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2022 PORTRAIT OF THE

MENTAL HEALTH

OF SME WORKERS
IN CANADA —————————————————
CONTEXT
The COVID-19 pandemic appears to have exacerbated mental health difficulties that were
already considered prevalent and costly before this public health crisis. In 2017, approximately
500,000 people in Canada were absent from work each week due to mental health issues
(Chai, 2017). The mental health portrait is even worse for women (Pelletier et al., 2021) and for
people who are members of marginalized communities, e.g., people living with pre-existing
mental health difficulties, immigrants, racialized individuals (Boulet & Boudarbat, 2015;
Coulombe et al., in press; Pacheco et al., 2020). Over the past few decades, many organizations
in Canada and internationally have implemented or provided access to prevention programs,
as well as mental health and wellness initiatives, in order to help prevent mental health issues
and to support workers living with psychological difficulties.
There is evidence, albeit limited, to suggest that, in smaller businesses (1 to 99 people), mental
health support is much less available to individuals than in larger businesses (Lefranc, 2021).
However, small businesses represent approximately 98% of all businesses employing
individuals in Canada (Statistics Canada, 2021a). Small businesses employ approximately 10
million people, equivalent to two-thirds of the Canadian workforce (Statistics Canada, 2022a),
compared to 3.4 and 2.4 million people, respectively, employed by medium (100-499 people)
and large (500+ people) businesses (Statistics Canada, 2022b). Approximately 20% of small and
medium-sized enterprises (SMEs) in Canada are in the goods sector, while approximately 80%
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are in the services sector (Statistics Canada, 2021b). More than half of the SMEs in Canada are
located in Ontario and Quebec (448,559 and 255,822, respectively) (Statistics Canada, 2021b).
Despite the salient role of SMEs for employment and for the economy in Canada, the mental
health of people working in SMEs and the challenges they face have been very rarely
documented scientifically. Our team identified only one study on this topic, whose data were
collected in Quebec, rather than Canada-wide, and which was conducted more than ten years
ago (Plamondon, 2014). Given this situation, our research team, from the Relief Chair in Mental
Health, Self-Management, and Work, undertook this study in order to provide an in-depth and
updated portrait of the mental health of SME workers in Canada. The overall goal of our study
was to gain a better understanding of the situation of these individuals, of the risk factors they
face, and of the resiliency factors (psychosocial safety climate at work, self-management,
mental health knowledge, and support/promotion programs and initiatives) that can be
leveraged by individuals and organizations to promote mental health.
According to contemporary research, complete mental health is measured along two distinct
axes: 1) the absence of symptoms of mental health issues, and 2) the presence of personal
flourishing, i.e., manifestations of emotional (e.g., life satisfaction), psychological (e.g., meaning
in life), and social (e.g., sense of social contribution) well-being, whether in one’s general life
(Keyes & Simoes, 2012; Provencher & Keyes, 2011) or specifically at work. Several studies show
that these two axes are statistically distinct (Coulombe et al., 2015; Coulombe et al., 2016;
Westerhof & Keyes, 2010). Only complete mental health (indicators: low symptoms of mental
health issues and high flourishing) has been linked to the most optimal pattern of correlates:
less absenteeism, better physical health and lower health care utilization (Keyes, 2013).
Regardless, the vast majority of studies reviewed, including the major occupational health
surveys in Canada and internationally, have focused on a limited set of indicators, mostly
negative in nature (anxiety, distress, exhaustion, depression) (Howatt et al., 2017; Mental Health
America, 2021; Riley et al., 2021; Vézina, 2008; Vézina et al., 2011). One of the few studies including
positive indicators (e.g., feeling relaxed, able to manage problems, close to others) suggests
that high levels of these indicators among workers are protective against the adverse effects
of work stressors on distress levels (Page et al., 2014). However, very little is known about the
factors that influence mental health specifically among SME workers. Furthermore, beyond
mental health difficulties and risk factors, there are few studies and intervention programs that
mobilize people’s resiliency and the power they can take over their health by implementing
self-management strategies (i.e., daily actions one can take to promote their well-being)
(Coulombe et al., 2015; Coulombe et al., 2016; Houle et al., 2013).
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THEORETICAL FRAMEWORK
Not specific to the context of SMEs, a large body of work in psychology and occupational health
has explored the role of work in the development and maintenance of mental health
difficulties (Bakker & Demerouti, 2017; Demerouti et al., 2017; Dimoff & Kelloway, 2013; Kelloway,
2017; Kelloway & Day, 2005; LaMontagne et al., 2014; LaMontagne et al., 2019; Nicolas et al., 2018).
According to the research in positive psychology (Lomas et al., 2015) and the Bioecological
Model of Well-being (Bone, 2015), people are embedded in a complex ecosystem that includes
the physical and social environment of their workplace, but also its wider social environment.
In the field of occupational mental health, the IGLO model (De Angelis et al., 2020; Nielsen et
al., 2018, 2020) proposes that the intervention factors to target in order to promote mental
health are located at several ecosystemic levels: the Individual, the Group or team, the Leader,
and the Organization.
At each level of the IGLO model, psychosocial risk factors can reduce well-being and increase
mental health difficulties. The Job Demands-Resources Model (Bakker & Demerouti, 2014,
2017; Demerouti & Bakker, 2011) provides a holistic perspective on these risks, through the lens
of work demands, i.e., the aspects of work that require physical or psychological effort and are
associated with physiological or psychological costs (Bakker & Demerouti, 2017). The demands
commonly studied include the emotional burden of certain jobs (Demerouti & Bakker, 2011;
Idris, Dollard & Yulita, 2014), workload, lack of recognition (El Akremi, Sassi & Bouzidi, 2009;
Vézina, 2008), and stress related to the use of new technology (e.g., when teleworking)
(Ayyagari, Grover & Purvis et al., 2011; Dragano & Lunau., 2020; Farrish & Edwards, 2020). Stigma
(i.e., negative attitudes) towards people with mental health issues in the workplace can also be
considered as a factor that can negatively affect the well-being of these people (Fox, Smith &
Vogt, 2016).
In contrast, the Job Demands-Resources model also suggests that individual and
organizational resources, which serve to achieve goals or stimulate people’s growth, can
reduce the negative effects of demands (Bakker & Demerouti, 2017; Xanthopoulou et al., 2007).
While individuals who experience risk factors may experience negative mental health effects,
a certain proportion may exhibit resilience, i.e., a relatively good mental health despite the
presence of stressors (Cicchetti, 2010; Coulombe et al., 2020; Kuntz, Malinen & Näswall, 2017;
Masten, 2019; McKee et al., 2017; Rook et al., 2018; Ungar & Theron, 2020). Resilience is likely to
emerge if the right resources are present in the ecosystem of the individual and of their
organization (Cicchetti, 2010; Coulombe et al., 2020; Masten, 2019).
At the individual level of the IGLO model are individuals’ mental health self-management
practices, which stem from their personal knowledge of mental health. A concept that
originated in the field of chronic diseases (Barlow et al., 2002; Lorig et al., 1999), but has relatively
new applications to mental health, self-management refers to concrete strategies that people
put in place in their daily lives to reduce mental health difficulties, prevent relapses, and
optimize their well-being (Barlow et al., 2002; Barlow et al., 2005; Cook et al., 2012; Omisakin &
Ncama, 2011; Villagi et al., 2015). Studies of people in recovery from anxiety, and depressive and
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bipolar disorders indicate that they employ a range of beneficial self-management strategies
in their daily lives (Coulombe et al., 2015; Coulombe et al., 2016; van Grieken et al., 2015; van
Grieken et al., 2018; Villagi et al., 2015), from seeking professional support, to trying to recognize
their strengths and weaknesses, to making changes to their home or work environment
(Meunier et al., 2019; Villaggi et al., 2015). Studies of people with mental health issues show that
self-management is associated with increased well-being and reduced symptoms (Coulombe
et al., 2015; Coulombe et al., 2016; Villaggi et al., 2015). Some research supports the applicability
of self-management in the workplace in order to help reduce symptoms of mental health
issues (Meunier et al., 2019), but also to prevent these difficulties and promote workers’
flourishing (Auger et al., 2021).
With a focus on developing individuals’ knowledge of and empowerment over their mental
health (Coulombe et al., 2015; Sterling et al., 2010; Pulvirenti, McMillan & Lawn, 2014; Villaggi et
al., 2015), a self-management support approach contrasts with the usual approach to mental
health care. The usual approaches are most often directive and prescriptive, and focus on the
individual’s adherence to activities chosen and offered by an expert (Corrigan et al., 2012). This
traditional approach may be off-putting to some people and may explain the low uptake of
some types of interventions (e.g., employee assistance programs; McRee, 2017) that is often
observed. However, there are limited data on mental health self-management specifically in
the workplace (only one published study: Meunier et al., 2019).
The notions of self-management and self-management support (e.g., by the organization and
its managers) have a strong potential to foster the engagement of all relevant stakeholders
towards promoting workers’ mental health. For the individual, applying self-management
strategies to optimize their mental health, both in their general life and at work, does not mean
doing so alone; support in the environment can play an important role in guiding the individual
in their self-management practices. Indeed, social support is central to much of the work on
mental health in general (Taylor, 2011; Underwood, 2012) and at work (Barros et al., 2017;
Caesens et al., 2020; Jolly, Kong & Kim, 2021). In the IGLO model, social support (informational,
instrumental and affective) is found across the group, leader and organizational levels
(Taylor, 2011), originating from three sources (Yucel & Minnotte, 2017). At the organizational
level, the concept of psychosocial safety climate is a useful way to conceptualize what
constitutes social support from the organization (Hall, 2007; Dollard & Bakker, 2010; Idris &
Dollard, 2014; Idris et al., 2012). A high psychosocial safety climate is perceived by employees
when: 1) senior management is committed to supporting psychological health (e.g., early
intervention to reduce risks); 2) senior management prioritizes psychological health; 3) all
hierarchical levels are involved in psychological health initiatives; and 4) organizational
communications allow for two-way exchanges between employees and management
concerning psychological health (Desrumaux & Gillet, 2006; Loh, Zadow & Dollard, 2020). As an
upstream factor, a high psychosocial safety climate provides a context that fosters a work
environment where psychosocial risks are reduced and the use of resources is encouraged
(Dollard & Bakker, 2010; Lawrie, Tuckey & Dollard, 2018).
To our knowledge, the various risk (demands) and resilience (resources) factors mentioned
above have rarely been studied concurrently in the same study, thus limiting our
understanding of their unique contribution to mental health. Moreover, they have rarely been
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studied specifically among SME workers in Canada, making it difficult to assess their impacts
and to guide interventions that target these factors in mental health interventions in the
context of smaller enterprises.

