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Abstract
Background: Depression is one of the most common mental disorders in Western countries and
is related to increased morbidity and mortality from medical conditions and decreased quality of
life. The sociodemographic factors of age, gender, marital status, education, immigrant status, and
income have consistently been identified as important factors in explaining the variability in
depression prevalence rates. This study evaluates the relationship between depression and these
sociodemographic factors in the province of Ontario in Canada using the Canadian Community
Health Survey, Cycle 1.2 (CCHS-1.2) dataset.

Methods: The CCHS-1.2 survey classified depression into lifetime depression and 12-month
depression. The data were collected based on unequal sampling probabilities to ensure adequate
representation of young persons (15 to 24) and seniors (65 and over). The sampling weights were
used to estimate the prevalence of depression in each subgroup of the population. The multiple
logistic regression technique was used to estimate the odds ratio of depression for each
sociodemographic factor.

Results: The odds ratio of depression for men compared with women is about 0.60. The lowest
and highest rates of depression are seen among people living with their married partners and
divorced individuals, respectively. Prevalence of depression among people who live with common-
law partners is similar to rates of depression among separated and divorced individuals. The lowest
and highest rates of depression based on the level of education is seen among individuals with less
than secondary school and those with "other post-secondary" education, respectively. Prevalence
of 12-month and lifetime depression among individuals who were born in Canada is higher
compared to Canadian residents who immigrated to Canada irrespective of gender. There is an
inverse relation between income and the prevalence of depression (p < 0.0001).

Conclusion: The patterns uncovered in this dataset are consistent with previously reported
prevalence rates for Canada and other Western countries. The negative relation between age and
depression after adjusting for some sociodemographic factors is consistent with some previous
findings and contrasts with some older findings that the relation between age and depression is U-
shaped. The rate of depression among individuals living common-law is similar to that of separated
and divorced individuals, not married individuals, with whom they are most often grouped in other
studies.
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Background
Depression is a significant public health concern world-
wide and has been ranked as one of the illnesses having
the greatest burden for individuals, families, and society
[1,2]. In Canada depression accounts for $14.4 billion
annually of health care spending, lost productivity, and
premature death [3]. As well, depression is related to
increased morbidity and mortality from medical condi-
tions [4-6] and decreased quality of life [7,8] among many
other negative consequences.

Given the significant impact of depression on individuals
and society as a whole, a comprehensive analysis of the
prevalence of depression is necessary to ensure that previ-
ous findings remain applicable in today's society. The
most recent national data comes from the Canadian Com-
munity Health Survey: Mental Health and Well-being
(CCHS 1.2) which has found a lifetime prevalence for
major depression in 12.2% and major depression occur-
ring in the past 12 months in 4.8% of the population [9].
This is consistent with earlier epidemiological studies of
depression in Canada which have found one-year preva-
lence rates ranging from 4 to 12% [9-11] similar to find-
ings from the United States [12,13]. Demographics of
Canada, and particularly of Ontario, are changing with
the aging population and the increasing numbers of new
immigrants. Recent statistics shows that Ontario receives
more than 50 percent of immigrants to Canada [14].
Based on regional changes in the demographic character-
istics of the population, it is important to examine
regional subsets of the Canadian data on depression.

The sociodemographic factors of age, gender, marital sta-
tus, education, and income have consistently been identi-
fied as important factors in explaining the variability in
the prevalence of depression. Key North American studies,
particularly the Epidemiologic Catchment Area Study
[13], the National Comorbidity Survey [15], the Canadian
National Population Health Survey [16], and the Ontario
Health Survey [10] found prevalence rates varying from
2.8% to 10.3%, based on the demographic factors of age
and gender. Patten and colleagues [9] report that the
CCHS 1.2 Canadian-wide survey found significant inter-
actions among age, sex, and marital status, with single
women reporting lower rates of depression with increased
age and single men reporting increasing rates [9]. It is
important for local planners to have a more detailed anal-
ysis of the picture of depression in Ontario.

