
238Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and Practice Vol 45, N° 5, May 2025

Share this article

Author references:

1. Centre for Surveillance and Applied Research, Public Health Agency of Canada, Ottawa, Ontario, Canada
2. Dalla Lana School of Public Health, University of Toronto, Toronto, 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

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

 licensed under a Creative Commons 
Attribution 4.0 International License

https://doi.org/10.24095/hpcdp.45.5.02

Original quantitative research

Coping and positive mental health in Canada  
among youth and adults: findings from  
a population-based nationally representative survey
Mihojana Jhumi, MPH (1,2); Laura L. Ooi, PhD (1); Karen C. Roberts, MSc (1); Melanie Varin, MSc (1)

This article has been peer reviewed.

Highlights

•	 In 2019, the prevalence of high 
coping was 69.6% to 86.3% across 
five age groups of youth and adults.

•	 The prevalence of high coping var-
ied by sex, gender, income, immigra
tion status, ethnocultural background 
and place (rural area or population 
centre) of residence.

•	 Of people with high coping, about 
three out of four reported high self-
rated mental health and about four 
out of five reported high levels of 
happiness.

•	 The mean life satisfaction score was 
8.3 (out of 10) for people with high 
coping.

•	 High coping increased the odds of 
high SRMH and happiness and was 
associated with higher mean life 
satisfaction for all groups.

PHAC has been monitoring the PMH of 
adults (18+ years) and youth (12–17 years) 
in Canada through the Positive Mental 
Health Surveillance Indicator Framework 
(PMHSIF) since 2016.9,10 The PMHSIF pro-
vides routine estimates on a core set of 
PMH outcomes including self-rated men-
tal health (SRMH), happiness, life satis-
faction, psychological well-being and social 
well-being. The PMHSIF also provides 

Abstract

Introduction: Coping is a protective factor for positive mental health (PMH) and an 
asset for population health. While there is evidence demonstrating a strong association 
between coping and PMH, less is known about how coping patterns differ across age 
groups. Given that age can impact coping ability, addressing this knowledge gap is 
warranted.

Methods: We analyzed data from the 2019 Canadian Community Health Survey on the 
self-rated ability of adults and youth (N = 60 643; 12+ years) to cope with unexpected 
or difficult problems and day-to-day demands along with three PMH outcomes: self-
rated mental health (SRMH), happiness and life satisfaction. All estimates were disag-
gregated by sociodemographic variables (sex, gender, household income quintile, 
immigration status, ethnocultural background, place of residence), stratified by five age 
groups, and age-specific regression analyses were conducted.

Results: Prevalence of high coping varied by sex, gender, income, place of residence, 
immigration status and ethnocultural background. High coping was significantly associ-
ated with the three PMH outcomes across all age groups. Those with high coping were 
4 to 6 times more likely to report high SRMH and high levels of happiness than those 
with lower coping. Individuals with high coping had a life satisfaction score between 
0.84 and 1.32 units greater than individuals with lower coping.

Conclusion: The consistent, positive relationship between high coping and PMH across 
all age groups provides valuable information for developing public health messaging 
and promotion efforts for adaptive coping to enhance population mental health.

Keywords: self-rated mental health, happiness, life satisfaction

Introduction

The Public Health Agency of Canada 
(PHAC) defines positive mental health 
(PMH) as “the capacity of each and all of 
us to feel, think, act in ways that enhance 
our ability to enjoy life and deal with the 
challenges we face.”1 PMH has been rec-
ognized as contributing to Canada’s social 
and economic prosperity2 and alleviating 

risk factors for mental disorders; it can be 
associated with greater physical and men-
tal health even in the presence of mental 
health problems.3,4 PMH is associated with 
reduced risk of mood and anxiety disor-
ders,5 decreased symptom severity and 
better remission for patients with mental 
disorders6,7 and improved health and lon-
gevity in healthy populations.8
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information on risk and protective factors 
at the individual, family, community and 
societal levels.9,10

In order to identify populations and deter-
minants that mental health promotion 
activities could target, PHAC also exam-
ines how patterns of PMH may vary across 
certain populations3,11-13 and explores rela-
tionships between PMH and different risk 
or protective factors.14-16

One individual-level protective factor is 
the ability to cope.9,10 Coping is defined as 
the cognitive and behavioural efforts to 
manage the internal and external demands 
of situations that are appraised as stress-
ful.17,18 Coping can be active, where people 
try to modify the nature of stressful events 
through problem-solving, or it can be 
adaptive, where people regulate their 
emotional responses to these stressful 
events.17,19 According to the broaden-and-
build theory,20 positive emotions can 
increase the capacity to engage in a vari-
ety of coping strategies in response to 
stress, which in turn build lasting social, 
physical and psychological resources that 
help to enhance well-being.19-22 Indeed, 
there is a considerable body of Canadian 
research that describes a significant asso-
ciation between coping and PMH out-
comes, including psychological23,24 and 
emotional well-being.3,25