OBJECTIVES
The objectives of the study were to develop a portrait of 1) mental health indicators, mental
health knowledge, and self-management capacities among people employed in SMEs in
Canada, and 2) individual and organizational demands and resources likely to influence mental
health among these workers. In order to properly account for the significant diversity of
individuals and employment situations in SMEs in Canada, the intention was also to nuance
the portrait obtained by considering differences in mental health and associated factors
according to sociodemographic (e.g., age, gender, immigration status) and work-related (e.g.,
SME size, industry sector) characteristics.

METHODS
PARTICIPANTS
Participants in the study were recruited between February 11 and 25, 2022, on an online
platform by the Synopsis company inviting people from the LEO web panel. The inclusion
criteria were: 1) to live in Canada; 2) to be 18 years of age or older; 3) to be employed by a private
organization (for-profit or not-for-profit) employing a maximum of 499 people; 4) to work a
minimum of 14 hours per week for that private organization. The individuals completed a
consent form and then answered questions regarding the inclusion criteria before completing
the questionnaire. Those who completed the questionnaire received compensation in the
form of LEO points. A total of 2,500 people were recruited. An effort was made in the
recruitment process to reach a good representation of genders, regions, and SME sizes.
Once collection was complete, using the 2016 Census, data was weighted based on age,
gender, and business size by main regions (Atlantic Provinces, Quebec, Ontario, Prairies, and
British Columbia) to ensure that the sample in each major region was as representative as
possible of the population of SME employees in Canada. Regions were then weighted
according to their respective weights in order to represent Canada as a whole. For Quebec,
additional weighting was performed according to first language and the Montreal-Laval
region to account for the sociolinguistic and territorial realities of the province.
The characteristics of the sample (before and after weighting) are presented in the following
table.
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VARIABLES

Age (years), mean (s.d.)
Gender, n (%)
Men
Women
Non-binary / Other
Missing response

UNWEIGHTED VALUES

WEIGHTED
VALUES

45.4 (13,2)

44.4 (14)

1260 (50,4)
1228 (49,1)
8 (0,3)
4 (0,2)

1447 (57,9)
1039 (41,5)
9 (0,4)
5 (0,2)

Mother tongue, n (%)
French
English
Other

916 (36,6)
1368 (54,7)
216 (8,6)

542 (21,7)
1721 (68,8)
237 (9,5)

Canada-born, n (%)
Yes
No

2041 (81,6)
459 (18,4)

2003 (80,1)
497 (19,9)

Ethnicity, n (%)
White
Racialized
Missing response

1895 (75,8)
571 (22,8)
34 (1,4)

1763 (70,5)
696 (27,9)
40 (1,6)

Highest level of education completed, n (%)
High school diploma/High school equivalency certificate
Vocational diploma or certificate
College diploma or certificate
University diploma or certificate below bachelor’s degree
Bachelor’s degree
University diploma or certificate higher than bachelor's degree
Doctor or medicine (general, dental, veterinary or optometry)
Master’s degree
Ph.D.
Missing response

321 (12,8)
227 (9,1)
660 (26,4)
160 (6,4)
628 (25,1)
191 (7,6)
27 (1,1)
225 (9)
37 (1,5)
24 (1)

355 (14,2)
193 (7,7)
633 (25,3)
158 (6,3)
613 (24,5)
224 (9)
33 (1,3)
223 (8,9)
35 (1,4)
32 (1,3)

Marital status, n (%)
Married or common law
Never married
Separated, divorced or widowed
Other

1602 (64,1)
601 (24)
277 (11,1)
20 (0,8)

1541 (61,6)
663 (26,5)
277 (11,1)
19 (0,7)

Parental status, n (%)
At least one child below 18 years of age
No child below 18 years of age

757 (30,3)
1743 (59,7)

713 (28,5)
1787 (71,5)

269 (10,8)
742 (29,7)
359 (14,4)

341 (13,6)
965 (38,6)
485 (19,4)

Region, n (%)
British Columbia
Ontario
Prairies (Alberta, Manitoba, Saskatchewan)
Atlantic Provinces (New Brunswick, Newfoundland and Labrador, Nova Scotia,
Prince Edward Island)
Quebec
Territories (Nunavut, Yukon, Northwest Territories)

126 (5)

151 (6)

1004 (40,2)
0 (0)

559 (22,4)
0 (0)

Annual household income ≥ $60,000, n (%)
Missing response

1513 (60,5)
205 (8,2)

1463 (58,4)
210 (8,4)

Full-time work (30+ hours per week;
vs. part-time, i.e., less than 30 hours), n (%)

2193 (87,7)

2159 (86,4)

1812 (72,5)
688 (27,5)

1942 (77,7)
558 (22,3)

SME size, n (%)
Small (1 to 99 people)
Medium (100 to 499 people)

___
6

VARIABLES

UNWEIGHTED VALUES

WEIGHTED
VALUES

470 (18,8)
270 (10,8)
253 (10,1)
235 (9,4)
221 (8,8)
157 (6,3)

463 (18,5)
260 (10,4)
253 (10,1)
226 (9)
232 (9,3)
165 (6,6)

480 (19,2)
2020 (80,8)

473 (18,9)
2027 (81,1)

640 (25,6)
487 (19,5)
547 (21,9)
387 (15,5)
224 (9)
215 (8,6)

658 (26,3)
479 (19,2)
515 (20,6)
364 (14,6)
269 (10,8)
215 (8,6)

Sector of industry, n (%)
Professional services
Manufacturing
Retail trade
Health
Construction
Finances
Presence of a trade union in the SME, n (%)
Yes
No
Type of job held
Management job
Job requiring university education
Job requiring college training
Job requiring high school education
Job requiring on-the-job training
Other

NOTE mean=mean for all people in the sample (weighted or not);
s.d.=standard deviation; n=number of people; %=percentage of people.

MEASURES
The online questionnaire took about 20 minutes to complete. It consisted of a number of
measurement scales and statements designed to measure the concepts described below, in
addition to a few additional statements that were developed for this study in order to address
more specific themes (e.g., perceived impacts of COVID-19, being in support or not of the right
to disconnect), as well as sociodemographic (e.g., age, gender, ethnicity) and work-related (e.g.,
industry sector, SME size) questions. The majority of the scales were derived from previous
scientific work with demonstrated psychometric validity and reliability. Since respondents
could answer in either French or English, scales validated only in one or the other language
were professionally translated.
Cronbach's alpha, an indicator of measurement reliability, is presented in the table for each
scale. The values obtained, the vast majority of which are above 0.70 (the recommended
threshold for adequate reliability), suggest a high reliability of the scales.

CONCEPT
MEASURED

DEFINITION OF THE
CONCEPT

Mental health in general
Psychological
Anxiety and depression
distress
symptoms
Manifestations
of
positive well-being, e.g.,
Flourishing
sense of meaning in life,
positive
relationships,
optimism

NAME OF THE
MEASURE

Patient
Health
Questionnaire-4

Flourishing Scale
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REFERENCES

CRONBACH'S
ALPHA

NUMBER OF
PEOPLE WITH
VALID DATA
(UNWEIGHTED)

Kroenke et al.
(2009)

0.876

2,500

Diener et al. (2010)

0.928

2,500

CONCEPT
MEASURED

DEFINITION OF THE
CONCEPT

Mental health at work
Positive feelings at work
or about work, e.g.,
Positive well-being
sense of meaning at
at work
work, pride,
accomplishment
A syndrome
characterized by
feelings of physical,
Burnout
emotional and
cognitive exhaustion
due to chronic exposure
to occupational stress

REFERENCES

CRONBACH'S
ALPHA

NUMBER OF
PEOPLE WITH
VALID DATA
(UNWEIGHTED)

Thriving subscale
of the Index of
Psychological
Well-Being at
Work

DagenaisDesmarais &
Savoie (2012)

0.940

2,500

Shirom-Melamed
Burnout Measure

Sassi & Neveu
(2010); Shirom &
Melamed (2006)

0.898

2,500

Evans-Lacko et al.
(2010)

0.766

2,359

Coulombe et al.
(2015)

0.734

2,500

Roberge, Meunier
& Cleary
(manuscript
submitted for
publication)

0.864

2,500

Britt (2000)

0.896

1,348

Szeto et al. (2019)

0.658

2,500

Biron et al. (2016);
Dollard (2019)

0.907

2,500

NAME OF THE
MEASURE

Individual factors possibly associated with mental health
Knowledge of mental
Mental Health
Mental health
health issues and their
Knowledge
knowledge
treatments, and of ways
Schedule
to promote well-being
Daily actions that
Mental health selfpeople take to reduce
Mental Health Selfmanagement
symptoms, prevent
Management
strategies in one’s
relapses, and promote
Questionnaire
general life
their well-being
Actions that people
Mental health selftake at work to reduce
Mental health Selfmanagement
symptoms, prevent
Management at
strategies at work
relapses, and promote
Work Scale
their well-being
Work-related factors possibly associated with mental health
The perception that
Anticipated stigma
disclosing mental
Items adapted
towards oneself at
health difficulties at
from a previous
work due to mental
work will have negative
study
health issues
effects on one’s work
experiences and career
Negative attitudes
Stigma towards
towards colleagues and
Opening Minds
people at work
managers at work who
Scale for
living with mental
are experiencing
Workplace
health issues
mental health
Attitudes
difficulties
Employees' perceptions
of organizational
policies, practices and
procedures related to
the protection of
Psychosocial safety
psychological health
Psychosocial
climate at work
(Dollard and Bakker,
Safety Climate-4
2010), reflecting the
perceived degree of
prioritization of mental
health-related issues in
the organization
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CONCEPT
MEASURED

Perceived
psychosocial risks
in the work
environment

Mental healthsupportive support
from supervisors

Technostress

Work-life/family
balance

Presenteeism,
absenteeism and
self-reported
performance

Access to and
perceptions of the
Employee
Assistance
Program (EAP)
within the
organization

REFERENCES

CRONBACH'S
ALPHA

NUMBER OF
PEOPLE WITH
VALID DATA
(UNWEIGHTED)

Vézina et al. (2011)

0.770

2,500

Bouchard, &
Meunier (2022)

0.922

2,222

Items from a
technostress scale

Nimrod (2018)

0.702

2,500

Balance subscale
of the Guarding
Minds at Work
Questionnaire

Samra et al. (20092020)

0.816

2,500

WHO Health and
Work Performance
Questionnaire &
Lam Employment
Absence and
Productivity Scale

Kessler et al.
(2003); Lam,
Michalak &
Yatham (2009)

0.892

2,500

Various items
based on previous
work

Milot (2019); City of
Montreal (2019)

N/A

2,500

DEFINITION OF THE
CONCEPT

NAME OF THE
MEASURE

Employees' perceptions
(positive vs. negative) of
the following factors:
 Workload (amount of
work, consistency of
demands, emotional
burden)
 Autonomy
(opportunity to
develop oneself and
to exercise control)
 Support from
colleagues (assistance
from colleagues and
sense of belonging)
 Recognition
(monetary rewards,
i.e., salary, or social
rewards, i.e., fair
treatment, respect or
esteem for efforts and
accomplishments)
Frequency of positive
(i.e., supportive of
mental health)
supervisory practices,
i.e., concrete, emotional,
informational support
Stress related to the use
of technology at work,
especially its potential
complexity and its
effects on workload
Recognition by the
organization of the
need for people to
balance the demands of
work with those of their
personal/family life
Respectively: proportion
of hours not worked out
of the number of hours
normally expected to be
worked; presence of
troublesome symptoms
and reduced
productivity at work;
overall self-assessed
performance (on a scale
from the worst to the
best possible
performance)
Presence or absence of
an EAP available to
workers and, where
applicable, perceptions
of confidentiality and
accessibility of EAP
services and the shame
associated with their
use.

