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Abstract

Introduction: Our objective was to examine variables associated with well-being as 
measured by high self-rated mental health (SRMH) and life satisfaction (LS), among 
Canadian adults (aged 18+) living with a mood and/or an anxiety disorder.

Methods: We used nationally representative data from the 2014 Survey on Living with 
Chronic Diseases in Canada–Mood and Anxiety Disorders Component (SLCDC-MA) to 
describe the association between well-being and self-management behaviours (physical 
activity, sleep and meditation) as well as perceived stress, coping and social support. 
We used multivariate logistic regression to model the relationship between these factors 
and measures of well-being.

Results: Approximately one in three individuals with mood and/or anxiety disorders 
reported high SRMH. The logistic regression models demonstrated that several charac-
teristics such as being older, and reporting higher self-rated general health, fewer func-
tional limitations, lower levels of perceived life stress, higher levels of perceived coping 
and higher levels of perceived social support were associated with higher levels of well-
being. Self-management behaviours (including starting physical activity, meditation, 
adopting good sleep habits and attaining a certain number of hours of nightly sleep) 
were not significantly associated with measures of well-being in our multivariate model.

Conclusion: Canadian adults with mood and/or anxiety disorders who reported lower 
levels of perceived stress and higher levels of social support and coping were more 
likely to report high levels of well-being. This study contributes evidence from a repre-
sentative population-based sample indicating well-being is achievable, even in the pres-
ence of a mood and/or an anxiety disorder. 

Keywords: mood disorders, anxiety disorders, well-being, self-rated mental health, life 
satisfaction, adults, Canada

Highlights

•	 One in three Canadians living with a 
mood and/or an anxiety disorder 
report very good or excellent self-
rated mental health. The sample 
reported a relatively high level of life 
satisfaction. Well-being was lowest 
among those with both a mood and 
an anxiety disorder.

•	 Perceived stress, coping and social 
support were significantly associated 
with well-being. We observed no 
significant associations between self-
management behaviours and well- 
being. 

•	 High levels of well-being are possi-
ble while living with a mood and/or 
an anxiety disorder.

Introduction

Canada’s mental health strategy, Changing 
Directions, Changing Lives, encourages a 
shift in focus from pathology and symp-
toms in people experiencing a mental dis-
order to the concept of recovery, that is, 
“living a satisfying, hopeful and contribut-
ing life” in the presence of mental health 
problems.1 Well-being is a positive state 
that is often defined in terms of hedonic, 
or emotional, well-being and eudemonic, 

or functional, well-being.2 Hedonic well-
being often includes the presence of posi-
tive emotions and life satisfaction, while 
eudemonic well-being includes concepts 
such as self-actualization and finding 
meaning in life. 

Both the Public Health Agency of Canada 
(PHAC) and the World Health Organization 
(WHO) approach mental health from a 
well-being perspective. PHAC defines men-
tal health as “the capacity of each and all 

of us to feel, think, and act in ways that 
enhance our ability to enjoy life and deal 
with the challenges we face.  It is a posi-
tive sense of emotional and spiritual well-
being that respects the importance of 
culture, equity, social justice, interconnec-
tions and personal dignity.”3 This defini-
tion is similar to that of the World Health 
Organization, where “mental health is a 
state of well-being in which an individual 
realizes his or her own abilities, can cope 
with the normal stresses of life, can work 
productively and is able to make a contri-
bution to his or her community.”4  

The concept of quality of life (QOL) is 
related to, but distinct from well-being. 
According to the WHO, QOL refers to 
“individuals’ perception of their position 
in life in the context of the culture and 
value systems in which they live and in 
relation to their goals, expectations, 
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standards and concerns.”5 Many measures 
of quality of life include a subjective eval-
uation of life satisfaction (LS), either over-
all or with regard to specific domains.

In people living with a mood disorder, 
research has shown that well-being is 
associated with higher levels of overall 
functioning,6 and a number of lifestyle 
interventions have shown promise for 
enhancing well-being.7 However, most 
studies examining well-being among peo-
ple living with a mood and/or an anxiety 
disorder are based on small, clinical sam-
ples and are not representative of the 
Canadian population. The purpose of this 
study is to examine factors associated 
with well-being, as measured by high self-
rated mental health (SRMH) and satisfac-
tion with life in general, among a 
representative sample of Canadians living 
with a mood and/or an anxiety disorder 
from the 2014 Survey on Living with 
Chronic Diseases in Canada (SLCDC). 
These factors include several self-manage-
ment behaviours as well as perceived 
stress, coping and social support.

Self-management behaviours for mood 
and/or anxiety disorders

A number of behaviours are associated 
with a reduction of symptoms and better 
clinical outcomes among people living 
with mood and/or anxiety disorders. In 
our study, “self-management behaviours” 
refer to starting physical activity or medi-
tation to manage one’s disorder, adopting 
good sleep habits as well as attaining rec-
ommended amounts of sleep as measured 
by usual hours of sleep per night. These 
behaviours may be initiated by the indi-
vidual, or suggested by a health care pro-
fessional as part of a holistic approach to 
treatment. Each of these is described in 
relation to well-being below.

Physical activity
A range of behaviours that contribute to 
well-being may be adopted by people liv-
ing with a mood and/or an anxiety disor-
der of their own accord, or at the 
suggestion of a health care professional as 
part of a clinical approach to care. 
Although physical activity is fairly well 
established in the literature for reducing 
symptoms in people experiencing mood 
disorders,8 there is also a growing body of 
evidence that it may improve well-being 
in people experiencing major depression 
and/or depressive symptoms.8-10 For exam-
ple, Galper et al.10 found a positive graded 

dose-response relationship between cardio
respiratory fitness and estimated mean 
general well-being, as well as a significant 
relation between the amount of physical 
activity and estimated general well-being 
scores.