Studies identify age as a critical factor in 
the ability of individuals to cope with 
individual demands, pressures and chal-
lenges.26,27 Such coping requires adaptive 
skills that strengthen over time based on 
lived experience.26,27 In 2019, three out of 
four youth aged 12 to 17 years (75.5%) 
and four out of five adults (82.2%) in 
Canada reported having high levels of 
coping (or “high coping”).10 Further exam-
ination by age group reveals greater 
nuance. In 2019, the proportion of adults 
in Canada who reported high coping was 
highest among those aged 65 years and 
older (86.3%) and lowest among those 
aged 18 to 24 years (69.6%).10 Moreover, 
the extent to which adolescents and older 
adults use active coping to handle daily 
stressors has distinct implications for 
mental health outcomes.28 However, there 
is insufficient research examining coping 
patterns across different age groups and 
other pertinent sociodemographic vari-
ables in Canada.

For both youth and adults in Canada, cop-
ing varies by sociodemographic character-
istics, including sex, income, place of 
residence and racialized population sta-
tus.10 As such, monitoring PMH and cop-
ing across sociodemographic variables for 
each age group is crucial for understand-
ing the health of the population and for 
identifying population groups that may 
benefit the most from public health inter-
ventions. In an effort to better describe 
and understand patterns of coping and 
associations with PMH, the objectives of 
this study were to:

•	 generate age group–specific national 
prevalence estimates of high coping 
among youth and adults, disaggre-
gated by sociodemographic variables;

•	 provide prevalence estimates of three 
PMH outcomes, that is, high SRMH, 
high levels of happiness (or “high hap-
piness”) and mean life satisfaction, 
among those with high coping; and

•	 examine age group–specific associa-
tions between coping and the three 
PMH outcomes.

Methods

Data and participants

We analyzed data from the 2019 Canadian 
Community Health Survey (CCHS), which 
was designed to be a nationally represen-
tative, cross-sectional survey of people 
aged 12 or older across the 10 provinces in 
Canada.29 Excluded from this survey are 
individuals living on reserves or other 
Indigenous settlements, full-time mem-
bers of the Canadian Armed Forces and 
individuals living in institutions, youth 
aged 12 to 17 years living in foster care 
and people living in the Région du 
Nunavik and Région des Terres-Cries-de-
la-Baie-James Quebec health regions. The 
excluded populations represent less than 
3% of the total population in Canada.

Respondents voluntarily completed the 
survey through computer-assisted per-
sonal interviews and computer-assisted 
telephone interviews.29 The response rate 
was 54.4%.29 Of the 65 970 survey respon-
dents, 91.9% (n = 60 643) agreed to their 
data being shared with PHAC.29

Measuring coping

CCHS respondents were asked two 
questions:

(1) “In general, how would you rate your 
ability to handle unexpected and difficult 
problems, for example, a family or per-
sonal crisis?”

(2) “In general, how would you rate your 
ability to handle the day-to-day demands 
in your life, for example, handling work, 
family and volunteer responsibilities?”

There were four response options for each 
question: “excellent,” “good,” “fair” or 
“poor.” To align with the PMHSIF,10 par-
ticipants were rated as having a high level 
of coping if they chose “excellent” for 
both questions, “excellent” for one ques-
tion and “good” for the other, “good” for 
both questions or “excellent” for one and 
“fair” for the other. All other response 
options were classified as a lower level of 
coping. Statistics Canada has shown that 
reporting high levels of coping in response 
to these two questions is positively associ-
ated with other established, comprehen-
sive measures of positive coping, such as 
the Ways of Coping scale,30 which was 
derived and modified from three coping 
scales.31

Measuring PMH outcomes

Three PMH outcomes (SRMH, happiness 
and life satisfaction) were included in this 
study and harmonized with the PMHSIF.10 
To measure SRMH, CCHS respondents 
were asked if their mental health was 
“excellent,” “very good,” “good,” “fair” or 
“poor.” Those who chose “excellent” and 
“very good” were rated as having high 
SRMH.

To measure happiness, CCHS respondents 
were asked if they would usually describe 
themselves as “happy and interested in 
life,” “somewhat happy,” “somewhat 
unhappy,” “unhappy with little interest in 
life” or “so unhappy that life is not worth-
while.” Participants who chose “happy 
and interested in life” were categorized as 
having high happiness.

