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Depression at work

Heather Gilmour and Scott B. Patten

W orldwide, depression is the leading cause
of chronic disability (Ustun, Yuso-Mateos,
Chatterji et al. 2004). It can affect many

aspects of life, including work. In fact, the impact of
depression on job performance has been estimated to
be greater than that of many other long-term ailments,
such as arthritis, hypertension, back problems and dia-
betes (Kessler, Greenberg, Mickelson et al. 2001).

Although the various disabilities associated with
depression may seriously impede an individual’s abil-
ity to find and keep a new job,1 many people who
have recently had a major depressive episode (depres-
sion) are in the workforce. In 2002, the majority (71%)
of 25- to 64-year-old Canadians who reported having
experienced a major depressive episode in the previ-
ous 12 months were employed; however, symptoms
associated with this condition may have hampered
their ability to perform their jobs.

Indeed, depression among the employed has been
linked with both absenteeism and diminished produc-
tivity (known as ‘presenteeism’). In Canada, the cost
of productivity losses in the form of short-term
disability days due to depression was estimated at $2.6
billion in 1998 (Stephens and Joubert 2001).2

This article is based on results from the 2002 Cana-
dian Community Health Survey (CCHS), cycle 1.2:
Mental Health and Well-being, and the 1994/1995 to
2002/2003 National Population Health Surveys
(NPHS) (see Data sources and methodology). The preva-
lence of a major depressive episode among employed
Canadians aged 25 to 64 is first studied according to
selected job, health and sociodemographic character-
istics (see Definitions). The impact of depression on
work impairment is then assessed via associations with
reduced work activities, mental health disability days
and work absences, using multivariate logistic regres-
sion models.

Heather Gilmour is with the Health Information and Research Division, she can be reached at 613-951-2114; Dr. Scott B.
Patten is with the Departments of Community Health Sciences and Psychiatry at the University of Calgary, he can be reached at
403-220-8752 or both at perspectives@statcan.ca.

In this study, work impairment covers both absentee-
ism (absent from work one or more days the previ-
ous week) and presenteeism (reduced work activities).
A third measure of impairment (at least one mental
health disability day in the previous two weeks) com-
bines elements of both, in that it represents days spent
mostly or entirely in bed (absenteeism), as well as days
respondents had to cut down on activities or expend
extra effort to perform them (see Work impairment).

Almost half a million workers live with
depression

An estimated 489,000 Canadians aged 25 to 64 who
were employed at the time of their 2002 CCHS inter-
view (3.7% of workers) had experienced a major
depressive episode in the previous 12 months (Table
1). Moreover, an additional million workers (8% of
the workforce) had experienced depression some time
in their lives, although not in the past year (data not
shown).

The occurrence of depression in the workforce was
twice as prevalent among women as men (5.1% vs.
2.6%)3 and was much more common among persons
who were divorced, separated or widowed (7.5%)—
as opposed to those married or in a common-law
relationship (3.0%). Workers who lived in lower-
income households were also more likely to suffer
from depression than those living in higher-income
households (4.7% vs. 3.4%). Persons with chronic
health conditions lasting at least 6 months—such as
arthritis, diabetes or cancer—were almost twice as
likely as those without these ailments to have been de-
pressed.4 Differences by age and education were not
significant.

Previous research has shown that work stress is linked
to depression and other psychological disorders (Wang
2005 and Shields 2006). Data from the 2002 CCHS
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support this finding. Indeed, work-
ers who reported high levels of
work stress were more likely to
have reported depression in the last
12 months than workers who had
lower levels of work stress (6.0%
vs. 2.5%). In addition, workers re-
porting anxiety disorders in the past
12 months, or alcohol or drug
dependency, were much more
likely to have suffered a major
depressive episode during that
period than those who did not
have these problems (20.0% vs.
2.9% for anxiety disorders).

Depression was also associated
with several job-related character-
istics, including occupation and
shift work. Sales and service work-
ers and those in white-collar jobs
were more likely than blue-collar
workers to have faced depression
in 2002 (Table 1).5 Regular evening
and night shift workers were more
likely to report a major depressive
episode than those working a regu-
lar day schedule (5.6% vs. 3.5%).6

The prevalence of depression was
relatively low among workers who
spent more than 40 hours a week
on the job (2.6%), compared with
those who worked less than 30
hours (5.7%). This discrepancy may,
in part, reflect the impact of men-
tal health on hours worked—at the
time of the survey, many recently
or currently depressed individuals
may not have been capable of
working full-time.

