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1. Introduction

Mental health is an issue of increasing importance for
people living in Canada, and it is becoming more widely
discussed in civil society; it is also increasingly a public
health priority (1). The ability to respond to mental health
issues, whether during health crises, climate change
events, economic downturns, or other conditions, depends
on a shared understanding of the contexts within which
mental health inequalities can arise and how they have
changed over time.

The focus of this report is to provide an overview of
mental health inequalities by examining the structural and
social determinants of health that contribute to mental
health outcomes. The structural determinants of health
encompass processes such as economic, and political
mechanisms that give rise to disparities in between
populations within society (2). Social determinants of
health are the nonmedical factors in our lives that affect
our health—where we live; our income, education, job,
and access to health care; and our social connections (2).
(Refer to Box 2.1 for more definitions of key terms).

Changes in mental health outcomes over time are assessed
using measures of life satisfaction, perceived mental
health, well-being, and mental illness. Also examined is
whether mental health, as a whole and within specific
populations, has improved or worsened. This report also
aims to increase the understanding of how some root
causes shape inequities in mental health outcomes.

The full set of results and data
visualizations can be found on the
accompanying online data tool tab

at https://health-infobase.canada.ca/
mental-health/inequalities/data-tool.html.
This includes both positive mental health
and mental illness outcomes.
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1.1 POSITIONALITY STATEMENT

This report was developed as part of the Pan-Canadian
Health Inequalities Reporting Initiative (HIRI), a collaborative
undertaking by the Public Health Agency of Canada (PHAC),
the Pan-Canadian Public Health Network, Statistics Canada,
the Canadian Institute for Health Information, and the First
Nations Information Governance Centre (FNIGC). The HIRI
mandate is to strengthen measurement, monitoring, and
reporting of health inequalities in Canada. The initiative
supports surveillance and research, informs program and
policy decision-making to reduce health inequities, and
enables monitoring of progress in this area over time.

Initiated in response to the Rio Political Declaration

on Social Determinants of Health (3), this work is

aligned with the Federal Anti-Racism Secretariat’s
guiding values of justice, equity, human rights, diversity,
inclusion, decolonization, integrity, anti-oppression, and
reconciliation (4) and with the Federal 2SLGBTQI+ Action
Plan to advance equality for Two-Spirit, lesbian, gay,
bisexual, transgender, queer, intersex, and other sexual
and gender-diverse (2SLGBTQI+) people in Canada (5).
This work also responds to the Truth and Reconciliation
Commission’s nineteenth Call to Action to monitor the
health inequities between Indigenous Peoples and non-
Indigenous Canadians. Established in 2012, the HIRI has
historically been informed by focusing on epidemiological
data and methods, while incorporating social science and
social epidemiological insights (6), Indigenous worldviews
(7-11), and the social determinants of health framework
developed by the World Health Organization (WHO)

(12). The HIRI continues to use the same model of the
social determinants of health—one that is also utilized
internationally—to monitor inequalities in health outcomes
and determinants among population subgroups of people
living in Canada at the national, provincial, and territorial
level and inform policy for health equity.


https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html
https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html

The HIRIis driven by an understanding that health
inequalities cannot be addressed by the health sector
alone. Employment, education, housing, and multiple
other sectors need to jointly address social, economic,
and political factors (for example, policies at various
levels of government) that influence health, as well as

the systems and structures that shape how these factors
are distributed. Systemic forces refer to those which are
manifested in each of society’s major parts, including the
economy, politics and religion while structural forces refer
to specific structures, such as laws, policies, institutional
practices (156). Both systemic and structural forces,
such as racism, colonialism, xenophobia, heterosexism,
ableism, and discrimination, generate and reinforce
societal hierarchies, distributions of power and resources,
and opportunities that inform and influence the social
and material conditions into which individuals are born,
grow, live, work, play, and age (13). Tackling health
inequalities requires a multilevel approach that includes
policy interventions at the highest or macro level, through
upstream action that redistributes opportunities for health
in ways that are just for all, and at the meso level, through
policy interventions in schools, communities, health
services, and other settings.

After continued engagement with partners across
federal government departments, national Indigenous
organizations, and experts outside of PHAC, the HIRI has
sought to enhance integration of Indigenous worldviews
as well as feminist, intersectional, and decolonizing
approaches in the planning and development of its
reporting practices (14). The HIRI continues to strive to
integrate interdisciplinary theories and methodologies
when monitoring and measuring health inequalities in
Canada. This report is enriched by qualitative evidence
gleaned from studies that used various methodologies
such as participant observation, structured interviews,
and other forms of fieldwork.
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1.2 AIMS AND OBJECTIVES

1.2.1 WHY FOCUS ON MENTAL HEALTH?

Problems related to poor mental health affect individuals
and the people around them and has far-reaching
economic and societal implications. As a leading cause

of disability in Canada (15), poor mental health leads

to greater absenteeism in the workplace and reduced
productivity (15). The financial costs of poor mental health,
including mental ilinesses, are substantial, at approximately
$51 billion each year in health care expenditures and lost
productivity (15). The burden of mental health, in terms of
economic and societal costs, increases when levels of high
self-rated mental health are lower in the population.

Families frequently experience increased stress and
disruption in daily life as well as financial difficulties as a
result of supporting family members with mental health-
related problems. Mental illness can contribute to social
isolation and withdrawal from social activities, which can
lead to decreased community engagement and strained
relationships (16), and, in turn, contribute to a cycle of
poor mental health. Further, the stigma associated with
mental illness and poor mental health in general can lead to
discrimination, social exclusion, and reduced quality of life.

Taken together, the societal and economic toll of mental
health is substantial. A comprehensive understanding
of inequalities in mental health outcomes and their
determinants is essential to developing strategies and
interventions to improve the mental health of people

in Canada.



1.2.2 WHY FOCUS ON MENTAL HEALTH INEQUALITIES?

Health equity is embedded in the World Health Organization
(WHO) Constitution and the Universal Declaration of
Human Rights (17). The former proclaims that “the highest
standards of health should be within reach of all, without
distinction of race, religion, political belief, economic or
social condition” while the latter states that “everyone has
the right to a standard of living adequate for the health
and well-being of himself and of his family, including

food, clothing, housing and medical care and necessary
social services, and the right to security in the event

of unemployment, sickness, disability, widowhood, old

age or other lack of livelihood in circumstances beyond

his control”. Health equity is concerned with creating
equal opportunities for health for each member of a
society. Advancing health equity means working towards
eliminating unfair and avoidable differences between
socially advantaged and disadvantaged groups that have
poorer health status and shorter lives, a role for many
within and outside the health sector (18). One way to do so
is to focus on systems and structures of power affecting
different populations through the distribution of material
and social resources within societies, known as social
determinants of health. The social determinants of health
refer to the conditions which we are born into, where we
grow up, where we live, how and in what ways we work, and
even how we spend our free time. They encompass the
broader societal, economic, and environmental influences
that significantly impact individual and community health
outcomes, extending far beyond healthcare access and
directly shape our overall health, including mental health.

According to the WHO (2), the social determinants of
health (such as income, employment, and housing)

and the broader factors that shape living and working
conditions account for between 30% and 55% of health
outcomes, a much greater effect than lifestyle choices
and activities (e.g., exercise). Compared to the health
care system, our education, justice, and social welfare—
related socioeconomic systems and political contexts
have been found to contribute significantly to health
outcomes (2,19,20):

As we conceptualize these deeper layers,

the core social determinants of mental health
can be understood as stemming directly from
unequal distribution of opportunity. Although
it may affect individual patients and may be
considered in formulations and intervention
planning based on the biopsychosocial model,
this unequal distribution of opportunity

is primarily a concern about society.

As such, it is a social justice issue, rather
than a clinical issue. Social justice means

fair distribution of advantages and equal
sharing of burdens while focusing on those
most disadvantaged. (21)

Monitoring health inequalities over time is important

in order to support public health actors, such as health
professionals, community leaders, and others with an
interest in the drivers of mental health inequalities;

and public sector actors, for example, politicians, public
servants, community organizations, and nongovernmental
organizations that assess whether policies and programs
contribute to or mitigate inequalities. This requires an
improved understanding, description, and response

to health inequalities to address the fundamental
determinants of health and promote social justice

and health equity (14).

Various models have been developed to map and
understand how determinants of health influence health
outcomes. Informed by the WHO conceptual framework
(12), PHAC defines social determinants of health as the
“social and economic factors ... that relate to an individual's
place in society” (22). The conceptual framework for action
on the social determinants of health developed by WHO
(shown in Figure 1) has 2 levels of determinants: structural
and intermediary.

The first level or structural-level determinants shape
conditions for health through socioeconomic and political
contexts. Social, economic, and other institutional policies,
systems, and values shape health and well-being through
the ways that power, resources, and opportunities are
distributed within and between populations (13,23).
Societal values—including prejudice and stigma towards
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populations or people with certain health conditions (24)—
influence prevention opportunities and treatment options.
In addition, broader economic and ideological systems,
such as capitalism (25), systemic racism, colonialism,
sexism, heterosexism, and ableism (26) underlie policy
approaches that influence social determinants of health,
through decisions made regarding education, housing,
the labour market, and societal protections. The structural
determinants of health shape the socioeconomic position
of individuals and of populations within society. This
position is further affected by education, occupation,
ethnicity, race, sex, gender expression, and sexual
orientation, among others (13,23).

Figure 1.

SOCIOECONOMIC
AND POLITICAL
CONTEXT

D ERICIC RN RN R R

These structural determinants influence the second level
or intermediary-level determinants of health. Intermediary
determinants include factors related to the health system
(e.g., health service availability, accessibility, uptake) and
access to health-promoting social and material resources
and opportunities, including the built environment, food
environments, workplaces, and homes (13,23,26).

In Canada, research has documented associations
between various mental health outcomes and markers
of social position such as age, sex, gender expression,
sexual orientation, ethnicity, race, income, education,
and employment status (13,26-28) as well as intermediary
factors such as food security, access to mental health
care, quality of social ties, discrimination, stigma, and
violence (24,27,29,30).

Conceptual Framework for Action on the Social Determinants of Health (Solar & Irwin, 2010)
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Source: Reproduced with the permission of the publisher. From: Solar O, Irwin A. A Conceptual Framework for Action on the Social Determinants
of Health. Discussion Paper Series on Social Determinants of Health, no. 2. Geneva, Switzerland: WHO; 2010.

www.who.int/social_determinants/publications/9789241500852/en/.
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The pathways through which social determinants of health
impact mental health and well-being can include events
and conditions that are physiological and psychological
stressors. Large-scale events, such as natural disasters,
and individual-level circumstances, such as violence or
material deprivation, can result in biophysical responses
that negatively affect immune, metabolic, and endocrine
systems (28) in addition to emotional and psychological
well-being (28). Individuals may turn to coping behaviours

to mitigate these effects; these behaviours can be

health promoting (e.g., meditation, exercise) or harmful
(e.g., problematic substance use). However, the behaviours
are always adopted in the context of the influence of

social norms, values, life-stage factors, identity factors
(e.g., gender, religious affiliation), availability of and access
to supports, and so on, and they play a role in the intensity
and duration of the impact of social determinants on one’s
mental health.

“Both public policies and social norms are structured such that they favour some individuals
and groups over others, which sets the stage for the unequal distribution of opportunity,
and thus the social determinants of mental health. Although clinical interventions clearly
have a role in reducing risk for mental disorders, the greatest population-based impact for
preventing many chronic physical health conditions and a number of mental disorders and
substance use disorders would be achieved by optimizing public policies to make them more
health promoting and by shifting social norms so that together we prioritize the health of all

members of society.” (21)

Guided by the Commission on Social Determinants of
Health (CSDH), established by WHO, the HIRI primarily
utilizes cross-sectional quantitative data to monitor health
inequalities. We expand on previous reporting by examining
both quantitative and qualitative evidence. Through a
process of thematic analysis and synthesis of the findings
of Canadian qualitative studies, and quantitative analyses
of nationally representative survey data describing mental
health inequality trends between 2007 and 2022, our aim
was to develop a portrait of the key social and structural
determinants of mental health and well-being in Canada.

This report pays special attention to upstream determinants
including the socioeconomic, political, cultural, historical,
and environmental factors that affect the mental health

and well-being of people living in Canada. Although these
upstream factors have often been considered removed

Inequalities in mental health, well-being and wellness in Canada: Social determinants and changes over time

from health outcomes, in fact they have profound impacts
on health disparities and outcomes. Addressing upstream
factors requires looking at systemic or societal issues,
such as poverty, discrimination, access to education, and
an equitable distribution of other resources. In integrating
interdisciplinary perspectives and approaches, this

report aims to broaden understanding of mental health
and well-being.

In addition, this report has an accompanying online data
tool that provides a comprehensive repository of mental
health inequality trends to expand and complement the
analyses presented in this report. This tool can be found
at https://health-infobase.canada.ca/mental-health/
inequalities/data-tool.html.


https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html
https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html

2. How is Mental Health

Conceptualized in Canada?

Mental health has been defined in many ways, with each
definition influenced by social and cultural contexts
(30). Globally, there is no official consensus on a
singular definition of mental health, and core concepts
vary depending on different theories, models, and
paradigms (31).

In this section we summarize various common mental
health constructs taken into account in this report.

2.1 WHY REFLECT ON DEFINITIONS
OF MENTAL HEALTH?

Several interdisciplinary health and social theories inform
the HIRI and this report. One of these is intersectionality
theory, a central principle of which is the importance of
recognizing different forms or types of knowledge and ways
of knowing (32,33). In the domain of public health, this can
be applied by reflecting critically on the forms of knowledge
that are considered valid and valuable in public health
decision-making (14).

Systematic exclusion of certain types and sources of
evidence or voices can intentionally or unintentionally
perpetuate the marginalization of certain communities
and contribute to ongoing health and social inequalities.
For example, if the people responsible for shaping policies
and programs and the intended beneficiaries of these
programs and policies are not involved in evidence
synthesis and decision-making, the programs and policies
may be designed in ways that do not meet the distinct
needs of the communities they are meant to serve (32).
To counter this tendency, best practices in public health
research and surveillance consider multiple ways of
knowing and types of knowledge when defining key terms,
issues, and concepts (14). In this report, exploring how
various sources, communities, or systems of knowledge
production define or understand mental health can provide
depth and nuance to mental health promotion initiatives.

A primary aim of this report is to explore how mental health is conceptualized in Canada,
across epistemological perspectives and traditions. Broadly, this report understands mental
health as an umbrella term that includes both positive and negative states of mental health.

Inequalities in mental health, well-being and wellness in Canada: Social determinants and changes over time



Box 2.1. Key Terms and Their Definitions

TERMS DEFINITIONS

Health Inequalities Refer to differences in health status or in the distribution of health determinants
between different population groups. These differences can be due to biological
factors, individual choices, or chance. Nevertheless, public health evidence
suggests that many differences can be attributed to the unequal distribution of
the social and economic factors that influence health (e.g., income, education,
employment, social supports) and exposure to societal conditions and
environments largely beyond the control of the individuals concerned.

Health Inequity Health inequity refers to differences in health associated with structural and
social disadvantage that are systemic, modifiable, avoidable and unfair. Health
inequities are rooted in social, economic and environmental conditions and power
imbalances, putting groups who already experience disadvantage at further risk
of poor health outcomes (34).

Health Equity Health equity means that all people (individuals, groups and communities) have
fair access to, and can act on, opportunities to reach their full health potential
and are not disadvantaged by social, economic and environmental conditions,
including socially constructed factors such as race, gender, sexuality, religion and
social status. Achieving health equity requires acknowledging that some people
have unequal starting places, and different strategies and resources are needed
to correct the imbalance and make health possible. Health equity is achieved when
disparities in health status between groups due to social and structural factors are
reduced or eliminated (34).

Social Determinants of Health  The social determinants of health are the interrelated social, political and
economic circumstances in which people are born, grow up, live, work and age.
The social determinants of health (see below) do not operate as a list or in
isolation. It is how these determinants intersect that causes conditions of daily
living to shift and change over time and across the life span, impacting the health
of individuals, groups and communities in different ways (34).

Structural Determinants Structural determinants of health are processes that create inequities in money,

of Health power and resources. They include political, cultural, economic and social
structures; natural environment, land and climate change; and history and legacy,
ongoing colonialism and systemic racism. Structural determinants, also known as
structural drivers, shape the conditions of daily life (social determinants of health)
including education, work, aging, income, social protections, housing, environment

and health systems (34).
Downstream Downstream interventions and strategies seek to address immediate needs
(Micro) approaches and mitigate the negative impacts of disadvantage on health at an individual

or community level through the availability of health and social services. These
changes generally occur at the service or access-to-service level. Downstream
strategies are about changing the effects of the causes (34).
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Midstream (Meso) Approaches  Midstream interventions and strategies reduce exposure to risk by improving
material conditions or by promoting healthy behaviours. These changes generally
occur where individuals who live with inequities are directed or referred to
resources that support health at the regional, local, community or organizational
level. Midstream approaches are about changing the root causes of health
inequities (34).

Upstream (Macro) Approaches  Upstream interventions and strategies dismantle and change the fundamental
social and economic systems (structural determinants of health) that distribute
the root causes of health inequities including wealth, power and opportunities.
These changes generally happen at the provincial, territorial, national and
international levels. They are about changing the cause of the causes of health
and health inequities (34).

Intersectionality Intersectionality considers how systems of oppression (e.g., racism, classism,
sexism, homophobia) interact to influence relative advantage and disadvantage
atindividual and structural levels. An intersectional orientation recognizes that the
experience of multiple forms of discrimination and disadvantage has a cumulative
negative effect that is greater than the sum of the parts. The intersectional nature
of oppression and privilege means that people may have privilege in one or more
forms even if they experience oppression in other domains (34).

Mental Health Refers to an umbrella term that encompasses an individual's state of well-being
(emotional, psychological, social), measured by levels of positive mental health
(i.e., self-rated mental health, happiness, life satisfaction, psychological and
social well-being) and/or experiences of mental health problems or mental illness
(i.e., anxiety disorders, mood disorders, substance use disorders or others).

Mental lliness (also known as Refers to a wide range of conditions that affect a person’s thinking, emotions,

Mental Disorders) behaviour, or mood. These conditions can vary in severity, duration, and impact
on daily life. Mental illnesses can encompass various disorders such as depressive
disorders, anxiety disorders, schizophrenia, bipolar disorder, posttraumatic stress
disorder (PTSD), obsessive-compulsive disorder (OCD), and many others.

Poor Mental Health or Refers to the presence of a negative state of mental health and can be used as
Problems related to general terms for mental distress, and/or mental disorders, and/or mental illness,
Mental Health and/or substance use disorders, and/or suicidality. Importantly, an individual can

have poor mental health or problems related to mental health without necessarily
having a mental illness.

Positive Mental Health Refers to the presence of a state of positive mental health. The PHAC definition
of positive mental health is “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. It is
a positive sense of emotional and spiritual well-being that respects the importance
of culture, equity, social justice, interconnections and personal dignity” (35).
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Two-Spirit The term “two-spirit” is used by some Indigenous People to refer to persons who
identify as having both a masculine and a feminine spirit. The term describes a
person’s sexual, gender and/or spiritual identity. Persons who identify as two-
spirit may be attracted to persons of the same sex and/or may identify as gender
diverse, and include people who in Western culture may be described as gay,
lesbian, bisexual, and transgender, among others.

The term “two-spirit” was introduced by Elder Myra Laramee during the Third
Annual Inter-tribal Native American, First Nations, Gay and Lesbian American
Conference, held in Winnipeg in 1990.

Social Gradient in Health Refers to the consistent, incremental differences in health outcomes or status that
correspond to variations in socioeconomic status or other social determinants.
These gradients illustrate how health tends to improve as socioeconomic status
rises, showcasing a stepwise pattern where individuals with higher social or
economic positions generally experience better health compared to those in
lower positions.

Cross-cultural Validity Refers to the extent to which a concept, assessment, or measurement tool is
meaningful, relevant, and accurately measures what it intends to across different
cultures or cultural groups. It ensures that the tool or assessment is fair, reliable,
and doesn't disproportionately favour or disadvantage any particular cultural
group when used in diverse cultural contexts.

Health Promotion Health promotion is the process of enabling people to increase control over, and to
improve, their health. It moves beyond a focus on individual behaviour towards a
wide range of social and environmental interventions. As a core function of public
health, health promotion supports governments, communities and individuals to
cope with and address health challenges. This is accomplished by building healthy
public policies, creating supportive environments, and strengthening community
action and personal skills (36).
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2.2 BIOMEDICAL DEFINITIONS
OF MENTAL HEALTH

The biomedical model of mental disorders presumes
that there are biological causes for abnormalities in the
brain that result in mental iliness. Contextual factors
such as social interactions, resources, systems, and
determinants are not considered (37,38), and biomedical
conceptualizations of mental illness and health typically
centre on mental distress, illnesses, and disorders or

conditions and tend to focus on their etiologies, diagnoses,

and remediation with psychotherapeutic treatments.

From a clinical diagnostic and treatment perspective,
mental illnesses (or disorders) refer to emotions, mood,
difficulties in thinking, and/or behaviours that impede a
person’s day-to-day functioning (39). Mental illnesses are
defined by the Diagnostic and Statistical Manual of Mental
Disorders (DSM) and the International Classification of
Diseases (ICD) (40,41). The fifth edition of the Diagnostic
and Statistical Manual of Mental Disorders describes
more than 150 clinical mental diagnoses, such as major
depressive disorder and generalized anxiety disorder (42)
and includes diagnostic criteria for conditions such as
schizophrenia, bipolar and related disorders, trauma- and
stressor-related disorders such as posttraumatic stress
disorder (PTSD), substance-related disorders such as
alcohol use disorder, and eating disorders.

Biomedical definitions of mental health and illness tend
to dominate among epidemiologists, policy analysts,
researchers, and health management officials (43), who
focus on individual-level attributes and behaviours and
prioritize individual-level measures (38).

2.3 MENTAL HEALTH MODELS

Some scholars have proposed that mental health exists
on a continuum from poor to good, on which a person
can move between effective functioning to severe and
persistent functional impairment (44). Shifts along

this mental health continuum can occur in response to
biological, psychological, social, and economic factors,
as well as specific life stressors. Mental health is thought
of as the absence of mental illness (45,46). This polar

Inequalities in mental health, well-being and wellness in Canada: Social determinants and changes over time

relationship between mental health and mental illness
has been the basis of psychological and psychiatric
understanding and assumptions (47).

In contrast, the dual continua model views mental

health and mental iliness as interrelated but distinct
phenomena, with positive and negative effects, that
operate independently of each other (47). A person can
have good mental health even if they have a mental illness
(or disorder). They can experience elements of both mental
illness and mental health, physically or emotionally, at
different times or concurrently.

In 2021, 1in 3 people aged 15 years and older had
experienced a mental illness or substance use disorder
during their lifetime (48). Further, 9.6% of the population
aged 12 years and older reported having a diagnosed mood
disorder (49). However, individuals with a diagnosed mood
and/or anxiety disorder or substance use disorder can still
self-rate their mental health or life satisfaction as high (50).

2.4 POSITIVE MENTAL HEALTH

PHAC defines positive mental health 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. Itis a positive sense of emotional and spiritual well-
being that respects the importance of culture, equity,
social justice, interconnections and personal dignity” (51).
As such, positive mental health is considered necessary
to flourish (44). It is also an integral component of the
WHO definition of health as a “state of complete physical,
mental, and social well-being and not merely the absence
of disease or infirmity” (17). Positive mental health also has
proven effects on biological functioning, cardiovascular
risk, and improved immunity (43).

The components of positive mental health are multifaceted
and include functioning (e.g., motivations) and positive
affect (e.g., happiness), strengths, self-actualization,
personal capacities, and existentialist approaches with
eudemonic (e.g., positive experiences) and hedonic focuses
(e.g., meaning in life) (43).



In 2016, in consultation with the Mental Health Commission
of Canada (MHCC), PHAC developed a conceptual
framework to strengthen surveillance of positive mental
health and its determinants (52). The Positive Mental
Health Surveillance Indicator Framework (PMHSIF) includes
5 outcome indicators and 25 determinant indicators
spanning the 4 contextual domains of individual, family,
community, and society. Positive mental health outcomes
include self-rated mental health, life satisfaction,
happiness, psychological well-being, and social well-being.

In 2021, around 60% of adults and youth aged 12 to 17
years reported very good or excellent mental health and
73% reported being usually “happy and interested in

life" (35). On average, adults and youth reported being
relatively satisfied with their lives, with about one-third of
adults and about one-half of youth reporting being “very
satisfied” (35).

Risk and protective factors, from the individual to the
societal level, contribute to positive mental health.
Individual determinants, for example, physical activity,
substance use (and, for youth, substance use by family
members), resilience, and coping, can influence an
individual's positive mental health. Similarly, family
determinants such as family relationships, parenting
style (for youth), household composition, and household
income can promote positive mental health. Community
determinants include social support and networks, school
and work environment, and neighbourhood environment.
Mental health determinants at the societal level include
social justice, and discrimination and stigma. As such,
positive mental health measures are most often subjective;
although theoretical in nature, the measures have been
empirically validated (43).

Interventions that support the mental health of populations should focus on promoting
positive mental health by addressing the social and structural determinants to complement
illness prevention, treatment, and support. The Canadian Mental Health Association (CMHA)
develops strategies to ensure equitable mental health care across the life course and within
communities, focusing on mental health promotion, prevention, and early intervention (326).

2.5 EXPANDING THE DEFINITION
OF MENTAL HEALTH

How mental health is understood and defined is both
historically and culturally contingent. Considering Canada’s
Indigenous population and its distinct ways of knowing and
being , its historical and current immigration policies, and
its culturally and socioeconomically diverse populations,
conceptualizations, definitions, and experiences of mental
health vary widely. However, existing policies, programs,
and initiatives intended to address mental health rarely
consider this diversity. Overall, existing initiatives and
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treatments mostly reflect dominant biomedical science
and evidence-based medical practice. These mental
health narratives are primarily derived from clinical and
psychological research focused on middle-class, educated,
younger Western populations (53). Scholars have pointed
out how the nature and production of evidence-based
medicine is influenced by and reproduces systems of
power and privilege, such as patriarchy and sexism,
racism, colonialism, heterosexism, ableism, and classism
and does not reflect the cultural diversity of countries
like Canada (53).



To address this limitation, it is necessary to acknowledge
Canada’s heterogeneous population and consider systems
of power, the broader social context, and intersecting
determinants of mental health shaped by people’s
respective needs and experiences to both understand how
social and structural factors shape mental health and how
to achieve equity (54).

Indigenous perspectives on mental wellness acknowledge
these and other factors to provide a more inclusive

and holistic conceptual framework. “Wellness™ in many
Indigenous communities and cultures across Canada is
understood to encompass mental, physical, spiritual, and
emotional balance. Thus, wellness focuses on strengths
rather than deficits, and highlights the role of social and
cultural environments. This contrasts with mainstream
western understandings of health, which as discussed

in previous sections, largely focus on biological causes
for abnormalities that cause illness. For this reason, in
the context of discussing Indigenous perspectives, the
discussion is framed around “mental wellness” rather
than “mental health”

Indigenous Peoples possess distinct and diverse
worldviews that often embrace holism, relationality,
circularity, and interconnection (8,55-57). Although they
represent distinct cultural groups, a common perspective
shared by many First Nations, Inuit, and Métis Peoples

is that health and wellness involve a balance of physical,
mental, emotional, and spiritual aspects of life (58,59).

In the following sections, we have taken a distinctions-
based approach to exploring different understandings of
mental wellness. Informed by a number of discussions with
national Indigenous organizations, the sections reflect
complementary but distinct ways of conceptualizing
mental wellness.

2.5.1 FIRST NATIONS

The First Nations Mental Wellness Continuum Framework
provides a comprehensive definition of mental wellness

as a balance of the “mental, physical, spiritual, and
emotional” (11). The 4 dimensions are interconnecting and
necessary for mental wellness at the individual, family,
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and community level. This balance is enhanced when
individuals have purpose, hope, a sense of belonging, and
a sense of meaning, all of which are key wellness outcomes.

