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Chapter 4 

Are All Jobs Good for Your Health? 
The Impact of Work Status and 

Working Conditions on Mental Health 

This chapter presents new evidence on the evolution of work-related mental illness
in OECD countries and on the role that new work patterns have played in affecting
it. Despite the steep rise in disability benefit receipt for mental illness in many
countries, available indicators do not suggest an overall increase in mental health
problems among the working-age population across the OECD area. However,
mental health appears to have worsened in certain countries and for certain
workforce groups, while the reported incidence of certain potentially stressful
working conditions has increased in Europe. Longitudinal analysis for individual
workers in five countries shows that non-employment generally is worse for mental
health than working and that the mental-health payoff to employment varies
depending on the type of job contract and working conditions, and pre-existing
mental health problems. In particular, the mental health benefits for inactive
individuals who obtain a “non-standard” job appear to be smaller than for those
moving into standard employment arrangements, especially for persons with pre-
existing mental health problems.
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Introduction
Mental health problems among the working-age population constitute a major public

health burden and are a leading cause of sickness leave and disability in OECD countries.

Mental illness is the second biggest category of occupational ill-health after muscular-

skeletal problems (Weiler, 2006), and mental health problems constitute five of the

ten leading causes of disability worldwide (Gaston and Gabriel, 2002). The economic cost of

mental health problems, including treatment and the indirect cost of lost productivity and

days off work, is estimated at more than 2% of GDP in the United Kingdom (Layard, 2005)

and at approximately 1.7% of GDP in Canada (Stephens and Joubert, 2001). These costs may

also be growing since exit from employment to disability benefits due to mental health

problems has been increasing in a number of OECD countries (OECD, 2003).

Although work can be beneficial to mental health, there is growing concern about

whether employment patterns or working conditions are evolving in ways that may cause

or aggravate mental illness. Changes in the demographic composition of the working

population, which is ageing and includes a rising proportion of women, may also have an

impact on how work affects mental health. In addition, work-related stress may have

become more prevalent or more intense due to changes in the structure of employment

associated with e.g. a greater use of ICT and just-in-time delivery, more service-oriented

jobs and the diffusion of “non-standard” employment contracts which imply lower job

security. Some of these trends may contribute to explaining why 22% of European workers

report suffering from stress and fatigue due to their jobs, a share that has risen over the

past decade (Parent-Thirion et al., 2007).

The aims of this chapter are two-fold: i) to document recent trends in mental health

among the working-age population in OECD countries; and ii) to assess how changes in the

labour market and working conditions affect mental health. Section 1 documents the rise

in disability due to mental illness in some OECD countries. It also surveys prior research

showing that employment status and working conditions can have significant effects on

mental health and that employment patterns and working conditions have changed in

ways that might plausibly have increased work-related mental health problems.

Section 2 then uses data from different national surveys to document the recent evolution

of mental illness in the OECD countries for which these data are available. The analysis

considers alternative measures of mental health problems and also takes account of the

possibility that there has been an increase in the propensity to diagnose mental illness,

especially when there are economic incentives to report mental health problems (e.g. in

order to access disability benefits). Section 3 makes use of longitudinal micro-data for

individual workers in five countries to estimate more precisely how employment status

and different working conditions affect mental health. Care is taken to control for non-

work-related factors that might affect mental health problems (e.g. family structures and

community ties). The longitudinal analysis also investigates whether the generally

beneficial impact of being employed (or of returning to work) on mental health also applies
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to persons suffering from a longstanding illness or disability or to persons moving into

nonstandard jobs, questions that are particularly salient for disability policy. The

concluding section discusses the implications of the empirical analysis for labour market,

health and social security policies.

Main findings
● There is no uniform trend in mental health among the working-age population:

❖ Over the past decades, mental health of the working-age population has evolved

differently across the sub-set of OECD countries for which data on mental health are

available over time, but there is no sign of a significant deterioration across the board.

Despite that, the number of workers who move to disability benefits because of

mental illness has increased in many countries.

❖ Mental health problems are more prevalent among unemployed and inactive persons,

than among the employed. Among the latter, there are marked differences by sector

and occupation. A higher incidence of mental illness is found among unskilled

workers, for whom mental illness has also increased over time.

❖ The European countries that have experienced the largest increases in the share of

workers reporting work-related mental problems also tend to have seen the largest

increases in the number of workers reporting stressful working conditions. In

particular, increases in the incidence of long working hours, discrimination and low

job satisfaction have been associated with increases in the incidence of mental health

problems. Changes in other working conditions (e.g. working shifts) do not show any

significant cross-country association with changes in mental health.

● Mental health suffers when individuals move from employment to unemployment or inactivity.

The panel analysis for individual workers in five countries shows that non-employment

is detrimental for mental health. The estimated impact of time spent in non-

employment on mental health differs across countries and by gender. In some countries,

individuals suffer in terms of mental health in case of long-term unemployment, while

in others they do not, perhaps because of habituation to being unemployed or because

of the structure of unemployment benefits.

● The type of employment has a substantial impact on mental health, but overall, getting a job is

more beneficial for mental health than staying out of work.

❖ Employees who change from a standard to a “non-standard” employment – measured

by the type of contract or working hours – generally experience a decline in their

mental well-being. Individuals who were previously not employed tend to experience

a substantial improvement in their mental health when they get a job, but the effects

tend to be smaller if they move into a “non-standard” job. These results hold for a

variety of indicators capturing different dimensions of “non-standard” employment,

such as the type of contract, working hours, shift work and low job security.

❖ Current mental health is highly correlated with previous mental health and when

information on previous mental health is taken into account, the positive impact of work is

reduced significantly but not eliminated. This suggests that part of the association

generally found between mental health and work is driven by the predisposition of

certain individuals to develop a mental illness and to be non-employed, rather than by

a strong effect of employment or certain working conditions on mental health. 
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● Overall, the chapter’s analysis implies that recent trends in employment patterns and working

conditions do not appear to have been a major factor aggravating mental health problems among

the working-age population. 

❖ In particular, policies aimed at increasing employment flexibility and, especially, those

leading to an increase in “non-standard” jobs do not appear to have lead to rising

mental illness among the workforce, even though working conditions associated with

these jobs can aggravate pre-existing mental health problems. 

❖ This finding suggests that the policy response to mental health problems in the

working-age population should focus on providing direct assistance to the individuals

experiencing mental health problems. Other OECD work (OECD, 2003) indicates that

the goal of the more targeted policies should be both to support the retention of

workers with mental health problems in employment and to reinforce activation

programmes for those already out-of-work, where the avoidance or mitigation of

stressful working conditions for these workers probably can play a significant role in

supporting both retention and activation. Careful monitoring of sickness absence and

early intervention in terms of both medical and vocational rehabilitation also appear

to be a key to preventing workers from entering long-term inactivity, where their

mental health tends to deteriorate.

1. Why study the link between work and mental health?

1.1. Poor mental health accounts for a rising share of disability

The share of the working-age population relying on disability and sickness benefits as

their main source of income has tended to increase in many OECD countries. The average

growth in benefit recipiency rates between 1980 and 1999 increased from 6.1% to 6.9% for

sickness and disability combined (Carcillo and Grubb, 2006). In a majority of countries, the

cost of disability benefits as a percentage of GDP increased during the same period and

many OECD countries currently spend more on disability benefits than on unemployment

benefits. Spending on disability benefits amounts to 3-4% of GDP in the Nordic countries

and between 1% and 2% in the English-speaking countries (Carcillo and Grubb, 2006).

The limited available evidence suggests that many OECD governments have been

confronted by a tendency for mental illness to account for a growing share of disability

receipt. Mental problems were found to comprise between one-quarter to one-third of the

stock and flow of disability recipiency rates in the 1990s, with the share of recipients with

mental health problems appearing to be highest among young people (OECD, 2003). The

share of inflows to disability rolls of those with mental health problems also has been

increasing. Mental disease has become significantly more important as a reason for

acquiring disability benefits in most of the countries for which disability data are available

by health condition (see Table 4.1).