Depression interferes
with work

CCHS respondents who reported
a major depressive episode in the
previous year were asked to what
degree, on a scale of 1 to 10, the
illness had interfered with various
aspects of their lives during the
period the symptoms had been

Table 1 Prevalence of major depressive episode in previous
12 months among employed 25 to 64 year-olds

’000 %

Total 489.0 3.7

Sex
Men (ref) 184.6 2.6
Women 304.3 5.1 *

Age
25 to 44 317.2 4.1
45 to 64 (ref) 171.8 3.2

Occupation
White-collar 264.6 3.9 *
Sales or service 107.9 4.6 *
Blue-collar (ref) 77.6 2.5

Weekly work hours
1 to 29 90.5 5.7 *
30 to 40 (ref) 273.5 4.1
Over 40 124.3 2.6 *

Work schedule
Regular day (ref) 331.7 3.5
Regular evening or night 48.1E 5.6E*
Irregular or rotating shift 109.2 4.0

High self-perceived work stress
Yes 260.5 6.0 *
No (ref) 216.6 2.5

Marital status
Married or common-law (ref) 292.7 3.0
Divorced, separated or widowed 98.8 7.5 *
Single (never married) 96.5 5.0 *

Education
High school graduation or less (ref) 151.5 3.5
Some postsecondary 35.5E 4.2E

Postsecondary certificate, diploma or degree 296.4 3.8

Household income
Lowest, lower-middle or middle 114.6 4.7 *
Upper-middle or highest (ref) 344.1 3.4

Chronic condition
Yes 328.2 4.9 *
No (ref) 159.8 2.5

Body Mass Index category
Underweight or normal (ref) 241.0 4.0
Overweight 162.3 3.5
Obese 77.5 3.4

Anxiety disorder in past 12 months
Yes 108.3 20.0 *
No (ref) 357.4 2.9

Anxiety disorder in lifetime,
but not in past 12 months

Yes 46.4 5.0 *
No (ref) 311.0 2.7

Alcohol or drug dependence in past 12 months
Yes 28.7E 9.3 *
No (ref) 458.6 3.6

* Significantly different from the reference group (ref) at less than the 0.05 level.
Source: Statistics Canada, Canadian Community Health Survey, cycle 1.2; Mental Health

and Well-being, 2002
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Definitions

In the CCHS, respondents were initially asked if they had
experienced several days or longer when most of the day
they had felt sad, empty or depressed; or very discour-
aged about how things were going on in their lives; or they
had lost interest in most things they usually enjoyed—like
work, hobbies and personal relationships. Those respond-
ing in the affirmative to at least one scenario were asked
more specific questions to determine if they had a lifetime
history of major depression, and if they had experienced
a major depressive episode in the previous 12 months.

In the NPHS, the criteria were simpler and respondents
were asked only a subset of questions.

An overall score was calculated for each respondent, and
the results transformed into a probability estimate of a
diagnosis of major depression in the previous 12 months.
An individual was considered to have experienced a major
depressive episode if the probability of a correct diagno-
sis was 90% or greater. A complete listing of the specific
questions for both surveys can be found in the original
study (Gilmour and Patten 2007). In this analysis, CCHS
estimates of a major depressive episode exclude persons
reporting a lifetime episode of mania; these people are
included in NPHS estimates, however.

Respondents were employed if they had worked the week
before their interview, or had a job or business from which
they had been temporarily absent, for reasons such as ill-
ness, vacation or family responsibilities. Both employees
and the self-employed were surveyed.

CCHS occupation data were collapsed into three broad
categories: white-collar (management; professionals; tech-
nologists, technicians and persons in technical occupa-
tions; and administrative, financial and clerical occupations),
sales or service, and blue-collar (trades, transport and
equipment operators; farming, forestry, fishing and min-
ing; and processing, manufacturing and utilities). Occu-
pations from the NPHS were categorized as white-collar
(administrative and professional), sales or service, and
blue-collar.

Weekly work hours is the number of hours usually worked
at a job or business, including paid or unpaid extra hours.

Work schedules were: regular day schedule; regular
evening or night shift; and rotating or irregular shift (split,
‘on call’, irregular and other work schedules).

Weekly work hours and schedules were based on the main
job (i.e. the job involving the most weekly hours).

Household income ranges were based on the number of
people in the household and their combined income from
all sources  in the preceding 12 months.