From this perspective, mental wellness is supported by

a number of layers and interconnected elements, with
culture providing the foundation. Although different

First Nations express and experience culture in different
ways, there are some shared core beliefs and concepts:
the Spirit (an inclusive concept of body—mind-heart-spirit);
the Circle (the patterns of life); Harmony and Balance; All
My Relations (interconnectedness with people and nature);
Kindness, Caring, and Respect; Earth Connection; Path of
Life Continuum; and Language. Culture, therefore, “is the
expression, the life-ways, and the spiritual, psychological,
social, material practice of this Indigenous worldview”
(60). First Nations' culture and languages reflect a unique
worldview that informs individual identities and their
relationship with all aspects of creation. In this manner,
culture guides First Nations’ unique ways of seeing,
relating, being, and thinking. The knowledge contained
within culture provides the foundation for individual and
collective wellness and provides guidance across the

life course.

2.5.2 INUIT

The Inuit-Specific Mental Wellness Framework defines
mental wellness as “self-esteem and personal dignity
flowing from the presence of a harmonious physical,
emotional, mental, and spiritual wellness and cultural
identity” (7). From this perspective, mental wellness is
not a singular concept; it encompasses mental health
and mental illness, and aims to prevent violence, suicide,
and harmful substance use (7). The National Inuit Suicide
Prevention Strategy expands upon this understanding

of mental wellness by also recognizing the role played

by resilience as “a resource that grows through an
accumulation of protective factors, sometimes called
health assets, which contribute to positive mental wellness,
increased ability to deal with stress or adversity, and
resilience-building behaviours” (61).



Building protective factors that contribute to developing
abilities, skills, and social supports that offer people

the capacity to cope with stress and spring back from
crises and trauma is an important component of the
wellness concept. The National Inuit Suicide Prevention
Strategy outlines some of these protective factors:
coping with acute stress; family strength and support;
optimal nurturing development; cultural continuity; social
equity, and access to Inuit-specific mental health and
wellness services and supports. Social equity is achieved
by addressing the social determinants of Inuit health,
namely quality early childhood development, culture and
language, livelihoods, income distribution, housing, safety
and security, education, food security, availability of health
services, mental wellness, and the environment (61).

For Inuit, the land carries great importance. Close
connection with the land, nature, and harvesting activities
is thought to promote overall health as well as mental
wellness (62). Eating country foods and spending time

on the land helps establish and maintain a strong cultural
identity, which is also considered a key protective factor for
mental wellness (61). Cultural continuity, which is another
key protective factor in the Inuit wellness concept, can be
supported via sustainable approaches to connecting Inuit
with the land, culture, and language.

2.5.3 METIS

While the Métis National Council does not currently have a
framework focused specifically on mental wellness, Métis
communities, institutions, and Knowledge Holders continue
to share their mental wellness knowledge throughout

the Métis Homeland, including through reports and
academic writing. For Métis people, health and wellness
encompass not only physical health, but also a “state

of balance and interconnected relationships between
physical, mental, emotional, social, financial/economic,

spiritual, environmental, and cultural well-being” (63).
Understandings of health and wellness are closely tied to
connection with family and the wellness of others within
kinship networks (56). This worldview encompasses a
connection to all things, including the land itself, all life on
earth, other people, and a sense of identity and belonging
(64,65). Traditional Knowledge, language, and cultural
identity are foundational to health and mental wellness (9).
Engagement in cultural practices is seen as an important
tool for promoting mental wellness, fostering cultural pride,
self-esteem, and a sense of belonging (66).

2.6 DIFFERENCES AND SIMILARITIES
ACROSS DEFINITIONS

In summary, there is no single definition of mental health.
Definitions often differ based on whether mental health

is being conceptualized as a state (e.g., mental illness),

a dimension of health (e.g., mental health vs. physical
health), by domain or discipline (e.g., psychiatry or public
health), or even a social movement (e.g., mental hygiene).
Conceptualizations have since been broadened to consider
mental health as a domain of overall health and well-being,
catalyzing more holistic, upstream, strengths-focused, and
positive approaches. The WHO statement that “there is no
health without mental health” (1) reflects this milestone.
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3. Methodologies

This report used a range of methods to develop
understanding of the structural determinants of

mental health and drivers of mental health inequalities

to address the overarching objectives of monitoring
health inequalities. These are described in detail in the
Technical Notes (https://health-infobase.canada.ca/
mental-health/inequalities/technical-notes.html). In this
section we describe the guiding framework of this project,
intersectionality theory, which informed the decision to
incorporate both qualitative and quantitative evidence in
this report, and the literature reviews of both qualitative
and quantitative evidence on the social determinants

of mental health in Canada and trend analysis that
summarizes patterns in national health survey data
across time.

3.1 INTERSECTIONALITY THEORY
AS THE GUIDING FRAMEWORK

Intersectionality theory and practice provided the guiding
framework for this project. Emerging from early race,
class, and gender analytical frameworks, intersectional
approaches continued to develop in the crucible of the
civil rights movement and Black feminist scholarship
(67-70). Responding to the interlocking systems of anti-
Black racism, sexism, heterosexism, and class oppression,
intersectionality has been defined as a theory, a broad-
based knowledge project, a research paradigm, an analytic
framework, and a critical praxis. Intersectionality focuses
on social inequality (e.g., oppression, discrimination,
marginalization, and stigma) by paying attention to
intersecting systems of power and privilege (e.g., racism,
sexism, heterosexism, colonialism) (67,71). It references the
critical insight that social positions such as race, ethnicity,
class, sex, gender, sexual orientation, ethnicity, nationhood,
ability, and age cannot be conceptualized as—nor operate
as—unitary, mutually exclusive entities, but as relational
and reciprocal social formations that cannot be separated
(72). Intersectionality emphasizes a need to consider and
examine the ways in which interconnected systems and
structures of power and oppression operate across time,
place, and societal levels, contributing to unequal material
realities and complex social inequalities (14,32,73).

For this report, we bridged conceptual and methodological
tools to better understand mental health inequalities in
Canada, with the goal of examining these inequalities

from new angles, specifically paying attention to systems
of power. In particular, we focused on the core tenets of
intersectionality theory, including: 1) an emphasis on the
importance of equity (i.e., fairness) and social justice (i.e.,
the need for transformational change or action to challenge
and address social inequalities) (74); 2) an understanding
that social identities and hierarchies are constructed by
systems of power; 3) critical reflection on what types

of knowledge or evidence are considered valid and who
participates in producing the knowledge used in decision-
making; and 4) recognition that knowledge production,
sociopolitical contexts, health determinants, and outcomes
can vary over time (32).

Communities living in vulnerable circumstances or
experiencing disadvantages are often excluded from
processes of knowledge production. Consequently,
intersectional knowledge projects try to include diverse
and appropriately represented voices, worldviews,

and forms of knowledge (e.g., experiential, traditional,
scientific) in decision-making processes in order to disrupt
the reproduction of socially dominant modes of knowledge
production hierarchies. Intersectionality explores various
theories of knowledge to consider how concepts are
understood and defined; it discusses how determinants

of health (along axes such as race/ethnicity, sex/gender,
class, sexual orientation) intersect or overlap with one
another to shape health outcomes and the inequalities
therein, over time and across contexts; it engages with
concepts of power; and, overall, it provides evidence to
help address structural determinants of health and reduce
health inequalities.

Inequalities in mental health, well-being and wellness in Canada: Social determinants and changes over time



https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html
https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html

Accordingly, this report incorporates both qualitative
and quantitative evidence, exploring the tenets of
intersectionality of seeking out, honouring, and bringing
into conversation different forms of knowledge, engaging
with a myriad of experts and partners throughout the
research design process, and developing the narrative

in conjunction with a steering committee comprising
community-based, academic, and public policy actors
(membership is shown in the acknowledgements
section), who provided direction and feedback throughout
the process.

Still, there is room for improvement. For example, directly
engaging with and co-producing research with Traditional
Knowledge Keepers, communities, and/or repositories
would go beyond the conventional sources of peer-reviewed
publications and academic voices that make up the
majority of the evidence presented in this report.

3.2 THE ROLE OF QUALITATIVE
RESEARCH IN UNDERSTANDING
MENTAL HEALTH INEQUITIES

Qualitative research methodologies contribute to
knowledge and discourses that are not standardized and
singular, providing rich descriptions of multidimensional
experiences (75,76). In this report, qualitative studies
have been synthesized to provide a larger context for
differences in population based surveys in order to gain
greater insight into the nature of mental health inequalities.
Our use of qualitative evidence was purposeful and critical
to examine the types of ideas underpinning how mental
health was described and understood in different settings
with multiple populations. Part of this exercise was to
examine the theoretical perspectives that were the basis
of the studies to see how authors framed the multiple
dimensions that contribute to mental health. By applying
an analysis that was guided by an intersectional approach,
we paid special attention to the nuance and complexity of
both social locations, contexts and of power relations that
impact mental health (for example, negative experiences
of certain populations in accessing care). Further, the
adoption of a narrative synthesis of qualitative themes to
guide the structure of the report adheres to the interpretive
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nature of qualitative methodologies, and thus reorients
the report to enable examining structural and system-level
contributions to mental health inequalities in Canada.

3.2.1 QUALITATIVE RESEARCH METHODS

For the qualitative component of the report, we conducted
arapid review (77) of qualitative studies of the social
determinants of mental health and mental health
inequalities from a Canadian public health perspective.
The studies were published in a 10-year period (2012-2022).
Searches spanned a spectrum of mental health terms
(from positive to negative). However, it is important to
recognize that the focus of health inequalities research has
historically been deficit-based and qualitative results may
reflect this perspective. The rapid review included peer-
reviewed research that employed a variety of qualitative
methodologies and focused on participants’ lived
experiences of mental health to understand the complex
contexts of mental health inequalities. A Health Canada
librarian helped devise the search strategy and compile
materials. Strict inclusion criteria were utilized, concordant
with the research team's capacity, to limit the review.

We adopted a staged and iterative literature search
process to familiarize ourselves with the main topics of
study, subpopulations, and the theoretical perspectives in
research on inequalities in mental health. Since the focus
was on peer-reviewed research published in academic
journals, a publication bias might exist within the evidence
synthesis. However, this initial review was supplemented
with additional literature searches and other forms of
knowledge were included, where necessary. Sources
consulted for the sections focused on First Nations, Inuit,
and Métis were identified through discussions with our
Indigenous partners or using targeted searches for the
topic of interest.



We followed a process of narrative synthesis to derive key
themes in the body of evidence reviewed (76). The goal of
this process was to generate new insights by amalgamating
study findings. Using an inductive approach, we extracted
and synthesized the findings from 67 Canadian studies
(out of a total of 588 initially identified). Key themes
derived from the qualitative synthesis were: socioeconomic
conditions; racism, xenophobia, homophobia, and other
types of discrimination; social and cultural connection,
support networks, and community belonging; and access,
quality, and use of health care services. We conducted a
supplementary search as a validation exercise to ensure
that these 4 themes were consistent with systematic

reviews of social determinants of mental health beyond
the 10-year period initially searched. We found that the

4 identified qualitative themes were well represented and
validated by the supplemental search (78-81).

Using these 4 themes, we used an iterative process to
bring together qualitative and quantitative methodological
approaches through principles of intersectionality and
social epidemiology to better understand and describe
mental health inequalities in Canada. For a visual
representation of how we used the qualitative literature

to drive the thematic analysis and selection of quantitative
trends refer to Figure 2.

Figure 2. Avisual representation of the thematic analysis and selection of quantitative trends
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3.3 QUANTITATIVE RESEARCH COMPONENT:
OUTCOMES AND SURVEYS

Atrend analysis to assess mental health inequality

over time used cross-sectional data from the Canadian
Community Health Survey (CCHS) (details in Technical
Notes at https://health-infobase.canada.ca/mental-
health/inequalities/technical-notes.html). Unless
otherwise indicated, trends are presented for the following
time intervals: 2007 to 2010, 2011 to 2013, 2014 to 2016,
2017 to 2019, and 2020 to 2022 (the COVID-19 period).
This is to ensure sufficiently large sample sizes when
analysing data for subpopulations. In 2015, Statistics
Canada revised the CCHS methodology, including

the sampling frames, data collection approach, and
questionnaire content. However, examination of yearly
trends in mental health outcomes and social determinants
did not reveal any major anomalies around this time.

We chose to use the CCHS rather than any other national
survey because it includes several mental health outcomes
and social determinants, has a large sample size, and
questionnaire content has been largely consistent across
annual cycles. However, people living on reserves and in
other Indigenous settlements in the provinces and those
living in the Quebec health regions of Nunavik and Terres-
Cries-de-la-Baie James are not covered by the CCHS,
limiting findings on First Nations living on reserves and
Inuit in northern communities of Quebec that are part of
Inuit Nunangat. Moreover, the survey asks respondents to
self-identify as First Nations, Inuit, or Métis, which may not
always conform to the criteria set out by each Nation or
People. With financial support from PHAC, the First Nations
Information Governance Centre (FNIGC) is producing a
report that focuses on the mental wellness of First Nations
Peoples living on reserve and in northern communities.
This report will use data from the Regional Health Survey,
the first and only national health survey of First Nations.
The FNIGC report, which is anticipated to be released in
2025, will complement and expand on some of the findings
in this current report.

The quantitative analyses in this report focus on 2 positive
mental health outcomes: mean life satisfaction and high
self-rated mental health (35). These measures were
selected using qualitative assessments that took into

account indicators previously used by the HIRI, coverage
across population groups that are important to health
equity, and a balance between Western and distinctions-
based Indigenous understandings of mental wellness.
Outcomes were prioritized because of the increasing
attention paid to strengths-based reporting models.
Such models may, for example, represent topics for
which inequalities are understudied, such as indicators
for resilience. The focus then moves beyond the problems
or deficits inherent in inequality monitoring, which can
contribute to stigma (82).

Further, selected outcomes are aligned with federal

and international quality of life frameworks (83,84).
Accordingly, the report does not represent an exhaustive
measurement of positive mental health, but rather a
summary of select key indicators.

The mean life satisfaction outcome is based on
respondents’ rating of “satisfaction with life as a whole
right now" on a scale of O to 10, where O represents

“very dissatisfied” and 10 “very satisfied.” Life satisfaction
analyses excluded data from the 2007 to 2008 survey
wave as that wave used a different scale. High self-reported
mental health is determined by respondents’ reporting of
mental health as “excellent” or “very good” compared to
the other options of “good,” “fair," or “poor.”

Another mental health-related outcome analyzed was
unmet need for mental health services, which represents
the proportion of people who reported having mental
health service needs that were partially met or not met
at all versus fully met. This outcome was chosen because
it aligned with the qualitative literature research findings.
Data for the outcome were not collected consistently
across CCHS waves, so data from the 2012 CCHS-Mental
Health and the 2022 Mental Health and Access to Care
Survey (MHACS) were used instead. Both surveys are
nationally representative and are similar in design to the
annual CCHS.

The Survey on COVID-19 and Mental Health (2020-2021)
was utilized for an exclusive and focused analysis of the
socioeconomic impacts of COVID-19 on mental health.
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The social determinants of health explored in this report
include relative household income, employment status,
household food security, race/ethnicity, immigrant status,
Indigenous identity, sexual orientation, sex/gender, and
sense of community belonging. The same method of
concurrence with the qualitative evidence was used to
determine these social determinants of health.

Whenever possible, quantitative findings were
disaggregated by sex/gender. The CCHS reported on
respondents’ sex alone until 2019, when a separate variable
capturing gender was introduced. In this report, as in the
2018 Key Health Inequalities in Canada: A National Portrait
(85), we use the sex variable because of its consistency

in reporting on sex and/or gender across the years. The
use of this variable is based on the assumption that health
inequalities between males and females are often driven
by the interconnectedness of biologically and socially
determined constructs of gender.

Figures showing the quantitative analyses discussed

are in accordance with the section’s subject matter.

Further details on the mental health outcomes and social
determinants of health are described in the Technical Notes
(https://health-infobase.canada.ca/mental-health/
inequalities/technical-notes.html). Additional outcomes
and social determinants were also analyzed and are
available in the accompanying online data tool at
https://health-infobase.canada.ca/mental-health/
inequalities/data-tool.html (refer to Table 1 for a full list).
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Tablel. List of Indicators and Stratifiers Available in the Report’s Data Tool

MENTAL HEALTH AND DETERMINANTS OF HEALTH INEQUALITY TRENDS

« Access to aregular health care provider

+ Anxiety disorder diagnosis

» Depression and anxiety symptoms

« Excellent/very good self-rated mental health

« Flourishing mental health

« Help received for emotions, mental health or alcohol/drugs, past 12 months
+ High life stress

+ Major depressive disorder

(:ll‘{ll;?(?:"ll%is » Major depressive episode
( ) + Mean life satisfaction
» Mood and/or anxiety disorder diagnosis
» Mood disorder diagnosis
« Poor/fair self-rated mental health
« Strong sense of community belonging
« Suicidal attempt
« Suicidal ideation
+ Unmet need for mental health services
By sex/gender and ...
« Ability to speak official language by geography + Indigenous identity—First Nations (off reserve),
« Access to a health care provider Inuit, and Métis
. Age + Living alone
« Education + Marital status
« Employment status * Multiple jobs
STRATIFIERS « First official language spoken by geography * Neighbourhood immigration and visible

« Household food security
» Household income

» Housing tenure

* Immigrant status

+ Immigration recency

+ Immigrant status by cultural/racial background

minority concentration
+ Neighbourhood material resources index
+ Occupation
» Occupational mismatch
 Race/ethnicity
+ Rural/urban residence
 Sense of community belonging
« Sexual orientation

3.3.1 MEASURING POPULATION MENTAL HEALTH:
CANADA'S APPROACH TO SURVEILLANCE

Gathering information about the mental health of the entire
population is crucial for shaping mental health systems
and services and fostering overall mental health. As more
holistic understandings of mental health have emerged,
Canadian mental health surveillance efforts have expanded
the range of mental health indicators collected through
national social and health surveys to include measures of
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mental distress, which may not necessarily correspond
with a diagnosis of a mental illness, and of positive mental
health (52). Monitoring both dimensions of mental health,
such as mental distress and positive mental health, is
important to inform strategies that seek to identify risk and
protective factors, such as economic status, community
belonging, and social interactions (and inequalities within
these) that can support mental health promotion efforts.




Canada has well-established systems for monitoring
various states of mental iliness, suicide, and positive
mental health. The Positive Mental Health Surveillance
Indicator Framework tracks a number of positive mental
health outcomes, such as self-rated mental health,
happiness, life satisfaction, and psychological and social
well-being, and their associated risk and protective factors,
primarily using data from national health surveys (for
example the CCHS) (35). The PHAC Suicide Surveillance
Indicator Framework provides information on suicide and
self-inflicted injury outcomes and their associated risk and
protective factors.

The Canadian Chronic Disease Surveillance System
(CCDSS) monitors indicators of mental illness using
administrative data. These indicators include the use

of health services for mental illness and alcohol- and
drug-induced disorders, mood and anxiety disorders,

and incidence and prevalence of and mortality from
schizophrenia (86). PHAC also monitors the prevalence of
certain self-reported diagnoses of mental disorders using
national surveys such as the CCHS (87).

Finally, the HIRI provides comprehensive data on the
distribution of positive and negative mental health status
in different population groups according to a variety of
socioeconomic determinants, which can be used to help
advance health equity (88).

4.Findings

4.1 DRIVERS OF MENTAL HEALTH
INEQUALITY IN CANADA

Using a narrative synthesis, we identified four themes
related to the social determinants of mental health

and well-being: socioeconomic conditions, racism and
discrimination, social and cultural connection, support
networks, and sense of community belonging, and access,
use, and quality of health care services. We conducted a
rapid review of 67 qualitative studies published between
2012 and 2022 that explored the social determinants
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3.4 IMPLICATIONS FOR THIS REPORT
AND PUBLIC HEALTH SURVEILLANCE

To reflect the diversity of definitions and constructs
described in Sections 2 and 3, this report and the
accompanying online data tool explore social determinants
of mental health and outcomes that span the dual continua
of mental health, from indicators of positive mental

health, such as high self-reported mental health and life
satisfaction, to associated behaviours, such as substance
use, and mood and anxiety disorder diagnoses and

related morbidity.

Reflecting critically on how health outcomes are
constructed and defined is a useful exercise for researchers
devising Canadian public health surveillance systems. In
the qualitative literature review, concepts and definitions
of mental health varied widely between studies. While
some studies referred to the WHO definition of health as a
“state of complete physical, mental, and social well-being
and not merely the absence of disease or infirmity” (42),
participants in qualitative research studies rarely referred
to any one definition. Instead, they spoke of “stress,”
“anxiety,” “distress,” “hardship,” “suffering,” “struggling,”
and “difficulty,” among other expressions. This raises
questions about whether the mental health measures used
in population health surveys are relevant and understood
by all respondents. In Section 4 and the Discussion, we
focus on people who understand and describe mental
health in different ways and how mental health can be
discussed more broadly.

of mental health and well-being in Canada (refer to the
Technical Notes (https://health-infobase.canada.ca/
mental-health/inequalities/technical-notes.html) for
detailed methods). The reviewed qualitative research
made explicit use of at least 12 theories and theoretical
frameworks or models to explore and explain the systems,
structures, and forces that shape the social conditions
and inequalities in Canadian society. Among these are
intersectionality theory; social ecological theory; critical
feminist theory; risk environment frameworks; systemic,
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structural, and symbolic violence; hegemonic masculinity;
employment strain model; minority stress theory; and the
social determinants of health framework. Arguably, these
theories all have the same main purpose of recognizing
the relationship of power and privilege afforded to some
rather than to others. Many of these theories provide
well-supported explanations of the complex, interrelated,
and multilevel processes that can result in mental health
inequalities. Each explanation identifies unique structural
drivers of inequality that occur at a societal level.

These theories recognize that: 1) multilevel processes
shape the distribution of social conditions across society
and hence the resulting health inequalities (i.e., from

the individual, to interpersonal, community, and societal
levels); 2) systems of power shape inequalities in health-
determining social conditions; and 3) the need to focus on
reducing health inequalities to improve the health status
of subpopulations.

We recognize that the scope of our literature search may
have influenced the types of studies included, and therefore
these themes. To address this potential limitation, we
conducted a supplementary search of systematic reviews
of the social determinants of mental health inequalities to
validate our themes (described in detail in Section 3.2.1).

The mean life satisfaction outcome is based on CCHS respondents’ rating of “satisfaction
with life as a whole right now” on a scale of 0 to 10, where O represents “very dissatisfied”

and 10 “very satisfied.”

The high self-reported mental health outcome is determined based on respondents’
reporting of mental health as “excellent” or “very good” compared to the other options

of “good,” “fair,” or “poor.”

In this section we demonstrate that positive mental
health is not experienced equally by everyone in Canada.
We profile inequalities at the population level based on 2
indicators—high self-reported mental health and mean
life satisfaction—using data from annual cross-sectional
components of the CCHS from 2007 to 2021 (refer to
Section 3.3 or Technical Notes (https://health-infobase.
canada.ca/mental-health/inequalities/technical-
notes.html) for more details on the chosen indicators).
Definitions adopted for indicators are in Section 3.3.

Positive mental health indicators are particularly important
as a relationship has been established between high
self-rated mental health and health care utilization (89)
and of elevated risk of chronic disease and death (90). In
addition, recent studies of the mental health impacts of the
COVID-19 pandemic have focused on a variety of positive

mental health measures, including life satisfaction and self-

perceived mental health (91-93).

Positive mental health outcomes such as life satisfaction
have been shown to vary across countries. In 2022, people
living in Canada described their overall satisfaction with life
as 7 on ascale of 0 to 10 (compared to the OECD average
of 6.7). A few countries, for example, Denmark, Finland,
Iceland, the Netherlands, and Switzerland, had average
scores of 7.5 or higher (94). At the other end of the scale,
low levels of life satisfaction (a score of 4 or lower out

of 10) were reported by 6.7% of the population in OECD
countries from 2013 to 2020. In Canada, less than 3% of
the population reported such low scores (95). However,
aggregate estimates at a country level do not capture
within-country differences between populations groups nor
widening or narrowing inequalities through time. Further,
different social settings and cultural factors may influence
different countries’ residents’ perceptions when grading
their life satisfaction, hindering cross-country comparisons
in many of the international reports.
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Despite Canada’s relatively high level of overall positive
mental health (as measured by life satisfaction), it

is essential to examine within-country distributional
differences (or inequalities). This is particularly important
because post-pandemic recovery has raised the need to
urgently address health inequalities that may have been
exacerbated during and by the pandemic. In this section
we provide a portrait of the distribution of positive mental
health outcomes across different population groups and/or
different determinants of health.

4.1.1 SOCIOECONOMIC CONDITIONS: IMPACTS

ON MENTAL HEALTH AND WELL-BEING
Socioeconomic status is an important determinant of
mental health across different life stages, in Canada and
around the world (96-99). The association between
socioeconomic status and mental health is influenced by
factors that include lack of access to material and social
resources and opportunities, stigma and discrimination,
and social inequality (100). This association is often
described in terms of a dual cycle of financial insecurity
and poor mental health (also referred to as a bidirectional
relationship). That is, changes in income and material
resources directly impacting mental health and conversely,
how poor mental health might lead to worsening economic
outcomes (100,101). This cycle can continue across
generations. Breaking this cycle requires comprehensive
approaches that simultaneously address the structural,
systemic, and institutional causes of financial insecurity
and an inequitable distribution of wealth as well as poor
mental health (79).

In this section, we describe changes in mental health
inequalities over time related to the social determinants

of health. These include socioeconomic position (for
example, income level, employment status), daily living
conditions (for example, stable and safe housing), and
structural drivers (for example, food insecurity and working
conditions). Findings also reflect mental health inequalities
during, and prior to, the COVID-19 pandemic.
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Income

Income, poverty, and material deprivation are linked to
mental health, as is a person’s socioeconomic position

in terms of their employment status or education, for
example (97,102). Psychosocial stress theories posit that
relative deprivation may provoke social comparison and
contribute to the development of mental health problems
by increasing chronic stress, social isolation, unhealthy
behaviours, and low self-esteem (103). Socioeconomic
gradients in mental health—where outcomes tend to be
worse among those with the lowest income, lower levels
of educational attainment, and low-skilled occupations
and improve gradually up the rungs of the socioeconomic
ladder—are well documented in Canada (85).

Figures 3.A and 3.B show income gradients in mean

life satisfaction and high self-reported mental health
prevalence over time among males and females. Income
gradients narrowed over time, both before (2017-2019) and
during the COVID-19 pandemic (2020 to 2022). In 2007

to 2010, there was an approximate 19 percentage-point
difference in high self-rated mental health between those
in the lowest and those in the highest income quintiles
(19.2 for males and 18.7 for females). In 2014 to 2016, the
percentage point difference peaked at 20.7 among males
and 21.5 among females. By 2020 to 2022, inequalities had
narrowed to 12.2 and 11.2 percentage points for males and
females, respectively. Over time, income-related inequality
in high self-rated mental health was largely similar among
females and males.

For life satisfaction, the reduction in income-related
inequality over time, which was more prominent among
females than males, reflected both an increase in life
satisfaction for those in the lowest income quintile and

a decline for the more economically advantaged. The
narrowing of absolute income-related inequality in high
self-rated mental health over time primarily reflected
steeper declines among people in higher income quintiles,
especially since 2014 to 2016.



