicultural identity, specific regional 

cultural identities and public stigma of depression in the post-secondary student population. 

Three findings stood out from our analyses that we thought were useful to the stigma research 
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field and could inform future de-stigmatization policy planning and targets. First, there was 

stigma surrounding people with depression in the post-secondary institution setting, and that the 

stigma patterns might be different from the general population. Secondly, those who had a 

multicultural identity were associated with higher odds of holding a higher level of stigma, even 

when controlling for their domestic/international status. Lastly, international students from East 

and Southeast Asian Regions were more likely to have held a higher level of public stigma of 

depression. 

 Almost half of our participants endorsed at least one out of the nine stigma statements 

that were presented to them. The two statements with the highest percentage of endorsement 

were “People with depression are unpredictable” and “If I had depression, I would not tell 

anyone”. While the purpose of our study was not to establish a representative estimate of 

prevalence, we compared our findings to results from a rapid response stigma survey on a 

representative sample of the Canadian population that used a different scale (Stuart et al., 

2014). The most endorsed stigma themes from the rapid response surveys were related to 

employment and personal relationships (approximately a third for each theme), while for our 

sample, the themes were around characteristics of people with depression and secrecy. We 

believe that this was due to the different social context and experiences experienced by each 

sample, and that stigma was flexible in manifesting itself. Given that our sample was younger 

and without much employment experience, it made sense that the level of stigmatizing views in 

the workplace would be lower than the older working-age Canadians. This aligned with other 

theoretical and empirical studies suggesting that stigma was shaped by social context, norms, 

and expectations (Boxell, 2021). 

 Our second and third key findings suggested a close relationship between cultures and 

stigma. Immigrants and ethnic minority communities have often been found to hold sigma 

against people living with a mental illness (Abdullah & Brown, 2011), and we were able to 

confirm this through the association between multicultural identity and stigma that we found, 
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which remained significant even when controlling for their domestic/international status. We 

initially suspected that this relationship was due to the influence of each individual cultural 

background that was behind the multicultural identity regardless of whether they were domestic 

or international. However, the cultural background effects were only present among our 

international student sample. 

 A recent systematic review found that members of the majority cultural group held fewer 

stigmatizing views against the mentally ill when compared to minority racial groups (Eylem et 

al., 2020). While the definition of multiculturalism in our context expands beyond the 

categorization of cultural majority/minority status of an individual, we believe that both our and 

the review’s findings align with one another. The mechanisms behind this relationship have not 

yet been clearly established empirically in the field of stigma studies. We suggested two 

possible theories: 1) the Social Identity Theory, which could explain the associations between 

multicultural identity and stigma, and 2) the beliefs of each cultural group. 

First, from the social identity perspective, those who were in a minority group were 

exposed to more isolation and discrimination (Eylem et al., 2020; Jetten et al., 2018). These, in 

turn, affected how one perceived their self-concept and self-esteem. Having low self-esteem 

through cultural discrimination re-enforced discriminatory thoughts and behaviours between 

social groups—in this case, the mentally ill, and the non-mentally ill. We proposed this was one 

of the mechanisms from which stigma arose more among the multicultural population. However, 

apart from confirming this association, our survey was not designed to explore a deeper 

explanation at this stage. 

 Second, the cultural characteristics themselves also influenced how a mental illness was 

perceived within that cultural community. We acknowledged that each culture had unique beliefs 

and practices that could, at times, be difficult to generalize. However, there were certain shared 

themes across cultural groups, and some cultural groups were characteristically more similar 

than others. For example, collectivism—the principle of prioritizing groups over individuals—was 
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prominent in East Asian, South Asian, and Southeastern Asian cultures and was normally seen 

to drive the stigmatizing views against the mentally ill (Abdullah & Brown, 2011). This was 

reflected in our results among our international student participants, but not for domestic 

students. This was interesting to us, and we hypothesized that this could be because the 

specific cultural attributes that influenced how depression was perceived among domestic 

students had been diluted or gave way to the general mainstream Canadian narrative of mental 

illness, which was less stigmatizing. To adjust for the influence of the Canadian culture, we used 

time since moving to Canada as a covariate. However, the variability was not large enough, and 

therefore, we were underpowered for any effects to be detected. This could be studied by future 

researchers in a larger sample. 

 Taken our key findings together, we proposed future studies to explore deeper into the 

stigma-forming mechanisms in multicultural individuals, as well as for targeted culture-specific 

anti-stigma programs in post-secondary settings. Cultural identity was an important part of self-

concept and personal identity. These were deeply associated with self-esteem, which was the 

concept on which stigma was based, and, empirically, we were able to establish that having 

multiple cultural identity was associated with higher level of stigma. Knowing which mechanisms 

through which this relationship manifested itself is important and could lead to better approach 

to thinking and planning of anti-stigma programs.  