Previous research has found that age is one of the demo-
graphic characteristics that accounts for much of the vari-
ance in the prevalence of depression. A Canadian
National Population Health Survey found that the preva-
lence of 12-month depression varied in men from "too
low to report" for men over 65 to a high of 5.2% for the

12 to 24 age group [16]. Women's prevalence also varied
by age, ranging from a low of 3.1% for women over 65 to
a high of 9.6% for the 12 to 24 age group [16]. The
Ontario Health Survey found comparable variation based
on age [10]. This pattern is consistent with findings from
Australia [17].

Prevalence for depression has also been found to vary
considerably based on gender [18]. Consistently, women
have nearly double to triple the prevalence rates for 12-
month depression compared to men [10,15-17,19]. There
are also gender differences in both the use of outpatient
treatment [12] and response to antidepressants [20].

Marital status has been found to interact with gender in
accounting for variance in the prevalence of depression. In
Australia, those who were separated or divorced had a
high rate of anxiety disorders (18%) and affective disor-
ders (12%) [17]. In Canada, single mothers have been
found to have prevalence of 15.4% compared to 6.8% for
married mothers [21], although this increase in rate of
depression may relate to the demands of parenting rather
than on marital status, per se.

Traditional wisdom has long held that there is an associa-
tion between depression and socioeconomic status (SES).
Several recent studies confirm a strong inverse relation-
ship between SES and mental disorder [18,22-24]. Pub-
lished research indicates that despite differences in
definitions and measurements of SES, the likelihood of
depression in the lowest SES group is as much as twice
that found in the highest SES group [24,25]. People in the
lowest class are far more likely to suffer from psychiatric
distress than those in the highest class [26]. Lennon et al.
[23] concluded that one out of every five women on wel-
fare met standard criteria for major depression. Epidemi-
ological studies of depression in Canada and United
States found differences in the prevalence rates of depres-
sion based on SES factors [10-13,27]. However, a review
by Kohn et al. [28] found that patterns of relationships
were not always consistent. Therefore, it is prudent to peri-
odically reassess the relationship between depression and
sociodemographic factors because of the changing demo-
graphic composition of Ontario.

While effective services and treatments for depression
have been identified, the stigma associated with depres-
sion has been identified as a barrier to seeking treatment
[29]. Worldwide stigma and discrimination have been
recognized as major contributors to increasing the burden
of mental illness and negative attitudes towards mental
illness have been distressingly pervasive [30]. It is known
that attitudes toward mental illness (including stigma and
discrimination) vary across cultures, and symptoms may
also vary while the underlying illness remains the same
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[30,31]. The cultural mosaic of Canada, and particularly
Ontario, is changing as all population growth within the
region is now attributable to immigration as the birth rate
declines [32]. Thus, it is important to begin to explore the
rate of depression in the immigrant population of
Ontario. Examining the relationships among the preva-
lence of depression, immigration status, and demo-
graphic factors for the changing population in Ontario is
a relevant first step in unraveling some the complex inter-
actions for this significant problem.

In this article we use the dataset from the 2002 Canadian
Community Health Survey, Cycle 1.2 (CCHS-1.2) to esti-
mate the prevalence rate of depression in Ontario and
whether or not there are differences in subgroups of the
population based on the sociodemographic factors of age,
gender, marital status, immigration status, education, and
income level.

Methods
The Canadian Community Health Survey classified
depression into lifetime depression and 12-month depression.
One strength of the CCHS 1.2 survey is that it used the
Composite International Diagnostic Interview (CIDI)
developed by the World Mental Health Project to measure
depression [33] with major refinements from the original
CIDI, although limited validation studies have been pub-
lished on the tool [9]. The CIDI was designed to capture
cross cultural incidence of mental illness. However, there
have been some concerns about the potential for misun-
derstanding of key concepts used in the survey which
might result in an under-reporting from individuals with
low education [33]. Every attempt was made to minimize
language bias, with interviewers recruited "with a wide
range of language competencies. To help these interview-
ers, an 'official' translation of key terms was created in
Chinese and Punjabi, the two most prevalent non-official
languages from CCHS Cycle 1.1. Interviewers were
restricted from conducting interviews in any other lan-
guage because of the complexity of the question concepts.
Cultural biases toward mental illness could also have led
to an under-reporting of depression among immigrant
groups.