Figure 3.A Trends in mean life satisfaction by sex/gender and household income quintile, population
aged 12 years and older, 2009-2022
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Time Period Time Period
—@— Q5 (highest income) —— Q4 —— 3 == Q2 —fl— QI (lowest income)
Difference in mean life satisfaction score Absolute change Relative
Lowest (Q1) vs. highest (Q5) income quintile (reference) (95% Cl) change (%)
2009-10 2011-13 2014-16 2017-19 2020-22 2009-10 vs. 2020-22
Male -0.84 -0.97 -1.10 -0.84 -0.70 -0.14 17
(-0.92,-0.75) | (-1.05,-0.89) | (-1.17,-1.02) | (0.91,-0.78) | (-0.78,-0.61) (-0.26,-0.02)
Female -0.93 -0.96 -1.07 -0.77 -0.53 -0.40 43
(-1.01,-0.85) | (-1.02,-0.89) | (-1.14,-1.01) | (-0.83,-0.70) | (-0.61,-0.45) (-0.51,-0.28)

Abbreviations: Cl, confidence interval; QL, quintile 1 or the lowest income group; Q5, quintile 5 or the highest income group; SD, score difference; CCHS, Canadian Community
Health Survey.

Notes:

Mean life satisfaction: reported level of satisfaction with life as a whole right now, on a scale of 0 to 10, where O means “very dissatisfied” and 10 means “very satisfied." Negative
values of the life satisfaction score differences (SDs) indicate absolute income-related inequalities in life satisfaction over the full time series. A value of O indicates that no
difference exists between groups on that mental health outcome at a given time point. Changes in inequality are expressed in both absolute and relative scales between only
the first and last time periods.

Absolute change calculation: (SD in 2009-2010)~(SD in 2020-2022).

Relative (%) change calculation: 100x[(SD in 2009-2010)-(SD in 2020-2022)/(SD in 2009-2010)].

Absolute and relative change interpretation: positive values indicate an increasing trend in income-related inequality in life satisfaction; negative values indicate a decreasing
inequality trend.

Income quintiles are based on self-reported household income adjusted for household size, community size, and province of residence.

Data are from annual waves of the Canadian Community Health Survey (CCHS); population sample is aged 12+ years; estimates are age-standardized to the 2016 Census
population using 5-year age intervals. Analyses excluded data from the 2007-2008 survey wave, which used a different life satisfaction scale. Caution is warranted when
comparing estimates from cycles prior to 2015 and for data released 2022. We do not exclude the possibility that trends observed may have been influenced by different
methodologies used in the CCHS, including a new sample design in 2015.

For more information on data and analysis considerations refer to https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html.
Inequality trends for other mental health outcomes (e.g., suicidality, depressive symptomatology, life stress) are in the accompanying online data tool at
https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.
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Figure 3.B Trends in excellent/very good self-rated mental health by sex/gender and household income
quintile, population aged 12 years and older, 2007-2022
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—@— Q5(highestincome) ~ —&— Q4  —@— 03  —A— 02  —fl— Ql(lowestincome)
Prevalence difference for excellent/very good self-rated .
Absolute change Relative
ey (95% Cl) change (%)
Lowest (Q1) vs. highest (Q5) income quintile (reference)
2007-10 2011-13 2014-16 2017-19 2020-22 2007-10 vs. 2020-22
Male -19.2 -20.3 -20.7 -17.3 -12.2 -70 36
(-207,-177) | (-22.3,-18.3) | (-22.7,-187) | (-19.1,-154) | (-14.5,-9.9) (-9.7,-4.2)
Female -18.7 -194 215 -16.0 -11.2 -7.5 40
(-20.2,-173) | (-212,-177) | (-23.3,-19.8) | (-178,-14.2) | (-134,-9.1) (-10.1,-4.9)
Abbreviations: Cl, confidence interval; PD, prevalence difference; Q1, quintile 1 or the lowest income group; Q5, quintile 5 or the highest income group; SRMH, self-rated mental
health, vs., versus; CCHS, Canadian Community Health Survey
Notes:
Excellent/very good self-rated mental health (SRMH): percent of the population who reported their mental health as “excellent” or “very good” (vs. “good” or “fair” or “poor”).
Negative values of the Q1 vs. Q5 prevalence difference (PD) indicate absolute income-related inequalities in excellent/very good SRMH over the full time series. A value of O
indicates that no difference exists between groups on that mental health outcome at a given time point. Changes in inequality are expressed in both absolute and relative scales
between only the first and last time periods.
Absolute change calculation: (PD in 2007-2010)-(PD in 2020-2022).
Relative (%) change calculation: 100x[(PD in 2007-2010)-(PD in 2020-2022)]/(PD in 2007-2010)].
Absolute and relative change interpretation: positive values indicate an increasing trend in income-related inequality in excellent/very good SRMH, negative values indicate
a declining inequality trend.
Income quintiles are based on self-reported household income adjusted for household size, community size, and province of residence.
Data are from annual waves of the Canadian Community Health Survey ; population sample is aged 12+ years; estimates are age-standardized to the 2016 Census population
using 5-year age intervals. Caution is warranted when comparing estimates from cycles prior to 2015 and for data released 2022. We do not exclude the possibility that trends
observed may have been influenced by different methodologies used in the CCHS, including a new sample design in 2015.
For more information on data and analysis considerations refer to https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html.
Inequality trends for other mental health outcomes (e.g., suicidality, depressive symptomatology, life stress) are in the accompanying online data tool
at https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.
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Food Insecurity

Food insecurity, defined as inadequate or insecure access
to food due to financial constraints, affected approximately
6.9 million Canadians in 2021 (104). Figures 4.Aand 4.B
show clear gradients in mean life satisfaction and high

self-rated mental health, and over time, according to level . . . ;
ffood " deratelv i | sufficient quantity of food in socially
of food security (secure, moderately insecure, severely acceptable ways, or the uncertainty

insecure). During the COVID-19 pandemic (2020-2022), that one will be able to do so” (327)
the prevalence of high self-rated mental health was )

approximately 32 percentage points lower among males
experiencing severe food insecurity than among males
who were food secure; for females, the difference was
36 percentage points. This is consistent with current
evidence linking food insecurity to poor mental health in
Canada (105-107).

According to Health Canada, food
insecurity is “the inability to acquire or
consume an adequate diet quality or

Household food insecurity is an marker
of material deprivation (327).

Food security—related gaps in life satisfaction and high
self-rated mental health tended be consistent over time
(Figures 4.A and 4.B). The exception was an approximately
5 percentage-point increase in the gap in high self-rated
mental health for females experiencing severe food
insecurity compared to those who were food secure. This
corresponded to an 15% increase in relative inequality
between the 2007 to 2010 and 2020 to 2022.
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Figure 4.A Trends in mean life satisfaction by sex/gender and level of household food insecurity,
population aged 12 years and older, 2009-2022
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. . . . . Relative
Difference in mean life satisfaction score change change (%)
(95% Cl) g
2009-10 2011-13 2014-16 2017-19 2020-22 2009-10 vs. 2020-22
Male
Food secure (reference) 0 0 0 0 0 - -
Moderately -1.09 111 -1.18 -0.97 -1.02 -0.07 5
food insecure (-1.24,0.95) | (-1.32,-0.89) | (-1.33,-1.03) | (-1.10,-0.85) | (-1.15,-0.89) (-0.27,0.13)
Severely food insecure -1.83 -2.02 -1.90 -1.94 -1.95 0.12 7
(-217,149) | (-227177) | (-219,-161) | (-2.12,-177) | (-2.18,-1.72) (-0.29,0.53)
Female
Food secure (reference) 0 0 0 0 0 = =
Moderately -0.93 -1.04 -1.02 -0.97 -1.01 0.08 9
food insecure (-1.06,-0.80) | (-1.15,-0.93) | (-1.15,-0.88) | (-1.08,-0.87) | (-1.13,-0.90) (-0.09, 0.26)
Severely food insecure il el 174 g e 0e 5
y (-1.93,-144) | (-2.02,-155) | (-1.92,-1.56) | (-2.02,-1.71) | (-1.95,-1.58) (-0.22,0.38)

Abbreviations: Cl, confidence interval; SD, score difference; CCHS, Canadian Community Health Survey.

Notes:

Mean life satisfaction: reported level of satisfaction with life as a whole right now, on a scale of 0 to 10, where O means “very dissatisfied” and 10 means “very satisfied." Negative
values of the life satisfaction score differences (SDs) indicate absolute food security-related inequality in life satisfaction over the full time series. A value of O indicates that no
difference exists between groups on that mental health outcome at a given time point. Changes in inequality are expressed in both absolute and relative scales between only the

first and last time periods.

Absolute change calculation: (SD in 2009-2010)-(SD in 2020-2022).
Relative (%) change calculation: 100x[(SD in 2009-2010)~(SD in 2020-2022)/(SD in 2009-2010)].
Absolute and relative change interpretation: positive values indicate an increasing trend in food security-related inequality in life satisfaction; negative values indicate a

decreasing inequality trend.

Food security status was determined from a set of 18 questions describing food access, quality, and intake in the previous 12 months.

Data are from annual waves of the Canadian Community Health Survey; population sample is aged 12+ years; estimates are age-standardized using 2016 Census 5-year age
intervals. Analyses exclude 2007-2008 data, as that survey wave used a different life satisfaction scale. Caution is warranted when comparing estimates from cycles prior to

2015 and for data released 2022. We do not exclude the possibility that trends observed may have been influenced by different methodologies used in the CCHS, including a new
sample design in 2015.
For more information on data and analysis considerations refer to https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html.

Inequality trends for other mental health outcomes (e.g., suicidality, depressive symptomatology, life stress) by level of food security are shown in the accompanying online data
tool at https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.
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Figure 4.B Trends in excellent/very good self-rated mental health by sex/gender and level of household
food insecurity, population aged 12 years and older, 2007-2022
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Prevalence difference for excellent/very Absolute change Relative
good self-rated mental health (95% Cl) change (%)
2007-10 2011-13 2014-16 2017-19 2020-22 2007-10 vs. 2020-22
Male
e 0 0 0 0 0 - -
secure (reference)
Moderately -21.6 -22.2 -23.2 -20.6 -21.0 -0.5 3
food insecure (-24.4,-187) | (-25.7,-186) | (-26.8,-196) | (-236,-177) | (-24.2,-17.9) (-4.8,37)
Severely -32.1 -29.7 -34.3 -33.8 -32.2 0.2 1
food insecure (-36.7,-275) | (-34.8,-246) | (-38.5,-30.1) | (-38.3,-29.2) | (-364,-28.1) (-6.0,6.4)
Female
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secure (reference)
Moderately -20.9 -18.9 -24.6 -19.2 -184 25 10
food insecure (-23,-187) | (-21.9,-15.9) | (-278,-214) | (-216,-167) | (-21.3,-15.5) (-6.1,12)
Severely -311 -29.7 -30.6 -36.8 -36.7 46 15
food insecure (-34.6,-27.7) | (-34.9,-246) | (-347,-264) | (-39.8,-33.8) | (-385,-32.9) (0.1,9.0)

Abbreviations: Cl, confidence interval; PD, prevalence difference; SRMH, self-rated mental health; CCHS, the Canadian Community Health Survey.

Notes:

Excellent/very good self-rated mental health: percent of the population who reported their mental health as “excellent” or “very good” (vs. “good” or “fair” or “poor™). Negative
values of the food insecure vs. food secure prevalence differences (PDs) indicate absolute inequality in excellent/very good self-rated mental health (SRMH) over the full time
series. A value of O indicates that no difference exists between groups on that mental health outcome at a given time point. Changes in inequality are expressed in both absolute
and relative scales between only the first and last time periods.

Absolute change calculation: (PD in 2007-2010)-(PD in 2020-2022).

Relative (%) change calculation: 100x[(PD in 2020-2022)~(PD in 2007-2010)/(PD in 2007-2010).

Absolute and relative (%) change interpretation: positive values indicate an increasing trend in food security—related inequality in excellent/very good SRMH, and negative values
indicate a declining inequality trend.

Food security status was determined from a set of 18 questions describing food access, quality, and intake in the previous 12 months.

Data are from annual waves of the Canadian Community Health Survey; population sample is aged 12+ years; estimates are age-standardized using 2016 Census 5-year age
intervals. Caution is warranted when comparing estimates from cycles prior to 2015 and for data released 2022. We do not exclude the possibility that trends observed may have
been influenced by different methodologies used in the CCHS, including a new sample design in 2015.

For more information on data and analysis considerations refer to https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html.

Inequality trends for other mental health outcomes (e.g., suicidality, depressive symptomatology, life stress) by level of food security are shown in the accompanying online data
tool at https://health-infobase.canada.ca/mental-health/inequalities/data-tool.htm.
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Safe and Stable Housing

Housing is recognized as a human right under the National
Housing Strategy Act (108). In 2021, 1in 10 households in
Canada lived in core housing need, that is, the households
(made up of families or groups) did not have affordable,
adequate, or suitable housing (109). Canada's housing
situation is particularly pressing in major urban centres,
where high housing costs and limited stock of affordable
dwellings have made it difficult for many people to secure
safe and stable housing. This is especially problematic for
those living at low income, receiving social assistance, or
those requiring supportive or transitional housing.

Numerous studies have shown that inadequate or
unaffordable housing can contribute to many mental
health problems, including anxiety, depression, and stress
(110,111). For instance, in Canada, individuals living with a
mental health-related disability (defined as experiencing
limitations in their daily activities because of difficulties
with an emotional, psychological, or mental health
condition) are more than twice as likely as those without
such a disability to be in core housing need in 2017 (112).

Homelessness appears to be increasing across Canada,
particularly among younger people (113,114). Adequate
housing provides a sense of stability and is connected to
feelings of self-worth and increased quality of life (115).
Conversely, being unhoused and having to rely on shelters
is associated with feelings of worthlessness, hopelessness,
disappointment, and negative self-esteem (116). Housing
instability intersects with poverty and unemployment (116).
In addition, experiences of violence, encounters with the
criminal justice system, and challenges with immigration
experienced by those living with housing instability
compound feelings of powerlessness, discrimination,

and social disconnect, all of which that negatively impact
mental health (116).

While shelters offer some respite by providing temporary
housing, numerous issues related to the quality and
safety of spaces affect mental health. These include social
restrictions that impact an individual's ability to maintain
contact with family and friends, aggression, threats of
assault, and exposure to sexual acts (115).

Inequalities in mental health, well-being and wellness in Canada: Social determinants and changes over time

Unhoused women are often overlooked at the policy level,
to the point that they have been described as the “invisible
homeless” (111). Women often rely on informal housing
measures—staying with friends, family, and in many cases,
with unknown men, putting themselves at risk for sexual
violence (111). The lack of safe shelter spaces contributes
to feelings of stress, vulnerability, and powerlessness and
worse mental health outcomes (111).

Among individuals with severe mental illness, shelter
spaces are more frequently accessed by men than by
women. For women with severe mental illness who reside in
rural areas, the lack of safe and supportive housing might
necessitate relocating to urban centres to access more
appropriate shelter space. One service provider described
the experiences of women with severe mental illness

as follows:

Women's [with severe mental illness]
homelessness tends to be a little bit more
invisible. We certainly have a number of
women who have lived with their sister for a
long time or crashed with unsavoury males
over a series of years. They have, in fact, been
homeless—they have just been temporarily
couched. If you look at resource availability ...
they operate out of men's shelters, and aren’t
always in a safe environment for women.
[Resources] certainly seem to be centred

on male-accessible places ... all these guys
have all these shelters to choose from and

if they get booted out of one after 4 weeks
they just move over to the next one. We turn
hundreds and hundreds of women away from
our shelter because we just don't have the
beds. (111)

Men with severe mental illness report living in substandard
provisional housing or being forced to live in “drug-
infested” areas where public drug use is common. Living in
such areas increases anxiety and increases risk of relapse
among men and women alike (111). Men also have more
difficulty than women accessing suitable housing if they
have a child. Women sometimes have improved access

to housing because gender stereotypes and gender roles
cast them as “child bearers” and “requiring family housing”



(111). Conversely, women have described avoiding mental :  We worked with a woman from a small

health care because they feared that if authorities learned Aboriginal community. Her non-Aboriginal
about their mental illness, their child would be taken into husband got on the housing authority board
custody and that their illness would prevent them from ever and illegally had her name removed from
regaining custody. There were also instances where male home ownership papers just because the
children were not allowed in housing for females. (111). :  government could. So in small communities it
is very controlled by men and they will choose
men over Aboriginal women.... Aboriginal
women are the most marginalized (111).

Individuals in shelters experienced discrimination based
on sex/gender and race or ethnicity. For example, a woman
wearing a hijab stood out based on her appearance (111).

The intersection of geographic location, sexism, racism,
and intergenerational trauma has led to situations where
women have little to no control over their housing status
and few options to leave their towns if structural barriers
have affected access to transportation.

Indigenous women with severe mental illnesses who live

in rural areas and northern communities also experienced
housing challenges. Non-Indigenous men have significantly
more power than Indigenous women, as highlighted by a
service provider's description:

Box 4.1: Housing and First Nations off-reserve, Inuit, and Métis

First Nations, Inuit, and Métis in Canada consistently experience worse housing conditions than their non-
Indigenous counterparts. The 2021 Census found that 17.1% of Indigenous People (21.4% of First Nations, 7.9%

of Métis, and 40.1% of Inuit) lived in overcrowded housing considered unsuitable for the number of occupants
(117). In addition, compared to their non-Indigenous counterparts, Indigenous People were almost twice as likely
to live in crowded housing and almost 3 times as likely to live in a dwelling in need of major repairs (16.4% of
Indigenous Peoples, among them 19.7% of First Nations, 10% of Métis, and 26.2% of Inuit, compared to 5.7% for
non-Indigenous People) (117). Indigenous People who reported living in a dwelling that needed major repairs were
significantly more likely than those whose homes needed only minor or no repairs to report fair or poor self-rated
mental health (118).

These disparities are the result of, and maintained by, a legacy of colonialism that perpetuate systemic and
structural barriers for Indigenous Peoples. Some of the barriers include racial profiling and discrimination
by landlords, employers, police, and social service agencies (119):

| tried to get a place in the suburbs. | thought | had an appointment and there was a vacancy
sign, but when | showed up they told me it was rented (119).

Discrimination often begins when the landlord hears your accent, or they see your face,
and they know you are Aboriginal.... There are some slum landlords who take advantage
of tenants (119).
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Housing tends to be viewed as part of a continuum in which homeownership is held as the ideal (120). Housing
tenure impacts mental health through a variety of mechanisms. Home ownership may lead to an increase in sense
of self-esteem and prestige; however, it also comes with the potential for the stress and anxiety associated with
financial strain as a result of servicing mortgage debt. On the other hand, rental instability can lead to challenges
accessing and maintaining social assistance networks that support mental wellness (121).

We used Canadian Community Health Survey (CCHS) data to examine inequalities in life satisfaction for the
intersection of Indigenous identity and housing tenure from 2009 and 2022. It should be noted that the CCHS
has no clear-cut indicator of housing insecurity, thus housing tenure was utilized instead given its availability
in the CCHS and similarity to the concepts of housing insecurity and stability (122,123). In addition, the

CCHS does not survey people living on reserve where housing conditions have been reported to be worse
than off reserve (that is, too small for the number of occupants, resulting in overcrowding, and in need of
major repairs) (117). For further disaggregation of findings by sex, refer to the accompanying online data tool
at https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.

Findings show that life satisfaction is often significantly higher among homeowners regardless of Indigenous
identity. Between 2009-2010 and 2020-2022, First Nations living off reserve and Métis homeowners reported
similar levels of life satisfaction compared to non-Indigenous homeowners. However, the gap in life satisfaction
between First Nations living off reserve and Métis people who rent and non-Indigenous renters was consistently
more pronounced. Inuit renters and homeowners showed similar levels of life satisfaction in later years.

Findings show that life satisfaction is often significantly higher among homeowners regardless of Indigenous
identity. Between 2009-2010 and 2020-2022, First Nations living off reserve and Métis homeowners reported
similar levels of life satisfaction compared to non-Indigenous homeowners. However, the gap in life satisfaction
between First Nations living off reserve and Métis people who rent and non-Indigenous renters was consistently
more pronounced. Inuit renters and homeowners showed similar levels of life satisfaction in later years.
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Employment, Work Conditions,
and Mental Health and Well-Being

Employment overall has a positive impact on mental
health, providing money, resources, a sense of purpose

and identity, as well as opportunities to develop skills,
self-esteem, and social connections (124). Becoming or
being unemployed can result in loss of income and benefits,
which can affect standard of living, increase experiences

of poverty, stigma, and shame, and cause a loss of daily
structure and access to social contacts that can be
particularly harmful to mental health. Unemployment is
consistently associated with lower psychological well-being
and increased risk of depression, anxiety, and suicidal
behaviour (125,126). These associations are bidirectional—
unemployment can worsen a person’s mental health, and
mental health issues can reduce a person’s ability to obtain
and/or maintain a job (100).

Studies that examined mental health at the intersection

of sex/gender and unemployment have shown mixed
results, although a majority suggests that unemployment
may have greater mental health consequences for men
(127). Figures 5.A and 5.B show that, over time, employed
individuals reported higher levels of life satisfaction as

well as better levels of high self-reported mental health
than their unemployed counterparts. With time, the
unemployed—-employed gap in life satisfaction increased for
males and decreased for females. There was also evidence
of increasing employment-related inequality in high self-
reported mental health among males, with unemployed
males reporting decreases in high self-report mental health
between 2007-2010 and 2020-2022.
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Figure 5.A. Trends in mean life satisfaction by sex/gender and employment status, population
aged 18-75 years, 2009-2022
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Abbreviations: Cl, confidence interval; SD, score difference; CCHS, Canadian Community Health Survey.
Notes:

Female

Mean life satisfaction: reported level of satisfaction with life as a whole right now, on a scale of 0 to 10, where O means “very dissatisfied” and 10 means “very satisfied.. Negative
values of the life satisfaction score differences (SDs) indicate absolute employment-related inequality in life satisfaction over the full time series. A value of O indicates that no
difference exists between groups on that mental health outcome at a given time point. Changes in inequality are expressed in both absolute and relative scales between only the
first and last time periods.

Absolute change calculation: (SD in 2009-2010)-(SD in 2020-2022).

Relative (%) change calculation: 100x[(SD in 2009-2010)-(SD in 2020-2022)/(SD in 2009-2010)].

Absolute and relative change interpretation: positive values indicate an increasing trend in employment-related inequality in life satisfaction; negative values indicate a
decreasing inequality.

Data are from annual waves of the Canadian Community Health Survey; population sample is aged 18-75 years; estimates are age-standardized using 2016 Census 5-year

age intervals. Analyses excluded data from the 2007-2008 survey wave, which used a different life satisfaction scale. Caution is warranted when comparing estimates from
cycles prior to 2015 and for data released 2022. We do not exclude the possibility that trends observed may have been influenced by different methodologies used in the CCHS,
including a new sample design in 2015.

For more information on data and analysis considerations refer to https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html.

Inequality trends for other mental health outcomes (e.g., suicidality, depressive symptomatology, life stress) by level of food security are shown in the accompanying online data
tool at https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.
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Figure 5.B Trends in excellent/very good self-rated mental health by sex/gender and employment status,
population aged 18-75 years, 2007-2022
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(-9.7,-75) (-11.9,-9.2) (-11.9,-8.9) (-11.7,-8.8) (-79,-4.2) (-4.6,-0.4)
Abbreviations: Cl, confidence interval; PD, prevalence difference; SRMH, self-rated mental health; CCHS, Canadian Community Health Survey.
Notes:
Excellent/very good self-rated mental health (SRMH): percent of the population who reported their mental health as “excellent” or “very good” (vs. “good” or “fair” or “poor”).
Negative values of the unemployed vs. employed prevalence differences (PDs) indicate absolute employment-related inequality in SRMH over the full time series. A value of O
indicates that no difference exists between groups on that mental health outcome at a given time point. Changes in inequality are expressed in both absolute and relative scales
between only the first and last time periods.
Absolute change calculation: (PD in 2007-2010)-(PD in 2020-2022).
Relative (%) change calculation: 100x[(PD in 2007-2010)-(PD in 2020-2022)/(PD in 2007-2010)].
Absolute and relative (%) change interpretation: positive values indicate an increasing trend in employment-related inequality in excellent/very good SRMH, and negative values
indicate a decreasing inequality trend.
Employment status was determined based on respondents reporting working at a job or business the previous week (“yes” vs. “no”).
Data are from annual waves of the Canadian Community Health Survey ; population sample is aged 18-75 years; estimates are age-standardized using 2016 Census 5-year age
intervals. Caution is warranted when comparing estimates from cycles prior to 2015 and for data released 2022. We do not exclude the possibility that trends observed may have
been influenced by different methodologies used in the CCHS, including a new sample design in 2015.
For more information on data and analysis considerations refer to https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html.
Inequality trends for other mental health outcomes (e.g., suicidality, depressive symptomatology, life stress) are shown in the accompanying online data tool
at https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.
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Employment Conditions

Employment is typically beneficial for mental health;
however, access to suitable employment and working
conditions also have a profound effect on psychological
well-being. Occupation type and poor work conditions,
including job insecurity, precarious employment,
inadequate pay, excessive workload, difficult work hours,
lack of benefits, harassment, and discrimination, are
major causes of work-related stress and associated
mental health problems and have impacts on families and
communities (128-130).

In Canada, unemployment and poor quality employment
and work conditions are disproportionately experienced

by young people, those with lower educational attainment,

and individuals and communities living in historically
underserved conditions, including Indigenous, Black, and
racialized people and immigrants (131).

Newcomers to Canada often face employment-related
challenges, including lack of recognition of foreign
educational credentials, being overqualified for positions,
difficulty acquiring requisite Canadian experience,
challenges related to language competency, limited access
to social and professional networks, and employer bias
against hiring immigrants (132). These challenges are also
more likely to occur when recent immigrants are racialized
(132). Box 4.2 highlights qualitative data insights about the
relationship between work conditions, immigrant status,
and mental health (133).

Box 4.2: Qualitative data insights: Work conditions, immigrant status, and mental health

Underlying structural barriers related to the intersections of gender, racialization, and immigrant status often
impact access to meaningful employment that is commensurate with educational background and professional
experience. Qualitative studies of immigrant populations in Canada note that many new immigrants, particularly
those who are racialized, accept low-skill, low-wage, and insecure employment that does not match their
educational credentials or employment experience for purposes of economic survival (133-136). This type of
employment often has neither benefits nor long-term stability, leading to financial insecurity and inability to take

time off to engage in health-seeking behaviours.

A female participant in one of the studies exploring the pathways between under- or unemployment and health

in Canada (133) described the situation as follows:

Inequalities in mental health, well-being and wellness in Canada: Social determinants and changes over time

When [immigrants] come here they don’t get proper jobs [to match] their skills ... the jobs
are often mismatched. So to support their family they try to do something that does not fit
physically, mentally, or by skill set. Then what happens? Lots of injuries happen, and they
become sick, emotionally they break down ... and they feel very low. (133)



Several forces perpetuate immigration, racial, or ethnic inequalities in occupational mismatch and deskilling.
Some are technical and structural in nature, such as the decentralized, competitive, and expensive accreditation
systems across Canadian provinces and territories; newcomers’ challenges with the English or French official
languages; employers' biases against foreign degrees; employers’ requirements for Canadian experience in order
to enter the labour market; and employers’ reluctance to recognize professional work experience from other
countries (137,138). Other forces are shaped by structural and systemic racism (134), for example, bias against
foreign accents (139) and against education, training, and accreditation from low- and middle-income countries
(140). The bias that training and knowledge capacity from lower-income countries is “deficient, incompatible, and
inferior, hence invalid” has been attributed to systemic racism and discrimination (141).

Canadian studies have documented the negative psychosocial impacts of occupational mismatch and deskilling
(133-135,141), particularly when associated with precarious work conditions and financial hardships (133-135),
that result in feelings of disappointment, personal inadequacy or low self-esteem, distress, frustration, sadness,
isolation, stress, fear, and anger (133), and affecting overall well-being and life satisfaction. In a study of under/

unemployment and health among immigrant women, one participant described her experience of occupational

mismatch as follows:

| was a manager. | start work in a [coffee shop] and all the time | get very upset about the work
[crying]. | talk to you very lightly, but from the bottom of my heart | really suffered a lot. | did.