Questions used in
the Quebec Survey
on Working,
Employment and
OHS Conditions

Scale of
Psychological
Health-Supportive
Behaviours by
Supervisors
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CONCEPT
MEASURED

DEFINITION OF THE
CONCEPT

Access to other
mental health and
wellness programs
and initiatives
within the
organization

Presence or absence of
various
programs/initiatives,
e.g., awareness
campaign, support and
accommodation for
people returning to
work, support/self-help
group, employee
consultation

NAME OF THE
MEASURE

Items developed
by the research
team for the
present study

REFERENCES

CRONBACH'S
ALPHA

NUMBER OF
PEOPLE WITH
VALID DATA
(UNWEIGHTED)

N/A

N/A

2,500

ANALYSIS
The results presented in this report are based on the following analyses:









In order to describe the trends observed among SME workers, means were
calculated for constructs measured on a continuous scale (e.g., level of wellbeing at work), while percentages were calculated for binary or
multicategorical variables (e.g., scoring above or below the clinical threshold
for depression or anxiety).
Comparative analyses (t-test, ANOVA, chi-square test; selected based on
variable type) were conducted to determine whether significant differences
exist between certain subgroups of individuals based on their
sociodemographic and work-related variables (e.g., men vs. women, small vs.
medium-sized firms, non-Canada-born vs. Canada-born, etc.)
Logistic regression analyses were conducted to determine the individual and
work-related factors associated with mental health indicators and to
determine the weight of each factor in predicting the likelihood of reporting
anxiety and depression above a clinical threshold.
Multiple linear regression and logistic regression analyses were conducted to
examine the associations between selected mental health indicators and
organizational performance variables (absenteeism, presenteeism, selfreported performance).

Except where noted, the results are based on weighted data from 2,500
individuals.
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FINDINGS
GENERAL WELL-BEING
AND MENTAL HEALTH
A majority of workers live with mental health issues. More than half (54.7%) of
the people report living with at least one mental health issue. The issues most
often indicated are burnout (25.2%), anxiety disorders (22.7%) and depression
(19.5%).
One in three workers appears to be living with psychological distress.
According to the screening tool used, 24.3% of people live with anxiety
symptoms above a clinical threshold, while 20.7% have depressive symptoms
above a clinical threshold. Overall, one in three people (29.9%) experiences
significant psychological distress, characterized in the study by a score above
the clinical threshold for either mental health issue (i.e., anxiety or depression).

Only a quarter of workers are flourishing (i.e., reporting a high degree of
positive well-being). Participants rated their level of agreement with five
statements representing possible manifestations of positive well-being in their
lives in general. Agreeing with the statement meant that the person perceives
themselves to be experiencing the manifestation of well-being described in
the statement. Based on these answers, about one in four people (27.2%) can
be considered to be flourishing, i.e., they agree with each of the five statements
proposed. The following graph illustrates the extent to which people agree
with each statement about flourishing.
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It is possible for a worker to be flourishing even if they are experiencing
psychological distress. Previous studies suggest that complete mental health
is not defined solely by the absence or presence of a mental health problem.
In fact, there are two distinct elements that can be used to assess complete
mental health. The first is the severity of mental health issues’ symptoms, along
a continuum ranging from no symptoms to very severe symptoms. The second
is flourishing, along a continuum from languishing (stagnation) to flourishing
(self-actualization).
Flourishing and non-flourishing workers who participated in the study were
compared according to their experience or not of significant psychological
distress (presence or absence of anxiety or depression above a clinical
threshold). As the graph shows, people who are below the clinical threshold for
psychological distress appear to have a greater likelihood of flourishing than
those who have distress scores above the clinical threshold (34.8% vs. 9.5%).
However, the results also show that a person who does not experience
significant psychological distress is not necessarily flourishing. In fact, one in
three workers who do not experience significant psychological distress is
flourishing. Conversely, it is possible for a person to experience psychological
distress but to be flourishing nevertheless, as is the case here for one in ten
workers experiencing significant distress.

___
12

*NOTE Based on the answers of 2,499 respondents

WELL-BEING AND
MENTAL HEALTH AT WORK
Based on having scores above a clinical threshold on the measure used, just
over one in five (22.1%) workers live with burnout. More specifically, about one
in three people reports frequent physical symptoms related to burnout, while
about one in five reports frequent cognitive or emotional symptoms.

___
13

Overall, SME workers in Canada seem to experience a relatively high level of
well-being at work. Based on a scale ranging from 0 (very low well-being) to
4 (very high well-being), workers report an average score of 2.59, indicating a
moderate to high degree of well-being. In general, their well-being seems to
be the highest with regard to liking their job (M 1 = 2.72) and pride in their job
(M = 2.76). The average is somewhat lower for the degree of excitement about
one's work, an item that was scored 2.31 on average.

PERCEIVED IMPACTS OF THE
COVID-19 PANDEMIC ON MENTAL
HEALTH IN GENERAL AND AT WORK
Most workers perceive that the COVID-19 pandemic has an impact on them, and they
are proportionally more numerous to report an impact of the pandemic on their
general mental health than on their well-being at work. With regard to mental health
in general, the perceived impact is negative for 47.1% of workers, compared to an
impact perceived to be positive for 13.7% and neutral for 39.3%. As for well-being at work,
the perceived impact is negative for 33.5% of people compared to a perceived positive
impact for 19.4% and a perceived neutral impact for 47.2%.

1

M refers to the mean obtained for this indicator with the weighted sample.
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MENTAL HEALTH KNOWLEDGE AND
MENTAL HEALTH SELF-MANAGEMENT
About 80% of workers agree with the statements presented to them, for which
agreement means higher mental health knowledge. However, compared to
the other statements, a larger proportion of people (13.7%) report disagreeing
about knowing what to do to get better if they faced a mental health issue,
suggesting the importance of continuing psycho-educational efforts
surrounding mental health at work.
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In the past two months, people have frequently (i.e., often or very often) used
about three to four different mental health self-management strategies in
their general life. The three mental health self-management strategies most
frequently used by people in their lives in general are: learning to live with their
strengths and weaknesses (61.1%); considering their capabilities when
scheduling (57.0%); and focusing on the present moment (55.0%). Consulting
resources or people (e.g., psychologist, community organization) to manage or
prevent mental health issues was the least often used strategy. Indeed, almost
56% have never or rarely used this strategy in the past two months.

In the last two weeks, on average, people frequently (i.e., often or very often)
used about five different strategies for mental health self-management
health at work. A large proportion of people frequently tried to focus on the
work to be done (65.2%), create positive relationships with colleagues and
supervisors (59.4%) and maintain a work-personal life balance (56.1%). However,
relatively few people frequently implemented the strategies of giving oneself
permission to make mistakes (33.0%), asserting one's needs and expectations
(35.7%), and trying to identify sources of stress in one's work environment or
conditions (38.5%).
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MENTAL HEALTH STIGMA
IN THE WORKPLACE
The level of stigma in the work environment anticipated by people who
report living with mental health issues is moderate overall. Based on the
responses to three questions, on a scale from 0 (low) to 4 (high), the average
anticipated stigma level is 2.01. Specifically, about one in three people has the
perception that disclosing mental health issues could hurt their career or lead
to co-workers trusting them less. Two out of five people feel that disclosure
could lead to being treated differently by supervisors.

*NOTE Based on 1,369 respondents living with mental health issues
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Compared to anticipated stigma towards oneself, study participants’ own
level of stigma towards colleagues and supervisors living with mental
health issues is lower.2 Based on responses to three questions, on a scale from
0 (low) to 4 (high), the average level of stigma towards others is 1.11. Thus, just
over three quarters would stick up for a co-worker with mental health issues if
they were being teased, or would help a colleague if that person was behind
at work because of mental health issues. Nevertheless, as the graph suggests,
only just over half of people disagree with the statement that they would not
like to be supervised by someone who had been treated for a mental health
issue.

*NOTE Based on 2,500 respondents (with or without mental health issues)

WORK ENVIRONMENT CONDITIONS
A high psychosocial safety climate is perceived within their organization by
47.8% of workers, whereas it is perceived to be low by 52.2%. This suggests that,
according to the majority of workers, psychological health is not adequately or
sufficiently prioritized in the SME employing them.
Psychosocial risks at work were assessed on a scale ranging from 0 (very
negative perception) to 4 (very positive perception). On average, people
perceive a relatively neutral situation (mean around 2 overall). The situation
seems to be slightly more positive with regard to support from colleagues and
autonomy at work, with respective average scores of 2.28 and 2.32. Workload
and recognition have slightly lower mean scores (mean between 2.06 and 2.18).
This suggests that there is room for improvements within SEMs regarding

A statistical test (paired t-test; t=27.68, p<0.001) shows that people report significantly less stigma towards others at work living with
mental health issues compared to the degree of stigma they anticipate towards themselves.
2
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autonomy, adequate workload, support from colleagues and recognition at
work.

A proportion of 15.7% workers report having been subjected to psychological
harassment in the workplace (i.e., words or actions, repeated or not, that
undermine a person’s dignity or integrity) in the last 12 months.
On a scale ranging from 0 (support never offered) to 4 (support offered very
often), with regard to numerous supervisory practices thought to be
supportive of employees' mental health, workers perceive moderately
frequent support by managers (M=2.29) 3. The frequency varies depending on
the type of supervisory practice. The most frequent support practices are clear
communication, being provided with the materials and resources needed for
one's work, clear instructions about tasks to perform, and prompt responses to
employees’ needs and requests. These practices are reported by at least one in
two people as being implemented often or very often by their supervisor. The
least frequently performed support practices concern the emotional support
offered by managers, managers asking about workloads and problems, and
managers asking about employees’ physical or mental health. In fact, one in two
workers reports that their supervisor never or rarely asked them about their
physical or mental health.