1.2. Prior research shows that work affects mental health

Might recent developments in the workplace be a driving factor behind the increase in

disability recipiency due to poor mental health, observed in some OECD countries? A

necessary precondition for this connection to be important is that work or the absence of

it affects mental health significantly. This section briefly reviews prior research which

shows this to be the case.
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Many studies have confirmed the association between unemployment and poor

mental health (Clark, 2003; Shields and Wheatley Price, 2005), but there is still a debate

about the mechanisms through which unemployment can lead to worse mental health. In

particular, mental health deterioration might occur due to the stress related to the job loss

itself or through other financial and psychosocial problems accompanying unemployment.

Unemployment may constitute a negative income shock which can have negative

consequences on mental health. A study from Sullivan and von Wachter (2006) focusing on

mortality illustrates how unemployment may affect mental health: the impact of

unemployment on mortality follows a U-shaped pattern, being relatively high in the years

following a job loss and after a prolonged period of time spent unemployed. This is

consistent with an initial peak in acute stress experienced after losing one’s job and a long-

term increase from chronic stress resulting from a lasting decrease in earnings associated

with spells of long-term unemployment. Indeed, unemployment may lead not only to a

lower current income but also to long-lasting declines in earnings and earnings instability.

Lower future earnings can arise because unemployment increases the likelihood of future

unemployment due to employers’ belief that an unemployment spell is a signal of low

ability. In addition, unemployment can lead to skill attrition and a further decrease in

future wages because of lower human capital accumulation (Caroll, 2005).

There might also be large non-pecuniary costs of unemployment affecting mental

health. Winkelman and Winkelman (1998) decompose the cost of both effects and

conclude that pecuniary costs are small compared with the non-pecuniary costs. Non-

pecuniary costs include for instance emotional damage to an individual’s self-esteem

because of the loss of categories of experience that are by-products associated with

employment. Employment is expected to contribute to mental well-being by providing a

Table 4.1. Share of inflows into disability due to mental diseases 
in selected OECD countriesa

Persons aged 15-64b

First year
(%)

Last year
(%)

Percentage
change

Australia . . 29.1 . .

Austria 9.9 17.3 74.0

Denmark 26.2 43.4 65.4

Finland 32.8 31.8 –3.0

France 27.0 . . . .

Germany 16.8 28.0 66.6

Norway 22.0 25.4 15.5

Poland 12.2 16.9 38.4

Spain . . 9.7 . .

Sweden 15.8 24.2 53.3

Switzerland 28.6 41.0 43.6

United Kingdom 31.2 34.3 10.0

United States 20.8 22.4 7.7

1 2 http://dx.doi.org/10.1787/348405634742
. . Data not available.
a) 1990-1999 for Austria, Germany, Sweden and the United States; 1995-2004 for Norway, Poland and Switzerland;

1999 for France; 1999-2006 for Denmark; 2000-2005 for the United Kingdom; 2003-2006 for Finland; 2004 for Spain;
and 2005 for Australia.

b) 16-66 for Norway; 20-64 for Australia, Finland, Poland, Spain, Switzerland and the United Kingdom; and 20-67 for
Denmark.

Source: OECD (2003, 2006 and 2007).
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set of psychosocial assets such as time structure, opportunities for social contact and for

defining social identity (Jahoda, 1982), and unemployed persons are deprived of these

opportunities.

Two main theories describe the relevance of the psychosocial work environment for

mental health: the demand-control model and the effort-reward model. The former

identifies an elevated risk of stress from the imbalance between a high level of

psychological demands and a low level of decision latitude, and the risk is further

enhanced by a lack of support in the workplace (Karasek, 1979). Psychological demands

may include features such as overwork or unrealistic deadlines and might be aggravated by

job insecurity because uncertainty about the stability of one’s job is also associated with

stress (Ferrie et al., 2002, 2005; Siegrist, 1996). Lack of support might go beyond receiving

help from colleagues and include other factors such as discrimination and harassment.

The second theoretical model predicts an elevated risk of stress-related diseases stemming

from the imbalance between high effort and low rewards (Siegrist, 1996). Many studies

from epidemiology and sociology have found evidence of both theories but they tend to rely

on cross-sectional data or on specific industry examples which might be difficult to

generalise. For instance, the “Whitehall II” study followed a cohort of British civil servants

and found evidence that social support and control at work protect mental health while

high job demands and effort-reward imbalance are risk factors for future psychiatric

disorder (Stansfeld et al., 1999). On the other hand, there is less work supporting the

negative effect of low decision latitude (Plaisier et al., 2007).

A limited number of economic studies find moderate effects of more tangible work

characteristics (type of contract, hours) and of job satisfaction on mental health and well-

being. The theoretical justification behind the studies relies on the unemployment

literature and postulates that workers in “non-standard” employment may suffer from

mental health problems because they might be at a higher risk of unemployment

(particularly those with fixed-term contracts), or have less stable careers. Even if labour

market instability is not a problem, they might be in jobs where there is less human capital

accumulation, especially if they benefit less from training, or where non-pecuniary

benefits are lower. Most studies have focused on a sample of employed individuals and

there is thus limited empirical evidence on whether different types of working conditions

have an impact on mental health for those previously out of work. A few studies have

investigated the effect of length of contract and they find that an increase in job security

improves mental health (Adam and Flatau, 2005; Dockery, 2006) and that temporary

employment has lower positive effects on health than permanent employment (Gash et al.,

2006). In terms of working hours or patterns, there is less clear-cut evidence since some

studies have found only modest effects (Bardasi and Francesconi, 2004; Ulker, 2006) while

Dockery (2006) showed that working non-standard hours worsens mental health. Job

satisfaction is highly correlated with better mental health (Datta Gupta and Kristensen 2008;

Fischer and Sousa-Pouza; 2006).

1.3. Trends in employment rates and working conditions

Since a considerable body of research has shown that employment status and working

conditions affect mental health, it is interesting to examine whether labour markets have

evolved recently in ways to become a growing source of mental illness. This section briefly

surveys recent trends in OECD countries in work patterns to assess whether they suggest

increased exposure to conditions which prior research has identified as likely to have a
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negative impact on mental health. In the interest of brevity, this discussion is limited to

average trends in working patterns for the OECD area and provides no information about

the considerable cross-country variation characterising these trends.

A striking feature of OECD labour markets during the past decade is that both

employment and participation rates have increased significantly (see Figure 4.1). Perhaps

most significantly in terms of mental health, unemployment rates have decreased,

meaning that fewer workers are being exposed to this key economic stress factor which

has been linked to poor mental health. While the overall rise in employment rates should

be a positive factor for mental health, some of the increase in employment rates reflects

higher participation rates by demographic groups for whom working might be relatively

more stressful. In particular, participation rates have risen for women, who may have

greater difficulty reconciling work and family responsibilities than men, and older workers,

for whom work may become increasingly difficult to support as their physical capacities

decline.

In terms of the sectoral composition of employment, the share of workers employed in

manufacturing and other goods-producing industries has fallen, while the employment

share in service industries has grown, especially in real estate and business services. The

share of workers employed in professional and technical occupations has grown strongly,

while that of less skilled white-collar workers (e.g. clerical and sales workers) has gone

down. The percentage of workers with temporary contracts has risen across the OECD area,

but job tenure data do not provide a clear indication of whether this has resulted in less

employment security. Average job tenure has increased in the OECD area, suggestive of

increased job stability. However, the share of employees with less than one-year tenure has

also increased, indicating that total labour turnover has probably risen, but that this rise in

turnover may be relatively concentrated among new entrants, rather than affecting the

entire labour force more or less equally.