I did. Sometimes | was almost having—like not depression but thinking of suicide ... | was
thinking that on coming to Canada, [because] | speak English, | have good experience in USA,

| should get at least an office job at $11 [per hour], but this didn’t happen for 8 years. So though
| talk to you like it was nothing, | really feel very, very sad [crying]. (133)

Women—and particularly racialized, immigrant women—face additional challenges that pertain to systemic
gender norms and intersecting racial and gender-based discrimination. Racialized immigrant women are often
relegated to nonregulated, parttime, and care-related work that is associated with lower pay. One study participant
recounted her experience of intersecting gender and racial or ethnic discrimination:

| remember when | was asking someone from the bank, “How did you apply,” because | knew
that she was also an immigrant, and she was saying that, “Oh, you're better in the care-giving
profession because you're Filipino.” | was like, “Okay, so you're labelling me that | cannot work
in this kind of field” (133).
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Quantitative Analysis insights: Inequalities in Employment Overqualification
by Intersections of Race and Immigrant Status

Using data from the CCHS, we assessed the prevalence of “overqualified” employment (also referred to as
occupational mismatch or occupation mismatch). That is, people with university degrees working in National
Occupational Classification (NOC) skill level categories C or D, where the job usually requires, at most, secondary
school qualifications and/or on-the-job training. NOC is the national system for characterizing occupations

in Canada, and it is subject to revisions and updates to reflect occupational changes over time (142). Overall,
racialized adult immigrants to Canada reported a higher prevalence of “overqualified” employment status

(12% prevalence in 2020-2022) compared to White adult immigrants (6% in 2020-2022) and White adult non-
immigrants (4% in 2020-2022). This pattern remained consistent before (2007-2010 to 2017-2019) and during
the COVID-19 pandemic (2020-2022) and the gap seemed to widen over time.

15
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E —4@— Non-immigrant Racialized
[ 5
a = Non-immigrant White
0

2007-10 2011-13 2014-16 2017-19 2020-22
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Note: Caution if warranted when comparing estimates from cycles prior to 2015 and for data released 2022. We do not exclude the possibility that trends observed may
have been influenced by different methodologies used in the CCHS, including a new sample design in 2015.

For detailed information about the methodology, please refer to Technical Notes (https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html).
For the full set of results and visualizations, refer to the accompanying online data tool tab at
https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.
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The COVID-19 Pandemic and Effects
on Mental Health

In early 2020, public health measures, labour force
changes, and international responses to contain the
COVID-19 pandemic led to job losses or reduced work hours
for more than 3 million Canadians, with young people aged
15 to 24 years, low-wage workers, 2SLGBTQI+ individuals,
racialized and particularly Black people, and immigrants
disproportionately affected (143-145). Economic
recessions and other events that reduce employment
opportunities have in the past led to an increase in mental
health problems and suicide mortality, especially among
socioeconomically disadvantaged populations (146,147). A
growing body of evidence suggests that a variety of mental
health outcomes, including major depressive disorder,
depressive symptoms, and self-rated mental health
worsened during the COVID-19 pandemic (125,148-150).
Occupational and financial disruptions, in addition to the
profound social implications of quarantine and other public
health measures, are presumed to have contributed to
these declines in mental health (151).

We used data from the Survey on COVID-19 and Mental
Health to focus on the pronounced socioeconomic impacts
on mental health—specifically, symptoms of depression
and anxiety—during the COVID-19 pandemic. Prevalence
rates of moderate/severe symptoms of depression and
anxiety by job loss and financial difficulties are shown

in Figure 5.C. Overall, compared to males, females
experienced greater prevalence of symptoms of depression
and anxiety during the pandemic; however, financial
difficulties and job loss disproportionately affected the
mental health of men. The prevalence of moderate/severe
anxiety symptoms was 2.2 times higher among males and
1.5 times higher among females who reported job loss due
to COVID-19 than among males and females who reported
no job loss. This is consistent with evidence that the

mental health consequences of major economic and labour
force disruptions are often worse for socioeconomically
disadvantaged males (152).

Inequalities in mental health, well-being and wellness in Canada: Social determinants and changes over time a



Figure 5.C Prevalence of moderate/severe symptoms of depression and anxiety by experiences of
financial difficulties and job loss during the COVID-19 pandemic, by sex/gender, 2020-2021
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Prevalence difference Prevalence ratio Prevalence difference Prevalence ratio
Males 194 (15.3,235) 2.9(24,34) 10.1(70,13.2) 2.2(17,2.7)
Females 214 (17.3,25.5) 2.3(2.0,2.5) 7.2 (4.1,10.3) 15(1.2,1.7)
Notes:
The severity of anxiety and depression were measured using the Generalized Anxiety Disorder Scale (GAD-7) and Patient Health Questionnaire (PHQ-9), respectively. These
clinical screening tools are widely used in population health surveys to identify those who may have generalized anxiety disorder and major depressive disorder, with scores of
10 or greater (i.e., moderate to severe symptoms) in the 2 weeks prior to completing the survey. The data shown do not necessarily reflect a clinical diagnosis of these conditions.
Data are from the Statistics Canada Survey on COVID-19 and Mental Health (2020-2021). Population age 18+ years; estimates are age-standardized using 2016 Census 5-year
age groups.
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4.1.2 THE IMPACTS ON MENTAL HEALTH OF

RACISM, XENOPHOBIA, HOMOPHOBIA,

AND OTHER FORMS OF DISCRIMINATION
Discrimination encompasses a spectrum of injustices
directed at individuals because of their supposed attributes
and can be thought of as a chronic stressor that impacts
health. The Canadian Human Rights Commission defines
discrimination as “actions or decisions that unfairly
target individuals or groups based on factors like race,
age, sexual orientation, gender identity, or disability”
(153). Within Canada, 35.7% of the population reported
experiencing some form of discrimination or unfair
treatment in 2022 (154). For some individuals, multiple
forms of discrimination may be experienced, at once,
thus making difficult to identify the main reason for
this unequal treatment (155). This entangled form of
“intersectional discrimination” relates to many systems
of inequality and is sometimes linked to increased risk
of mental health difficulties (155,156). Here we focus
on racism, xenophobia, discrimination based on religious
minority status (e.g., antisemitism or Islamophobia)
and discrimination due to sexual orientation, all of which
profoundly affect mental health (157).

Racism and Xenophobia

Historical policies, stemming from unjust ideologies

of racial hierarchies, led to discriminatory and often
violent treatment of people, including Indigenous and
racialized people (158). The effects of these practices
continue to drive, covertly and overtly, stigma, racism, and
discrimination, especially against those with a racialized
background (158).

Racism is a powerful determinant of health and has
been linked to inequalities affecting the mental health of
racialized populations in a variety of ways. How people
are valued, considered different or lesser, or treated
unfairly is influenced by many layers of systems and
structures that perpetuate racism at various societal
levels (i.e., interpersonal, community, institutional,
structural). Negative attitudes towards (prejudice),
negative beliefs about (stereotypes), and differential
treatment of (discrimination) nondominant racial groups
by individuals and social institutions, especially those
from or influenced by the dominant racial group, create
the foundational elements for racism. In turn, racism can
breed or exacerbate prejudice, negative stereotypes, and
discrimination, further perpetuating harm against the
nondominant racial group (159-161).

Racism can be internalized (shame, sense of personal
embarrassment, low self-esteem, or rejection of

one’'s identity or culture), interpersonal (harassment,
discrimination, or microaggressions between individuals),
institutional and systemic (negative portrayals in media,
overpolicing of specific communities, lack of diversity

in positions of power, biases that shape socioeconomic
status, and unequal access to opportunities) and
structural. Structural racism includes factors such

as interconnected systems of education, housing,
employment, wealth, access to financial credit,
immigration, and health care access; symbolic sources of
advantage; and the distribution of resources (162-164).

According to Phelan & Link, racism is associated with health “largely via inequalities in power,
prestige, freedom, neighborhood context, and health care factors such as power, prestige,
freedom, neighbourhood context, and health care” (157).
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Racism is considered one of the fundamental root causes
of differences in socio-economic status, resulting in
mental, physical, and general health inequity (162,165). A
2015 meta-analysis, identified 5 pathways through which
racism affects health: 1) reduced access to basic and social
resources such as employment, housing, and education
and/or increased exposure to risk factors; 2) worsening
cognitive and/or emotional processes associated with
mental illness; 3) increasing burden of chronic stress
that, via pathophysiological processes, are related to
disease; 4) reduced participation in health-promoting
behaviours (e.g., sleep) and/or increased engagement in
unhealthy behaviours (e.g., alcohol consumption) as a
way of coping or self-regulation; and 5) increased physical
harm as a result of racially motivated violence (162). A
contemporary and historical review of the implications

of structural racism on health inequities provides a more

expansive review of pathways, including economic injustice,

environmental and occupational health inequities, political
exclusion and targeted marketing of health-harming
substances (163).

Experiencing racism and discrimination has been
consistently linked to depression, anxiety, chronic

stress, psychological stress, negative affect, reoccurring
negative emotions, and posttraumatic stress, among
other outcomes (162,163). Black, Indigenous, and other
racialized populations in North American, European,

or other White-majority countries or Western societies
can experience racial trauma, defined as the “repetitive,
constant, inevitable, and cumulative” experiences across
the life course of “threats, prejudices, harm, shame,
humiliation and guilt,” leading to mental health outcomes
of depression, anxiety, PTSD, and suicidal ideation, among
others (164). Everyday racial discrimination is associated
with depressive symptoms among Black people in Canada
(166), and anti-Black racism in particular impacts the
mental health of youth (167).

Xenophobia is distinct from but related to racism. It has
been defined as “attitudes, prejudices, and behaviour
that reject, exclude, and often vilify persons, based on
the perception that they are outsiders or foreigners to
the community, society, or national identity” (168,169).
Racism and xenophobia are phenomena that have
shaped the systemic discrimination and socioeconomic
marginalization of racialized Canadian-born and immigrant
people (170). Ideas about who belongs in a society are
drivers of discrimination and anti-immigrant sentiments
begin well before immigrants move to a new country.
Newcomers to Canada face negative attitudes towards
their countries of origin through the perpetuation of
stereotypes linked to “Orientalism,” or notions of Western
superiority, and being a threat to Western cultures (134).
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Box 4.3: The enduring legacy of colonial structures
and their impact on First Nations, Inuit, and Métis

Colonization has been widely recognized as a key determinant of health for Indigenous Peoples (171,172). The
colonial structure, which has sought to assimilate Indigenous Peoples through the imposition of the dominant
Euro-Canadian culture, laws, institutions, and systems, has been described as a mesh or a net of interconnected
institutions that expands and contracts over time in its objective of establishing dominance. The institutions
include government departments, churches, and corporations, and Indigenous communities encounter this mesh
in many settings and via many ways. At times, the communities are caught in this net, and at other times they are
able to slip between its strands (173).

In this section, a distinctions-based approach has been applied to explore some of the ways in which First Nations,
Inuit, and Métis have encountered this colonial mesh. While there are commonalities in terms of how colonialism
has affected First Nations, Inuit, and Métis, including the loss of land, culture, and self-determination, encounters
with colonial structures have not always been the same, as indicated by the analogy of the mesh that contracts in
some places and expands in others. The events discussed are not meant to be a comprehensive historical retelling
of the many complex ways in which the colonial structure affected and continues to affect Indigenous Peoples.
Rather, they serve as examples of some of the unique ways in which Indigenous Peoples have been forced to face
the challenges of colonialism.

First Nations

Land is central to the identity, spirituality, and well-being of First Nations in Canada. However, over the course of
centuries, the British, French, and later the Canadian government, signed a series of treaties with First Nations
that ultimately resulted in the systematic displacement and dispossession of Traditional and Ancestral Lands,
leading to the forceful displacement of First Nations into remote communities and reserves that were often
uninhabitable and lacking in resources (174). The dispossession of First Nations'land has had profound social,
cultural, and economic consequences, disrupting traditional ways of life and contributing to the impoverishment of
Indigenous communities (175).

The Indian Act of 1876 was introduced with the aim of defining the legal status and rights of Indigenous Peoples.
However, it did so in a way that curtailed the autonomy and cultural practices of First Nations. The Act established
the Band Council system, wherein Indigenous communities were forced to adopt a Euro-Canadian model of
governance. This system imposed elected leaders and council structures on First Nations communities, often in
opposition to traditional governance systems (176).

The Indian Act discriminated against First Nations women and sought to eliminate their autonomy in marriage and
politics. The Act sought to reduce the number of Status Indians the Canadian government was responsible for by,
among other ways, establishing that Indian status was transmitted through the patrilineal line. As a result, First
Nations women could lose their status through marriage to non-First Nations spouses. They and their children
were systemically denied access to their communities and the Treaty Rights they were entitled to. This resulted in
the disempowerment of First Nations women, who previously wielded influence and played powerful roles within
traditional structures (177).
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The Act also granted the Canadian government sweeping powers over Indigenous lands, resources, and finances.
By establishing a system of reserves that confined Indigenous communities to designated areas and severely
limited their control over their Traditional Territories, the Canadian government effectively stripped Indigenous
communities of their ability to make decisions about land use, economic development, and resource management,
further eroding self-determination. Treaties were often not honoured, and resources stemming from goods such as
timber rights were not channelled back to the communities to invest in local services and infrastructure (176).

The establishment of the Indian residential school system is one of the most egregious aspects of the Indian Act.
Established in the late 19th century, these government-sponsored and church-run institutions forcibly separated
Indigenous children from their families and communities, with the goal of erasing Indigenous cultures and
languages. The physical, emotional, and psychological abuse suffered by First Nations children in these schools
has had intergenerational effects, leading to trauma, substance abuse, and mental health challenges within
Indigenous communities (172). More than 150,000 Indigenous children attended residential schools between 1857
and 1996.

The Canadian government and Christian churches also established and enforced Indian day schools. These
schools shared the same objectives as residential schools of erasing Indigenous cultures and languages, but as the
name suggests, the children attended these schools normally returned home to their communities at the end of
each school day (178).

The Sixties Scoop, which occurred mostly in the 1960s and 1970s, represents a tragic extension of these colonial
policies. Under the guise of child welfare, many First Nations children were forcibly removed from their families
and communities, exacerbating the damage done by the Indian Act and the residential school system. These
children were often placed in non-Indigenous foster homes or adopted by non-Indigenous families, resulting

in a profound cultural disconnect and loss of identity. The enduring impact of the Sixties Scoop, characterized
by intergenerational trauma and a struggle for cultural revitalization, underscores the continuation of colonial
practices aimed at erasing Indigenous identities and autonomy (179).

First Nations languages describe all aspects of creation such as the earth, stars, water, and fire as living, animate
beings. As living beings, everything in this world has a unique identity, and within their identity is a description

of their relationship to everything else, their purpose, and their meaning. In this manner, First Nations languages
mediate and inform First Nations peoples’ ways of seeing, relating, and being in this world (11). By attempting to
erode First Nations languages and culture, colonial structures sought to erase the foundation of the identity of
First Nations.

Inuit

Starting in the 1950s, Inuit in the Qikigtani region were forced to relocate from their Traditional Territories to

13 permanent settlements created by the Canadian government in the High Arctic (180). Inuit were not told

how far they would be moving, how different their new homes would be, or that they would be separated from
their extended families. They were not provided with adequate shelter and supplies. Moreover, the Canadian
government reneged on its promise to return back to their old homes anyone who did not wish to stay. Because of
the relocation, Inuit had to transition from a predominantly relations-based hunting culture based on reciprocity,
where camps and sled dogs played a central role, to the commodity-based systems in towns and settlements.
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Starting in the 1920s, Canadian authorities in the Arctic introduced a number of ordinances to regulate gimmiit
(sled dogs) using as an excuse the need to protect people from dog attacks. In practice, this led to the killing of
sled dogs, which were not only essential for hunting and relocating from one place to another, but which also
played an important spiritual role for Inuit. By replacing dogs with snowmobiles, an alien economic system of
commodities was imposed on Inuit, with concerns for snowmobile parts, fuel, and money replacing reciprocity
and ningiqtuq (sharing) relations. The imposition of this system was part of a broader effort to assimilate

Inuit to Western norms, values, assumptions, institutions, and ways of life. As a result, Inuit went from “a world
impregnated with ritual, relationship, and meaning to one of impersonal, secular commaodity relations” (181). The
detrimental impact of these policies was eventually recognized by the Government of Canada, which officially
apologized in 2019 (182).

From the 1940s to the 1960s, tuberculosis in Canada was at epidemic proportions. From the 1940s onwards, the
Canadian government implemented a survey of Inuit and other Indigenous Peoples living in northern Canada to
identify those who had tuberculosis and other serious conditions. People with these conditions were taken away
from their homes and their families and were evacuated to hospitals in southern Canada. Hospital stays were often
lengthy, often lasting several years, and while many Inuit returned home, others never did, either because they
chose to stay in the south, because their health did not allow for them to return, or because they had died as a
result of their illness. Inuit patients did not have the support of their families while undergoing treatment and had
to adjust to a new culture as well as their illness and treatment at the hospital. Returning home entailed another
series of readaptation challenges (183).

Métis

Relationships with the land are a central component of identity and wellness for Métis peoples, but past and
ongoing assimilative strategies have served to disconnect, relocate, and displace the Métis from the land (184).
Métis peoples were moved to create space for European settlers, and they were excluded from treaty processes,
removing their ability to bargain and uphold their collective rights. Attempts by the Métis to push back on this
encroachment through political mobilization were met with military force, leading to clashes in Mica Bay, Red
River, and Batoche. A system of scrip was instituted to parcel off small sections of agriculturally unproductive
land in Manitoba to Métis people, which led to the further alienation and displacement of Métis families and
communities (56).

The Métis were discriminated against by colonial settlers who refused to integrate them under the standard school
system. Instead Métis children were forcefully removed from their families to attend residential and church-run
schools. The children who were forced to attend these schools were often selected based on their appearance,
with those who looked more like their European ancestors being spared (186) . Residential schools were set up to
“civilize and Christianise” children and systematically erode Métis languages, traditions, spirituality, and culture
(185). Many Métis children experienced emotional, spiritual, physical, and sexual abuse, and the result trauma
continues to affect the health and wellness of survivors and their descendants (187).
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Islamophobia

An example of intersectional discrimination discussed in
Canadian mental health literature pertains to experiences
of Islamophobia in Canadian society, with implications for
perceptions of stress, safety, community belonging and
connectedness, and self-esteem (188). We deliberately
chose to elaborate on this complex issue to describe how
the multidimensional nature of intersecting forms of
discrimination are experienced.

Islamophobia has been defined as the “dread, hatred,

and hostility towards Islam and Muslims perpetrated by

a series of closed views that imply and attribute negative
and derogatory stereotypes and beliefs to Muslims ... which
results in practices of exclusion and discrimination” (189).
Canada’s anti-racism strategy (2024-2028) states that
Islamophobia “includes racism, stereotypes, prejudice, fear
or acts of hostility directed towards individual Muslims or
followers of Islam in general” (190). In addition to individual
acts of intolerance and racial profiling, Islamophobia can
lead to viewing and treating Muslims as a greater security
threat on an institutional, systemic, and societal level
(190). Discrimination can be direct, for example, with
“members of Muslim communities ... explicitly denied a
right or a freedom,” including the right to personal safety,
or indirect, where an “uneven effect is produced for
Muslims by a measure in place, even though this was not
the explicit intention of whoever enacted the measure”
(189). Anti-Muslim hate crimes, which have been on the
rise in Canada, are a form of direct discrimination, as are
microaggressions (191,192).

In Western societies such as Canada, Islamophobia
positions Muslims as “other” through several mechanisms.
First, anti-Muslim sentiment intersects with systemic
racism. As many Muslims are racialized, they may be
othered in contrast to a local-born White identity (193,194),
and Muslim identity is perceived as threatening to “local”
White identity (194). Second, social and public discourse,
including media content, can reinforce perceived
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incompatibilities between Islamic and Western “values

and ways of life" (194), including in secular states where
some people may feel apprehensive about the potential
incursion of religion into public institutions and the public
sphere (189). Third, in the context of histories of armed
conflicts in Muslim-majority countries, immigrants coming
from countries with which Canada and similar states are
or have been at conflict with are portrayed as a potential
threat to national security (194). Although, clearly “not all
Arabs are Muslim, nor all Muslims, Arab” (194), the 9/11
attacks in the United States and subsequent invasions and
wars in Arab- or Muslim-majority states such as Iraq and
Afghanistan have led to a conflation of “race, religion, and
nationality” felt by both Arabs and Muslims in the post-9/11
period. This translates into experiences of Islamophobic
discrimination (194).

Indeed, the distinction between discrimination against
Muslims and against ethnic or racial identities can be
difficult to disentangle (189). Canadian studies have
noted the intersectional nature of Islamophobia-informed
discrimination—particularly how discrimination occurs
based on gender and visible markers of faith, such as
wearing of the hijab, and on markers of race/ethnicity
such as skin colour or accent (188). A participant in a
study of discrimination and Muslim women’s mental
health explained:

For the visible ones, hijabi dressed in
non-Canadian outfits, visibly different
complexion, and an accent is a killer....
Different colour too. It's a killer. That's the
worst possible avenue. You can have different
layers, so if somebody is wearing a hijab

and they don't have an accent, they have

a better chance of being accepted than
somebody who has a hijab and an accent.

So, it kind of tops it all up (188).



Another participant observed:

: Ifeellike skin colour always plays a big

part too. Muslim, you have a hijab, you have
colour in your skin ... There's the Muslim
part, and then there is skin colour, right. Put
«  those together, it’s like people don't know
how to act anymore, right. That plays a big
part in discrimination towards the Muslim
community for sure (188).

Participants in Hunt et al.'s study described being on
the receiving end of microaggressions, including being
asked questions about their country of origin or hearing
comments about their assumed belonging to the
community (188):

And, they're going to think

of me as a foreigner. Like, “Did you just
move here?” I'm like “No, I've been living
here ... | [was] born here.” ... | get that

so much, and it’s like, why? Is it because |
wear a nigab? (188).

Other times, interpersonal experiences of discrimination
are more overt, and include experiences of verbal abuse:

:  |remember this one time. Very recent time, ...
somebody, like, literally started swearing at
me. Like telling me to take off my scarf (188).

These types of interactions impact mental health and
well-being, including affective health (mood) and sense
of community belonging and self-esteem (188). In the
same study, one Muslim woman observed:

It has a huge impact on mental health, | feel
because, you know, there are days when
you're just feeling down in general, and then,
to have that added weight of, you know,

¢ whatever itis ... sometimes it gets to be

too much. It's overwhelming in a day, you
know. So, I think it’s a big impact on mental
health (188).

Discrimination Experienced by Newcomers
to Canada

In a study of the mental health of young immigrant and
refugee men described the social context of mental health
as being the combination of “social structures, institutional
practices and personal biographies.” For newcomers to
Canada, feeling like an outsider and being misunderstood
were common (134).

Stereotypical notions of lower- and middle-income
countries being unsafe, less developed, and lacking
modernity paint them as “backward,” undesirable,

and lesser, which can stoke xenophobia. Conversely,

these stereotypes create ideas that contribute to the
expectations that newcomers should be grateful to be in
Canada, adhere to ideas of good citizenship, and conform
to and fit into Canadian society. This adds more stress and
pressure to the experience of migration and settlement,
which is often challenging and stressful in itself (134).

A participant in one study examining mental health among
immigrant and refugee men described his experience

as follows:

| kept telling [my lawyer] that | want to bring
my family... | know their life is in danger.

He told me, all you have to do is focus

on yourself. Just stay away from trouble,
always try to get a good education, be a nice
citizen.... If you follow all those rules, then
you might possibly ... there are more chances
to bring your family.... You have to be good
citizen, you have to have a good income,
support them ... because the government,
they don't want to take care of other people,
you know? (134)

The process of migration and settlement, when
complicated by xenophobia and racism, can lead to
internalizing negative stereotypes and beliefs, reinforcing
expectations to aspire to “whiteness,” or the normalization
that White people’s social and cultural practices are the
“correct” way. When perceived as a measure of success

in society, this can lead to chronic exposure to stress and
feelings of inferiority (195).
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In addition to employment and income-related
challenges, immigrants, particularly those without official
documentation, can experience barriers to accessing
health care, adequate housing, and language classes
(196,197). These precarious social conditions can lead

to social isolation and dependence on either spouses or
family members (197). For example, a study of immigrant
and refugee women who sought help for postpartum
depression documented how a fear of deportation or
withdrawal of residency status prevented some women
from accessing necessary mental health supports. One
participant noted:

; I don’t have insurance. It's been 9 months
since | have given birth.... | need a Pap
smear but | just don’t have support. | don't
have papers so it causes a lot of difficulties
when you can't go to school and you can't
learn English.... Not working, | was very
depressed because ... like right now | don't
have electricity, it was disconnected, | don't
have the money to pay for it. | tried to ask for
assistance at immigration services,

but I don’t have papers (197).

While the qualitative research speaks to how racism,
discrimination, and xenophobia impact the mental health
of racialized and immigrant Canadians, examination
of the role of structural factors like systemic racism
and discrimination on population mental health using
quantitative approaches was beyond the scope of this
report. We were, however, able to use CCHS data to
present trends in positive mental health outcomes for
racialized and immigrant population who experienced
discrimination on the basis of race, ethnicity, culture,
religion, and language.
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When mental health inequalities by

race and/or ethnicity and immigration
status rely on self-reported survey data,
response and sampling biases potentially
occur. These, in turn, can affect the

size of observed inequalities and make
findings less valid and meaningful. For
example, cultural perspectives may
affect different people’s assertions
and/or willingness to express thoughts
about their mental health. Voluntary
recruitment in survey designs can also
lead to selective non-response (i.e., when
non-participation occurs in clusters of
respondents instead of individually)
resulting in a group largely missing from
data collection efforts. Addressing these
issues requires capturing information on
mental health through cross-culturally
valid tools and employing methods to
maximize survey participation. Taking
these limitations into consideration,
effect size of the observed inequalities
should be interpreted with caution.

Trends show that from 2009 to before 2022, average life
satisfaction was lower among racialized and/or immigrant
groups than White non-immigrants, for both males and
females (Figure 6.A). However, these inequalities decreased
over time and were no longer evident after the period 2017
to 2022. The overall prevalence of high self-reported mental
health declined for all groups between 2007 and 2022,

with females showing a steeper decline than males. Among
both males and females, White non-immigrants showed

the greatest reduction in high self-rated mental health

over time and racialized immigrants reported the smallest
reduction (Figure 6.B). This translated into notable
decreases in high self-rated mental health inequality
between racialized immigrants and White non-immigrants,
in both absolute and relative terms, for both sexes.



Before 2022, White individuals (Canadian-born and
immigrant) reported overall higher mean life satisfaction
than racialized individuals (Figure 7.A). However, by 2020
to 2022 these differences were mostly no longer evident.
Race/ethnicity-related inequalities in high self-rated
mental health also decreased for most groups over time,
most notably for Black males and females and South Asian
males, (Figure 7.B). Narrowing racial/ethnic inequalities in
life satisfaction tended to reflect improved life satisfaction
scores in racialized populations compared to little

change in life satisfaction scores in the White population.
By contrast, high self-rated mental health declined in

all groups, with narrowing racial/ethnic inequalities
reflecting steeper declines in the White population

than in other groups.