Chronic health conditions in the CCHS are long-term
conditions that lasted or were expected to last six months
or more and were diagnosed by a health care professional:

asthma; arthritis and rheumatism; back problems (other
than fibromyalgia and arthritis); high blood pressure;
migraine headaches; chronic bronchitis, emphysema and
COPD (chronic obstructive pulmonary disease); diabetes;
epilepsy; heart disease; cancer; stomach and intestinal
ulcers; the effects of a stroke; bowel disorders (e.g.
Crohns disease, colitis); Alzheimers disease and other
dementia; cataracts; glaucoma; and thyroid conditions.

The NPHS considered: asthma; arthritis and rheumatism;
back problems (other than arthritis); high blood pressure;
migraine headaches; chronic bronchitis and emphysema;
diabetes; epilepsy; heart disease; cancer; stomach and
intestinal ulcers, the effects of a stroke; Alzheimers dis-
ease and other dementia; and glaucoma.

Body Mass Index (BMI) was calculated by dividing weight
in kilograms by height in metres squared. Three catego-
ries were used: underweight/normal (BMI less than 25),
overweight (25 to 29), and obese (30 and over).

Respondents were considered to have had an anxiety dis-
order in the past 12 months if they met the diagnostic cri-
teria for panic disorder, or agoraphobia or social anxiety
disorder during that period.

Alcohol or drug dependence in the past 12 months re-
fers to respondents who met the criteria for dependence
on alcohol or illicit drugs.

The daily smoker variable was available from NPHS
respondents only.

Household size and income

People Total
Income in household
range household income

$
Lowest 1 to 4 Under 10,000

5 or more Under 15,000

Lower-middle 1 or 2 10,000 to 14,999
3 or 4 10,000 to 19,999

5 or more 15,000 to 29,999

Middle 1 or 2 15,000 to 29,999
3 or 4 20,000 to 39,999

5 or more 30,000 to 59,999

Upper-middle 1 or 2 30,000 to 59,999
3 or 4 40,000 to 79,999

5 or more 60,000 to 79,999

Highest 1 or 2 60,000 or more
3 or more 80,000 or more
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most severe. They were also asked
how many days depressive symp-
toms had rendered them totally
unable to work or carry out nor-
mal activities.

Most workers (8 in 10) who had
experienced depression in the 12
months prior to their interviews
reported that their symptoms had
interfered with their ability to work
to some degree (Chart A). For ex-
ample, one in five had experienced
very severe interference with their
ability to perform their jobs, and
an additional one-third had experi-
enced moderate to severe interfer-
ence. On average, workers with
major depression had been totally
unable to work or carry out nor-
mal activities for 32 days in the
course of the previous year.

The marked degree to which
depression interferes with the abil-
ity to function at work is not sur-
prising, since symptoms can include
a loss of energy, disinterest in
the job and a diminished ability to
focus on tasks, combined with feel-

Chart A Most workers experiencing depression reported some
impact on their job performance

1 In the past 12 months.
Source: Statistics Canada, Canadian Community Health Survey, cycle 1.2; Mental Health

and Well-being, 2002

ings of discouragement or hope-
lessness. Many elements crucial to
competent job performance can be
affected by such symptoms, for
instance, time management, con-
centration, teamwork and overall
output (Burton, Pransky, Conti et
al. 2004).

Nonetheless, one in five workers
who experienced depression in the
previous year reported no interfer-
ence at work. Even more (40%)
never had a day when they had
been totally unable to work or
carry out normal activities. In the
case of these workers, symptoms
may have been relatively mild or
not the kind to get in the way of
work, or perhaps the impact of
their depression had been greater
in other aspects of their lives, such
as their ability to carry out family
responsibilities.7 In fact, consistent
with earlier research (Kessler,
Berglund, Demler et al. 2003),
mean interference scores (i.e. the
degree to which depression was
impeding various activities) were
significantly higher in the realms of

respondents’ social lives and home
responsibilities than those of work
(Chart B).

Many aspects to work
impairment

Workers who had experienced
major depression were more likely
than those with no history of the
illness to report
� reduced work activities due to a

long-term physical or mental
condition or health problem

� at least one mental health dis-
ability day in the previous two
weeks

� absence from work one or more
days the previous week (see
Work impairment).