3

This result is based on 2,209 respondents (weighted data).
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*NOTE Based on responses from 2056 to 2241 people (depending on the statement).

The degree of stress caused by the use of technology at work (technostress) is
relatively low overall (M = 1.71, on a scale from 0, low, to 4, high). Only one in five
perceives that they experience stress because technologies are complex to use
or because technologies are a burden due to constant upgrades and
developments. However, one in three says that technologies at work require
them to respond more quickly, suggesting a certain amount of stress caused by
the intensification of work due to the use of technologies.

With regard to the right to disconnect, almost half of people support the idea
that the government should legislate to regulate the right not to be
permanently contacted by their employer outside normal working hours.
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The average situation of individuals with respect to work-life/family balance is
slightly more positive than negative (M = 1.99 on a scale from 0, low, to 3, high).
However, just over one quarter of respondents feel that their employer does not
support their work-life balance. The same proportion of respondents feel that
their employer does not encourage them to take the breaks and time off to
which they are entitled.
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WORKPLACE MENTAL HEALTH
AND WELLNESS SUPPORT PROGRAMS
An Employee Assistance Program (EAP) is available to less than one in three
workers. Just over half of the respondents report not having access to an EAP.
A sizeable proportion (about one in five people) does not know whether or not
such a program is available in their organization. A higher proportion of people
report having an EAP available to them among those working in mediumsized enterprises (49.1%) compared to those in small enterprises (21.6%).

Overall, a majority of people with an EAP available to them perceive
consultations with EAP service providers to be confidential, although about
one in ten believes that they are not. A large proportion of people (84.0%)
perceive that their managers are aware of the procedures for accessing the
EAP, although about one in six believes they are not. Among those who have
used EAP services in the past six months for a mental health issue, a majority
(83.5%) would recommend these services to colleagues. Among those who
have not accessed EAP services, almost 30% agree that seeking mental health
services through the EAP would make them feel ashamed or embarrassed,
highlighting potential mental health stigma at work.
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NOTES
*Based on the responses of 694 people who have access to EAP services in the organization
**Based on the responses of 105 people who have used EAP services in the last six months for a mental health
issue
***Based on the responses of 589 people who have access to EAP services in their organization, but have not
used them for a mental health issue in the last six months

Individuals were asked about the existence of various mental health and
wellness programs and initiatives, other than the EAP, in their organization.
Each of the 12 programs and initiatives proposed in the questionnaire appears
to be available to between 14.4% and 22.1% of workers. The most frequently
available (for 21% or more of workers) are wellness promotion activities and
tools, as well as accessible information banks on mental health issues and
procedures for getting support, and health and/or well-being committees that
include the participation of employees. It should be noted that, for each of the
proposed programs and initiatives, approximately 20% to 30% of people are
not aware of its existence or lack thereof within the organization, highlighting
that the programs’ and initiatives’ publicity could benefit from being
improved.
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For more than half of the workers (54.0%), none of the proposed programs
and initiatives are available in the organization, to their knowledge. This
proportion rises to 58.8% for those working in small enterprises, compared to
37.3% for those in medium-sized enterprises.
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COMPARISONS ACCORDING TO
SOCIO-DEMOGRAPHIC AND
WORK-RELATED VARIABLES

AGE

This section presents the highlights from analyses conducted to examine the
presence of significant differences in workers’ responses to the questionnaire
according to socio-demographic characteristics and variables related to
employment. The tables (presented in the Appendix section) show the
detailed results of these analyses. Only the highlights of the main statistically
significant differences are described here. Graphs are also presented to
illustrate age-related differences. Age is brought to the forefront here because
of the emergence of many significant results in participants’ responses
depending on this characteristic.
On average, levels of psychological distress, measured on a scale from 0 to 12,
appear to be lower as age increases. People ages 18 to 24 years report the
highest level of psychological distress (M = 8.36). Moreover, this is significantly
higher than those of people ages 35 and over (M ranging from 5.52 to 7.35).
People ages 65 and over have much lower levels of psychological distress than
all other age categories (M = 5.52).

People ages 65 and over report higher levels of well-being at work (M = 3.07)
than the other age categories (M ranging from 2.50 to 2.65). The 65 and over
age category has a higher proportion of people who are flourishing (43.4%; vs.
other age categories: 18.9% to 29.6%) and a lower proportion of people
reporting clinical levels of burnout symptoms (4.6%) than all other age groups
(15.6% to 35.6% in the other age categories). In the 18 to 24 age category, there
is a lower proportion of people who are flourishing (18.9% vs. 29.6%) and a
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higher proportion who are reporting clinical levels of burnout symptoms
(35.6%) when compared to people ages 55 to 64 (15.6%).

*NOTE Based on the answers of 2,499 respondents
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*NOTE Based on the answers of 2,499 respondents

The oldest people also report the lowest level of stigma towards people at work
who are living with mental health issues (M = 0.88). However, among people
who report a mental health issue themselves, the degree of anticipated stigma
towards oneself at work is similar in all age categories (M ranging from 1.83 to
2.06).
People from all age categories also report a similar level of mental health
knowledge. In terms of self-management, a greater number of general (i.e.,
non-work-specific) strategies (M = 4.37) are used frequently by individuals ages
65 and over, compared to the 18-54 age groups (M ranging from 3.35 to 3.58).
A similar pattern is observed for self-management strategies at work, where
individuals ages 65 and over report more strategies used frequently (M = 6.40)
compared to 18-54 year old individuals (M ranging from 4.63 to 4.72).

GENDER

The proportions of people ages 25 to 34 and 45 to 54 who report a high
psychosocial safety climate in their organization are lower (respectively 44.6%
and 44.5%) than it is among people ages 65 and over (58.3%). Moreover, the
latter perceive their work environment to be more positive with regard to
psychosocial work risks (M = 2.47) than all other age categories (M ranging
between 2.19 and 2.26).
Women report more psychological distress (M = 7.34) than men (M = 7.04), but
also more well-being at work (M = 2.64) than men (M = 2.55). A larger proportion
of women than men have high flourishing scores (29.9% vs. 25.6%) and high
levels of mental health knowledge (59.7% vs. 47.6%). Women report frequently
using a greater number of self-management strategies than men, both for
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mental health self-management in their general life (respectively, M = 3.86 and
3.46) and at work (respectively, M = 5.22 and 4.65).
Men report a higher level of stigma towards others with mental health issues
(M = 1.20) than women (M=0.97). In addition, a larger proportion of men (49.8%)
than women (45.1%) report a high psychosocial safety climate in the
organization.

RACE

No statistically significant differences were identified between men and
women workers in terms of levels of anticipated stigma towards oneself,
perceptions of psychosocial risks at work, and the proportion of people
experiencing burnout above the clinical threshold.
These results need to be interpreted with caution given the smaller number of
racialized people in the sample. In addition, considering that the measures
used were generally developed in a Western sociocultural context, they may
not fully reflect the concepts under study for people from other socio-cultural
backgrounds.
Racialized people in the study have a lower level of well-being at work (M =
2.50) than white people (M = 2.63), and report using fewer self-management
strategies in general (M = 3.47) and at work (M = 4.57) than white people
(respectively, M = 3.70 and 5.03). A lower proportion of racialized people (41.7%)
have high levels of mental health knowledge compared to white people
(57.0%). The results also suggest that racialized people report a slightly higher
degree (M = 1.32) of stigma towards people at work with mental health issues
compared to white people (M = 1.01). Racialized people also perceive the
situation with regard to psychosocial risks at work as slightly more negative (M
= 2.15) compared to white people (M = 2.27). However, racialized people are
more likely (52.5%) to report a high psychosocial safety climate compared to
white people (46.2%).

IMMIGRATION
STATUS

No statistically significant differences emerged between white and racialized
people regarding the psychological distress level, the percentage of people
who are flourishing or living with burnout, and the degree of anticipated
stigma towards oneself at work in relation to mental health issues.
These results need to be interpreted with caution given the smaller number of
people not born in Canada in the sample. In addition, considering that the
measures used were generally developed in a Western sociocultural context,
they may not fully reflect the concepts under study for people from other
socio-cultural backgrounds.
Workers born outside of Canada report lower levels of psychological distress
(M = 6.77) than those born in Canada (M = 7.29), and fewer of those born outside
of Canada (13.5%) experience burnout above a clinical threshold (24.3% for
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those born in Canada). They also experience a slightly higher level of well-being
at work (M = 2.67) than the Canadian-born (M = 2.57). On the other hand, people
born outside Canada are less likely to have high mental health knowledge
(42.9%) than people born in Canada (54.8%). The former also report slightly
higher levels (M = 1.29) of stigma towards people at work living with mental
health issues, compared to Canadian-born (M = 1.06). A greater proportion of
workers born outside of Canada (56.1%) report a high psychosocial safety
climate in the organization where they work, compared to those born in the
country (45.8%).

