
431 Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and PracticeVol 44, N° 10, October 2024

Post this article

Author references:

1. Centre for Surveillance and Applied Research, Public Health Agency of Canada, Ottawa, Ontario, Canada
2. School of Epidemiology and Public Health, University of Ottawa, Ontario, Canada
3. Helen Keller International, Nairobi, Kenya
4. Centre for Immunization and Respiratory Infectious Diseases, Public Health Agency of Canada, Ottawa, Ontario, Canada

Correspondence: Melanie Varin, Centre for Surveillance and Applied Research, Public Health Agency of Canada, 785 Carling Ave., Ottawa, ON K1A 0K9; Tel: 343-543-5186;  
Email: melanie.varin@phac-aspc.gc.ca

https://doi.org/10.24095/hpcdp.44.10.03

Research article by Varin M et al.  
in the HPCDP Journal  

 licensed under a Creative Commons 
Attribution 4.0 International License

Highlights

•	 This study examined psychological 
well-being and its associations with 
sociodemographic, mental health, 
physical health and substance use 
factors among individuals aged 
18 years and older in Canada.

•	 Older age, being married or in 
common-law relationship, and hav
ing a BMI in the overweight cate-
gory were associated with higher 
psychological well-being.

•	 Reporting a mood disorder, an anx-
iety disorder, high perceived life 
stress, engaging in heavy episodic 
drinking and frequent cannabis 
use were associated with lower 
psychological well-being.
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Abstract

Introduction: Psychological well-being (PWB) is an important component of positive 
mental health (PMH) and an asset for population health. This study examined correlates 
of PWB among community-dwelling adults (18+ years) in the 10 Canadian provinces.

Methods: Using data from the 2019 Canadian Community Health Survey Rapid Response 
on PMH, we conducted linear regression analyses with sociodemographic, mental 
health, physical health and substance use variables as predictors of PWB. PWB was 
measured using six questions from the Mental Health Continuum—Short Form, which 
asked about feelings of self-acceptance, personal growth, environmental mastery, 
autonomy, positive relations and purpose in life during the past month.

Results: In unadjusted and adjusted analyses, older age, being married or in a common-
law relationship and having a BMI in the overweight category (25.00–29.99) were asso-
ciated with higher PWB, while reporting a mood disorder, anxiety disorder, high 
perceived life stress, engaging in heavy episodic drinking and frequent cannabis use 
were associated with lower PWB. Sex, having children living at home, immigrant status, 
racialized group membership, educational attainment, household income tertile, having 
a BMI in the obese category (≥30.00), major chronic disease and smoking status were 
not significantly associated with PWB.

Conclusion: This research identifies sociodemographic, mental health, physical health 
and substance use factors associated with PWB among adults in Canada. These findings 
highlight groups and characteristics that could be the focus of future research to  
promote PMH.

Keywords: psychological well-being, positive mental health, mental illness, sociodemographic 
characteristics, substance use, physical health, population health

Introduction

The promotion of well-being is a public 
health priority in both Canada and globally, 

as evidenced in national and international 
mental health strategies.1,2 While well-
being and related concepts have increas-
ingly received attention by researchers 

internationally and over time,3 some have 
argued that the primary focus of epidemi-
ological and public health research on dis-
ease states and their risk factors need to 
be supplemented with research on posi-
tive psychological states and health assets 
to gain a complete understanding of popu-
lation health.4
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Hedonia and eudaimonia represent two 
distinct components of well-being.5 While 
both are components of positive mental 
health (PMH) and are related, they can 
have unique psychological, social and bio-
logical correlates.6-8 Hedonia typically cov-
ers aspects of feeling good, including 
experiencing positive emotions and satis-
faction with life.5 In contrast, eudaimonia 
can be defined as functioning well,5 which 
is captured in Ryff’s concept of psycho-
logical well-being (PWB) as including self-
acceptance, personal growth, purpose in 
life, environmental mastery, autonomy 
and positive relations with others.9

PWB has been associated with a range of 
health outcomes, for example, better sub-
jective health, fewer sleep problems, lower 
levels of inflammation and reduced car-
diovascular events such as myocardial 
infarctions.8 Some aspects of PWB (e.g. 
purpose in life) have also been associated 
with reduced risk of all-cause mortality.8,10 
Within Canada, previous research has 
found that individuals who report higher 
PWB tend to report better well-being on 
other measures of PMH (e.g. life satisfac-
tion), as well as less distress and fewer 
functional limitations.11 Moreover, nega-
tive bivariate associations have been 
found between PWB and alcohol, canna-
bis and cigarette use among youth in 
Canada.12,13

In 2016, the Public Health Agency of Canada 
(PHAC) released the Positive Mental Health 
Surveillance Indicator Framework as a 
tool to monitor and report on PMH out-
comes and associated risk and protective 
factors in the Canadian population;14,15 
PWB was identified as a key PMH out-
come in the Framework. Given the impor-
tance of mental health promotion nationally 
and internationally, identifying factors 
associated with PWB is essential to build 
upon previous findings, inform continued 
surveillance and identify groups who may 
benefit from interventions that promote 
higher PWB. Thus, the objective of this 
study was to examine associations between 
PWB and a range of sociodemographic, 
mental health, physical health and sub-
stance use variables among adults in 
Canada.

Methods

Study design and population

This secondary data analysis used the 
2019 Canadian Community Health Survey 

(CCHS) Rapid Response on PMH. The 
CCHS is a voluntary cross-sectional sur-
vey, conducted annually by Statistics 
Canada, of individuals aged 12 years and 
older living in all the Canadian provinces 
and territories.16 The survey coverage 
excluded individuals who were institu-
tionalized or living in foster homes, full-
time members of the Canadian Forces, 
and individuals living on reserves and in 
other Indigenous settlements in the prov-
inces and in two specific health regions in 
Quebec; these exclusions represent less 
than 3% of the Canadian population.16 
Data for the Rapid Response on PMH were 
collected between January and March 
2019 from non-proxy respondents living in 
the 10 Canadian provinces, with a response 
rate of 58.3%. We limited our analyses to 
adults aged 18 years and older (N = 11 486).

Measures

Psychological well-being
PWB was measured using six questions 
from the Mental Health Continuum—Short 
Form.17 These asked about feelings of self-
acceptance, personal growth, environmental 
mastery, autonomy, positive relations with 
others and purpose in life in the past month. 
In accordance with the adult Positive Mental 
Health Surveillance Indicator Framework15 
and previous research,11,18 response options 
for each question were converted into num-
ber of days in the past month as follows: 
“every day” as 28 days (4 weeks × 7 days 
per week); “almost every day” as 20 days 
(4 weeks × 5 days per week); “about 2 or 
3 times a week” as 10 days (4 weeks × 
2.5 days per week); “about once a week” 
as 4 days (4 weeks × 1 day per week); 
“once or twice” as 1.5 days; and “never” 
as 0 days. Mean scores were generated by 
summing item scores and dividing by the 
total number of items; scores ranged from 
0 to 28. The Mental Health Continuum—
Short Form PWB subscale has been vali-
dated in previous Canadian population 
health surveys11 and had an acceptable 
internal consistency in the Rapid Response 
dataset (Cronbach α = 0.79).