A rising share of workers regularly works evenings, nights or week-ends, or does shift

work. Even though average annual hours per worker have trended downward, the share of

workers reporting working ten or more hours in a day on a relatively frequent basis has

increased. The self-reported exposure of European workers to a number of stressful

working conditions suggests a trend increase in psychological demands or effort for

workers. For example, there has been quite a large increase in the number of workers

reporting that they have to work at high intensity (high speed and to tight deadlines).The

number of employees reporting that their work does not fit their family life shows a

smaller increase. Other working conditions reflecting decision latitude or work

atmosphere show more mixed trends. The share of workers having low autonomy at work

and experiencing discrimination has declined while the percentage of workers reporting

low job satisfaction has increased quite sharply.

The evidence presented in this section suggests that certain working conditions likely

to have a detrimental impact on mental health have become more common in recent years

in many OECD countries. However, other labour market trends, especially generally

decreasing unemployment rates, are likely to have been a source of improved mental

health. Of course, OECD averages hide very different patterns across countries

(see Annex 4.A1 for changes across OECD countries underlying the average changes in

Figure 4.1). To investigate further whether changes at the workplace are behind the growth

in disability recipients for mental illness, the next section tests whether an increase in the
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Figure 4.1. Change in selected labour market outcomes and working condition indicators 
in OECD countries, 1995-2006

Percentage-point change, unweighted average of OECD countriesa

1 2 http://dx.doi.org/10.1787/347773751850
a) Values within parenthesis are the OECD average in the last year.
b) Occupation based on ISCO-88, one-digit occupations: 1: Legislators, Senior Officials and Managers; 2: Professionals; 3: Technicians and

Associate Professionals; 4: Clerks; 5: Service Workers and Shop and Market Sales Workers; 6: Skilled Agricultural and Fishery
Workers; 7: Craft and Related Trades Workers; 8: Plant and Machine Operators and Assemblers; 9: Elementary Occupations.

c) Percentage change for average annual hours worked.
d) 2000-2005 for the share of employees working more than ten hours a day (at least once a month) and for those who experiencing difficulties

in reconciling working hours and family or social commitments outside work; 1990-2005 for work intensity; and 1995-2005 for work
involves complex tasks.

e) 1995-2005 instead of 1995-2006.
Source: OECD calculations based on the OECD database on Labour Force Statistics for Panels A and C; European Labour Force Survey (EULFS)
for Panels B and D; and European Working Conditions Survey (EWCS) for Panels E and F. For further details on variables and definitions,
see Annex Tables 4.A1.2 and 4.A1.3.
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prevalence of mental illness is observed among the working-age population or certain of its

sub-groups.

2. Has mental health worsened?
This section provides a descriptive analysis of trends in mental health and how their

prevalence varies with labour force status and work characteristics. For this purpose, a

certain definition of mental health is chosen and this definition is applied to representative

samples of the working-age population. A series of mental health indicators based on

register data, national health surveys and working conditions surveys are used to assess

the state of mental health and its association with work status in OECD countries. Given

the complexity of mental health, its definition and measurement presents significant

challenges, especially in a study which attempts to make international comparisons

(see Box 4.1).

Box 4.1. Measuring mental health

Mental health can be described in several dimensions. Positive mental health relates to well-
being and the ability to cope with adversity. Measures for this dimension include self-esteem,
mastery or optimism. Negative mental health comprises mental disorders as well as psychological
distress. The former corresponds to a psychiatric diagnosis made by a specialist according to a
definition of syndromes. The latter refers to the presence of symptoms (mainly depression or
anxiety) that do not reach the threshold for a diagnosis according to psychiatric classification
systems. This study focuses on the analysis of negative mental health.

Routinely-collected statistics, such as cause of death, do not fully reflect the reality of the majority
of mental health problems, which do not lead to death or hospitalisation, but may be measured quite
accurately and are available for most OECD countries (see Annex 4.A1 for coverage). Comparability of
cause-of-death data has been made possible world-wide through the development and revisions of
the International Statistical Classification of Diseases and Related Health Problems (ICD). Although
the ICD is intended to provide a standard way of recording the underlying cause of death,
comparison of cause-of-death data over time and across countries is subject to certain limitations. In
particular, the procedures for recording a death as a suicide are not uniform and certain countries
might require a suicide note or a coroner’s investigation for the death to be classified as a suicide.
Some degree of misattribution or miscoding might occur because of incorrect diagnosis, incorrect or
incomplete death certificates, misinterpretation of ICD rules for selection of the underlying cause,
and variations in the use of coding categories for unknown and ill-defined causes. Socio-cultural
norms almost certainly play a role in the registration of suicides because varying degrees of stigma,
and even criminality, are attached to suicide across countries and over time. For these reasons, one
of the main difficulties for the reliability of the data may be the varying extent of suicide under-
reporting. The evidence from studies suggests that these sources of error are randomised, at least to
an extent that allows epidemiologists to compare rates between countries, between demographic
groups, and over time (Sainsbury and Jenkins, 1982).

To assess morbidity across the working-age population, two types of self-reported data will be
used: an index of psychological distress and an indicator of longstanding mental illness or disability.
The first of these indicators captures general psychological distress and is therefore not a symptom-
specific measure. It is evaluated based on a series of checklists and may include questions about
anxiety, depression, anger, irritability and other mood alterations. In some countries a well-
established screening instrument (such as the SF-36 or GHQ-12, see Annex 4.A1) is used and the
scores of each question can easily be aggregated into an index in order to assess possible mental health
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2.1. Trends in suicide rates

Suicide trends over time do not seem to indicate an overall deterioration in mental

health but there are marked differences across gender, countries and in their evolution

over time (see Figure 4.2). To start with, reported suicide rates for males are almost four

times as high as for females. Both rates appear to have increased in the 1970s and reached

a peak at the beginning of the 1980s. In the case of males, the OECD average rate in the

most recent year is roughly the same as in 1960, while for females the average rate is

around 23% lower than in 1960. The country having the highest mortality rate over this 40-year

span for both males and females is Hungary (53 per 100 000 males and 18 per 100 000 females).

Finland, Austria, Switzerland and Denmark emerge as countries with high suicide rates for

both sexes and Japan appears to have high rates for females only. At the other end of the

spectrum are the Mediterranean countries (Portugal, Italy, Spain and particularly Greece)

with very low suicide rates, as well as Ireland and the United Kingdom. A small group of

countries exhibits an overall worsening over time, including Japan, Korea, Ireland, New

Zealand and Poland. The data also reveal disparities in the changes in mortality across age

groups for the different countries (see Annex Figure 4.A1.1). Most countries show a profile

where mortality originally increased with age in the 1950s and 1960s. Since the 1970s and

especially the 1980s, a small group of countries (Australia, Ireland and New Zealand) have

experienced a sharp increase in suicide among the young 15-29.1

Box 4.1. Measuring mental health (cont.)

problems. The second self-reported indicator is often coded according to the International
Classification of Diseases. These more comprehensive measures of the prevalence of mental
health problems are often subject to potentially large measurement error– including under-
reporting due to under-recognition of mental conditions, as well as over-reporting motivated by
economic incentives. Furthermore, some of the diagnostic criteria have changed over the past
decades, making comparisons over time problematic. Sample surveys may also be affected by non-
random attrition problems which can bias estimates of the prevalence of mental health problems,
since persons having mental health problems might drop out of the sample at a disproportionate
rate. On the other hand, data using the most reliable instruments (e.g. professional diagnostic
interviews for mental disorders) are often available only for clinical studies which are not
representative of the general population, are only performed occasionally and are thus of limited
value for trend analysis. Finally, the biggest challenges found in using these morbidity instruments
are the lack of standard measures across countries and within countries over time. Such measures
are collected in national health surveys but many OECD countries do not regularly perform such
surveys or have incorporated mental health issues only recently. As a consequence, these
instruments are only available for a limited set of countries and generally different countries use
different definitions (see Annex 4.A1 for details).