The relationship between anxiety disor-
ders and physical activity has been less 
frequently studied, and responses to exer-
cise appear to vary by type of anxiety dis-
order.8,11 Nevertheless, there is some 
preliminary evidence that physical activity 
may be associated with an increase in 
well-being among people experiencing 
certain types of anxiety disorders, includ-
ing post-traumatic stress disorder, general-
ized anxiety disorder, social anxiety disorder 
and obsessive compulsive disorder.12 

Sleep
Sleep dysfunction is associated with both 
mood and anxiety disorders.13 Sleep quan-
tity and quality among people living with 
mood and/or anxiety disorders are also 
associated with measures of well-being. 
For example, Hamilton et al.14 found that 
respondents living with major depressive 
disorder (MDD) who slept from 6 to 8.5 
hours a night had higher psychological 
well-being as measured by Ryff’s six 
dimensions of psychological well-being15 
than those sleeping either more or less. 
Peth et al.16 found that participants diag-
nosed with MDD who were given the 
opportunity to nap during the day 
reported an increase in their subjective 
well-being, as compared to those who 
were kept awake with controlled activity 
during the same period. 

Meditation
The use of meditation, particularly “mind-
fulness” meditation, in the treatment of 
mood and anxiety disorders has shown 
promising results in many treatment stud-
ies.17 Other types of meditation, such as 
“kindness-based meditation,” have also 
shown promise, though with inconsistent 
effects on the well-being of participants 
experiencing a mood disorder.18 In one 
qualitative study examining individual 
coping strategies, many participants diag-
nosed with bipolar disorder (a mood dis-
order) reported using meditation as a 
means to self-manage the negative experi-
ences of their disorder.19 

Stress, coping and social support

Stress, coping and social support each 
have a well-documented relationship with 
well-being. Prolonged exposure to stress-
ors can increase the risk of developing 
mental disorders as well as physical health 
problems,20,21 and there is an inverse rela-
tionship between perceived stress and 
well-being.22 Coping refers to the set of 
cognitive and behavioural strategies used 
by an individual to manage the demands 
of stressful situations, by solving prob-
lems or regulating emotions.23 Interventions 
that enhance positive coping skills have 
been associated with higher levels of well-
being.24 Social support is consistently 
associated with well-being among people 
experiencing a mood and/or an anxiety 
disorder. For example, Kuehner and 
Buerger25 found that the presence of an 
intimate partner was associated with 
increased quality of life ratings in the psy-
chological and social relationship domains 
of subjective quality of life among partici-
pants experiencing unipolar depression. 
Panayiotou and Karekla26 found that 
among participants with a diagnosis of 
either generalized anxiety disorder, social 
anxiety disorder or panic disorder, higher 
perceived social support was predictive of 
higher psychological quality of life.

Although the evidence associating these 
factors with well-being in people living 
with mood and/or anxiety disorders is 
growing, there is still a clear need for 
more research to understand correlates of 
well-being in this population. Most stud-
ies to date examine these relationships in 
small convenience samples and clinical 
studies. Research about people living with 
mental disorders often focusses on nega-
tive outcomes (distress and dysfunction) 
even though well-being is recognized as 
an important and achievable outcome for 
people living with mental disorders.1 Our 
study will therefore add to the literature 
by describing well-being in a representa-
tive sample of Canadians living with a 
mood and/or an anxiety disorder, and by 
examining the association of self-manage-
ment behaviours and stress, coping and 
social support factors with self-rated men-
tal health (SRMH) and life satisfaction 
(LS) in this sample. Based on the litera-
ture available to date, we predicted that 
each of the self-management behaviours, 
as well as lower stress and higher social 
support and coping, would be positively 
associated with higher SRMH and LS.
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Methods

We analyzed data from the 2014 Survey 
on Living with Chronic Diseases in 
Canada–Mood and Anxiety Disorders 
Component (SLCDC-MA). The survey pop-
ulation consists of 3361 individuals aged 
18 years and older who reported in the 
2013 Canadian Community Health Survey 
that they have been diagnosed with mood 
and/or anxiety disorders by a health pro-
fessional. The methodology of the data 
collection and the sample of SLCDC-MA 
are described in the methodological paper 
that is included in this issue of Health 
Promotion and Chronic Disease Prevention 
in Canada.27 

Well-being

We used two measures of well-being in 
this study: SRMH and LS. SRMH is an 
individual’s global self-assessment of their 
mental health. We considered those who 
self-rated their mental health as being 
“excellent” or “very good” to have high 
SRMH, and those who reported it as 
“good,” “fair” or “poor” to have low SRMH. 
Dichotomizing the variable in this manner 
creates a group that is consistent with the 
way this indicator is reported by Statistics 
Canada and PHAC.28,29 

Life satisfaction is a global assessment, 
evaluation or judgment of satisfaction 
with one’s life based on an individual’s 
own criteria.30 Consistent with Organisation 
for Economic Co-operation and Development 
guidelines for measuring subjective well-
being, participants were asked “Using a 
scale of 0 to 10, where 0 means ‘very dis-
satisfied’ and 10 means ‘very satisfied,’ 
how do you feel about your life as a whole 
right now?” Analysis of the LS data 
showed that responses were skewed and 
did not follow a normal distribution. 
Therefore, we did not use those responses 
as a continuous variable for analysis. 
Instead, we dichotomized the scale into 
two categories using a median split: high 
level of LS (with scores higher than or 
equal to 8), and low level of LS (with 
scores lower than 8). Other cut-offs for LS 
have not been widely used, and the choice 
of a median split maximizes the power to 
detect differences between two equal 
groups. Because this cut-off is based on 
the underlying distribution of scores, 
reporting prevalences are not meaningful; 
however, group comparisons of prev
alences are valid.

Health and functioning

We evaluated the self-perceived general 
health of the participants using a single 
question. The response categories were 
“excellent,” “very good,” “good,” “fair” 
and “poor.”

We assessed functional limitations through 
a set of questions asking respondents how 
much their mood and/or anxiety disorder 
limited them in seven different areas in 
the past 12 months: recreation, leisure or 
hobbies; exercise or playing sports; social 
activities with family or friends; house-
hold chores; shopping and running 
errands; travelling and vacations; and 
bathing or dressing. Respondents were 
categorized into three groups: those 
reporting no or only a little functional 
limitation, those reporting a lot of limita-
tions in one or two areas and those report-
ing a lot of limitations in three or more 
areas. 