Sociodemographic variables
We examined a number of sociodemo-
graphic characteristics: sex (male, female); 
age (continuous); marital status (married/
in a common-law relationship, single/sep-
arated/divorced/widowed); household 
income tertile (low, middle, high); respon-
dent’s highest level of education (high 
school graduation or less, postsecondary 
graduation); immigrant status (yes [landed 

immigrant/non–permanent resident], no 
[Canadian-born]); racialized group mem-
ber (yes [identified as Indigenous or any 
racialized background], no [only identi-
fied as White]); and household composi-
tion (children of any age living at home, 
no children living at home). Income data 
were based on a combination of tax data 
(~20%), collected respondent data (~15%) 
and imputed income amounts (~65%).

Mental health variables
Perceived life stress was examined using 
the question “Thinking about the amount 
of stress in your life, would you say that 
most of your days are…?” Response options 
included “not at all stressful,” “not very 
stressful,” “a bit stressful,” “quite a bit stress
ful” and “extremely stressful.” Consistent 
with the PHAC Suicide Surveillance Indicator 
Framework,19 respondents who answered 
“extremely stressful” or “quite a bit stress-
ful” were categorized as having high per-
ceived life stress.

Presence of a mood disorder was assessed 
with the question “Do you have a mood 
disorder such as depression, bipolar disor-
der, mania or dysthymia?” Presence of an 
anxiety disorder was assessed with the 
question “Do you have an anxiety disor-
der such as a phobia, obsessive-compulsive 
disorder or a panic disorder?” Respondents 
who answered “yes” to the first question 
were categorized as having a mood disor-
der and “yes” to the second question as 
having an anxiety disorder.

Physical health variables
The derived body mass index (BMI) vari-
able (HWTDVBCC) created by Statistics 
Canada was modified to report on BMI. 
This derived variable was calculated based 
on the self-reported height and weight of 
the respondent (excluding those who 
reported being pregnant or did not answer 
the pregnancy question when asked). Sex-
specific corrections were applied to adjust 
for the tendency of individuals to overesti-
mate their height and underestimate their 
weight.20 After these adjustments, respon-
dents’ BMI were classified as normal/
underweight (≤24.99), overweight (25.00–
29.99) or obese (≥30.00) for analysis.21 
The normal weight and underweight cate-
gory groups were combined because the 
percentage of individuals with a BMI clas-
sified as underweight was low, and the 
interpretation of results was similar when 
the two groups were examined separately 
in sensitivity analyses.
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Consistent with the Suicide Surveillance 
Indicator Framework,19 respondents were 
categorized as having at least one major 
chronic disease if they reported having 
asthma; chronic bronchitis, emphysema 
or chronic obstructive pulmonary disease; 
heart disease; diabetes; a current or previ-
ous cancer diagnosis; or if they experi-
enced the effects of a stroke.

Substance use variables
Current smoking status was assessed with 
the question “At the present time, do you 
smoke cigarettes every day, occasionally 
or not at all?”

Heavy episodic drinking was based on the 
2018 Canada’s low-risk alcohol drinking 
guidelines22 and was assessed using the 
question “How often in the past 12 months 
have you had 5 (male) / 4 (female) or more 
drinks on one occasion?” Response options 
ranged from “never” to “more than once a 
week.” Individuals who indicated “never” 
or who reported not having an alcoholic 
drink during the past 12 months were cat-
egorized as not engaging in heavy epi-
sodic drinking in the past year, while 
those who reported drinking that many 
drinks “less than once a month” or more 
often were categorized as engaging in 
heavy episodic drinking in the past year.

Cannabis use was assessed using the 
question “How often did you use cannabis 
in the past 12 months?” Based on Canada’s 
Lower-risk Cannabis Use Guidelines relat-
ing to frequency and intensity of use,23 
respondents who indicated that they used 
cannabis “more than once a week” or 
“daily or almost daily” were categorized 
as engaging in frequent cannabis use, 
while those who responded “once a 
week” or less frequently were categorized 
as not engaging in frequent cannabis use.

Statistical analyses

We conducted analyses using SAS Enterprise 
Guide version 7.1 (SAS Institute, Cary, 
NC, US). Descriptive statistics were reported 
using weighted percentages, means and 
medians with 95% confidence intervals 
(CIs). To account for the complex survey 
design, we calculated 95% CIs using the 
bootstrap resampling method with 1000 
replications. Survey sampling weights and 
bootstrap weights were provided by Statistics 
Canada. We conducted unadjusted linear 
regression analyses to examine the bivari-
ate association between each potential 
explanatory variable and PWB. We then 

conducted an adjusted linear regression 
analysis with variables that were statisti-
cally significant in the unadjusted analy-
ses to simultaneously examine how each 
variable was related to PWB when adjust-
ing for the other variables. To ensure that 
the sample composition remained consis-
tent for unadjusted and adjusted results, 
all regression analyses were restricted to 
the 87.0% of respondents (N = 9993) 
with complete data on all relevant vari-
ables. Regression coefficients with p val-
ues less than 0.05 were interpreted as 
being statistically significant.

Multicollinearity did not appear to be an 
issue as none of the correlation coefficients 
between explanatory variables exceeded 
0.60 and variance inflation factors in the 
adjusted model were all less than or equal 
to 1.43. These multicollinearity checks 
were weighted but bootstrapping was not 
applied for variance estimation due to SAS 
limitations. A residual plot was generated 
to confirm the assumption of homosce-
dasticity for the adjusted model.

Results

Descriptive statistics 

The majority of the population was mar-
ried or in a common-law relationship 
(63.2%), had completed postsecondary 
education (64.1%), were non-immigrants 
(71.9%) and were not members of racial-
ized groups (72.4%). Half of the individu-
als had children living at home (50.9%) 
(Table 1). 

Most respondents did not report a mood 
(89.9%) or an anxiety (89.9%) disorder 
and had low perceived life stress (78.5%). 
The majority did not report having a 
major chronic disease (74.5%); however, 
around two-thirds were classified as hav-
ing BMI in the overweight or obese cate-
gory (65.5%). Most did not engage in 
frequent cannabis use (92.7%), were non-
smokers (84.8%) and did not engage in 
heavy episodic drinking (56.6%) in the 
past year. 