 We also believe that anti-stigma programs on campus should take a targeted approach, 

rather than a generic one. From our results, we could see that certain cultural groups would 

benefit more from an anti-stigma program, as there were beliefs that were distinct in promoting 

stigmatizing views. Developing culturally specific and sensitive anti-stigma programs may be 

more effective in lowering stigma and would also help with mental health resource allocation as 

well. 

This culturally targeted approach is effective in reducing stigma related to mental illness 

and has been applied to various aspect of an anti-stigma program—from development to 
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delivery (Ran et al., 2021; Yang et al., 2013, 2014; Zhuang et al., 2017). Yang proposed the 

“what matters most” framework to identify specific misconceptions about a person with a mental 

illness within a cultural group, in order to not only measure them, but also use them as a way to 

create a more appropriate intervention (Yang et al., 2014). For example, preserving lineage was 

considered important among the Chinese population, and mental illness was considered to be a 

barrier to the continuation of one’s lineage—making mental illness a highly stigmatized topic. A 

western anti-stigma approach would have not been able to address this lineage issue, and 

therefore, fail to debunk such belief. In addition, an implementation of an anti-stigma program to 

a specific cultural group has been found to be effective in increasing mental health literacy and 

lowering stigma, as well as increasing the confidence level in dealing with mental health issues 

within that cultural community as well (Lee & Tokmic, 2019; Subedi et al., 2015). 

 One of the strongest aspects in this study was that we provided opportunities for 

participants to identify with more than just one culture, which reflected better in a multicultural 

society like Canada. Even though we needed to group responses into larger cultural categories, 

we used an established and culturally sensitive system (i.e., according to the United Nations 

geoscheme), and we still incorporated all categories into our statistical models. Asking for 

multicultural self-identification allowed us to generalize our findings beyond specific cultural 

groups, which was not the case for other previous studies. 

 Several limitations in design and statistical methods should also be addressed. Our 

global response rate was low, which could affect our population representation, as well as any 

prevalence interpretation. Nevertheless, 20% was generally an expected response rate for 

surveys in the post-secondary settings (Humphrys & Dods, 2016), and a low response rate 

generally would not necessarily affect the associations that we found from our statistical models. 

The use of ordinal logistic regression posed some problems as 1) power was lost compared to 

keeping our outcome variable numeric, and 2) the outcome prevalence was high, which could 

result in an overestimation of the associations. However, given the floor effect and the 
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multimodal distribution of our outcome distribution, we decided that categorizing them would be 

a better fit, as well as allowing for an easier interpretation. Lastly, we expected a level of 

selection and information bias because of the voluntary nature of our survey and social 

desirability bias. We did expect both to be minimal, as we did not suspect the decision to 

participate to be associated with both our exposures and outcome at the same time. The 

participation process was also completely anonymous, which would help to reduce any socially 

desirable responses. 

 In conclusion, post-secondary students hold a level of stigmatizing views against 

depression. Multicultural students had higher odds of reporting a higher level of stigma. Cultural 

groups were also associated with the level of stigma, but only among international students, not 

multicultural domestic students. There is a need for further exploration into the mechanisms 

behind stigma-forming process among multicultural people, as well as anti-stigma programs that 

are culture-specific. 
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Table 5-1 

Summary of participants’ demographic information 

Demographic information 

Non-multicultural sample 
Multicultural sample 

Domestic students International students 

N = 303 N = 212 N = 155 

Mean or N s or % 95% CI Mean or N s or % 95% CI Mean or N s or % 95% CI 

Age (years) 23.4 (7.1) [22.6, 24.2] 24.2 (8.8) [23, 25.4] 24.4 (6) [23.5, 25.4] 

Enrolment level          

 Undergraduate students 220 (72.6%) [67.6%, 77.6%] 136 (64.2%) [57.7%, 70.6%] 90 (58.1%) [50.3%, 65.8%] 

 Graduate students 83 (27.4%) [22.4%, 32.4%] 76 (35.8%) [29.4%, 42.3%] 65 (41.9%) [34.2%, 49.7%] 

Enrolment status          

 Domestic students 281 (92.7%) [89.8%, 95.7%]       

 International students 22 (7.3%) [4.3%, 10.2%]       

Gender          

 Female 210 (69.3%) [64.1%, 74.5%] 144 (67.9%) [61.6%, 74.2%] 85 (54.8%) [47%, 62.7%] 

 Male 81 (26.7%) [21.7%, 31.7%] 57 (26.9%) [20.9%, 32.9%] 68 (43.9%) [36.1%, 51.7%] 

 Other 7 (2.3%) [0.6%, 4%] 8 (3.8%) [1.2%, 6.3%] 2 (1.3%)  
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Demographic information 