CANADA’S REGIONS

There are no significant differences between the two groups in terms of
flourishing, perception of psychosocial risks at work, number of selfmanagement strategies used frequently in general or at work, and anticipated
stigma towards oneself in relation to mental health issues.
Workers from Quebec report higher levels of well-being at work (M = 2.75)
compared to those from other regions of Canada (M varying between 2.50 and
2.53 depending on the region), with the exception of the Atlantic Provinces (M
= 2.74), for which levels of well-being at work are similar to those of Quebec
respondents. The proportion of people with high mental health knowledge is
larger in Quebec (59.6%) than in Ontario (49.7%) and in British Columbia
(47.9%), while other regions do not show significant differences (51.6% and
55.8%, respectively for the Prairies and the Atlantic Provinces). The number of
self-management strategies frequently used in one’s general life is higher for
individuals in Quebec (M = 3.90) than in British Columbia (M = 3.46), and there
are no significant differences on that variable between individuals in the other
regions (M between 3.46 and 3.58). The number of strategies frequently used
at work is higher among workers in Quebec (M = 5.44) than those in the other
regions (varying between 4.42 and 4.78, depending on the region), except in
the Atlantic Provinces (M=4.88) where the number is similar to that of Quebec.
The degree of stigma reported towards people living with mental health issues
is slightly lower for people in Quebec (M = 0.99) compared to those from
Ontario (M = 1.19) and British Columbia (M = 1.14). There is no difference on that
variable between workers in Quebec compared to those in the Prairies (M =
1.09) or in the Atlantic Provinces (M = 1.02). Finally, the situation regarding
psychosocial risks at work is perceived as more positive in Quebec (M = 2.42)
compared to the other regions (M between 2.13 and 2.20).
There are no significant differences between regions in psychological distress,
flourishing, burnout, psychosocial safety climate and anticipated stigma
towards oneself in relation to mental health issues.
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TELEWORKING SITUATION
SME SIZE

With regard to working mode (teleworking most of the time, hybrid mode, or
face-to-face most of the time), significant differences were found on three
indicators. The degree of psychological distress is lower (M = 6.94) among those
working face-to-face than among those working in hybrid mode (M = 7.45) or
teleworking (M = 7.44). However, fewer people working face-to-face (42.5%)
report a high psychosocial safety climate within the organization than those
working in hybrid mode (52.7%) or teleworking (55.0%). Finally, people working
in hybrid mode report a slightly higher level of stigma at work towards people
with mental health issues (M = 1.23) than people working face-to-face (M = 1.07)
or teleworking (M = 1.06).
No significant differences according to working mode were found on the
following indicators: flourishing, burnout, well-being at work, perception of
psychosocial risks at work, mental health knowledge, self-management
strategies in general and at work, and anticipated stigma towards oneself
among people living with mental health issues.
Individuals employed in small enterprises report slightly less psychological
distress (M = 7.12) than those in medium enterprises (M = 7.41). The degree of
well-being at work is also higher in small enterprises (M = 2.61) than in mediumsized enterprises (M = 2.50). Workers in small enterprises report a greater
number of general self-management strategies that they frequently use (M =
3.67) than those in medium-sized enterprises (M = 3.45). Perceptions regarding
the situation in terms of psychosocial risks at work are more positive in small
enterprises (M = 2.24) than in medium-sized enterprises (M = 2.17).

SME SECTORS
OF INDUSTRY

No significant differences were found between small and medium-sized
enterprises in terms of flourishing and burnout, degree of anticipated stigma
towards oneself or stigma towards others regarding mental health issues,
mental health knowledge, number of mental health self-management
strategies frequently used at work, and psychosocial safety climate.
The following six industry sectors were selected because of their higher
frequency in the sample: professional services, manufacturing, retail,
construction, health and finance. For each of these sectors, a comparison was
made between people working in an SME from that sector and those not
working in that sector (i.e., working in any other sector).
Firstly, a lower proportion of individuals in the manufacturing sector (40.4%)
report a high psychosocial safety climate than among those not working in
that sector (48.7%).
In the retail sector, people report higher levels of psychological distress (M =
7.56) and lower levels of well-being at work (M = 2.44) than people who do not
work in that sector (M = 7.14 and 2.60 respectively for psychological distress and
well-being at work).
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In the construction sector, the proportion of individuals reporting high levels
of mental health knowledge is smaller (44.7%) than in other sectors (53.2%).
People working in the health sector report higher well-being at work (M = 2.80)
and lower levels of anticipated stigma towards oneself (M = 1.81) and others (M
= 0.91), compared to people not working in this sector (M = 2.57, 2.03 and 1.13,
respectively for well-being at work, anticipated stigma towards oneself and
stigma towards others). The proportion of people with high levels of mental
health knowledge is also higher (66.4%) in the health sector than others (51.1%).
Finally, individuals in the finance sector are less likely to report high levels of
mental health knowledge (40.6%) than those in other sectors (53.3%). On
average, they also report fewer self-management strategies used frequently in
their lives in general (M = 3.25) and at work (M = 4.16), compared to people
working in other sectors (M = 3.65 and 4.93, respectively for self-management
strategies in general and at work). Finally, people in the finance sector report
slightly higher levels (M = 1.27) of stigma towards people with mental health
issues compared to other sectors (M = 1.10).

ANALYSIS OF FACTORS ASSOCIATED WITH DEPRESSION
AND ANXIETY
An analysis was conducted to identify the main factors associated with odds of reporting
mental health issues (anxiety or depression) above a clinical threshold. The inclusion of a large
number of measured factors in the same analysis helps shed light on the unique contribution
of each factor to anxiety and depression levels. Tables in the Appendix section detail the factors
that were considered.
The following figures show the significant associations found between the considered factors
and reported anxiety or depression symptoms.

RISK OF ANXIETY SYMPTOMS BEYOND THE CLINICAL THRESHOLD

Sociodemographic variables

18-24-year-olds: between 1.7 and 4.3 times more at risk than older age groups

Women: 1.5 times more at risk than men

Non-Canadian-born: 1.6 times less at risk than Canadian-born
Factual work-related variables

Teleworking most of the time: 1.6 times more at risk than people who work face-to-face most of the time

Jobs requiring university degree: 1.6 times less at risk than jobs requiring on-the-job training (not a specific degree)
Individual factors associated with mental health

Number of self-management strategies (in general life): 1.1 times less risk associated with each frequently used strategy

Number of self-management strategies (at work): 1.1 times less risk associated with each frequently used strategy
(To be continued on next page)
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RISK OF ANXIETY SYMPTOMS BEYOND THE CLINICAL THRESHOLD

Work environment conditions associated with mental health

High psychosocial safety climate in the organization: 1.3 times less at risk than low safety climate contexts

Adequate workload: 1.7 times less at risk than high workload contexts

Not having been a victim of psychological harassment at work: 2.0 times less at risk than victims of psychological
harassment

High mental health support from supervisors: 1.4 times more at risk than those receiving low support

High technostress: 1.4 times more at risk than those reporting low technostress

Positive work-life/family balance situation: 1.4 times less at risk than in negative situations regarding work-life balance
Assistance programs and other initiatives

Employee aware of at least one mental health and wellness program or initiative (other than EAP) available in the
organization: 1.3 times more at risk than an employee who is aware of no program or initiative

RISK OF DEPRESSION SYMPTOMS BEYOND THE CLINICAL THRESHOLD

Sociodemographic variables

18-24-year-olds: between 1.6 and 2.3 times more at risk than older age groups

Women: 1.5 times more at risk than men

Single people: 1.4 times more at risk than people who are in a relationship
Individual factors associated with mental health

High mental health knowledge: 1.5 times less at risk than those with low knowledge

Number of self-management strategies (in general life): 1.1 times less risk associated with each frequently used strategy

Number of self-management strategies (at work): 1.1 times less risk associated with each frequently used strategy
Work environment conditions associated with mental health

High psychosocial safety climate in the organization: 1.4 times less at risk than low safety climate contexts

Adequate workload: 1.3 times less at risk than in high workload contexts

Not having been a victim of psychological harassment at work: 2.0 times less at risk than victims of psychological
harassment

High technostress: 1.4 times more at risk than those reporting low technostress
Aid programs and other initiatives

Employee does not know if an employee assistance program is available: 1.4 times less at risk than an employee who
knows that an assistance program is available

Employee aware of at least one mental health and wellness program or initiative (other than EAP) available in the
organization: 1.4 times more at risk than an employee who is aware of no program or initiative

In terms of individual-level factors, being younger, having less mental health knowledge and
using fewer self-management strategies are associated with higher odds of reporting clinical
levels of anxiety and depression symptoms. It should be noted that not being born in Canada
is associated with lower odds. This result is consistent with previous research (see Davidson et
al., 2020) suggesting an immigration-related paradox whereby immigrant populations are
proportionately less likely to experience certain mental health issues, in particular due to a
selection effect, despite the challenges associated with immigration. This protective effect is
thought to diminish over time following migration (Elshahat, Moffat & Newbold, 2021).
In terms of work-related variables, people in jobs that require university education are less
likely to report clinical levels of anxiety than those in jobs that do not require a specific degree
(i.e., on-the-job training). It is plausible that jobs that do not require specific training are less
likely to be of good quality (e.g., less job security, non-standard working hours, lower salaries),
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thus contributing to mental health inequalities. Teleworking the majority of the time is also a
factor associated with higher odds of clinical depression, compared to face-to-face or hybrid
work situations. However, the findings suggest that people in hybrid mode do not differ from
those who work face-to-face the majority of the time in terms of clinical anxiety or depression.
In terms of work environment conditions, a high psychosocial safety climate and an
adequate workload appear to be associated with lower odds of clinical anxiety and depression
symptoms. In contrast, having experienced psychological harassment at work is associated
with twice the odds of reporting clinical anxiety and depression symptoms levels, making this
one of the main risk factors identified in this study. High technostress levels also appear to pose
a risk for both depression and anxiety.
Working reporting receiving high levels of mental health support from supervisors are more
likely to report, as well, anxiety symptoms over the clinical threshold. This result, at first, seems
surprising since mental health support practices are directly aimed at improving and
sustaining employee well-being and should therefore lead to lower anxiety. However, the
positive relationship obtained between supervisor support practices and clinical anxiety could
also be understood from another angle: it is possible that compared to other people, those
experiencing more anxiety ask and, as a result, receive more support from their managers
regarding their mental health. This would explain why higher anxiety levels seem to coexist
with the presence of high support.
Finally, with respect to employee assistance programs, a finding regarding depression is
that employees who are unaware of whether their organization provides an employee
program are less likely to report experiencing clinical levels of symptoms. The most plausible
interpretation of this result is that, conversely, individuals who are more likely to be aware of
the existence of the EAP may, in fact, be those very workers who have faced or are facing
mental health issues, which may have led them to look into the availability of EAP services. The
same reasoning can be applied to other programs: it was also found in the study that being
aware of mental health programs or initiatives in the workplace is associated with higher odds
of reporting clinical symptoms of anxiety or depression.
The points made in these last two paragraphs call for some caution given the observational
and cross-sectional nature of the research design in this study (i.e., a one-time measurement
design). Indeed, more studies are needed to better understand how the relationships observed
here play out over time.

ASSOCIATIONS OF ANXIETY, DEPRESSION AND WELLBEING AT WORK WITH ORGANIZATIONAL PERFORMANCE
INDICATORS
Regression analyses were conducted to explore the associations of clinical depression and
anxiety, as well as well-being at work, with self-reported indicators of organizational
performance: 1) performance in the last four weeks rated on a scale from 0 (worst performance)
to 10 (best performance); 2) absenteeism as indicated by having worked less than 90% of the
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number of hours typically expected by the organization in the last seven days; 3) presenteeism
as measured by a scale (score of 0 to 4) of seven statements representing impaired
performance and troublesome symptoms at work.
The results show that having clinical symptoms of depression is significantly associated with:
a 2.0-fold greater risk of having exhibited absenteeism (B=0.71; p<0.001); a performance score
that is 1.19 units lower (i.e., 1.19 points lower on a 0 to 10 scale) (p<0.001); and a presenteeism
score that is 0.76 points higher (on a 0 to 4 scale) (p<0.001).
In the analyses, the most relevant individual factors (age, gender, marital status, parental
status, and immigration status) were controlled for. The results indicate that having clinical
symptoms of anxiety (vs. having symptoms below the clinical threshold) is significantly
associated with: a 1.9-fold greater risk of having exhibited absenteeism (B=0.62; p<0.001); a
performance score that is 1.02 units lower (i.e., 1.02 points lower on a scale from 0 to 10)
(p<0.001); and a presenteeism score that is 0.75 points higher (on a scale from 0 to 4) ( p<0.001).
The results reveal that well-being at work is not significantly associated with absenteeism (B=0.04; p=0.96). However, each additional unit on the work well-being scale (score between 0 and
4) is significantly associated with: a performance score that is 0.79 units higher (i.e., 0.79 points
higher on a scale from 0 to 10) (p<0.001); and a presenteeism score that is 0.25 points lower (on
a scale from 0 to 4) (p<0.001).