Compared with workers declaring
no history of major depression,
those who had suffered an episode
in the previous 12 months were
about three times more likely (29%
versus 10%) to report reduced
work activities as a result of a long-
term health condition (Chart C).
Respondents who had not experi-
enced depression in the previous
year but had a lifetime history were
also at increased risk of curtailing
work activities (16%). In some
cases, these workers may have in-
tentionally cut back on their activi-
ties to reduce work stress and/or
minimize the risk of another epi-
sode. They could also have been
experiencing sub-clinical depres-
sion,8 which has been linked to
functional impairment (Martin,
Blum, Beach et al. 1996).

Depression was also strongly asso-
ciated with mental health disability
days: 13% of workers who had
experienced depression in the pre-
vious year reported at least one day
in the two weeks preceding the
interview when they had stayed in
bed, cut down on normal activities
or taken extra effort in carrying out

15

20

25

30

35

40

45

None Mild Moderate Severe Very
severe

None 1 to 5 6 to 30 31 to 365

%

Interference with ability to work1 Days totally unable to work1 

(average 32 days)



Depression at work

November 2007 PERSPECTIVES 23 Statistics Canada — Catalogue no. 75-001-XIE

Chart B Depression affected non-work
activities more significantly

* Significantly different from the Ability to work at a job score at
less than the 0.05 level.

Note: Scores range from 0 (no interference) to 10 (very severe
interference); for more details, see Work impairment.

Source: Statistics Canada, Canadian Community Health Survey,
cycle 1.2; Mental Health and Well-being, 2002

cant, multivariate models that controlled for these fac-
tors and other possible confounders (e.g. respondents’
sociodemographic and job characteristics), were car-
ried out (see Data sources and methodology). When the ef-
fects of these factors were taken into account, the
associations between depression and work impair-
ment continued to persist. Indeed, workers who had
experienced a major depressive episode in the previ-
ous year had twice the odds of reporting reduced
work activities and recent work absences,
and six times the odds of having taken one or
more mental health disability days in the previous two
weeks, compared with those who had no history of
depression (Table 2).

Job characteristics may interact with the
nature and severity of work impairment

The association between depression and work impair-
ment may be particularly strong for people in certain
occupations and employment situations. Consequently,
the models for work impairment were rerun with
interaction terms between depression and occupation,
working hours and work schedule.

Chart C Work impairment much higher among depression
sufferers

* Significantly different from the estimate No history of major depression at less than the
0.05 level.

Source: Statistics Canada, Canadian Community Health Survey, cycle 1.2; Mental Health
and Well-being, 2002

daily activities because of emotional
or mental health, or the use of
alcohol or drugs. By contrast, only
1% of workers without a history
of depression reported one or
more mental health disability days.

Work absences were far more
common among people who had
experienced depression during the
previous year than among those
with no history of depression: 16%
of workers with depression
reported having been absent at least
one day the previous week, com-
pared with 7% of respondents who
had never experienced depression.

Depression often co-exists with
other psychiatric illnesses, substance
abuse or physical illnesses or
conditions that can impede an
individual’s ability to work. To
determine whether the associations
between depression and work im-
pairment were statistically signifi-
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Data sources and methodology

The 2002 Canadian Community Health Survey (Cycle 1.2):
Mental Health and Well-being (CCHS) was conducted over
May to December 2002, and covered people aged 15 and
older living in private households in the 10 provinces. Resi-
dents of institutions, members of the regular Armed Forces
and civilian residents of military bases were excluded, as were
people living on Indian reserves and in certain remote
areas.

One person from each sampled household was randomly
selected to be interviewed and proxy responses were not
accepted. The resulting sample comprised 36,984 individu-
als aged 15 or older.

The National Population Health Survey (NPHS) has col-
lected information about the health of Canadians every two
years since 1994/1995. The reference period in the survey
is the previous twelve months. To deal with seasonal vari-
ation, collection takes place in June, August, November and
March. The survey covers residents of households and
institutions in all provinces and territories, excluding Indian
reserves, Armed Forces bases, and some remote areas.

In 1994/1995, a sub-sample was selected from the 10 prov-
inces to create a longitudinal panel of 17,626 persons. This
study used the panel’s 5th cycle, (2002/2003).

Multivariate logistic regression models examined associations
between a major depressive episode in the preceding year
(or at some earlier period, or not at all) and work impairment.
The models were re-run to include interaction terms between
depression and various job characteristics.

Separate regressions were run on working respondents who
had experienced depression in the previous 12 months to

determine if various coping behaviours, as well as low
co-worker, supervisor and emotional social support, were
associated with work impairment.

Because of small sample sizes, the models were run for men
and women combined. Interactions between sex and depres-
sion were not significant in any of the models.