A final set of mental health indicators is based on employees’ responses to questions about
whether their work adversely affects their health. Those reporting such a link are then asked about
specific symptoms which include stress, sleeping problems, anxiety and irritability. A composite
indicator of work-related mental health problems will be calculated based on these self-reported
symptoms. The advantage of such a measure is that it provides an easily comparable indicator of
mental health morbidity across European countries and that data contain a high level of detail on
working conditions. On the other hand, it does not constitute a well-validated instrument
capturing the population at risk of mental illness such as the above-mentioned indexes.
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Suicide is strongly connected to a (family) history of mental health problems but it also

responds to changes in economic circumstances, social factors such as divorce and

demographic factors such as ageing (Becker and Posner, 2005). Because suicide remains a

rare event, people who choose to commit suicide are assumed to be at one extreme of the

utility distribution. For this reason, circumstances that affect mean utility are likely to

push some people below the suicide threshold. An economic recession or an increase in

unemployment rates lowers the future expected income of individuals or economic

Figure 4.2. Evolution of age-standardised suicide rate in OECD countries, 1960-2005
Annual number of suicides per 100 000 personsa

1 2 http://dx.doi.org/10.1787/347817875784
a) OECD refers to the unweighted average of countries shown.
b) 1986 instead of 1980 for the Czech Republic; 1985 instead of 1980 for Korea; 1979 instead of 1980 for Poland;

and 1992 instead of 1980 for the Slovak Republic.
c) 2005 corresponds to 2005 or the latest year available. Countries ranked by decreasing prevalence of suicide rates

from right to left based on average suicide rates for the entire 1960-2005 period.

Source: OECD Health Data 2006, October 2006. For further details on definitions and method, see Annex 4.A1.
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opportunities in general and, as a result, could increase suicide rates. Older individuals

should have a lower expected lifetime utility and should also be more prone to suicide.

Table 4.2 presents cross-country time-series regressions of suicide rates as a function

of selected economic, social and labour market conditions. The regression analysis

suggests that suicide rates are pro-cyclical, with lower economic growth and higher

unemployment being associated with higher suicide rates, but that social variables matter

as well. Divorce rates correlate with higher suicide rates, especially for those in their prime

working age. The impact of economic growth on suicide is stronger for females and for the

young. Higher unemployment is related with higher suicide for females only. It is also

interesting to test whether suicide rates are affected not only by economic conditions that

influence overall earnings or job possibilities but also by labour market duality. The

percentage of temporary workers appears to have no impact on suicide rates for the older

age-group (50 to 64) – nor for young women – while there is a small impact for young men.

Temporary employment appears to matter for those in the prime working age: the group

aged 30 to 49. Overall, suicide rates among women seem to be more sensitive to economic

and labour market conditions: inequality, unemployment and incidence of temporary

employment affect women more than men.

There appears to be some evidence that negative labour market conditions are linked

to increased mental illness, but one must consider the strengths and weaknesses of using

suicide as an indicator for mental illness before generalising these findings. Mortality

statistics are available for most OECD countries for a substantial number of years and are

recorded according to the ICD, allowing for a detailed international trend analysis.

Nevertheless, differences remain in the recoding of suicides (see Box 4.1) which could

explain some of the variation in suicide rates across countries and over time within a

country. In addition, suicide remains a rare event and there is a risk of making priority

assessments based on such a rare outcome. Morbidity indicators capturing the population

having a mental illness or at risk of developing one are therefore also used below.

2.2. Trends in morbidity-related mental health 

The description of morbidity-related mental health surveyed in this section includes

three types of indicators: psychological distress, self-reported mental illness and self-

reported work-related mental health problems. Psychological distress captures a series of

emotional and mood-related problems using a series of checklists that are clinically

validated and that indirectly reveal whether the person is at risk of a diagnosable disorder.

Mental illness describes whether the person believes to have a longstanding or chronic

illness that is of mental nature, such as depression for instance. The last indicator includes

mental or emotional problems which the interviewee reports as being work-related

(see Annex 4.A1 for further details).

Psychological distress

There is no uniform trend across selected OECD countries in psychological distress

(see Figure 4.3). In Canada, Korea (using suicidal thoughts as a proxy) and New Zealand, the

overall trend is negative with substantially less people suffering from psychological

problems over time. Similarly, in the United Kingdom, there has been a decrease in

prevalence of psychological distress, although smaller than in the previous countries and

with fluctuations over time. In Australia, Italy and the United States, prevalence has
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remained fairly stable suggesting that the underlying rate of mental illness in the

population has not changed over time. Countries where psychological distress has

worsened include Sweden, Hungary and the Czech Republic.2

Table 4.2. Impact of some socio-economic variables on the log of suicide rates 
in OECD countries
Panel regression results

Panel A. Persons aged 20-29

Men Women

(1) (2) (1) (2)

GDP per capita 0.000 0.000 0.000 0.000

GDP growth –0.015*** –0.015** –0.018*** –0.012*

Crude divorce rate 0.130*** 0.145*** 0.064 0.140***

Unemployment rate 0.001 0.002 0.015*** 0.018***

Gini coefficient 0.010*** 0.011*** 0.005 0.007*

Incidence of temporary work 0.004* 0.002 0.004 0.000

Country Yes Yes Yes Yes

Year Yes Yes Yes Yes

Country-specific trend No Yes No Yes

Number of observations 482 482 482 482

Panel B. Persons aged 30-49

Men Women

(1) (2) (1) (2)

GDP per capita 0.000 0.000 0.000 0.000

GDP growth –0.016*** –0.010* –0.014** –0.006

Crude divorce rate 0.171*** 0.261*** 0.137*** 0.261***

Unemployment rate 0.000 0.000 0.020*** 0.025***

Gini coefficient 0.006** 0.006* –0.001 –0.001

Incidence of temporary work 0.010* 0.015** 0.018** 0.014*

Country Yes Yes Yes Yes

Year Yes Yes Yes Yes

Country-specific trend No Yes No Yes

Number of observations 420 420 420 420

Panel B. Persons aged 50-64

Men Women

(1) (2) (1) (2)

GDP per capita 0.000 0.000 0.000* 0.000**

GDP growth –0.016** –0.014** –0.020*** –0.013**

Crude divorce rate 0.074* 0.121*** 0.097* 0.181***

Unemployment rate –0.003 –0.003 0.026*** 0.035***

Gini coefficient 0.004 0.002 –0.002 –0.002

Incidence of temporary work –0.008 –0.012 0.008 0.006

Country Yes Yes Yes Yes

Year Yes Yes Yes Yes

Country-specific trend No Yes No Yes

Number of observations 420 420 420 420

1 2 http://dx.doi.org/10.1787/348432860546
*, **, ***: statistically significant at the 10%, 5%, 1% level, respectively.
Source: OECD estimates based on OECD Health Data 2006, October 2006. For further details on definitions and method,
see Annex 4.A1.
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In addition to the overall trend in psychological distress, there has been concern about

whether certain demographic and labour force groups may have experienced a worsening

but the analysis does not confirm this hypothesis. Across countries, women are

systematically reporting a higher level of psychological distress, but the relative prevalence

of distress among women has declined over time except in Korea and the United States,

where it has increased, and in Canada and New Zealand, where there has been little

change over time (see Figure 4.A1.2 in Annex 4.A.1). There is still considerable questioning

about whether this reflects higher levels of distress or reporting differences between men

and women. In addition, the results show that in many countries, except in a group of four

Anglo-Saxon countries (Australia, Canada, New Zealand and the United Kingdom) distress is

more prevalent among older age groups and there are no particular signs of worsening for

younger individuals (see Figure 4.4). A notable exception is Sweden: in the 1970s older age

groups suffered more from distress but in 2000 prevalence is highest among those in the prime

working age. The youngest age group (15-24) has experienced the largest relative increase in

Sweden. A similar trend is observed in Hungary: the relative prevalence among young people

has increased while that among the older group has diminished.