Behaviours used to self-manage mood  
and/or anxiety disorders (physical activity, 
sleep and meditation)

We identified exercise behaviours using 
combined responses to several questions. 
Respondents were asked if they started 
exercising in order to manage their mood 
and/or anxiety disorder, whether they still 
did exercise and how often they exercised. 
Categories of exercise behaviour included 
(1) started exercising because of diagnosis 
to manage condition and continued to do 
so every day of the week; (2) started exer-
cising and continued 4 to 6 times a week; 
(3) started exercising and continued 2 to 3 
times a week or less; (4) started exercising 
after diagnosis but stopped; and (5) never 
started exercising. We excluded partici-
pants who reported that they never started 
exercising because they already were exer-
cising for other reasons from analyses 
examining physical activity (n = 282).

We created two sleep habit variables 
based on responses to questions about 
sleep. Respondents were asked if they 
adopted good sleep habits (e.g. keeping a 
regular sleep schedule) to manage their 
mood and/or anxiety disorder (“yes” or 
“no”) and how long they usually spend 
sleeping each night (we grouped responses 
into “less than 6 hours,” “6 hours to less 
than 9 hours” or “9 hours and more”). 

Finally, respondents reported whether 
they used meditation to help manage their 
condition (“yes” or “no”).

Stress, coping and social support

We measured perceived stress using the 
following question: “Thinking about the 
amount of stress in your life, would you 
say that most days are…?” Response cate-
gories were: “not at all stressful,” “not 
very stressful,” “a bit stressful,” “quite a 
bit stressful” and “extremely stressful.” 
The survey asked two questions that 
addressed ability to handle unexpected and 
difficult problems and day-to-day demands, 
which we used to measure coping. We 
considered coping ability to be high among 
those who had a score of at least 8 on the 
sum of the two coping questions. 

Social support is the resources provided 
by other people to enhance an individu-
al’s well-being. It can include both tangi-
ble support, e.g. assistance with activities 
and physical resources, and intangible 
support, e.g. provision of information, 
affection or emotional assistance.31 Ten 
items from the Social Provisions Scale 
(SPS)32 were included on the SLCDC-MA, 
and respondents answered to what degree 
they agreed with each statement (e.g. 
“There are people who I can depend on 
for help if I really need it.”). The SPS mea-
sures the concepts of reliable alliance, 
social integration, guidance and attach-
ment. Participants whose mean score on 
the SPS was 3 or above (corresponding to 
an average response of “agree” or 
“strongly agree”) were classified as hav-
ing a high level of social support. 

Analysis

In this study, we used descriptive data 
analysis to describe the well-being of indi-
viduals with mood and/or anxiety disor-
ders. We examined the prevalence of high 
well-being by sociodemographic group, 
type of disorder, health and functioning, 
behaviours used to manage mood and/or 
anxiety disorders and stress, coping and 
social support variables. We also exam-
ined sex-stratified prevalences to identify 
possible effect modification. We per-
formed logistic regression analysis in 
order to look at the associations between 
well-being and a) sociodemographic fac-
tors; b) health and functioning; c) self-
management behaviours; and d) stress, 
coping and social support. We built a 
series of hierarchical models, adding 
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sequential blocks of variables as described 
above. We performed all analyses using 
SAS Enterprise Guide version 5.1 (SAS 
Institute, Cary, NC, USA). We calculated 
variance using balance repeated replicate 
weights in the PROC SURVEY suite of pro-
cedures, with the weights provided by 
Statistics Canada. 

Results

Approximately one in three respondents 
reported high SRMH (31.4%). Among 
those diagnosed with both mood and anx-
iety disorders, a significantly lower pro-
portion reported high LS or high SRMH 
than those with only an anxiety disorder 
or only a mood disorder (Figure 1). Mean 
LS ratings were significantly higher for 
those with anxiety only (7.49, 95% CI: 
7.28–7.70) as compared to those with a 
mood disorder only (mean 7.01, 95% CI: 
6.84–7.18). Those with either a mood or 
an anxiety disorder only had significantly 
higher LS ratings than those with both dis-
orders (mean 6.52, 95% CI: 6.30–6.74). 

Bivariate analyses

Sociodemographic factors
In bivariate analyses (Table 1), a higher 
proportion of individuals aged 65 and 

older reported high SRMH (39.5%) in 
comparison to those aged 35 to 49 years 
(26.3%). A higher proportion of those 
who were married or living common-law 
reported high LS (52.7%) as compared to 
those who were single or never married 
(38.6%) or widowed, divorced or sepa-
rated (36.8%). No significant differences 
in the level of well-being were observed 
by sex, education level, immigrant status 
or urban/rural residence.

Health and functioning
The proportion of respondents reporting 
high SRMH and high LS increased with 
higher levels of self-reported general 
health. A significantly higher proportion 
of individuals who reported no or only a 
little functional limitation had higher LS 
or SRMH than those with 1 to 2 limita-
tions or 3 or more limitations. Those with 
1 to 2 limitations had higher levels of 
well-being than those with 3 or more 
limitations.

Self-management behaviours
Respondents who reported sleeping from 6 
to less than 9 hours per night had a sig-
nificantly higher prevalence of high SRMH 
and high LS than those who slept less 
than 6 hours. There were no significant 

differences between those who reported 
starting meditation, or starting or continu-
ing an exercise routine or adopting good 
sleep habits.

Stress, coping and social support
The prevalence of high SRMH and of high 
LS increased with decreasing reported life 
stress (e.g. 20.0% of those reporting life 
as “quite a bit or extremely stressful” 
reported high SRMH, vs. 65.3% of those 
reporting life as “not at all stressful”). 
Better coping was associated with a higher 
prevalence of high SRMH and high LS 
compared to those who reported lower 
levels of coping (59.5% vs. 21.8% for 
SRMH and 61.9% vs. 40.9% for LS for 
those with high vs. low coping, respec-
tively). Similarly, higher levels of well-
being were found among those with high 
perceived social support versus those with 
low perceived social support (35.5% vs. 
14.3% for SRMH and 51.8% vs. 22.8% for 
LS, respectively).

We examined sex-stratified prevalences 
(data not shown), and there was no evi-
dence for important differences in the pat-
tern of associations between men and 
women.

Logistic regression

The results of hierarchical logistic regres-
sion models are presented in Table 2 
(SRMH) and Table 3 (LS).