Median household income before taxes 
was $91 744 and the mean age was 48.2 
years. On average, PWB was experienced 
on 22.4 days in the past month.

Linear regression results 

In the unadjusted analyses, older age 
(B = 0.03; 95% CI: 0.02 to 0.04), being 

married or in a common-law relationship 
(B = 1.12; 95% CI: 0.76 to 1.48) and having 
BMI in the overweight category (B = 0.69; 
95% CI: 0.28 to 1.10) were significantly 
associated with higher PWB. In contrast, 
reporting a mood disorder (B = −4.54; 
95% CI: −5.25 to −3.83), an anxiety dis-
order (B = −3.45; 95% CI: −4.19 to −2.71), 
high perceived life stress (B  =  −1.53; 
95% CI: −2.01 to −1.04), heavy episodic 
drinking in the past year (B = −0.69; 
95% CI: −1.03, −0.34) and frequent can-
nabis use in the past year (B = −1.93; 
95% CI: −2.61 to  −1.24) were signifi-
cantly associated with lower PWB in the 
unadjusted analyses. Sex, having children 
living at home, immigrant status, racialized 
group membership, educational attain-
ment, household income tertile, having a 
BMI in the obese category (vs. under-
weight/normal weight category), having a 
major chronic disease and smoking status 
were not significantly associated with 
PWB in the unadjusted analyses (Table 2).

In the adjusted analyses, older age (B = 0.01; 
95% CI: 0.005 to 0.02), being married/in a 
common-law relationship (B = 0.58; 95% 
CI: 0.22 to 0.94) and having a BMI in the 
overweight category (B = 0.58; 95% CI: 
0.16 to 0.99) were significantly associated 
with higher PWB, while reporting a mood 
disorder (B = −3.55; 95% CI: −4.22 to 
−2.87), anxiety disorder (B = −1.10; 95% 
CI: −1.81 to −0.38) or high perceived life 
stress (B = −0.89; 95% CI: −1.35 to 
−0.43) or engaging in heavy episodic drink
ing (B = −0.42; 95% CI: −0.77 to −0.08) 
and frequent cannabis use (B  =  −0.84; 
95% CI: −1.49 to −0.19) were signifi-
cantly associated with lower PWB.

Discussion

In this study, we examined associations 
between PWB and sociodemographic char
acteristics, mental health, physical health 
and substance use using data from almost 
10  000 adults in Canada. We found that 
PWB was positively associated with two 
sociodemographic factors (i.e. age and 
being married or in a common-law rela-
tionship) and one physical health charac-
teristic (i.e. having a BMI in the overweight 
category) and negatively associated with 
several mental health (i.e. reporting a 
mood disorder, an anxiety disorder and 
high perceived life stress) and substance 
use variables (i.e. engaging in heavy epi-
sodic drinking and frequent cannabis use 
in the past year). These associations with 
PWB were robust as they all remained 
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statistically significant when simultane-
ously controlling for each other in the 
adjusted analysis.

Higher age was associated with higher 
PWB in the current study, which is consis-
tent with previous Canadian findings 
showing that PMH outcomes are often 
most commonly observed among older 
adults.15,18,24 While we examined overall 
PWB, more detailed investigations into 
specific dimensions of PWB have found 
more nuanced patterns of results, with 
some aspects of PWB increasing as people 
age (e.g. environmental mastery) and other 
aspects decreasing (e.g. purpose in life).25 
Future Canadian research could expand 
upon the current study by exploring dif-
ferent aspects of PWB and/or investigat-
ing correlates of PWB within developmental 
stages (early adulthood, mid-adulthood, 
older adulthood) to see if they might differ 
across the life course.

Marital status was also robustly associ-
ated with PWB. Longitudinal research has 
found overall increases in all six aspects 
of PWB when people are married for the 
first time, while some aspects of PWB 
decrease when people are separated/
divorced (i.e. self-acceptance and positive 
relations) or widowed (i.e. purpose in 
life).26 Other longitudinal research indi-
cates that the transition to cohabitation or 
marriage is generally associated with 
increases in happiness.27 There are many 
pathways through which long-term roman-
tic relationships may promote PMH—for 
example, romantic partners can provide 
friendship, social support and emotional 
regulation.28,29

Having a BMI in the overweight category 
but not the obese category was consis-
tently associated with a higher PWB score, 
which was unexpected but not idiosyn-
cratic to this study. For instance, a meta-
analysis found that mental health–related 
quality of life was higher among individu-
als with BMI in the overweight category 
(vs. normal category), although their 
physical health–related quality of life was 
lower.30 The literature on BMI and mental 
health more broadly can be inconsistent 
and nuanced, with associations some-
times depending on sex, age, stigma and 
measure of mental health.31,32 Studies are 
needed to explore whether adults in Canada 
with BMI in the overweight category are 
more likely to report higher well-being for 
other PMH measures and whether this 

TABLE 1 
Descriptive characteristics of 2019 CCHS Rapid Response on PMH respondents (N = 11 486)

Characteristics Value (n or %)

Mean number of days PWB was experienced in the past month (N = 10 658), n 22.4 

Sociodemographic variables

Sex (N = 11 486), %

Male (n = 5335) 49.2 

Female (n = 6151) 50.8 

Mean age (N = 11 486), years 48.2

Marital status (N = 11 475), %

Single, separated, divorced or widowed (n = 5180) 36.8

Married or in a common-law relationship (n = 6295) 63.2

Household composition (N = 11 474), %

No children living at home (n = 7666) 49.1

Children living at home (n = 3808) 50.9

Immigrant status (N = 11 412), %

Non-immigrant (n = 9406) 71.9

Immigrant (n = 2006) 28.1 

Racialized group member (N = 11 352), %

No (n = 9432) 72.4

Yes (n = 1920) 27.6

Highest level of respondent education (N = 11 336), %

High school education or less (n = 4383) 35.9

Postsecondary (n = 6953) 64.1

Median household income (N = 11 486), $ 91 744.0

Mental health variables %

Mood disorder (N = 11 467)

No (n = 10 251) 89.9

Yes (n = 1216) 10.1

Anxiety disorder (N = 11 473)

No (n = 10 334) 89.9

Yes (n = 1139) 10.1

Perceived life stress (N = 11 454)

Not at all, not very or a bit stressful (n = 9234) 78.5

Extremely or quite a bit stressful (n = 2220) 21.5

Physical health variables %

BMI (N = 10 900)

Underweight/normal weight (<25.00) (n = 3519) 34.5

Overweight (25.00–29.99) (n = 3932) 36.2

Obese (≥30.00) (n = 3449) 29.3

Major chronic disease (N = 11 384)

No (n = 7881) 74.5

Yes (n = 3503) 25.5

Substance use variables %

Smoking status (N = 11 483)

Daily smoker (n = 1549) 10.9

Occasional smoker (n = 456) 4.3

Non-smoker (n = 9478) 84.8

Alcohol use (N = 11 444)

No heavy episodic drinking in past year (n = 6691) 56.6

Heavy episodic drinking in past year (n = 4753) 43.4

Cannabis use (N = 11 205)

Infrequent use in past year (n = 10 328) 92.7

Frequent use in past year (n = 877) 7.3
Abbreviations: BMI, body mass index; CCHS, Canadian Community Health Survey; PMH, positive mental health; PWB,  
psychological well-being.
Note: All estimates are weighted to represent the target population.
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varies after stratifying by factors such as 
sex to better understand the relationship 
between BMI in the overweight category 
and higher PWB score observed in this 
study.