There are notable differences in the prevalence of psychological distress by activity

status,3 indicating that those employed enjoy better mental health. A deterioration of

psychological distress for the non-employed is not observed across all countries, but in a

significant number of them since it has occurred in half of the countries. The difference in

prevalence of distress between those inactive and those employed is highest in the United

States. Likewise, the ratio between the unemployed and employed is highest in the United

States while Korea has the lowest difference between those working and those not working.

Figure 4.3. Change in the prevalence of psychological distress and mental illness 
in selected OECD countries

Percentage-point change

1 2 http://dx.doi.org/10.1787/347828886563
a) 2001-2004/05 for Australia; 1994/95-2004/05 for Canada; 1996-2002 for the Czech republic; 1996/97-2002/03 for

New Zealand; 2000-2003 for Hungary; 2000-2005 for Italy; 1998-2005 for Korea; 1968-2001 for Sweden;
1991-2004 for the United Kingdom; 1997-2005 for the United States.

b) 2001-2004/05 for Australia; 1994/95-2004/05 for Canada; 1992-2003 for France; 1998-2001 for Korea; 1987-2003 for
Spain; 1991-2004 for the United Kingdom; 1997-2005 for the United States.

Source: OECD calculations. See Annex 4.A1 for further details on sources, methods and calculations.
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Figure 4.4. Relative prevalence of psychological distress by socio-economic 
variables in selected OECD countriesa

1 2 http://dx.doi.org/10.1787/347883132571
a) The years considered for each country are the following: 2001-2004/05 for Australia; 1994/95-2004/05 for Canada;

1996-2002 for the Czech republic; 2003 for France; 2000 for Hungary; 2000-2005 for Italy; 1998-2005 for Korea; 1968-
2001 for Sweden; 1991-2004 for the United Kingdom; 1997-2005 for the United States. For Panel C, 2003 only for France;
1981-2001 instead of 1968-2001 for Sweden; and 1997-2003 instead of 1997-2005 for the United States.

b) Three broad occupational groupings were defined in terms of the nine one-digit occupations of the ISCO-88: white-
collar occupations correspond to occupations 1-5 (i.e. legislators, senior officials and managers; professionals;
technicians and associate professionals; clerks; and service workers and shop and market sales workers); blue-collar
occupations correspond to occupations 6-8 (i.e. skilled agricultural and fishery workers; craft and related trades
workers; and plant and machine operators and assemblers); and elementary occupations correspond to occupation 9.

Source: OECD calculations. See Annex 4.A1 for further details on sources, methods and calculations.

18
-2

4
25

-3
4

45
-5

4
55

-6
4

15
-2

4
25

-3
4

45
-5

4
55

-6
4

15
-2

4
25

-3
4

45
-5

4
55

-6
4

15
-2

4
25

-3
4

45
-5

4
55

-6
4

15
-2

4
25

-3
4

45
-5

4
55

-6
4

15
-2

4
25

-3
4

45
-5

4
55

-6
4

15
-2

4
25

-3
4

45
-5

4
55

-6
4

15
-2

4
25

-3
4

45
-5

4
55

-6
4

15
-2

4
25

-3
4

45
-5

4
55

-6
4

15
-2

4
25

-3
4

45
-5

4
55

-6
4

15
-2

4
25

-3
4

45
-5

4
55

-6
4

2.0
1.8
1.6
1.4

0.6
0.4
0.2

1.2
1.0
0.8

0

7

6

5

4

3

2

1

0

2.00

1.75

1.50

1.25

1.00

0.75

0.50

A. Ratio of age groups to persons aged 35-44

Australia Canada Czech Republic France Hungary Italy Korea New Zealand Sweden United
Kingdom

United States

B. Ratio of non-working/working categories

Australia Canada Czech Republic France Hungary Italy Korea Sweden United
Kingdom

United States

C. Ratio of occupations to total employedb

Australia Czech Republic France Italy Korea New Zealand Sweden United Kingdom United States

Last year First year

O
th

er
 in

ac
tiv

es

St
ud

en
t

U
ne

m
pl

oy
ed

O
th

er
 in

ac
tiv

es

St
ud

en
t

U
ne

m
pl

oy
ed

O
th

er
 in

ac
tiv

es

St
ud

en
t

U
ne

m
pl

oy
ed

O
th

er
 in

ac
tiv

es

St
ud

en
t

U
ne

m
pl

oy
ed

O
th

er
 in

ac
tiv

es

St
ud

en
t

U
ne

m
pl

oy
ed

O
th

er
 in

ac
tiv

es

St
ud

en
t

U
ne

m
pl

oy
ed

O
th

er
 in

ac
tiv

es

St
ud

en
t

U
ne

m
pl

oy
ed

O
th

er
 in

ac
tiv

es
St

ud
en

t

U
ne

m
pl

oy
ed

O
th

er
 in

ac
tiv

es

St
ud

en
t

U
ne

m
pl

oy
ed

O
th

er
 in

ac
tiv

es
St

ud
en

t

U
ne

m
pl

oy
ed

W
hi

te
 c

ol
la

r

Bl
ue

 c
ol

la
r

El
em

en
ta

ry

W
hi

te
 c

ol
la

r

Bl
ue

 c
ol

la
r

El
em

en
ta

ry

W
hi

te
 c

ol
la

r

Bl
ue

 c
ol

la
r

El
em

en
ta

ry

W
hi

te
 c

ol
la

r

Bl
ue

 c
ol

la
r

El
em

en
ta

ry

W
hi

te
 c

ol
la

r

Bl
ue

 c
ol

la
r

El
em

en
ta

ry

W
hi

te
 c

ol
la

r

Bl
ue

 c
ol

la
r

El
em

en
ta

ry

W
hi

te
 c

ol
la

r

Bl
ue

 c
ol

la
r

El
em

en
ta

ry

W
hi

te
 c

ol
la

r

Bl
ue

 c
ol

la
r

El
em

en
ta

ry

W
hi

te
 c

ol
la

r

Bl
ue

 c
ol

la
r

El
em

en
ta

ry



4. ARE ALL JOBS GOOD FOR YOUR HEALTH? THE IMPACT OF WORK STATUS AND WORKING CONDITIONS ON MENTAL HEALTH

OECD EMPLOYMENT OUTLOOK – ISBN 978-92-64-04632-0 – © OECD 2008218

In all countries distress is more prevalent among unskilled occupations (elementary

occupation) and workers in the personal services and/or social sectors. Relative prevalence

among unskilled workers has risen substantially in most countries except in Australia,

New Zealand and Sweden. On the contrary, over time there are relatively fewer workers

suffering from distress within the personal and social services sectors (see Figure 4.A1.2 in

Annex 4.A1).

Mental illness

As for psychological distress, analysis of mental illness over time shows a mixed

pattern across selected OECD countries. In the United Kingdom and France, the proportion

of persons suffering from a mental illness has more than doubled since 1991 (Figure 4.3). A

similar increase has been observed in Australia between 2001 and 2005 while in the United

States, the increase has been less dramatic. At the other end are Spain, Canada and Korea

where overall prevalence of mental illness has decreased significantly.4

Females are at higher risk of suffering from mental illness, as are older people. In

particular, compared to men prevalence among females is almost four times higher in

Korea in 1998 while in Australia and the United Kingdom, differences are less marked by

gender (see Figure 4.A1.3 in Annex 4.A1). In addition, the prevalence of mental illness

among females has shown a more rapid increase than among males in half of the countries

surveyed (France, Spain and the United Kingdom), while the reverse has occurred in the

other countries (Australia, Canada, Korea and the United States). The evolution of mental

illness by age groups shows a steeper increase at older ages (45-54 and 55-64) for all

countries except Australia and France (see Figure 4.5). In Spain and Korea, decrease in

mental illness has been more rapid among the young population.

