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Job-related depression – description of the disorder  

 

Job-related depression exists if a depressive disorder or a minor/sub-clinical depression is 

predominantly caused or exacerbated by demanding psychological conditions at work. Depressive 

disorders are psychological disorders that occur frequently in the general population. In an extensive 

study (NEMESIS) carried out in the Netherlands, (lifetime) prevalence was 19% and 12-month 

prevalence was 7.6%. This disorder, together with anxiety disorders and alcohol abuse, is the most 

frequently occurring disorder.1 Within the working population, 7% of people have a suspected 

depression.2 Finally, of a group of employees who were absent form work and consulted the 

occupational physician for psychological problems, 22% were suffering from a depressive disorder.3 The 

percentage of employees suffering from a depressive disorder that can be diagnosed as job-related 

depression is not known. However, it has been established that, in 2004, 6% of the cases of 

occupational psychological disorders reported to the Netherlands Centre for Occupational Diseases 

(NCvB) involved job-related depression.4  

Main risk groups:  

Most of the studies of the relationship between the work environment and depression are carried out 

with groups of people in similar occupations. An exception to this is the research by Eaton et al. (1990) 

into the incidence of depression in a range of occupations. This research showed that depression was 

most prevalent among lawyers (odds ratio 3.6, 95% reliability interval 1.4-9.3), teachers (odds ratio 2.8, 

95% reliability interval 1.2-6.8) and secretarial staff (odds ratio 1.9, 95% reliability interval 1.2-3.1).5 

Clinical  diagnosis  

Depressive disorders are diagnosed on the basis of an anamnesis in accordance with DSM-IV.6 

According to this international classification system, the subject is suffering from a major depressive 

disorder if five of the nine symptoms (see guidelines) have been present for at least two weeks. If 2-4 

symptoms are present, the diagnosis is minor depressive disorder. According to DSM-IV, if the 

symptoms can be attributed to a substance (e.g. exposure to lead or organic solvents), the diagnosis 

must not be depressive disorder. From the perspective of differential diagnosis, it can be important to 

examine possible physical and chemical causes. Also from the perspective of differential diagnosis, it is 

important to distinguish between depression and burnout or nervous breakdown. Sadness is a 

symptom that also occurs in burnout and nervous breakdown. The distinguishing features of depression 

are a persistent depressive mood, lack of positive emotions, and depressive thoughts about one’s 

identity, achievements and often about the past or immediate future. Strong feelings of guilt and 

worthlessness, and suicidal tendencies, relate only to the symptoms of depression and are not 

consistent with burnout or nervous breakdown.7 

Causal exposure 

The system of the Dutch Institute for Healthcare Improvement (CBO)8 was used to indicate the level of 

evidence in the conclusions with regard to the relationship between work-related risk factors and 

depression. The CBO system comprises 4 levels. Level 1 means that the conclusion is based on at least 1 

systematic review or two independent prospective cohort studies that meet the quality requirements. 

(See Appendix 1 for an overview of the system).  
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Psychosocial risk factors  

In 2004, Roos and Sluiter carried out a systematic literature study into the relationship between work-

related psychosocial risk factors and depression.9 They identified six studies10-15 that met the quality 

requirements, such as a proper diagnosis of the depression and a response percentage of >50%. In 

three of the studies, depressive symptoms were related to a lack of social support (including 

harassment) at work. Two studies showed that this also applies in the case of job unsuitability. Given 

the strengths of the correlations (odds ratio >2, based on the lower limit of the reliability interval) it can 

be said that these two factors can contribute individually to the extent that the disorder can be defined 

as a job-related depression.  

Level 1 It has been shown that lack of social support is a risk factor for depression. 

 

A1 Roos & Sluiter, 20049 (Op basis van A2 Kawakami et al, 199212, A2 Kivimäki et al, 

200313, A2 Niedhammer et al, 199814) 

 

Level 2 There are strong indications that having an unsuitable job is a risk factor for 

depression. 

 

A2 Kawakami et al, 199212 B Kawakami et al, 199011 

 

The identified studies also showed that a number of psychosocial factors at work can contribute to a 

depressive episode, but the link was less strong (odds ratio <2) or the results of the studies were 

inconsistent when compared: excessive workload (varying outcomes between the studies), lack of 

influence/control at work (varying outcomes), psychologically demanding work (1 study) and stressful 

events experienced at work (1 study).  

Level 1 There are indications that an excessive workload and a lack of influence/control over 

the work are risk factors for depression. 