RECOMMENDATIONS

PREVENTION/PROMOTION THROUGH THE WORK ENVIRONMENT

The study findings suggest that many SME workers, particularly younger people, report
experiencing mental health difficulties and score above clinical thresholds on anxiety and
depression symptoms scales. Given these findings, we make the following recommendations
to guide mental health interventions in SMEs. These recommendations cover the entire
intervention continuum, from the prevention of psychological issues to the promotion of wellbeing, and the support of people experiencing difficulties. The order of presentation does not
necessarily imply an order of priority.
1.

Encourage a holistic view of mental health that recognizes the importance of
preventing mental health difficulties and promoting well-being at work. This requires
including indicators of numerous positive and negative dimensions of mental health in
questionnaires, surveys, and other employee consultation initiatives on occupational
health. A holistic conceptualization of mental health also allows for a more integrated
and coordinated approach to prevention, promotion and support initiatives
(LaMontagne et al., 2014; LaMontagne et al., 2019).

2. Strengthen the psychosocial safety climate within the organization through clear
commitments by management to employee mental health. These commitments must
be communicated to employees by senior management and translate into the
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. ADAPTATION TO
SUPPORT FOR WORKERS

allocation of concrete resources to mental health and workplace wellness initiatives in
which employees can actively participate (including at the design stage).

SUPPORT FOR WORKERS

3. Continue prevention efforts in order to minimize psychosocial risks at work at their root,
in particular by offering greater recognition (monetary or symbolic) for employees, by
adjusting workloads (which are sometimes too high in quantitative terms, but also in
emotional terms), by adopting and truly applying an anti-harassment policy, and by
promoting work-life/family balance through concrete measures whose use is
encouraged.
4. Reinforce training for supervisors so they are better equipped to implement concrete
methods of emotional support in their daily interactions with supervisees (e.g., making
appropriate, non-invasive inquiries about the person’s mental health state), whether or
not they are living with mental health issues.
5. Make concrete adaptations to the types of support offered, so that teleworkers can
have their support needs met. A variety of support modalities can be considered to help
meet their needs, including the use of electronic discussion platforms that allow social
contact to be maintained, periodic online supervision meetings (Jauvin et al., 2020), and
virtual “coffee breaks.”
6. Maintain mental health stigma reduction efforts to ensure that the level of workplace
stigma against people with mental health issues is minimized and that people clearly
perceive that disclosing such issues (in order to receive necessary support) will not have
negative consequences. This can be achieved through, among other things,
awareness-raising programs for employees and managers (Dobson, Szeto & Knaak,
2019).

ADAPTATION TO DIFFERENT NEEDS AND CONTEXTS
DIFFERENT NEEDS AND CONTEXTS

7. Increase publicity for mental health and workplace wellness programs and initiatives
and simplify access to them. This would hopefully raise the level of knowledge about
existing programs/initiatives, encourage greater use of these resources and reduce
barriers to their access (e.g., reduce anticipated stigma related to EAP use).
8. Better consider the needs of different subgroups of employees when creating and
implementing workplace mental health programs and initiatives. In particular, women
may experience a higher level of psychological distress possibly due to the gendered
division of family responsibilities (Jauvin et al., 2020). Young people also seem to be
particularly at risk for mental health issues, and organizations must work to better
understand how to support them and monitor the evolution of the difficulties they
encounter, particularly in the context of the post-pandemic crisis. Racialized people
appear to experience additional difficulties, which may be rooted in racial
discrimination in the workplace (Roberts, Swanson & Murphy, 2004). Such
discrimination needs to be reduced through public and organizational policies and
managers who are paying close attention to implementing principles of diversity,
equity and inclusion at work. According to the study, Non-Canadian-born individuals
appear to report less mental health difficulties, but it is still essential to continue
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developing culturally appropriate programs and initiatives for these individuals to avoid
deterioration of their mental health over time and across generations.
9. Develop prevention and mental health promotion programs and initiatives that are
better adapted to their organizational contexts and to the sociocultural referents of
employees in some specific industry sectors. In particular, efforts should be made to
develop more mental health promotion campaigns that target SME workers in the
finance and construction sectors in order to increase their levels of mental health
knowledge and promote their use of self-management strategies adapted to their
contexts and preferences.
10. Improve initiatives and programs in small enterprises to promote better access to
mental health and wellness services. Partnering with community mental health
organizations may be an option to consider.
11. Provide more psychoeducational material and activities to make employees aware of
the variety of mental health self-management strategies that can be useful in general
and at work, depending on their preferences and needs. Self-management does not
mean taking care of one’s mental health alone. Organizations also have a role to play in
creating the right conditions for self-management (e.g., the right to disconnect outside
of the usual working hours; the right to take breaks to practice self-management).

LIMITATIONS OF THE STUDY
While statistical weighting was applied to make the results as representative, the study does
not use a random sampling scheme, making it difficult to claim that the results fully represent
the reality of all SME workers in Canada. The smaller sample size for some groups (i.e., racialized
and non-Canadian born) requires caution in interpreting the results for these groups. The
limited number of people identifying with a gender identity other than man or woman made
it impossible to explore their experiences separately. Also, no one was recruited from any of
the Canadian territories. Finally, all of the indicators used are based on self-reported data,
which may not always correspond to the results of clinical assessments that health
professionals would conduct. Future studies are needed to address these limitations.
Longitudinal research is also important to better establish the temporal sequence of the
observed effects and to support the causal pathways underlying the associations identified in
this study.
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CONCLUSION
The results of this first in-depth study on mental health and related factors in Canada’s SME
workers provide a nuanced picture of their mental health. The COVID-19 pandemic appears to
have had a significant negative impact on the mental health of many people working in SMEs.
The results indicate major difficulties and numerous risk factors for many employees: a high
percentage of people living with anxiety or depression, particularly among young people;
frequent symptoms of physical exhaustion associated with burnout; a feeling of languishing
for many workers; increased time demands at work due to technology; work-related
psychosocial risks (high workload, low recognition, etc.) present in several business; many
managers taking little interest in the mental health of the people they supervise; a significant
proportion of employees subjected to psychological harassment; rather high levels of
anticipated mental health stigma at work; mental health programs and initiatives that are
often little known in organizations; and most SMEs not offering a climate in which
psychological health is given priority. Nevertheless, a number of individual and organizational
strengths emerge as resilience factors for a large proportion of workers, such as high levels of
well-being at work, a high degree of mental health knowledge, a sizeable number of selfmanagement strategies frequently used at work, low overall technostress, and a fairly positive
work-life/family balance, although balance could be further encouraged by SMEs.

SMEs are the employers of the largest proportion of working Canadians. Therefore, mental
health actions, programs and initiatives in SMEs represent an opportunity to reach a large
portion of the population directly, in an environment they frequent on a daily basis (either in
person or virtually). To help reduce the difficulties and risks described above and to mobilize
the resilience factors identified, a culture of shared responsibility should be reinforced in SMEs.
By prioritizing mental health, for the benefit of both individuals and organizations, SMEs could
better support self-management among employees, empowering them to optimize their
well-being.
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APPENDICES
TABLE 1
Averages and percentages of variables of interest by age category
Minimum theoretical
Maximum theoretical
Age
Values
category
value
value

Psychological distress, M
(SD)

Flourishing, %

Burnout, %

Well-being at work, M (SD)

High mental health
knowledge, %

Number of selfmanagement strategies
frequently used (in
general), M (SD)

Number of selfmanagement strategies
frequently used (at work),
M (SD)

Anticipated stigma
towards oneself, M (SD)

Stigma towards others, M
(SD)

High psychosocial safety
climate, %

18-24

8.36 (2.96)

25-34
35-44
45-54
55-64
65+
18-24
25-34
35-44
45-54
55-64
65+
18-24
25-34
35-44
45-54
55-64
65+
18-24
25-34
35-44
45-54
55-64
65+
18-24
25-34
35-44
45-54
55-64
65+
18-24
25-34
35-44
45-54
55-64
65+
18-24
25-34
35-44
45-54
55-64

7.76 (2.92)
7.35 (3.16)
7.12 (3.14)
6.57 (2.95)
5.52 (2.19)
18.9%
22.6%
27.4%
27.2%
29.6%
43.4%
35.6%
26.3%
26.7%
20.2%
15.6%
4.6%
2.53 (1.05)
2.51 (0.92)
2.50 (1.02)
2.55 (1.00)
2.65 (1.00)
3.07 (0.91)
48.5%
53.7%
52.9%
51.7%
50.7%
60.5%
3.57 (2.60)
3.35 (2.30)
3.58 (2.34)
3.50 (2.21)
3.82 (2.07)
4.37 (1.55)
4.67 (3.20)
4.63 (3.13)
4.72 (3.18)
4.66 (3.09)
5.11 (2.99)

65+

6.40 (2.51)

18-24
25-34
35-44
45-54
55-64
65+
18-24
25-34
35-44
45-54
55-64
65+
18-24
25-34
35-44
45-54
55-64
65+

2.02 (1.07)
1.95 (1.02)
2.06 (1.06)
1.99 (1.11)
2.05 (1.04)
1.83 (1.31)
1.28 (0.79)
1.14 (0.76)
1.11 (0.75)
1.11 (0.74)
1.06 (0.67)
0.88 (0.63)
48.9%
44.6%
48.9%
44.5%
49.2%
58.3%

χ2

F

4 (low psychological
distress)

16 (high psychological
distress)

-

26.481***

-

-

38.182***

-

-

-

81.222***

-

0 (low well-being at
work)

4 (high well-being at
work)

-

10.299***

N/A

N/A

7.005

-

0

8

-

6.611***

0

10

-

10.907***

0 (low stigma)

4 (high stigma)

-

0.692

0 (low stigma)