Beyond these positive associations, we 
found that individuals reporting a mood 
disorder or anxiety disorder tended to 
have lower PWB than those not reporting 
these mental illnesses. Symptoms such as 
sadness, hopelessness, fatigue, lack of 
interest, negative self-perceptions, exces-
sive worry, sleep disturbance, restlessness 
and difficulty concentrating may make it 
more difficult for individuals with inter-
nalizing disorders to experience PWB.33 
Indeed, mood and anxiety disorders are 
associated with limitations in functioning 
and well-being.33,34 Moreover, lower scores 
on all six PWB components have been 
observed among individuals with depres-
sion (vs. without depression),35 and changes 
in depressive symptoms have been shown 
to predict changes in PWB (and vice 
versa) over a 16-year period among older 
adults.36 Despite the robust associations 
between reporting a mood or an anxiety 
disorder and having PWB in the current 
study, it is important to note that much of 
the variance in PWB remains unexplained. 
These results are in line with the dual-
continuum model of mental health that 
conceptualizes PMH (e.g. PWB) and men-
tal illness as related but distinct concepts, 
with each contributing to overall mental 
health.37,38

Individuals who indicated that most of 
their days were extremely or quite a bit 
stressful tended to report lower PWB than 
those who perceived less stress in their 
life. The cognitive appraisal of frequent 
and intense stressful transactions with the 
environment could hinder aspects of 
PWB, such as the sense that a person has 
autonomy or mastery over their environ-
ment, although we did not examine how 
well individuals thought they could cope 
with the level of stress in their lives.39 
Nevertheless, this finding extends Canadian 
knowledge on the link between perceived 
stress and other PMH outcomes, including 
sense of community belonging, in the 
general adult population,40 and self-rated 
mental health and life satisfaction among 
adults with a mood and/or anxiety disor-
der.41 Ongoing promotion of PMH among 
individuals reporting high levels of stress 
or with mood or anxiety disorders may 
strengthen population PWB.42

TABLE 2 
Linear regression models examining associations between sociodemographic, mental health, 
physical health and substance use variables and PWB, 2019 CCHS Rapid Response on PMH 

(N = 9993)

Explanatory variables
Unstandardized regression coefficient, B (95% CI)

Unadjusted Adjusted

Sex 

Male Reference –

Female −0.21 (−0.56 to 0.13) –

Age (continuous) 0.03 (0.02 to 0.04)*** 0.01 (0.005 to 0.02)**

Marital status 

Single, separated, divorced, or widowed Reference Reference

Married or in a common-law relationship 1.12 (0.76 to 1.48)*** 0.58 (0.22 to 0.94)**

Household composition 

No children living at home Reference –

Children living at home 0.21 (−0.16 to 0.57) –

Immigrant status 

Non-immigrant Reference –

Immigrant −0.15 (−0.60 to 0.31) –

Racialized group member 

No Reference –

Yes −0.42 (−0.91 to 0.06) –

Highest level of respondent education 

High school or less Reference –

Postsecondary −0.11 (−0.45 to 0.24) –

Household income tertile

Low Reference –

Middle 0.32 (−0.07 to 0.71) –

High 0.37 (−0.05 to 0.78) –

Mood disorder 

No Reference Reference

Yes −4.54 (−5.25 to −3.83)*** −3.55 (−4.22 to −2.87)***

Anxiety disorder 

No Reference Reference

Yes −3.45 (−4.19 to −2.71)*** −1.10 (−1.81 to −0.38)**

Perceived life stress 

Not at all, not very or a bit stressful Reference Reference

Extremely or quite a bit stressful −1.53 (−2.01 to −1.04)*** −0.89 (−1.35 to −0.43)***

BMI category 

Underweight/normal weight (<25.0) Reference Reference

Overweight (25.0–29.9) 0.69 (0.28 to 1.10)** 0.58 (0.16 to 0.99)**

Obese (≥30) 0.33 (−0.13 to 0.79) 0.44 (−0.03 to 0.90)

Major chronic disease 

No Reference –

Yes 0.04 (−0.36 to 0.44) –

Smoking status 

Daily smoker Reference –

Occasional smoker 0.65 (−0.36 to 1.65) –

Non-smoker 0.50 (−0.03 to 1.02) –

Alcohol use 

No heavy episodic drinking in past year Reference Reference

Heavy episodic drinking in past year −0.69 (−1.03 to −0.34)*** −0.42 (−0.77 to −0.08)*

Cannabis use 

Infrequent use in past year Reference Reference

Frequent use in past year −1.93 (−2.61 to −1.24)*** −0.84 (−1.49 to −0.19)*

Adjusted R2 – 0.09

Footnotes on the following page
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less than 18 years, those who reported 
being pregnant). Lastly, given that the 
data analyzed were cross-sectional, cau-
sality and directionality of the observed 
associations cannot be ascertained.

