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THE BODY 

e WORK.AND MENTAL HEALTH ing presen e of a stressor which may not· necessarily be intense. 
This is the case in burnout as well as in psychoses major 
depressive disorders, cognitiv disorders and substance abuse. 
Cognitiv disorders and substance abuse are, however, often 
considered as neurological problems, since pat.hophysiological 
processes (e.g., degeneration of the myelin sheath) resulting 
from ineffective coping or from the so-es or itseli" (alcohol use or 
occupational exposition to solvents, respectively) can underlie 
these chronic conditions. 

L 

Irene L.D. Houtman and 
Michiel AJ KDmpier 

This chapter providc.s an overview of major types of m ntal heal th 
di~order that can be associated with work- mood and affective 
rnsorders (e.g., dissatisfaction), burnout, post-traumatic stress ms­
order (PTSD) psychoses, cognitive disorders and substance abuse. 
Tbe clinjcal picture, avai lable as ·essment tech11iques, aetiological 
agents and factors and specific prevention and management 
measures will be provided. The relationship with work, occu­
pation or branch of industry will be illustrated and discussed 
where possible. 

Tbis introductory article first will provide a general perspecti e 
on occupational mental health ii.Self. The concept of mental health 
will be elaborated upon, aud a model will be presented. ext, we 
will discuss why attention should be paid to mental (ill) healt.h and 
which occupational groups are al great.est r i k. Finally, we will 
present a general intcivention framework for succ ssfully manag­
ing work-related mental health problems. 

What Is Mental Health: A Conceptual Model 
There are many dilferent views about I.he components and pro­
cesses of mental health. The concept is heavily value laden and 
011e definition is unlik ly to b agreed upon. Like the strongly 
associated concept of"su·e ", mental health is conceptualized as: 

• a state-for example, a state of total psychological and social 
wclJ-being of an _individual in a given sociocultural environ­
ment, indicative of positive moods and affects (e.g., pleasure, 
satisfaction and comfort) or ncgalivc one (e.g., anxi ty, depres­
sive mood and dissatisfaction). 

• a process inrucarive of coping behavioul'-for example, striving 
for independence, being autonomous (which are key aspects of 
mental health). 

• the outcome of a process- a chronic conditio11 resulting eilher 
from an acute, intense confrontation with a stressor, such as is 
the case in a post-traumatic stress disorder, or from I.he continu-

Figure 5. 1 • A model for mentol health. 

Mental health may also be associated with: 

• Person diarac/./Jristics like "coping tylcs"- competence (including 
effective coping, environ.mental mastery and self-efficacy) and 
aspiration are characteristic of a mentally healthy person, who 
shows interest in the environment, engag s in motivational 
activity and seeks to extend him- or herself in ways that aJ'e 
personally significant. 

Thus, mental health is conceptualized nor only as a proc s or 
outcome variable, but also as an independent variable-that is, as 
a personal characteristic that influences ow· behaviour. 

In figure 5.1 a mental health model is presented. Mental bealth 
is determined by environmental characteristics, both in and out­
side I.he work situation, aud by characteristics or the individual. 
Major environmental job characteristics are elaborated upon in 
the chapter "P'ychosocial and organizational factors", but some 
points on these environmental precursors of mental (ill) health 
have to be made here as wdl. 

There are many models, most of them stemming from the 
fie.Id of work and organizational psychology, that identify precur­
sors of mental ill bealth. Tbese precursors are often labelled 
'stressors". Those models <liffer in their scope and, related to this, 
in the number of stressor dimensions identified. AD example of a 
relatively simple model is that of Karasek {Karasek and Theorell 
1990), describing only tbree dimensions: psychological demands, 
decision latitude (incorporat-ing skill discretion and de ision auth­
ority) and social support. A more elaborate model is that of Warr 
(1994), with nin dimensions: opportunity for control (= decision 
authority), opportunity for skill use (= skill discretion) externally 
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generated goals (= quantitative and qualitative demands), variety, 
environmental clarity (information about consequences of beba -
iour, availability of feedback, information about the future, infor­
mation about required behaviour), availabi]jty of money, physical 
security Qow physical risk, absence of danger), opportunity for 
irncrpe.rsonal contact (= prercquisilc for social suppon), and val­
ued ocial position (cultural and company evaluations of status, 
personal valuations of significance). From the above it is clear 
that the precursors of mental (ill) health are generaJJy psychoso­
cial in nature, and are related to work content a well as working 
conditions, condition of employment and (formal and informal) 
relationships at work. 

Environmental risk factors for m ntal (ill) health generally r -
suit in short-term effects such as changes in mood and affect, like 
feeli ngs of pleasure enthusiasm or a depressed mood. These 
changes a.re often accompanied by changes in behaviour. We may 
th.ink of r tless behaviour, palliative coping (e.g., drinking) or 
avoiding, as well as active problt:m-solving behaviour. These af­
fects and behaviours a.re generally accompanied by p hysiological 
changes as w ,]I indicative of arousal and sometimes also of a 
disturbed homeosta. is. When one or mor of these stressors re­
mains activ , the short-term, n:versible responses may result in 
more stable, less rever ible mental health outcomes like burnout, 
p ychoses or major depressive disorder. Situations that are ex­
tremely threatening may even immediately result in chronic men­
tal health disorders (e.g., PTSD) which arc difficult to reverSe. 

Person characteristic may intera ·t with psycho ·o ial risk fac­
tors at work and exacerbate or buffer lh ir ellects. The (percei ed) 
coping ability may not only moderate or mediate the effects of 
environmental risk facrors, but may also d termine the appraisal 
of the risk factors in the environment. Part of the effect of the 
environmental 1isk factors on mental health re ults from this ap­
praisal process. 

Person characteristics (e.g. physical firness) may not only act as 
precursors in the d v lopment of mental health, but may also 
change as a result of the effects. Coping ability may, for e.xample 
increase as the coping process progresses successfully ("learning"). 
Long-term mental health problems will, on !.he other hand, often 
reduce coping ability and capacity in the long run. 

In occupational mental health research, attent.ion has been 
particularly directed to affective wclJ-b ing-factors sucl1 as job 
satisfaction, dr.prcs ive moods and anxi ty. The more chroni 
mental health di orders resulting from long-term exposure to 
stressors and to a greater or lesser ci.."l ·nt also related to personal­
ity disorders, have a much lower prevalence in the working popu­
lation. These chronic mental health problems have a multitude of 
causal factors. Occupational tressors will consequentJy be only 
partly responsible for the chronic conditi n. Al o, people suffering 
from tbese kinds of chronic problem will have great difficulty in 
maintaining their position at work and many are on sick leave or 
have dropped out of work for quite a long period of time ( I year), 
or even pcnnanenLly. The c chronic problems, therefore, are 
often studied from a clin ical perspective. 

Since, in particular alfective moods and alfccts are so 
frequently studied in lhe m;cupational field, we will elaborate oa 
th m a little bit more. Alfective well-being has been treated 
both in a rather undiffi rentiated way (ranging from feeling good 
to feeling bad), as well as by considering two dimensions: 
"pleasure" and "arousal" (fig. 5.2). When variation in arousal arc 
unco1Tclated with pleasure these variations alone a.re generally 
not considered to be an indicator of' well-being. When, however, 
arousal and pleasure are correlated, four quadrants can be 
distingui hcd: 

I. Highly a.roused and p leased indicales enthusiasm. 
2. Low aroused and pleased indicates comfon. 
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Figure 5 .2 • Three principal axes For the measurement of 
affective well-being . 

Sourte: Warr 199( 

3. HighJy aroused and displeased indicate$ anxiety. 
4. Low aroused and displeased indicates depressed mood 

(Warr l 994). 

Wcll-heing can be studied al two levels: a general, context-free 
level and a come. t·specific level. The work ·nvironm nt is 
such a specific context. Data analyses suppon the general notion 
that the relation between job d1a.ractcristi and comext-frce, 
non-work mental health is mediated by an effect on work-related 
mental bealth. Work-related afle live well-being has commonly 
be n studied along the horizontal axis (fig. 5.2), in teims of job 
satisfaction. Affects relaled to comfort in particular have, how-
ver, largely been ignored. This i regrcu:able, since thi affect 

might indicate resigned job ·ati faction: people may not complain 
about their jobs, but may till be apathetic and uninvolved (Warr 
1994). 

Why Pay Attention to Mental Health Issues? 
There are several reasons that illustrate the nc d for anention LO 

mental health issues. First of all, national statistic!. of several 
countries i.ndicat that a lot of people drop out of work because of 
m ntal health problems. In the etherlands for example fm· 
one-third of those employc s who are diagnosed as disabled for· 
work each year the problem is !'elated to mental heallh. The 
majority of' this category, 58%, is report.Cd to b work related 
(Grund mann tiboer and chellarl l 99 l ). ogethcr wilh 
mu culo kd tal problems, m ntal hcalL11 prob! 'ms account for 
about two-third of those who drop out for medical ,·casons each 
year. 

Mental ill h alth is an eA'tcnsive probl m in olher countrie as 
well. According to the Health a11d Sefal:)• Exccu/iue &oklet, it has been 
e timated tl1at 30 to 40% of all sicknes absence from work in th 

K is attributable to some form of mental illness (Ross 1989· 
O'L::a.ry I 93). Jo t.he Ul' , it has been e ti.ma t d that. on in five 
of th working population suffers each year from ·ome form of 
mental illn . Lt is difficult. to b pr i e. about th numbe1· of 
working days lost each year because of m 111.al ill health. For the 

K, a l.igurc of 90 mill ion certified da s- or 30 times that lost as 
a result of industrial dispu tes- is widely quolcd (O 'Leary 1993). 
This compares with 8 million days lost as a result of alcoholism 
and drink-related diseases and 35 million day6 as a n :sulr of 
coronaJy heart disease and stroke . 

Apart from the fact that. mental ill heal.th is co tlt boL11 in 
human an<! financial terms there is a legal frnmework provided 
by the Europ •an nion (E ) in i framework dir rive on health 
and safi ty at work (89/391 /EEC), ena t d in I 93. Although 
mental health is not as rch an lement whi h is cenua.l to this 
di rective, a certain an1ount of att ntion is given to this aspect of 
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Figure 5.3 • Risk for stress and mental ill health for d ifferent 
occupational groups, as determined by the 
combined effects of work pace and skill 
discretion . 
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health in Article 6. The fram work directive states, among other 
thingi;, that the employer has: 

a duty to ensure the safety and health of workers in very 
aspect related. to work, following general principles or preven­
tion: avoiding risks, evaluating the risks which cannot be 
avoided, combating the ri.ks al source, adapting the work to 
the individual especially as regards lhe d ign of workplaces, 
the choice of work quipm nt and the choice of work and 
production methods, with a view, in particular lo alleviating 
monotonous work and work at a predetermined work rate 
and to reduce their effects on health. 

D espite this directive not all European countries have adopted 
framework legislation OD health and safety. ln a sLUdy comparing 
regDiations, policies and practice concerning mental h ·alth and 
su·ess at work in five European countries, those countrie with 
such framework legislation (Sweden, the Netherlands and the UK) 
recognize mental health i ·sues at work as important health and 
safety topics, whereas those c untries which do not have such a 
framework •ranee, Germany) do not recognize mental health 
issues as important (Kompier et al. 1994). 

Last but not least prevent-ion of mental ill health (at its source) 
pays. There ar trong indications that important benefits re ult 
from preventive programmes. For ·ample, of the employers in a 
national representative sample or companies from three major 
branches of industry, 69% st.al that motivation increased; 60%, 
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that absence due to ·ickness decreased ; 49% that the atmos­
phere improved; and 40%, that productivity increased as a result 
of a preventi n programme (Houtman el al. 1995). 

Occupational Risk Groups of Mental Health 
Are specific groups of the working population at risk of mental 
health problems? This question cannot be answered in a straight­
forward manner, since hardly any national or imernational moni­
LOring sy'terns exist which identify risk factors, m ental health 
consequences or risk groups. Only a "scattergram" can be given. 
1n some countries national dara exist for the distribution of occu­
pational groups with respect to major risk facto1 (e.g., for the 
Netherlands, Houtman and Kompier 1995; for the United States, 
Karasek and Theorell 1990). The disuibution of the occupational 
groups in the etherlands on the dimen 'ions of job demands and 
kill discretion (figur 5.3) agree fairly well with the U S distribu­

tion shown by Karasek and Thcorcll, for those groups that are in 
both samples. In those occupations with high work pace and/ or 
low skill discretion, the risk of mental health disorder is highest. 

Also, in some countries there are data for m ental health out­
comes as related to occupational groups. Occupational groups 
that are especially prone to drop out for r asons of mental ill 
health in the etherlands are those in the service sector, such as 
health care p rsonnel a nd teachers, as well as cleaning personnel, 
housekeepers and occupations in the transport branch (Griinde­
mann, ijboer and Schellartl99l). 

In the United tates, occupations which were highly prone to 
major depressive disorder, as diagnosed with standardized coding 
systems (i.e., the third edition of the Diagnostic and tatistical Manual 
ef Mental Disorders (DSM Ill)) (American P ychiatric Association 
1980), are jw-idicial employees, secretaries and teachers (Eaton ei 
al. 1990). 

Management of Mental Health Problems 
The conceptual model (fig. 5.1) suggest at least two targets of 
intervention in mental health issues: 

l. The (work) envirorunenL 
2. The person iLher his or her characceristics or the mental 

health consequences. 