4 (high stigma)

-

6.730***

-

-

12.916*

-

___
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Perceptions regarding
psychosocial risks in the
work environment, M (SD)

TABLE 1
Averages and percentages of variables of interest by age category
Minimum theoretical
Maximum theoretical
Age
Values
category
value
value
18-24
2.26 (0.54)
25-34
2.21 (0.51)
0 (positive perception
4 (positive perception
35-44
2.19 (0.54)
of the work
of the work
45-54
2.20 (0.57)
environment)
environment)
55-64
2.23 (0.56)
65+
2.47 (0.58)

NОТЕ
* p ˂ 0.05
** p ˂ 0.01
*** p ˂ 0.001

___
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χ2

F

-

7.960***

TABLE 2
Means and percentages of variables of interest by gender
Minimum
Men
Women
theoretical
value
Psychological distress, M (SD)
7.04 (3.15)
7.34 (2.93)
4
Flourishing, %
25.6%
29.9%
Burnout, %
23.2%
20.4%
Well-being at work, M (SD)
2.55 (1.02)
2.64 (0.97)
0
High mental health knowledge, %
47.6%
59.7%
Number of self-management strategies
3.46 (2.29)
3.86 (2.14)
0
frequently used (in general), M (SD)
Number of self-management strategies
4.65 (3.19)
5.22 (2.94)
0
frequently used (at work), M (SD)
Anticipated stigma towards oneself, M
2.02 (1.09)
1.98 (1.04)
0
(SD)
Stigma towards others, M (SD)
1.20 (0.73)
0.97 (0.71)
0
High psychosocial safety climate, %
49.8%
45.1%
Perceptions regarding psychosocial risks
2.24 (0.56)
2.22 (0.54)
0
in the work environment, M (SD)
NOTE
* p ˂ 0.05
** p ˂ 0.01
*** p ˂ 0.001

Psychological distress, M (SD)

Maximum
theoretical
value
16
4
-

χ2

t

5.787*
2.648
35.357***

8

-

10

-

-2.368*
-2.265*
4.553***
4.593***

4

-

0.749

4
-

5.443*

7.870***
-

4

-

0.997

TABLE 3
Means and percentages of variables of interest by ethnicity
Minimum
Maximum
White
Racialized
theoretical
theoretical
value
value
7.17 (3.11)
7.22 (2.96)
4
16

Flourishing, %
Burnout, %
Well-being at work, M (SD)
High mental health knowledge, %
Number of self-management strategies
frequently used (in general), M (SD)
Number of self-management strategies
frequently used (at work), M (SD)
Anticipated stigma towards oneself, M
(SD)
Stigma towards others, M (SD)
High psychosocial safety climate, %
Perceptions regarding psychosocial risks
in the work environment, M (SD)
NOTE
* p ˂ 0.05
** p ˂ 0.01
*** p ˂ 0.001

χ2

t

-

-0.374

28.4%

24.8%

-

-

3.249

-

22.9%
2.63 (1.00)
57,00%

20.5%
2.50 (0.98)
41.7%

0
-

4
-

1.587
46.418***

2.824**
-

3.70 (2.11)

3.47 (2.52)

0

8

-

2.147*

5.03 (2.99)

4.57 (3.32)

0

10

-

3.155**

1.99 (1.09)

2.02 (1.01)

0

4

-

-0.359

1.01 (0.71)
46.2%

1.32 (0.74)
52.5%

0
-

4
-

7.899**

-9.624***
-

2.27 (0.57)

2.15 (0.50)

0

4

-

4.828***

___
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TABLE 4
Means and percentages of variables of interest by immigration status
Minimum
Maximum
Born outside of
Born in Canada
theoretical
theoretical
Canada
value
value
Psychological distress, M (SD)
7.29 (3.12)
6.77 (2.80)
4
16

Psychological
distress, M (SD)

t

-

3.613**

26.9%

28.7%

-

-

0.693

-

24.3%
2.57 (1.01)

13.5%
2.67 (0.97)

0

4

26.925***
-

-2.034*

54.8%

42.9%

-

-

22.648***

-

3.58 (2.20)

3.77 (2.38)

0

8

-

-1.608

4.83 (3.06)

5.09 (3.27)

0

10

-

-1.596

Flourishing, %
Burnout, %
Well-being at work, M (SD)
High mental health knowledge,
%
Number of self-management
strategies frequently used (in
general), M (SD)
Number of self-management
strategies frequently used (at
work), M (SD)
Anticipated stigma towards
oneself, M (SD)
Stigma towards others, M (SD)
High psychosocial safety
climate, %
Perceptions regarding
psychosocial risks in the work
environment, M (SD)
NOTE
* p ˂ 0.05
** p ˂ 0.01
*** p ˂ 0.001

χ2

2.01 (1.07)

1.95 (1.04)

0

4

-

0.813

1.06 (0.74)

1.29 (0.69)

0

4

-

-6.309***

45.8%

56.1%

-

-

17.112***

-

2.23 (0.57)

2.22 (0.47)

0

4

-

0.449

TABLE 5
Means and percentages of variables of interest by region of Canada
Minimum
Maximum
British
Atlantic
Ontario
Prairies
Quebec
theoretical
theoretical
Columbia
Provinces
value
value
7.32
7.36
6.91
7.13 (3.17)
6.90 (3.12)
4
16
(2.97)
(3.21)
(2.99)

χ2

F

-

2.318

Flourishing, %

30.9%

26.9%

27.2%

31.8%

24.2%

-

-

6.591

-

Burnout, %
Well-being at
work, M (SD)
High mental
health knowledge,
%
Number of selfmanagement
strategies
frequently used (in
general), M (SD)
Number of selfmanagement
strategies
frequently used (at
work), M (SD)
Anticipated
stigma towards
oneself, M (SD)
Stigma towards
others, M (SD)
High psychosocial
safety climate, %
Perceptions
regarding
psychosocial risks
in the work
environment, M
(SD)
NOTE
* p ˂ 0.05
** p ˂ 0.01
*** p ˂ 0.001

25.2%

20.5%
2.53
(1.01)

24.3%
2.50
(1.00)

19.9%

21.8%
2.75
(0.99)

-

-

5.181

-

0

4

-

6.534***

47.9%

49.7%

51.6%

55.8%

59.6%

-

-

17.813*

-

3.46 (2.32)

3.58
(2.28)

3.54
(2.25)

3.46 (2.28)

3.90
(2.08)

0

8

-

3.007*

4.42 (3.15)

4.78
(3.09)

4.77
(3.07)

4.88 (3.23)

5.44
(3.00)

0

10

-

6.878***

1.89 (1.02)

2.06
(1.06)

2.07
(1.08)

1.73 (0.96)

1.99
(1.13)

0

4

-

2.453*

1.14 (0.75)

1.19
(0.74)

1.09
(0.72)

1.02 (0.71)

0.99
(0.71)

0

4

-

7.633***

49.4%

48.1%

48,00%

47.7%

46.2%

-

-

0.954

-

2.16 (0.54)

2.20
(0.51)

2.13
(0.54)

2.19 (0.54)

2.42
(0.60)

0

4

-

24.292***

2.53 (0.95)

2.74 (1.04)

___
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Psychological distress, M
(SD)
Flourishing, %
Burnout, %
Well-being at work, M (SD)
High mental health
knowledge, %
Number of selfmanagement strategies
frequently used (in
general), M (SD)
Number of selfmanagement strategies
frequently used (at work),
M (SD)
Anticipated stigma
towards oneself, M (SD)
Stigma towards others, M
(SD)
High psychosocial safety
climate, %
Perceptions regarding
psychosocial risks in the
work environment, M (SD)

TABLE 6
Means and percentages of variables of interest according to work mode
Face-toTeleworking
Minimum
Maximum
face (most
Hybrid
(most of the
theoretical
theoretical
of the
time)
value
value
time)
6.94 (2.96)

7.45 (2.94)

7.44 (3.38)

4

16

χ2

F

-

8.501***

27.7%

25.5%

28.1%

-

-

1.267

-

20.4%
2.58 (1.02)

23.6%
2.65 (0.91)

24.4%
2.54 (1.04)

0

4

4.669
-

1.835

52.8%

50.1%

54.3%

-

-

2.181

-

3.57 (2.18)

3.65 (2.35)

3.71 (2.25)

0

8

-

0.811

4.99 (3.02)

4.70 (3.16)

4.83 (3.20)

0

10

-

1.988

1.98 (1.08)

2.00 (1.00)

2.08 (1.11)

0

4

-

0.891

1.07 (0.73)

1.23 (0.74)

1.06 (0.72)

0

4

-

11.208***

42.5%

52.7%

55.0%

-

-

32.695***

-

2.22 (0.58)

2.23 (0.48)

2.25 (0.57)

0

4

-

0.858

NOTE
* p ˂ 0.05
** p ˂ 0.01
*** p ˂ 0.001

TABLE 7
Means and percentages of variables of interest according to size of SME
Small companies
Medium-sized
Minimum
Maximum
(less than 100
companies (100theoretical
theoretical
employees)
499 employees)
value
value
Psychological distress, M (SD)
7.12 (3.03)
7.41 (3.18)
4
16
Flourishing, %
27.4%
26.5%
Burnout, %
21.7%
23.7%
Well-being at work, M (SD)
2.61 (1.00)
2.50 (0.99)
0
4
High mental health
52.3%
52.8%
knowledge, %
Number of self-management
strategies frequently used (in
3.67 (2.21)
3.45 (2.33)
0
8
general), M (SD)
Number of self-management
strategies frequently used (at
4.91 (3.08)
4.77 (3.16)
0
10
work), M (SD)
Anticipated stigma towards
1.97 (1.07)
2.10 (1.04)
0
4
oneself, M (SD)
Stigma towards others, M
1.10 (0.74)
1.15 (0.72)
0
4
(SD)
High psychosocial safety
48.6%
45.3%
climate, %
Perceptions regarding
psychosocial risks in the work
2.25 (0.56)
2.17 (0.54)
0
4
environment, M (SD)
NOTE
* p ˂ 0.05
** p ˂ 0.01
*** p ˂ 0.001

___
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χ2

t

0.181
1.025
-

-1.975*
2.294*

0.036

-

-

2.074*

-

0.952

-

-1.951

-

-1.565

1.798

-

-

2.843**

TABLE 8
Averages and percentages of variables of interest by main industry sectors
Professional
Manufacturing
services

Retail trade

Construction

Health

Finance

Minimum Maximum
theoretical theoretical
value
value

Psychological
distress, M
(SD)

7.37 (2.92)

6,95 (2.85)

7.56* (3.24)
[7.14a (3.04)]

7,03 (2.78)