Respondents who experienced the following criteria asso-
ciated with major depressive episode (MDE) were classi-
fied as being affected by lifetime depression: 1) a period of
two weeks or more with depressed mood or loss of inter-
est or pleasure and at least five additional symptoms from
the following nine: depressed mood, diminished interest
in hobbies or activities, significant weight loss/gain or
change in appetite, insomnia or hypersomnia, psychomo-
tor agitation or retardation, fatigue or loss of energy, feel-
ings of worthlessness, diminished ability to think or
concentrate, and recurrent thoughts of death, 2) clinically

significant distress or social or occupational impairment;
and, 3) the symptoms are not better accounted for by
bereavement.

Also, respondents who experienced the following criteria
associated with MDE were classified as having 12-month
depression, 1) meet the criteria for lifetime diagnosis of
MDE, 2) report a 12-month episode, and 3) report
marked impairment in occupational or social function-
ing. These definitions are consistent with the classifica-
tions of major depression found in the DSM-IV [34]. The
standard algorithm for establishing the existence of
depression on the CIDI was used and no further restric-
tions were used except for those indicated above. The
additional requirement of meeting clinical significance
was not noted in the CCHS 1.2, which has been suggested
to minimize any potential over-reporting of mental disor-
ders using the CIDI [33,35].

Data Source
The CCHS-1.2 dataset which includes 12376 respondents
in Ontario is based on unequal sampling probabilities
due to the design of the study to ensure adequate repre-
sentation of the sample. One person aged 15 and over was
randomly selected from each sampled household. Indi-
viduals living in health care institutions, in the military, or
living on Indian Reserves were excluded from the survey.

Statistical Analysis
To control for the non-proportional sampling effect of the
CCHS-1.2 dataset the proper sampling weights provided
by Statistics Canada were used to calculate the percentages
of participants in each subgroup of the population and to
estimate the prevalence rates of depression. Then, for each
prevalence rate, a 95 percent confidence interval (95%CI)
is provided using the bootstrap re-sampling program pro-
vided by Statistics Canada. Also, the bootstrap program
was used in a multiple logistic regression technique to
estimate the odds ratio of depression for each demo-
graphic and socio-economic factor. The sampling weights
were used in conducting chi-square tests and chi-square
test for trend. The statistical program SPSS version 15 was
used for statistical analysis.

Results
Among the 12376 participants there were 5660 males and
6716 females. Table 1 represents the number and percent-
ages of participants based on the sociodemographic fac-
tors. About 64% of the participants were 25–64 years old
and 57.1% of them were married and living with their
spouses at the time of participation. About 32 percent of
the participants immigrated to Canada compared to 68%
who were born in Canada. Most of the participants had
some post-secondary education (56.5%) and about
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40.0% of the participants lived with annual household
income of less than $50,000.

In total, the prevalence rates of lifetime depression and 12-
month depression are 11.0% (95%CI, 10.2 to 11.7) and

4.8% (95%CI, 4.3 to 5.3) in the province of Ontario.
Table 2 presents the prevalence rate of lifetime and 12-
month depression based on the sociodemographic fac-
tors.

Table 1: Distribution of the sociodemographic variables in the sample

Male Female Total

Number Percent Number Percent Number Percent

Age group (Year)
15–19 508 10.0 490 8.5 998 9.2
20–24 391 7.0 500 7.2 891 7.1
25–44 2089 40.0 2345 38.5 4434 39.0
45–64 1692 29.7 1780 29.5 3472 29.6
65–74 570 8.4 848 9.6 1418 9.0
≥75 410 5.0 753 6.8 1163 5.9

Total 5660 100.0 6716 100.0 12376 100.0

Marital status
Married 2835 58.0 2984 56.2 5819 57.1
Common-law 352 6.7 356 5.1 708 5.9
Widowed 251 2.3 994 8.1 1245 5.2
Separated 219 2.2 300 3.0 519 2.6
Divorced 332 3.2 516 5.1 848 4.2
Single 1665 27.6 1558 22.6 3223 25.0

Total 5654 100.0 6708 100.0 12362§ 100.0

Education
Less than secondary 1417 23.5 1797 24.1 3214 23.8
Secondary graduation 1029 18.0 1309 21.4 2334 19.7
Other post-secondary 491 8.9 586 8.6 1077 8.8
Post-sec graduation 2688 49.6 2990 45.9 5678 47.7