Self-rated mental health
In the initial model including only 
sociodemographic variables (SRMH Model 
1), only age and income were significantly 
associated with high SRMH (Table 2). 
Respondents aged 65 and older were 
almost twice as likely to report high SRMH 
as those aged 35 to 49 years. The odds of 
reporting high SRMH increased with 
increasing income. Marital status, sex, 
education, immigrant status and urban/
rural status were not significant predictors 
of high SRMH.

The likelihood of reporting high SRMH 
was significantly related to health and 
functioning variables added in Model 2. 
Notably, those reporting excellent self-
rated health were almost 13 times as likely 
to also report high SRMH, and those in 
very good health were 4 times as likely. 
Respondents reporting having no or 1 to 2 
functional limitations were more likely to 
report high SRMH than those reporting 
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FIGURE 1  
Proportion of Canadians aged 18 years and older with a mood and/or an anxiety disorder 

reporting high self-rated mental health or life satisfaction, SLCDC-MA 2014

Abbreviation: SLCDC-MA, Survey on Living with Chronic Diseases in Canada–Mood and Anxiety Disorders Component.

Note: Error bars represent 95% confidence intervals.
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3 or more. Finally, those with only a mood 
disorder or only an anxiety disorder were 
more likely to report high SRMH than 
those with both a mood and an anxiety 
disorder. After entering health variables, 
income was no longer significantly associ-
ated with high SRMH.

Self-management behaviours were entered 
in Model 3. None of these variables were 
significantly associated with high SRMH. 
Stress, coping and social support variables 
were entered in Model 4 (excluding self-
management behaviours). When these 
variables were included in the model, the 
association between sex and high SRMH 
became significant, with women being 1.5 
times as likely to report high SRMH as 
men. Age continued to be significant. 
Health and functioning variables contin-
ued to be significant, although having 
only a mood disorder was no longer sig-
nificant. All stress, coping and social sup-
port variables were associated with 
reporting high SRMH. Decreasing levels of 
perceived stress were associated with 
increasing odds of high SRMH. Those who 
reported better coping skills or more social 
support were also more likely to report 
high SRMH.

Life satisfaction
Results for LS (Table 3) are broadly similar 
to those for SRMH. In Model 1, both 
younger (18–34) and older ages (65+) 
were associated with higher odds of high 
LS, as compared to those aged 35 to 49 
years. People who were married or living 
with a common-law spouse were more 
likely to report high LS as compared to 
people who were single. There was a 
graded association with income; the odds 
of reporting high LS increased with higher 
income. There were no significant associa-
tions with sex, education, immigration 
status or urban/rural status in the sociode-
mographic-only model.

When adding health and functioning vari-
ables (Model 2), the odds of reporting 
high LS increased with better self-rated 
health. Those that reported fewer func-
tional limitations also had higher odds of 
reporting high LS, as compared to those 
with three or more limitations. In contrast 
to the model predicting SRMH, there were 
no significant differences between those 
with an anxiety disorder only, mood disor-
der only or both mood and anxiety disor-
ders. When health and functioning 
variables were accounted for, most of the 

TABLE 1 
 Percentage of respondents with high self-rated mental health or high life satisfaction by 

sociodemographic, health and functioning, self-management and stress, coping and social 
support characteristics, Canada, 2014 SLCDC-MA 

Characteristics Self-rated mental health Life satisfaction

High level 
% (95% CI)

High level 
% (95% CI)

Sex 

Males 29.9 (24.9–34.8) 43.1 (37.4–48.7)

Females 32.2 (29.1–35.4) 48.0 (44.4–51.6)

Age

18–34 31.2 (25.2–37.1) 49.4 (42.8–55.9)

35–49 26.3 (21.1–31.5) 43.6 (37.0–50.1)

50–64 32.2 (27.8–36.6) 43.3 (38.1–48.5)

65+ 39.5 (34.4–44.6) 51.5 (46.1–56.9)

Marital Status 

Single/never married 27.2 (22.2–32.3) 38.6 (32.9–44.4)

Widowed/divorced/separated 27.8 (22.8–32.7) 36.8 (31.0–42.5)

Married/living common-law 34.4 (30.4–38.4) 52.7 (48.2–57.2)

Highest education level

Less than secondary school graduation 31.1 (23.2–39.0) 43.2 (34.0–52.4)

Secondary school graduation 30.3 (24.0–36.5) 43.3 (36.3–50.2)

Some post-secondary + post-secondary 
graduation 

31.4 (28.3–34.6) 47.2 (43.5–50.8)

Household income quintile

Q1 (lowest quintile) 23.5 (19.1–27.9) 33.9 (28.2–39.5)

Q2 31.0 (25.2–36.8) 37.6 (31.2–44.0)

Q3 32.8 (26.4–39.2) 47.0 (39.9–54.2)

Q4 32.4 (26.2–38.6) 53.9 (47.1–60.8)

Q5 (highest quintile) 39.2 (32.3–46.0) 61.6 (54.0–69.2)

Immigrant

Yes 30.0 (20.9–39.1) 46.4 (35.7–57.2)

No 31.6 (28.8–34.4) 46.2 (43.0–49.4)

Urban and rural status 

Urban 30.0 (26.9–33.1) 44.7 (41.2–48.2)

Rural 37.7 (32.5–42.9) 53.1 (48.2–58.0)

Self-rated health

Excellent 70.1 (60.4–79.7) 65.3 (55.2–75.4)

Very good 45.3 (39.5–51.1) 60.8 (54.0–67.5)

Good 23.6 (19.9–27.4) 44.1 (39.3–48.8)

Fair 	 13.6	 (9.9–17.3) 28.5 (22.5–34.4)

Poor 	 12.8	 (7.6–17.9)a 	 18.0	(10.5–25.4)a

Functional limitations

No or only a little limitations 41.0 (37.3–44.6) 	 53.4 (49.3–57.5)

1–2 limitations 21.0 (15.2–26.9) 42.7 (36.2–49.3)

3 limitations or more 	 7.9 (4.7–11.1)a 24.1 (18.0–30.3)

Continued on the following page
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income associations became non-signifi-
cant, except that the odds of reporting 
high LS continued to be higher in the 
highest income group as compared to the 
lowest income groups.