To measure life satisfaction, CCHS respon-
dents were asked how they felt about their 
life “as a whole right now” on a scale of 0 
(meaning “very dissatisfied”) to 10 (mean-
ing “very satisfied”). Life satisfaction was 
treated as a numerical variable.

Sociodemographic variables

The data were stratified according to the 
following five age groups, in years: 12 to 
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17, 18 to 24, 25 to 44, 45 to 64 and 65 and 
older.10 We chose to use the following 
sociodemographic variables because they 
have been previously associated with 
coping or with PMH and could be poten-
tial confounders: sex, gender, household 
income distribution, immigration status, 
ethnocultural background and place of 
residence.3,23,26

Sex and gender
CCHS respondents were asked to report 
their sex at birth and their current gender 
using the response options “male” or 
“female” (or “please specify”) for both 
questions. We report on gender using the 
CCHS response options to maintain statis-
tical rigour and for ethical purposes, 
despite these options being inconsistent 
with commonly accepted gender categories.32

Household income
Household income distribution was calcu-
lated using the adjusted ratio of total 
household income to low-income cut-off 
corresponding to the household and com-
munity size and categorized into quintiles.29

Immigration status
Immigration status was assessed using the 
derived immigrant flag variable that indi-
cated whether a respondent was an immi-
grant or not. The immigrant category 
includes landed immigrants and non-
permanent residents. Those who declared 
being born in Canada are considered 
non-immigrants.29

Ethnocultural background
We modified the “visible minority” vari-
able developed by Statistics Canada to 
report on ethnocultural background. The 
variable used by Statistics Canada is based 
on the Employment Equity Act, which 
defines visible minorities as “persons, other 
than Aboriginal, who are non-Caucasian 
in race or non-white in colour.”33 The eth-
nocultural background categories used are 
“Arab/West Asian,” “Black,” “East/Southeast 
Asian,” “Indigenous,” “Latin American,” 
“South Asian” and “White.” Detailed infor
mation is available elsewhere.29,33

Place of residence
Respondents’ places of residence were 
derived from their postal code. Individuals 
living in continuously built-up areas with 
populations of at least 1000 and popula-
tion densities of at least 400 per km2 were 
classified as living in population centres.29 
The remaining respondents were classi-
fied as living in rural areas.

Analysis

We conducted descriptive and inferential 
analyses using statistical package SAS EG 
version 7.1 (SAS Institute Inc., Cary, NC, 
US). We estimated prevalence of high 
coping disaggregated across sociodemo-
graphic characteristics. We also estimated 
the prevalence of high SRMH and high 
happiness and the mean life satisfaction 
score among those with high coping. 

All analyses were stratified by the five age 
groups. We estimated coefficients of varia-
tion and 95% confidence intervals (CIs) 
using bootstrap weights (1000 replicates) 
provided by Statistics Canada. Age group–
specific differences in sociodemographic 
breakdowns were established using unad-
justed logistic regression (p < 0.05). To 
examine age group–specific associations 
between coping and PMH outcomes, we 
conducted regression analyses (unad-
justed and adjusted for sociodemographic 
variables) for each age group. As the gen-
der and sex variables were highly corre-
lated with each other (i.e. multicollinearity), 
only sex was adjusted for in the regression 
models.

Logistic regression was conducted for high 
SRMH and high happiness, while linear 
regression was used for life satisfaction. 
For the regression analyses only, we used 
listwise deletion to address missing data. 
We chose this commonly used approach 
because the frequency of missing data 
was low and the sample sizes were large. 
For the logistic regression, odds ratios 
with 95% CIs that did not include 1.00 
were considered statistically significant. 
For the linear regression, beta coefficients 
with 95% CIs that did not include 0 were 
considered statistically significant.

Results

Most of the individuals in each age group 
lived in a population centre, were Canadian 
born and identified as White. The propor-
tion of males and females was equally dis-
tributed across the five age groups (Table 1).

Over four out of five (81.4%) respondents 
reported having high coping (Table 2). 
The 18- to 44-year cohorts had signifi-
cantly lower prevalence of high coping 
than the 45- to 64-year and older cohorts, 
from 69.6% for the 18- to 24-year cohort 
to 86.3% for the 65 years and older 
cohort. A similar pattern was seen across 
PMH outcomes, where we saw lower PMH 

among the younger cohorts than the older 
ones. Most of the respondents also reported 
high SRMH (from 55.6% to 72.4%) and 
high happiness (from 66.7% to 77.8%). 
Mean life satisfaction scores ranged from 
8.0 to 8.7, with similar scores across all 
the adult age groups and the highest score 
in the 12- to 17-year cohort.