Total 5625 100.0 6682 100.0 12307§ 100.0

Immigrant
Yes 1297 32.2 1601 31.6 2898 31.9
No 4339 67.8 5078 68.4 9417 68.1

Total 5636 100 6679 100 12315 100

Household income
< $10,000 162 2.0 235 2.3 397 2.2
$10,000–$14,999 214 2.4 527 4.7 741 3.6
$15,000–$19,999 192 2.8 392 4.2 584 3.5
$20,000–$29,999 518 7.5 793 9.7 1311 8.6
$30,000–$39,999 593 10.1 758 11.3 1351 10.7
$40,000–$49,999 562 9.5 608 10.2 1170 9.8
$50,000–$59,999 536 10.1 576 10.8 1112 10.5
$60,000–$79,999 955 18.8 922 17.4 1877 18.1
$80,000 or more 1554 36.7 1302 29.3 2856 33.0

Total 5286 100.0 6113 100.0 11399§ 100.0

§ The total number is different from 12376 because of missing or non-applicable data
Page 4 of 9
(page number not for citation purposes)



International Journal of Mental Health Systems 2007, 1:4 http://www.ijmhs.com/content/1/1/4

Page 5 of 9
(page number not for citation purposes)

Table 2: Prevalence of lifetime and 12-month depression based on the sociodemographic factors

Lifetime depression 12-month depression

Gender Total Gender Total

Demographi
c factor

Male Fem
ale

(%) 95%CI χ2 (P-value) Male Fem
ale

(%) 95%CI χ2 (P-value)

Age
15–19 3.1 12.1 7.4 (5.1, 9.6) 138.980 (<0.001) 1.9 9.6 5.5 (3.5, 7.5) 104.879 (<.001)
20–24 11.1 17.3 14.3 (11.3, 17.3) 7.5 11.5 9.6 (7.0, 12.2)
25–44 9.1 15.1 12.1 (10.9, 13.3) 3.6 6.6 5.1 (4.3, 5.9)
45–64 9.8 15.3 12.6 (11.0, 14.2) 3.7 5.4 4.6 (3.5, 5.7)
65–74 4.5 7.8 6.3 (4.8, 7.7) 1.6 2.1 1.8 (1.1, 2.6)
≥75 3.6 4.8 4.3 (2.9, 5.7) 1.6 1.7 1.7 (0.8, 2.5)

Marital 
status

Now 
married

6.0 11.0 8.5 (7.6, 9.5) 301.652 2.0 3.5 2.8 (2.3, 3.3)

Common-
law

18.4 22.3 20.2 (15.4, 25.0) 9.4 10.8 10.0 (5.7, 14.2)

Widowed 8.8 10.6 10.2 (8.0, 12.0) (<.001) 4.7 4.3 4.4 (2.8, 6.0) 243.295
Separated 22.6 25.2 24.2 (19.2, 29.2) 10.4 15.4 13.4 (9.4, 17.4) (<.001)
Divorced 22.7 27.7 26.1 (21.9, 30.2) 7.6 14.1 11.7 (8.6, 14.7)
Single 7.3 14.7 10.7 (9.3, 12.2) 3.9 9.2 6.3 (5.1, 7.6)

Immigrant
Yes 6.5 9.1 7.8 (6.3, 9.4) 60.699 3.2 4.8 4.0 (3.0, 5.0) 19.619
No 9.1 15.8 12.4 (11.5, 13.3) (<.001) 3.6 6.6 5.4 (4.5, 5.7) (<.001)

Education
< 
Secondary

7.1 11.1 9.1 (7.7, 10.6) 23.241 (<0.001) 3.7 6.3 5.0 (3.9, 6.1) 9.586 (=.022)

Secondary 
grad.

8.8 12.1 10.6 (8.9, 12.3) 3.0 5.2 4.2 (3.2, 5.2)

Other post-
sec.

11.1 15.6 13.4 (10.5, 16.2) 6.1 6.5 6.3 (4.4, 8.2)

Post-sec. 
grad.