Factors associated with reduced work activities and at least
one disability day due to illness or injury in the previous two
weeks were examined longitudinally. Four cohorts of obser-
vations were used for the analysis of reduced work activi-
ties (1994/1995 to 2000/2001 baseline years), and two
cohorts (1994/1995 and 1996/1997 baseline years) for the
analysis of at least one disability day in the previous two
weeks. Workers aged 25 to 64 not reporting reduced work
activities in baseline years were selected for the first model;
those not reporting a disability day in the previous two weeks
were selected for the second model.

Multivariate logistic regressions were carried out to exam-
ine workers baseline year characteristics in relation to
reports of work impairment two years later. Some CCHS
variables used in the cross-sectional models were not avail-
able on the NPHS’s longitudinal file or were available for
some cycles only.

All estimates and analyses were based on weighted data
reflecting the age and sex distribution of the household
population aged 15 and older in 2002 in the 10 provinces.
To account for survey design effects, standard errors and
coefficients of variation were estimated using the bootstrap
technique (Yeo, Mantel and Liu 1999).

The interaction between depression and white-collar
occupations was positive for reduced work activities.
Although white-collar workers were generally less likely
than blue-collar workers to reduce their work activi-
ties (Table 2), white-collar workers who had suffered
a recent episode of depression had almost three times
the odds of reducing their activities at work (data not
shown). This difference may indicate that depression
has a greater impact on activities that are more com-
mon in white-collar jobs compared with other occu-
pations.

An association between depression and reduced work
activities also emerged for people who regularly
worked evening or night shifts, as opposed to those
working regular daytime schedules.9 A previous study
showed relationships between evening shifts and psy-
cho-social problems, chronic health conditions, sleep
problems, and distress (Shields 2002). It may be that

depressive symptoms compound the impact of other
health problems that are associated with shift work,
thereby resulting in greater work impairment.

Work impairment is associated with particular
coping mechanisms and the absence of
social support

In numerous studies, various types of coping behav-
iours and available support have been associated with
the risk of depression and other mental illnesses (Park,
Wilson and Lee 2004, Ramage-Morin 2004, and
Wilkins 2004). However, few studies have examined
whether these factors are also related to the job per-
formance of workers with mental disorders.

CCHS results show that workers who had experienced
a recent depressive episode often used coping mecha-
nisms that differed from those of other workers (Chart
D). For example, workers who had suffered a major
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Table 2 Depression and selected characteristics related to work impairment outcomes, employed
25 to 64 year-olds

Reduced work At least 1 mental Absent from work 1
due to long-term health disability day or more days in

physical/mental problem in previous 2 weeks previous week

Adjusted odds ratio
Major depressive episode
In past 12 months 2.4* 6.2* 2.3*
In lifetime but not in past 12 months 1.3* 0.9 1.4
No history of major depression (ref) 1.0 1.0 1.0

Sex
Men 1.1 0.8 0.6*
Women (ref) 1.0 1.0 1.0

Age
25 to 44 1.2 0.8 0.9
45 to 64 (ref) 1.0 1.0 1.0

Occupation
White-collar 0.7* 1.0 1.0
Sales or service 1.0 1.1 0.7*
Blue-collar (ref) 1.0 1.0 1.0

Weekly work hours
1 to 29 1.2 1.1 0.9
30 to 40 (ref) 1.0 1.0 1.0
Over 40 1.0 0.5* 0.8*

Work schedule
Regular day (ref) 1.0 1.0 1.0
Regular evening or night 1.0 1.7 1.2
Irregular or rotating shift 1.2 1.5 1.2

High self-perceived work stress
Yes 1.4* 1.8* 1.2
No (ref) 1.0 1.0 1.0

Marital status
Married or common-law (ref) 1.0 1.0 1.0
Divorced, separated or widowed 1.0 1.2 1.1
Single (never married) 1.1 1.7* 0.7*

Education
High school graduation or less (ref) 1.0 1.0 1.0
Some postsecondary 1.1 0.8 1.0
Postsecondary certificate, diploma or degree 0.9 0.9 1.0

Household income1

Lowest, lower-middle or middle 1.1 1.0 0.9
Upper-middle or highest (ref) 1.0 1.0 1.0

Existing chronic condition2 4.7* 1.9* 1.1

Body Mass Index category1

Underweight or normal (ref) 1.0 1.0 1.0
Overweight 1.2 1.4 1.2
Obese 1.5* 0.9 1.0