Primary prevention, the type of prevention that should pr vent 
mental ill health from occurring, should be directed at the precur­
ors by alleviating or managing the risks in the environment and 

increasing the coping ability and capacity of the individual. Sec­
ondary prevention is directed at the maintenanc of peopl at 
work who already have some form of {mental) health problem. 
This type of prevention hould embrace the primary prevention 
strategy, accompanied by strategies to make both employees and 
their supervisors sensi tive to signals of early mental ill health in 
order to reduce the consequences or prevent them from getting 
worse. Tertiary prevention is dire ted at the rehabilitation of 
people who have dropped out of work due to mental health 
problem . T his type or prevention should b directed at adapting 
the workplace lo th possibilities of the individual (which is often 
found to be quite effectiv ), along with individual counselling and 
treatment. Table 5. I provides a schematic framework for the 
management of mental health disorders at the workplace. Effec­
tive preventive pol.icy plans of organizations should, in principle, 
take into account all three types of strategy (primary, secondary 
and tertiary prevention), as well as be directed at risks, conse­
quences and person characteri tics. 

The schedule as presented provides a method for systematic 
analysis of al l possible types of measure. One can discuss whether 
a certain measure belongs omewher else in d1e schedule; such a 
discussion is, however, not very fruitful, since it is oftea the case 
that primary preventive measures can work out positively for 
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Table 5.1 • A schematic overview of management strategies on mental health problems, and some examples. 

lype of 
prevention 

Intervention level 

Primary 

Secondary 

Tertiary 

Work environment 

Redesign of task content 
Redesign of communication structure 

Introduction of o policy on how lo oct in cose of absenteeism 
(e.g., training supervisors to discuss absence and return with 
employees concerned) 

Provide facilities within the organization, especially for risk groups 
(e.g., counsellor for sexual harassment) 

Adaptation of on individual workplace 

secondary prevention as well. The propo ed systematic analy is 
may well result in a large number of potential measure , several or 
which may b adopted, either as a general aspect of the (health 
and safety) policy or in a specific ca ·e. 

In conclusion: Although mental h alth is not a clearly defined 
state process or outcome, it covers a generally agreed upon area 
of (ill) health. Part of tnis ar a can be covered by generally 
accepted diagno·tic criteria (e.g., psychosis, major depressive dis­
order); the ruagnostic nature of other parts is neither as clear nor 
as generally accepted. Examples of the latter are moods and 
affects, and also bw·nout Despite this, there are many indications 
that mental (ill) health, including the mor vague diagnostic cri­
teria, is a major problem. Its costs are high, both in human and 
financial terms. In the following articles of this chapter, evcral 
mental health disorders-moods and affects (e.g., dissatisfaction), 
burnout, post-traumatic stres disorder, psycl10 es, cognitive dis­
orders and substance abuse--will be discussed in much more 
depth with re pect to the clinical picture, available assessment 
techniques, aetiological agents and factors, and specific preven­
t.ion and management measw·es. 

WORK-RELATED PSYCHOSIS 

Craig Stenberg.Judith Holder 
and Krishna Tallur 

Psychosis is a general term often used to describe a severe impair­
ment in mental fimctioning. Usually, this impainnem is so sub­
stantial that the individual is unable to carry on nonnal activities 
of daily living including most work activities. More fonnally 
Yodolsky, Hales and Fergusen ( 1991 ) define psychosis as: 

A major mental dis01·der of organic or emotional origin in 
which a person's ability to think, respond emotionally, re­
member, communjcate, interpr t reality and behav appro­
priately is sufficiently impaired so as to interfere grossly with 
the capacity to m ct the ordinary demands of file. [ ymp­
~oms arc) often characteriz d by regressive behaviour, 
inappropriate mood, diminished impulse conrrol and such 
abno1mal mental context as delusions and hallucinations 
[p. 618] . 

~sychotic disorder are comparatively rare in the general popu­
latton. Their incidence in the workplace is even lower, probably 
due to the fact that many individuals who frequently become 
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Person chorocterist cs and/or heolth outcomes 

Training groups of employees on signalling and handling specific work· 
related problems (e.g., how to manage time pressure, robberies, 
etc.) 

Training in relaxalian techniques 

Individual counselling 
Individual treatment or therapy (moy also be with medicolion) 

psychotic often have problems maintaining stable employmem 
Gorgensen 1987). Precisely how rare it is, is difficult to estimate. 
However there are ome suggestions that the prevalence within 
the gen ·ral population of psychoses (e.g., schizophrenia) is less 
than l % (Bcntall 1990; Ey enck 1982). While psy ho is is rare, 
individuals who arc actively experiencing a psychotic state usually 
exhibit profound difficulties in functioning at work and in other 
asp cts of their lives. ometimes acutely psychotic individuals 
exhibit behaviours wliich are engaging, inspi.ti11g or even humor­
ous. for example, , ome individuals who uflh from bipolar illness 
and are entering a ma nic phase exhibit high energy and grand 
ideas or plans. For the most part, however, psycho is is associated 
with b haviou which evoke rea tions ·uch as discomfort anxi­
ety, anger or !ear in co-workers, supcrvi ors and others. 

This article will first provide an overview of the various neuro­
logical conditions and mental states in which psychosis can o cur. 
Then, it will review worlqilace factors potentially associated with 
the occurrence of psychosis. FU1ally, it will summarize rreaonenl 
approaches for managing both the psychotic worker and the work 
environment (i.e., medical management, return-to-work clearance 
procedur workpla e accommodations and worb.-place consult­
ations with supervisors and co-workers). 

Neurological Conditions and Mental States 
within which Psychosis Occurs 
Psychosis can occur within a number of diagnoslic categories 
identified in the fourth edition of the Diag11ostic and Statistical Ma11-
ual ef Mental Di.s()rders (DSM IV) (American Psychiatric As oc.iation 
1994). t this point, the1·e is n commonly agreed upon d unitive 
diagnostic set. The following are widely a ·cepted as medical con­
clitions within \ hich p choses arise. 

Neurological and general medical conditions 
Delusional symtomatology an be caused by a range or neurologi­
cal disorder affecting the Limbic system or basal ganglia, where 
cerebral cortical functioning r mains intact. Partial complex sei-
zw·e episodes are often preceded by olfactory hallucinations of 
peculiar smells. To an external observer, this seizure activity may 
appear lo be simple staring or day-dreaming. Cerebral neo-
plasm espe ially in temporal and occipital areas, can cau e hal­
lucinations. Also, dcfoium-cau ·ing diseases, such as Parkin on' 
Huntington , Alzhei mer s and Pie.k's, can r ulL in altered stat 
of consciousness. veral sexually transmitted diseases such as 
tertiary syphllis and AlD can also produce psycl1osis. Lastly, 
deficiencies of certain nutrients uch as B-12, niacin, folic acid 
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and thiamine, have the potenlial of causing neurological problems 
which can reJ;Ltlt in psychosi$. 

Psychotic symptoms such as hallucinations and delusions also 
occur among pal.ients wiLh various general medical conditions. 
These include several systemic diseases, .such as hepatic encepha­
lopathy, hypercalcaemia, diabetic ketoacidosis, and malfunction 
of endocrine glands (i.e., adrenal, 1.hyroid, parathyroid and pitui­
ta1y). Sensory and sleep drprivation have also been shown to 
cause psychosis. 

Mental states 
Schizophrenia is probably the most widely known of the psychotic 
disorders. It is a progressively deteriorating condition which usu· 
ally has an insidious onset. A number of specific subcategories 
have been identified including paranoid, disorganized, catawnic, 
undilTerent.iated and residual types. People who sufler from this 
disorder often have limited work histories and often do not remain 
in the workforce. Occupational impairment among schizophrenics 
is very common, and many schizophrenics lose their interest or 
will to work as the disease progresses. Unless a j ob is o[ very low 
complexity, it is usually very dillicult for them to stay employed. 

Schizophreniform disorder is similar to schizophrenia, but an 
episode of this disorder is or shon duration, usually lasting less 
than si.x months. Generally, persons with this disorder have good 
premorbid social and occupational functioning. As the symptoms 
resolve, the person returns to baseline functioning. Consequently, 
the occupational impacL of this disorder may be significantly less 
than in cases of schizophrenia. 

SehizoaCfective disorder also has a better prognosis tlian schizo­
phrenia but a worse prognosis than affective disorders. Occu­
pational impairmenl is quite common in this group. Psychosis is 
also sometimes observed in major affective disorders. With appro­
priace treatment, occupational functioning among workers suffer­
ing from major affective disorders is generally substantially better 
than for those with schizophrenia or schizoaJfective disorders. 

Severe st.ressors such as losing a loved one or losing oDe's job 
can result in a brief reactive psychosis. This psychotic disorder is 
probably observed more frequently in the workplace than other 
types of psychotic disorder, especially with schizoid, schizotypal 
and borderline features . 

Delusional disorders are probably relatively common in the 
workplace. There are several types. The erotomanic type typically 
believes that anotl1er person, usually of a higher social status, is in 
love with them. Sometim<.:S, they harass the person who they 
believe is in love with them by attempting contact via 1elepbone 
calls, letters or even stalking. Often, individuals with these disor­
ders are employed in modest occupations, living isolated and 
withdrawn lives with limited social and sexual contact. The gran­
diose type usualJy exhibits dc::lusions of inflated wmth, power, 
knowledge or a special relationship with a deity or a famous 
person. The jealous type believes inaccuratdy that their seinrnl 
partner has been unfaith.fol. The persecutory type believes inaccu­
rately that they (oi- someone to whom they are dose) are being 
cheated., maligned, harassed or in other ways malevolently 
treated. These persons are often resentful and angry and may 
resort to violence against those they believe to be hurting them. 
They rarely want to seek help, as they do not think there is 
anything wrong with them. Somatic types develop delusions, con­
trary to all evidence, Lhat they are affiicted with infections. They 
can also believe d1at a part of their body is disfigured, or worry 
about having a bad body odour. These workers with delusional 
beliefs can often create work-related difficulties. 

Work-related cliemical factors 
Chemical factors such as mercury, carbon disulphide, toluene, 
arsenic and lead have been k11ow11 t.o cause psychosis in blue-col-
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lar workers. For example, mercwy has been found to be responsi­
ble for causing psychosis in workers in the hat industry, appropri­
ately named the ''Mad Hatter's psychosis" (Kaplan and Sadock 
1995). Stopforcl (personal communication, 6 November 1995) 
suggests that carbon disulphide was found to cause psychosis 
among workers in France in 1856. In the United States, in 1989, 
two brothers in Nevada purchased a carbon disulphide com­
pound to kill gophers. Their physical contact with this chemical 
resi._Lhed in severe psychosis-one brother shooting a person and 
the other shooting himself due to severe confusion and psychotic 
depression. The incidence of suicide and homicide increases thir­
teenfold with ex'Posure to carbon disulphide. Further, Stopford 
reports that exposure to toluene (used in making explosives and 
dyesn1ffs) is known to cause acute encephalopathy and psycho­
sis. Symptoms can manifest also as memory loss, mood changes 
(e.g., dysphoria), deterioration in eye-hand coordination and 
speech impediments. Hence, some organic solvents, especially 
those found in the chemical industry, have a direct influence on 
tbe human central nervous system (CNS), causing biochemical 
changes and unpredictable behaviour (Levi, Frandenhaeuser and 
Ga.rdell 1986). Special precauLions, procedures and protocols 
have been established 1.iy the US OccupaLional Safety and Health 
Administration (OSHA), National Institute for Occupational 
Safety and Health (NIOSH) and the chemical industty to ensure 
m.inirnwn risk to employees working with toxic chemicals in their 
work environments. 

Other factors 
A number of medications can cause delirium which in tum can 
result in psychosis. These include antihypertensives, anticholiner­
gics (including a number o[ medications used to treat the com­
mon cold), antidepressant.s, anti-tuberculosis medicines, 
anti-Parkinson's disease medicines, and ulcer medicines (such as 
ciroeticline). Further, substance-induced psychosis can be caused 
by a number oflicit and illicit drugs which are sometimes abused, 
such as alcohol, amphetamines, cocaine, PCP, anabolic steroids 
and marijuana. The delusions and hallucinations which result are 
usually temporary. Although the content may vary, persecutory 
delusions are quite common. In a lcohol-related hallucinations a 
person may believe thal he or she is hearing voices which are 
threatening, insulting, critical or condemning. Sometimes, these 
insulting voices speak in the third person. As with individuals 
exhibiting paranoid or perseeuto1y delusions, these individuals 
should be carefully evaluated for dangerousness to self or 
others. 

Post-partum psychosis is comparatively uncommon in the 
work-place, but is worth noti11g as some women are returning to 
work more quickly, It tends to occur in new mothers (or more 
rarely fathers), usually within two to four weeks after delivery. 

Io a number of cultures, psychosis may result from various 
commonly held beliefs. A number of culturally based psychotic 
react.ions have been described, including episodes such as "koro" 
in South and East Asia, "qi-gong psychotic reaction" within 
Chinese populations, "piblokto" in Eskimo communities and 
"whitigo" among several Ameiican Indian groups (Kaplan and 
Sadock 1995). T he relationship of these psychotic phenomena to 
various occupational variables does not appear to llave been 
studied. 