We observed no significant associations 
between life satisfaction and self-manage-
ment behaviours when these variables 
were added to the model (Model 3); how-
ever, all stress, coping and social support 
variables yielded significant associations 
(Model 4). Those reporting lower levels of 
life stress had higher odds of reporting 
high LS, as compared to those with the 
highest level of life stress. Those who 
reported better coping skills and more 
social support had significantly higher 
odds of reporting high LS than those with 
low coping skills and low levels of social 
support. When stress, coping and social 
support variables were added, women 
had significantly greater odds of reporting 
high LS, as compared to men. Marital sta-
tus and income (highest income group 
only) continued to be significant in this 
model.

Discussion

Overall, one-third of Canadians who 
reported that they have been diagnosed 
with a mood disorder and nearly half of 
Canadians with an anxiety disorder reported 
very good or excellent SRMH. However, 
only 16% of those with both a mood and 
an anxiety disorder reported very good or 
excellent SRMH. Levels of LS were also 
relatively high, with a mean rating of 6.98 
for the sample overall, and even higher 
means for respondents reporting only a 
mood disorder (7.01) or only an anxiety 
disorder (7.49). The prevalence of high LS 
was significantly lower for those with 
both a mood and an anxiety disorder than 
it was for those with only one disorder. 

Bivariate analyses demonstrated that the 
prevalence of high SRMH or high LS var-
ied by sociodemographic characteristics, 
health and functioning and stress, coping 
and social support. However, of the self-
management behaviours, there were only 
significant differences associated with 
hours of sleep.

A significantly greater proportion of older 
adults (aged 65+) reported a high level of 
SRMH than adults aged 35 to 49. This 
relationship persisted in the multivariate 
models for both SRMH and LS. However, 
when stress, coping and social support 

TABLE 1 (continued) 
 Percentage of respondents with high self-rated mental health or high life satisfaction by 

sociodemographic, health and functioning, self-management and stress, coping and social 
support characteristics, Canada, 2014 SLCDC-MA 

Characteristics Self-rated mental health Life satisfaction

High level 
% (95% CI)

High level 
% (95% CI)

Type of disorder

Both mood and anxiety 16.4 (13.1–19.6) 36.9 (31.9–41.9)

Mood only 34.7 (30.5–38.9) 47.8 (43.2–52.4)

Anxiety only 44.2 (37.9–50.5) 55.0 (48.1–62.0)

Exercise

Started exercising, continued every day 30.8 (23.7–37.9) 44.7 (36.1–53.3)

Started exercising, continued 4–6X/wk 43.0 (34.5–51.5) 59.7 (51.0–68.3)

Started exercising, continued 2–3X/wk  
or less

29.2 (23.5–35.0) 51.8 (45.2–58.4)

Started exercising but stopped 29.4 (23.1–35.8) 40.0 (33.1–46.9)

Never started exercising 30.2 (25.9–34.6) 41.2 (36.5–45.8)

Adopted good sleep habits after diagnosis 

Yes 30.0 (26.9–33.2) 45.2 (41.7–48.6)

No 34.5 (29.5–39.4) 48.7 (43.0–54.3)

No. of hours of sleep (usual) per night

Less than 6 hours 20.6 (15.5–25.8) 32.4 (25.4–39.3)

6 hours to less than 9 hours 34.6 (31.2–38.0) 50.2 (46.4–54.1)

9 hours or more 30.2 (23.7–36.8) 45.0 (38.1–51.9)

Used meditation to manage condition 

Yes 31.4 (27.4–35.4) 46.3 (42.0–50.6)

No 31.3 (27.8–34.8) 46.1 (41.9–50.3)

Perceived stress

Not at all stressful 65.3 (51.3–79.2) 61.7 (48.2–75.2)

Not very stressful 46.8 (40.8–52.9) 61.4 (55.1–67.6)

A bit stressful 33.1 (29.0–37.2) 49.2 (44.4–53.9)

Quite a bit or extremely stressful 20.0 (16.4–23.6) 35.2 (30.4–39.9)

Coping

High level of coping 59.5 (53.6–65.5) 	 61.9	(56.0–67.7)

Low level of coping 21.8 (19.1–24.5) 	 40.9	(37.4–44.4)

Perceived social support

High level of social support 35.5 (32.4–38.6) 	 51.8	(48.2–55.3)

Low level of social support 14.3 (10.6–18.0) 	 22.8	(17.6–28.1)

Abbreviations: CI, confidence interval; Q, quintile; SLCDC-MA, Survey on Living with Chronic Diseases in Canada–Mood and 
Anxiety Disorders Component; X/wk, times per week.

Notes: Self-rated mental health (SRMH) was considered high if respondents reported very good or excellent SRMH; life satisfac-
tion (LS) was considered high if participants reported a score of 8 or higher on a scale of 0–10.

a Interpret these results with caution as they have a coefficient of variation between 16.6% and 33.3%.
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variables were added to the LS model, this 
relationship was no longer significant. 
While the literature indicates that there 
appear to be lower levels of mental health 
disorders and psychological distress among 
older adults,33 it is interesting to see that 
even among adults with a mood and/or 
an anxiety disorder older age is associated 
with higher levels of well-being. Whether 
this is an age or cohort effect is an impor-
tant consideration.

Women were more likely to have high 
SRMH or LS than men once stress, coping 
and social support variables were included 
in the model. Higher income was associ-
ated with greater odds of LS and SRMH, 
which is consistent with studies demon-
strating that higher income is associated 
with higher subjective well-being.34 After 
adding health variables (Model 2), these 
relationships were attenuated for LS, and 
were no longer significant for SRMH. 
Because of the reciprocal relationship 
between health and income, it is impor-
tant for future research to investigate this 
relationship. Education was not associ-
ated with higher well-being in this popu-
lation. It may be that the effects of 
education are mediated by income and 
therefore including both in the model 
resulted in non-significant results for 
education.

Those who were married or living in com-
mon-law relationships had significantly 
higher odds of reporting high LS than 
those who were single/never married or 
widowed/divorced. This is consistent with 
previous literature indicating that being 
single, separated, divorced or widowed is 
associated with poorer mental health out-
comes.35 There is some literature to sug-
gest that it is not merely having a 
relationship, but rather the quality of the 
relationship that is the better predictor of 
well-being.36 The large and significant 
associations we observed with social sup-
port also support this idea. 