7.21 (2.88)

7.38 (3.04)

4

16

Flourishing, %

25.5%

30.4%

26.8%

23.8%

31.0%

25.5%

-

-

Burnout, %
23.3%
22.3%
26.0%
19.8%
22.6%
18.7%
Well-being at
2.44* (0.99)
2.80** (0.95)
2.64 (0.96)
2.50 (1.01)
2.62 (0.97)
2.44 (0.94)
0
4
work, M (SD)
[2.60 (1.00)]
[2.57 (1.00)]
High mental
44.7%*
66.4%***
40.6%**
health
54.1%
53.5%
53.0%
[53.2%]
[51.1%]
[53.3%]
knowledge, %
Number of
selfmanagement
strategies
3.25* (2.39)
3.72 (2.23)
3.72 (2.20)
3.46 (2.21)
3.37 (2.18)
3.72 (2.15)
0
8
frequently
[3.65 (2.23)]
used (in
general), M
(SD)
Number of
self4.16**
management
(3.20)
strategies
5.11 (2.98)
5.11 (2.87)
4.97 (3.13)
5.05 (3.21)
5.02 (2.96)
0
10
[4.93
frequently
(3.09)]
used (at work),
M (SD)
Anticipated
stigma
1.81* (1.00)
2.01 (1.06)
2.08 (1.11)
2.03 (1.04)
2.12 (1.12)
2.05 (1.07)
0
4
towards
[2.03 (1.07)]
oneself, M (SD)
Stigma
0.91*** (0.72) 1.27** (0.73)
towards
1.13 (0.75)
1.17 (0.71)
1.11 (0.70)
1.15 (0.82)
0
4
[1.13 (0.73)] [1.10 (0.73)]
others, M (SD)
High
psychosocial
40.4%*
50.5%
43.7%
45.0%
48.7%
48.8%
safety climate,
[48.7%]
%
Perceptions
regarding
psychosocial
risks in the
2.27 (0.52)
2.21 (0.56)
2.18 (0.57)
2.29 (0.51)
2.24 (0.48)
2.18 (0.51)
0
4
work
environment,
M (SD)
NOTE
a
Significant differences have been identified by comparing each sector of activity with all other sectors of activity. The value in
square brackets corresponds to the value (mean or %; as well as standard deviation if it is a continuous variable) of all other sectors
of activity.
* p ˂ 0.05 for chi-square or t-test
** p ˂ 0.01 for chi-square or t-test
*** p ˂ 0.001 for chi-square or t-test
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TABLE 9
Logistic regression results for factors associated with the likelihood of being above the clinical threshold for anxiety
Factors
B
ES
p
Odds ratio
Demographic
Age: 18-24 (comparison category)
variables
Age: 25-34
-0.320
0.203
0.115
0.726
Age: 35-44
-0.505
0.211
0.017
0.603
Age: 45-54
-0.618
0.207
0.003
0.539
Age: 55-64
-0.827
0.215
0.000
0.438
Age: 65+.
-1.459
0.362
0.000
0.233
Gender: Women (vs. men)a
0.436
0.112
0.000
1.546
Region: Ontario (comparison category)
Region: Quebec
-0.199
0.154
0.195
0.819
Region: British Columbia
-0.150
0.176
0.392
0.86
Region: Prairies
-0.022
0.148
0.880
0.978
Region: Atlantic Provinces
-0.370
0.265
0.162
0.691
Marital status: Single (vs. in a relationship)
0.109
0.121
0.369
1.115
Parental status: Without child(ren) under 18 (vs.
-0.008
0.136
0.955
0.992
with child(ren) under 18)
Immigration status: Non-Canadian born (vs.
-0.438
0.148
0.003
0.645
Canadian born)
Factual variables
Employment status: Full-time (vs. part-time)
0.002
0.176
0.989
1.002
related to work
SME size: Very small (9 or fewer people;
comparison group)
SME size: Small (10 to 99 people)
-0.072
0.143
0.616
0.931
SME size: Medium (100 to 499 employees)
0.052
0.168
0.755
1.054
Telework situation: In-person (majority of the
time)
Telework situation: Hybrid
0.259
0.138
0.062
1.295
Teleworking situation: Teleworking (majority of
0.449
0.148
0.002
1.566
the time)
Job type: Job usually requiring on-the-job training
(comparison category)
Job type: Management job
-0.267
0.210
0.204
0.765
Job type: Job usually requiring a university
-0.447
0.218
0.040
0.640
education
Job type: Job usually requiring college education
-0.400
0.21
0.057
0.671
or equivalent
Job type: Job usually requiring secondary
0.029
0.218
0.895
1.029
education or specific training
Job type: Other
0.172
0.256
0.502
1.188
Individual factors
that may be
High (vs. low) mental health knowledge
-0.326
0.188
0.083
0.722
associated with
mental health
Number of self-management strategies used
-0.108
0.032
0.001
0.897
frequently in general life
Number of self-management strategies used
-0.086
0.024
0.000
0.918
frequently at work
Stigma towards other people living with mental
0.089
0.206
0.666
1.093
health difficulties
Work environment
conditions that may High (vs. low) psychosocial safety climate within
-0.266
0.124
0.031
0.766
be associated with
the organization
mental health
High (vs. low) autonomy at work
0.066
0.127
0.604
1.068
Adequate workload (vs. high workload)
-0.507
0.117
0.000
0.602
Low (vs. high) support from colleagues
-0.003
0.138
0.982
0.997
High (vs. low) recognition at work
0.047
0.138
0.732
1.048
Not having been a victim (vs. having been a
victim) of psychological harassment at work in the
-0.711
0.138
0.000
0.491
last 12 months
High (vs. low) mental health support from
0.326
0.131
0.013
1.386
supervisors
High (vs. low) technostress
0.355
0.12
0.003
1.426
Positive work-life/family balance situation (vs.
-0.307
0.135
0.023
0.736
negative)
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TABLE 9
Logistic regression results for factors associated with the likelihood of being above the clinical threshold for anxiety
Factors
B
ES
p
Odds ratio
Support programs
and other mental
Support program available to employees within
health and wellness the organization: Yes (comparison category)
initiatives
Support program available to employees within
0.109
0.139
0.432
1.116
the organization: No
Assistance program available to employees within
0.033
0.164
0.839
1.034
the organization: Don't know
Participant is aware of at least one mental health
or wellness program or initiative (other than EAP)
offered within the organization (vs. no program or
0.294
0.127
0.021
1.342
initiative within the organization or at least none
known to the individual)
NOTE
a
The number of people (8) identifying with gender identities other than male or female was too small to be considered in the analysis
here.
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TABLE 10
Logistic regression results for factors associated with the likelihood of being above the clinical threshold for depression
Factors
B
ES
p
Odds ratio
Demographic
Age: 18-24 (comparison category)
variables
Age: 25-34
-0.051
0.211
0.809
0.950
Age: 35-44
-0.227
0.219
0.301
0.797
Age: 45-54
-0.542
0.218
0.013
0.582
Age: 55-64
-0.456
0.224
0.041
0.634
Age: 65+.
-0.846
0.358
0.018
0.429
Gender: Women (vs. men)a
-0.088
0.118
0.456
0.916
Region: Ontario (comparison category)
Region: Quebec
-0.063
0.163
0.697
0.939
Region: British Columbia
0.011
0.181
0.953
1.011
Region: Prairies
-0.023
0.157
0.881
0.977
Region: Atlantic Provinces
0.047
0.257
0.854
1.048
Marital status: Single (vs. in a relationship)
0.302
0.126
0.017
1.352
Parental status: Without child(ren) under 18 (vs.
-0.082
0.143
0.564
0.921
with child(ren) under 18)
Immigration status: Non-Canadian born (vs.
-0.222
0.153
0.147
0.801
Canadian born)
Factual variables
Employment status: Full-time (vs. part-time)
-0.120
0.183
0.510
0.887
related to work
SME size: Very small (9 or fewer people;
comparison group)
SME size: Small (10 to 99 people)
0.013
0.151
0.934
1.013
SME size: Medium (100 to 499 employees)
0.015
0.179
0.931
1.016
Telework situation: In-person (majority of the
time)
Telework situation: Hybrid
0.087
0.145
0.549
1.090
Teleworking situation: Teleworking (majority of
0.255
0.156
0.102
1.290
the time)
Job type: Job usually requiring on-the-job
training (comparison category)
Job type: Management job
-0.331
0.217
0.128
0.718
Job type: Job usually requiring a university
-0.334
0.223
0.135
0.716
education
Job type: Job usually requiring college
-0.311
0.215
0.149
0.733
education or equivalent
Job type: Job usually requiring secondary
-0.109
0.226
0.630
0.897
education or specific training
Job type: Other
-0.260
0.276
0.347
0.771
Individual factors
that may be
High (vs. low) mental health knowledge
-0.418
0.190
0.028
0.659
associated with
mental health
Number of self-management strategies used
-0.071
0.034
0.036
0.932
frequently in general life
Number of self-management strategies used
-0.101
0.026
0.000
0.904
frequently at work
Stigma towards other people living with mental
0.095
0.206
0.645
1.100
health difficulties
Working conditions
likely to be
High (vs. low) psychosocial safety climate within
-0.341
0.130
0.009
0.711
associated with
the organization
mental health
High (vs. low) autonomy at work
0.082
0.132
0.538
1.085
Adequate workload (vs. high workload)
-0.251
0.123
0.041
0.778
Low (vs. high) support from colleagues
-0.178
0.145
0.219
0.837
High (vs. low) recognition at work
0.181
0.146
0.215
1.198
Not having been a victim (vs. having been a
victim) of psychological harassment at work in
-0.718
0.139
0.000
0.488
the last 12 months
High (vs. low) mental health support from
-0.099
0.135
0.463
0.906
supervisors
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TABLE 10
Logistic regression results for factors associated with the likelihood of being above the clinical threshold for depression
Factors
B
ES
p
Odds ratio
High (vs. low) technostress
0.346
0.125
0.005
1.414
Positive work-life/family balance situation (vs.
-0.252
0.140
0.071
0.777
negative)
Support programs
and other mental
Support program available to employees within
health and wellness
the organization: Yes (comparison category)
initiatives
Support program available to employees within
-0.120
0.143
0.401
0.887
the organization: No
Assistance program available to employees
-0.350
0.175
0.046
0.705
within the organization: Don't know
Participant is aware of at least one mental
health or wellness program or initiative (other
than EAP) offered within the organization (vs. no
0.365
0.135
0.007
1.441
program or initiative within the organization or
at least none known to the individual)
NOTE
a
The number of people (8) identifying with gender identities other than male or female was too small to be considered in the
analysis.
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