Conclusion

According to Ryff,9 PWB is experienced 
when people feel competent, self-deter-
mined and connected with others, when 
they have a sense of growth, purpose and 
meaning in life and when they accept who 
they are. We found that reporting a mood 
disorder, an anxiety disorder or high per-
ceived life stress, and engaging in heavy 
episodic drinking and frequent cannabis 
use were consistently associated with 
lower PWB, whereas older age, being 
married or in a common-law relationship 
and having a BMI in the overweight cate-
gory were consistently associated with 
higher PWB. Our results identify potential 
risk and protective factors of PWB, and 
highlight the need for future research on 
interventions aimed at increasing PWB. 
This is especially pertinent now given the 
decreased prevalence of other PMH out-
comes (e.g. fewer adults reporting very 
good or excellent mental health),46 the 
increased prevalence of some potential 
risk factors (e.g. more adults screening 
positive for major depressive disorder; 
more adults reporting an increase versus a 
decrease in their alcohol and cannabis 
consumption)47,48 and larger inequalities 
in PMH outcomes among some groups 
(e.g. younger vs. older adults)25 that have 
been observed in Canada during the 
COVID-19 pandemic. It will be important 
to explore the degree to which PWB has 
also been impacted.
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In terms of substance use, engaging in 
heavy episodic drinking and in frequent 
cannabis use were significantly associated 
with lower PWB. Previous Canadian 
research with youth also found that heavy 
episodic drinking and frequent cannabis 
use were more common among those 
with low psychological and social well-
being (albeit autonomy had a positive 
association with substance use when 
sociodemographic characteristics and 
other aspects of well-being were con-
trolled for).13 Interestingly, smoking status 
was not associated with PWB in our 
study, whereas previous research found 
that recent cigarette use was associated 
with lower psychological and social well-
being among youth in Canada.12 
Inconsistent evidence for the relationship 
between smoking and aspects of PWB 
(i.e. purpose in life) have been noted pre-
viously.43 Future studies are needed to 
obtain a better understanding of the rela-
tionship between substance use and PMH 
by assessing motivations for use, examin-
ing polysubstance use and the use of other 
substances not measured in the current 
survey, taking into account group dynam-
ics, distinguishing between those who 
abstain versus those who use at a low-risk 
level, examining associations with other 
PMH outcomes, and investigating the fre-
quency of heavy episodic drinking.

Although we were able to identify multi-
ple correlates of PWB, we also observed 
that some variables were not significantly 
associated with PWB. For instance, PWB 
differences across sex, education and 
immigrant status were not observed in 
this study, nor in analyses of the 2015 
CCHS.18 PWB also did not differ between 
racialized versus non-racialized group 
members or for those with versus without 
children living at home. Differences in 
other PMH outcomes for these sociodemo-
graphic characteristics have been docu-
mented among adults in Canada,24 which 
highlights the importance of monitoring 
numerous PMH indicators. The lack of 
significant results for household income 
and major chronic disease status was 
unexpected. Previous analyses of the 2015 

CCHS found that adults in the three high-
est household income quintiles had higher 
odds of high PWB than adults in the low-
est household income quintile.18 The use 
of a more extreme reference group, the 
larger sample size and other methodologi-
cal or analytical differences in the previ-
ous analyses may explain the conflicting 
results for household income. Previous 
Canadian research found that adults with 
chronic physical conditions were less 
likely to have flourishing mental health 
(albeit not after adjustment for various 
sociodemographic characteristics, positive 
health behaviours and chronic pain).44 
More research is needed to understand 
these inconsistent findings.

Strengths and limitations

A key strength of this study includes the 
use of data from a population health sur-
vey that allowed us to examine a range of 
potential PWB correlates among commu-
nity-dwelling adults living in the 10 
Canadian provinces. In terms of limita-
tions, PWB is multifaceted and has a 
range of potential correlates that were not 
measured or controlled for (e.g. personal-
ity),7 which could result in residual con-
founding. The use of self-reported data is 
subject to social desirability or recall 
biases, particularly for more sensitive con-
tent such as substance use.45 Although 
BMI was adjusted using sex-specific cor-
rections to account for common reporting 
biases, some misclassification could have 
occurred due to the limitations of BMI for 
some populations (e.g. very muscular 
individuals, older adults, members of 
some racialized groups).21 The categoriza-
tion of some of the explanatory variables 
in this study was broad (e.g. marital sta-
tus, racialized group member); differences 
in PWB could have been missed between 
specific populations that were grouped 
together. Moreover, the findings of this 
study may not be generalizable to individ
uals who were excluded from the target 
population (e.g. those living in institutions 
or in Indigenous settlements, full-time 
members of the Canadian Armed Forces) 
or excluded from analyses (e.g. those aged 

Abbreviations: BMI, body mass Index; CCHS, Canadian Community Health Survey; PMH, positive mental health; PWB,  
psychological well-being; R2, coefficient of determination.

Note: All estimates are weighted.

*p < 0.05, **p < 0.01, *** p < 0.001.

TABLE 2 (continued) 
Linear regression models examining associations between sociodemographic, mental health, 
physical health and substance use variables and PWB, 2019 CCHS Rapid Response on PMH 

(N = 9993)



437 Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and PracticeVol 44, N° 10, October 2024

herself from the review process for this 
article.

The authors have no conflicts of interest 
to disclose.

Authors’ contributions and 
statement

MV: Conceptualization, formal analysis, 
methodology, project administration, visu-
alization, writing – original draft, writing – 
review & editing.

ZMC: Formal analysis, methodology, vali-
dation, writing – review & editing.

MMB: Conceptualization, writing – review 
& editing.

EP: Conceptualization, writing – review & 
editing.

HO: Conceptualization, writing – review & 
editing.

CAC: Formal analysis, methodology, vali-
dation, writing – review & editing.

The content and views expressed in this 
article are those of the authors and do not 
necessarily reflect those of the Government 
of Canada.

References

1.	 Mental Health Commission of Canada. 
Changing directions, changing lives: 
the mental health strategy for Canada. 
Calgary (AB): MHCC; 2012. Available 
from: https://www.mentalhealth 
commission.ca/wp-content/uploads 
/drupal/MHStrategy_Strategy_ENG.pdf 

2.	 World Health Organization. Compre
hensive mental health action plan 
2013–2030. Geneva (CH): WHO; 2021. 
32 p. Available from: https://iris.who 
.int/bitstream/handle/10665/345301 
/9789240031029-eng.pdf?sequence=1

3.	 Barrington-Leigh CP. Trends in con
ceptions of progress and well-being. 
In: Helliwell JF, Layard R, Sachs JD, 
De Neve JE, Aknin LB, Wang S, et al., 
editors. World happiness report 2022. 
New York (NY): Sustainable Develop
ment Solutions Network; 2022. p. 53-74. 
Available from: https://worldhappiness 
.report/ed/2022/trends-in-conceptions 
-of-progress-and-well-being 

4.	 VanderWeele TJ, Chen Y, Long K, Kim 
ES, Trudel-Fitzgerald C, Kubzansky LD. 
Positive epidemiology? Epidemiology. 
2020;31(2):189-93. https://doi.org/10 
.1097/EDE.0000000000001147 

5.	 Huta V, Waterman AS. Eudaimonia 
and its distinction from hedonia: devel
oping a classification and termino-
logy for understanding conceptual and 
operational definitions. J Happiness 
Stud. 2014;15(6):1425-56. https://doi 
.org/10.1007/s10902-013-9485-0 

6.	 Selcuk E, Gunaydin G, Ong AD, Almeida 
DM. Does partner responsiveness pre
dict hedonic and eudaimonic well-
being? A 10-year longitudinal study. J 
Marriage Fam. 2016;78(2):311-25. 
https://doi.org/10.1111/jomf.12272 