Anxiety disorder in previous 12 months2 2.2* 5.9* 1.0

Alcohol or drug dependence in previous 12 months2 1.4 3.8* 0.9

1 To maximize sample size, the models include a missing values category (odds ratios are not shown for these).
2 The reference group is the absence of the particular characteristic.
* Significantly different from the reference group (ref) at less than the 0.05 level.
Note: Some odds ratios with lower/upper confidence interval limits of 1.0 were statistically significant before rounding.
Source: Statistics Canada, Canadian Community Health Survey, cycle 1.2; Mental Health and Well-being, 2002
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depressive episode were signifi-
cantly more likely to report that
they coped with stress by avoiding
people (66% vs. 33% of non-
depressed workers), using negative
means of tension reduction (e.g.
drinking alcohol or smoking more
than usual—82% vs. 53%), blam-
ing themselves (74% vs. 50%), or
wishing the situation would go
away (91% vs. 76%). Moreover,
when dealing with stress, those
with depression were less inclined
to talk to others (76% compared
with 83% for those without
depression) or try looking on the
bright side (88% vs. 95%).

Depressed workers were also
more likely to report low levels of
co-worker support (47% vs. 32%),
low supervisor support (24% vs.
17%) and low emotional social
support (24% vs. 12%).

A multivariate model was used to
adjust for sex, age, occupation,
work hours, schedules, self-per-
ceived work stress, marital status,
education, income, chronic condi-
tions, weight, and anxiety disorder
or alcohol/drug dependence in the
past 12 months. Coping behav-
iours and support variables were
then entered individually. For the all
workers group, the model also
adjusted for depression.

Among employed respondents in
general, most of the coping and
support variables examined (7 out
of 11—Table 3) were associated
with having taken at least one men-
tal health disability day in the previ-
ous two weeks, or having reduced
work activities. When workers
reporting a depressive episode
were considered, only two vari-
ables were significant: trying to look
on the bright side and low
co-worker support.

‘Trying to look on the bright side’
reduced the odds of workers with
depression taking at least one men-
tal health disability day in the two
weeks preceding their interviews.
However, it is possible that the
coping strategies assessed by the
CCHS were influenced by the
nature and extent of depressive
symptoms. For example, because
depressed people often have a
negative perspective, the association
with ‘looking on the bright side’
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Chart D Depression sufferers more likely to use negative coping
behaviours

1 Respondents were not considered to use a particular coping behaviour when they reported
doing it rarely or never.

2 Jogging or other exercise, praying or seeking spiritual help, doing something enjoyable.
3 Sleeping more than usual, eating more or less than usual, smoking more cigarettes than

usual, drinking alcohol, using drugs or medication.
* Significantly different from the corresponding estimate for persons reporting a major

depressive episode in the past 12 months at less than the 0.05 level.
Source: Statistics Canada, Canadian Community Health Survey, cycle 1.2; Mental Health

and Well-being, 2002

may reflect workers with mild,
rather than moderate or severe,
depression.

Low co-worker support increased
the odds of depressed workers
being absent from work one
or more days the previous week.
But because this analysis is cross-
sectional, the direction of the asso-
ciation cannot be ascertained. It is
not clear whether low co-worker
support influenced work absence
or vice versa.
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Table 3 Coping behaviours and support related to work impairment outcomes, employed 25 to 64
year-olds

At least 1 Absent from
Reduced work mental health work 1 or

due to long-  disability day more days
term physical/ in previous in previous

mental problem 2 weeks week

Depression Depression Depression
All in past All in past All in past

workers 12 months workers 12 months workers 12 months

Coping behaviour used often Adjusted odds ratio
or sometimes1

Trying to solve problem 0.8 0.9 0.7 0.8 1.0 ...
Wishing situation away

or finished 1.3* 0.6 2.1* 0.6 0.9 0.8
Positive tension reduction2 0.9 0.5 1.1 2.1 0.7 0.4
Trying to look on bright side 0.9 0.7 0.5* 0.3* 0.9 1.4
Negative tension reduction3 1.4* 0.8 3.1* 2.6 1.2 1.2
Talking to others 0.8* 1.0 0.7* 0.6 0.9 1.6
Blaming oneself 1.1 1.7 1.3 1.3 1.1 1.4
Avoiding people 1.1 1.0 1.4 0.7 1.1 1.3

Type of support
Low co-worker support 1.1 1.1 1.7* 0.8 1.1 1.9*
Low supervisor support 1.0 1.3 1.7* 1.1 1.3 1.1
Low emotional social support 1.5* 1.5 1.9* 1.7 0.7 1.1