Across all age groups except the 45- to 
64-year age group, there were significant 
sex and gender differences in the preva-
lence of high coping (Table 3). Compared 
with females, males reported a signifi-
cantly greater prevalence of high coping. 
Adults aged 25 years and older in the 
highest household income adequacy quin-
tiles had significantly greater prevalence 
of high coping than those in the lowest 
income group. There were no significant 
differences in coping associated with 
income among youth (12–17 years) and 
young adults (18–24 years).

Adults aged 18 to 44 years (but none of 
the other age groups) living in rural areas 
had a significantly greater prevalence of 
high coping than those living in popula-
tion centres. Immigrants aged 25 to 44 
years reported a significantly greater prev-
alence of high coping than non-immi-
grants in the same age group (82.0% vs. 
78.4%). The reverse occurred among 
adults aged 65 years and older, with non-
immigrants reporting a significantly greater 
prevalence of high coping than immigrants 
(87.2% vs. 84.0%). Indigenous youth 
(12–17 years) and adults (25–64 years) 
reported a significantly lower prevalence 
of high coping than non-Indigenous peo-
ple in the same age groups. Young adults 
(18–24 years) and older adults (65+ years) 
who identified as White (71.4% and 
87.0%, respectively) had a significantly 
greater prevalence of high coping than 
those who identified as East or Southeast 
Asian (59.8% and 81.2%, respectively). 
Youth (12–17 years) who identified as 
Latin American (86.4%) or South Asian 
(84.5%) had a significantly greater preva-
lence of high coping than those who iden-
tified as White. There were no other 
significant differences in the prevalence of 
high coping in racialized populations within 
the age groups.

Approximately three out of four individu-
als with high coping reported having high 
SRMH and about four out of five reported 
having high levels of happiness (Figures 
1A and 1B). Mean life satisfaction score 
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TABLE 1 
Sociodemographic characteristics of the overall population and stratified by age group, Canada (excluding territories), 2019

Sociodemographic 
characteristic

Proportion, %a

Overall 
(N = 60 643)

12–17 years 
(n = 3609)

18–24 years 
(n = 2999)

25–44 years 
(n = 13 572)

45–64 years 
(n = 15 549)

65+ years 
(n = 24 914)

Sex

Male 49.4 51.2 53.3 49.6 49.4 46.5

Female 50.6 48.8 46.7 50.4 50.6 53.5

Gender

Male 49.4 51.3 53.0 49.6 49.4 46.4

Female 50.6 48.7 47.0 50.4 50.6 53.6

Household income adequacy quintile

Q1 (lowest) 20.2 20.0 28.5 19.5 15.2 25.2

Q2 19.9 21.9 19.4 20.1 16.2 24.8

Q3 20.8 22.0 19.7 22.5 19.6 19.9

Q4 19.1 21.0 17.1 19.3 21.8 15.1

Q5 (highest) 20.0 15.1 15.3 18.5 27.3 15.1

Place of residence

Population centre 82.8 81.4 86.7 86.3 80.8 78.9

Rural area 17.2 18.6 13.3 13.7 19.2 21.1

Immigration status

Yes 27.8 15.4 23.6 31.7 27.4 28.6

No 72.2 84.6 76.4 68.3 72.6 71.4

Ethnocultural background

White 72.3 62.4 58.0 65.9 77.4 85.1

South Asian 5.6 7.1 8.1 7.8 4.0 2.6

East/Southeast Asian 8.5 11.7 13.9 9.8 7.0 5.0

Black 3.5 5.8 5.7 4.4 2.9 1.4

Arab/West Asian 2.3 3.0E 3.3E 3.1 2.0 1.0E

Latin American 1.6 1.5E 2.9E 2.6 1.0 0.5E

Indigenous 3.6 6.0 4.7 3.9 3.5 1.7

Source: Canadian Community Health Survey – Annual Component.29

Abbreviation: Q, quintile.

a All estimates are weighted.

E Estimate should be interpreted with caution due to high sampling variability (coefficient of variation between 15.1% and 35%).

among those with high coping varied 
between 8.2 (for adults aged 45–64 years) 
and 8.9 (for youth aged 12–17 years). In 
age groups with high coping, youth (12–
17 years) had the highest prevalence of 
high SRMH (80.3%) and adults aged 45 to 
64 years had the highest prevalence of 
high happiness (83.1%). Young adults 
aged 18 to 24 years had the lowest preva-
lence of high happiness (77.4%) and high 
SRMH (68.2%).