7.	 Anglim J, Horwood S, Smillie LD, 
Marrero RJ, Wood JK. Predicting psy-
chological and subjective well-being 
from personality: a meta-analysis. 
Psychol Bull. 2020;146(4):279-323. 
https://doi.org/10.1037/bul0000226 

8.	 Ryff CD, Boylan JM, Kirsch JA. 
Eudaimonic and hedonic well-being: 
an integrative perspective with linkages 
to sociodemographic factors and health. 
In: Lee MT, Kubzansky LD, VanderWeele 
TJ, editors. Measuring well-being: inter
disciplinary perspectives from the 
social sciences and the humanities. 
New York (NY): Oxford University 
Press; 2021. p. 92-135. https://doi.org 
/10.1093/oso/9780197512531.003.0005 

9.	 Ryff CD. Happiness is everything, or 
is it? Explorations on the meaning of 
psychological well-being. J Pers Soc 
Psychol. 1989;57(6):1069-81. https://
doi.org/10.1037/0022-3514.57.6.1069 

10.	 Trudel-Fitzgerald C, Millstein RA, von 
Hippel C, Howe CJ, Tomasso LP, 
Wagner GR, et al. Psychological well-
being as part of the public health 
debate? Insight into dimensions, inter
ventions, and policy. BMC Public 
Health. 2019;19(1):1712. https://doi 
.org/10.1186/s12889-019-8029-x 

11.	 Orpana H, Vachon J, Dykxhoorn J, 
Jayaraman G. Measuring positive men-
tal health in Canada: construct valida
tion of the Mental Health Continuum— 
Short Form. Health Promot Chronic 
Dis Prev Can. 2017;37(4):123-30. https:// 
doi.org/10.24095/hpcdp.37.4.03 

12.	 Capaldi CA, Varin M, Dopko RL. 
Determinants of psychological and 
social well-being among youth in 
Canada: investigating associations with 
sociodemographic factors, psychoso-
cial context and substance use. Health 
Promot Chronic Dis Prev Can. 2021; 
41(2):39-47. https://doi.org/10.24095 
/hpcdp.41.2.02 

13.	 Enns A, Orpana H. Autonomy, com-
petence and relatedness and cannabis 
and alcohol use among youth in 
Canada: a cross-sectional analysis. 
Health Promot Chronic Dis Prev Can. 
2020;40(5-6):201-10. https://doi.org 
/10.24095/hpcdp.40.5/6.09 

14.	 Orpana H, Vachon J, Dykxhoorn J, 
McRae L, Jayaraman G. Monitoring 
positive mental health and its deter-
minants in Canada: the development 
of the Positive Mental Health Surveil
lance Indicator Framework. Health 
Promot Chronic Dis Prev Can. 2016; 
36(1):1-10. https://doi.org/10.24095 
/hpcdp.36.1.01 

15.	 Public Health Agency of Canada, 
Centre for Surveillance and Applied 
Research. Positive Mental Health 
Surveillance Indicator Framework 
[Internet]. Ottawa (ON): PHAC; 2022 
[modified 2023 Mar 21; cited 2023 
Jun 05]. Available from: https://health 
-infobase.canada.ca/positive-mental 
-health/ 

16.	 Statistics Canada. Canadian Community 
Health Survey – Annual Component 
(CCHS) [Internet]. Ottawa (ON): 
Statistics Canada; 2019 [cited 2023 
Jun 05]. Available from: https://www23 
.statcan.gc.ca/imdb/p2SV.pl?Function 
=getSurvey&Id=1208978 

17.	 Keyes CL. Overview of the Mental 
Health Continuum Short Form (MHC- 
SF). ResearchGate [Internet]. 2018 Jan 
[cited 2023 Mar 28]. Available from: 
https://doi.org/10.13140/RG.2.2.24204 
.62088 

18.	 Varin M, Palladino E, Lary T, Baker 
M. An update on positive mental 
health among adults in Canada. 
Health Promot Chronic Dis Prev Can. 
2020;40(3):86-91. https://doi.org/10 
.24095/hpcdp.40.3.04 

https://www.mentalhealthcommission.ca/wp-content/uploads/drupal/MHStrategy_Strategy_ENG.pdf
https://www.mentalhealthcommission.ca/wp-content/uploads/drupal/MHStrategy_Strategy_ENG.pdf
https://www.mentalhealthcommission.ca/wp-content/uploads/drupal/MHStrategy_Strategy_ENG.pdf
https://iris.who.int/bitstream/handle/10665/345301/9789240031029-eng.pdf?sequence=1
https://iris.who.int/bitstream/handle/10665/345301/9789240031029-eng.pdf?sequence=1
https://iris.who.int/bitstream/handle/10665/345301/9789240031029-eng.pdf?sequence=1
https://worldhappiness.report/ed/2022/trends-in-conceptions-of-progress-and-well-being
https://worldhappiness.report/ed/2022/trends-in-conceptions-of-progress-and-well-being
https://worldhappiness.report/ed/2022/trends-in-conceptions-of-progress-and-well-being
https://doi.org/10.1097/EDE.0000000000001147
https://doi.org/10.1097/EDE.0000000000001147
https://doi.org/10.1007/s10902-013-9485-0
https://doi.org/10.1007/s10902-013-9485-0
https://doi.org/10.1111/jomf.12272
https://doi.org/10.1037/bul0000226
https://doi.org/10.1093/oso/9780197512531.003.0005
https://doi.org/10.1093/oso/9780197512531.003.0005
https://doi.org/10.1037/0022-3514.57.6.1069
https://doi.org/10.1037/0022-3514.57.6.1069
https://doi.org/10.1186/s12889-019-8029-x
https://doi.org/10.1186/s12889-019-8029-x
https://doi.org/10.24095/hpcdp.37.4.03
https://doi.org/10.24095/hpcdp.37.4.03
https://doi.org/10.24095/hpcdp.41.2.02
https://doi.org/10.24095/hpcdp.41.2.02
https://doi.org/10.24095/hpcdp.40.5/6.09
https://doi.org/10.24095/hpcdp.40.5/6.09
https://doi.org/10.24095/hpcdp.36.1.01
https://doi.org/10.24095/hpcdp.36.1.01
https://health-infobase.canada.ca/positive-mental-health/
https://health-infobase.canada.ca/positive-mental-health/
https://health-infobase.canada.ca/positive-mental-health/
https://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&Id=1208978
https://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&Id=1208978
https://www23.statcan.gc.ca/imdb/p2SV.pl?Function=getSurvey&Id=1208978
https://doi.org/10.13140/RG.2.2.24204.62088
https://doi.org/10.13140/RG.2.2.24204.62088
https://doi.org/10.24095/hpcdp.40.3.04
https://doi.org/10.24095/hpcdp.40.3.04


438Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and Practice Vol 44, N° 10, October 2024

19.	 Public Health Agency of Canada, 
Centre for Surveillance and Applied 
Research. Suicide Surveillance Indicator 
Framework [Internet]. Ottawa (ON): 
PHAC; 2019 [modified 2021 Oct 06; 
cited 2023 Jan 16]. Available from: 
https://health-infobase.canada.ca/ssif/ 

20.	 Connor Gorber S, Shields M, Tremblay 
MS, McDowell I. The feasibility of 
establishing correction factors to adjust 
self-reported estimates of obesity. 
Health Rep. 2008;19(3):71-82.