8.0 15.2 11.5 (10.4, 12.6) 3.1 6.3 4.7 (3.9, 5.5)

Household
income

<$10,000 16.9 19.7 18.4 (13.4, 23.4)
 = 51.24 

(<.0001)

9.3 13.1 11.3 (7.3, 15.3)
 = 103.08 

(<.0001)
$10,000–
$14,999

11.2 18.5 16.1 (13.0, 19.1) 6.2 10.2 8.9 (6.5, 11.3)

$15,000–
$19,999

13.0 17.5 15.7 (11.4, 19.9) 8.5 9.2 8.9 (5.9, 12.0)

$20,000–
$29,999

8.4 13.5 11.3 (9.2, 13.4) 4.5 7.2 6.0 (4.4, 7.7)

$30,000–
$39,999

8.0 11.9 10.1 (8.0, 12.2) 2.8 5.5 4.3 (2.9, 5.6)

$40,000–
$49,999

9.0 12.1 10.6 (8.4, 12.8) 3.3 4.1 3.7 (2.4, 5.0)

$50,000–
$59,999

7.5 13.4 10.5 (8.2, 12.9) 3.4 4.2 3.8 (2.3, 5.3)

$60,000–
$79,999

7.0 12.7 9.7 (8.2, 11.3) 2.8 5.1 3.9 (2.9, 5.0)

≥$80,000 7.9 14.0 10.6 (9.1, 12.2) 2.8 4.9 3.8 (2.7, 4.9)

Total 8.2 13.7 11.0 (10.2, 11.7) 3.5 6.1 4.8 (4.3, 5.3)

χTrend
2 χTrend

2
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Depression and age
The highest prevalence rate of lifetime depression
(14.3%) is seen in the age group of 20 to 24 years and the
lowest rate (4.3%) in the age group of 75 years and over.
Similarly, the highest and lowest rates of 12-month
depression are 9.6% and 1.7%, which are seen in the same
age groups (Table 2). The prevalence of both types of
depression increases with age to the highest level for 20 to
24 year olds and then decreases steadily to its lowest level
for the participants aged 75 years and over.

Depression and gender
Women suffer more from both types of depression than
men. The highest and lowest rates of lifetime and 12-
month depression for both men and women were
recorded in the age groups of 20 to 24 years and 75 and
over, respectively (Table 2).

Depression and marital status
The prevalence of depression varies with the marital sta-
tus. The highest rates of lifetime and 12-month depression
are seen in divorced and separated respondents, respec-
tively. The lowest rate for both types of depression is seen
among married people. Also, a high rate is seen among
individuals living with "common-law" partners where the
term "common-law" refers to the living of a man and a
woman together in a marital status without legal action
(Table 2).

Depression and Immigrant Status
In general prevalence of depression among individuals
who were born in Canada is higher compared to Cana-
dian residents who immigrated to Canada irrespective of
gender and type of depression (Table 2).

Depression and education
Respondents whose education level was less than second-
ary school have the lowest rate of lifetime depression
(9.1%); and the highest rate of lifetime depression
(13.4%) is seen among those with "other post-secondary"
education. A similar pattern is seen for 12-month depres-
sion. Although these results indicate that the prevalence of
depression differs based on the level of education, there is
no linear pattern for this relationship. For both lifetime
and 12-month depression the prevalence rate was higher
for "other post secondary education" than "post-second-
ary education".

Depression and household income level
The highest prevalence rate of lifetime depression
(18.4%) is seen in households with an income level of
less than $10,000 per year. The prevalence of lifetime
depression then decreases as the income increases. The
same pattern is observed for 12-month depression with
the highest rate of 11.3% in households with the income

of less than $10,000 per year. However, there seems to be
an threshold effect as the prevalence rate decreases much
faster for income level of up to $30,000 than for $30,000
and over which will be further elaborated in the modeling
section. The chi-square test for trend indicates that for both
types of depression there is a noticeable inverse relation-
ship between the level of income and the prevalence of
depression (p < 0.0001; Table 2).