In contrast to previous findings that have 
shown the benefits of exercise for improv-
ing mood and well-being in people experi-
encing depression and/or many of the 
anxiety disorders,8-12 in our sample, start-
ing and/or continuing exercise as a self-
management behaviour was not associated 
with significantly higher levels of well-
being. However, the measure used in our 
study did not include actual levels of 
physical activity, and we excluded 

TABLE 2 
Logistic regression models predicting high self-rated mental health (SRMH) among  

Canadians aged 18 years and older with mood and/or anxiety disorders 

SRMH

Model 1 
OR (95% CI)

Model 2 
OR (95% CI)

Model 3 
OR (95% CI)

Model 4 
OR (95% CI)

Sex

Males 1.0 (Ref) 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

Females 	 1.2	 (0.9–1.6) 	 1.2	 (0.9–1.7) 	 1.2	 (0.9–1.7) 	 1.5	 (1.0–2.1)a

Age

18–34 	 1.4	 (0.9–2.1) 	 0.9	 (0.6–1.5) 	 0.9	 (0.6–1.5) 	 0.9	 (0.6–1.5)

35–49 1.0 (Ref) 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

50–64 	 1.3	 (0.9–1.8) 	 1.6	 (1.1–2.3)a 	 1.5	 (1.0–2.3)a 	 1.5	 (1.0–2.2)

65+ 	 1.9	 (1.3–2.8)a 	 2.3	 (1.5–3.5)a 	 2.2	 (1.5–3.4)a 	 1.8	 (1.1–2.8)a

Marital status 

Single/never married 1.0 (Ref) 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

Widowed/divorced/separated 	 1.0	 (0.6–1.4) 	 0.9	 (0.6–1.4) 	 0.9	 (0.6–1.4) 	 0.9	 (0.5–1.5)

Married/living common-law 	 1.2	 (0.8–1.7) 	 1.0	 (0.6–1.4) 	 1.0	 (0.7–1.5) 	 1.0	 (0.7–1.6)

Highest education level

Less than secondary school 
graduation

	 1.1	 (0.7–1.7) 	 1.0	 (0.6–1.8) 	 1.1	 (0.6–1.9) 	 1.0	 (0.5–2.0)

Secondary school graduation 1.0 (Ref) 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

Some post-secondary + 
post-secondary graduation 

	 1.0	 (0.7–1.4) 	 0.9	 (0.6–1.3) 	 0.9	 (0.6–1.3) 	 0.9	 (0.6–1.4)

Household income quintile 

Q1 (lowest quintile) 1.0 (Ref) 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

Q2 	 1.5	 (1.0–2.2) 	 1.1	 (0.7–1.7) 	 1.0	 (0.7–1.7) 	 1.0	 (0.6–1.8)

Q3 	 1.7	 (1.1–2.6)a 	 1.0	 (0.6–1.6) 	 1.0	 (0.6–1.6) 	 0.9	 (0.5–1.5)

Q4 	 1.5	 (1.0–2.4)a 	 0.8	 (0.5–1.2) 	 0.8	 (0.5–1.3) 	 0.7	 (0.4–1.1)

Q5 (highest quintile) 	 2.2	 (1.4–3.4)a 	 1.1	 (0.7–1.9) 	 1.1	 (0.7–1.9) 	 0.9	 (0.5–1.6)

Immigrant status

Yes 1.0 (Ref) 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

No 	 1.1	 (0.7–1.8) 	 1.3	 (0.7–2.2) 	 1.3	 (0.7–2.3) 	 1.2	 (0.7–2.1)

Urban and rural status 

Urban 1.0 (Ref) 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

Rural 	 1.3	 (0.9–1.7) 	 1.2	 (0.9–1.7) 	 1.2	 (0.9–1.6) 	 1.3	 (0.9–1.9)

Self-rated health

Excellent 	 12.8	 (6.3–26.3)a 	 12.4	 (5.9–26.0)a 	 8.1	 (3.6–18.3)a

Very good 	 4.4	 (2.5–7.8)a 	 4.6	 (2.5–8.3)a 	 3.1	 (1.6–6.1)a

Good 	 1.5	 (0.9–2.6) 	 1.5	 (0.9–2.7) 	 1.1	 (0.6–2.1)

Fair 	 0.9	 (0.5–1.7) 	 0.9	 (0.5–1.7) 	 0.8	 (0.4–1.5)

Poor 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

Functional limitations

3+ limitations 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

1–2 limitations 	 2.3	 (1.3–4.0)a 	 2.3	 (1.3–4.0)a 	 2.3	 (1.3–4.1)a

No or only a little limitations 	 4.6	 (2.8–7.5)a 	 4.7	 (2.9–7.7)a 	 3.3	 (2.0–5.5)a

Continued on the following page
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respondents who reported that they were 
already exercising. Future research should 
rely on stronger measures of physical 
activity, including levels of physical activ-
ity, as well as reasons for physical activity. 
Respondents who slept from 6 to less than 
9 hours per night, as opposed to 6 hours 
or less, reported higher levels of well-
being, but this relationship did not persist 
in the logistic regression models.

Perhaps surprisingly, given its current 
popularity in mental health treatment, 
meditation was not a significant predictor 
of well-being in our sample. It is difficult 
to speculate why, given that we do not 
have specific details as to the type of med-
itation, frequency and duration of practice 
and/or formal training that participants 
had when engaging in meditative prac-
tices. Our results, however, are not incon-
sistent with the literature, which has 
found mixed results on the impact of 
meditation on well-being.18 Our study 
describes a nationally representative sam-
ple of people experiencing mood and/or 
anxiety disorders who are engaging in 
what they consider to be meditation in a 
normal life setting, which is an important 
contribution to the literature on this topic. 
However, more detailed research is needed 
before drawing any conclusions.