While the inequalities have decreased, declining mental
health of the reference group is undesirable (also referred
to as “levelling down™) (198). This is an important
consideration when assessing changes in inequalities over
time. If levelling up is to be achieved, reducing inequalities
should reflect improvements in positive mental health

of those who are worse off as opposed to the experience
of mental health deterioration among those that are
better off.
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Figure 6.A Trends in mean life satisfaction by sex/gender, race/ethnicity, and immigrant status,
population aged 12 years and older, 2009-2022

. 85
o
T
1S
g
S 8.0
(&)
(2]
c
K=}
>
= 7.5
@
=
©
w
2
- 70

Females

2009-10 2011-13 2014-16 2017-19 2020-22
Time Period

~ 85
o
T
IS
ot
S 8.0
(%]
(%]
c
=]
=
8
= 7.5
L
=
©
(%]
2
- 70

Males

2009-10 2011-13 2014-16 2017-19 2020-22

Time Period

«=f—Non-immigrant White

—4@— Non-immigrant Racialized

——g— |Immigrant White

—@— Immigrant Racialized

Gl Relative
Difference in mean life satisfaction score change c
@5%cn | change (%)
2009-10 2011-13 2014-16 2017-19 2020-22 2009-10 vs. 2020-22
Males
Non-immigrant, B B
White (reference) L ¢ . v L
Non-immigrant, -0.21 -0.08 -0.26 0.04 -0.07 -0.14 69
Racialized (-0.38,-0.04) | (-0.22,0.05) | (-0.44,-0.08) | (-0.08,0.17) (-0.24,0.11) (-0.39,0.10)
Immicrant. White -0.11 -0.05 -0.09 0.00 0.06 -0.17 155
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Abbreviations: Cl, confidence interval; SD, score difference; CCHS, the Canadian Community Health Survey.

Notes:

Mean life satisfaction: reported level of satisfaction with life as a whole right now, on a scale of 0 to 10, where O means “very dissatisfied” and 10 means “very satisfied." Negative
values of the life satisfaction score differences (SDs) indicate absolute inequalities in life satisfaction over the full time series. A value of O indicates that no difference exists
between groups on that mental health outcome at a given time point. Changes in inequality are expressed in both absolute and relative scales between only the first and last

time periods.
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Absolute change calculation: (SD in 2009-2010)~(SD in 2020-2022).
Relative (%) change calculation: 100x[(SD in 2009-2010)-(SD in 2020-2022)/(SD in 2009-2010)].

Absolute and relative change interpretation: positive values indicate an increasing trend in immigration and race/ethnicity-related inequalities in life satisfaction; negative values
indicate a decreasing inequality trends.

Immigrant status was based on respondents reporting that they are landed immigrants/non-permanent residents or non-immigrants (Canadian born).

Racialized status was determined based on respondents reporting if they belonged to a specified racial/cultural group (i.e., Black, White, South Asian). Responses were
subsequently grouped into racialized or White groups (Indigenous identity was excluded from these analyses).

Data are from annual waves of the Canadian Community Health Survey; population sample is aged 12+ years; estimates are age-standardized to the 2016 Census population
using 5-year age intervals. Analyses excluded data from the 2007-2008 survey wave, which used a different life satisfaction scale.Caution is warranted when comparing
estimates from cycles prior to 2015 and for data released 2022. We do not exclude the possibility that trends observed may have been influenced by different methodologies used
in the CCHS, including a new sample design in 2015.

For more information on data and analysis considerations, refer to https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html.
Inequality trends for other mental health outcomes (e.g., suicidality, depressive symptomatology, life stress) are shown in the accompanying online data tool
at https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.
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Figure 6.B Trends in excellent/very good self-rated mental health by sex/gender, by race/ethnicity
and immigrant status, population aged 12 years and older, 2007-2022
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Males
Non-immigrant White 0 0 0 0 0 _ _
(reference)
Non-immigrant, -4.4 -3.0 o) 03 2 -14 33
Racialized (-8.8,0.1) (-8,1.9) (-8,0.2) (-4.5,3.5) (-8.9,3.0) (-8.9,6.0)
. . 1.9 2.9 0.9 38 46 2.7
IMITEEG T 0435 | (095 | (1431 | @76 (18,74) (-5.9,06) =
Immigrant, Racialized o e 2 uz a0 e -278
' (-4.9,-0.8) (-6.7.-1.7) (-4.7,-0.3) (-1.8,2.1) (26,74) (-11.0,-4.7)
Females
Non-immigrant White 0 0 0 0 0 _ _
(reference)
Non-immigrant, -37 2.0 41 -1.7 -5.0 13 34
Racialized (-75,0.1) (-6.9,2.9) (0.2,7.9) (-5.7,2.4) (-104,0.5) (-54,79)
. . -0.8 -0.7 10 2.8 2.7 35
i, Bl (24.07) | (2814) | (1131 | (0651 | (:0257) (-6.9,-02) i
Immigrant, Racialized e 200 &7 02 47 e -167
' (-9.1,-4.8) (-77,-3.5) (-6.9,-2.5) (-24,2.0) (2.1,7.3) (-15.0,-8.3)

Abbreviations: Cl, confidence interval; PD, prevalence difference; SRMH, self-rated mental health; CCHS, Canadian Community Health Survey

Notes:

Excellent/very good self-rated mental health (SRMH): percent of the population who reported their mental health as “excellent” or “very good” (vs. “good” or “fair” or “poor”).
Negative values of the prevalence differences (PDs) indicate absolute inequality in excellent/very good SRMH over the full time series. A value of O indicates that no difference
exists between groups on that mental health outcome at a given time point. Changes in inequality are expressed in both absolute and relative scales between only the first and

last time periods

Absolute change calculation: (PD in 2007-2010)-(PD in 2020-2022).

Relative (%) change calculation: 100[(PD in 2007-2010)~(PD in 2020-2022)/(PD in 2007-2010)].
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Absolute and relative change interpretation: positive values indicate an increasing trend in immigration and race/ethnicity-related inequalities in excellent/very good SRMH,
and negative values indicate a decreasing inequality trend.

Immigrant status was based on respondents reporting that they are landed immigrants/non-permanent residents or non-immigrants (Canadian born).

Racialized status was determined based on respondents reporting if they belonged to a specified racial/cultural group (i.e., Black, White, South Asian). Responses were
subsequently grouped into racialized or White groups (Indigenous identity was excluded from these analyses).

Data are from annual waves of the Canadian Community Health Survey; population sample is aged 12+ years; estimates are age-standardized to the 2016 Census population
using 5-year age intervals.Caution is warranted when comparing estimates from cycles prior to 2015 and for data released 2022. We do not exclude the possibility that trends
observed may have been influenced by different methodologies used in the CCHS, including a new sample design in 2015.

For more information on data and analysis considerations, refer to https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html.

Inequality trends for other mental health outcomes (e.g., suicidality, depressive symptomatology, life stress) are shown in the accompanying online data tool at
https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.
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Figure 7ZA Trends in mean life satisfaction by sex/gender and race/ethnicity, population

aged 12 years and older, 2009-2022
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Life satisifaction score (0-10)
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il Relative
Difference in mean life satisfaction score change 0
(95% CI) ()
2009-10 2011-13 2014-16 2017-19 2020-22 200910 vs. 2020-22
Males
White (reference) 0 0 0 0 0 = -
Sk 023 0,06 008 01 008 015 .
(-042,-003) | (:0.25,012) | (-025,009) | (:0.34,-0.01) | (-:0.24,008) | (-040,0.10)
022 066 075 028 0.27 0.06
i 2
AL (-051,008) | (-0.9,-042) | (-0.99,-051) | (-047.-008) | (-044,-01) | (-0.28,0.40) 6
039 043 030 0.25 0.01 040
i 1
Bast/SoutheastAsian | ) 53 0 25) | (:055,-032) | (-042,-019) | (:035,-015) | (0.09.011) | (-057-023) 03
014 036 018 003 0.19 033
th Asi 232
South Asian (-032,004) | (-051,-021) | (-0.35,-0.01) | (-015,008) | (0.06,032) | (-0.56,-0.11)
Lt American 0.27 028 0.22 008 0.39 066 »
(-077.023) | (-085,028) | (-:008,052) | (-015.0.32) | (0.07.071) | (-1.25,-007)
Other race/ethnicity -0.12 -0.11 -0.28 -0.10 -0.26 0.15 128
or mixed origin (-0.33,0.1) | (-0.31,0.09) | (-0.44,-012) | (-0.23,0.03) | (-0.50,-0.02) (-0.18,047)
Females
White (reference) 0 0 0 0 0 = =
Sk 1040 027 014 019 0.14 054 s
(-060,-0.20) | (-047,-0.07) | (-0.33,008) | (-0.34,-0.04) | (:0.01,0.28) | (-079,-0.28)
047 041 064 027 0.10 037
i 78
Arab/West Asian (-089,-0.06) | (-066,-0.17) | (:0.96,-0.32) | (-049,-0.05) | (-0.39,018) |  (-087.0.13)
030 0.34 023 008 003 033
i 108
Bast/SoutheastAsian | 5 1 019) | (-044,-024) | (-032,-013) | (:017.001) | (-006,011) | (-047.-0.19)
034 10,20 021 014 0.09 043
i 1
South Asian (-0.54,-0.14) | (-:0.35,-0.06) | (-0.37.-0.05) | (-:0.28,-0.01) | (-0.06,023) | (-0.68.-0.18) 6
Lt Armerican 022 0B 0,09 7 043 066 o
(-075,03) | (-0.36,009) | (-0.28.0.11) | (-009,032) | (019,068) | (-1.24.-0.08)
Other race/ethnicity -0.25 -0.30 -0.13 -0.29 -0.30 0.05 .
or mixed origin (-048,-0.03) | (-046,-0.14) | (-0.26,0) | (-043,-0.14) | (-0.51,-0.10) (-0.25,0.36)

Abbreviations: Cl, confidence interval; SD, score difference; CCHS, Canadian Community Health Survey.

Notes:

Mean life satisfaction: reported level of satisfaction with life as a whole right now, on a scale of 0 to 10, where O means “very dissatisfied” and 10 means “very satisfied." Negative
values of the life satisfaction score differences (SDs) indicate absolute inequalities in life satisfaction over the full time series. A value of O indicates that no difference exists
between groups on that mental health outcome at a given time point. Changes in inequality are expressed in both absolute and relative scales between only the first and last

time periods.

Absolute change calculation: (SD in 2009-2010)~-(SD in 2020-2022).
Relative (%) change calculation: 100x[(SD in 2009-2010)~(SD in 2020-2022)/(SD in 2009-2010)].

Absolute and relative change interpretation: positive values indicate an increasing trend in immigration and race/ethnicity-related inequalities in life satisfaction; negative values
indicate a decreasing inequality trends.

Race/ethnicity was determined based on responses to a question asking respondents with which group(s) they identify: South Asian, Chinese, Black, Filipino, Latin American,
Arab, White, Southeast Asian, West Asian, Korean, Japanese, and other (specify). In our categorization, only respondents who self-identified as belonging to only 1 population
group were categorized in that group (i.e., anyone identifying as belonging to 2 or more groups were categorized as “mixed origin™).

Data are from annual waves of the Canadian Community Health Survey; population sample aged 12+ years; estimates are age-standardized to the 2016 Census population using
5-year age intervals. Analyses excluded data from the 2007-2008 survey wave, which used a different life satisfaction scale. Caution is warranted when comparing estimates
from cycles prior to 2015 and for data released 2022. We do not exclude the possibility that trends observed may have been influenced by different methodologies used in the
CCHS, including a new sample design in 2015.

For more information on data and analysis considerations refer to https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html.

Inequality trends for other mental health outcomes (e.g., suicidality, depressive symptomatology, life stress) by sex/gender and race/ethnicity are shown on the accompanying
online data tool at https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.
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Figure 7B Trends in excellent/very good self-rated mental health by sex/gender and race/ethnicity,
population aged 12 years and older, 2007-2022
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Prevalence difference for excellent/ Acis:;;? Relative
L 0
very good self-rated mental health (95% Cl) change (%)
2007-10 2011-13 2014-16 2017-19 2020-22 2007-10 vs. 2020-22
Males
White (reference) 0 0 0 0 0 = =
03 2.0 54 2.8 8.0 17
e (43.49) | (2565 | @97 | (1874 | (9B3) (145,-0.8) 2537
. -3.6 25V -5.8 24 0.6 -4.2
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Other race/ethnicity 529 0.9 -4.8 g1 01 2.9 102
ormixed origin (-77,1.9) (-36,54) (-8.9,-0.7) (-5.1,2.6) (-6.6,6.7) (-11.2,5.3)
Females
White (reference) 0 0 0 0 0 = =
2.8 3.3 0.9 -0.1 74 -10.2
Black (-6.8,1.1) (-1.3,7.8) (-3.8,5.5) (-4,37) (2.7,12.1) (-16.4,-4.1) a0
. 2.9 1.2 7.3 24 2.5 -54
WA (87.28) | (134,-09) | (144,-03) | (8739 | (37.86) (138.30) e
. -8.3 -6.0 -4.8 -0.2 5.2 134
East/Southeast Aslan (108,-57) | (-89,-32) | (77.-20) | (-27.24) | (2182 (-174,-9.5) o2
. -6.1 -5.2 24 -0.8 39 -10
SeGEE (99.22) | (92.12) | (63.14) | (46.29) | (-0584) (159,-4.1) 165
Latin American -4.6 2.7 -6.9 4.1 24 -7.0 152
(-11.8,2.6) (-9,37) (-13.2,-0.6) (-10.1,2.0) (-44,9.) (-16.8,2.9)
Other race/ethnicity -34 47 0.8 -4.3 -5.5 2.2 64
or mixed origin (-76,0.9) (-9.6,0.3) (-2.9,4.5) (-8.1,-0.5) (-11.7,0.6) (-5.3,97)
Abbreviations: Cl, confidence interval; PD, prevalence difference; SRMH, self-rated mental health; CCHS, Canadian Community Health Survey.
Notes:
Excellent/very good self-rated mental health (SRMH): percent of the population who reported their mental health as “excellent” or “very good" (vs. “good” or “fair” or “poor™).
Negative values of the prevalence differences (PDs) indicate absolute race/ethnicity-related inequality in excellent/very good SRMH over the full time series. A value of O indicates
that no difference exists between groups on that mental health outcome at a given time point. Changes in inequality are expressed in both absolute and relative scales between
only the first and last time periods.
Absolute change calculation: (PD in 2007-2010)-(PD in 2020-2022).
Relative (%) change calculation: 100x[(PD in 2007-2010)-(PD in 2020-2022)/(PD in 2007-2010)].
Absolute and relative (%) change interpretation: positive values indicate an increasing trend in race/ethnicity-related inequalities in excellent/very good SRMH, while negative
values indicate a decreasing inequality trend.
Race/ethnicity was determined based on responses to a question asking respondents with which group(s) they identify: South Asian, Chinese, Black, Filipino, Latin American,
Arab, White, Southeast Asian, West Asian, Korean, Japanese, and other (specify). In our categorization, only respondents who self-identified as belonging to only 1 population
group were categorized in that group (i.e., anyone identifying as belonging to 2 or more groups were categorized as “mixed origin™).
Data are from annual waves of the Canadian Community Health Survey; population sample aged 12+ years; estimates are age-standardized to the 2016 Census population using
5-year age intervals.Caution is warranted when comparing estimates from cycles prior to 2015 and for data released 2022. We do not exclude the possibility that trends observed
may have been influenced by different methodologies used in the CCHS, including a new sample design in 2015.
For more information on data and analysis considerations refer to https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html.
Inequality trends for other mental health outcomes (e.g., suicidality, depressive symptomatology, life stress) by race/ethnicity and sex/gender are shown in the accompanying
online data tool at https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.
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Discrimination Based on Sexual Orientation

Homophobia, transphobia, and heteronormativity act

as drivers of stigma and discrimination that can result

in poor mental health outcomes. Homophobia is the
pathological fear of or aversion to people who experience
same-sex attraction. Homophobia can result in hostile
and harmful behaviour such as acts of social exclusion,

physical violence, and derogatory verbal attacks (199,200).

Heteronormativity at a structural level represents a
long-standing ideological system that discriminates
against, marginalizes, invalidates, or penalizes any non-
heterosexual form of behaviour, identity, relationship, or
community (71)(72). Heterosexuality is seen as the norm
and “standard” of sexual orientation, despite that every
human culture over every historical period has included
same- and different-sex sexual orientations.

Several mechanisms have been proposed to explain the
associations between sexual orientation and negative
mental health outcomes. Studies have noted that lesbian,
gay, bisexual, and transgender people are more likely to
experience sexual or physical violence. Such stressors can
result in physical and/or psychological trauma that can
negatively affect mental health throughout the life course
(201). The overlapping and interconnected systems of
sexism, heteronormativity, and other systems of power,
such as racism and ableism, create conditions where
2SLGBTQI+ populations—particularly those who are
racialized, have a positive HIV/AIDS status, or have been
diagnosed with a mental health condition—experience
disproportionate stigma, discrimination, violence, and
social exclusion (67-69,191,201-205). These factors
represent both sources of stress and barriers to accessing
health-promoting resources and social supports.

The Minority Stress Model has been used to explain

negative mental health outcomes, primarily for 2SLGBTQI+

people, linked to stigma, prejudice, and discrimination
(206). This model posits that lifetime stressors produced
by a culture of heteronormativity and homophobia, such
as chronic exposure to experiences of discrimination or
violence, when combined with identity factors such as
sexual orientation, can lead to negative mental health
outcomes for 2SLGBTQI+ individuals, especially in the
absence of support systems. Other examples of identity-
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related lifetime stressors include exposure to stigmatizing
beliefs about sexual and gender minorities; internalized
homophobia (e.g., feelings of shame about one’s sexual
orientation); and concealment of identity. Experiences of
discrimination are complex and can include early childhood
trauma, for example, due to gender identity/expression
change efforts, including so-called conversion therapy,

and homophobic and transphobic bullying and childhood
maltreatment in multiple settings (207). Results of the
2018 Survey of Safety in Public and Private Spaces indicate
that about 41% of gay, lesbian, and bisexual people living

in Canada experienced childhood victimization compared
with 27% of heterosexual respondents (208). The fear of
disclosing sexual orientation or gender identity to family
members, peers, in educational settings, or when accessing
health care, can be especially detrimental.

Our qualitative review included several studies that
discussed the mental health effects on 2SLGBTQI+
individuals experiencing discrimination due to homophobia,
transphobia, and heteronormativity. For those living in
smaller towns or rural locations, these effects may be more
pronounced because of a lack of appropriate health care
services and providers or due to the practice of concealing
sexual identity through “protective coping” because of
confidentiality concerns, leading to increased likelihood of
depressive disorders and suicidal ideation(209,210).

In a qualitative study exploring childhood trauma and
suicidality among 2SLGBTQI+ women, Creighton et al.
examined the complexity of multiple social locations
and mental health inequities in Canada (211). One
study participant described how disclosing their sexual
orientation and having to face the consequences of
their foster family’s overt homophobia exacerbated
her depression:



She'’s [the foster mother] the main reason
why I've been depressed my whole life,

| think, because | knew | was abandoned
by my family, and | knew at a young age
that these people weren't my family.

I'm not sure if you wanted to tie this into
being gay or whatever, but in the foster
homes that I lived in, like, in this house, they
always told me being gay is wrong, and just
a lot of mental abuse. So, it just took me

a long time to really come out. (211)

Heteronormative standards of appearance and behaviour
were another source of difficulty for participants in many
studies. For instance, one qualitative study participant
reflected on being subjected to heteronormative standards
of appearance, with families shunning alternative
expressions of gender identity:

The closet is suffocating me, but I'm still
unsure if [ will survive coming out. You know,
it's not just, “your hair is disgusting,” or “the
way you're dressing is disgusting.” So, | really
internalized a lot of self-hatred at that time,
and that was my second suicide attempt—
because it's the pain of just not being able

to be who you are, and being so closely
monitored. (211)

Participants in a study of transgender individuals

in addiction treatment settings also described
encountering expectations of gender identity,
presentation, and behaviours, resulting in feelings

of social rejection, judgment, harassment, and a lack
of belonging (212). As one participant explained:
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My counsellor said that | wasn't being true to
myself because | was not acting like a normal
Two-Spirited person would, and | would
argue with her, like, well not argue, but
debate with her, how am | supposed to act?
Am | supposed to stay here and pop a hip
every time? [Interviewer: She was saying you
weren't feminine enough?]. Yeah, it was weird.
I just didn’t really like talking about it and ...
she was rude. She was really, really rude.

So yeah, | left. (212)

Disclosing their sexual orientation resulted in
anxiety and fear for many participants in numerous
studies. Coming out and the possible repercussions
and potential for changed relationships with family
members and friends added to feelings of anxiety
and ostracism.

| felt sick and insecure, and | felt so scared,
terribly scared. And the insecurity is just, it's
beyond description, it’s just this vacant, void
feeling in the pit of your stomach that is just
so hollow... it is exhausting... it wears you
down. It Kills your spirit. It forced me to go [to
see a psychologist].... It was helpful to admit
that | was gay, and | had never admitted

it aloud up until that point... it took like 5
sessions to say it. Once it was said there was
a portion of weight that was lifted off my
shoulders, and yet the journey continues but
that was the first step. (213)

Intersecting social locations and identities contribute to
mistreatment. A racialized 2SLGBTQI+ individual reported
how their experiences of discrimination were compounded:



There was no [other] person of colour

who identified as gay. | was the only out
person on campus, so | was very visible,

so | was like the gay Black kid on campus
...and | think | struggled a lot, particularly
because my only access to my gay identity
was those with who I had contact with on
campus, online, and magazines, and all of
those forms of connection were dominated
by White identities. So for me it felt very
isolating (209).

Subgroups within 2SLGBTQI+ communities also face
unique challenges. Bisexual and transgender individuals
often encounter complex and distinct challenges,
confronting biphobia and transphobia both within and
outside of 2SLGBTQI+ communities (215-217). Bisexual
individuals can face skepticism and erasure, as their sexual
orientation is frequently misunderstood or dismissed as

a phase (216,218,219). Within 2SLGBTQI+ communities,
some individuals question the authenticity of bisexual
identities, or label bisexual individuals as indecisive, or
presume that they can easily access heterosexual privilege
if they have an other-sex partner. This perceived lack of

acceptance can be compounded when bisexual individuals
are in heterosexual-presenting relationships and face
a “double discrimination”—for their sexual orientation

The experience of overlapping marginalizations,
whether living in smaller communities or urban
settings, is especially difficult to navigate. As one

participant described:

The double whammy—and well of course in
Halifax [Nova Scotia] | wasn’t out—but the

double whammy of being both Aboriginal and

Black meant that no matter how clever | was,
no matter how good my portfolio was—how
well | presented myself—I was never going to
get a break. | had walked to the crest of the
MacDonald Bridge (or was it the MacKay?)
and | stood there—it was rush hour—and |
stood there until it got dark, waiting to throw
myself over. And | knew if | stayed in Halifax,
one day | would throw myself over. So | had
to get out, | had to leave ... If | had been out,

I mean the triple whammy would have been
devastating (214).

by heterosexuals, and for their relationship choices by
homosexuals (218).

Transgender individuals grapple with a unique

form of discrimination as they face resistance from
heteronormative society and from some members of
2SLGBTQI+ communities (215,220,221). Transphobia
can manifest as prejudice, misunderstanding, and even
exclusion from spaces designated for queer individuals.
This makes it difficult for transgender individuals to access
crucial support networks, and also puts them at risk for
increased violence and hate-fuelled crimes (215,217). In
addition, many forms of discrimination that transgender
people encounter are structural in nature or related to

a built environment that favours gender conformity and
heteronormativity (222). This includes difficulties finding
work because of discrimination, navigating bureaucratic
systems and networks that rely on gender markers and
identification, and using public restrooms, difficulties
that greatly impact 2SLGBTQI+ youth, and particularly
transgender and nonbinary people (222).
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The sexual orientation variable in the CCHS has evolved over the years, with

expanded terminology and extended age eligibility for the sexual orientation

question. For consistency across the different survey waves, we have maintained

the age range (15-59 years) and categorization (“heterosexual,” “gay or lesbian,”

and “bisexual”) from earlier waves. (For further details, refer to Technical Notes

at https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html).

Analyses of CCHS data show that, individuals identifying
as bisexual or gay/lesbian reported worse levels of
positive mental health compared to those identifying as
heterosexual. Those identifying as bisexual experienced the
lowest levels of positive mental health of all groups. Trends
or inequalities changes in high self-rated mental and life
satisfaction by sexual orientation differed for males and
females. The gap, or inequality, in high self-rated mental
health between bisexual and heterosexual individuals
increased between 2007-2010 and 2020-2022 for males
and females (8.2 percentage points and 16.6 percentage
points, respectively). On the other hand, there were no
statistically significant inequalities between lesbian/gay
and heterosexual individuals over the same time period for
both males and females. This could be related to how rates
fellamong heterosexual individuals (closer to the levels of
gay/lesbian individuals). Particularly, rates of high self-
rated mental declined steadily over time, with rates falling
from as high as 75.8% and 74.2% for males and females
identifying as heterosexual, respectively, in 2007-2010 to
62.0% and 53.8%, respectively, by 2020-2022. This is an
important point to understand when drawing conclusions
from the results. Temporal dynamics of inequalities

(i.e., widening, stability or narrowing of the divide in positive
mental health) may be driven by worsening rates in the
best-performing or reference group. This is often referred
to as “levelling down” (198) which marks an undesirable
change of inequalities (i.e., improvements should be seen
by bringing up the level of positive mental health of those
who are worse off to that of the best-performing group or
“levelling up™).
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Figure 8.A Trends in mean life satisfaction score by sex/gender and sexual orientation, population
aged 18-59 years, 2009-2022
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Abbreviations: Cl, confidence interval; SD, score difference; CCHS, Canadian Community Health Survey.
Notes:

Mean life satisfaction: reported level of satisfaction with life as a whole right now, on a scale of 0 to 10, where O means “very dissatisfied” and 10 means “very satisfied." Negative
values of the life satisfaction score differences (SDs) indicate absolute sexual minority vs. heterosexual inequalities in life satisfaction over the full time series. A value of O
indicates that no difference exists between groups on that mental health outcome at a given time point. Changes in inequality are expressed in both absolute and relative scales
between only the first and last time periods.

Absolute change calculation: (SD in 2009-2010)-(SD in 2020-2022).

Relative (%) change calculation: 100x[(SD in 2009-2010)~(SD in 2020-2022)/(SD in 2009-2010)].

Absolute and percent change interpretation: positive values indicate an increasing trend in sexual orientation inequalities in life satisfaction, negative values indicate a decreasing
inequality trend.

Respondents reported on sexual orientation by choosing from the following predetermined categories: “heterosexual,” “gay or leshian,” and “bisexual.” From 2019 to 2021, the
Canadian Community Health Survey (CCHS) included pansexual individuals in the bisexual category but was removed in 2022.

Data are from annual waves of the CCHS; population sample is aged 18-59 years due to a restriction on respondents being asked the sexual orientation question prior to 2015;
estimates are age-standardized to the 2016 Census population using 5-year age intervals. Analyses excluded data from the 2007-2008 survey wave, which used a different life
satisfaction scale. Caution is warranted when comparing estimates from cycles prior to 2015 and for data released 2022. We do not exclude the possibility that trends observed
may have been influenced by different methodologies used in the CCHS, including a new sample design in 2015.

For more information on data and analysis considerations refer to https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html.