 

A1 Roos & Sluiter, 20049 (Based on A2 Kawakami et al, 199212 B Kawakami et al, 

199011 A2 Shields et al, 199915, A2 Griffin et al, 200210 A2 Niedhammer et al, 199814) 

 

Level 3 There are limited indications that psychologically demanding work and stressful 

events are risk factors for depression. 
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A2 Niedhammer et al, 199814 

After publication of the aforementioned literature study, a secondary analysis was published of one of 

the six identified studies by Roos and Sluiter.13    

Secondary analyses showed that a poor working atmosphere (lack of employee involvement in 

decision-making, lack of clarity and consensus regarding work objectives), and unfairness and lack of 

respect on the part of management can influence the development of depression.16 This has not been 

included as a separate psychosocial factor in the registration guidelines because there is a significant 

overlap with the concept “lack of social support (harassment)”. A further finding from the secondary 

analyses was that low procedural justice also influences the development of depression. Procedural 

justice means that decisions in the workplace are made in a way that is precise, consistent and open to 

appeal. This factor is included in the registration guidelines.  

Level 3 There are limited indications that procedural justice is a risk factor for depression. 

 

A2 Ylipaavalniemi et al, 200516 

 

Physical and chemical risk factors  

A limited search for the following physical and chemical risk factors at work was carried out for 

literature on the link between exposure in the workplace and depression: noise, lead, light deprivation 

and organic solvents. For the purpose of this search, only the Medline database (via PubMed) was used.     

It is known that there is a correlation between environmental noise (e.g. living close to an airport) and 

psychological problems, but not with clinical disorders such as depressive disorders.17 In an extensive 

cross-sectional study of the relationship between noise at work and psychological problems, a 

relationship between noise and depressive symptoms was found only for women. 18 As yet, there are 

insufficient indications to identify noise in the workplace as a risk factor for depression. Therefore, 

noise in the workplace is not included in the registration guidelines.  

Level 4 There are insufficient indications that noise in the workplace is a risk factor for 

depression. 

 

C Melamed et al, 199218 

 

This search found no indications of a causal relationship between light deprivation and (seasonal) 

depression.  

Level 4 There are no indications that light deprivation in the workplace is a risk factor for 

depression. 
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With regard to occupational exposure to lead, the following indications were found. There is a 

correlation between the concentration of lead in the blood of employees and the self-reporting of 

depressive stemming.19 In a somewhat dated (1983) but longitudinal study, a relationship was found 

between lead in the blood and the development of depressive symptoms. 20   

 

Level 3 There are limited indications that occupational exposure to lead is a risk factor for 

depression. 

 

A2 Baker et al, 198320 C Maizlish et al, 199519 

 

Two cross-sectional studies showed that employees who have been exposed to solvents are at greater 

risk of developing a depressive disorder according to the DSM-IV criteria than employees who have not 

been exposed to these substances.21;22 It should be noted that, since somatic presentation is an 

exclusion criterion in DSM-IV, only the symptom descriptions for the DSM-IV criteria have been 

included in the considerations. 

 

 

There are limited indications that exposure to solvents is a risk factor for depression. 

 

C Morrow et al, 200021 C Condray et al, 200022 

 

To summarise, there are only limited indications that exposure to the factors lead and organic solvents 

are risk factors for the symptoms of a clinical depression. Partly because somatic presentation (as in 

exposure to lead or solvents) is an exclusion criterion for diagnosis according to DSM-IV, these chemical 

risk factors are not included in these guidelines as risk factors. In the event of suspected occupational 

exposure to lead or solvents, it is recommended to consider the diagnosis of substance-induced mood 

disorder.  

 

Predisposing factors  

Depression usually has several causes: congenital factors, factors in the physical and social 

environment, personality and developmental traits.  

The personality traits of hostility, low self-esteem and danger avoidance can be a risk factor for 

depression23;24 but not to the extent that they can fully explain the relationship between work-related 

factors and depressive symptoms. With regard to physical factors, physical (chronic) illness25;26 should 

also be considered, while lack of parental care during childhood is a developmental trait that can 

contribute to a depressive episode later in life.27 
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Appendix 1: Methodological quality of studies and level of evidence of the 
conclusions2 8  

 

Table 1.1 Classification van methodological quality of studies into damage or side-effects, aetiology 

and prognosis. 

A1 Systematic review of at least two studies (A2 level) carried out independently of each 

other. 

A2 Prospective cohort study of sufficient scale and follow-up, with satisfactory controls for 

confounding variables, and selective follow-up is sufficiently eliminated. 

B Prospective cohort study, but not with all the features specified under A2, or 

retrospective cohort study or patient-control study. 

C Non-comparative study. 

D Opinion of experts. 

 

 

Table 1.2 Level of evidence of conclusions, based on the evidence offered in support of the conclusion 

Level Conclusion based on  

1 One systematic review (A1) or at least two studies (level A2) carried out 

independently of each other. 

2 At least two studies (level B) carried out independently of each other. 

3 One study at level A2 or B, or at least one study at level C. 

4 Opinion of experts (e.g. workgroup members) 

 