In the multivariate logistic regression 
models, lower stress, higher levels of 
social support and higher levels of coping 
skills were all significantly associated with 
high odds of well-being. Given that suc-
cessful coping often includes strategies 
that are consistent with skills promoted in 
treatment,19 one would expect healthy 
coping strategies to promote well-being. 
Likewise, those who reported a high level 
of perceived social support were more 
likely to report high SRMH and LS, which 
is consistent with the literature on well-
being among those with mood and anxi-
ety disorders.25,26 

Strengths and limitations

This study examines well-being in a repre-
sentative sample of the Canadian house-
hold population living with mood and/or 
anxiety disorders. It provides a useful 
description of the prevalence of well-being 
and its relationship to self-management 
behaviours and stress, coping and social 
support in this population. This sample 
differs from most other studies of this 
topic, which tend to focus on small, 

TABLE 2 (continued) 
Logistic regression models predicting high self-rated mental health (SRMH) among  

Canadians aged 18 years and older with mood and/or anxiety disorders 

SRMH

Model 1 
OR (95% CI)

Model 2 
OR (95% CI)

Model 3 
OR (95% CI)

Model 4 
OR (95% CI)

Type of disorder

Both mood and anxiety 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

Mood only 	 1.7	 (1.2–2.3)a 	 1.7	 (1.2–2.3)a 	 1.4	 (0.9–1.9)

Anxiety only 	 2.3	 (1.5–3.5)a 	 2.4	 (1.6–3.6)a 	 2.1	 (1.3–3.2)a

Exercise

Started exercising, continued 
every day

	 0.9	 (0.5–1.5)

Started exercising, continued 
4–6X/wk

	 1.1	 (0.6–1.9)

Started exercising, continued 
2–3X/wk or less

	 0.7	 (0.4–1.2)

Started exercising but stopped 1.0 (Ref)

Haven’t started exercising 	 0.8	 (0.5–1.4)

Adopted good sleep habits after diagnosis 

Yes 	 0.9	 (0.7–1.3)

No 1.0 (Ref)

No. hours of sleep usually slept per night    

Less than 6 hours     1.0 (Ref)

6 hours to less than 9 hours     	 1.0	 (0.7–1.6)

9 hours or more     	 1.3	 (0.7–2.2)

Used meditation to manage condition  

Yes     	 1.2	 (0.9–1.7)

No     1.0 (Ref)

Perceived stress    

Not at all stressful     	 4.3	 (1.9–9.8)a

Not very stressful     	 2.4	 (1.6–3.6)a

A bit stressful     	 1.7	 (1.2–2.4)a

Quite a bit or extremely 
stressful

    1.0 (Ref)

Coping    

High level of coping     	 4.2	 (3.0–6.0)a

Low level of coping     1.0 (Ref)

Perceived social support    

High level of social support     	 1.7	 (1.1–2.7)a

Low level of social support     1.0 (Ref)

Abbreviations: CI, confidence interval; OR, odds ratio; Q, quintile; Ref, reference group; SRMH, self-rated mental health; 
X/wk, times per week.

Notes: Self-rated mental health (SRMH) was considered high if respondents reported “very good” or “excellent” SRMH.

Model 1 is the initial model including only sociodemographic variables. Model 2 includes sociodemographic and health and 
functioning variables. Model 3 includes these variables as well as self-management behaviours. Model 4 includes sociodemo-
graphic, health and functioning, and stress, coping and social support variables, but not self-management variables.

a Statistically significant at p < .05.
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clinical samples. Furthermore, most stud-
ies on mental health examine mental dis-
order and dysfunction; understanding 
correlates of positive mental health among 
people living with mental disorders can 
provide important insight into recovery, 
and the results of this study demonstrate 
that it is possible to achieve high levels of 
well-being even while living with a men-
tal illness.

However, several significant limitations 
must be acknowledged. We do not have 
accurate information about the current 
status of the respondents’ mood and/or 
anxiety disorder. When examining well-
being, it would be ideal to understand 
which respondents were currently experi-
encing symptoms, and which respondents 
had had a previous episode that had 
resolved. While we have used functional 
limitations associated with the mood and/
or anxiety disorder as a proxy for current 
disorder status, this is an imperfect 
measure. 

Problems with sleep, including sleeping 
more or less than usual, are part of the 
diagnostic criteria for MDD.13 It is possible 
that the differences in well-being we 
observed according to sleep time in uni-
variate analyses are a function of experi-
encing a current episode of MDD. 

The cross-sectional nature of this survey 
does not allow us to examine temporal 
sequencing. This makes it impossible to 
infer whether well-being influences stress, 
coping and social support attributes or 
whether these factors affect well-being. 
Likely, both are true to some extent. 
Longitudinal and experimental study 
designs can help address these questions. 
However, understanding these relation-
ships in a large, population-based sample 
is also useful, and can test the generaliz-
ability of findings from smaller studies. 

Finally, while there is a risk that response 
bias accounts for some of the observed 
relationships, the complete absence of sig-
nificant relationships between self-
management behaviours and well-being 
suggest that this is not the case (i.e. if sig-
nificant findings were due only to a 
response bias, then the relationship 
between self-management behaviours and 
well-being should have been positive and 
significant as well).

TABLE 3 
Logistic regression models predicting high life satisfaction among Canadians aged  

18 years and older with mood and/or anxiety disorders 

 

LS

Model 1

OR (95% CI)

Model 2

OR (95% CI)

Model 3

OR (95% CI)

Model 4

OR (95% CI)

Sex

Males 1.0 (Ref) 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

Females 	 1.3	 (1.0–1.8) 	 1.3	 (1.0–1.8) 	 1.3	 (1.0–1.8) 	 1.4	 (1.0–2.0)a

Age

18–34 	 1.8	 (1.2–2.9)a 	 1.6	 (1.0–2.5) 	 1.5	 (0.9–2.5) 	 1.6	 (1.0–2.6)

35–49 1.0 (Ref) 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

50–64 	 1.0	 (0.7–1.5) 	 1.2	 (0.8–1.7) 	 1.1	 (0.8–1.7) 	 1.1	 (0.7–1.6)

65+ 	 1.6	 (1.1–2.3)a 	 1.7	 (1.1–2.6)a 	 1.7	 (1.1–2.6)a 	 1.4	 (0.9–2.1)

Marital status 

Single/never married 1.0 (Ref) 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

Widowed/divorced/separated 	 1.2	 (0.8–1.9) 	 1.2	 (0.8–1.9) 	 1.2	 (0.8–1.9) 	 1.3	 (0.8–2.0)

Married/living common-law 	 1.8	 (1.2–2.7)a 	 1.7	 (1.1–2.5)a 	 1.7	 (1.1–2.6)a 	 1.8	 (1.2–2.8)a