Coping was robustly associated with all 
three PMH outcomes in both the unad-
justed and adjusted analyses across all 
age groups (see Table 4). Individuals who 
reported having high coping were between 

four and six times more likely to report 
high SRMH (adjusted odds ratio [aOR] 
between 4.2 and 6.5) and high happiness 
(aOR between 3.8 to 5.3) than those with 
lower coping. Similarly, individuals with 
high coping had a mean life satisfaction 
score between 0.8 and 1.32 units greater 
than individuals with lower coping. There 
were minimal differences in the PMH 
effect estimates across the age groups. 
The percentage change between the unad-
justed and adjusted analyses was less 
than 10% for all three PMH outcomes.

Discussion

Coping is a critical determinant of PMH. It 
influences people’s emotional responses 

and ability to manage stress in challeng-
ing situations. Although there is evidence 
of a relationship between coping and 
PMH,23,24 no studies have investigated this 
association across different age and socio
demographic groups in Canada.

Overall and age group–specific prevalence 
of high coping and by sociodemographic 
variables

Older adults (65+ years) had the highest 
prevalence of coping while youth (12–17 
years) and young adults (18–24 years) 
had the lowest prevalence. A possible 
explanation is that coping skills take time 
to develop. Transitioning into adulthood is 
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TABLE 2 
Coping and PMH outcomesa in the overall population and stratified by age group, Canada (excluding territories), 2019

Coping and PMH 
outcomes

Overall 
(N = 60 643)

12–17 years 
(n = 3609)

18–24 years 
(n = 2999)

25–44 years 
(n = 13 572)

45–64 years 
(n = 15 549)

65+ years 
(n = 24 914)

Coping, % (95% CI)

High 81.4 (80.9–82.0) 75.5 (73.4–77.5) 69.6 (66.9–72.3) 79.5 (78.5–80.6) 85.5 (84.6–86.4) 86.3 (85.5–87.1)

Low 18.6 (18.0–19.1) 24.5 (22.5–26.6) 30.4 (27.7–33.1) 20.5 (19.4–21.5) 14.5 (13.6–15.4) 13.7 (12.9–14.5)

Self-rated mental health, % (95% CI)

High 67.1 (66.4–67.8) 72.4 (70.1–74.6) 55.6 (52.7–58.5) 64.4 (63.2–65.7) 69.8 (68.6–71.0) 71.2 (70.2–72.2)

Low 32.9 (32.2–33.6) 27.6 (25.4–29.9) 44.4 (41.5–47.3) 35.6 (34.3–36.8) 30.2 (29.0–31.4) 28.8 (27.8–29.8)

Happiness, % (95% CI)

High 75.5 (74.9–76.0) 75.6 (73.6–77.6) 66.7 (64.0–69.3) 74.7 (73.5–75.8) 77.5 (76.5–78.6) 77.8 (76.9–78.8)

Low 24.5 (24.0–25.1) 24.4 (22.4–26.4) 33.3 (30.7–36.0) 25.3 (24.2–26.5) 22.5 (21.4–23.5) 22.2 (21.2–23.1)

Mean life satisfaction 
scoreb 8.1 (8.1–8.1) 8.7 (8.6–8.8) 8.0 (7.9–8.0) 8.1 (8.1–8.2) 8.0 (8.0–8.1) 8.2 (8.1–8.2)

Source: Canadian Community Health Survey – Annual Component.29

Abbreviations: CI, confidence interval; PMH, positive mental health.

Note: Some percentages may not sum to the exact total due to rounding.

a All estimates are weighted.

b Life satisfaction was rated on a scale from 0 (very dissatisfied) to 10 (very satisfied).

accompanied by major uncertainty and 
life-changing decisions involving educa-
tion, career development, family forma-
tion, relocation and more.34 These novel 
obstacles help develop the enhanced cop-
ing skills seen in older adults.

Across all age groups, except the 45- to 
64-year cohort, more males than females 
reported high coping, with the difference 
widest among young adults aged 18 to 24 
years. The literature also reports that, 
compared with males, females tend to 
experience higher rates of chronic stress 
and daily stressors that can negatively 
impact their sense of control and adaptive 
coping capacity.35 However, caution is 
warranted before drawing firm conclu-
sions as these results could potentially be 
explained by sex differences in stress 
appraisal. Indeed, findings from a meta-
analysis suggest that women tend to 
appraise stress more severely than men.36 
As the coping measure used in this study 
focussed on perceived ability to handle 
stress, the observed differences could be 
due to how males and females appraised 
the question, rather than true differences 
in coping. Exploring this further would be 
worthwhile.