Workplace Factors Associated with the 
Occurrence of Psychosis 
Although information and empirical research on work-related 
psychosis are extremely scarce, clue in part to tbe low prevalence 
in the work setting, researchers bave noted a relationship between 
psychosocial factors in the work environment and psychological 
distress (Neff 1968; Lazarus 1Y91; Sauter, Mwpby and H urrell 
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J 992· Quick el al. 1992). Significant p ycho ocial stressors on Lh 
job, such as role ambiguity role connicts, discrimination, supc1vi­
sor·supe?V1See conflicts, work overload and work setting have 
been found to be associated with greater susc ptibility to stress-re­
lated illness, tardines , ab enteeism, poor performance depres­
sion, anxiety and other psychological d istress (Levi, 
frandenhaeuser and Gardell 1986; Sutherland and Cooper 
1988). 

tress appears Lo have a prominent role in the complex mani­
festations of various types of physiological and psychological dis­
orders. In th workplace, Margolis and Kroes (1974) believe that 
occupational stress occurs when some factor or combination of 
facLors at work interact with the worker to disrupt his or her 
psychological or physiological homeostasis. These factors can be 
external or inLernaJ. External factors are the various pressures or 
demands from the external environment which stem from a per­
son's occupation, as well as from marriage, family or friends, 
whereas internal factors are the pressures and demands a worker 
places upon him- or herself- for example, by being "ambitious, 
materialistic, competitive and aggressive" (Yates 1989). lt is these 
internal and external factors, separately or in combination, which 
can result in occupational disn-ess whereby the worker experi­
ences significant psychological and phy icaJ health problems. 

Re.searchers have peculated on whether severe ot cumulative 
srre s, known as "stress-indu ed arousal'', 01iginating from the 
work environment, could induce work-related psychotic disorders 
(Bencall, Dohrenwc.nd and kodol 1990; Link D ohrenwcnd and 
Skodol 1986). For example, there is evidence Linking hallucina­
tory and d lusional experiences to specific stressful events. Hallu­
cinations have been associated with stress-induced arousal 
occurring as a result of mining accidents, hostage situations, 
chemical-faclory explosions, wartime exposure, sustained military 
operations and loss of a spouse (Comer, Madow and Dixon 1967; 
Hohfoll 1988; Wells 1983). 

De.Wolf ( 1986) be.Ii vcs that eith r the exposure Lo or interac­
tion of multiple stTessful conditions over an extended period of 
time is a complex process whereby some workers experience 
psychological health-relat d problems. Brodsky (1984) found in 
her e.xamiaation of 2,000 workers who we.re her patients over 18 
years that (!) the timing, frequency, intensity and duration of 
unpleasant work conditions were potentially harmful, and she 
believed that 8 to 10% of the workfor c experienced di abli.ng 
psycJ1ological, emotional and physical health-related problems; 
and (2) workers react to work-related stre in pan as "a function 
or perceptions, personality, age, status, life stage, unrealized e.,c­
pectations, prior experiences, social support systems and their 
capacity to respond adequately or adapt." In addition, psycho­
logical distress can potentially be exacerbated by the worker feel ­
mg a sense of uncontrollability (e.g., inability to make decisions) 
and 110predictability in the work environment (e.g., corporate 
downsizing and reorganizing) (La.big 1995· Link and tue e 
1994). 

pecilic examination or th work-related "antecedents' of 
workers experiencing psychosis bas received limited attention. 
11_1e few researchers who have empirically examined tl1e rclation­
htp between psychosocial factors in the work nvironment and 
vere psychopathology have found a relationship between "noi­

ome" work conditions (i.e., noise, hazardous conditions, heat, 
humidity, fumes and cold) and psychosis (Link, Dohrenwend and 

kodol 1986; Muntaner et al. 1991 ). Link, Dohrem end and 
Sk~dol (1986) were int.er sted in understanding tlle types of jobs 
cln:i:ophrenics had when they experienced their first schizo­

phrenic episode. First foll-time occupations were examined for 
\v~rkcrs who experienced: (a) schizophrenic or schizophrenic-like 
rpisodes; (b) depr ssion; and (c) no psychopathology. These re­
'il,arcbers found that noisome work conditions existed among 
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mo.re blue-collar than white-collar professions. These researchers 
concluded thal noisome work conditions were potentially signifi­
cant risk fa tors in the manifestation of psychotic episodes (i.e., 
schizophrenia). 

Muntaner et al. (1991) repli aLed the findings of Link, Dohren­
wend and Skodol (I 86) and examined in greater detail whether 
various occupational stressors contributed to increased risk of 
developing or CX']Jeriencing psychos . Three types of psychotic 
condition were examined using tl1e criteria of DSM IlI---schi.zo­
phrenia; chi.zophrenia criterion A (hallucinations and delusions)· 
and schizophrenia crit rion A wi1h affective episode (psychoLic-af­
fective disorder). Participants in their retrospective study were 
from a larger Epidemiologic Catchment Area • CA) study exam­
ining the in idence of psychiatric disorders across liv sites (Con­
necticut, Maryland, orth Carolina, Missouri and California). 
These researchers found that psy hosocial work characteristics 
(i.e., high phy ical demands, Jack of control over work and work­
ing conditions-noisome factors) placed participants at inCt"eased 
risk of psychotic occurrences. 

As illustrations in the untaner et al. ( 199 l) study, people in 
construction trade occupation (i . . , carp nters, painter , roofers, 
electricians, plumb rs) were 2.58 times more likely to experience 
delusions or hallucinations than people in managerial occu­
pations. Workers in housekeeping, laundry, cleaning and servant­
type occupations were 4. l 3 times more likely to become. 
schizophr njc Lhan workers in managerial occupations. Workers 
who identified themselves as writers arti,ts, enLertainers and ath­
letes were 3.32 times mor likely to experience delusions or hallu­
cinations in compari on to workers in e.xecutive, administrative 
and managerial occupation . Lastly, worke1 in ocettparions such 
as sales, mail and message delivery, teaching, library s ience and 
counselling were more at risk of psychotic, affective disorders. It is 
important to note that the. associations b tween psy hotic con­
ditions anrl occupational variables were exan1 ined after alcohol 
and drug use was controlled for in their study. 

A significant diffi rcnce between blue-collar and white-collar 
professions is Lhc types of p yd1ological demand and psychosocial 
stress placed on the worker. This is illustrated in the findings of 
MunLaner cl al. (1993). They found an association b tween a 
work environment's cognitive complexity and psychotic forms of 
mental illness. The most frequent o cupations held by schizo­
phrenic patients during their last full-time job were diaracterized 
by their low level of cornple."<ity in dealing , ith people, informa­
tion and objects (e.g., janitors, cleaners, gardeners, guards). A few 
re·earchers have examined some of the consequences of first 
episodic psy hosis relative lo employment, job performance and 
capacity to work Uorgensen 1987; Massei et al. 1990; Beiser et al. 
1994). For example, Bcis r and co-workers examined occu­
pational functioning after the first episode of psychosis. These 
researchers found 18 months after the fll"st episode that the "psy­
chosis compromise(dJ occupational functioning''. In other words, 
there was a higher post-morbid decline among schizophrenic 
workers than among those su!fering from affectiv disorders. 
Similarly, Massei el al. ( 1990) found that the wo1:k capacity of 
psychotics (e.g., pcopl with schizophrenia, affective disorders 
with psychoti reature or atypiral p ycholi disorders) was im­
paired in comparison to non-psychoti (e.g., people with allecrive 
disorders wilhout psychotic features, anxiety disorders, personal ity 
disorders ancl substance abuse disorders). P ychotics in their study 
showed marked thought disturbance, hostility and suspiciousness 
which correlated with po r work performance. 

Tn ummary, our knowledge about the relationship between 
work-rela ted factors and psychosis is in the embryonic stage. As 
Brodsky (1984) staL , "the physical and chemical hazards of the 
workplace have received considerable attenti<Jn, but the psycho­
logical stresses associated with work ha e not been as widely 
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d iscussed, other Lhan in relation to managerial responsibilities or 
to the corona1-y-prone behaviour pattern". This means that re­
search on the topic of work-rclaled psychosis is vitally needed , 
especially since workers spend a n average of 42 to 44% of their 
lives working (Hines, Durham and Geoghegan 1991; Lemen 
1995) and work has been associated with psychological well-being 
(Warr 1978). We need to have a better understanding of what 
types of occupational stressor under what rypes of condition influ­
ence whjcb types of psychological disorder. For example, research 
is needed to determine whether there are stages which workers 
move through based upon intensity, duration and frequency of 
psychosocial stress in the work environment, in conjunction with 
personal, social, cultural and political factors occurring in their 
daily lives. We are dealing with complex issues which will reqwre 
in-depth inqwries and ingenious solutions. 

Acute Management of the Psychotic Worker 
Typically, the primary role of persons in the workplace is to 
respond to an acutely psychotic worker in a manner which facili­
tates the person being transported safely to an emergency room or 
psychiatric treatment facility. The process may be greatly facili­
tated if the organization has an active employee assistance pro­
gramme and a critical incident response plan. Ideally, the 
organization will train key employees in advance for emergency 
crisis responses and will have a plan in place for coordjnating as 
needed with local emergency response resources. 

Treatment approaches for the psychotic worker will vary de­
pending upon the specific type of underlying problem. In general, 
all psychotic disorders should be evaluated by a professional. 
Often, immediate hospitalization is warranted for the safety of the 
worker and the workplace. Thereafter, a thorough evaluation can 
be completed to estabHsb a diagnosis and develop a ireatment 
plan. The primary goal is to treat the underlying cause(s). How­
ever, even prior to conducting a comprehensive evaluation or 
initiating a comprehensive trealmen t plan, the physician respond­
ing to the emergency may need to focus initially on providing 
symptomatic retie( Providing a structured, low-stress environment 
is desirable. N euroloptics may be used to help the patient calm 
down. Benzodiazepines may help reduce acute anxiety. 

After managing the acute crisis, a comprehensive evaluation 
may include collecting a detailed history, psychological testing, a 
risk assessment to establish dangerousness to self or others and 
careful monitoring of response to treatment (including not only 
response to medications, but also to psychotherapeutic interven­
tions). One of the more difficult problems with many patients who 
exhibit psychotic symptomatology is treaonent compliance. 011:en 
these inilividuals tend not to believe that they have serious difficul­
ties, or, even if they recognize che problem, they arc sometimes 
inclined to decide unilaterally to discontinue treatment prema­
turely. In these instances, family members, co-workers, treating 
clinicians, occupational health personnel and employers are some­
times placed in awkward or difficult situations. Sometin1es, for the 
safety of the employee and the workplace, it becomes necessary to 
mandate compliance witl1 treatment as a condition for retumjng 
to the job. 

Return to Work 
The prima1y question to be addressed after a psychotic episode is 
whether the employee can safely return to hls or her current job. 
Sometimes organizations permit this decision to be made by the 
treating clinicians. However, ideally, the organization should re­
quire their occupational medical system to conduct an inde­
pendent fimess-for-duty evaluation (Hirnmerstein and Pransky 
1988). In the fitness-for-duty evaluation process a number of key 
pieces of information should be reviewed, including the treating 
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Managing the Psychotic Worker and the 
Work Environment 

Case example 
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clinician's evaluation, treatment and recommendations, as well as 
the worker's prior job performance and the specific features of the 
job, including the required job tasks and the organjzational envi­
ronment. 

If the occupational medical physician is not trained in psychiat· 
ric or psychological fitness-for-duty evaluation, then the evalu­
ation should be performed by an independent mental health 
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professional who is not the treating clinician. If some aspects or 
the job pose safety risks, then specific work restrictions should be 
developed. These restrictions may range from minor alterations in 
work activities or work schedule to more significant modification 
such as alternate job placement (e.g., a light-duty assignment or a 
job ttansfe~ to an alternate position). la principle, these work 
resu;clions are not different in kind from other resrrictions com­
monly provided by occupational health physicians, such as speci­
fying lhe amount of weight which a worker may be cleared to lirl 
roUowing a musculoskeletal injury. 

As is evident in the case example above the return to work 
often raises challenges not only for die affected worker, but also 
for co-workers, supe1visors and the broader organization. While 
professionals are obligated to protect the confidentiality of the 
affected worker to the fullest extent permitted by law, if the 
worker is willing and competent lo sign an appropriate release of 
information, then the occupational medical system can provide or 
coordinate consultation and educational interventions to facilitate 
the return-co-work process. Often, coordination between the oc­
cupational medical system the employee assistance programme, 
supervisors, union representatives and a-workers is critical to a 
successful outcome. 

The occupational health system should also periodically moni­
tor the worker's readjustment to the workplace in collaboration 
with the supervisor. In some instances, it may be necessary to 
monitor the worker's compliance with a medication regimen rec­
ommended by the treating physician-for example, as a precon­
dition for being p ermitted to engage in cert.a.in safety-sensitive job 
rasks. More importantly the occupational medical system must 
consider not only what is best for the wol'ker, but also what is safe 
for the work'l)lace. The occupational medical system may also 
play a critical role in assisting the organization in complying with 
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legal requirements such -as the Americans with Disabilities Act as 
well as in interfacing witl1 treatments provided under the organi­
zal"ion 's health car plan and/or the workers' comp n ·arion ys­
tem. 

Prevention Programming 
At present, there is no literature on specific prevention or early 
intervention programmes for reducing the incidence of psychosis 
in the wodcforce. Employee as istance programmes may play a 
crucial role i11 I.he early identification and treatme111 or psychotic 
work rs. Since sll'ess may contribute to the il1cidence or psychotic 
episodes within working populations variou organizational inter­
ventions whid1 identify and modify organizationalJy created stre s 
may also b helpful. Th e general programrnati efforts may 
include job redesign, flexible cheduling, self-.p aced work, self-di­
rect d work teams and microbreaks, as well as specific pro­
gramming to r duce the sLressful impact of reorganization or 
downsizing. 