Inequality trends for other mental health outcomes (e.g., suicidality, depressive symptomatology, life stress) by sexual orientation are shown in the accompanying online data tool at
https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.
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Figure 8.B Trends in excellent/very good self-rated mental health by sex/gender and sexual orientation,
population aged 18-59 years, 2007-2022
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Abbreviations: Cl, confidence interval; PD, prevalence difference; SRMH, self-rated mental health; CCHS, Canadian Community Health Survey.
Notes:
Excellent/very good self-rated mental health (SRMH): percent of the population who reported their mental health as “excellent” or “very good" (vs. “good” or “fair” or “poor”).
Negative values of the prevalence differences (PDs) indicate absolute sexual minority vs. heterosexual inequality in excellent/very good SRMH over the full time series. A value of
Oindicates that no difference exists between groups on that mental health outcome at a given time point. Changes in inequality are expressed in both absolute and relative scales
between only the first and last time periods.
Absolute change calculation: (PD in 2007-2010)-(PD in 2020-2022).
Relative (%) change calculation: 100x[(PD in 2007-2010)~(PD in 2020-2022)/(PD in 2007-2010)].
Absolute and relative change interpretation: positive values indicate an increasing trend in sexual orientation inequalities in excellent/very good SRMH, and negative values
indicate decreasing inequality trends.
Respondents reported on sexual orientation by choosing from the following predetermined categories: “heterosexual,” “gay or lesbian,” and “bisexual.” From 2019 to 2021, the
Canadian Community Health Survey (CCHS) included pansexual individuals in the bisexual category but was removed in 2022.
Data are from annual waves of the CCHS; population sample is aged 18-59 years due to a restriction on respondents being asked the sexual orientation question prior to 2015;
estimates are age-standardized to the 2016 Census population using 5-year age intervals.Caution is warranted when comparing estimates from cycles prior to 2015 and for data
released 2022. We do not exclude the possibility that trends observed may have been influenced by different methodologies used in the CCHS, including a new sample design in 2015.
For more information on data and analysis considerations refer to https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html.
Inequality trends for other mental health outcomes (e.g., suicidality, depressive symptomatology, life stress) by sexual orientation are shown in the accompanying online data tool at
https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.
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4.1.3 SOCIAL AND CULTURAL CONNECTION, SUPPORT
NETWORKS, AND COMMUNITY BELONGING
The World Health Organization has designated loneliness
(a subjective dissatisfaction with one’s social relationships
(223) and social isolation (the objective lack of social
contact, network size, and frequent social interaction
(223) as a global public health concern, estimating that 1
in 4 older adults experience social isolation while 5 to 15
percent of adolescents experience loneliness (224). The
prevalence of Canadians aging without support is rising
(225) and in the United States, isolation and loneliness
have been deemed as urgent, public health concerns
with large impacts on lower academic achievement for
children and youth, poorer work performance for adults
and increased health care spending across all population
groups (226). These reports have identified that increasing
social connection between individuals and across groups/
communities is necessary to address this burgeoning
mental health issue (226). As an important social
determinant of health, social connection is inequitably
distributed amongst populations, primarily due to
structural and systemic inequities in schools, workplaces,
neighbourhoods, public policies, and digital environments
(226). In this report, social connection is recognized as
a social determinant of mental health and well-being,
which we describe based on the Canadian qualitative
research review and measure quantitatively through
community belonging.

Our synthesis of the qualitative literature found that sense
of community belonging—and other related factors such

as social support from others, connection to one’s culture,
and ideas of community more generally-had an important
impact on self-reported mental health, life satisfaction,

and combatting feelings of loneliness. Community
belonging refers to an individual's sense of acceptance,
inclusion, and connection within their community or social
environment (227). Community belonging acts as a strong
independent predictor of self-rated mental health (227) as
it emphasizes the idea that individuals thrive when they feel
a sense of attachment, support, and identification with the
people and places around them. Conversely, community
belonging can be considered an outcome of positive mental
health. As captured in the studies reviewed, community
belonging is conceptualized as a determinant of mental
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health. People who report a strong sense of belonging

to their communities are typically more likely to report
excellent or very good mental health (227). In addition, our
review revealed that feelings of community belonging are
inequitably distributed across certain populations, such as
racialized individuals, recent immigrants, and 2SLGBTQI+
individuals. For example, increasing community belonging
directly contributed to reducing feelings of loneliness,
improving mental health:

“The community room that is open every
day, all day, that is so innovative and useful...
There were days | was really depressed

and really lonely and couldn’t do anything.
And you're in bed all day. And you get out,
you come here.” (228)

Our findings spanned a broad understanding of community
belonging, and focused primarily on protective and
strengthening factors, such as social support, feelings of
connection and how they can be experienced to impact
mental health.

The concept of community belonging acknowledges the
significant impact that social connections and interactions
have on mental well-being (229). Indeed, the quality

of social relationships that we foster can profoundly
influence mental health outcomes. An individual’s
environment and position within society affects their
ability to form a strong sense of community belonging.

It is crucial to acknowledge that social inequalities and
power dynamics can significantly influence an individual’s
sense of belonging. Social and economic disparities, racial
discrimination, gender-based discrimination, and social
exclusion can create barriers to community belonging

for certain individuals or groups (229,230). Sociology

and public health researchers emphasize the importance
of addressing structural factors, such as access to and
availability of community-driven spaces like community
centres, parks, recreation centres to promote community
belonging and mental well-being (231).



In 2021 and 2022, almost one-half (47%) of Canadian
Social Survey respondents reported a strong sense of
community belonging, with significant variations over

the life course and in different subpopulations (232). For
younger people aged 15 to 34 years, only between 37%
and 44% reported having a strong sense of community
belonging, while an even lower proportion of 2SLGBTQI+
individuals, 36%, reported their sense of community
belonging as strong (232). In comparison, other groups,
such as newcomers, report higher rates of strong
community belonging (232). It is important to note that
the challenges associated with isolation and lower sense of
community belonging vary widely across the life course. In
the public health context in Canada, fostering community
belonging is an important strategy for promoting mental
health and preventing mental illnesses across all ages

and populations.

Analyses of CCHS data show a consistent association
between reporting stronger sense of community belonging
and better positive mental health outcomes (refer to
Figures 9.A and 9.B). Clear gradients in life satisfaction
and high self-rated mental health according to level of
community belonging were evident over time, both for
males and females. Over the years, the gap in both mean
life satisfaction and high self-rated mental health widened
among individuals with a somewhat strong, somewhat
weak, and very weak sense of community belonging
compared to those with a very strong sense of community
belonging. Growing inequalities primarily reflect greater
worsening of positive mental health over time among
those reporting a very low sense of community belonging.
However, it is important to reiterate the well-established
bidirectional relationship between sense of community
belonging and mental health, with each exerting a clear
influence on the other.

Respondents may interpret the CCHS question used to measure sense of community
belonging in different ways because the term “local community” is not explicitly defined (222).
It is unclear how such differences in interpretation impact the associations between sense

of community belonging and positive mental health outcomes (222).
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Figure 9.A Trends in mean life satisfaction by sex/gender and sense of community belonging,

population aged 12 years and older, 2009-2022
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Abbreviations: Cl, confidence interval; SD, score difference; CCHS, Canadian Community Health Survey.

Notes:

Mean life satisfaction: reported level of satisfaction with life as a whole right now, on a scale of O to 10, where O means “very dissatisfied” and 10 means “very satisfied." Negative
values of the life satisfaction score differences (SDs) indicate community belonging-related inequalities in life satisfaction over the full time series. A value of 0 indicates that no
difference exists between groups on that mental health outcome at a given time point. Changes in inequality are expressed in both absolute and relative scales between only the

first and last time periods.
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Absolute change calculation: (score difference (SD) in 2009-2010)-(SD in 2020-2022).

Relative (%) change calculation: 100x[(SD in 2009-2010)-(SD in 2020-2022)/(SD in 2009-2010)].

Absolute and relative (%) change interpretation: positive values indicate an increasing trend in community belonging—related inequalities in life satisfaction; negative values
indicate a decreasing trend in community belonging-related inequalities in life satisfaction.

Respondents reported their sense of belonging to their local community as “very strong,” “somewhat strong,” “somewhat weak," or “very weak."

Data are from the Canadian Community Health Survey ; population sample is aged 12+ years; estimates are age-standardized using 2016 Census 5-year age intervals. Analyses
excluded data from the 2007-2008 survey wave, which used a different life satisfaction scale. Caution is warranted when comparing estimates from cycles prior to 2015 and
for data released 2022. We do not exclude the possibility that trends observed may have been influenced by different methodologies used in the CCHS, including a new sample
design in 2015.

For more information on data and analysis considerations refer to https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html.

Inequality trends for other mental health outcomes (e.g., suicidality, depressive symptomatology, life stress) are shown in the accompanying online data tool at
https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.
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Figure 9.B Trends in excellent/very good self-rated mental health by sex/gender and sense of community
belonging, population aged 12 years and older, 2007-2022
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Notes:
Excellent/very good self-rated mental health (SRMH): percent of the population who reported their mental health as “excellent” or “very good" (vs. “good” or “fair” or “poor™).
Negative values of the prevalence differences (PDs) indicate absolute community belonging-related inequality in excellent/very good SRMH over the full time series. A value of
0 indicates that no difference exists between groups on that mental health outcome at a given time point. Changes in inequality are expressed in both absolute and relative scales
between only the first and last time periods.

Inequalities in mental health, well-being and wellness in Canada: Social determinants and changes over time




Absolute change calculation: (PD in 2007-2010)-(PD in 2020-2022).
Relative (%) change calculation: 100x[(PD in 2007-2010)~(PD in 2020-20221)/(PD in 2007-2010)].

Absolute and relative (%) change interpretation: positive values indicate an increasing trend in community belonging-related inequalities in excellent/very good SRMH, while
negative values indicate a decreasing inequality trend.

Respondents reported their sense of belonging to their local community as “very strong,” “somewhat strong,” “somewhat weak," or “very weak."

Data are from the Canadian Community Health Survey; population sample is aged 12+ years; estimates are age-standardized using 2016 Census 5-year age intervals. Caution is
warranted when comparing estimates from cycles prior to 2015 and for data released 2022. We do not exclude the possibility that trends observed may have been influenced by
different methodologies used in the CCHS, including a new sample design in 2015.

For more information on data and analysis considerations, refer to https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html.

Inequality trends for other mental health outcomes (e.g., suicidality, depressive symptomatology, life stress) are shown in the accompanying online data tool

at https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.

Cultural Connection and Social Supports Recent immigrants typically find a sense of belonging
for Immigrants within their ethnocultural communities in Canada before
establishing connections in the broader geographic
community or dominant society (233). Ethnocultural or
linguistic communities can provide initial support and
familiarity and help newcomers navigate the complexities
of their new surroundings (236); this means that residing
in areas with a low density of ethnocultural community
members who might provide initial support can make

it more difficult to integrate into the wider community
(233,236). Still, developing a sense of community
belonging beyond a person’s ethnocultural community
presents its own set of challenges: language barriers,
employment difficulties, and experiences of discrimination
make it arduous for immigrants to form new relationships
with individuals who do not share similar cultural and
linguistic roots (233). Overcoming these challenges

Immigrants may face multiple challenges related to
building strong community ties upon arrival in their host
country. These include their social identity (including
connections, welcoming community, and ability to adapt
to Canadian institutions), their personal history (such

as their language and culture), and their socioeconomic
context, among others (233,234). The process of
integrating and feeling connected to the local community
is crucial for overall well-being and successful adaptation
to a new country. Our qualitative review highlighted
barriers that may hinder community belonging, the role of
social support networks, and the significance of support
organizations in fostering inclusivity and challenging
discriminatory practices.

Employment barriers due to systemic discrimination, requires a comprehensive approach that addresses
including credential recognition and expectation of multiple aspects of immigrant life. As one immigrant
Canadian work experience, pose significant challenges in service provider expressed:

securing stable and meaningful jobs for many newcomers
to Canada (234-236). Any language barriers that make

it difficult to effectively communicate, access essential
services, and establish connections outside of people’s own
ethnocultural communities can compound the problem
(233,234). Moreover, experiences of discrimination,
particularly among racialized immigrants, hinder social
participation and exacerbate feelings of alienation (233).
In addition, economic shifts over the past decade have
resulted in decreased worker protections, including
decreased unionization, lack of benefits, and more short-
term contractual work versus full-time employment. This
has added impacts for recent immigrants and on the
isolation of those living in Canada (see also Section 3.3.1.).

| think for geographic community belonging,
the newcomers or the new immigrants need
time. That is the first step, it's the ethnic
community, and after that, geographic, and
then after that, the third step, the Canadian
society belonging. (233)
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The role of social support networks and social inclusion
emerged as a protective factor for newcomers’ mental
well-being. However, the immigrant services that foster

these connections are often underfunded and understaffed
and have limited mandates, resulting in gaps in their
services (236,237).

A multitude of challenges impact community belonging for immigrants (223,227). Language
barriers can hinder communication and integration into a community. Inability to find work
or appropriate work puts financial strain on families and impedes integration. Overreliance
on small ethnocultural communities may hinder integration if these groups lack social and

economic capital.

Qualitative study findings consistently emphasized that
individuals with a strong sense of community belonging
are more likely to perceive their mental health positively.
Still, it is important to understand that a myriad of
intersecting factors can have a significant effect, and this
may be primarily seen only in certain populations (238).
Meaningful connections and support systems can act as a
buffer against the stress and challenges of an adjustment,
fostering a sense of belonging and acceptance, but these
should not be considered determining factors given the
other structural determinants of integration (237).

Enhancing community belonging is one key factor

among many for overall well-being. By understanding

and addressing barriers such as employment, language,
and discrimination, while also promoting social support
networks and inclusivity, local community organizations
and mainstream institutions help improve environments
for immigrants. Immigrant service agencies play a crucial
role as the first point of access for newcomers to explore
avenues of belonging within their ethnocultural groups
(233). Programs where newcomers are matched with
established community residents provide opportunities

for language practice, socialization, and mutual support
(233). By nurturing social support networks and facilitating
connections between recent and long-term members of the
community, these initiatives create an environment where
newcomers feel welcomed and valued, thus bolstering the
process of integration:
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. We have volunteer-based programs that are
community based, so for example, one of our
programs is our cultural links program. It's a
matching program that matches newcomers
with established Canadians who are their
contact in the community ... we don't say
“friend,” but you know it is a friend in the
community that they can go to practise their
English, to talk about their kids and have their
children play together ... So we've been doing
different training sessions with our volunteers
including one about how to recognize signs
and symptoms of mental health [sic]. (233)

Support organizations often take a proactive role in
strengthening community bonds for immigrants and
challenging discriminatory practices, and attempt to
address gaps within Canada’s immigration system
(233). Local community organizations play a crucial role
in integrating newcomers and building their sense of
community belonging:

s I think [community belonging] will come

: naturally if all other supports are in place....

I don’t think it'll happen unless all other
systems are in place. (233)

Ninety percent of it is [due to] language.
Without the language, they can't become part
of the community, and they remain within
their small ethnic community, and they don't
step out. So, they are afraid to step out, and
the larger community often resents their lack
of integration. (233)



Figure 10 shows trends in strong sense of community
belonging by recent and long-term immigrants, between
2007 and 2022. Among females, a similar proportion

of long-term and recent immigrants reported having a
strong sense of community belonging compared to non-
immigrants. The proportion of males with a strong sense
of community belonging was similar for immigrants and
non-immigrants before 2014; since 2014 to 2016, a greater
proportion of recent immigrants than of non-immigrants
reported a strong sense of community belonging.

There is little evidence of immigration-based inequality

in strong sense of community belonging. This aligns

with the findings of other studies, and may be influenced
by factors such as Canada’s multicultural policies and
differing perceptions of community belonging (239). In
addition, immigrants shape their sense of belonging to
Canada through their experiences after arriving, and are
particularly influenced by how they perceive acceptance
and the opportunities for success in the host country
(239). Immigrants’ sense of belonging can also vary based
on sociodemographic factors like years since immigration,
age at immigration, admission category, and population
group (239).
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Figure 10. Trends in strong sense of community belonging by sex/gender and immigrant status,
population aged 12 years and older, 2007-2022
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Notes:
Strong sense of community belonging: percent of the population who reported their sense of belonging to their community as “very strong” or “strong” (vs. “weak” or “very
weak”). Negative values of the prevalence differences (PDs) indicate absolute inequality in strong sense of belonging over the full time series. A value of O indicates that no
difference exists between groups on that mental health outcome at a given time point. Changes in inequality are expressed in both absolute and relative scales between only
the first and last time periods.
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Absolute change calculation: (PD in 2007-2010)-(PD in 2020-2022).
Relative (%) change calculation: 100x[(PD in 2007-2010)~-(PD in 2020-2022)/(PD in 2007-2010)].
Absolute and percent change interpretation: positive values indicate an increasing trend in immigration-related inequalities in strong sense of community belonging, negative

values indicate a decreasing inequality trend.

https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.

Immigrant status is based on respondents reporting that they are landed immigrants/non-permanent residents or non-immigrants (Canadian born).

Data are from annual waves of the Canadian Community Health Survey; population sample is aged 12+ years; estimates age-standardized to the 2016 Canadian census
population using 5-year age intervals.Caution is warranted when comparing estimates from cycles prior to 2015 and for data released 2022. We do not exclude the possibility
that trends observed may have been influenced by different methodologies used in the CCHS, including a new sample design in 2015.

For more information on data and analysis considerations, refer to https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html.

Inequality trends for other mental health outcomes (e.g., suicidality, depressive symptomatology, life stress) are shown in the accompanying online data tool at

Social Supports for 2SLGBTQI+ Communities

Networks of support are critical to the mental health

of those with intersecting social identities who might
otherwise experience social isolation due to systemic and
structural barriers (for example, discrimination based

on 2SLGBTQI+ identity, ethnoracial identity, and recency
of immigration). Social support networks provide a
nurturing environment where individuals can find a sense
of community, acceptance, and belonging form one of

the most significant sources of support for 2SLGBTQI+
newcomers and refugees (228). One study in our literature
review focused on the experiences of 2SLGBTQI+
newcomers who described how community rooms (where
newcomers can drop in to socialize and seek assistance in
integrating into Canadian culture or receive employment
support) served as innovative and crucial resources to
counter loneliness and depression (228). These safe
spaces allowed individuals to connect with others, share
experiences, and find solace in knowing they were not
alone (228).

Community participation emerges as a vital component of
overall well-being, particularly for 2SLGBTQI+ individuals
with mental health diagnoses (240). The support groups
encourage empowerment and help to build resilience,
which is essential given the higher rates of discrimination
and violence 2SLGBTQI+ individuals experience.
Participants in the research with lesbian, gay, bisexual,
trans, and queer people with diagnosed schizophrenia

and bipolar disorder described how social support groups
provided them with the tools to reclaim parts of themselves
that were affected by discrimination, helping to rebuild
their self-esteem and regain a sense of identity and
purpose (240).

The value of support groups lies not only in the education
and resources they offer but also in the power of being able
to share experiences and build upon each other’s stories,
which fosters a collective sense of strength and resilience
(240). As attendees contribute to the narrative, they find

a deeper connection to their community and a sense of
belonging in their shared history:

It gives people back little pieces of

what'’s been stolen through a journey of
discrimination. Sometimes that's self-esteem
and sometimes that’s education that the
[support group] speakers bring. And that
really comes through discussion among each
other, stories that build upon stories so that
people feel stronger in their own narratives.
And a sense of place, a sense of belonging in
a community and in a history. (240)

Recognizing and fostering social support groups can help
significantly reduce mental health disparities and enhance
the overall quality of life for 2SLGBTQI+ individuals. Such
environments empower individuals, providing them with
the support, validation, and resources needed to navigate
the challenges of social isolation, discrimination, and
mental health concerns.
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Analyses of CCHS data showed an overall increasing
trend in the percentage of the population reporting a
strong sense of community belonging between 2007

and 2022. Over this period, gay, lesbian, and bisexual
individuals consistently reported lower sense of community
belonging than those identifying as heterosexual (Figure
9.A). Among females, the gap was most pronounced
between bisexual and heterosexual individuals. Over time,
sexual orientation-related inequalities in strong sense of
community belonging among females widened by 8.4 and
6.9 percentage points for lesbian and bisexual women
versus heterosexual women, respectively. Among males,
the gap widened by 5.6 and 5.0 percentage points for gay
and bisexual men versus heterosexual men, respectively.
None of the sexual orientation-related inequality changes
were statistically significant. However, findings should be
interpreted with caution due to high variability in the data.
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Figure 11. Trends in strong sense of community belonging by sex/gender and sexual orientation,
population aged 18-59 years, 2007-2022
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weak"). Negative value PDs indicate absolute sexual minority vs. heterosexual inequality in strong sense of belonging over the full time series. A value of O indicates that no
difference exists between groups on that mental health outcome at a given time point. Changes in inequality are expressed in both absolute and relative scales between only
the first and last time periods.
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Absolute change calculation: (PD in 2007-2010)-(PD in 2020-2021).
Relative (%) change calculation: 100x[(PD in 2007-2010)~-(PD in 2020-2022)/(PD in 2007-2010)].

Absolute and relative (%) change interpretation: positive values indicate an increasing trend in sexual orientation inequalities in strong sense of community belonging, negative
values indicate a decreasing inequality trend.

Respondents reported on sexual orientation by choosing from the following predetermined categories: “heterosexual,” “gay or lesbian,” and “bisexual.” From 2019 to 2021,
the Canadian Community Health Survey (CCHS) included pansexual individuals in the bisexual category but was removed in 2022.

Data are from annual waves of the CCHS; population sample is aged 18-59 years due to a restriction on age of respondents asked the sexual orientation question prior to 2015;
estimates age-standardized to the 2016 Canadian census population using 5-year age intervals. Caution is warranted when comparing estimates from cycles prior to 2015 and
for data released 2022. We do not exclude the possibility that trends observed may have been influenced by different methodologies used in the CCHS, including a new sample
designin 2015.

For more information on data and analysis considerations, refer to https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html.
Inequality trends for other mental health outcomes (e.g., suicidality, depressive symptomatology, life stress) are shown in the accompanying online data tool at
https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.

Impacts of Climate Change on Sense of Although the effects of climate change are exacerbating
Community Belonging for Indigenous People health and socioeconomic inequities across Canada,
people who depend on local ecosystems and natural
resources, including Indigenous People living in rural
communities, are particularly vulnerable to the direct
and indirect impacts (238,245). The pathways through
which climate change threatens mental health and
wellness include the following cross-cutting themes: land
attachment and ways of life, cultural loss and continuity,
and food insecurity.

While the health outcomes of climatic variability and
environmental changes have been well-documented

in terms of food and water quality, waterborne and
vectorborne diseases, and increased injury and death
as a result of extreme weather events, including heat
waves, storms, floods, drought, and wildfires (241-243),
the relationship between climate change and emotional,
mental health, and well-being is only now becoming
apparent (244).

Climate change exerts a profound effect on mental health, giving rise to heightened levels

of anxiety, often called ecoanxiety or climate anxiety, a form of distress stemming from
environmental crises (328). Individuals may grapple with the fear of an uncertain future,
loss of biodiversity, and looming threats (328). The devastation wrought by climate-related
disasters can result in ecogrief (or climate grief), a deep sense of sadness, helplessness, and
mourning for environmental losses (328). These interconnected factors make it increasingly
crucial to address climate change as a determinant of mental health.

Through a rapid literature review, we identified 7 studies
that focused on climate change and mental health and
wellness in Rigolet, an Inuit community in the Nunatsiavut
region of Newfoundland and Labrador (244,246-249), and
5 studies in Inuit communities in Nunavut (250-254).

It's who and what we are, connecting

to the land, to the environment, to the sea,
to nature, to everything that’s around us...
it's a part of our culture. It's what wakes you
up in the morning to get you going, to be on
the land, to be able to participate, to share,
to love, to protect it, to look out for all

of those things. (247)

For Inuit, the land is deeply connected to individual and
community identity through a sense of reliance on the land
for livelihood and culture:
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Engaging in land-based activities not only reinforces
this connection, but is vital to Inuit mental and
emotional wellness:

For some people, going out on the land is

just as good as sitting down in a counselling
session—no need for words, the air and the
land takes a lot of your feelings away and
replaces the negative energy with the positive
energy of nature. (244)

The Inuit culture comprises important traditions, practices,
and knowledge that connects individuals to their ancestors,

community, and identity and fosters a strong sense
of belonging:

. [Being on the land] is important to me
because ... I've always been out on the

land with my family, so one thing why it's
important is that it's almost like tradition to
do things as a family out. It's also important
to me because it's part of my culture,

and it's also important because the way
you feel when you're out on the land.

It feels good. (255)

Changes to the land can elicit place-based distress if
connection to the land and ancestors and continuity of
traditions is threatened, straining the ability for Inuit to
maintain connection with their communities and the ability
to foster a strong sense of belonging (244,249,253,255).

Climate change impacts mental health by restricting
access to the land and altering the land’s resources,
thereby depriving communities from a culturally
significant way of life and of nurturing individual and
community well-being (244,250-253,256-258).
Animal habitats, fishing areas, and community
infrastructures have been degraded or destroyed,
creating additional barriers to hunting and harvesting
country and traditional foods, affecting Traditional
Knowledge transfer, and exacerbating existing food
insecurity (252,254,258).

Hunting and harvesting of country foods is
part of the Inuit Traditional Knowledge:
[Teaching my 5-year-old son to harvest
country food is important because] he could
pass it down to his kids too when he has
kids (252).

Hunting is also part of the practice of sharing and building
community bonds:

For this community—[and for] a lot of
hunters—a good, successful hunt means
distributing to the community and
sharing information about it over the local
radio, or [to] family members within the
community (251).
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Box 4.4: Community Belonging and Cultural Connection
for First Nations living off reserve, Inuit, and Métis

Community, kinship, connectedness, and social cohesion are at the core of Indigenous cultures, and studies have
shown that social connectedness is associated with positive mental health outcomes for Indigenous Peoples
(259-262). Social cohesion translates into reciprocal relationships that can provide support in times of need,
which reduces the physiological response to stress, providing a protective effect (263).

Using data from the CCHS from 2009 to 2022, we examined trends in life satisfaction for the intersection between
Indigenous identity and sense of community belonging. During this period, First Nations living off reserve,

Inuit, and Métis respondents who reported a weak sense of community belonging consistently reported lower
levels of mean life satisfaction compared to non-Indigenous respondents reporting a weak sense of community
belonging. This disparity was less pronounced but nevertheless increased over time, among First Nations living
off reserve, Inuit, and Métis respondents who reported a strong sense of community belonging compared to

their non-Indigenous counterparts. The increase in disparity was especially noticeable during the COVID-19
pandemic (2020-2022).

Trends in mean life satisfaction by sense of community belonging and First Nations, Inuit and Métis
identity, population aged 12 years and older, 2009-2022
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Indigenous cultures, which provide the foundation for individual and collective identity, are at the core of this
sense of connectedness or belonging (264). Past and ongoing colonial structures in Canada have systematically
attempted to erode Indigenous cultures through the establishment of the Indian Act, the residential school system,
the Sixties Scoop, and other laws, policies, ideologies, and initiatives that had the goal of suppressing the use of
Indigenous languages, cultural practices, and traditions (179,265).

This systematic effort to suppress Indigenous cultures and the resulting intergenerational trauma has contributed
to the loss of social cohesion (172,187,266). While the effects of the erosion of culture and community cohesion
vary, in many Indigenous communities the historical trauma and pain related to loss of cultural identity have
manifested as problems associated with substance abuse (267,268).

Evidence shows that restoring traditional healing and other cultural practices that enforce Indigenous identities
can help address many of the root causes of substance abuse in Indigenous communities (269). Initiatives that
reinforce cultural affiliation, community involvement, and traditional practices have been associated with lower

rates of substance abuse (270,271).

While interventions that foster Indigenous cultures have been shown to provide a useful tool for addressing
substance abuse, other supports must also be in place, particularly those that address the root causes of trauma
and the erosion of social cohesion. Working to address the social determinants of Indigenous mental wellness is a
shared responsibility that requires concerted intersectoral action.

4.1.4 ACCESS, QUALITY, AND USE

OF HEALTH CARE SERVICES
Access to health care services is a well-recognized social
determinant of health and despite the universal health
care system in Canada, some groups face difficulties in
accessing services. For instance, immigrants in Canada
experience access barriers to healthcare, including
socioeconomic, communication and cultural factors. In
addition, Indigenous Peoples face inequitable access to
health services in comparison to the general Canadian

population due to factors such as geographical constraints,

lack of health human resources, discrimination and a lack
of culturally safe services.

Systems of power shape investment in and distribution

of social and health services across communities, as well
as the mandate, scope, quality and safety of health and
social services (54). Qualitative studies that were reviewed
provided several examples of the ways in which systems

of power influence access, quality, safety and use of social
and health care services. Among the 67 Canadian articles
examined, 42 addressed access to care, and included a
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variety of populations and communities, including sexual
and gender minorities, youth, women with postpartum
depression, populations experiencing homelessness,
racialized communities, people who inject drugs, and
individuals with severe mental iliness.