Among adults aged 25 years and over, the 
prevalence of high coping was signifi-
cantly greater for those in the highest 
household income adequacy quintile. The 
ability to adopt effective and healthy 

coping strategies is associated with socio-
economic status, which determines the 
availability of resources and expectations 
of control a person has when navigating 
daily stressors.37 Of note, our findings 
indicate no significant differences in the 
prevalence of high coping between those 
in the highest household income quintile 
and those in the lowest quintiles in the 
youngest cohorts (aged 12–17 and 18–24 
years). This suggests that income is not a 
major influence on coping for younger 
populations as much as it is for older age 
groups. One reason that could be that the 
stressors associated with income and 
associated expectations of control may be 
felt differently by adolescents and young 
adults.38

Adults aged 18 to 44 years and living in 
rural areas reported a significantly greater 
prevalence of high coping than those liv-
ing in population centres. This may be 
indicative of differences in sense of com-
munity belonging, which has a significant 
relationship with mental health.39 For 
example, in Ontario, rural residents reported 
a stronger sense of community belonging 
than did residents of population centres; 
sense of community belonging is associ-
ated with better coping and resiliency when 
faced with unfavourable circumstances.40 
This finding is also consistent with national 
estimates examining inequalities in high 
community belonging.10

Compared with non-immigrants, immigrants 
aged between 25 and 44 years reported 
higher levels of coping, whereas immi-
grants aged 65 years and older reported 
lower levels of coping. A potential expla-
nation for these mixed results is suggested 
by the decline in the healthy immigrant 
effect and in immigrants’ mental health 
with more time spent in the destination 
country.41 The greater prevalence of high 
coping among older non-immigrants com-
pared to immigrants could also be attrib-
uted to migration-related stressors such as 
social isolation, lack of English or French 
language proficiency and limited access to 
culturally sensitive health care.42,43 These, 
in turn, can lead to older adult immigrants 
experiencing greater difficulties coping 
with familial, societal and personal changes 
from pre-migration contexts.44

Our study found that youth aged 12 to 
17  years and adults aged 25 to 44 years 
who identify as Indigenous had a signifi-
cantly lower prevalence of high coping 
than those who did not identify as 
Indigenous. These findings are supported 
by other evidence of discrepancies in PMH 
outcomes.45 These discrepancies may be 
due to the disproportionately high num-
ber of barriers Indigenous people encoun-
ter in accessing mental health care services,46 
which make it difficult to acquire the tools 
and support individuals may need to cope. 
These systemic barriers are rooted in cul-
tural discontinuity, discrimination and the 
intergenerational cycle of trauma perpetuated 
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TABLE 3 
Overall and age group–specific prevalence estimates of high coping disaggregated by sociodemographic variables,  

Canada (excluding territories), 2019

Sociodemographic 
characteristic

Proportion of respondents with high levels of coping, % (95% CI)a

Overall 
(N = 60 643)

12–17 years 
(n = 3609)

18–24 years 
(n = 2999)

25–44 years 
(n = 13 572)

45–64 years 
(n = 15 549)

65+ years 
(n = 24 914)

Sex

Male (reference) 83.2 (82.4–84.0) 78.8 (75.9–81.8) 73.8 (70.0–77.6) 81.5 (80.0–83.1) 86.3 (85.1–87.5) 88.1 (87.0–89.2)

Female 79.7* (78.9–80.6) 72.0* (68.9–75.0) 64.9* (61.1–68.6) 77.6* (76.1–79.2) 84.7 (83.4–86.0) 84.8* (83.7–85.9)

Gender

Male (reference) 83.2* (82.4–84.0) 78.7 (75.8–81.7) 74.0 (70.3–77.8) 81.5 (80.0–83.1) 86.3 (85.1–87.6) 88.1 (87.0–89.2)

Female 79.8* (79.0–80.6) 72.2* (69.2–75.2) 65.0* (61.2–68.8) 77.6* (76.1–79.2) 84.7 (83.4–86.0) 84.8* (83.7–85.9)

Household income quintile adequacy

Q1 (lowest) (reference) 76.6* (75.3–78.0) 74.8 (69.6–80.1) 68.3 (63.0–73.6) 75.0 (72.5–77.6) 78.3 (75.9–80.8) 82.5 (80.8–84.2)

Q2 80.5 (79.2–81.9) 74.9 (69.8–80.0) 67.9 (61.3–74.5) 80.7* (78.5–82.9) 83.0* (80.6–85.5) 84.6 (82.8–86.3)

Q3 82.4 (81.1–83.6) 75.3 (70.9–79.8) 68.3 (62.0–74.7) 80.7* (78.3–83.1) 86.9* (85.0–88.8) 88.2* (86.6–89.9)