Modeling depression based on the sociodemographic 
factors
We performed a logistic regression analysis for lifetime
and 12-month depression to identify the most important
sociodemographic factors associated with depression.
Gender and marital status were considered as categorical
variables with "female" and "single" as reference groups
for gender and marital status, respectively. Education was
dealt with as a categorical variable while "other post sec-
ondary education" and "post-secondary education" were
combined into one group and the "less than secondary
education" group was considered as the reference group.
The immigrant status was categorized as 'yes' and 'no'
identifying who immigrated to Canada and those who
were born in Canada (the reference group). Table 2 indi-
cates a strong inverse relation between household income
and depression up to income level of $30,000. Then, the
prevalence rate becomes approximately stable. Based on
this finding we classified the income level of $30,000 and
more into one category for the modeling purposes. The
following noticeable results emerged from this analysis
(Table 3):

1. The odds of being affected by lifetime and 12-month
depression for men is about 0.60 times of that for women.

2. Marital status emerged as an important predictor for
both types of depression:

a. The odds of being affected by lifetime depression for
married persons is about the same as that for single indi-
viduals. For 12-month depression the odds ratio is 0.70,
although it is not significantly different from one (95%CI,
0.48 to 1.02).

b. The odds of lifetime or 12-month depression among
individuals who live with common-law partners is about
2.5 times of that for singles.

c. The odds of being affected by lifetime depression for
separated and divorced individuals is more than 2.5 times
of that for singles; odds ratio is 2.65 (95%CI, 1.91 to 3.67)
for separated and 3.33 (95%CI, 2.46 to 4.50) for divorced
individuals. For 12-month depression these odds ratios
are 3.20 (95%CI, 2.05 to 4.97) and 2.76 (95%CI, 1.75 to
4.33), respectively.
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3. The odds of living with lifetime depression among indi-
viduals with any kind of post-secondary education is 1.54
times compared to individuals with less than secondary
education (95%CI: 1.22 to 1.93). For 12-month depres-
sion this odds is not statistically significant (odds ratio =
1.35; 95%CI: 0.97 to 1.86).

4. Income has a significant association with both lifetime
and 12-month depression. For the income level of up to
$30,000 the odds ratio of lifetime depression for each
$10000 increase in income is 0.82 (95%CI, 0.74 to 0.90).
Similarly, for 12-month depression the odds ratio is 0.71
(95%CI, 0.63 to 0.79).

Table 3: Relationship between depression and the sociodemographic factors

Variable B SE (B) P-value OR‡ 95% CI for OR

Lower Upper

A: Lifetime 
depression

Age/10§ -0.10 0.03 <0.0001 0.90 0.86 0.95
Gender

Female† 1.00
Male -0.53 0.09 <0.0001 0.59 0.50 0.70

Marital Status
Single† 1.00
Married 0.00 0.12 0.998 1.00 0.78 1.28
Common-law 0.90 0.18 <0.0001 2.46 1.73 3.51
Widowed 0.26 0.19 0.182 1.30 0.89 1.90
Separated 0.97 0.17 <0.0001 2.65 1.91 3.67
Divorced 1.20 0.15 <0.0001 3.33 2.46 4.50

Education
Less than 
secondary†

1.00

Secondary 0.23 0.14 0.096 1.26 0.96 1.66
Post-secondary 0.43 0.12 0.0003 1.54 1.22 1.93

Household income -0.20 0.14 <0.0001 0.82 0.74 0.90
Immigrant status 
(yes, no)

-0.52 0.14 0.0001 0.60 0.46 0.78

Constant -1.05 0.23 <0.0001 0.35 0.22 0.55

B: 12-month 
depression

Age/10§ -0.19 0.05 <0.0001 0.83 0.76 0.90
Gender

Female† 1.00
Male -0.46 0.14 0.0008 0.63 0.48 0.83

Marital Status
Single† 1.00
Married -0.36 0.19 0.0651 0.70 0.48 1.02
Common-law 0.89 0.28 0.0016 2.43 1.40 4.23
Widowed 0.18 0.32 0.5713 1.20 0.64 2.24
Separated 1.16 0.23 <0.0001 3.20 2.05 4.97
Divorced 1.01 0.23 <0.0001 2.76 1.75 4.33

Education
Less than 
secondary†

1.00

Secondary 0.06 0.19 0.753 1.06 0.73 1.55
Post-secondary 0.30 0.17 0.073 1.35 0.97 1.86

Household income -0.35 0.59 <0.0001 0.71 0.63 0.79
Immigrant status 
(yes, no)

-0.19 0.19 0.3266 0.83 0.57 1.20

Constant -0.99 0.32 0.0022 - 0.19 0.70

‡ Odds ratio, § Age divided by 10, † Reference group
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5. Prevalence rate of lifetime depression among immi-
grants is 60% of that among Canadian born individuals.
For the 12-month depression the odds ratio is 0.83 but it
is not statistically significant (95%CI, 0.57 to 1.20).