Non-multicultural sample 
Multicultural sample 

Domestic students International students 

N = 303 N = 212 N = 155 

Mean or N s or % 95% CI Mean or N s or % 95% CI Mean or N s or % 95% CI 

Sexual orientation          

 Heterosexual 227 (74.9%) [70%, 79.8%] 155 (73.1%) [67.1%, 79.1%] 124 (80%) [73.7%, 86.3%] 

 Non-heterosexual 73 (24.1%) [19.3%, 28.9%] 56 (26.4%) [20.5%, 32.3%] 28 (18.1%) [12%, 24.1%] 

Psychological distress          

 Positive for depression or 
anxiety screening 148 (48.8%) [43.2%, 54.5%] 96 (45.3%) [38.6%, 52%] 66 (42.6%) [34.8%, 50.4%] 

 Negative 153 (50.5%) [44.9%, 56.1%] 116 (54.7%) [48%, 61.4%] 89 (57.4%) [49.6%, 65.2%] 

Exposure to mental illness          

 Knowing someone living 
with a mental illness 279 (92.1%) [89%, 95.1%] 181 (85.4%) [80.6%, 90.1%] 98 (63.2%) [55.6%, 70.8%] 

 Not knowing 24 (7.9%) [4.9%, 11%] 31 (14.6%) [9.9%, 19.4%] 57 (36.8%) [29.2%, 44.4%] 
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Demographic information 

Non-multicultural sample 
Multicultural sample 

Domestic students International students 

N = 303 N = 212 N = 155 

Mean or N s or % 95% CI Mean or N s or % 95% CI Mean or N s or % 95% CI 

Stigma of depression          

 Composite score 4.67 (4) [4.2, 5.1] 5.7 (5) [5, 6.4] 9.2 (6.1) [8.3, 10.2] 

 Categories          

  No stigma (0) 29 (9.6%) [6.3%, 12.9%] 18 (8.5%) [4.7%, 12.2%] 8 (5.2%) [1.7%, 8.6%] 

  Low stigma (1-3) 121 (39.9%) [34.4%, 45.4%] 63 (29.7%) [23.6%, 35.9%] 24 (15.5%) [9.8%, 21.2%] 

  Moderate stigma 
(4-8) 106 (35%) [29.6%, 40.4%] 81 (38.2%) [31.7%, 44.7%] 43 (27.7%) [20.7%, 34.8%] 

  High stigma (9-
36) 47 (15.5%) [11.4%, 19.6%] 50 (23.6%) [17.9%, 29.3%] 80 (51.6%) [43.7%, 59.5%] 
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Demographic information 

Non-multicultural sample 
Multicultural sample 

Domestic students International students 

N = 303 N = 212 N = 155 

Mean or N s or % 95% CI Mean or N s or % 95% CI Mean or N s or % 95% CI 

Multicultural identity          

 Americas          

  
Central-South 
America, 
including the 
Caribbean 

   27 (12.7%) [8.2%, 17.2%] 18 (11.6%) [6.6%, 16.7%] 

  North America    194 (91.5%) [87.8%, 95.3%] 142 (91.6%) [87.2%, 96%] 

 Asia          

  
East-
Southeastern 
Asia 

   61 (28.8%) [22.7%, 34.9%] 80 (51.6%) [43.7%, 59.5%] 

  Southern Asia    48 (22.6%) [17%, 28.3%] 33 (21.3%) [14.8%, 27.7%] 

  Western Asia    12 (5.7%) [2.5%, 8.8%] 10 (6.5%) [2.6%, 10.3%] 

 Europe    65 (30.7%) [24.5%, 36.9%] 16 (10.3%) [5.5%, 15.1%] 
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Note. Numerical variables are presented using mean, standard deviation, and 95% confidence intervals. Categorical variables are 

presented using counts, proportions (in %), and 95% confidence intervals of proportions, which were calculated using normal 

approximation of a binomial distribution. 

N = sample size 

s = standard deviation 

95% CI = 95% confidence interval 
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Table 5-2 

Ordinal logistic regression exploring the association between multicultural identification and 

stigma of depression, controlling for other related covariates 

Covariate 

Ordinal logistic regression 

Univariate models Multivariate model 

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

Multicultural identification   

 Monocultural (reference)  

 Multicultural 2.34 (1.76, 3.11) 1.65 (1.2, 2.26) 

Age 1.02 (1, 1.04) 1.03 (1, 1.05) 

Knowing someone with a mental illness   

 Knowing someone (reference)  

 NOT knowing someone 5.75 (3.84, 8.71) 3.27 (2.08, 5.18) 

Enrolment status   

 Domestic (reference)  

 International 3.73 (2.67, 5.25) 2.12 (1.44, 3.12) 

Enrolment level   

 Undergraduate (reference)  

 Graduate 1.16 (0.87, 1.55) 0.7 (0.48, 1.01) 