Q4 83.2 (82.0–84.4) 76.6 (72.3–80.9) 69.9 (63.6–76.2) 80.9* (78.5–83.3) 87.4* (85.5–89.2) 89.4* (87.6–91.1)

Q5 (highest) 84.4* (83.2–85.5) 73.8 (68.4–79.3) 75.3 (69.9–80.6) 80.3* (77.8–82.7) 88.4* (86.8–89.9) 89.6* (87.7–91.4)

Place of residence

Population centre 81.0* (80.4–81.7) 75.2 (72.7–77.6) 68.8* (65.8–71.7) 79.2* (78.0–80.3) 85.5 (84.5–86.6) 86.1 (85.2–87.1)

Rural area (reference) 83.3 (82.4–84.3) 76.9 (73.3–80.5) 74.9 (70.1–79.7) 81.9 (79.9–83.9) 85.3 (83.8–86.8) 86.8 (85.5–88.1)

Immigration status

Yes (reference) 82.0 (80.7–83.3) 75.8 (69.1–82.4) 68.6 (62.6–74.6) 82.0 (80.0–84.1) 85.3 (83.3–87.4) 84.0 (82.0–86.1)

No 81.2 (80.6–81.9) 75.7 (73.4–77.9) 70.0 (67.0–73.1) 78.4* (77.2–79.7) 85.5 (84.5–86.4) 87.2* (86.4–87.9)

Ethnocultural background

White (reference) 82.4 (81.8–83.0) 74.8 (72.3–77.3) 71.4 (68.3–74.5) 79.6 (78.4–80.7) 85.8 (84.8–86.7) 87.0 (86.2–87.7)

South Asian 81.1 (78.4–83.8) 84.5* (77.0–92.0) 69.1 (59.2–79.0) 81.4 (77.0–85.7) 87.1 (81.9–92.3) 80.6 (71.9–89.4)

East/Southeast Asian 76.1* (73.3–78.9) 76.9 (70.2–83.6) 59.8* (50.5–69.1) 76.4 (71.6–81.1) 83.9 (79.7–88.1) 81.2*(75.1–87.2)

Black 81.8 (78.2–85.4) 80.2 (70.5–90.0) 72.2 (60.5–83.9) 84.0 (78.8–89.1) 83.3 (75.4–91.1) 87.7 (79.1–96.4)

Arab/West Asian 80.0 (75.3–84.6) 68.6 (53.5–83.6) 70.8 (56.5–85.2) 83.0 (77.1–89.0) 87.2 (77.7–96.7) 68.6E (47.3–89.8)

Latin American 81.5 (75.7–87.4) 86.4* (75.3–97.5) 60.9 (40.2–81.5)E 87.8 (81.5–94.2) 81.6 (70.1–93.1) 81.1 (60.2–100.0)

Indigenous 74.6* (71.8–77.3) 60.4* (52.0–68.9) 74.5 (66.2–82.9) 70.8* (65.8–75.8) 80.9* (76.8–85.0) 86.4 (82.4–90.3)

Source: Canadian Community Health Survey – Annual Component.29

Abbreviations: CI, confidence interval; Q, quintile.

a All estimates are weighted.

E Interpret with caution due to high sampling variability (coefficient of variation between 15.1% and 35%).

* Significantly different from the reference group, at p < 0.05.

by colonization that continues to affect 
the Indigenous peoples’ healing and cop-
ing.47,48 What was unexpected was that 
this discrepancy did not occur among 
young adults aged 18 to 24 years or adults 
aged 45 years and older. Further investiga-
tion of age-associated stressors is needed 
to fully capture the complexity of coping 
among Indigenous youth and adults.

Of note, the only difference in prevalence 
of high coping in racialized populations 
was among those aged 25 to 44 years. 
This finding could be due to the heteroge-
neity of the sample and differences in how 

individuals with diverse ethnocultural back
grounds conceptualize coping and daily 
stressors.49,50

Prevalence of PMH indicators among those 
with high coping

Overall, those who reported high levels of 
coping had a substantially greater preva-
lence of high PMH. The prevalence of 
high SRMH and mean life satisfaction was 
highest among youth aged 12 to 17 years, 
while the prevalence of high happiness 
was highest among adults 45 years and 
older. Young adults (18–24 years) had the 

lowest prevalence of high SRMH and high 
happiness.