As in the case of psychological distress, labour market differences emerge in terms of

the prevalence of mental illness. Non-employed individuals have a higher rate of mental

illness and the relative prevalence compared to the employed has increased among the

unemployed and the inactive in all countries studied. There is a higher prevalence among

the elementary occupations and in the sectors of activity where more direct contact with

the public is required, such as personal services and social services. Changes in prevalence

for both occupation and industry do not reflect a consistent pattern across countries.

Like for suicide rates, different patterns of mental-related morbidity across countries

might be related to changes in the relative weights of demographic groups and structural

changes in employment which are counterbalanced by lifestyle or other factors. Using

information on the actual change of characteristics (ageing, change in health behaviour,

labour market composition) observed in the Health Surveys, a decomposition technique is

used to predict mental health changes that should have occurred over time and to quantify

the relative impact of each variable (see Box 4.2). Predictions based on this decomposition

rely on observed characteristics and it is therefore possible that actual changes go in an

opposite direction due to changes in other characteristics for which there is no information

available.

Across all countries included in the analysis, the impact of changes in household

composition and in health behaviour on psychological distress is similar while changes in

the labor market have diverse effects on mental health (see Figure 4.6). Indeed, changes in

household composition – with an increase in the proportion of divorcees and singles at the

expense of married couples – are contributing to a worsening of psychological distress.
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Figure 4.5. Relative prevalence of mental illness by socio-economic variables 
in selected OECD countriesa

1 2 http://dx.doi.org/10.1787/348004873147
a) The years considered for each country are the following: 2001-2004/05 for Australia; 1994/95-2004/05 for Canada;

2002 for the Czech Republic; 1992-2003 for France; 1998-2001 for Korea; 1987-2003 for Spain; 1968-2001 for Sweden;
1991-2004 for the United Kingdom; and 1997-2005 for the United States. For Panel C, 2001-2003 instead of 1978-2003 for
Spain; and 1997-2003 instead of 1997-2005 for the United States.

b) Three broad occupational groupings were defined in terms of the nine one-digit occupations of the ISCO-88: white-
collar occupations correspond to occupations 1-5 (i.e. legislators, senior officials and managers; professionals;
technicians and associate professionals; clerks; and service workers and shop and market sales workers); blue-collar
occupations correspond to occupations 6-8 (i.e. skilled agricultural and fishery workers; craft and related trades
workers; and plant and machine operators and assemblers); and elementary occupations correspond to occupation 9.

Source: OECD calculations. See Annex 4.A1 for further details on sources, methods and calculations.
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Changes in health behaviour were beneficial in all countries mainly due to a lower

percentage of smokers over time. Labour market developments have contributed to a lower

prevalence of psychological distress in Italy and the United Kingdom (due to less people

being unemployed) and have had an opposite effect in Sweden and the United States (due

to an increase of the unemployed in Sweden and other inactives in the United States). On

the other hand, changes in the industrial composition contributed to worsening distress in

the United Kingdom while the opposite was found in Italy. Overall, it appears that mental

health improvements in the United Kingdom and the United States reflect to a larger

extent changes outside the labour market such as health improvements or better social

support.

With respect to mental illness, the decomposition analysis shows that changes in

observable socio-economic characteristics account for a large part of the increase in

prevalence in the United States and of the decrease in Spain, while it would predict a

decrease in the United Kingdom (contrary to the observed increase). For the United States,

the largest part of the increase is accounted for by changes in activity status, followed by

an increase in the number of divorcees and an increase in average age. Improvement in

health behaviour tends to offset this by contributing to a decrease in mental illness. In

France, on the other hand, the increase is mostly accounted by ageing and a change in

marital composition while changes in activity status should have contributed to a decrease

in mental illness. The most important factor contributing to the decrease in mental illness

in Spain is the improvement in social support, followed by increasing employment and

health behaviour, which offset the worsening effects of ageing.

The data show very diverse patterns of morbidity across the working-age population,

which are explained in turn by diverse changes in different socio-demographic characteristics.

There is still a possibility that, even though mental illness has not worsened, with increased

employment rates, there are more people with mental illness in the workforce who are then

more likely to seek disability pensions. This is quite likely since an increase in employment

Box 4.2. Decomposing the total change in health status

A multivariate decomposition procedure, the so-called Blinder-Oaxaca decomposition, is
used to quantify the relative importance of the various characteristics in the change in
psychological distress (or mental illness).The Blinder-Oaxaca decomposition is used to
quantify the separate contributions of the change in health status over time into two
components: i) change due to changes in measurable characteristics such as age,
education, household composition, labour force characteristics, etc.; and ii) change due to
changes in the impact that those characteristics have on health status.

The average change in mental health between period 1 and 2 can be decomposed as
follows:

where x is a vector of average characteristics and β* is a weighted sum average of both
coefficient vectors. The first term on the right hand side is the component due to changes
between period 1 and 2 in the average characteristics of the population (the explained
component). This corresponds to the results presented here for each characteristic and for
the overall change.

12 yy − )()()( *
11

*
2212

* βββββ −−−+− xxxx= 
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Figure 4.6. Changes in mental health by socio-economic variables in selected 
OECD countries

Oaxaca-Blinder decomposition coefficients multiplied by 100

1 2 http://dx.doi.org/10.1787/348031582082

Source: OECD calculations. See Annex 4.A1 for further details on sources and methods, and Box 4.2 for details on
calculations.
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France (1992-2003)
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rates may also mean that certain groups with different social and health backgrounds are also

entering the labour market. To complete the analysis of indicators, the next section surveys the

rate of mental-health related problems among workers.

2.3. Trends in work-related mental problems

Work-related mental problems are on average on the rise among the employed

population across European countries and happen more often for those with detrimental

working conditions. The increase in the share of workers reporting a high number of

mental problems is highest in Greece and Luxembourg (Figure 4.7). By contrast, in two

countries (the United Kingdom and Germany), there has been a reduction over time

(1995-2005) in the number of workers suffering from mental problems. Comparison of

mental problems by working conditions shows very marked patterns across European

countries: the share of employees with work-related mental problems in difficult working

conditions is higher (see Table 4.3). For instance, employees with high work intensity have

a prevalence rate more than two times higher compared to those not having to work at

high intensity. On the other hand, relative work-related mental problems prevalence has

increased only for individuals working shifts and those with low autonomy.

Are changes in working conditions moving in the same direction as work-related

mental problems? Figure 4.8 (Panel A) shows that across countries there is a fairly strong

positive correlation between increases in the percentage of people working more than

Figure 4.7. Change in the share of employees reporting three or more work-related 
mental health problems in Europe, 1995-2005a, b

Percentage-point changec

1 2 http://dx.doi.org/10.1787/348042381344
a) The mental or emotional problems considered are: stress, sleeping problems, anxiety and irritability. Values

within parenthesis after the country labels are the share in 2005.
b) 2000-2005 for the Czech Republic, Hungary, Poland and the Slovak Republic.
c) Weighted and unweighted average changes are shown as solid and dashed lines, respectively. These averages are

for the following countries: Austria, Belgium, Denmark, Finland, France, Germany, Greece, Ireland, Italy,
Luxembourg, the Netherlands, Portugal, Spain, Sweden and the United Kingdom. Average weighted and
unweighted shares in 2005 were 7.3 and 9.1, respectively.

Source: OECD calculations based on the European Working Conditions Survey (EWCS), 1995-2005. See Annex 4.A1 for
further details on definitions and calculations.
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ten hours per day at least once a month and increases in work-related mental problems.

The same is true for changes in the level of workplace discrimination (Panel B). The

positive association between changes in work-related mental problems and low job

satisfaction is somewhat weaker (Panel C). Increases over time in the number of workers

having low autonomy are, on the other hand, associated with lower prevalence of work-

related mental health problems (Panel D). Changes in other work characteristics such as

work not fitting family life, performing complex tasks, receiving assistance from colleagues

or working on Sunday do not reveal a statistically significant correlation with changes in

mental problems. Of course, one must avoid drawing inferences about individual behavior

from these cross-country correlations between the reported incidence of mental problems

at work and workplace arrangements.