Psychological distress   

 Psychologically distressed (reference)  

 No psychological distress 0.96 (0.73, 1.27) 1.51 (1.12, 2.03) 
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Covariate 

Ordinal logistic regression 

Univariate models Multivariate model 

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

Gender   

 Female (reference)  

 Male 2.6 (1.91, 3.56) 2.15 (1.55, 2.98) 

 Other 0.29 (0.12, 0.71) 0.46 (0.17, 1.19) 

Sexual orientation   

 Non-heterosexual (reference)  

 Heterosexual 2.21 (1.59, 3.08) 1.96 (1.36, 2.82) 

Model fit 

 Residual variance 1,518.30 

 AIC 1,542.30 

 McFadden’s pseudo R2 (df = 12) 9.55% 

 

Note. The table presents odds ratios and their 95% confidence intervals from univariate ordinal 

logistic regression models, and a multivariate model, with stigma of depression categories as an 

outcome. 

OR = odds ratio 

95% CI = 95% confidence interval 

a = p-value less than 0.05 
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Table 5-3 

Ordinal logistic regression models exploring the association between different cultural identities 

and stigma of depression among multicultural domestic students and multicultural international 

students 

 

Covariate 

Ordinal logistic regression models 

Multicultural domestic 
students 

Multicultural international 
students 

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

Age 1.02 (0.98, 1.05) 1.07 (0.99, 1.17) 

Knowing someone with a mental illness   

 Knowing someone (reference)  

 NOT knowing someone 2.22 (1.01, 4.99) 2.69 (1.23, 6.05) 

Enrolment status   

 Domestic (reference)  

 International   

Enrolment level   

 Undergraduate (reference)  

 Graduate 0.88 (0.47, 1.65) 1.22 (0.44, 3.41) 

Psychological distress   

 Psychologically distressed (reference)  

 No psychological distress 1.01 (0.58, 1.76) 1.36 (0.67, 2.79) 
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Covariate 

Ordinal logistic regression models 

Multicultural domestic 
students 

Multicultural international 
students 

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

Gender   

 Female (reference)  

 Male 1.83 (1.02, 3.32) 2.89 (1.37, 6.29) 

 Other 0.48 (0.1, 2.2) 0.32 (0.03, 4.08) 

Sexual orientation   

 Non-heterosexual (reference)  

 Heterosexual 1.98 (1.05, 3.8) 2.28 (0.93, 5.59) 

Multicultural identity   

 Americas   

  Central-South America including the 
Caribbean 1.13 (0.46, 2.79) 0.25 (0.07, 0.88) 

  North America 0.77 (0.27, 2.17) 0.23 (0.04, 0.97) 

 Asia   

  East-Southeastern Asia 0.75 (0.37, 1.52) 3.39 (1.07, 11.09) 

  Southern Asia 0.66 (0.31, 1.42) 1.37 (0.41, 4.63) 

  Western Asia 0.55 (0.17, 1.74) 1.24 (0.24, 6.95) 

 Europe 0.78 (0.39, 1.57) 0.23 (0.06, 0.85) 

Model fit   

 Residual variance 503.98 286.44 

 AIC 535.98 318.44 

 McFadden’s pseudo R2 (df = 16) 7.02% 18.87% 



 

 124 

Note. Odds ratios from two ordinal logistic regression models  

OR = odds ratio 

95% CI = 95% confidence interval 

a = p-value less than 0.05 
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Figure 5-1 

Graphical presentation of proportional odds assumption for ordinal logistic regression models 
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Note. This figure shows the adjusted odds ratios (black dots) and their 95% confidence intervals 

(vertical lines) from logistic regression models for each covariate. The binary outcomes were 

categorized in three different ways: 1) no stigma and low-middle-high stigma (M1), 2) no-low 

stigma and middle-high stigma (M2), and 3) no-low-middle stigma and high stigma (M3). The 

odds ratios from the ordinal logistic regressions were marked with OLR.
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Chapter 6 

General discussion 

Summary of main findings 

 The objectives of this thesis were to: 1) assess the performance of the Cultural Identity 

Clarity Scale, 2) explore the association between cultural identity clarity and psychological 

distress, and 3) explore the association between ethnocultural identity and stigma of 

depression. 

In the first manuscript “Performance of the Cultural Identity Clarity Scale and its 

convergence with depression and anxiety screening scales”, the Cultural Identity Clarity Scale, 

one of the scales used for this thesis, was found to perform well among our sample. Through a 

confirmatory factor analysis, we supported that the 8 items from the Cultural Identity Clarity 

Scale grouped well with a single-factor solution. The Scale was also found to be reliable (using 

Cronbach’s alpha) and converged well with poor psychological well-being. 