Conclusion 
While psychosis is a comparativcly rare and rnulciply determJned 
phenomenon, its occurrence within working populations raises 
substantial practical chalJenges for o-workers, union repre­
sentatives, supervisors and occupational heal th professionals. Psy­
chosis may occur as a direct consequence or a work-related toxic 
exposure. Work-related slress may aho increase th incidence of 
psychosis among workers who suffer fi-om (or arc at risk of d vd­
oping) mental disorders which place them at risk of psychosis. 
Additional research is needed to; ( I) better understand the rela­
tionship between workplace factors and psychosis; and (2) develop 
more effective approaches for managing psychosis in the work­
place and reduce its incidence. 

MOOD AND AfflCT 

t DEPRESSION 

Jay Lasser and Jeffrey P. Kahn 

Depression is an cn01mously important topic in the ru·ea o[ work­
place mental health, not only in terms of the impact depression 
can have 011 the workplace, but also tl1e role the worl-place can 
play as an aetiological agent of the disorder. 

In a 1990 study, Greenberg et al. ( 1993a) estimated that the 
i:conomic burden of depression in the nited States that year was 
approximately US$ 43.7 billion . Of that total, 28% was attribut­
able Lo di1·ect costs or medical care, but 55% was deriv 'd rrom a 
combination of absenteeism and decreased productivity while at 
work, In anotl1erpap r, the same authors(l993b) note: 

two distinguishing features of depre sion are that it is highly 
treatable and not widely recognized. The NIMH has noted 
that between 80% and 90% of individuals suffering from a 
major depressive disorder can be treated successfully, but 
that only one in lhrec with the illness ever seeks treatment. ... 
Unlike some other diseases a very large share of the total 
costs of depression falls on employers. Tb.is suggests that 
employers as a group may have a particular incentive to 
iTivest in programs that could reduce the costs associated 
with this illness. 

Manifestations 
Everyone feels sad or "depressed" from time to time, but a major 
depressive episode, according to the Diagnostic and Statistical Manual 
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ef Mental Disorders, 4th edition (DSM IV) (American Psychiatric 
Association 1994), requires that s veral criteria be met. A full 
description of these criteria is beyond the scope or this article, but 
portions of criterion A, which describes lhe symptoms, can give 
one a sense of what a true major depression looks lik · : 

A. Five (or more) of the followi.ng symptoms have been 
present during the same 2-week period and represent a 
change from previous functionin.g; at least one or the symp­
toms is number l or 2. 

l. depressed mood most oflhe day nearly every day 
2. markedly dimini bed inter s~ or pleasure in al l, or al­

most all activities mo t of the day nearly eve1)' day 
3. significant weight lo s when not dieting or weight gain, 

or decrease or increase in appetite nearly every day 
4. insomnia or hypersomnia nearly eve1y day 
5. psycbomotor agitation or retardation nem·I}' every day 
6. fatigue or loss of energy nearly every day 
7. feelings of worthlessn ss or cxccssiv · or inappropriate 

guilt nearly every day 
8. diminished ability to tl1i11k or concentrate, or indecisive~ 

ne s nearly evc1y day 
9. recurrent thoughts of death, recurrent suicidal idearion, 

with or without !1. plan, or a suicide attempt. 

Beside.~ giving one an idea of the discomfort suffered by a 
person with depression a review or these crite1ia -also . hows the 
many ways depression can impact negativdy on the workplace. lt 
i also importam to note the wide variation of symptoms. One 
depressed person may present barely able to move to g l oul of 
bed, while 0U1ers may be so anxious they can hardly sil still and 
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describe themselves as crawling out of their skin or losing Lheir 
mind. Sometimes multiple physical aches and pains without medi­
cal explanation may be a hint or depression. 

Prevalence 
The following passage from M///ltal Heal/Ji i11 the Workplace (Kahn 
1993) describ<!s Lhe pervasiveness (and increase) of depression in 
rJ1c workplace: 

Depression ... is one or the most common mental healtJ1 
problems in Lhe workplace. Recent research .. . suggests tJ1at 
in industrialized countries the incidence of depression has 
increased with each decade since 1910, and Lhe age at which 
someone is likely to become depressed has dropped with 
every generation born after 194-0. Depressive illnesses are 
common and serious, taking a tremendous toll on boLh work­
ers and workplace. Two out or ren workers can expect a 
depression during their lifotimc, and women are one and a 
half times more likely than men to become depressed. One 
out of ten workers will develop a clinical depression serious 
enough to require time off from work. 

Thus, in addition to the qualitative aspects or depression, the 
quantitative/epidemiological aspects of the disease make it a ma­
jor concern in the workplace. 

Related Illnesses 
Ma,jor depressive disorder is only one of a number of closely 
related illnesses, all under the cat.egory or "mood disorders" . TI1e 
most well known or these is bipolar (or "manic-depressive") illness, 
in which the paticnr ha~ alternating periods of depression and 
mania, whkh indudcs a feeling of euphoria, a decreased need for 
sleep, excessive energy and rapid speech, and can progress to 
irritability and paranoia. 

There are several different versions of bipolar disorder, 
depending on the frequency a11d severity of the depressive and 
manic episodes, tJ1e presence or absence of psychotic features 
(ciclusions, hallucinat.ions) and so on. Similarly, there are several 
different variations on ilie theme of depress.ion, depending on 
severity, presence or absence of psychosis, and types of symptom 
most prominenl. Again, it is beyond the scope of this artidc 
to delineate all of these, but the reader is again refeITed to DSM 
N for a complete listing of all the different forms of mood 
disorder. 

Differential Diagnosis 
The differential diagnosis of major depression involves tlu-ee ma­
jor areas: other medical disorders, otller psychiatric disorders and 
medication-induced symptoms. 

Just as important as tJ1e fact that many patients witl1 depression 
first present to their general practitioners with physical complaints 
is the fact that many patients who initially present to a mental 
health clinician witJ1 depressive complaints may have an undiag­
nosed medical illness causing thr symptoms. Some of the most 
common illncs.~es causing depressive symptoms are endocrine 
(hormonal}, such as hypothyrnidism, adrenal problems or changes 
related to pregnancy or the menstrual cycle. Particularly in older 
patients, neurological diseases, such as dementia, strokes or Park­
inson's disease, become more prominent in ilie clifferential diag­
nosis. Other illnesses that can present with depressive symptoms 
are mononucleosis, ATOS, chronic fatigue syndrome and some 
cancers andjoinr diseases. 

Psychiatrically, the disorders which share many common fea­
tures with depression arc tJ1e anxiety disorders (including general­
ized anxiety, panic disorder and post-traumatic stress disorder), 
schizophrenia and drug and alcohol abuse. The lisc of medications 
that can cause depressive symptoms is quite lengthy, and includes 
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pain medications, some antibiotics, many anti-hypertensives and 
cardiac drugs, and steroids and ho1monal agents. 

For further detail on all tlu·ee areas of the clifferential diagnosis 
of depression, the reader is referred to Kaplan and Sadock's 
Synopsis of Psydziat,y ( 1994), or the more det:aJ1ed Comprelw1sive 
Textbook of Psydciatry (Kaplan and Sadock 1995). 

Workplace Aetiologies 
Much can be found elsewhere in this E11qclop<Mdia regarding 
workplace stress, but what is important in this article is the man­
ner in which certain aspects of stress can lead to depression. 
There are many schools of tllought regarding tlle aetiology or 
depression, including bioJogical, genetic and psychosocial. It is in 
the psychosocial realm that many factors relating to the work­
place can be found. 

Issues of loss or threatened loss can lead to depression and, in 
today's cliniate of downsizing, mergers and shifting job descrip­
tions, are common problems in the work environment. Another 
result of frequently changing job duties and the constant intro­
duction of new technologies is to leave workei'S feeling incompe­
tent or inadequate. According to psychodynamic theory, as the 
gap between one's cu1TCnt self image and " ideal self" widens, 
depression ensues. 

An animal experimental model known as ''learned helpless­
ness" can also be used ro ex-plain the ideological link between 
stressful workplace environments and depression. In these experi­
ments, animals were exposed to electric shocks from which they 
could not escape. As they learned that none of the actions tl1ey 
took had any effect on their eventual fate, they displayed increas­
ingly passive and depressive behaviours. It is not difficult to ex­
trapolate dus model to today's workplace, wbere so many feel a 
sharply decreasing amount of control over both their day-to-day 
activities and long-range plans. 

Treatment 
In light of the aetiological link of the worl.-place to depression 
described above, a useful way of looking at the treatment of 
depression in the workplace is the primary, secondary, tertiary 
model of prevention. Primary prevention, or trying t.o eliminate 
the root cause of the problem, entails making fundamental organ­
izational changes to ameliorate some of the stressors descriued 
above. Secondary prevention, or trying to "immunize" tlle indi­
vidual from contracting the illness, would include such intr.rvcn­
tions as stress management n·aining and lifestyle changes. 
T ertiary prevention, or helping to return the individual to health, 
involves both psychotherapeutic and psychopharmacological 
treatment. 

There is an increasing array of psychotherapeutic approaches 
available to the clinician today. The psychodynarnic d1erapics 
look at the patient's struggles and conflicts in a loosely structured 
format that allows explorations of whatever material may come 
up in a session, however tangential it may initially appear. Some 
modifications of this model, with boundaries set in terms of 
number of sessions or breadd1 of focus, have been made to create 
many of the newer forms of brief therapy. Interpersonal therapy 
focuses more exclusively on the patterns of the patient's relation­
ships with others. An im:reasingly popular form of therapy is 
cognitive therapy, which is driven by the precept, "What you 
think is how you feel". H erc, in a very sn-uctured format, lhe 
patient's "automatic d1oughts" in response to certain situations 
are examined, questioned and then modified to produce a less 
maladaptive emotional response. 

As rapidly as the psychotherapies have developed, the psycho­
pharmacological armarnentarium has probably grown even 
faster. In the few decades before the 1990s, the most common 
medications used to trr.at depression were the tricyclics (imi-
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pramine, arnitriptyline and nortriptyline are examples} and the 
monoamine oxidase inhibitors (Nardil, Marplan and Parnate). 
These medications act on neuroo·ansmitter systems thought to be 
involved with depression, but also alfecl many olher receptors, 
resulting in a number of side effects. In the early 1990s, several 
new medications (Jluoxetine, sertraline, Pa.'<il, Effexor, Ouvox­
amine and nefazodone) were introduced. These medications have 
enjoyed rapid growth because they are "cleaner" (bind more 
specifically to depression-related neurotransmitter sites) and can 
thus effectively treat depression while causing much fewer side 
effects. 

Summary 
Depression is extremely important in the world of workplace 
mental health, both because of depression's impact on the work­
place, and the workplace's impact on depression. Jt is a highly 
prevalent disease, and very treatable; but unfoltlmately frequently 
goes undetected and untreated, with serious consequences for 
both the individual and the employer. Thus, increased detection 
and treatment of depression can help lessen individual suffering 
and organizational losses. 

e WORK-REIATED ANxlETY 

Randal D. Beaw11 

Anxiety disorders as well as subclinical fear, worry and apprehen­
sion, and associated stress-related disorders such as insomnia, 
appear to be pervasive and increasingly prevalent in workplaces 
in the l 990s-so much so, in fact, that the Wall Street J()umal has 
referred to the 1990s as the work-related "Age of Angst" (Zachary 
and Ortega 1993). Corporate downsizing, threats to existing 
benefits, lay-offs, rumours of impending lay-offs, global competi­
tion, skill obsolescence and "de-skilling", re-structuring, re-engi­
neering, acquisitions, mergers and similar sources of 
organizational turmoil have all been recent trends that have 
eroded workers' sense of job security and bave contributed to 
palpable, but difficult to precisely measure, "work-related anxi­
ety" (Buono and Bowditch 1989). Although there appear to be 
some individual differences and situational moderator variables, 
Kuhnert and Vance (1992) reported that both blue-collar and 
white-collar manufacturing employees who reported more 'Job 
insecurity" indicated signilicanOy more anxiety and obsessive­
compulsive symptoms on a psychiatric checklist. For much of the 
.1980s and accelerating iJ1to the 1990s, the transitional organiza­
tional landscape of the US marketplace (or "permanent whitewa­
ter'', as it bas been described) has undoubtedly contributed to this 
epidemic of work-related scress disorders, including, for exan1ple, 
anxiety disorders CTeffreys 1995; Northwestern National Life 
1991). 

T he problems of occupational stress and work-related psycho­
logical disorders appear to be global in nature, but tbere is a 
dea1th of statistics outside of the United States documenting their 
nature and extent (Cooper and Payne 1992). The international 
data that are available, mostly from European countries, seem to 
confirm similar adverse mental health effects of job insecurity and 
high-strain employment on workers as those seen in US workers 
(Karasek and Theorell l 990). However, because of the very real 
stigma associated with mental disorders in most other countries 
and cultures, many, if not most, psychological symptoms, such as 
anxiety, related to work (outside of the United States) go unre­
ported, undetected and untreated (Cooper and Payne 1992). In 
some cultures, these psychological disorders are somati:ted and 

ENCYCLOPAEDIA OF OCCUPATIONAL HEALTH AND SAFETY 

THE BODY 

manifested as "more acceptable" physical symptoms (Katon, Kle­
inman and Rosen 1982). A study oljapanese governmenc workers 
has identified occupational sti-essors such as workload and role 
con.Diet as significant correlates of mental health in thesejapane!le 
workers (Mishima et al. 1995). Further studies of this kind are 
needed to document the impact of psychosocial job sLressors on 
workers' mental health in Asia, as well as in the developing and 
post-Communist countries. 