Discussion
The findings of this analysis illustrate that despite changes
in the overall demographics of the Ontario population,
the prevalence rates of depression remain consistent with
previous Canadian and American epidemiological surveys
[10,15]. The patterns uncovered in this analysis are at the
higher limits of the previously reported prevalence rates
for Canada, and in particular for the province of Ontario
[10]. The rates for depression in Ontario are consistent
with the results from the larger Canadian sample from
which this dataset has been extracted.[9]. This finding was
anticipated given that Ontario represents about 40% of
the total Canadian population [36]. This study has further
described current distribution of depression based on age,
gender, marital status, education, immigrant- nonimmi-
grant status, and household income.

Overall, our findings are consistent with some previous
findings that women have double to triple the prevalence
rates for 12-month depression compared to men
[10,15,17,19], however, the age-specific rates in Table 2
indicate that gender differences diminish with age and
there is virtually no difference at age 75+ which is in agree-
ment with Gutiérrez-Lobos et al. [37].

We observed a negative relation between age and depres-
sion for both lifetime and 12-month depression after
adjusting for some sociodemographic factors using logis-
tic regression technique. These results are consistent with
some previous findings [38-40] which rule out some older
findings that relation between age and depression is U-
shaped with the lowest reported levels of depression at
ages 45–49 [41,42].

The relation between depression and marital status is
highly significant. While our analysis confirms previous
reported patterns for depression based on marital status
[43], one notable difference emerged. The prevalence of
depression in individuals living common-law was similar
to that of separated and divorced individuals, not married
individuals with whom they are most often grouped in
other studies, including the recent report using the same
dataset for all Canada [9]. This finding challenges the
common practice of combining married and common-
law individuals in the same category and suggests that
these groups should be analyzed separately until the con-
sistency of this finding is upheld or refuted.

While rates of depression in individuals born in Canada
were higher than for immigrants, depression is still a

health concern for the immigrant group. We found that
immigrant status was highly related to lifetime depression
but not to depression in the past year. Because this was a
cross-sectional survey it is impossible to know if the
depression occurred before or after immigration. Further-
more, the only data available on immigrant status was
whether or not the individual was born in Canada. While
attempts were made to minimize language barriers for
data collection, it would be very helpful to know whether
the respondents were refuges or skilled immigrants and
how recently they immigrated. This survey only provides
the starting point for exploring depression in immigrants
in Ontario, and future studies are required to gain a better
understanding of the complexities of factors that may con-
tribute to depression in this group. Furthermore, given the
cross-cultural variation in attitudes toward depression
[44], the findings may not reflect accurate depression rates
amongst recent immigrants.

Socioeconomic status, as indicated by education and
income, also showed significant association with depres-
sion. In a multivariate analysis using logistic regression
analysis, these variables showed strong relationships with
depression.

Nevertheless, it remains important to target programs for
those at the lowest income level, particularly to women
between the ages of 20 and 64 and people who are
divorced or separated. In the light of this analysis, individ-
uals who live with "common-law" partners need special
attention.

In conclusion, this study has provided a new snapshot of
the prevalence of depression in Ontario. While this is not
very different from what has been found before, we have
provided details of subgroups of the population who are
most at risk for depression. These findings are potentially
important as they are from a large random sample of
respondents. The results show significant relationships
between depression and different sociodemographic fac-
tors. The results confirm the findings from other Cana-
dian and international studies [10,11] and add strong
weight toward the confirmation of such relations.

One limitation of the CCHS-1.2 dataset might be that it
provides self-reported information from a cross-sectional
study. Furthermore, because of funding and space limita-
tions, we analyzed only Ontario data, and replicating this
analysis in all of Canada would be beneficial to health
policy makers.
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