There is therefore mixed evidence of trends in mental health across the selected OECD

countries for which data were available. Neither suicide nor psychological distress has

increased on average, but the situation has worsened in certain countries (Korea and New

Zealand) and for certain groups (elementary occupations). Self-reported mental illness

displays different trends across countries but is rising for the older age group and the non-

employed. Work-related mental problems have become more pronounced among those

working longer hours or whose work does not fit family commitments, those working at

high intensity, and those dissatisfied with their job. Both the decomposition and

correlation analysis suggest partial evidence of workplace changes and mental health

changes moving in the same direction. Indeed, in countries where certain working

conditions have reportedly worsened, work-related illnesses have gone up. There are

nevertheless many other factors changing in opposite directions, both within the

Table 4.3. Work-related mental health problems are often associated with poor 
working conditions and low job satisfaction in Europe

Relative incidence of work-related mental problems reported by workers encountering selected working 
conditions, 1995-2005a

1995 2000 2005

Working at least one day more than 10 hours
(at least once a month)

. . 1.89 1.89

Discrimination at workplace 3.76 4.16 3.80

Low work autonomy 0.85 1.10 1.22

Conflict between work and family or social commitments . . 3.22 2.78

Assistance from colleagues 0.49 0.83 0.70

Job involves complex tasks 2.07 2.48 2.14

Work at night (at least once a month) 1.94 2.02 2.09

Shift work 1.53 1.68 1.60

Saturday work 1.38 1.67 1.52

Sunday work 1.68 2.12 1.94

Low job satisfaction 3.20 3.87 4.03

High work intensity 2.38 2.12 2.19

1 2 http://dx.doi.org/10.1787/348445755456
. . Data not available.
a) Ratio of the share of employees reporting the working condition who also report three or more work-related

mental problems to the corresponding share for workers not reporting that working condition. Unweighted
averages for the following countries: Austria, Belgium, Denmark, Finland, France, Germany, Greece, Ireland, Italy,
Luxembourg, the Netherlands, Portugal, Spain, Sweden and the United Kingdom.

Source: OECD calculations based on the European Working Conditions Survey (EWCS), 1995-2005. See Annex 4.A1 and
Annex Table 4.A1.4 for further details on definitions and calculations.
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workforce but also at other levels such as changes in health behaviour. It remains therefore

difficult to assess the effects of work on mental health without using individual-level data.

3. What is the impact of labour force status and workplace on mental health?
The descriptive analysis has shown some degree of correlation between not working,

certain working conditions and worsening mental health but assessing the effect of work

choices on mental health remains nevertheless a difficult empirical issue because

causality can go both ways and other factors might be at play. A higher incidence of mental

Figure 4.8. Increased exposure to some stressful working conditions was 
associated with increased prevalence of work-related mental problems in Europe, 

1995-2005a, b

Percentage-point change

1 2 http://dx.doi.org/10.1787/348044881485
*, **, ***: statistically significant at the 10%, 5%, 1% level, respectively.
a) The following mental or emotional problems are considered: stress, sleeping problems, anxiety and irritability.

The graphs display the cross-country association between changes in the share of employees reporting three or
more work-related mental health problems (horizontal axis) and changes in the share of employees experiencing
the indicated working conditions (vertical axis).

b) 2000-2005 for Panel A. 2000-2005 for the Czech Republic, Hungary, Poland and the Slovak Republic.

Source: OECD calculations based on the European Working Conditions Survey (EWCS), 1995-2005.
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health problems among the unemployed or a particular type of job could thus be attributed

to a selection effect: people with poorer mental health may be more likely to enter

unemployment or particular type of jobs. It is also possible that those whose well-being is

most affected by inactivity or certain working conditions exit that state faster. Alternatively,

some people might choose certain types of employment such as part-time work because

they are an efficient way of coping with family demands. On the other hand, certain

aspects of work may cause health to deteriorate faster because of stressful conditions. A

further complication arises if there are unobservable characteristics such as genetic

factors, time prevalence and the attitude towards risk, which may be correlated with both

health status and employment. 

Surveys following individuals over time provide the opportunity to distinguish

whether the correlation between work (characteristics) and mental health is caused by the

negative effect of unemployment (or being in certain type of jobs) on health or whether

individuals with poor mental health are more likely to be found in certain jobs (or be

unemployed) – see Box 4.3 for a description of the methods. The first part of the longitudinal

analysis will evaluate whether becoming unemployed or moving out of the labour force is

harmful for well-being and whether there are positive effects to being re-employed. The

second part will include a disaggregated analysis of the health effects for employed

individuals when they change between standard and “non-standard” type of jobs, comparing

the effects of non-standard type of contracts (fixed-time or temporary), non-standard

hours of work (part time, overtime), non-standard work arrangements (shifts, week-end

work, night work) and other working conditions.5 Finally, it will be evaluated whether

moving into non-standard employment has a negative impact on mental health for people

who were not working (unemployed and inactive for health reasons). The analysis is

performed for a reduced number of countries (Australia, Canada, Korea, Switzerland and

the United Kingdom) for which longitudinal surveys are available with sufficient

information on mental health and work history (see Annex 4.A2 for further details).

The analysis confirms the theoretical hypothesis on the negative effects on mental

health of not having a job: the detrimental effect of unemployment and inactivity persists

after individual unobserved characteristics are controlled for (see Figure 4.9). The

estimation captures the effect of changes in labour force status on changes in mental

health and the analysis controls for other life events that might affect an individual

psychological distress such as changes in marital status, births or accidents. This means

that the coefficient for unemployment (or inactivity) is not measuring the effect of being

unemployed but rather by how much mental health changes when an individual

previously employed becomes unemployed (or inactive). A positive coefficient reflects that

the change is associated with a higher psychological distress index and thus with worse

mental health. The results from the regression analysis show therefore that when

individuals change status and they are no longer employed, any other labour force status

results in a worse psychological distress index. The detrimental effect of either

unemployment or inactivity due to illness on mental health is large: both situations

increase distress by more than any other life changes such as accidents, moves or changes

in household situations (loss of a partner, etc.). Overall, men suffer more from being out of

work than women. In Australia, Canada, the United Kingdom and Switzerland, a change

from employment into sickness-related inactivity results in the worst effect on

psychological distress;6 with the second largest negative change being a movement into

unemployment. In Korea by contrast, the largest negative effect is observed for
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unemployment.7 In Australia, on the other hand, unemployment does not result in worse

mental health for men but it does for women. For men, only inactivity due to sickness

results in a significant detrimental effect in Australia. Unemployment for Australian men

is associated with a worse mental health only if physical health is not controlled for.

In addition to exploring the effect of labour force status changes, it is also interesting

from a policy point of view to examine whether the psychological impact of inactivity

persists. In terms of unemployment, a common assumption is that long-term

unemployment is worse for mental health. On the other hand, individuals who are

Box 4.3. The impact of labour market conditions on mental health

The effect of labour force status and working conditions on health status is estimated by
fitting the following reduced-form model:

Hit = X’itβ + L’itγ + δi + uit [1]

where i and t are individual and time suffices, δ are individual time fixed-effects and u are
idiosyncratic shocks. X contains a range of socio-demographic and lifestyle variables. L
contains measures of labour market behaviour (labour market history, occupation,
working conditions, etc.). H is the mental health measure available and will vary by
country. H is based on a psychological distress scale which indicates worse mental health
for higher scores. The scale corresponds to the SF-36 in Australia, the distress index in
Canada, inverse life satisfaction in Korea, frequency of blues, depression and anxiety in
Switzerland and the GHQ-12 in the United Kingdom (see Annexes 4.A1 and 4.A2 for more
details on the definition). While different indicators of mental health are considered for
the different countries and this might raise comparability challenges, the main idea of the
analysis is to provide an overview of the impact of work and working conditions on mental
health rather than to compare across countries the differential effect of working
conditions on mental health. Annex 4.A2 provides more details on the specific controls for
each country.