Three prominent areas related to access and quality of
care emerged from the literature and will be discussed,
including 1) availability and barriers to care; 2) safety and
quality of mental health care; 3) access to treatment.

Availability and Barriers to Care

The availability of and barriers to accessing mental health
care and treatment was a recurring theme in our review

of qualitative studies. Structural barriers, including the
lack of public health insurance coverage for treatment of
mental health conditions by non-physicians in all provinces
and territories and access to employer paid supplemental
insurance, contribute to and sustain inequities in mental
health care access among different population groups.

It is estimated that one third of the working population

in Canada do not have access to this type of private



insurance, which can be used for mental health services
including psychologists, psychotherapists and social
workers. For those who do have coverage, inadequate
coverage present further difficulties (272,273).

For individuals in need of care, additional barriers
include challenges finding a family physician, who is
often the first point of contact for subsequent referrals,
limited availability of and not enough specialists, long
wait times to see specialists, and short appointment
durations (240,274-279).

Increasing costs of living are resulting in individuals
cutting back on health-related expenses, which can lead
to worsening mental health (267). Acute care services,
such as hospital treatment and primary care physicians,
are covered by public health insurance plans, but many
other mental health services—counselling, psychotherapy,
social work case management, addiction and eating
disorder treatments, among others—are not publicly
funded and are unaffordable for many (267). Charities
and non-profit organizations help in providing to some
services free of charge, with the overall demand for
these services growing (267). Socioeconomic limitations
faced by individuals, lack of access to private health
insurance, and insufficient publicly funded mental health
services exacerbate mental health disparities for those
most in need of care.

For individuals in need of care, additional barriers
include challenges finding a family physician, who is
often the first point of contact for subsequent referrals,
limited availability of and not enough specialists, long
wait times to see specialists, and short appointment
durations (240,274-279).

Indigenous Peoples, particularly those living in rural,
remote and northern communities, face specific barriers
accessing health services. Many of these communities
face critical shortages of healthcare personnel, relying
on non-resident health professionals who fly periodically
to these areas to provide services. This leads to long wait

times, resulting in delayed diagnoses, disrupting continuity

of care, and reducing the effectiveness of health services.

As a result, many patients are transported to urban centers
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in the south, often leaving families and support networks
behind during what often requires a series of periodic back
and forth trips (280).

In terms of access to publicly funded services for mental
health or substance use issues, in our review of qualitative
literature, individuals with mental health and substance
use issues found it particularly difficult to access primary
care. In addition, newcomer status, history of substance
use, poverty, homelessness and past criminal record were
all perceived as barriers for access to physician care. The
need for increased provider paperwork placed an additional
barrier for individuals that received financial support for
disability or other types of social assistance (278).

Models of health care funding and associated rules, such
as the practice of discussing one health condition per visit
when seeing a doctor, places stress on both health care
providers and patients. Patients found consultation times
brief, leading them to feel rushed during appointments
(278,281). Meanwhile, service providers also felt that

the appointment length was not adequate to address

the health care needs of patients, particularly those with
complex needs (278).

In addition, the ongoing problem of long wait times to see
a specialist, such as a psychiatrist or an Eating Disorder
Specialist and limited or no availability, continues to

be a significant barrier to seeking care. For example,
participants expressed there were more services for those
with drug and alcohol use than for those seeking treatment
for eating disorders, even though they might be privately
paid (276). Both youth experiencing disordered eating and
service providers alike found it difficult to find services

to provide assistance for body image and food concerns
(276). One service provider stated:

“I'can’t think of one place that you might
be able to go to for an eating disorder, [but]
I can think of at least five or six places

just off the top of my head for drug and
alcohol addictions.”

—-Employee of an [Indigenous]
youth organization (276)



Even though there are potentially more services available
for addiction treatments, long wait times and limited

hours of operation place a significant barrier to receiving
treatment. Further, many services are privately delivered,

and therefore only accessible to those with financial means.
Delays in receiving treatment can exacerbate health related

problems, for instance, one study found that services had
restricted or daytime operating hours at needle exchange
centres and pharmacies, which sometimes resulted in
unsafe needle sharing practices (277). One participant
shared their experience:

:  “The pharmacy isn't open 24 hours and....the

biggest necessity for clean needles is actually
during...hours which aren’t regular business
hours....so there was times that | found
myself having to use someone else’s syringes
and those were times when you know the
pharmacies were closed and the needle
exchange was closed.”

- Study participant using drug use
support services (277)

In the same study, a participant left Prince Edward Island
to go to New Brunswick for treatment due to lengthy wait
times (277). Another participant shared:

[The Treatment Facility staff] ask you at
some point, “Do you wish to be placed on
the methadone list?" You say, “Yes.” They
say, “Well, great, we'll probably talk to you in
about a year's time.”

- Study participant looking for addiction
treatment (277)

Long wait times were a common difficulty. One study
participant recounted:

:  “l'was getting abused, one time. When |
phoned [transient housing], they told me
:+  tocall back... they re saying ‘phone me

:  backina couple weeks and we might have
an opening’" (275).
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Location can also play a role in the availability of care.
Rural areas often have more limited services in comparison
to urban areas. For example, a study with participants

in rural regions found that specialized care for drug use
and pain management was not available and was only
accessible in urban centres. Rural areas often had access
to only one physician who could provide them with medical
support (279).

Intersecting social locations and identities further hindered
and posed unique barriers to accessing care. Youth faced
challenges in accessing injection cessation care due to
various structural, social and environmental barriers,
including long wait times, discrimination based on race,
sexuality and gender, lack of social support and housing
provisions (282). Youth with disordered eating felt there
was a shortage of infrastructure to receive support (276).
Lone mothers faced challenges of finding affordable
childcare, expensive costs of transportation and feelings
of stigmatization for receiving help (283). Regarding
2SLGBTQI+ populations, service providers felt that there
were not enough services that took sexual orientation
and gender identity into consideration (240). One service
provider shared:

“I don’t think there’s enough types of services
:  tohelp people from our communities, mental

s health community, the [lesbian, gay, bisexual,
and transgender] community. God forbid if you
have both labels, you're in real big trouble”

: - Service provider (240)
Another study participant found it difficult to find services
for racialized 2SLGBTQI+ individuals. This participant

described how this affected his participation in using
mental health services:

:  “I'think | would probably be a lot more
interested in going to an organization like
that, that was inclusive of gay people and
people of colour. | think that would be a
wonderful organization...| would probably
want to reach out a lot more and maybe

+  develop more platonic friendships”

- Study participant (240)



Overall, different population groups and individuals with
intersecting identities are experiencing challenges in
accessing mental health care due to various structural,
social and environmental barriers. Increased access and
availability to mental health services with an equity plan
to target different affected population groups would help
improve mental health among Canadians.

Safety in Accessing and Quality of Mental
Health Care Services

Beyond barriers to care in terms of availability, many
qualitative studies reported that sexism, heterosexism,
homophobia, transphobia, racism, and stigma related to
mental illness and substance use affected access to mental
health care (240,283-288). The dominance of psychiatric
and biomedical perspectives often feel restrictive to
individuals and do not recognize life histories, trajectories,
and individual experiences that affect mental health

and wellness.

Pathologizing narratives of deviance, individualizing
blame, and ideological oppression continue to affect

those experiencing psychological difficulty, with very little
emphasis on acknowledging the larger social, political, and
economic factors that impact mental health and wellness.

Safety in Accessing Mental Health Care Services

The concept of safety in accessing care for mental health
was significant for numerous people and was most
pronounced among individuals experiencing overlapping
marginalized identities. Gender-based physical and
psychological violence contributed to and exacerbated
mental health struggles for many women and 2SLGBTQI+
individuals trying to access care.

For example, the effects of intimate partner and sexual
violence have been shown to be amplified by health
systems, health care providers, and members of law
enforcement, who perpetuated gender discrimination,
particularly for those who use substances. InIris et al.s
study of women living in poverty and struggling with
substance use during pregnancy, one participant, who had
been sexually assaulted and was being criminalized for
suspected substance use, explains (288):
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“When | came in, they didn’t want to check
me right away. | was bleeding, | was in a lot of
pain, | was crying, but they just said ‘No, the
officers are here.’ And the cops kept harassing
me, saying ‘Oh, were you using drugs? You
deserve... well not to get raped, but they were
basically saying ‘oh, you asked for it And al
I kept saying was that | wanted to get
checked for the baby, and they kept saying,
‘You have to wait, the officers want to talk

to you'and | kept saying ‘Check my baby,

I'll talk to them later, right? | was really
upset-I just got raped, and they're trying

to question me?” (288)

For some women, their experience of intimate partner
violence and need for medical attention for self-harm or
suicidal ideation was met with mistreatment and hostility
by health care providers, intensifying their mental distress.
Health care providers’ “dehumanization, invalidation, and
lack of empathy” was particularly troubling for women
already experiencing crisis, causing further harm (289).
As one participant describes in Taylor's study of women
who sought help for suicidality after experiencing intimate
partner violence:

+  “You can go [to the emergency department]
and suffer worse than if you were being
abused by your partner because you leave
there feeling like you are worthless. Even

if you tell them you were suicidal, it is not
taken seriously. They almost refuse to treat
you. They refuse to talk to you. You are

just worthless.... You can come out of [the
hospital] feeling three times worse than when
you go in with a crisis... because [the health
care providers] are too judgmental” (289)

For some street-involved women experiencing severe
poverty, accessing care and treatment felt judgmental and
individuals were met with disdain, which subsequently led
to delayed care seeking for medical and mental health-
related issues (284,287).



While women-only services addressed some safety
concerns and offered a positive environment with a variety
of practitioners, services were often limited to pregnancy
and gynecological concerns. One critique of this approach
emphasized biomedicine's tendency to restrict care of
women to their reproductive role. This neglected women's
needs throughout the life course, particularly for those who
are socially isolated and requiring different types of mental
health and medical services. As one described:

:  “Nobody talks about women getting older.
There is nothing for us. We don't matter any
+  more. Older women need more services.

:  When I was 20, | didn’t need health care.
Now | have nowhere to go.” (284)

For 2SLGBTQI+ individuals, lack of gender and sexuality—
affirming options for mental health care contributed to a
lack of safety. Care and therapeutic strategies that do not
recognize the larger context of heterosexism, structural
homophobia, and transphobia can erase the lived realities
of 2SLGBTQI+ people, for whom judgment can often be
accompanied by violence (240,286).

“I don’t think [mental health agencies] are
as welcoming as they are to the heterosexual
population. From personal experience,

just the looks, and the attitude, and the

body language, and just all of it. | think it's
disgusting” (240).

Although some strides have been achieved in urban
centres, where 2SLGBTQI+-positive health facilities are
available, many people experience discrimination in care
due to their sexual orientation and gender presentation,
care providers' assumptions of heterosexuality as the
norm, questioning of gender, and a lack of acceptance

of the diverse needs of 2SLGBTQI+ people. Feeling
judged, belittled, and uncomfortable can leave individuals
feeling left out and cause them to end treatment

sooner (209,212,290).

Acceptance of gender diversity was a critical element in
perceived safety of care. For transgender individuals in
particular, confusion around gender identity was directly

related to safety. In Lyons et al.'s study of transgender
individuals’ experiences in residential addiction treatment
facilities, one participant describes (212):

“It was really difficult. | went there and ...

: when | got there they had no idea | was

transgender. ... They didn’t know how to deal
with it.” (212)

In this same study some, acceptance and respect of gender
identity through providing access to gender-appropriate
treatment groups with appropriate gender groups in
treatment and housing led to increased feelings of safety
and inclusion (212).

Cultural safety is a concept that aims to provide a safe
and respectful environment for Indigenous Peoples to
receive healthcare services. It is a process of recognizing
and addressing power imbalances between healthcare
providers and Indigenous Peoples, and creating an
environment where Indigenous Peoples feel respected
and valued. This includes acknowledging the historical
and ongoing trauma experienced by Indigenous Peoples,
and the impact it has on their health and well-being. It also
involves understanding and respecting Indigenous Peoples’
cultural beliefs, values, and practices, and incorporating
them into healthcare services (291). Cultural safety is
essential for Indigenous Peoples to access healthcare
services without fear of discrimination or racism, and to
receive care that is appropriate and respectful of their
unique needs and experiences (292).

Quality of Care Received

The quality of care received for treatment of mental

health was another important factor related to access. At

a structural level, barriers to achieving quality of care for
people living with mental health and substance use issues,
include a lack of coordination and integration that requires
sufficient interaction and collaboration between health care
institutions and health care providers (278,293) and other
potential stakeholders (e.g., social work) Other system
level difficulties are related to silos of care, the dominance
of psychiatric and pharmaceutical treatment for mental
health (285,286), and inadequate training and insufficient
numbers of health care providers to address substance use
and addictions (277).
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For those individuals who are precariously housed or
experiencing homelessness and those experiencing
poverty, selective care for physical conditions,
mistreatment, overprescribing of medication and poor
quality or denial of care was a common experience (294).
A study that explored how accessible health care services
are for individuals who are experiencing homelessness
through interviews of their experiences had one participant
described the following:

“I have [posttraumatic stress disorder] and

. the doctor said he didn't like my disposition.
:+  You don't have to like my disposition, I'm
not here to make friends with you. You tell
[the doctor] you have a drug problem and

a mental problem, he won't help you with
your mental problem. He'll be like, “You have
to quit the drugs first.” How, if I'm mentally
unstable, am | going to quit drugs? I'm using
drugs to try to cope.” (294)

Another important aspect of the quality of care received is
its relevance to individuals' lives and experiences. In terms
of mental health, relevance pertains to care that recognizes
cultural diversity and sees mental health and wellness more
broadly, beyond biomedical approaches and psychiatric
definitions. Care was perceived to be more relevant persons
seeking care if it was community based, grassroots,
holistic, culturally appropriate, gender-equitable and
non-racist (184,188,283,285,295,296).

Many studies described the need for culturally relevant

and responsive mental health supports with respect for
diverse customs, values, and beliefs (184,282,285). Auger’s
study discusses Métis people’s difficulties accessing

and navigating the Western health care system (184).
Participants often spoke about the lack of culturally safe
mental health providers and historical trauma rooted within
health care experiences:

:  “My grandmother was hospitalized, my Métis
grandmother. She was given electric shocks.
:+  She was so heavily medicated. | was terrified
:  of medication all my life because of seeing
her so heavily medicated” (184)
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Participants spoke about the importance of both Western
and traditional healing for themselves:

:  “ldo see a clinical counsellor every couple
of weeks, but | don't see that as being more
:  helpful than going to the beading group,

:  than going to Métis Night at the Friendship
Centre” (184)

Despite seeing the value of both forms of healing,
participants often spoke about identified gaps in
programming, illustrating the importance of Métis-specific
health programs and services:

P “l'want to see Métis people included in
conversations about Aboriginal mental
health, about Aboriginal child and youth
mental health. | think that we need to not be
.« footnotes anymore—if we're even footnotes.
Oftentimes, we don’t even make it into the
report or onto the program curriculum or
things like that.” (184)

If and when care was available and accessible, implicit bias
and lack of diversity among mental health professionals
affected treatment. Studies have shown that there is a

dire need for providers that understand mental health and
wellness more holistically, including how religion, culture,
family, intergenerational expectations, language, and
tradition impact mental health and wellness (188,285,296).

“...Psychiatrists who deal especially with
youth. The thing is that there are not many
of them... Also, the lack South Asian mental
health professionals... The Western approach
to mental health is very, very different from
the South Asian approach to mental health.
One is not better. It's just very different...
There is a huge emphasis on meds... Also, a
big difference between Western and South
Asian mental health is that there is more
emphasis on religion in South Asian mental
health treatment... Western health is very
secular and very like you need to do things on
your own.” (285)



In instances where relevant services were identified, While another positive aspect of the supervised

cultural barriers at the point of service delivery tended to consumption sites is the ability to access a wider range
limit the utilization of such supports for study with African of health services, such as primary care, treatment for
immigrant parents on factors influencing their children’s addictions, psychiatry, and sexual health services (287),
mental health (296). Distrust of the health care system was adopting a more holistic understanding of substance
also prevalent, which served to discourage contact with use may be more helpful. Adequate and appropriate
professional mental health care providers when the need to care that addresses child abuse, foster care, and trauma
do so arose. Coming largely from cultural backgrounds that are essential (299).

stigmatize mental illness, the tendency of service providers
to document service utilization was a source of distrust.
Thus, out of fear of being documented and stigmatized,

Access to treatment-stigmatization due to
substance use and serious mental illness

African immigrant parents were hesitant to access Another significant factor affecting access to care were

counselling services and other mental health supports stigma experienced by people who use drugs and/or those

for their children (296). with serious mental illnesses. The drivers of stigma related
to substance use are beliefs that “substance use is moral

Positive quality of care was experienced for participants failure, rather than a real illness, and that people are to

in some studies, where treatment was perceived to blame for their condition; that people who use substances

increase social connectedness, acceptance and access could ‘choose to stop’: and that people who use substances

to community. Supervised (or safe) consumption sites, are dangerous and reckless” (300).

overdose prevention sites, and safe injection sites are

settings that offer clean and safe environments for There were several experiences of stigma based on

using substances (287,295,297,298). Strict rules related substance use in the qualitative literature search. Stigma

to violence and aggression and information about the was experienced in various settings, including different

safety of the drug supply further enhanced the positive treatment settings such as hospitals, medical services and

contribution of using substances in a harm reduction residential treatment settings by service providers and

environment (287). health care practitioners. It was also reported in personal

settings such as at home by family members.
“Drug use is a very, very solitary sport, and

it's fraught with despair, isolationism, and Participants reported stigmatizing experiences because

. desolation—and real darkness. And when of their race or ethnicity, appearance, and substance

you're using a safe injection site, you're using use. They also reported feeling that they were treated

* inthe context, in the social context, so it differently than others based on health care providers’

breaks all that” (287) mistrust, lack of compassion, and more aggressive
treatment (275). Participants felt that their drug use was

Supervised consumption sites also protect people from not accepted by the general public and that they were

criminalization as they provide a place for safe drug treated with suspicion by their family and friends (275).

use without fear of getting arrested because of their One participant recounted:

homelessness and drug use (287): : “Evenmy own family... they all know I'm a

' “From a legal standpoint, | don't feel like . junkie, like [ don't hide the fact... they're all

:  I'mgoing to get in trouble, so I'm not rushed. :  afraid that I'm gonna rip them off or steal

s Itallows me to make better decisions :  their money” (275).

about my usage.” (287)
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Experiences of stigma as a result of substance use affected
individuals’ access to care. One person described providers
focusing solely on their addiction and, as a result, feeling
like that had to lie to access care:

“They [nurses] talk to you, all condescending,
:  like the only health issue that you have or
ever will have has to be an addiction-related
thing. | mean, | actually went in and refused
to say that | did drugs, and hid it because

| felt like they were looking at nothing else

in my health except something that was
addiction related... | mean, if you are lying
you're obviously not going to receive the
services you need, right? And unfortunately
with most of the health care I've accessed I've
felt like I have to lie; | had to make up that |
was a different person so | could

access care” (284).

Another participant in a study felt that their status as a
person who injects drugs compromised their receiving
acute medical services (277). An example of this was when
they waited over 8 hours in hospital for a drug-related
issue, and overhead staff at the hospital saying:

“[He] is just a drug addict or a narcotics user
:  ..justput himin a corner until later." (277).

Another study found that participants felt as though
primary care providers did not want to engage in
conversations related to mental health and substance
use issues. The health care provider would explicitly

or implicitly say that these were outside of their scope
of practice and would not discuss these issues. The
participants felt this was related to lack of knowledge on
these topics (278).

While withholding information about drug use could mean
that some health concerns are not addressed, female study
participants considered this approach to be better if they
wanted to be treated with respect and avoid “feeling less
than human in their [health care providers'] eyes.” (284).
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Different population groups recounted experiences

of stigma including women. Women described feeling
stigmatized as an addict or not being recognized as “real
people” by health care providers as they lacked control
of the information shared through their medical records,
such as address and substance use (284). They reported
being lectured to by health care providers about drug use
and instances where health care providers ignored their
questions. They reported feeling punished for advocating
for themselves or for questioning the practices of health
care providers (284).

Women also experienced double standards when accessing
overdose prevention sites (295). Compared to men, women
were expected to behave better, care for others, tidy up,
and consume drugs faster. They were also expected to
serve as caretakers for men while still having to generate
income to purchase drug (295). One participant recounted:

“We're just held to a higher standard. Yes,

:  we are expected to behave better. We're

:  expected to not stay as long [at overdose
prevention sites]. We're expected to not sleep
on the floor ... We're the money makers and
we're the [care] takers. We take care of the
boys and, you know, we are supposed to come
in and clean and take one [a male client] with
you, because that happens a lot right. You
come get your boyfriend or whatever.” (295)

One woman was unable to receive mental health care
because of the nature of her diagnosis. She recounted:

“I said ‘I have [dissociative identity disorder]’
and she [health care provider] said, ‘What's
that?’ And I [told] her and she stopped the
interview right there and said, ‘We don’t deal
with people like you here.... So | just left and
started crying and walked home.” (278)



Another population group that experienced stigma

for drug use was based on sexual and gender identity,
particularly transgender individuals. Participants in the
studies reported feeling isolated, uncomfortable, a lack

of understanding of gender identity from the staff and
inappropriate comments from staff (212). One participant
felt that other people’s responses to her transgender
identity prevented her from treating her addiction:

“I had a lot of support from the staff, but
with the other clients, it was really difficult.

I mean everybody'’s talking in the whole unit
about me ...cause I'm the only transgender....
+ lended up isolating myself and locked in

my room 24 hours a day.... It’s like, this isn’t

. dealing with your addiction.” (212)

Some staff reported that they were unaware of transgender
identities and did not know how to respond to them (212).
A Two-Spirited participant discussed her experience with a
counsellor who challenged how someone with this gender
identity should act:

“[My counsellor] said that | wasn't being

«  true to myself because | was not acting like
a normal Two-Spirited person would and |
would argue with her like, well not argue,
but debate with her, how am | supposed to
act. Am | supposed to stay here and pop a
hip every time? [She was saying you weren't
feminine enough?]. Yeah, it was weird. | just
didn't really like talking about it and ... she
was rude. She was really, really rude.

So yeah, I left.” (212)

Another participant discussed feeling uncomfortable to
discuss certain topics due to sexual identity and the social
environment. The participant said:

“In the groups | wouldn’t come out and talk
.+ about certain things because there were
other straight people there. But | know that
:  lesbian and gay people and trans, if they

:  heard me talk about these other things
they wouldn't go ‘oh my god,’ but a straight
person would.”

- Study participant (212)
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These experiences of stigma towards substance use
from health care providers and peers make it more
difficult to access mental health services. Figure 9
presents inequalities in unmet need for mental health
care services based on sex/gender, sexual orientation,
household income, level of education, racialized identity,
and immigration status. Among individuals who report
a need for mental health care services (e.g., counseling,
medication), the unmet need indicator measures the
percent whose needs were unmet or partially met.

Between 2012 and 2022, individuals identifying as gay

or lesbian (LGB) or bisexual, immigrants, and racialized
respondents reported higher rates of unmet mental health
service needs compared to heterosexual individuals, non-
immigrants, and White individuals, respectively. In 2022,
females also reported greater levels of unmet need for
mental health services than males. Absolute inequalities in
unmet needs based on sex/gender and sexual orientation
tended to increase over time, while little change was
observed on the relative scale.

In contrast, for household income, education level, and
immigration status, there was evidence of declining
absolute and relative inequality estimates over time. For
racialized identity, estimates of relative and absolute
inequality significantly decreased between the two time
periods (i.e., rates of unmet needs for racialized individuals
were 21% or 8.1 percentage points lower compared to
White individuals in 2022). Because of the high variability
in the data, however, these results should be interpreted
with caution.



Figure 12. Inequalities in unmet need for mental health care services, population aged 15 years and older,

2012 and 2022
by Sex by Sexual Orientation
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. Absolute . Relative
Prevalence difference for Prevalence ratios for
change change
unmet need for mental . unmet need for mental .
. in prevalence . in prevalence
health services - health services .
95% Cl difference 95% CI ratios
LD (95% CI) (D) (95% CI)
2012 2022 2022 vs. 2012 2012 2022 2022 vs. 2012

Female vs. male 0.1 2.1 1.9 1.00 1.05 1.05
(reference) (-4.1,4.3) (0.2,4.0) (-2.7,6.6) (0.88,1.15) (1.00,1.10) (0.91,1.20)
Gay/leshian/bisexual vs. 115 181 6.6 1.37 146 1.07
heterosexual (reference) (0.9,22.1) (15.3,20.9) (-4.4,176) (1.06,1.76) (1.38,1.53) (0.88,1.29)
Lower income (bottom 45 04 ~41 115 1.01 0.88
40%) vs. higher income (0.2,8.8) (-15,2.3) (-8.8,0.6) (101,1.31) (0.96,1.06) (0.78,1.00)
(top 60%) (reference) B R B e T A
tlhrgxeur;:tvsgieltgyr Zig’fééess (—6_71 &1 5) 06 (—41377 6) © 2%917 15) © 9170 %.06) © 8170 ?'27)
(reference) o (-1.3,24) 2/ ol L 971 871,
Immigrant vs. 8.7 6.8 -1.8 1.29 117 091
non-immigrant (reference) (2.5,14.8) (4.7.9.0) (-8.3,4.7) (1.09,1.51) (1.12,1.23) (0.80,1.04)
Racialized vs. White 15.5 73 -8.1 151 119 0.79
(reference) (77,23.2) (5.2,9.4) (-16.2,-0.1) (1.26,1.80) (1.13,1.25) (0.70, 0.89)

Abbreviations: Cl, confidence interval; PD, prevalence difference; PR, prevalence ratio.

Notes:

Unmet need for mental health services: among respondents who reported a need for mental health services (including counselling, medication), the proportion (%) who reported
that some or all these needs were unmet. Positive values of the prevalence differences (PDs) indicate absolute inequality in unmet need. Prevalence ratio (PR) values above 1.0
indicate relative inequality in unmet need.

Absolute change calculation: (PD in 2022)-(PD in 2012).

Relative (%) change calculation: (PR in 2022)/(PR in 2012).

Absolute and relative (%) change interpretation: Positive values indicate an increasing trend in inequalities in unmet need, negative values indicate a decreasing inequality trend
in unmet need.

Data are from the Canadian Community Health Survey — Mental Health (2012) and Mental Health and Access to Care Survey (2022). Population sample is aged 15+ years,

living in the 10 provinces; estimates are age-standardized using 2016 Census 5-year age intervals. Further information on data and analysis considerations can be found at
https://health-infobase.canada.ca/mental-health/inequalities/technical-notes.html. Inequality trends for other mental health outcomes (e.g., suicidality, depressive
symptomatology, life stress) are shown in the accompanying online data tool at https://health-infobase.canada.ca/mental-health/inequalities/data-tool.html.
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5. Discussion and Implications

Although inequities in mental health are determined by
a complex interplay of structural and systemic factors,
such inequities are all either modifiable or avoidable, and
the importance of shifting public health action to address
unfair and unjust systemic factors is well recognized
(301). This report has demonstrated how socioeconomic
conditions, sexism, racism, discrimination, colonialism,
sense of community belonging and access to health
care, affect individual and population mental health,

and contribute to mental health inequalities in Canada.
Stressful social conditions, and whether people are able
to access social support and care, can affect the ability
to cope. These social determinants of mental health can
be reshaped through intersectoral action. Intersectoral
policies and interventions can be co-designed and

developed to respond to common challenges and priorities,

while advancing mutual goals and benefits to build
resilient communities and create equal opportunities and
supportive environments for individuals, specific groups,
or whole populations. Access to care and individual-level
response interventions are an important and necessary

aspect of addressing inequalities in mental health, however,

such interventions do not address the upstream factors
that shape and drive conditions for health, such as the
way power is distributed in society and how resources
are allocated. Because these upstream or structural
factors often happen as a result of decision-making and
investments in policies and programs, it is crucial to
consider interventions that address mental health and
well-being from prevention to treatment, downstream
and upstream. Through such approaches, it is possible
to improve the conditions in which people live (e.g.,
socioeconomic conditions, conditions that contribute

to discrimination, conditions that foster a sense of
community belonging, and conditions under which diverse
individuals access and receive mental health treatments
and supports), leading to direct and profound impacts on
mental health and well-being.