1 As opposed to rarely or never (the reference group).
2 Jogging or other exercise, praying or seeking spiritual help, doing something enjoyable.
3 Sleeping more than usual, eating more or less than usual, smoking more cigarettes than usual, drinking alcohol, using drugs or

medication.
* Significantly different from the reference (ref) group at less than the 0.05 level.
Note: Some odds ratios with lower/upper confidence interval limits of 1.0 were statistically significant before rounding.
Source: Statistics Canada, Canadian Community Health Survey, cycle 1.2; Mental Health and Well-being, 2002

Long-term consequences of depression

With cross-sectional data, it is not possible to deter-
mine whether depression leads to work impairment,
or if workers who are limited in what they can do on
the job are more likely to experience depression. Lon-
gitudinal data from the National Population Health
Survey (NPHS) were used to shed light on the tempo-
ral sequence of these events.

For example, it is possible to examine whether work-
ers who had experienced depression were more likely
to suffer work impairments two years down the road.
The longitudinal multivariate analysis shows that there
are greater odds of work impairment two years later
for individuals experiencing depression. Indeed, for
workers who experienced depression the odds of hav-
ing to reduce work activities two years later as a result
of a long-term physical or mental condition were 1.4

times higher than for those who had not experienced
a major depressive episode (Table 4). In addition,
looking at work absences due to disability days taken
shows that workers who were depressed had 1.8 times
the odds of having these types of absences two years
later, suggesting that the effects of depression on job
performance can be long lasting. Other variables, how-
ever, were also indicative of work impairment. For
example, workers who had chronic conditions, or
were obese, also had higher odds of reducing their
work activities or taking at least one disability day.

Conclusion

In 2002, nearly half a million employed Canadians aged
25 to 64, almost 4% of the workforce, reported the
occurrence of a major depressive episode in the pre-
vious 12 months. An additional million workers had
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Table 4 Depression and selected characteristics related to new
cases1 of work impairment 2 years later, employed
25 to 64 year-olds

Reduced work At least 1 disability
due to long- day in previous

term physical/ 2 weeks due to
mental problem illness or injury

Adjusted odds ratio
Major depressive episode

in previous 12 months2 1.4* 1.8*

Sex
Men 0.9 0.7*
Women (ref) 1.0 1.0

Age
25 to 44 0.8 1.0
45 to 64 (ref) 1.0 1.0

Occupation
White-collar 0.8 1.2
Sales or service 0.8* 1.0
Blue-collar (ref) 1.0 1.0

Weekly work hours
1 to 29 1.2 0.9
30 to 40 (ref) 1.0 1.0
Over 40 1.0 0.8*

Work schedule
Regular day (ref) 1.0 1.0
Regular evening or night 1.3 1.2
Irregular or rotating shift 1.1 1.2

Marital status
Married or common-law (ref) 1.0 1.0
Divorced, separated or widowed 1.2 1.4*
Single (never married) 1.3* 1.2

Education3

High school graduation or less (ref) 1.0 1.0
Some postsecondary 0.7* 1.0
Postsecondary certificate, diploma or degree 0.7* 1.0

Household income3

Lowest, lower-middle or middle 1.1 0.9
Upper-middle or highest (ref) 1.0 1.0

Chronic condition2 2.7* 1.8*

Body Mass Index category3

Underweight or normal (ref) 1.0 1.0
Overweight 1.1 1.1
Obese 1.3* 1.4*

Low emotional social support2 1.2 0.9

Daily smoker2 1.4* 1.2

1 New cases were reported by respondents who had not declared work impairment two
years earlier.

2 The reference group is the absence of the particular characteristic.
3 To maximize sample size, the models include a missing values category (odds ratios

are not shown for these).
* Significantly different from the reference group (ref) at less than the 0.05 level.
Note: Some odds ratios with lower/upper confidence interval limits of 1.0 were statistically

significant before rounding.
Source: Statistics Canada, National Population Health Survey, 1994-1995 to 2002-2003

experienced depression during
some other period in their lives.
The incidence of depression for
women in the labour force was al-
most two times that of working
men, and depression was less
prevalent for workers who were
married or in common-law rela-
tionships.

Consistent with similar research,10

this study shows that depression is
associated with both work ab-
sences and lost productivity in the
form of reduced work activities.
The analysis also reveals that de-
pression has associations with work
impairment that persist when the
effects of workers’ occupations,
health conditions and sociodemo-
graphic characteristics are taken
into account. There is also evidence
that the effects of depression on
job performance can be long last-
ing.