Highest education level

Less than secondary school 
graduation

	 1.2	 (0.7–2.1) 	 1.2	 (0.7–2.1) 	 1.2	 (0.7–2.1) 	 1.5	 (0.8–2.6)

Secondary school graduation 1.0 (Ref) 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

Some post-secondary + 
post-secondary graduation 

	 0.9	 (0.7–1.3) 	 0.9	 (0.6–1.3) 	 0.9	 (0.6–1.2) 	 0.9	 (0.6–1.3)

Household income quintile 

Q1 (lowest quintile) 1.0 (Ref) 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

Q2 	 1.1	 (0.7–1.6) 	 0.8	 (0.5–1.3) 	 0.8	 (0.5–1.3) 	 0.8	 (0.5–1.3)

Q3 	 1.8	 (1.2–2.7)a 	 1.2	 (0.7–1.9) 	 1.2	 (0.7–1.9) 	 1.1	 (0.7–1.9)

Q4 	 2.2	 (1.5–3.4)a 	 1.5	 (1.0–2.4) 	 1.5	 (0.9–2.4) 	 1.5	 (0.9–2.4)

Q5 (highest quintile) 	 3.1	 (1.9–4.9)a 	 2.0	 (1.2–3.4)a 	 2.0	 (1.2–3.3)a 	 1.9	 (1.1–3.4)a

Immigrant status

Yes 1.0 (Ref) 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

No 	 1.0	 (0.6–1.7) 	 1.0	 (0.6–1.8) 	 1.1	 (0.6–1.8) 	 1.0	 (0.6–1.7)

Urban and rural status 

Urban 1.0 (Ref) 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

Rural 	 1.2	 (0.9–1.6) 	 1.2	 (0.9–1.6) 	 1.2	 (0.9–1.6) 	 1.3	 (1.0–1.7)

Self-rated health

Excellent 	 5.4	(2.5–11.7)a 	 4.7	(2.1–10.6)a 	 3.2	 (1.4–7.4)a

Very good 	 4.7	 (2.5–9.1)a 	 4.3	 (2.2–8.3)a 	 3.2	 (1.6–6.4)a

Good 	 2.6	 (1.4–4.7)a 	 2.4	 (1.3–4.5)a 	 1.9	 (1.0–3.6)

Fair 	 1.7	 (0.9–3.2) 	 1.6	 (0.9–3.0) 	 1.4	 (0.7–2.7)

Poor 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

Functional limitations

3+ limitations 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

1–2 limitations 	 1.9	 (1.2–3.0)a 	 2.0	 (1.2–3.1)a 	 1.8	 (1.1–3.0)a

No or only a little limitations 	 2.3	 (1.4–3.6)a 	 2.2	 (1.4–3.6)a 	 1.6	 (1.1–3.0)

Continued on the following page
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Conclusion

When we included sociodemographic 
characteristics, health and functioning, 
self-management behaviours and stress, 
coping and social support in logistic 
regression models, we found that none of 
the self-management behaviours were sig-
nificantly associated with high levels of 
well-being. Stress, coping and social sup-
port, however, were. This finding suggests 
that healthy coping strategies and strong 
perceived social support may be impor-
tant for Canadians with mood and/or 
anxiety disorders to achieve well-being in 
the presence of their disorder. 

Helping Canadians with mood and/or 
anxiety disorders to access or build strong 
social support networks and to develop 
effective coping strategies are likely 
important goals, both for mental health 
professionals and for Canadians experi-
encing these disorders. Furthermore, a 
continued focus on the social determi-
nants of well-being, including income, is 
warranted.
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LS

Model 1

OR (95% CI)

Model 2

OR (95% CI)

Model 3

OR (95% CI)

Model 4

OR (95% CI)

Type of disorder

Both mood and anxiety 1.0 (Ref) 1.0 (Ref) 1.0 (Ref)

Mood only 	 1.1	 (0.8–1.6) 	 1.2	 (0.8–1.6) 	 1.0	 (0.7–1.4)

Anxiety only 	 1.3	 (0.9–1.9) 	 1.3	 (0.9–1.9) 	 1.1	 (0.8–1.7)

Exercise to manage condition

Started exercising, continued 
every day

	 1.5	 (0.8–2.6)

Started exercising, continued 
4–6X/wk

	 1.6	 (0.9–2.7)

Started exercising, continued 
2–3X/wk or less

	 1.3	 (0.8–2.1)

Started exercising but stopped 1.0 (Ref)

Haven’t started exercising 	 1.0	 (0.6–1.5)

Adopted good sleep habits 
after diagnosis 

Yes 	 0.8	 (0.6–1.1)

No 1.0 (Ref)

No. of hours of sleep (usual) 
per night

Less than 6 hours 1.0 (Ref)

6 hours to less than 9 hours 	 1.2	 (0.8–1.8)

9 hours or more 	 1.5	 (0.9–2.3)

Used meditation to manage 
condition 

Yes 	 1.0	 (0.7–1.4)

No 1.0 (Ref)

Perceived stress

Not at all stressful 	 1.8	 (0.9–3.7)

Not very stressful 	 2.2	 (1.5–3.4)a

A bit stressful 	 1.5	 (1.1–2.1)a

Quite a bit or extremely 
stressful

1.0 (Ref)

Coping

High level of coping 	 1.9	 (1.4–2.7)a

Low level of coping 1.0 (Ref)

Perceived social support

High level of social support 	 1.9	 (1.3–2.8)a

Low level of social support 1.0 (Ref)

Abbreviations: CI, confidence interval; LS, life satisfaction; OR, odds ratio; Ref, reference group; Q, quintile; X/wk, times per week.

Notes: Life satisfaction was considered high if participants reported a score of 8 or higher on a scale of 0–10.

Model 1 is the initial model including only sociodemographic variables. Model 2 includes sociodemographic and health and 
functioning variables. Model 3 includes these variables as well as self-management behaviours. Model 4 includes sociodemo-
graphic, health and functioning, and stress, coping and social support variables, but not self-management variables.

a Statistically significant at p < .05.

TABLE 3 (continued) 
Logistic regression models predicting high life satisfaction among Canadians aged  

18 years and older with mood and/or anxiety disorders 
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