This report combines qualitative evidence and quantitative
analysis to provide an overview of the structural drivers
of inequalities in mental health. In our analysis, we have
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referred to systems of power and privilege that maintain
and perpetuate inequities in health to show how public
health can potentially advocate for, initiate, or facilitate
intersectoral collaboration, with the goal of reducing
inequities in mental health and well-being. The findings

of this work can inform, support, and strengthen the
development of research, programs, policies, and plans
across multiple sectors to address mental health inequities
in Canada.

5.1 OVERVIEW OF QUANTITATIVE
TRENDS BY THEME

The quantitative analyses in this report show population-
based inequality trends in high self-rated mental health and
life satisfaction across different social dimensions relevant
to the four themes identified from the qualitative literature:
socioeconomic conditions, racism and discrimination,
sense of community belonging, and access, use and quality
of health services. Time trends revealed a portrait of how
mental health inequalities have changed between 2007 and
2022. Whether inequalities narrowed, persisted, or widened
over time varied according to the mental health outcome,
the social dimension of inequality, and measurements on
the absolute or relative scale.

Between 2007 and 2022, the socioeconomic gradient

in mental health was consistent; higher levels of
socioeconomic disadvantage (e.g. lower income, food
insecurity, housing insecurity, unemployment) were
associated with lower life satisfaction. These groups
experiencing social disadvantage were also less likely

to report high self-rated mental health (also known

as excellent or very good perceived mental health).
Income-related disparities in mental health outcomes
tended to narrow over time, a trend that largely reflected
disproportionate worsening of mental health status among
the most economically advantaged groups, especially
during the COVID-19 pandemic (see section 4.1.1 for more
detail). The associations between other dimensions of
material deprivation (food insecurity, housing insecurity,
unemployment) and poor mental health persisted or
increased over time.



In this time period (2007-2022), mental health inequality
trends were analyzed for several population groups

that disproportionately experience discrimination in
Canada, including racialized, immigrant, and 2SLGBTQI+
populations and Indigenous Peoples. There were
significant disparities over time in life satisfaction and
high self-rated mental health between both gay/lesbian
and bisexual versus heterosexual individuals, racialized
immigrants versus White non-immigrants, First Nations
living off reserve, Inuit and Métis individuals compared to
non-Indigenous individuals, and various racial/ethnicity
groups versus White individuals. Between 2007-2010 and
2020-2022, inequalities in high self-rated mental health
increased between bisexual and heterosexual individuals.
By contrast, inequalities between racialized immigrants
versus White non-immigrants in life satisfaction and high
self-rated mental health declined, reflecting worsening
mental health among White non-immigrants compared

to racialized immigrants, especially during the COVID-19
pandemic. Between 2007 and 2022, evidence pointed to
persistent inequalities in mental health for First Nations
living off reserve, Inuit and Métis people compared to the
non-Indigenous population. Analysis of race/ethnicity-
related inequalities in self-rated mental health and life
satisfaction narrowed for most race/ethnicity groups over
time, including and most notably for Black, East/Southeast
Asian, South Asian, and Latin Americans, in relation to
White individuals. However, some estimates are imprecise
due to small sample sizes.

Individuals with a strong sense of community belonging
(refer to section 4.1.3) had substantially better mental
health and well-being than those with a weaker sense of
community belonging. Trend analyses showed consistently
worsening mental health among those with a weaker
sense of community belonging over time, especially
during the COVID-19 pandemic. In addition, First Nations
living off-reserve, Inuit and Métis Peoples who reported
weak community belonging consistently had lower mean
life satisfaction than non-Indigenous individuals who
reported weak community belonging. A comparable
percentage of long-term and recent immigrants, when
compared to non-immigrants, reported having a strong
sense of belonging to their local community. However,
among males, since 2014-2016, a higher percentage of
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recent immigrants reported a strong sense of community
belonging than non-immigrants. Overall, there was little
evidence of immigration-based inequality in strong sense
of community belonging. Gay, lesbian, and bisexual
individuals consistently reported lower community
belonging compared to heterosexual individuals. Among
both males and females, the gap was most pronounced
between bisexual and heterosexual individuals. Between
2007-2010 and 2020-2022, there was some evidence
of anincreasing and constant trend in sexual orientation-
related inequalities in strong sense of community
belonging among females and males, respectively.

Individuals identifying as gay/lesbian/bisexual,
immigrants, and racialized respondents reported greater
unmet needs for mental health service in 2012 and 2022,
compared to heterosexual individuals, non-immigrants,
and White individuals, respectively. Additionally, in 2022,
females reported a higher rate of unmet need for mental
health services than males. Between 2012 and 2022,
inequalities in unmet need based on sex/gender and sexual
orientation increased, while they decreased based on
household income, education level, immigration status, and
racialized identity.

5.2 CONSIDERATIONS FOR PUBLIC
HEALTH: FINDINGS FROM
QUALITATIVE SYNTHESIS

Our qualitative literature review provided several avenues
for intervention to reduce and address inequalities in
mental health. These considerations align broadly with
the synthesized themes of our review (socioeconomic
conditions, racism, xenophobia, homophobia, and other
types of discrimination, sense of community belonging,
social supports, and cultural connections, and access to,
quality of, and use of health care services) and provide
suggested future directions for action in public health.

These themes also align closely with public health roles
for improving health equity (302), which in addition

to assessing, reporting, modifying, and orienting
interventions, emphasize partnership with other sectors
and participation in policy development.
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5.2.1 BROADENING UNDERSTANDINGS OF MENTAL
HEALTH, WELL-BEING AND WELLNESS

As discussed in Section 2.1, strictly biomedical
understandings of mental health, well-being and wellness
limit the potential for more holistic, upstream, strengths-
focused, and positive approaches to mental health
promotion and care. Through our examination of qualitative
studies, we found that the nature and expression of mental
distress, or conversely, wellness, was not clearly articulated
through language that coincides neatly with standard
measures of mental health outcomes in population health
surveys. In fact, the categories used to identify problems,
measure outcomes, and develop interventions may not

fit, for example, newcomers or racialized people, since
psychological research has predominantly been based on
Western, middle class, educated participants (303,304).
Scholars have noted that many factors, such as “culture,
language, ethnicity, and religion influence the causes,
manifestations, and course of mental disorders” which can
also impact affective symptoms experienced, individual
explanations for distress, and how individuals seek help
and cope with mental health crises or stressors (53).

Our qualitative synthesis reinforces previous bodies of
work that outline the need to move beyond considering
mental health and wellness exclusively biomedically and
psychiatrically, and towards incorporating diverse systems
of knowledge, worldviews, experiences, perspectives,
communities, and relationships (305). This shift can

help support more comprehensive and inclusive ways of
addressing inequalities in mental health in Canada.

Part of this exercise relates to the role of public health in
assessment and reporting (302). In order to successfully
document the existence and impact of inequities in mental
health and develop effective strategies to reduce these
inequities, we must pay attention to and bridge multiple
ways of knowing and understanding mental health and
well-being. An individually focused, biomedically based
understanding of mental health and well-being, used often
in treatment and care settings, hinders the ability of public
health providers and researchers to provide adequate and
accurate surveillance of mental health. As some studies
have noted (303), although inclusion of some biomedical
indicators of mental health in surveillance systems is
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important, different understandings of mental health can
impact responses to surveys, and when collected in the
context of general health, may be underrepresenting poor
mental health and its link to the social determinants (303).
If mental health is to be understood as a whole-of-society
issue, surveillance of mental health outcomes should exist
within other surveillance and survey mechanisms—such as
through the inclusion of measures related to mental health
when collecting data on the labour force, housing, and

the environment.

The qualitative research reviewed in this report highlights
the limitations of quantitative, population-based research
in adequately capturing concepts such as mental health
and wellness in a way that meaningfully reflects and
measures how it is experienced by diverse population
groups in Canada (53). In fact, it highlights the important
future opportunities for advancing research to measure
the wide-ranging nature and depth of experience, and
interpretations of meanings of mental health alongside its
surveillance. The use of both qualitative and quantitative
research, in conjunction with expanded surveillance tools
offering respondents a broader conceptualization of mental
health, offers opportunities for a more comprehensive
understanding of mental health needs and potential public
health responses. Additionally, intersectoral collaboration
and participatory approaches that can meaningfully

link these mental health outcomes with the structural
determinants and health are critical.

Acknowledging the distinct worldviews of First Nations,
Inuit and Métis peoples as it relates to mental wellness

is critical to the discussion of broadening definitions of
mental health and well-being. As discussed in section 3.1.2,
understanding and acknowledging existing mental wellness
frameworks (ex. First Nations Mental Wellness Continuum
Framework, Inuit-Specific Mental Wellness Framework and
Métis perspectives and worldviews of mental wellness) for
Indigenous communities is a crucial and fundamental step
when working with Indigenous partners to advance action
on mental wellness for these communities. Developing a
strong understanding of these frameworks for Indigenous
Peoples helps ensure that public health work to improve
mental wellness outcomes for Indigenous communities is
conducted in a culturally safe manner (7,11).
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5.2.2 INTEGRATING EQUITY AS A PRIORITY

IN MENTAL HEALTH CARE
Our findings show that individuals identifying as gay/
lesbian/bisexual, immigrants, and racialized respondents
reported greater unmet needs for mental health service
in 2012 and 2022, compared to heterosexual individuals,
non-immigrants, and White individuals, respectively.
To improve experiences of mental health care among
individuals with multiple and intersecting social identities,
there is a need to modify and orient interventions to attend
to interlocking systems of power and exclusion. Working
across disciplines and sectors to mitigate the impact
of these systems is a key role of public health. Greater
integration of public health systems and mental health
care could help address some of the inequalities described
in this report in relation to access to mental health care.
This could be addressed by supporting the coordination of
care, expanding perspectives in clinical practice to include
population health, by strengthening health promotion
and disease prevention and by facilitating cross-sectoral
research, training and policy work in collaboration with the
health care sector. International calls expressing the need
for greater integration of the health care and public health
sectors are not new (306). This need has been expressed
in seminal international health policy documents, including
the 1978 Alma Ata declaration on primary health care and
the 1986 Ottawa Charter for Health Promotion (306).
While this applies to a broad range of health conditions
and services, the challenges are particularly relevant for
mental health which is often further siloed from physical
health services in large part because some mental health
services are not financially covered as an under public
health insurance plans. This results in differences between
how mental health services, physical health services, and
upstream public health supports are organized and funded.
In addition, the biomedical model for health care means
that there are often differences between mental health
services and physical health services (as well as public
health interventions) in terms of who provides the services
and how, including differences in educational requirements
and culture (306).

Though some roles are more clearly situated in public
health and other roles in health care, there are a number
of functions for which both public health and health
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care are responsible, such as planning health care
services according to population characteristics and
needs, evaluation of the impact of care on patients

and communities, advocacy for healthy and equitable
communities, and clinical screening and early preventive
intervention, among others (306). It is at this nexus where
the public health and health care sectors can work together
and cohesively address intersectional experiences in
mental health care. Using an adapted version of Lasker's
models of medicine and public health collaborations
(307), we describe four categories of functions to
advance equity in outcomes for mental health and well-
being and associated determinants. We describe specific
collaborative actions that both sectors can take, within
these functions.

1) Coordinating Care: improving access to mental
health services as part of integrated health and
mental health care

The studies reviewed as part of this report show that
overall, different population groups and individuals with
intersecting identities are experiencing challenges in
accessing mental health care due to various structural
barriers. These include the lack of coordination,
communication, and collaboration due to insufficient
interaction and integration between health care
institutions,health care providers (278,293) and other
potential stakeholders (e.g., social work). Other system
level difficulties are related to silos of care, the dominance
of psychiatric and pharmaceutical treatment for mental
health (285,286), and inadequate training and insufficient
numbers of health care providers to address substance
use and addictions (277). Our report suggests that there
is a need and preference for individuals with mental
health and substance use issues to receive services in an
interdisciplinary and coordinated setting where mental
health, physical health and social health are all dealt

with and discussed (278). Study participants described

in positive terms treatment and care they perceived as
increasing social connectedness, acceptance, and access
to community (294, 306). Coordinated care systems that
help clients navigate health and mental health services are
helpful for communities experiencing health inequities, and
aneed according to our findings (306).
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2) Expanding Perspectives: applying a
population perspective to clinical practice

Our report includes data and findings on proximal,
intermediate, and distal determinants (ex. income,

food insecurity, housing, employment) of health that
impact and produce inequities in mental health and
well-being across the life course for many populations—
including Indigenous People, 2SLGBTQI+ individuals, and
newcomers. Collaborating with clinicians to share such
data and findings in a systematic, comprehensive, and
routine way and to identify ways to apply population-

level findings to clinical planning is vital. This information
can help enhance clinical decision-making by providing

an understanding of mental health risks in different
communities, supporting outreach programs to help direct
communities to programs and treatment, and enhancing
practice management (staffing, service provision at various
sites) and the development of community mental health
and socioeconomic profiles to inform care in communities
across Canada (306,308). Some refer to this as a “learning
health system,” the foundation of which is the presence of
a data infrastructure used to collect patients’ outcomes
(309). This data infrastructure typically includes patient-
reported experience measures (PREMs) and patient-
reported outcome measures (PROMs) that help health care
providers tailor their services, enhance patient-centred
care, and continuously improve the quality of health

care delivery (310). These measures become especially
useful if they include experiences of discrimination and
racism and are disaggregated to delineate intersectional
experiences (311).

3) Addressing Mental Health Inequalities
Through Strengthened Health Promotion and
Disease Prevention

Inequalities in mental health and well-being can be reduced
through strengthened health promotion and disease
prevention. Our findings point to the importance of non-
siloed approaches that recognize different life stages,
needs, and social determinants, as well as approaches that
prioritize partnership with community and civil society. Of
particular importance is the need to prioritize culturally
responsive and trauma-informed approaches (184,211), and
traditional healing practices that show positive impacts on
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mental health (184). Moreover, approaches that help bridge
the gap between health care and community services

that address structural and social determinants of health,
such as social prescribing interventions, among others,
are necessary (283). Our findings show associations
between mental health inequities and systemic issues
such as housing, income, employment, exclusion and
alienation, stigma, racism, socioeconomic marginalization,
and institutional discrimination. Acting on these system-
level determinants of health could potentially help reduce
mental health inequities in our communities (312).

4) Cross-Sectoral Collaboration between public
health and health care

Cross-sectoral collaboration between the public health
and health care sectors can help support the translation
of research and surveillance related to mental health
inequalities into tangible action and interventions. Our
findings point to several areas where collaborative training,
research, and policy development could help address
inequities in mental health and well-being. These areas
include social and structural determinants of mental
health, culturally sensitive health promotion and health
care, homophobia, racial and religious discrimination

in different social and institutional settings across the
life course, religious and cultural diversity in mental
health understandings, intergenerational mental health
interventions, and culturally responsive models of mental
health care.

5.2.3 PARTNERING ACROSS SECTORS

This report illustrates the importance of considering larger
social contexts, conditions, and systems that contribute

to inequalities in mental health services in terms of access
and availability. Although some actions to tackle mental
health inequalities can be addressed by public health,
most of the measures that can directly influence the social
determinants of health flow from the health system as well
as the mandates of other government sectors, community
organizations, civil society, and other stakeholders (313).
Public health partnerships with health system managers
and with other ministries and sectors can support more
integrated approaches. Addressing upstream factors that
shape people’s living conditions increase opportunities and
positive outcomes for mental health and well-being.
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Canada’s Chief Public Health Officer suggests that
involves partnerships across government, civil society,
community, and the private sector to strengthen
capacity, coordinate action and respond to public

health priorities (314). This approach could apply, for
example, partnerships with federal ministries that are
responsible for income, education, housing, employment
or immigration, which could help lead to structural
changes that address inequities in mental health and
wellness. Additionally, engagement with partners across
sectors can maximize investments during times of fiscal
austerity. The development of the Canadian Council on
Social Determinants of Health by PHAC is one example

of engaging with leaders from various sectors to address
health equity gaps and the social determinants of health.
To date, a number of products have been developed, each
of which discuss mental health and wellness. Among these
are Roots of Resilience: Overcoming Inequities in Aboriginal
Communities and the Pan-Canadian resource on evidence
and initiatives to improve the determinants of health for
children and their families (315).

Engaging with individuals and communities is also
necessary in a coordinated whole-of-society approach.
Community engagement, particularly with those
experiencing disadvantage, mitigates the barriers that
more conventional forms of evidence may introduce)

and helps illuminate needs, strengths, and resiliencies

of communities. Such community-focused public health
can, therefore, result in improved mental health outcomes,
appropriate program development, accessibility, uptake,
and fidelity.

Of particular importance is the need to engage with
Indigenous partners to advance mental wellness for

these communities. Strengthening key partnerships with
Federal, Provincial, Territorial, National, and regional
organizations was cited as a key element within the
distinct wellness plans of First Nations, Inuit and Métis
communities (7,11). These frameworks emphasize the need
for sustained commitment, partnerships, collaboration
with major healthcare providers, other service providers,
and jurisdictional partners (provincial territorial and
federal governments in particular) to ensure the needs of
Indigenous Peoples are met. These frameworks emphasize

that partnerships must be rooted in guiding principles for
First Nations, Inuit and Métis communities, respectively.
The First Nations Mental Wellness Continuum Framework,
for instance, calls for three guiding principles to direct the
establishment of effective partnerships based on mutual
respect: (1) First Nations must be recognized as a key
partner, (2) Partnerships must be complementary where
partners have a shared responsibility, and (3) Partners
must know the culture and the reality in which First Nations
live, collaborating in ways that reinforce First Nations
cultures, traditions, and languages. These frameworks call
for regions and communities, working in partnership, to
drive changes to the delivery of community based mental
wellness programs and services. These frameworks also
emphasize the need for national governance structures
that privilege “culture as the foundation” help bridge
gaps and promote a systems approach, set out objectives
and accountability mechanisms, and monitor and
evaluate progress on implementation in partnership

with Indigenous communities. They also stipulate the
importance of engaging Indigenous communities at the
outset as opposed to undertaking consultations once
programs or policies have already been developed. Finally,
the frameworks underscore the need to define clear roles
and responsibilities among Indigenous partners as well as
regional, national and federal governments (711).

Our findings point to the need for public health
interventions that attend to complex interactions
between the determinants of health, such as income,
employment, racism, community belonging and access
to healthcare, that result in inequities among population
groups. Attending to these complex interactions of
social determinants requires collaboration across
sectors and alongside people with lived experience when
developing programs and services to address mental
health inequalities and to build resilient communities.
Health in All Policies (HiAP) approaches hold promise
by advocating for a holistic perspective on health that

is systematically integrated into the decision-making
processes of all government sectors and departments
(316). HiIAP emphasizes the significance of addressing
the underlying causes of health and social issues within
policies, across all governmental sectors (316). The goal
is to achieve synergies that enhance health equity and
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benefits while minimizing social and health-related harms
(316). Fundamental to HiAP approaches is the need to
attend to the root causes of poor health, such as lack of
social protection, and accessibility to services and health
care. HiAP is a critical policy lever for addressing inequities
in mental health, because many of the drivers for mental
health outcomes are beyond the reach of the health sector,
as our report has indicated (316). Application of HiAP
requires an examination of the unintended but potentially
foreseeable consequences of policies that are not obviously
health related, (for example, Zoning regulations that might
impact active transportation and pollution) (316).

Collective Impact (Cl) offers a structured, cross-sector
approach to bringing together diverse stakeholders

to tackle complex issues and could be employed by
public health and mental health actors seeking to
address underlying causes of mental health inequities.

Cl fundamentally recognizes that mental health is
influenced by various social and structural factors.

The key principles of Cl include partners developing a
common agenda, shared measurement system, mutually
reinforcing activities, continuous communication, and
backbone support organizations (317). By bringing
together diverse partners such as government agencies,
non-profit organizations, health care providers, and
community groups, Cl allows for a more comprehensive
and coordinated approach to addressing the root causes of
mental health challenges.

The Quality of Life Framework for Canada is an analytical
framework that can help address mental health inequities,
particularly at the federal level. This framework looks
beyond Gross Domestic Product (GDP) to assess national
progress by taking into consideration how federal
investments align with 5 holistic domains of Quality of
Life (prosperity, health, society, environment, and good
governance). The Framework also includes two 2 cross-
cutting analytical lenses: (1) fairness and inclusion, which
is intended to inform policy and program development

by assessing the distribution of outcomes quality of life
indicators for different populations in Canada; and, (2)
sustainability and resilience, intended to promote long-
term thinking about quality of life in Canada (taking

into account non-economic factors like health housing,

Inequalities in mental health, well-being and wellness in Canada: Social determinants and changes over time

environment, and safety) (318). This approach to budgeting
has a strong potential to shift decision-makers to think
more holistically about wellness and create a culture of
collaboration across all sectors of government, while

also promoting action on the drivers of mental health

and well-being.

The findings from this report support a vision for a cohesive
intersectoral mental health strategy that is holistic and
advances the well-being goals of diverse stakeholders.
Implementing such a strategy would facilitate the adoption
of holistic approaches to promoting, preventing, and treating
mental health issues, beyond conventional mental health
care (319). This entails collaborating with various sectors
to improve the factors influencing mental well-being (319).
For instance, by enhancing access to education, employment
opportunities, housing, and social support systems (319).
Finland’s National Mental Health Strategy, launched in 2020,
provides one example of a collaborative, upstream, national
mental health strategy, given its inclusion of multisectoral
prevention and treatment activities across public and private
sectors as well as non-governmental actors (320). In another
example, New Zealand's 2019 Wellbeing Budget, which serves
as an example of an upstream policy approach, where
government investments and activities—including those

for mental health treatment and prevention—-were unified
under the goal of wellbeing (321).

In Canada, a federal multisectoral strategy for mental
health might include initiatives from diverse federal
departments that address the spectrum of structural,
social and environmental determinants that influence
mental health and well-being. This strategy could be
grounded in the Quality of Life Framework for Canada
which recognizes the multiple dimensions that influence
overall population well-being, including mental health
(154). As well, such a strategy could explore whole-of-
government processes to assess policies and programs
for their impacts on mental well-being and how they can
contribute to positive mental health.
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5.2.4 EMPLOY UNIVERSAL POLICIES
AND INTERVENTIONS ALONGSIDE
TARGETED INTERVENTIONS

In several cases, our findings show a narrowing of
inequalities over time driven by worsening rates in the
reference group. For instance, in section 4.1.1, our results
show how the inequality gap in self-rated mental health by
income narrowed over time, primarily reflecting worsening
positive mental health status among those with the highest
household income, especially during the first year of the
COVID-19 pandemic (2020-2022). In section 4.1.2, we show
how among both males and females, White non-immigrants
showed the greatest reduction in high self-rated mental
health over time and racialized immigrants reported the
smallest reduction. This translated into notable decreases
in high self-rated mental health inequality between
racialized immigrants and White non-immigrants, in both
absolute and relative terms, for both sexes. When temporal
dynamics of inequalities (in this case, narrowing of the
divide in positive mental health) is driven by worsening
rates in the best-performing or reference group, this is
referred to as “levelling down” (198). “Levelling down”
typically refers to an undesirable change of inequalities
(i.e., improvements should be seen by bringing up the level
of positive mental health of those who are worse off to that
of the best-performing group or “levelling up”).

Alongside this “levelling down" effect seen, our report
shows general declines in excellent/very good self-rated
mental health across multiple groups (i.e., declines were
seen across all income quintiles, in both employed and
unemployed groups, across groups experiencing different
levels of food insecurity, etc.). These findings suggest
that in addition to targeted interventions, there is a need
for universal interventions to help address these declines
across social strata (322). A combination of universal
and targeted interventions can help ensure that everyone
has the material and social resources to support their
mental health (322). Interventions may be designed

for universal delivery, but implemented at an intensity
that is proportionate to need, known as “proportionate
universalism” (323).
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5.2.5 RECOGNIZING AND OVERCOMING
CHALLENGES TO DATA AVAILABILITY
FOR HEALTH INEQUALITY MONITORING

In Canada, there have been increasing calls for

expanding existing population-based surveys, census or
administrative databases to address inequalities rooted
in systems of power and oppression (e.g., systemic
discrimination and racism). The concern is not just
overcoming longstanding data gaps by collecting more
granular demographic data or data on the structural
determinants of health (including climate change and
environmental conditions), but ensuring data are relevant
and of good quality (e.g., collecting reliable and complete
information). It also means systematic data collection,
analysis and reporting grounded in cultural responsiveness
and accessibility through collaborative engagement with
priority populations (i.e., why data are being collected,
who data are for, and what is going to happen with

them) (324,325).

Within this context, for the CCHS and other data sources,
one way to make improvements is to collect information
that challenges the history of discrimination by directly
collecting data on racism, race and ethnicity. This includes
expanding survey content to ask about experiences of
discrimination (overall and across different settings

such as healthcare, school, work, interactions with law
enforcement). Apart from expanding data collection to
topics for which data is currently unavailable, the use of
methods for sampling smaller population groups—termed
rare populations—is a key consideration. In general, a

low number of individuals is a common feature of health
inequalities monitoring because data sources are not
typically designed with the purpose of having sufficient
sample sizes in all population groups. It is, for example,
valuable to intentionally include more members of a
certain population or community into the sample to
produce estimates with adequate levels of precision.
This is sometimes referred to as oversampling. When this
happens, it may strengthen the capacity to generate new
analyses and/or the ability to draw conclusions from the
analyses. This is particularly important for intersecting
inequalities for which many of the population groups

are small or rare types (such as living in low income and
in rural areas, belonging to ethnic groups, and being a
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woman at the same time). Another area for improvement
is expanding linkages and harmonizing methods (including
questionnaires used) across data sources to provide
additional data for health inequality monitoring.

Lastly, as previously mentioned, the CCHS does not
capture data for people living on reserves or for people
living in northern communities of Quebec that include
Inuit Nunangat. To address some of these issues, PHAC
has provided financial support to the First Nations
Information Governance Centre (FNIGC) to develop

a complementary mental wellness report that will be
available in 2025. FNIGC's report will use data from the
First Nations Regional Health Survey (RHS), the first and
only national First Nations health survey that collects
wide-ranging information about First Nations people living
on reserve and in northern communities based on western
and Traditional understandings of health and well-being.
Data from the RHS is collected using an approach built
on an inherent respect for data sovereignty in accordance
to First Nations principles of OCAP® (Ownership, Control,
Access and Possession), which assert that only First
Nations have control over data collection processes in
their communities, and that they own and control how
this information can be stored, interpreted, used, or
shared (324).

In addition, there is a need for periodic detailed reporting
on the magnitude and trends of health inequalities and
their determinants to inform potential future policy and
program decision-making to more effectively reduce health
inequalities, and enable the monitoring of progress in this
area, and facilitate collaborative action across jurisdictions.
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6. Concluding Remarks

To conclude, our report has explored both qualitative

and quantitative evidence, demonstrating the impacts

of socioeconomic conditions, racism and discrimination,
community belonging and health care access on mental
health inequalities. We have summarized how these factors
can intersect to produce deep inequalities in mental health
and among populations groups. Of note, our findings also
indicate that these inequalities have persisted, and in some
cases deepened over time.

This report, including the discussion of the broad
definitions of mental health and well-being and the use
of multiple forms of knowledge to contextualize these
understandings, shows new insights into the surveillance
and monitoring of mental health inequalities.

Our findings point to important public health actions

that can be taken to address these trends in inequalities,
including the need to move beyond individualized and
pathological conceptualizations of mental health, towards
more holistic understandings that attend to structural
determinants of health and their impacts, the need to apply
population health perspectives in clinical mental health
contexts to modify and orient interventions, and the need
to partner not only with other government departments but
also with community and people to address inequities in
mental health.
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