 In the second manuscript “Association between cultural identity clarity and psychological 

distress: a cross-sectional study among post-secondary students”, we concluded that lower 

cultural identity clarity was associated with psychological distress among our post-secondary 

student sample. By categorizing cultural identity clarity into four quartiles and using the modified 

Poisson regression analysis with robust error variance, those in the quartiles with highest 

cultural identity clarity had lower risk of having psychological distress, compared to those in the 

quartiles with the lowest level of cultural identity clarity. When compared to non-multicultural 

students, we also found that multicultural students with higher cultural identity clarity were at 

lower risk of psychological distress, while those with lower cultural identity clarity were at higher 

risk of psychological distress. 

 In the third manuscript “Association between stigma of depression and ethnocultural 

identity: a cross-sectional study of a post-secondary student sample in Canada”, using ordinal 

logistic regression, we found that background ethnocultural groups were associated with the 
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level of public stigma of depression; however, the effects were different across the ethnocultural 

groups, and their associations with stigma manifested differently whether the students were 

domestic or international students. We also found that almost half of our participants endorsed 

at least one of the public stigma items surrounding people living with depression. 

Strengths and limitations 

 Given the variety of categorizations, statistical techniques and their assumptions used in 

this thesis, each manuscript and chapter contained specific strengths and limitations. In this 

section, we discuss overall strengths and limitations that were related to the larger study 

designs. 

One of the strongest strengths for this thesis was the fact that we took multiple identified 

background ethnocultural groups into account. This was in contrast to how most previous 

studies operationalized cultural groups, which were mostly by grouping all cultural minority 

groups together, or by assigning only one cultural group to an individual. Although we could not 

directly use the specific cultural groups that our participants identified with, we did account for 

them by grouping them based on the United Nations geoscheme, which was a classification 

system that took both geography and cultural similarities into account. We believe that our 

approach fit better with an ethnoculturally diverse society like Canada, where a large proportion 

of the population are often exposed or defined by multiple ethnocultural beliefs and practices. 

We also considered our participants as a strength for this thesis study. Through 

planning, calculation, and by taking into account a previous response rate of our target 

population, we were able to capture a large sample that was diverse and reflective of our target 

population’s ethnocultural make-up. This gave us statistical power to run appropriate analyses, 

as well as allowed us to explore concepts related to multiculturalism in a truly multicultural 

sample. This is in contrast to, as previously stated, how most studies included only one or two 

ethnocultural groups. Our population, who could be assumed to have a certain level of English 
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proficiency, also matched the intended users for each questionnaire that we used, making item 

misinterpretation or misunderstanding less likely. 

 Our analytical approaches were tailored to answer specific questions and matched with 

data structures, while taking into account interpretability of the results. Given the complexity and 

abstractness of some of the questionnaires that we used, we expected that we had to transform 

some of our questionnaire results to help our intended audience understand the associations we 

were trying to establish. At the same time, we were also able to preserve the scoring systems of 

all of our questionnaires. For example, we scored the Cultural Identity Clarity Scale as intended, 

but instead of using a one-score change to explore the relationship, which would be difficult to 

conceptualize, we categorized the scores into quartiles. Similarly, we used the original scoring 

systems for the Patient Health Questionnaire 9 and the General Anxiety Disorder Scale 7, but 

we combined the results into a single concept of psychological distress. Analyses that dealt with 

these variables were also picked and adjusted according to these data structures as well. 

 Given that some of the concepts that we explored were relatively new and without a 

clear definition, our most notable limitation is the potential for information bias, especially 

regarding our variables’ definitions. Cultural identity clarity, public stigma, and even depression 

or anxiety were not as concretely defined as other health phenomena or conditions. However, 

we countered these concerns by selecting questionnaires whose objectives matched with the 

concepts we wanted to explore and have been used in a similar population as our target 

population (post-secondary students in an anglophone setting). In the case of the Cultural 

Identity Clarity Scale, we went further by evaluating its fit and performance using our own 

sample. 

 Despite its diversity, Queen’s University still is an encapsulated sub-community in the 

larger multicultural Canada. Post-secondary institutions are unique in their demographic 

composition and might be different from the larger Canadian multicultural context. We believe 

that our results are generalizable at least to other similar post-secondary institutional settings in 
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Canada and the United States. However, applying our findings to any larger multicultural 

communities may require taking other socio-economic factors into account, for example, 

location, employment, or English efficiency. 

 Lastly, the cross-sectional nature also affected the ability to make clear causal inference 

from the exposures to the outcomes, since temporality could not be clearly established in the 

design. However, even during the conceptualization process, our proposed associations were 

based on other both theoretical and empirical evidence. Some of the exposures that we 

explored could also be logically assumed to have had occurred before the outcome (e.g., 

ethnocultural group to stigma of depression). At the end, we also compared our findings with 

other related research, and found that most agreed and supported one another. 