21.	 Health Canada. Canadian guidelines 
for body weight classification in adults. 
Ottawa (ON): Government of Canada; 
2003. Catalogue No.: H49-179/2003E. 
Available from: https://publications 
.gc.ca/collections/Collection/H49-179 
-2003E.pdf 

22.	 Canadian Centre on Substance Use 
and Addiction. Canada’s low-risk alco-
hol drinking guidelines [brochure] 
[Internet]. Ottawa (ON): CCSA; 2018 
[cited 2023 Jan 05]. Available from: 
https://www.ccsa.ca/canadas-low-risk 
-alcohol-drinking-guidelines-brochure 

23.	 Public Health Agency of Canada (PHAC). 
Canada’s lower-risk cannabis use gui-
delines [Internet]. Ottawa (ON): PHAC; 
2019 [cited 2023 Jan 05]. Available 
from: https://www.canada.ca/en/health 
-canada/services/drugs-medication 
/cannabis/resources/lower-risk-cannabis 
-use-guidelines.html 

24.	 Public Health Agency of Canada (PHAC). 
Inequalities in the mental health of 
adults before and during the COVID-
19 pandemic: summary [Internet]. 
Ottawa (ON): PHAC; 2022 [modified 
2022 Oct 31; cited 2023 Feb 27]. Avail
able from: https://health-infobase 
.canada.ca/covid-19/mental-health 
-inequalities/summary.html 

25.	 Yeung DY. Aging and psychological 
well-being. In: Pachana NA, editor. 
Encyclopedia of geropsychology. 
Singapore (SG): Springer; 2017. p. 
196-201. https://doi.org/10.1007/978 
-981-287-082-7_139 

26.	 Marks NF, Lambert JD. Marital status 
continuity and change among young 
and midlife adults: longitudinal effects 
on psychological well-being. J Fam 
Issues. 1998;19(6):652-86. https://doi 
.org/10.1177/019251398019006001 

27.	 Blekesaune M. Is cohabitation as 
good as marriage for people’s subjec-
tive well-being? Longitudinal evidence 
on happiness and life satisfaction in 
the British Household Panel Survey. J 
Happiness Stud. 2018;19:505-20. https:// 
doi.org/10.1007/s10902-016-9834-x 

28.	 Andersen LM, Rasmussen AN, Reavley 
NJ, Bøggild H, Overgaard C. The social 
route to mental health: a systematic 
review and synthesis of theories 
linking social relationships to mental 
health to inform interventions. SSM 
Ment Health. 2021;1:100042. https://
doi.org/10.1016/j.ssmmh.2021.100042 

29.	 Grover S, Helliwell JF. How’s life at 
home? New evidence on marriage and 
the set point for happiness. J Happiness 
Stud. 2019;20:373-90. https://doi.org 
/10.1007/s10902-017-9941-3 

30.	 Ul-Haq Z, Mackay DF, Fenwick E, Pell 
JP. Meta-analysis of the association 
between body mass index and health-
related quality of life among adults, 
assessed by the SF-36. Obesity (Silver 
Spring). 2013;21(3):E322-7. https://doi 
.org/10.1002/oby.20107

31.	 McLaren L, Beck CA, Patten SB, Fick 
GH, Adair CE. The relationship between 
body mass index and mental health. 
A population-based study of the effects 
of the definition of mental health. Soc 
Psychiatry Psychiatr Epidemiol. 2008; 
43(1):63-71. https://doi.org/10.1007 
/s00127-007-0269-x 

32.	 Emmer C, Bosnjak M, Mata J. The 
association between weight stigma 
and mental health: a meta-analysis. 
Obes Rev. 2020;21(1):e12935. https://
doi.org/10.1111/obr.12935

33.	 American Psychiatric Association. 
Diagnostic and statistical manual of 
mental disorders, fifth edition, text revi
sion (DSM-5-TR) [Internet]. Washington 
(DC): APA Publishing; 2022 [cited 
2023 Feb 27]. Available from: https://
doi.org/10.1176/appi.books.978089 
0425787 

34.	 Gilmour H. Positive mental health 
and mental illness. Health Rep. 2014; 
25(9):3-9.

35.	 Edmondson OJ, MacLeod AK. Psy
chological well-being and anticipated 
positive personal events: their rela-
tionship to depression. Clin Psychol 
Psychother. 2015;22(5):418-25. https:// 
doi.org/10.1002/cpp.1911 

36.	 Joshanloo M, Blasco-Belled A. Recip
rocal associations between depressive 
symptoms, life satisfaction, and 
eudaimonic well-being in older adults 
over a 16-year period. Int J Environ 
Res Public Health. 2023;20(3):2374. 
https://doi.org/10.3390/ijerph20032374 

37.	 Keyes C. Mental illness and/or men-
tal health? Investigating axioms of the 
complete state model of health. J 
Consult Clin Psychol. 2005;73(3):539-
48. https://doi.org/10.1037/0022-006X 
.73.3.539 

38.	 Organisation for Economic Co-operation 
and Development (OECD). Measuring 
Population Mental Health. Paris (FR): 
OECD Publishing; 2023. https://doi 
.org/10.1787/5171eef8-en 

39.	 Biggs A, Brough P, Drummond S. 
Lazarus and Folkman’s Psychological 
Stress and Coping Theory. In: Cooper 
CL, Quick JC, editors. The handbook 
of stress and health. Toronto (ON): 
Wiley; 2017. https://doi.org/10.1002 
/9781118993811.ch21 

40.	 Kitchen P, Williams A, Chowhan J. 
Sense of community belonging and 
health in Canada: a regional analysis. 
Soc Indic Res. 2012;107:103-26. https:// 
doi.org/10.1007/s11205-011-9830-9 

41.	 Orpana H, Vachon J, Pearson C, 
Elliott K, Smith M, Branchard B. Cor
relates of well-being among Canadians 
with mood and/or anxiety disorders. 
Health Promot Chronic Dis Prev Can. 
2016;36(12):302-13. https://doi.org/10 
.24095/hpcdp.36.12.04 