This analysis highlights the impor-
tance of white-collar occupations
and night/evening shift work
schedules in the link between
depression and work impairment.
As well, depressed workers deal-
ing with stress often use coping
mechanisms that may not be ben-
eficial and differ from those
favoured by other workers. Nev-
ertheless, coping by trying to ‘look
on the bright side,’ and the avail-
ability of co-worker support, may
buffer the impact of depression on
job performance.

� Notes

1 See Lerner, Adler, Chang et al. 2004a;
Marcotte and Wilcox-Gok 2001; and
Virtanen, Kivimaki, Elovainio et al.
2005.

Perspectives
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Work impairment

CCHS respondents reporting a major depressive episode
in the preceding 12 months were asked more specific ques-
tions about the period lasting 1 month or longer, when their
depression was most severe. They rated, on a scale of
0 (no interference) to 10 (very severe interference), how
much their depression had interfered with:
� ability to work at a job
� home responsibilities
� ability to form and maintain close relationships with other

people
� social life.

Odds ratios for reduced work activities  were based on
responses of often or sometimes (as opposed to never)
to the CCHS question: “Does a long-term physical con-
dition or mental condition or health problem reduce the
amount or the kind of activity you can do: … at work?” The
NPHS question was similar, but responses were catego-
rized as yes or no.

Respondents who had stayed in bed because of illness
or injury (including nights spent as a patient in a hospi-
tal) during the previous two weeks were asked the number
of days they did so.

Excluding days spent in bed, respondents were then asked
if they had cut down on normal activities because of
illness or injury; or, if it had taken extra effort to perform
up to their usual level at work or when engaged in other
daily activities. For both, the number of days was
recorded. For any positive responses, persons were asked
if this was due to emotional or mental health or use of al-
cohol or drugs.

CCHS respondents were considered to have experienced
at least one mental health disability day in the previous
2 weeks if they reported spending at least one day dur-
ing that period: in bed (most or all of the day) or having
to cut down on normal activities (most or all of the day)
or needing to expend extra effort to perform daily activi-
ties—because of their emotional or mental health, or their
use of alcohol or drugs.

The equivalent NPHS-derived variable was compiled some-
what differently. Respondents were considered to have
spent at least one disability day in the previous
2 weeks due to illness or injury if they had stayed in bed
all or most of the day or cut down on normal activities as
a result. The NPHS did not probe emotional or mental
ill-health, or the use of alcohol or drugs.

2 This estimate combines the costs for people who suffered
depression and distress at the same time, with the costs for
those who suffered depression in isolation.

3 This pattern is also seen in the general population. For
more information on gender differences in depression, see
De Marco (2000), Noble (2005), Kuehner (2003), and
Kessler, Berglund, Demler et al. (2003).

4 Other studies (for example, Kessler, Berglund, Demler et
al. 2003, and Verhaak, Heijmans, Peters et al. 2005) have also
associated depression with physical and mental comorbidity.

5 This finding is supported by other studies that have
found differences in the prevalence of depression by occupa-
tion (De Marco 2000, Dewa and Lin 2000, and Wilhelm,
Kovess, Rios-Seidel et al. 2004).

6 This association is consistent with earlier research that
revealed a link between mental health and shift work (Shields
2002).

7 The ‘days totally unable to work’ variable likely underes-
timates the impact of depression on job performance, since
this measure does not capture days when respondents went
to work but could not fully carry out their duties. In other
studies, mental disorders were found to be more strongly

associated with days during which workers had to expend
extra effort or cut back on work activities rather than
complete days of work loss. Moreover, the former accounted
for a greater proportion of the total economic costs of mental
disorders borne by employers (Dewa and Lin 2000, Lim,
Sanderson and Andrews 2000, and Stewart, Ricci, Chee et al.
2003).

8 Depressive symptoms are present but do not meet the
diagnostic criteria for a major depressive episode.

9 This was evidenced by an odds ratio of 2.88, with a 95%
confidence interval of 1.04 to 7.95 (data not shown).

10 See Lerner, Adler, Chang et al. 2004a, De Marco 2000, Lim,
Sanderson and Andrews 2000, Stewart, Ricci, Chee et al. 2003,
Kouzis  and Eaton 1994, Lerner, Adler, Chang et al. 2004b,
and Wang, Beck, Berglund et al. 2003.
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