Implications and future directions 

 Each study within this thesis has its own implications and future directions for the field of 

psychiatry, psychology, and stigma research, and these points were discussed within their 

respective manuscripts. Taken as a whole, we were able to add knowledge into the fields that 

we think have future research and policy implications. First, the conventional categorization of 

individuals into cultural groups might not be enough to explore associations involving 

multicultural populations; rather, the focus should be on the mechanisms that are more on the 

individual level—which was cultural identity clarity in our case—or specific characteristics of 

each ethnocultural group. Second, even when directly exploring the effects of cultural groups, 

other related demographic and socioeconomic variables should be explored concurrently as 

well, as those effects might manifest differently depending on the effect modifying variables. 

Specifically, in our studies, we found that stigma perceptions were different across cultural 

groups, but only among international students. This might be due to how domestic students 

were exposed more to the Canadian cultural perspectives, which, along with other western 

societies, were relatively less stigmatizing than others. 
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 In terms of public health policy, our findings were suggestive of implementing individual 

ethnocultural and cross-cultural experience considerations into all three levels of public health 

interventions. To clarify, each level of these interventions/preventions had different aims and 

targets, and was based on the disease or condition status of an individual. The aim of primary 

intervention was to prevent a disease from occurring (Wallace, 2006a). Secondary intervention 

aimed to reduce the severity of a disease that had just occurred, usually through screenings and 

early treatments (Wallace, 2006b). For those with an ongoing disease, the goal of tertiary 

prevention was to treat or help patients manage and live with such disease (Wallace, 2006c). 

 For all three levels, we believed that it was important for mental health services and anti-

stigma programs to be culturally sensitive and inclusive, considerate of sub-cultural groups and 

intersectionality, as well as promoting a sense of self and identity. All three of our manuscripts 

strongly suggested associations between either different ethnocultural groups or cultural identity 

clarity and psychological wellbeing. Manuscript 3 “Association between stigma of depression 

and ethnocultural identity: a cross-sectional study of a post-secondary student sample in 

Canada” also demonstrated how members of different ethnocultural groups held different levels 

of stigma against depression. In manuscripts 2 and 3, we found other demographic factors that 

were also associated with both psychological distress and stigma; and although these variables 

were only explored individually, the results were suggestive both of our main outcomes would 

have been additively or multiplicatively more effected as one accumulated these cultural and 

other variables (for example, an international student who was also a member of a racialized 

groups and gay). In the second manuscript, a clear sense of self among multicultural students 

was associated with better mental wellbeing, and the promotion of such cultural self-concept not 

only could help prevent psychological distress in the first place, but help with the mental illness 

treatment process as well. 

 Throughout the years, there has been multiple attempts at the inclusion of ethnocultural 

and cross-cultural experiences into mental health care prevention and therapeutic services. One 
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of the missions for Diversity & Health Equity of the American Psychiatric Association was to 

“develop programs and resources to bring awareness to and support the needs of evolving, 

diverse, underrepresented, and underserved patient populations” (American Psychiatric 

Association, 2021). A number of psychiatric and psychological guidelines proposed the practice 

of cultural competency in all levels of mental health care. Lack of cultural understanding in 

mental health care was often cited as a barrier to access among members of ethnic minority 

groups, and programs that involved cultural competency were found to have helped improve 

psychological outcomes (Aggarwal et al., 2016; Bhui et al., 2007; Stubbe, 2020; Whaley & 

Davis, 2007). Apart from these guidelines, there were also programs that focused on 

ethnocultural groups and access for members of specific cultural groups. For example, 

Khamphakdy-Brown evaluated and recommended a mental health promotion outreach program 

for refugee and immigrant women in Kansas City, Missouri (Khamphakdy-brown et al., 2006), 

reflecting the need for culturally specific and targeted secondary intervention that we suggested. 

A community-based cultural mental health program for Native American youth found that the 

program not only improved participant’s cultural identity, but also self-esteem, coping strategies, 

and quality of life (Goodkind et al., 2012). This was another example of how culturally specific 

mental health programs could help with mental illness primary intervention as well. 

 Cultural competency includes a variety of concepts and differs depending on the settings 

for which it is being used. In general, Sue broadly conceptualized cultural competency into three 

client-centred components to help guide health providers: 1) awareness, 2) knowledge, and 3) 

skills (Sue et al., 1992). Given the monocultural nature of most mental health training, providers 

should be aware of their own cultural assumptions, values, and biases, as well as limits of their 

own competencies and expertise. Providers should also possess some specific knowledge 

surrounding client’s ethnocultural background, understand how race, ethnicity, and culture affect 

one’s personality and psychological wellbeing, and the barriers that prevent members of one’s 

cultural group to mental health services. Lastly, providers who work with a specific cultural 
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group should also have the skills to deliver care effectively specific to that cultural group’s 

context. This might involve the consideration of that cultural group’s traditions, languages, or 

involvement with the community of that cultural group.  