42.	 Public Health Agency of Canada (PHAC). 
Promoting positive mental health: 
Why is promoting positive mental 
health important? [Internet]. Ottawa 
(ON): PHAC; 2022 [cited 2023 May 19]. 
Available from: https://www.canada 
.ca/en/public-health/services/promoting 
-positive-mental-health.html#a3 

https://health-infobase.canada.ca/ssif/
https://publications.gc.ca/collections/Collection/H49-179-2003E.pdf
https://publications.gc.ca/collections/Collection/H49-179-2003E.pdf
https://publications.gc.ca/collections/Collection/H49-179-2003E.pdf
https://www.ccsa.ca/canadas-low-risk-alcohol-drinking-guidelines-brochure
https://www.ccsa.ca/canadas-low-risk-alcohol-drinking-guidelines-brochure
https://www.canada.ca/en/health-canada/services/drugs-medication/cannabis/resources/lower-risk-cannabis-use-guidelines.html
https://www.canada.ca/en/health-canada/services/drugs-medication/cannabis/resources/lower-risk-cannabis-use-guidelines.html
https://www.canada.ca/en/health-canada/services/drugs-medication/cannabis/resources/lower-risk-cannabis-use-guidelines.html
https://www.canada.ca/en/health-canada/services/drugs-medication/cannabis/resources/lower-risk-cannabis-use-guidelines.html
https://health-infobase.canada.ca/covid-19/mental-health-inequalities/summary.html
https://health-infobase.canada.ca/covid-19/mental-health-inequalities/summary.html
https://health-infobase.canada.ca/covid-19/mental-health-inequalities/summary.html
https://doi.org/10.1007/978-981-287-082-7_139
https://doi.org/10.1007/978-981-287-082-7_139
https://doi.org/10.1177/019251398019006001
https://doi.org/10.1177/019251398019006001
https://doi.org/10.1007/s10902-016-9834-x
https://doi.org/10.1007/s10902-016-9834-x
https://doi.org/10.1016/j.ssmmh.2021.100042
https://doi.org/10.1016/j.ssmmh.2021.100042
https://doi.org/10.1007/s10902-017-9941-3
https://doi.org/10.1007/s10902-017-9941-3
https://doi.org/10.1002/oby.20107
https://doi.org/10.1002/oby.20107
https://doi.org/10.1007/s00127-007-0269-x
https://doi.org/10.1007/s00127-007-0269-x
https://doi.org/10.1111/obr.12935
https://doi.org/10.1111/obr.12935
https://doi.org/10.1176/appi.books.9780890425787
https://doi.org/10.1176/appi.books.9780890425787
https://doi.org/10.1176/appi.books.9780890425787
https://doi.org/10.1002/cpp.1911
https://doi.org/10.1002/cpp.1911
https://doi.org/10.3390/ijerph20032374
https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdoi.org%2F10.1037%2F0022-006X.73.3.539&data=05%7C01%7Cmelanie.varin%40phac-aspc.gc.ca%7Cdbd9bd960191482a1b8308db4589dec0%7C42fd9015de4d4223a368baeacab48927%7C0%7C0%7C638180230668645304%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=wwsng9BHSHfsAPJeOLd9cQXrx85kd1PT%2FsgwKcd4zbQ%3D&reserved=0
https://can01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdoi.org%2F10.1037%2F0022-006X.73.3.539&data=05%7C01%7Cmelanie.varin%40phac-aspc.gc.ca%7Cdbd9bd960191482a1b8308db4589dec0%7C42fd9015de4d4223a368baeacab48927%7C0%7C0%7C638180230668645304%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=wwsng9BHSHfsAPJeOLd9cQXrx85kd1PT%2FsgwKcd4zbQ%3D&reserved=0
https://doi.org/10.1787/5171eef8-en
https://doi.org/10.1787/5171eef8-en
https://doi.org/10.1002/9781118993811.ch21
https://doi.org/10.1002/9781118993811.ch21
https://doi.org/10.1007/s11205-011-9830-9
https://doi.org/10.1007/s11205-011-9830-9
https://doi.org/10.24095/hpcdp.36.12.04
https://doi.org/10.24095/hpcdp.36.12.04
https://www.canada.ca/en/public-health/services/promoting-positive-mental-health.html#a3
https://www.canada.ca/en/public-health/services/promoting-positive-mental-health.html#a3
https://www.canada.ca/en/public-health/services/promoting-positive-mental-health.html#a3


439 Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and PracticeVol 44, N° 10, October 2024

43.	 Kim ES, Delaney SW, Kubzansky LD. 
Sense of purpose in life and cardio-
vascular disease: underlying mecha-
nisms and future directions. Curr 
Cardiol Rep. 2019;21(11):135. https://
doi.org/10.1007/s11886-019-1222-9 

44.	 Gilmour H. Chronic pain, activity res-
triction and flourishing mental health. 
Health Rep. 2015;26(1):15-22.

45.	 Tourangeau R, Yan T. Sensitive ques-
tions in surveys. Psychol Bull. 2007; 
133(5):859-83. https://doi.org/10.1037 
/0033-2909.133.5.859 

46.	 Capaldi CA, Liu L, Dopko RL. Positive 
mental health and perceived change 
in mental health among adults in 
Canada during the second wave of 
the COVID-19 pandemic. Health Promot 
Chronic Dis Prev Can. 2021;41(11): 
359-77. https://doi.org/10.24095/hpcdp 
.41.11.05 

47.	 Shields M, Tonmyr L, Gonzalez A, 
Weeks M, Park SB, Robert AM, et al. 
Symptoms of major depressive disor-
der during the COVID-19 pandemic: 
results from a representative sample 
of the Canadian population. Health 
Promot Chronic Dis Prev Can. 2021; 
41(11):340-58. https://doi.org/10.24095 
/hpcdp.41.11.04 

48.	 Varin M, Hill MacEachern K, Hussain 
N, Baker MM. Measuring self-reported 
change in alcohol and cannabis con
sumption during the second wave of 
the COVID-19 pandemic in Canada. 
Health Promot Chronic Dis Prev Can. 
2021;41(11):325-30. https://doi.org/10 
.24095/hpcdp.41.11.02

https://doi.org/10.1007/s11886-019-1222-9
https://doi.org/10.1007/s11886-019-1222-9
https://doi.org/10.1037/0033-2909.133.5.859
https://doi.org/10.1037/0033-2909.133.5.859
https://doi.org/10.24095/hpcdp.41.11.05
https://doi.org/10.24095/hpcdp.41.11.05
https://doi.org/10.24095/hpcdp.41.11.04
https://doi.org/10.24095/hpcdp.41.11.04
https://doi.org/10.24095/hpcdp.41.11.02
https://doi.org/10.24095/hpcdp.41.11.02