Definition and Diagnosis of Anxiety Disorders 
Anxiety disorders are evidently among the most prevalent of 
mental health problems afllicting, at any one tin1e, perhaps 7 to 
15% of the US adult population (Robins et al. 1981). Anxiety 
disoi·ders are a family of mental health conditions which include 
agoraphobia (or, loo~ely, "houseboundness"), phobias (imttional 
fears), obsessive-compulsive disorder, panic attacks and general­
ized anxiety. According to the American Psychiatric Association's 
Diagnostic nnd Swtislical Manual of Mental Disorddrs, 4th edition (DSM 
IV), symptoms of a generalized anxiety disorder include feelings 
of"restlessness or feeling keyed up or on edge", fatigue, difficulties 
with concentration, excess muscle tension and disturbed sleep 
(American Psychiatric Association 1994). An obsessive-compul· 
sive disorder is defined as either persistent thoughts or repetitive 
behaviours that are excessive/unreasonable, cause marked dis­
tress, are time consuming and can interfere with a person's fouc­
tioning. Also, according to DSM IV, panic attacks, defined as 
brief periods of intense fear or discomfort, are not actually disor­
ders per se but may occur in conjunction with other anxiety 
disorders. Technically, the diagnosis of an anxieLy disorder can be 
made only by a trained mental health professional using accepted 
diagnostic criteria. 

Occupational Risk Factors for Anxiety Disorders 
There is a paucity of data pertaining to the incidence and preva· 
Jenee of anxiety disorders in the workplace. Furthermore, since 
the aetiology of mosl anxiety disorders is multifactorial, we cannot 
ru le out the contribution of individual genetic, developmental and 
non-work factors in the genesis of anxiety conditions. It seems 
likely that both work-related organizational and such individual 
risk factors interact, and that this interaction determines the onset, 
progression and course of anxiety disorders. 

The term job-rs/.at.ed a/Lt~ry implies that there are work con­
ditions, tasks and demands, and/ or related occupational stressors 
that are associated with the onset of acute and/or chronic states of 
an.'<iety or manifestations or anxiety. These factors may include an 
overwhelming workload, the pace of work, deadlines and a per­
ceived lack of personal control. The demand-control model pre­
dicts that workers in occupations which offer little personal 
control and expose employees to high levels of psychological 
demand would be at risk of advCJ,e health outcomes, including 
anxiety disorders (Karasek and Theorell J 990). A study of pill 
consumption (mostly tranquilizers) reported for Swedish male em­
ployees in high-strain occupations supported this prediction 
(Karasek 1979). Certainly, the evidence for an increased preva-
lence of depression in certain high-strai11 occupations in the 
United States is now compelling (Eaton CL al. 1990). More recent 
epidemiological studies, in addition to t heoretical and biochemi-
cal models of anxiety and depression, have linked these disorders 
not only by identifying their co-morbidity (40 to 60%), but also in 
terms of more fundamental commonalities (Ballenger 1993). 
Hence, the Enqclopatdia chapter on job factors associated with 
depression may provide pertinent clues to occupational and indi-
vidual risk factors also associated with anxiety disorders. In addi-
tion to risk factors associated with high-strain work, a number of 
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other workplace variables contributing lo employee psychological 
distress, including an increased prevalence of anxiety disorders, 
have been identified and are btiefly summarized below. 

Individuals employed in dangerous lines of work, such as Jaw 
enforcemenl and fu-efighting, characlerized by the probability tJtat 
a worker will be exposed to a hazardous agent or injurious activ­
ity, would also seem to be at risk of heightened and more preva­
lenL states or psychological distress, including anxiety. However, 
there is some cvidc:ncc that individual workers in such dangerous 
occupations who view their work as ·'exliilaratiog'' (as opposed to 
dangerous) may cope better in terms of thci.r emotional responses 
to work (McIntosh 1995). Nevertheless, an analysis of stress symp­
tomatology in a large group of professional firefighters and para­
medics identified a central feature of perceived apprehension or 
dread. This "anxiety stress pathway" i.ncluded subjective reports 
of ''being keyed up and jittery" and "being uneasy and apprehen­
sive." These and similar anxiety-related complaints were signili­
candy more prevalent and frequent in the firefighter/paramedic 
group relative to a male community comparison sample (Beaton 
et al. 1995). 

Another worker population evidently at risk of experiencing 
high, and at times debilitating, levels of anxiety are professional 
musicians. Professional musicians and thcir work arc exposed to 
intense scrutiny by their supervisors; they must perfo1·m before r.he 
public and must cope with perfo1mance and pre-performance 
anxiety or "stage fright"; and they are expected (by others as well 
as by themselves) to produce "note-perfect perfoanances" (Stein­
bach 1995 ). Other occupational groups, such as theatrical per­
fo1mers and even teachers who give public performances, may 
have acute and chronic anxiety symptoms related to their work, 
but vciy little data on the actual prevalence or significance of'such 
occupational anxiety disorders have been collected. 

Another class of work-related anxiety for which we have little 
data is "computer phobics", people who have responded anx­
iously to the advent of computing technology (Stiles 1994,). Even 
though each generation of' computer software is arguably more 
"user-friendly", many workers arc unca~y, whlle other workers arc 
literally panicked by challenges of "tech no-stress". Some fear per· 
sonal and professional failure associated with their inability to 
acquire the necessary skills lo cope with each successive genera­
tion of technology. Finally, there is evidence that rmployees sub­
jP.r.lP.n to P.lP.r.tronir. pP.rformanr.e. monitoring perreivP. 1 heir j ohs as 
more stressing and report more psychological symptoms, includ­
ing anxiety, than workers nol so monitored (Smith el al. 1992). 

Interaction of Individual and Occupational Risk 
Factors for Anxiety 
It is likely d1at individual risk factors interact with and may poten­
tiate the above-cited organizational risk factors at the onset, pro­
gression and course of anxiety disorders. For example, an 
individual employee with a "Type A personality" may be more 
prone to anxiety and other mental health problems in high-strain 
occupational sectings (Shima et al . 1995). To offer a more specific 
example, an overly responsible paramedic with a "rescue person­
ality" may be more on edge and hype1vigilanl while on duty then 
another paramedic with a more philosophical work attitude; "You 
can't save d1em all" (Mitchell and Bray 1990). Individual worker 
personality vatiables may also seive to potentially buffer attendant 
occupational risk factors. For instance, Kobasa, Maddi a nd Kahn 
( 1982) reported that cor,,orate managers with "hardy personali­
ties" seem better able to cope will1 work-related stressors in terms 
of health outcomes. Thus, individual worker variables need to be 
considered and evaluated within the comex1: of the particular 
occupational demands lo predict their likely interactive impact on 
a given employee's mental health. 
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Prevention and Remediation of 
Work-related Anxiety 
Many of the US and glohal workplace trends cited at the begin­
ning of this article seem likely to persist into d1e foreseeable 
future. These workplare trends will adversely impact workers' 
psychological and physical hcnld1. Psychological job enhance­
ment, in terms of inte1ventions and worb.'J'lace redesign, may 
deter and prevent some of these adverse elTeclS. Consistent with 
the demand-control modd, workers' well-being can be improved 
by increasing their decision latitude by, for example, designing 
and implementing a more horizontal organizational structure 
(Karasek and Thcorcll 1990). Many of the recommendations 
made by N10SH rcsearcl1ers, such as improving workers' sense 
of job security and decreasing work role ambiguity, if imple­
mented, would also likely reduce job strain and work-related 
psychological disorders considerably, including anxiety disorders 
(Sauter, Murphy and Hurrell 1992). 

In addition to organizational policy changes, the individual 
employee in the modem workplace also has a personal responsi­
bility to manage his or her own stress and anxiety. Some common 
and effective coping strategics employed by US workers include 
separating work and non-work activities, getting sufficient rest 
and exercise, and pacing oneself at work (unless, of course, the 
job is machine paced). Other h elpful cognitive-behavioural alter­
natives in self-managing and preventing anxiety disorders include 
deep-1.Jreathing techniques, biofeedback-aided relaxation training, 
and medication (Rosch and Pelletie1· 1987). 1n certain cases medi­
cations may be necessary m treat a severe anxiety disorder. These 
medications, including antidepressants and other anxioJytic 
agents, arc generally available only by prescription. 

POST-TRAUMATIC STRESS DISORDER e 
AND ITS RELATIONSHIP TO 
OCCUPATIONAL HEALTH AND 
INJURY PREVENTION 

Mm·k Braverman 

Hf'yonrl lhf' hro:irl ronr.P.p1 of sn·P.ss :incl its rdationship 10 gP.nP.rn l 
hea.1111 issues, there has been little attention Lo the role of psychiat­
ric dia!,1'JlOsis in the prevention and treatment of the mental health 
consequences of work-related injuries. Most of the work on job 
sh·e~-s has been concerned with the elTects of exposure to stressful 
conditions over time, rather than LO problems associated wit.h a 
specific event such as a u·aumatic or life-threatening inju1y or the 
witnessing of an industrial accident or act of violence. At the same 
time, Post-n-aumatic Stress Disorder (PTSD), a condition which 
has received considerable credibility and interest since the mid­
l 980s, is being more widely applied in contexts outside of cases 
involving war trauma and victims of crime. With respect to the 
workplace, PTSD has begun to appear as the medical diagnosis 
in cases of occupational iajury and as the emoLional outcome of 
exposure to traumatic siLuations occurring in the workplace. It is 
often the subject of controversy aod some confusion with respect 
to its relationship to work conditions and the responsibility of the 
employer when claims of psychological injury are made. The 
occupational health practitioner is called upon increasingly to 
advise on company policy in the handling of these exposures and 
iojwy claims, and to render medical opinions witJ1 respect to the 
diagnosis, treatment and ultimate job status of these employees. 
Familiarity with PTSD and its related conditions is therefore 
increasingly important for the occupational health p1-actitioner. 

The following topics will be reviewed in this article: 
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• differential d iagnosis of PTSD with other conditions such as 
primary depression and anxiety disorders 

• relationship of PTSD to su·ess-related somatic complaints 
• prevention of post-traumatic stress reactions in survivors and 

wimesses of psychologically traumatic events occurring in thr 
wod,'])lace 

• prevention and treatment of complications of work injury re­
lated to post-traumatic stress. 

Post-traumatic Stress Disorder affects people who have been 
exposed Lo traumatizing events or conditions. Tt is characterized 
by symploms of numbing, psychological and social withdrawal, 
dilliculties cono·olling r.motion, especially anger, and intrusive 
recollection and reliving of experiences oC the traumatic event. By 
definition, a traumatizing event is one tJ1at is outside the normal 
range of everyday life events and is experienced as overwhelming 
by the individual. A traumalic event usually involves a threat to 
one'~ own li fe or to someone dose, or the witnessing of an actual 
death or serious inju1y, especially when this occurs suddenly or 
violently. 

The psychiatric anlecedents of our current concept ofJYfSD go 
back tu 1he descriptions or "battle fatigue" and "sh ell shock" 
during and after the World Wars. However, the causes, symp­
toms, course and elfeclivc: tTeatment of this often debilitating 
condi tion were still poor1y understood when tens of thousands of 
Vielnam-era combat veterans began to appear in the US Veter­
ans Administration Hospitals, offices of family doctors, jails and 
homeless shelters in the 1970s. Due in large part to the organized 
cffo1i of veterans' groups, 111 collaboraLion wi1h the American 
Psychialnc Association, PTSD was firsl identified and desoibed 
in 1980 in lhe 3rd edition of the Diagn11.rtu; and Statistical Manual if 
Mmlal Disurders (DSM III) (American Psychiatric Association 
1980). The condition is now known to affect a wide range of 
trauma victims, including swvivors of civilian disasters, victims of 
c:rimr, mrture and terrorism, and survivors of childhood and 
domestic abuse. Although changes in the classifica1.ion of the 
disorder are reflected in the current diagnostic manual (DSM 1\/), 
the diagnostic criteria and symptoms remain essentially un­
changed (American Psychiaoic Association I 994). 

Diagnostic Criteria for Post-Traumatic 
Stress Disorder 

A. T11e person has been exposed to a traumatic event in 
which both or the following were pre~ent.: 

( I) The person expedenced, wimcssed, or wa~ confromed 
with an event or events that involved actual or threatened 
death or serious injury, or a threat to the physical integiity of 
self or others. 

(2) The person's response involved intense fear, helpless­
ness or horror. 

.B. The traumatic event is persistently re-ei.."J)e.rie.ncecl in 
one (or more) of tl1e following ways: 

( I) Recun-ent and intrnsivt: diso·essing recollections of the 
rvent, including 1magcs, thoughts or perceptions. 

(2) Recun·ent distressing dreams of the event. 
(3) Acting 0 1· feeling as if the 1raumatic event were recur-

1·ing. 
(4) lntensr psychological dt5tress at exposure to internal 

or external cues that symbolize or resemble an aspect of the 
traumatic event. 

(5) Physiological reactivity on e.l\.'])Osure to in ternal or ex­
ternal cues that symbolize or resemble an aspect or Ult' 
u-aumatic evenl. 

C. Persistenl avoidance of stimuli associated wil.b the 
trnuma and n11mbing of gc:neral responsiveness (not present 
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before the n·auma), as indicated by three (or more) of the 
following: 

(1) Efforts to avoid thoughts, feelings or conversations as­
sociated with the trauma. 

(2) Efforts to avoid activicies, places or people that arouse 
recollections of lite trauma. 

(3) Inability lO recall an important aspect of the rrauma. 
(4) Markedly diminished interest or participation in sig­

nificant activities. 
(5) Feeling of de tachment or estrangement from others. 
(6) ReslTicted range of ailecl (e.g., unable to have loving 

feelings). 
(7) Sense of a foreshortened futme (e.g., does not e.i..'Pcct 

to have a career, marriage, children or a normal life 
span). 