 In the post-secondary setting, both mental health services and anti-stigma programs 

should be more targeted and personalized to the individual’s cultural group. The same principle 

applies to mental health services that are provided on campus as well. Each student has 

different risk factors for poor mental well-being, and those should be explored in a culturally 

specific and inclusive manner. We believe that these approaches not only will improve individual 

mental well-being status and stigma perceptions, but the larger post-secondary community as 

well. 

 There is no single approach to providing a culturally sensitive environment for students 

on post-secondary campuses. At Queen’s University, Inclusive Queen’s is an initiative under the 

Office of Provost and Vice-Principal (Academic) with the goal to promote diversity on campus 

and classrooms, as well as to provide cultural resources to students (Office of the Provost and 

Vice-Principal (Academic), 2021b). The two main cultural support services at Queen’s University 

are provided through cross-cultural counselling and Queen’s University International Centre. 

The counselling is issue-based, as students with cultural adjustment problems receive this 

service through a referral from Student Wellness Services (Queen’s University School of 

Graduate Studies, 2021); while the services available at the International Centre are broader, 

and include workshops, social programs, and immigration advising services (Queen’s University 

International Centre, 2021). Queen’s University also host a number of ethnocultural associations 

on campus. These components provide a patchwork of services for multicultural students 

(Office of the Provost and Vice-Principal (Academic), 2021a). 

 Wehbe-Alamah and Fry published a model and some guidelines to create a culturally 

sensitive environment for Muslim students in a North American university campus (Wehbe-

Alamah & Fry, 2014). Although the detailed guidelines were specific to the Islamic faith, most 
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general recommendations were applicable to students from a diverse ethnocultural background 

as well. In their manuscript, a culturally sensitive and welcoming academic environment 

consisted of five elements: 1) student centredness—Teaching staff should be aware of their 

biases, committed to diversity, and open for communications with students—,  2) ongoing 

cultural assessment of students—this includes the evaluation of knowledge and needs of 

students, and the translation of cultural needs to the teaching staff and campus environment—, 

3) curricular adaptation and accommodation—classrooms and curricula should be culturally 

inclusive and considerate for different cultural beliefs. Accommodations should also be provided 

for cultural practices—, 4) ongoing cultural competence training for professors—Cultural 

awareness training should be provided to teaching staff—, and 5) administrative adaptation and 

revision—An active outreach and explicit commitment to cultural diversity should be one of the 

main focuses on university campuses. 

Conclusions 

 Using a sample of students in a post-secondary institution located in Ontario, Canada, 

we explored the associations between cultural identity clarity and psychological distress and 

between ethnocultural group and stigma of depression through different statistical models and 

techniques. Self-identified multicultural students who were clearer on who they were culturally 

were experienced a lower risk of psychological distress—defined as having screened positive 

for depression or anxiety—when compared with those who were less clear on their cultural 

identities. International students from different ethnocultural groups also held different levels of 

public stigma of depression. We were not able to see the same associations among domestic 

students. As a part of the evaluation of scales, we also concluded that the Cultural Identity 

Clarity Scale performed well in our sample with good internal consistency and good concurrent 

validity. Moving forward, we suggested a mental health and anti-stigma services that are more 

culturally targeted, inclusive and sensitive with the aims of incorporating individual’s cross-

cultural experiences. 
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Demographic questionnaire 
 
Please select the option or type in the response that most applies to you. 
 

There are several ways a person often considers themselves to be bicultural multicultural. 

Example 1 - You were born in one country, and now lives in another 
country, permanently, or temporarily. 

“You were born or grew up in China, 
but moved to Canada to study, work, 
or live permanently.” 

Example 2 - You grew up with an influence of a culture that is different from 
your larger dominant culture in your town, city, or country. 

“You were born in Canada to Indian 
parents and might consider yourself 
Indo-Canadian.” 

Example 3 -You speak a language that is not a common language of your 
larger community. 

“Your native language is French, and 
you live in a predominantly English 
environment.” 

 

Item Response options 

1 Do you consider yourself to be bicultural or 
multicultural? 

- Yes 
- No 

2 In what country were you born? (Drop-down box with countries) 
3 Do you consider yourself an international student? - Yes 

- No 
4 In total, how long have you lived or stayed in 

Canada? (Please enter the number of years and 
months that you have lived or stayed in Canada.) 

(Number of years and months) 

5 In what country were you born? (Drop-down box with countries) 

6 What cultural background(s) do you identify with? 
(For example, a Brazilian student studying in 
Canada might list Brazilian and Canadian in boxes 
1 and 2.) 