These findings are not surprising and con-
form with those shown in the PMHSIF.10 
The age group–related variations in PMH 
may, in part, be due to differences in 
developmental stage coping mechanisms 
when solving everyday problems.51 For 
instance, a measurement burst study of 
participants aged 20 to 79 years found that 
older adults were more likely than younger 
ones to report particular events as less 
unpleasant or severe.28 Our findings sup-
ports the socioemotional selectivity theory, 



244Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and Practice Vol 45, N° 5, May 2025

FIGURE 1A 
Overall and age-specific estimates of mean life satisfactiona among those  

with high levels of coping, Canada (excluding territories), 2019
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FIGURE 1B 
Overall and age-specific estimates of high SRMH and happiness among those  

with high levels of coping, Canada (excluding territories), 2019
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Notes: Error bars represent 95% CIs. Prevalence estimates for positive mental health (high vs. low) add up to 100% among 
individuals with high coping.

a Life satisfaction was rated on a scale from 0 (very dissatisfied) to 10 (very satisfied).

which asserts that older adults are more 
motivated to engage in positive, emotion-
ally meaningful experiences and implement 
proactive coping to minimize exposure to 
adverse stressors.28,52

It is important to take into account the 
unique challenges associated with transi-
tioning from adolescence to adulthood 
that requires distinct coping strategies and 
resources. The current study results could 
help support the promotion of targeted 
public health strategies, such as public 
health messaging and development of 
stress-management resources in various 
settings (e.g. educational institutions, work
places, households, etc.) to foster positive 
coping across the developmental stages.53

Age group–specific associations between 
coping and three PMH measures

Our findings show a strong relationship 
between coping and the three PMH out-
comes across the five age groups. Our 
results provide support for the broaden-
and-build theory20 and are consistent with 
previous cross-sectional3 and longitudi-
nal24 Canadian research that demonstrated 
a prominent association between coping 
and PMH. As decreases in population-
level PMH were documented during the 
COVID-19 pandemic,54,55 it will be impor-
tant to continue monitoring coping to 
assess if it continues to be impacted.

Strengths and limitations

To our knowledge, this is the first study to 
report age group–specific prevalence esti-
mates of coping across different sociode-
mographic variables and to examine age 
group–specific associations between cop-
ing and PMH. This type of stratification 
enabled us to detect similarities and dif-
ferences between subgroups that would 
not have been captured by analyzing the 
overall sample. Because the survey data 
were collected over 12 months, seasonal-
ity is not a concern in terms of effects on 
participant responses.

Coping is a complex construct that encom-
passes a variety of behaviours and strate-
gies (e.g. active coping, disengagement, 
restraint coping, emotion-focussed coping 
and others).56 The coping measure used in 
this study was high level and could not 
capture those nuances. To better identify 
the distinctions between the different cop-
ing behaviours and strategies, future stud-
ies could replicate this analysis using 
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more detailed coping scales (such as the 
Ways of Coping scale).30,31

Due to the cross-sectional nature of data 
collection, causality and temporality between 
any of the variables cannot be established. 
The response rate to the 2019 CCHS was 
only 54.4%, which increases the likeli-
hood of sampling bias. It is possible that 
certain populations (e.g. those experienc-
ing mental ill-health) were less likely to 
opt in. In addition, it is likely that the 
sociodemographic characteristics of indi-
viduals who did not opt into the survey 
differ from those who did, resulting in 
non-response bias. While we tried to 
address this through survey weighting, it 
is an important limitation to note. Evi
dence from the National Household 
Survey suggests that there is a higher risk 
of non-response bias for immigrants, 
Indigenous people, some racialized groups 
and educational status (non-response bias 
indicators from −3.4 to +7.3 for these 
groups).57 While we were unable to find 
non-response bias indicator estimates for 
the CCHS, we expect similar estimates 
given the analogous methodology.

There could also be methodological differ-
ences in how different age groups inter-
pret and respond to the coping and PMH 
measures. As we did not conduct mea-
surement invariance analyses across age 
groups, caution is warranted when inter-
preting our findings. It should also be 
noted that the study sample and results 
are not inclusive of individuals living in 
the territories or on First Nations reserves 
and other Indigenous communities. More
over, the survey was available to respon-
dents who speak English or French, which 

limits the representation of some popula-
tions. Lastly, all data in the analysis were 
self-reported and are subject to social 
desirability bias.

Conclusion

The current study reveals that, depending 
on the age group, the prevalence of high 
coping varies by sex, gender, income, 
place of residence, immigration status and 
ethnocultural background. Moreover, high 
coping substantially increased the likeli-
hood of reporting high SRMH, happiness 
and life satisfaction for every age group. 
These findings address a gap in the cur-
rent public health surveillance evidence 
by providing empirical support linking an 
individual-level determinant (coping) and 
PMH, offering insights for policy makers 
promoting the mental well-being of people 
in Canada. As our study did not examine 
indicators of psychological and social 
well-being, further exploration of the rela-
tionship between coping and different 
PMH outcomes among children, youth 
and adults is encouraged.
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