D. Persistent symptoms of increased arousal (not present 
before the trauma), as indicated by two (or more) of the 
following: 

(I) Difficulty falling or staying a,lecp. 
(2) Irritability or outbursts o!' anger. 
(3) Difficulty concentrating. 
(4) HypervigiJance. 
(5) Exaggerated startle response. 

E. Duration of the distW'bance (symptoms in criteria B, C 
and D) is more than 1 montl1. 

F. The disturbance causes clinically significant distress or 
impairment in social, occupational or other impottant areas 
of functioning. 

Specify if: 
Acute: if du rat.ion of symptoms is less than 3 monchs 
Chronic: if duration of symptoms is 3 months or more. 
Specify if: 
With Del.ayed Onset: if onset of symptoms is at least 6 

months after the so·cssor. 

Psychological slTess has achieved increasing recognition as an 
outcome of work-related hazards. Tbe link between work hazards 
a nd post-traumatic stress was fast established in the 1970s with 
t.hc discovery of high incident rates of PTSD in workers in law 
enforcement, emergency medical, 1·escue and firefighting. Specific 
interventions have been developed Lo prevent PTSD in workers 
exposed to job-related traumatic slTessors such as mutilating in-
jury, death and use of deadly force. These inte1ventio11s empha­
size providing exposed workers with education about normal 
traumatic slTess reactions) and u1e opportunity to actively surface 
their feelings and reactions with their peers. T hese techniques 
have become well established in these occupations in the United 
Stales, Australia and many European nations. J ob-related trau­
matic stress, however, is not limited to workers i n these high-risk 
industries. Many of tlte pdnciples of preventive intervention de­
veloped for u1csc occupations can be applied lo programmes to 
reduce or prevent traumacic stress reactions in Lhc general work­
force. 

Issues in Diagnosis and Treatment 

Diagnosis 
The key to the differential diagnosis of PTSD and traumatic­
stress-related conditions is the presence of a traumatic stressor. 
Although the stressor event must conform to criterion A-that is, 
be an event or situation that is outside of the normal range of 
experience-individuals respond in various ways to similar evems. 
An event that precipitates a clinical stress reaction in one person 
may not affect another significantly. Therefore, lht: absenct: o[ 
symptoms in other similarly exposed workers should nut c;:iuse lhe 
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practitioner to discount the possibility of a true post-trauma reac­
tion in a particular worker. Individual vulnerability to PTSD has 
as much to do with the emotional and cognitive impact of an 
experience on the victim as it does to the intensity of the stressor 
itself. A prime vulnerability factor is a hlstory of psychological 
trauma due to a previous traumatic exposure or significant per­
sonal Joss of some kind. When a symptom picture suggestive of 
PTSD is presented, it is iropon.am to establish whether an evcnl 
that may satisfy the criterion for a tTauma has occurred. This is 
particularly important because the victim himself may nol make 
the connection between his symptoms and the u·aumatic event. 
This failure to connect the symptom with the cause follows the 
common "numbing" reaction, which may cause forgetting or dis­
sociation of the event, and because it is not unusual for symptom 
appearance to be delayed for weeks or months. Chronic and often 
severe depression, anxiety and somatic conditions are often the 
result of a failure to diagnose and treat Thus, early diagnosis is 
particularly important because of the often hidden nature of the 
condition, even to the sufferer him- or herself, and because of the 
implications for treatment. 

Treatment 
Although the depression and anxiety symptoms of PTSD may 
respond to usual therapies such as phaimacology, effective treat­
ment is different from those usually recommended for these con­
ditions. PTSD may be the most preventable of all psychiatric 
conditions and, in the occupational health sphere, perhaps the 
most preventable of all work-related injuries. Because its occur­
rence is linked so directly to a specific stressor event, treatment 
can focus on prevention. lfproperpreventiveeducation and coun­
selling are provided soon after the traumatic exposure, subsequent 
stress reactions can be minimized or prevented altogether. 
Whether the intervention is preventive or therapeutic depends 
largely on timing, but the methodology is essentially similar. The 
first step in successful treatment or preventive inte,vention is al­
lowing the victim to establish the connection between the stressor 
and his or her symptoms. This identification and "normalization" 
of what are typically frightening and confusing reactions is very 
import.ant for 1·eduction or prevention of symptoms. Once the 
normalization of the stress response has been accomplished, treat­
ment addresses the controlled processing of the emotional and 
cognitive impact of the experience. 

PTSD or conditions related to traumaLic stress result from 1he 
sealing off of unacceptable or unacceptably intense emotional and 
cognitive reactior1s to traumatic stressors. It is generally considered 
that the stress syndrome can be prevented by providing the oppor­
tunity for controlled processing of the reactions to the trauma 
before the sealing off of the trauma occurs. Thus, prevention 
through timely and skilled intervention is the keystone for the 
treatment of .PTSD. These treannent principles may depart from 
the traditional psychlatric approach to many conditions. There­
fore, it is important that employees al risk of post-traumatic stress 
reactions be treated by mental healtl1 professionals with special­
ized training and e-,.'Perience in treating trauma-telated conditions. 
The length of treatment is variable. It will depend on the timing of 
the intervention, the seve1i ty of the stressor, symptom severity and 
the possibility that a traumatic exposure may precipitate an emo­
tional crisis linked to earlier or related experiences. A further issue 
in treatment concerns the importance of group treatment modali­
ties. Victims of trauma can achieve enormous benefit from the 
support of others who have shai'Cd the same or similar traumatic 
stress e..xperience. This is of particular importance in the work­
place context, when groups of co-workers or entire work organiza­
tions are affected by a tragic accident, act of violence or traumatic 
loss. 

L PTSD 

Prevention of Post-Traumatic Stress Reactions 
after Incidents of Workplace Trauma 
A range of events or situations occurring in the workplace may 
put workers at risk of post-traumatic stress reactions. These in­
clude violence or threat of violence, including suicide, inter-em­
ployee violence and crime, such as armed robbery; fatal or severe 
inju,y; and sudden death or medical crisis, such as heart attack. 
Unless properly managed, these situations can cause a range of 
negative outcomes, including post-traumatic stress reactions that 
may reach clinical levels, and other stress-related effects that will 
affect health and work performance, including avoidance of the 
workplace, concentration difficulties, mood disturbances, social 
withdrawal, substance abuse and family problems. These prob­
lems can affect not only line employees but management staff as 
well. Managers are at particular risk because of conflicts between 
their operational responsibilities, their feelings of personal respon­
sibility for the employees in their charge and their own sense of 
shock and grie[ In the absence of clear company policies and 
prompt assistance from health personnel co deal with the after­
math of the trauma, managers at all levels may suffer from feel­
ing:1 of helplessness that compound their own traumatic: stress 
reactions. 

Traumatic events in the workplace require a definite response 
from upper management in close collaboration with health, 
safety, security, communications and otber functions. A crisis 
response plan fulfils lhree primary goals: 

( I) prevention of post-traumatic stress reactions by reaching 
affected individuals and groups before they have a chance ro seal 
over 

(2) communication of crisis-related information in order to 
contain fears and control rumours 

(3) fostering of confidence that management is in control of the 
crisis and demonstrating concern for employees' welfare. 

The methodology for the implementation of such a plan has 
been fully described elsewhere (Braverman I 992a,b; 1993b). It 
emphasizes adequate communication between management and 
employees, assembling of groups of affected employees and 
prompt preventive counse.Iling of those at highest risk for post­
traumatic stress because of their levels of e:-;posure or individual 
vulnerability factors. 

Managers and company health personnel must function a, a 
team to be sensitive for signs of continued or delayed 
n-auma-related stress in the weeks and months after the traumatic 
event. These can be dillicult to identify for manager and health 
professional alike, because post-traumatic stress reactions are 
often delayed, and they can masquerade as other problems. For a 
supervisor or for the nurse or counsellot who becomes involved, 
any signs of emotional stress, such as irritability, withdrawal or a 
drop in productivity, may signal a reaction to a traumatic stressor. 
Any change in behaviour, including increased absenteeism, or 
even a marked increase in work hours ("workabolism") can be a 
signal. Indications of drug or alcohol abuse or change in moods 
should be explored as possibly linked to post-traumatic stress. A 
crisis response plan should include training for managers and 
health professionals to be alert for these signs so that intervention 
can be rendered at the earliest possible point. 

Stress-related Complications of Occupational Injury 
It has been our e.xperience reviewing workers' compensation 
claims up to five years post-injury that post-traumatic stress syn­
dromes are a common outcome of occupational injury involving 
life-threatening or disfiguring injury, or assault and other ex­
posures to crime. The condition typically remains undiagnosed 
for years, its origins unsuspected by medical professionals, claims 
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administrators and human resource manag rs, and even I.he em­
ployee him- or h rself. \l\lhen unrecognized, it can slow or even 
prevent recovery rr·om physical injury. 

Di abilities and injurie linked 10 psychological stress arc 
among the most costly and difficult to manage or all work-relared 
injuries_ ln the "stress clain1-", an employee maintains he or she 
has been emotionally damaged by an event or conditions at work. 
Costly and hard to fight, stress claims usually result in litigation 
and in the separation of the employee. Th re exists, however a 
vastly more frequent hut eldom recognized . ource or strcss-r -
lated clain.s. Jn th e cases, serious injury or e :posu re to life­
thrcaten ing siniations resullS in undiagnosed and untreated 
psy hological stress conditions that significantly affect the out­
come of work-related i~juries. 

On the basis of our work with traumatic worksite injuries and 
violent episodes over a wide range of worksites, we e l.imate that 
at least ha lf or disputed workers compensa1ion laun · involve 
unrecognized and untreated post-b11umatic stress conditions or 
oth r psychosocial components. ln the push to resolve medical 
problems and determine the employee's employment status, and 
because of many systems' fear and mistmst of mental health 
intervention, emotional stress and psychosocial issues take a back 
eat. \l\lhen no one deals with it, stress can Lak the fo1m of a 

number of medical coJ1Clitions, unrecognized by Lht: employer, the 
risk manager the health care provider and th mployec him- or 
hcrsel[ Trauma-related stres also typically leads to avoidance of 
the workplac , which increases the ri k of conU i ts and di. pules 
regarding return to work and claims of disability. 

Many employers and insurance carriers believe thal cont.act 
with a mental health professional leads dire tly to an expensive 
and unmanageable clain1. Unfortunately, this is o!len the case. 
Statistics bear out that claims for mental str ss are more expensive 
than claims for other kinds of i.Jtjuries. Furthermore, Ibey are 
increasing faster than any otlm· kind of injury claim. In the typical 
"physical-mental" claim scenario, the psychiatrist or psychologist 
appears only at the poim--typically months or even years after 
the event- when there is a need for expert a ·se ·sment in a rus­
put . By this time, the psychological damag has be n don<.:. The 
trauma-related stress reacLion may have prevented the employee 
from returning to the workplace even though he or he appeared 
visibly healed. Over t.ime, d1e untreated stress reaction to the 
original injury has resulted in a chronic anxiety or depression, a 
somatic illness or a subsc.ance abuse disorder. Ind cd, it is rare 
that mental health intervention is rendered al lhe point when it 
can prevent the tr~uma-relatcd stress rea tiou and -thus help tl1e 
employre tully rem er from the Lrauma of a erious injury or 
assaulL 

With a sma ll rnea ure of planning and proper timing the 
costs and sufli ring as ociated with injury-rclat d tre ar 
among the most preventable of all injwi s. T he: foUowing arc 
the components of an effective post-injury plan (Braverman 
1993a): 

Early i1lterve,itioii 
Cornpani s should require a brief mental heal th iote,vention 
whenever a ev re accident, assault or other traumatic event im­
pacts on an employee. This l!l!O.lutllion .ihnuld be su,1 as prwenlwe. ralhn­
lhail as tied lo the sla11dnrd clai:m.s procedure. It should be provided even 
if there is no lost time injury or need for medical tr atment. The 
intervention should emphasize education and prevention rather 
than a strictly clinical approach that may cause the rnployee to 
~eel stigmatized. The employer, perhaps in conjunction with the 
msurance provider, should Lake responsibility for the relatively 
!mall co t of providing th.is service. Care should be taken that ortly 
professionals with specialized expertise or training in po t-trau­
matic stress conditions be involved. 
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Return to work 
Any ·oun lling or asses rnent activity should be oo!'dioated with 
a return-to-work plan. Employees who have undergone a trauma 
oil n led afraid or tentative about returning to t.he worksitc. 
Combining brief edul:alion and counsell ing with visits co 11t 
workplace during the rccovc1y period has been used LO great 
advantage in accomplishing this lTansition and speeding return to 
work. Healtl1 professionals can work witl1 lhe upervisor or man­
ager in d veloping gradual re-entry into job functioning. Even 
when there is no r maining physical limitation, emotional faclors 
may neces itate a commodation , uch as allowing a bank teller 
who was robbed to worl.- in anolh r area of the bank for part of 
the day as she gradually becomes comfortable rcruming to work 
at the cu tomer window. 

Follow-up 
Posl-Lraumatic r act ions are o!len delayed. Follow-up al I - and 
6-month fotervals with employees who have returned to work is 
important. Supeivisors ar> also provided with fact sheets on how 
to pot po siblc delayed o.r long-term probl ms associated with 
post-traumatic stress. 

Summary: The Link between Post-Traumatic Stress 
Studies and Occupational Health 
Perhap more than any other health science, occupational medi­
cine i · concerned with the relationship betwe n human sa-ess and 
disease. Indeed much of the r ear h in human su·ess in mis 
century has Laken place within lhe occupational health field. As 
lh' health ci n in general became more involv •d in preven­
tion the workplace has become increasingly important as an 
al'ena for research into the contribution or the physical and psy­
choso ial environment to disea and other health outcomes, and 
into methods ror the prevention or stress-related conditions. AL Lhe 
same time, since 1980 a revolution in the tudy of post-traumatic 
stress has brought important progress lo the understanding of the 
human stress response. The occupational health practitioner is at 
the imerse ti n oftl1esc increasingly important field of study. 