(Three (3) blank boxes) 

7 How old are you? (Drop-down box with numbers from 
18 – 60) 

8 What level and year are you currently enrolled in? - Undergraduate: year 1 
- Undergraduate: year 2 
- Undergraduate: year 3 
- Undergraduate: year 4 and over 
- Graduate 
- Post-doc 
- Faculty 

9 Are you a member of a visible minority group? - Yes 
- No 
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Item Response options 

10 What, if any, gender do you identify with? - Male 
- Female 
- Transgender male 
- Transgender female 
- Gender variant/non-conforming 
- Other: __________ 
- Prefer not to answer 

11 You consider yourself to be … - Heterosexual 
- Homosexual 
- Bisexual 
- Asexual 
- Other: __________ 
- Prefer not to answer 

12 Do you know anyone living with a mental illness 
personally? 

- Yes 
- No 
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Cultural Identity Clarity Scale 
 
We would like you to consider your membership in your cultural group. Think of your cultural 
group and respond to the following statements on the basis of how you feel about this group. 
 
Using the 1-10 scale presented below, indicate your agreement with each item by sliding the bar 
on the line below that item. 
 

  

C
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C
om
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y 
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1 My beliefs about my cultural group often disagree 
with one another. 1 2 3 4 5 6 7 8 9 10 

2 On one day I might have an opinion of my 
cultural group and on another day, I might have a 
different opinion. 

1 2 3 4 5 6 7 8 9 10 

3 I spend a lot of time wondering about what kind 
of society my cultural group really is. 1 2 3 4 5 6 7 8 9 10 

4 Sometimes I feel that my cultural group is not 
really the society that it appears to be. 1 2 3 4 5 6 7 8 9 10 

5 Sometimes I think I know other cultural groups 
better than I know my group. 1 2 3 4 5 6 7 8 9 10 

6 My beliefs about my cultural group seem to 
change very frequently. 1 2 3 4 5 6 7 8 9 10 

7 If I were asked to describe my cultural group, my 
description might end up being different from one 
day to another day. 

1 2 3 4 5 6 7 8 9 10 

8 In general, I have a clear sense of what my 
cultural group is. 1 2 3 4 5 6 7 8 9 10 
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Depression Stigma Scale 
 
Using the 0-6 scale presented below, indicate your agreement with each item by sliding the bar 
on the line below that item. 
 

  

 St
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1 People with depression could snap out of it if they wanted. 1 2 3 4 5 

2 Depression is a sign of personal weakness. 1 2 3 4 5 

3 Depression is not a real medical illness. 1 2 3 4 5 

4 People with depression are dangerous. 1 2 3 4 5 

5 It is best to avoid people with depression so you don’t become 
depressed yourself. 1 2 3 4 5 

6 People with depression are unpredictable. 1 2 3 4 5 

7 If I had depression I would not tell anyone. 1 2 3 4 5 

8 I would not employ someone if I knew they had been depressed. 1 2 3 4 5 

9 I would not vote for a politician if I knew they had been depressed. 1 2 3 4 5 
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Patient Health Questionnaire (PHQ-9) 
 
Over the last 2 weeks, how often have you been bothered by any of the following problems? 
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1 Little interest or pleasure in doing things 1 2 3 4 

2 Feeling down, depressed, or hopeless  1 2 3 4 

3 Trouble falling or staying asleep, or sleeping too much  1 2 3 4 

4 Feeling tired or having little energy  1 2 3 4 

5 Poor appetite or overeating 1 2 3 4 

6 Feeling bad about yourself – or that you are a failure or have let yourself 
or your family down 1 2 3 4 

7 Trouble concentrating on things, such as reading the newspaper or 
watching television  1 2 3 4 

8 Moving or speaking so slowly that other people could have noticed? Or 
the opposite – being so fidgety or restless that you have been moving 
around a lot more than usual  

1 2 3 4 

9 Thoughts that you would be better off dead or of hurting yourself in some 
way 1 2 3 4 

 
Interpretations 
 Consider Major Depressive Disorder if: 
  - At least 5 items are checked as More than half the days, or Nearly everyday; 
one of which is items 1 or 2. 
 
 Consider Other Depressive Disorder if: 
  - Two to four items are checked as More than half the days, or Nearly everyday; 
one of which is items 1 or 2. 
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Generalized Anxiety Disorder 7-item scale (GAD-7) 
 
Over the last 2 weeks, how often have you been bothered by the following problems? 
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1 Feeling nervous, anxious, or on edge 1 2 3 4 

2 Not being able to stop or control worrying 1 2 3 4 

3 Worrying too much about different things 1 2 3 4 

4 Trouble relaxing 1 2 3 4 

5 Being so restless that it is hard to sit still 1 2 3 4 

6 Becoming easily annoyed or irritable 1 2 3 4 

7 Feeling afraid, as if something awful might happen 1 2 3 4 
 
Interpretations 
 Consider anxiety if the total composite score is above or equal to 10. 
 

 
 