As the landscape of work undergoes revolutionary transforma­
tion, and as we learn more about productivity. coping and the 
str ful impact of continued change, the line between cln·onic 
stress and acu te or trauroali stress bas begun to blur. The clinical 
th ory of traumatic stress has much to tell us about how to 
prev nt and Lr al work-related ps chological stress. As in all 
health science knowledge of the cause of a yndrome can help 
i11 prcve11rion. In th a rea o[ traumali · stress, 1he workplace has 
bown itself to b an excellent pla c to promote health and heal­

ing. By being well acquainted with t.hc symptoms and causes of 
post-traumatic t.ress reactions, occupational health practitioners 
can incr as theu- effecti eness as agents ofprevcntiou . 

STRESS AND BURNOUT AND THEIR e 
IMPLICATION IN THE WORK 
ENVIRONMENT 

Herbert]. Freudenberger 

"An emerging global economy mandates serious cientific atten­
tion to discoveries tl1al fo ter enhan ed human productivity in an 
ever-changing and technologica11 ophisticated work world' 
(Human Capital Initiative 1992). Economi ·, ·o ial psychological 
demographic, political and ecological chang around tl1c world 
are forcing us to reas ss the concept of work tress and burnout 
on the workforce. 

BURNOUT~ 
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Productive work "calls for a piimary focus on reality external to 
one self. Work therefore emphasizes tl1e rational aspects of people 
and problem solving" (Lowman 1993). The affective and mood 
side of work is becoming an ever-increasing concern as the work 
environment becomes more. complex. 

A conflict that may arise between the individual and the world 
ofwmk is that a transition is called for, for the beginning worker, 
from the self-cenrredness of adolescence to the disciplined subor­
dination of personal needs to the demands of the workplace. 
Many workers need to learn and adapt co the reality thal personal 
feelings and values are often of little importance or relevance to 
the workplace. 

In order to continue a discussion of work-related su·ess, one 
needs to defme the term, which has been used widely and with 
varying meanings in the bdlavioural science literature. Stress 
involves an interaction between a person and the work ' 
environment. Something happens in the work arena which 
presents the individual with a demand, constraint, request or 
opportunity for behaviour and consequent response. "There is a 
potential for srress when an environmental situation is perceived 
as presenting a demand which threatens to exceed the person's 
capabilities and resources for meeting it, under conditions where 
he/she expects a substantial differential 111 the rewards and 
costs from meeting the demand versus not meeting it" (McGrath 
1976). 

It is appropriate to stale that Lhe degree to which the demand 
exceeds the perceived ex-pectation and the degree of differential 
rewards expected from meeting or not meeting that demand re­
Dect the amount of stress chat the person expeiiences. McGrath 
further suggests thac stress may present itself in the following ways: 
"Cognitive-appraisal wherein subjectivdy experienced stress is 
contingent upon the person's perception of the situation. In tbi.s 
category the emotional, physiological and behavioural responses 
are significantly influenced by the person's interpretation of the 
'objective' or external stress situation." 

Another component of stress is the individual's past experience 
with a similar situation and his or her empirical response. Along 
with this is the reinforcement factor, whether positive or negative, 
successes or failures which can operate to reduce or enhance, 
respectively, levels of subjectively expedenced stress. 

Burnout is a form of srress. It is a process defined as a feeling of 
progressive deterioration and exl1austion and an eventual deple­
tion of energy. I t is also often accompanied by a loss of motiva­
tion, a feeling that suggests "enough, no more". It is an overload 
that tends during U1e course of time to aflect attitudes, mood and 
general behaviour (Freudenberger 1975; Freudenberger and 
Richelson 1981 ). The process is subtle; it develops slowly and 
sometimes occurs in stages. It is often not perceived by the person 
most affected, since he or she is the last individual to believe that 
the process is taking place. 

The symptoms of burnout manifest themselves on a physical 
level as ill-defined psychosomatic complaints, sleep disturbances, 
excessive fatigue, gasrrointestinal symptoms, backaches, head­
aches, various skin conditions or vague cardiac pains of an unex­
plained origin (Freudenberger and North 1986). 

Mental and behavioural changes are more subtle. "Burnout is 
often manifest by a quickness to be irritated, sexual problems (e.g. 
impotence or frigidity), fault linding, anger and low frustration 
threshold" (Freudenberger 1984a). 

Further affective and mood signs may be progressive detach­
ment, loss of self~conlidence and lowered self~esteem, depression, 
mood swings, an inability to concentrate or pay attention, an 
increased cynicism and pessimism, as well as a general sense of 
futility. Over a period of time the contented person becomes 
angry, the responsive person becomes silent and witl1drawn and 
the optimist becomes a pessimist. 

L BURNOUT 

The alfccl feelings that appear to be most common are anxiety 
and depression. The anxiety most typically associated with work 
is performance anxiety. Tbe forms of work conditions that are 
relevant in promoting this fo1m of anxiety are role ambiguity and 
role overload (Srivastava 1989). 

Wilke (1977) has indicateci that "one area that presents particu­
lar opportunity for conrnct for the personality-disordered individ­
ual concerns the hierarchical natw-e of work organizations. The 
source of such difficulties can rest with the inruvidual, the organi­
zation, or some interactive combination." 

Depressive features are frequentJy found as part of the present­
ing symptoms of work-related difficulties. Estimates from epi­
demiological data suggest that depression affects 8 co 12% of men 
and 20 to 25% of women. The life e,xpectancy experience of 
serious depressive reactions virtually assures that workplace issues 
for many people will be affected at some time by depress.ion 
(Charney and Weissman l 988). 

The seriousness of these observations was validated by a study 
conduc~cd by Northwestern National Life Insurance Com­
pany-"Employee Burnout: America's Newest Epidemic" (1991). 
It was conducted among 600 workers nationwide and identified 
the extent, causes, costs and solutions related to workplace srress. 
The most striking research findings were that one in three Ameri­
cans seriously thought about quitting work in 1990 because of job 
stress, and a similar portion e,,-pected to expedence job burnout 
in the future. Nearly half of the 600 respondents experienced 
stress levels as "extremely or very high." Workplace changes such 
as cutting employee benefits, change of ownership, required fre­
quent overtime or reduced workforce tend to speed up job stress. 

Macl,ean (1986) fw1:hcr elaborates on job su·essors as uncom­
fortable or unsafe working conditions, quantitative and qualitative 
overload, lack of control over the work process and work rate, as 
well as monotony and boredom. 

Additionally, employer:; are reporting an ever-increasing 
number of employees with alcohol and drug abuse problems 
(Freudenberger 1984b). Divorce or other marital problems are 
frequently reported as employee stressors, as are long-tc.nn or 
acute stressors such as caring for an elderly or disabled re lative. 

Assessment and classification to diminish the possibility of 
bumouc may be approached from the points of view related to 
vocational interests, vocational choices or preferences and charac­
teristics of people with different preferences (Holland 1973). One 
might utilize compucer-hased vocational guidance systems, or 
occupational simulation kits (Krumboltz 1971 ). 

Biochemical factors influence personality, and the effecL~ of 
their bal.ance or imbalance on mood and behaviour are found in 
lhe personality changes attendant on menstruation. In the last 
25 years a great deal of work has been done on the adrenal 
catecholamines, epineplu-ine and n01·epinephrine and other bio­
genic amines. These compounds have been related Lo the experi­
encing of fear, anger and depression (Barchas et al. l 97 l ). 

The most commonly used psychological assessmc;nt devices 
are: 

• Eysenck Personality Inventory and Mardsley Personality 
Inventory 

• Gordon Personal Prolilc 
• IPAT Anxiety Scale Questionnaire 
• Study of Values 
• Holland Vocational Preference Inventory 
• Minnesota Vocational Interest Test 
• Rorschach Inkblot Test 
• Thematic Apperceptioo Test. 

A discussion of burnout would not be complete without a b1:ief 
overview of the changing family-work system. Shellenberger, 
Hoffinan and Gerson (1994) indi.cated that "Families are strug-
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gling Lo survive in an increasingly complex and bewildering 
world. Wit.h more choices than they can consider, people are 
struggling to find Lhe right balance between wotk play, love and 
family responsibility." 

Concomitantly, women's work roles are expanding, and over 
90% of women in the US cite work as a source of' identity and 
,elf-worth. fn addition lO th!" shifting roles of men and women 
the preservation of two incomes sometimes requires changes in 
living ar.rangcmcnts, including moving for a job, long-distance 
commuting or establishing separate residences. All of these factors 
can put a great strain on a relationship and on work. 

olutions to offer to diminish burnout and stress on an individ­
ual I eve! are; 

• Learn LO balance your life. 
• Share your thoughts and communicate your concern . 
• Limit alcohol intake. 
• Re-evalua te personal attirudes. 
• Learn to et priorities. 
• Develop in te.r sts outside of work. 
• Do volunteer work. 
• Re-evaluate your need for peifectionism. 
• Learn to delegate and ask for assistance. 
• Take Lime off 
• Exercise, and eal nutritional meals. 
• Learn to take yourself Jes. seriously. 

On a larger scale, it is imperative that government aucl corpor­
ations accommodate to family needs. To reduce or diminish stress 
in the family-work system will require a signilican t reconfiguration 
of the entire structure of work and family life. "A more oquitable 
arrangement in gendec relationships and the possible sequencing 
of work and non-work over the lifi span with parental leaves of 
ab ence and sabbaticals from work becoming common occur­
renc s" (Shellenberger, H offman and Gerson I 994). 

As indicated by Entin (l 994), increased dilrerentiation of self 
whether in a family or coqioration, has important ramifications in 
reducing stress, anxiety and burnout. 

Individual need to be more in control of Lhcir own lives and 
take responsibility for their actions; a11d bot.h inclividuals and 
corporations need to re-(!J(amin I.heir valu ' sy terns. Oramati 
shifts neec..l to take place. ff we do not heed the statistics, then most 
ai,suredly burnout and stress will continue to remain the signifi­
cant problem it has become for alJ society. 

e COGNITIVE DISORDERS 

Cathe,ine A. Hea11ey 

A cognitive disorder is dcfmed as a signifi ant decline in one's 
ability lo proc ·ss and recall information. The DSM IV (American 
Psychiatric Association 1994) describes three major types of cog­
nitive disorder: delirium, dementia and amnestic disorder. A de­
lirium clevdops over a short period of rime and is characterized 
by an impairment of short-term memory, disorientation and per­
ceptual and language problems. Amnestic disorders are charac­
terized by impainnent of memory such that sufferers are unable 
to learn and recall n ew information. However, no other declines 
in cognitive function ing are asso iated with this type of diso,.der. 
Botli delirium and amnestic disorders are usually due to the 
physiological effects of a genel"al medical conditiou (e.g., head 
inju!'iCS, high fevers) or of substance use. There is little reason to 
suspe t that occupational factors play a direct role in the develop­
ment of' thes disorders. 
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H owever, research has suggested that occupational factors m ay 
in!luence th likelihood of developing the multiple cognitive- defi­
ci ts involved in dementia. Dementia is characterized by memory 
impainnenL and a t least one of th following problems: (a) re­
du<.:~tl language funclion; (b) a c..lecline in one's ability to think 
abstractly; or (c) an inabiJjty LO recognize familiar objects even 
though one's senses (e.g. vision, hearing, rouc.h) are not impaired. 
Alzheimer's disease is the most common type of dementia. 

The prevalence of dementia increases with age. Approximatdy 
3% of people over the age of 65 yea.rs will surfer from a severe 
cognitive impairment during any given yea.r. Re cn t rudie of' 
elderly population· have found a link b tween a person's occu­
pational history and his or her likelihood ofsufi'cring from demen­
tia. For example a study of the rural elderly in France (Dartigues 
et al. 1991) foll!ld that people whose primary occupation had 
been farm worker, farm manager, provider of domestic service 01· 

blue-collar worker had a significantly elevated risk of having a 
severe cognitive impairment when compared to those whose pri­
ma1y occupation had been teacl1er manager executive or profes­
sional. Furthermore, Lhis 1?levatcd risk was not du to dilTerc.nces 
b tween the groups of workers in terms of agr, sex, education, 
drinking of alcoholic bevCJ'i'lges, sensory impairments or the taking 
of psychotTopic drugs. 

Because dementia is so rare among people younger lhan 65 
yea.rs, no tudy has examined occupation as a 1isk factor amon 
this population. However, a large study in I.he United Stales 
(Farmer et aL 1995) has shown that p ople under the age of 65 
who have high levels of education are less likely to experience 
dec)jnes in cognitive functioning l.han a.r • imilarly aged pcopk 
with less edu ation. he aui.hors of this sn.1dy ommcnted that 
education level may be a "marker variable" that is actually rdlecr­
ing the effects of occupational expoaures. At this point, such a 
conclusion is highly speculative. 

All.hough several studies have found an associa1ion between 
one\ principal occupation and dementia among 1he elderly tht: 
explanation or mechanism underlying the association is not 
known. One possible explanation is that soin ocxupations involve 
higher exposure Lo toxic materials and solvents than do other 
occupations. For example, there is growing cvidc:ncc thar toxic 
exposures Lo pcsticid and herbi ides can hav ad erse rn;uro­
logical effects. Indeed, it has been suggested that such exposures 
may expla in Lhe elevated risk of' dementia found among farm 
workers and farm managers in the French snidy desciibed above. 
In addition, some vidence suggests I.hat Lhe ingesLion of cer tain 
tninerals (e.g., aluminium and calcium as components of drinking 
water) may affect the risk of cugnitivc impairment. Occupations 
may involve differential expo ure to LhesC' mineral . Further re­
search is needed to explore possible pathophysiological me<:han­
isms. 

Psychoso ial stress level: of employees in various occupations 
may also contribute to lhe link between o cupat.ion and dementia. 
Cognitive disorders are not among the mental health problems 
thaL are commonly thought to be stress related. A review of tl1e 
role of stress in psychiauic disorders focused on anxiet disorders, 
schizophren ia and depression, but made nu mention of cognitive 
disorders (Rabkin I 993). One typt: or disorder call cl dissociative 
amnesia, is characterized !Jy an inabil ity 10 recall a previous 
traumatic or stressful event but carries wit.h it no other type of 
mcmo1y impairment. This disorder is obviously stTcss-related, but 
is not categorized as a cognitive disorder according to the DSM 
IV. 

Although psychosocial stress has not been explicitly Linked to 
the onset of cognitive d isorders, it has been cl monstrated that the 
experien e of psychosocial stress affects how people process infor­
mation and their abili ty to recall information. The a.rou al of the 
autonomic nervous system tliat often accompanies exposure to 
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stressors alerts a person to the fact thal "all is not as expected or as 
it should be" (Mandler 1993). At first, this arousal may enhance a 
person's ability to focus attention on the central issues and to solve 
problems. However, on the negative side, the arousal uses up 
some of the "available conscious capacity" or the resources that 
are available for processing incoming information. Thus, high 
levels of psychosocial stress ultimately (1) limit one's ability co scan 
all of the relevant available information in an orderly fashion, (2) 
interfere with one's ability to rapidly detect peripheral cues, (3) de­
crease one's ability to sustain focused attention and (4) impair 
some aspects of memory performance. To date, even though these 
decrements in infonnarion-processing skills can result in some of 
the symptomatology associated with cognitive disorders, no rela­
tionship has been demonstrated between these minor impainneuts 
and the likelil1ood of exhibitiJ1g a clinically diagnosed cognitive 
disorder. 

A third possible contributor to the relationship between occu­
pation and cognitive impairment may be the level of mental 
stimulation demanded by the job. In the study of rural elderly 
residents m France described above, the occupations associated 
W1th the lowest risk of dementia were those that involved substan­
tial intellectual activity (e.g., physician, teacher, lawyer). One hy­
pothesis is that the intellectual activity or mental stimulation 
inherent in these jobs produces certain biological changes in the 
brain. These changes, in turn, protect the worker from decfute in 
cognitive function. The well-documented protective effect of edu­
cation on cognitive functioning is consisrenl W1th such a hypothe~ 
sis. 

It is prematw·e to draw any implications for prevention or 
treatment from the research findings summarized here. Indeed, 
the association between one's lifetime principal occupation and 
the onset of dementia among the elderly may not be due to 
occupational eKposures or the nature of the job. Rather, the 
relationship between occupation and dementia may be due to 
differences in the characteristics of workers in various occupations. 
For example, clifferences in personal health behaviours or in ac­
cess to quality medical care may account for at least part of the 
effect of occupation. None of the published descriptive studies can 
rule out this possibil ity. Further research is needed to explore 
whether specific psychosocial, chemical and physical occu­
pational exposures are conu·ibuting to the aetiology of this cogru· 
tive disorder. 

• KARosm: DEATH FROM OVERWORK 

Takashi Harat.ani 

What Is .Karoshi? 
Kamslti is a Japanese word which means death from overwork. 
The phenomenon was first identified in Japan, and the word is 
being adopted internationally (Drinkwater 1992). Uchata (1978) 
reported 17 karosh_i cases at the 51st annual meeting of the Japan 
Association of Industrial Health. Among them seven cases were 
compensated as occupational diseases, but ten cases were not. In 
1988 a group oflawyers established the National Defense Counsel 
for Victims of Karoshi (1990) and started telephone consultation 
to handle inquiries about karoshi-related workers' compensation 
insurance. Uehata ( 1989) described karoshi as a sociomedical 
term that refers to fatalities or associated work disability due to 
cardiovascular attacks (such as sn·okes, myocardial infarction or 
acute cardiac failure) which could occur when hypertensive arte­
riosclerotic diseases are aggravated by a heavy workload. Karoshi 
is not a pure medical term. The media have frequently used the 
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word because It emphasizes lhat sudden deaths (or disabilities) 
were caused by overwork and should be compensated. Karoshi 
has become an important social problem iDjapan. 

Research on Karoshi 
Uehata (1991a) conducted a study of203Japanese workers (196 
males and seven females) who had cardiovascular attacks. They 
or their next of kin consulted with him regarding workers' com­
pensation claims between 1974 and I 990. A total of I 74 workers 
had died; 55 cases had already been compeo_sated as occu­
pational disease. A tol'al of l23 workers had suffered strokes (57 
arachnoidal bleedings, 46 cerebral bleedings, 13 cerebral in­
farctions, seven unknown types); 50, acute lieart failure; 27, myo­
cardial infarctions; and four, aortic ruptures. Autopsies were 
performed in only 16 cases. More than half of the workers had 
histories of hypertension, diabetes or other atherosclcrotic prol>­
lCl'DS. A total of 131 cases had worked for long hours- more than 
60 hours per week, more than 50 hours overtime per month or 
more than half of lhcir lixed holidays. E ighty-eight workers had 
identifiable trigger events within 24 hours before their attack. 
Uehaca concluded that these were mostly male workers, working 
for long hours, W1lh other stressful overload, and that these work­
ing styles exacerbated their otl1er lifestyle habits and resulted in 
the attacks, which were finally triggered by minor work-related 
troubles or events. 

Karasek Model and Karoshi 
According to the demand-control model by Karasek (1979), a 
high-strain job-one with a combination of high demand and low 
conb-ol (decision Jatitude)-mcrea.ses the risk of psychological 
strain and physical illness; an active job-one with a combination 
of high demand and high control- requires learning motivation 
to develop new behaviour patterns. Uebata (I 991 b) reported that 
the jobs iD karoshi cases were characterized by a higher degrne of 
work demands and lower social support, whereas the degree of 
work control varied greatly. He described the karoshi cases as 
very delighted and enthusiastic about their work, and conse­
quently likely to ignore their needs for regular rest and so 
on-even the need for health care. It is suggested that workers in 
not only high-strain jobs but also active jobs could be at high risk. 
Managers and engineers have high decision latitude. Ift11ey have 
extremely high demands and are enthusiastic in their work, they 
may not control their working hours. Such workers may be a risk 
group for karoshi. 

Type A Behaviour Pattern in Japan 
F1iedman and Rosenman ( 1959) proposed the concept of Type A 
behaviour pattern (T ABP). Many studies have showed that T ABP 
is related to the prevalence or incidence of coronary beait disease 
(CHD). 

H ayano et al. (1989) investigated the characteristics of TABP 
in J apanese employees using the J enkins Activity Survey QAS). 
Responses of 1,682 male employees of a telephone company were 
analysed. The factor structure of the J AS among the:: Japanese 
was in most respects equal to thal found in the Western Collabo­
rative Group Study (WCGS). However, the average score of 
factor H (hai'd-driving and competitiveness) among the Japanese 
was considerably lower than I.hat in the WCGS. 

Monou ( l 992) reviewed T ABP research in Japan and summar­
ized as follows: TABP is less prevalent in Japan than in the 
United States; the relationship between TABP and coronary 
heart disease m Japan seeros to be significant bul weaker than 
that in t11e US; TABP among Japanese places more emphasis on 
"workaholism" and "directivity into the group" than in the US; 
the percentage of highly hostile individuals in Japan is lower than 
in the US; tltere is no relationship between hostility and CHD. 
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Japanese culture is quite clillerent from those ofW·stem coun­
trie . It is mongly influenced by Buddh ism and Confucianism. 
Generally speaking, J apane e workers are organization centred. 
Cooperation with coUeagues is emphasized rather than competi­
tion. In Japan, competitivc.ness is a less 1mponant factor for coro­
nary-pron behaviour than job involvement or a tendency to 
overwork. Direct expression of hostility is uppressed in Japan e 
society. Hostility may be expressed differently than in Western 
countries. 

Working Hours of Japanese Workers 
It is wcU known thatJapanese workers work long hours compared 
with workers in other developed industiial countries. Normal 
annual working hours of manufacruring workers in 1993 were 
2,017 hou~ inJapan; 1,904 in the United States; 1,763 in France; 
and I ,769 in the UK (ILO 1995). However, Japanese working 
hours are gradually decreasing. Average annual working hours of 
manufacturing employee in ente1prises with 30 employees or 
more was 2,484- hours in 1960, but 1,957 hours in 1994. Artide 
32 of the Labor Standards Law, which was revised in 1987, 
provides for a 40-hour week. The general introduction of the 
40-hour week is expected to take place gradually in the 1990s. Tn 
1985, the 5-day work week was granted to 27% of all employees 
in enterprises with 30 employees or more· in 1993 it was granted 
to 53% of such employees. The average worker was allowed 16 
paid holidays in 1993; however, workers actually itsed an average 
of 9 days. In Japan, paid holidays are few, and workers tend to 
save them to cover absence due to sickness. 

Why do Japanese workers work such long how-s? Deutschmann 
(199) ) pointed out rhree structural condition underlying lhe pre­
sent pattern of long working hours in Japan: !mt, the continuing 
n •ed ofJapaoese employees to increase their income; second, the 
enterprise-centred structure of induscrial. relations; and third, the 
holistic style of Japane e personnel management. These con­
ditions wer based on historical and cultural factors. Japan was 
defeated in war in 1945 for the !mt time in history. After the war 
Japan was a cheap wage country. The Japanese were used to 
working long and bard lo earn their subsistence. labour unions 
were cooperative with employers, ther have been relatively few 
labour disputes in J apan.Japanese c.:ompanies adopted the senior­
ity-oriented wage ystem and lifelime employmenL The number 
of hours is a measure of the loyalty and cooperativeness of an 
employee, and becomes a critc.tion for promotion. Workers are 
uol forced to work long hours; they are willing to work for their 
companies, as if the company is their family. Working life has 
priority over family life. Such long working hours have contrib­
uted to the remarkable economic achievements of Japan . 

ational Survey of Workers' Health 
fhejapane e Ministry of Lahour conducted urveys on the state 
of mployees' health in 1982, 1987 and 1992. In the survey in 
1992, 12,000 privat worksites employing 10 or more workers 
were identified, and 16,000 individual workeri; from them were 
randomly selected nationwide based on industry and job classifi­
c tion to rn1 out questionnaires. The questionnaires were mailed. 
•o a representative at the workplace who then selected workers to 
romplete the survey. 

THE BODY 

ixty-five per cent of the:; workers complained of physical 
fatigue due to their usual work, and 48% complained of mental 
fatigue. Fifty-seven per cent of workers stated that they had strong 
anxieties, worries or stress concerning their job or working life. 
The prevalence of srressed workeni was increasing, as the preva­
lence had been 55% in 1987 and 51 % in 1982. The main causes 
of stress wer·: unsatisfactory relations i11 the workplace, 48%; 
quality of work, 41 %; quantity of work, 34%. 

Eighty-six. per cent of d1ese worksites conducted pe.iiodic health 
examinations. Worksite health promotion activities wen: con­
ducted at 44% of the worksites. Of these worksites, 48% had 
sports events, 46% had exercise programmes and 35% had healtl1 
counselling. 

National Policy to Protect and Promote 
Workers'IIealth 
The purpose of the Industrial Safety and Health Law in J apan :is 
to secure the safety and health of workers in workplaces as 
well as to facilitate the establishment of a comfortable working 
environment. The law states that the employer shall nol only 
comply with the minimwn standards for preventing occupation,tl 
accidents and di eases, but also endeavour to cnsur the safety 
and health of workers in workplaces through the realization 
of a comfortable working environment and the improvement of 
working conditions. 

Article 69 of the law, amended in 1988, stales that the em­
ployer shall make continuous and systematic efforts for the main­
tenance_ and promotion of workers' health by caking appropriate 
measures such as providing health education and health counsel­
ling scnrices co the workers. Th • J apanese Minisa1' of Labow­
publicly announced guidelines for measures to be taken by em­
ployers for the maintenance and promotion of wor:-kers' health in 
1988. It recommends worksite health prnmotion programmes 
called the Total H ealth Promotion Plan (fHP): exercise (training 
and counselling}, health education, psycl1ologica\ counsell ing 
and nutritional counselling based on the health status of 
employees. 

In 1992, the guidelines for the realization of a comfonable 
working nvironm ·nt were announced by I.he Mini ll")' of Labour 
in J apan. The guidelines recommend lhc following: the working 
environment should be properly maintained under comfortable 
conditions; work conditions should be improved to reduce 1.he 
workload; and facilities should be provided for the welfare of 
emplo)1ecs who need to recover from fatigue. Low-interest loans 
and grants for small and medium-sized enterprises for workplace 
improvement measures have been introduced to fa ilitatc the 
realization of a comfortable working environm nt. 

Conclusion 
The vidence that overwork cau ·es sudden death is sill! incom­
plete. More srudies are needed to clarify d1e causal relationship. 
To prevent karoshi, working hours should be reduced. J apanese 
national occupational health policy has focu ed on work hazard 
and health care of workeri; with problems. The psychological 
work environment should be improved as a step towards the goal 
of a comfortable working environment. Health exam ina1ions and 
health promotion programmes for all workers should b encour­
aged. These activities will prevent karoslti a.nd rcduc stress. 
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