The unobserved individual component δ contains elements of the initial stock of health
and other omitted individual variation. As a result, L and X may be correlated with δ.

Having individual data over time permits to perform the analysis focusing on mental
health changes, conditional on the values of the individual fixed effects. This involves
taking first differences of the equation [1] to obtain:

ΔH = ΔX’β + ΔL’γ + Δu [2]

where Δ is the first difference operator i.e.

Δy = yt – yt – 1 [3]

for any time-varying variable y = H, L, X and u.

With the differencing, the permanent component δ is purged and the resulting estimates
of equation [2] yield consistent estimates of the coefficients. This depends on the
assumption that δ is constant within the relevant time frame. It also relies on the
assumption that X and L are orthogonal to the error term u. Note that X also includes
indicators for life events (accidents, deaths, breakdowns in partnership, etc.) in order to
capture some possible correlation between u and the included regressors that could violate
that assumption. In addition, first-differencing resolves endogenous selection and non-
random attrition problems as long as they are related to the time-invariant individual
components (see Annex 4.A2 for more details).
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Figure 4.9. Effect of leaving employment on mental health distressa

Fixed-effect regressionsb

1 2 http://dx.doi.org/10.1787/348086235754
*, **, ***: statistically significant at the 10%, 5%, 1% level, respectively.
a) Sample includes persons aged 15-64 who are never enroled in school or retired during the period analysed of the survey. 
b) Regressions including controls for life events excepted for Korea.

Source: OECD estimates based on the HILDA for Australia (calculations were provided by Paul Swaim, OECD); the NPHS for
Canada; the KLIPS for Korea; the SHP for Switzerland; and the BHPS for the United Kingdom. See Annex 4.A2 for details on the
dependent and control variables.
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unemployed or inactive might become used to their situation, that is, there might be

habituation effects (Clark et al., 2001). The regressions reported in Figure 4.9 reveal that

duration matters but the size of the impact is different across countries. Results from the

United Kingdom confirm the presence of habituation effects for unemployment and for

inactivity. Indeed, for both men and women the increase in psychological distress is worse

for people who just moved into unemployment or inactivity than for those being in that

state for more than two years. Habituation does happen for inactivity in Korea for men. On

the other hand, Korean men do not get used to unemployment over time; their well-being

is affected by unemployment whether they just got unemployed or whether they have

been unemployed for more than two years. For women on the other hand, the negative

impact of unemployment is only felt immediately after unemployment and disappears in

the long-term. In Australia, long-term unemployment is significantly detrimental for

mental health in males. In the case of women, there is no evidence that the impact of

unemployment diminishes with duration.

To understand the full relation between work and mental health, it is also important

to verify the health effect of the reverse change, i.e. a status shift from non-employment

into employment. A movement to non-employment leads to a deterioration of mental

health but is it the case that when individuals return to employment, their mental health

improves? The regression analysis does confirm a health-improving effect of employment,

but only partially so in certain countries (see Figure 4.10). Mental health improvements can

be seen from the negative coefficients on a change to employment in all countries except

Australia for men, and in Korea and Switzerland for women.8 The results from the United

Kingdom show an improvement for both men and women but the improvement tends to

be higher for men, suggesting again that work is associated with more benefits for their

mental health. The United Kingdom’s findings also suggest that positive well-being effects

of employment do diminish over time since, when looking at the effect of employment by

duration, the coefficient for long-term employment (more than two years) is smaller than

the one for recent employment. In Australia, a move into employment has a positive effect

but it is only transitory, particularly for males.

Having found that individuals’ mental health is often influenced by their activity

status, the next question is to see whether changes within employment, i.e. across

different types of jobs also matter. When comparing employed individuals who change

from standard into non-standard employment, the analysis suggests that this change

tends to result in a deterioration of mental health (see Table 4.4, Panel A). For this purpose,

moving to non-standard employment is defined as a change to a job with either of the

following characteristics: a non-standard type of contract (temporary), working other

hours than full time (either overtime or shorter hours) or working irregular hours (shifts).

In addition, the definition encompasses other changes which are not necessarily easily

classified as non-standard employment characteristics per se but rather as having a job

where individuals are less satisfied with the content or with certain working conditions,

and thus, potentially having a negative impact on mental health. Changes in the type of

contract (to non-permanent contracts) and in working hours appear to matter more than

the patterns of hours worked. Across all countries, relatively more subjective indicators of

working conditions appear to have a stronger impact on mental health. This is the case of

job security, satisfaction with autonomy and with the balance between work and family

and social commitments.
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Many indicators of non-standard employment affect well-being substantially, but the

evidence of the impact on mental health for Australia, Canada and Switzerland is less

sizeable for certain characteristics. In Korea, Switzerland and the United Kingdom

obtaining a seasonal or a temporary job leads to a significant deterioration in psychological

distress. In terms of working non-standard hours, when men in Canada, the United

Figure 4.10. Effect of transition from non-employment to employment on mental 
health distressa

Fixed-effect regressionsb

1 2 http://dx.doi.org/10.1787/348180007345
*, **, ***: statistically significant at the 10%, 5%, 1% level, respectively.
a) Sample includes persons aged 15-64 who are never enroled in school or retired during the period analysed of the

survey. 
b) Regressions including controls for life events excepted for Korea.

Source: OECD estimates based on the HILDA for Australia (calculations were provided by Paul Swaim, OECD); the
NPHS for Canada; the KLIPS for Korea; the SHP for Switzerland; and the BHPS for the United Kingdom. See
Annex 4.A2 for details on the dependent and control variables.
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Table 4.4. Effect of changes in the type of employment on mental health distressa

Fixed-effect regressions

Panel A. Transitions to non-standard employment

Australia Canada Korea Switzerland
United

Kingdom

Men Women Men Women Men Women Men Women Men Women

Type of contract

Temporary worker –0.181 –0.039 0.066** 0.067** 0.313*** 0.128 0.202** 0.180*

Working hours

Mini-job 1.040 –0.579 0.202 0.166* 0.129** 0.119** 0.184 0.008 –0.285* 0.166*

Part-time 0.827 –0.700* 0.162 0.018 0.249*** 0.028 0.092 0.073 –0.044 0.093

Overtime 0.619* –1.006** 0.142** 0.110 0.013 0.009 0.039 –0.197 0.131** 0.107

Shift work

Yes 0.577* –0.321 0.076*** 0.060** –0.028 –0.110 0.050 0.109**

Work schedule

Rotating or split shift –0.004 0.044

Irregular schedule or on-call –0.013 –0.009

Other irregular schedule 0.956*** –0.378

Job security

Quite secure 1.120*** 0.804** 0.372** 0.350** 0.204*** 0.177*** 0.074 –0.217*** 0.132*** 0.140***

Very insecure 2.701*** 1.005** 0.519*** 0.516*** 0.164*** 0.145*** 0.279** 0.611*** 0.624*** 0.383***

Job satisfaction

Satisfied 0.883** 1.691*** 0.069*** 0.051*** –0.426*** –0.291** 0.385*** 0.480***

Not satisfied 2.651*** 0.699 0.170*** 0.179*** 0.377*** 0.301** 1.399*** 1.084***

Job strain

Medium low –0.146 0.095

Medium high 0.064 0.335***

High 0.074 0.423***

Psychological demands

Medium –0.101 0.265**

High 0.007 0.559***

Work organisation

Job opportunities

No 0.204*** 0.090**

Work-stress

Medium-low 0.015 0.216**

Medium-high 0.206** 0.295**

High 0.255** 0.745***

Decision latitude

Medium 0.003 0.315**

Low 0.132 0.429***

Job autonomy

Not satisfied 0.206 0.706*

Satisfied 0.699** –0.097

Working hours and
social commitments

Not satisfied 1.487*** 1.101**

Satisfied –0.140 0.504

Personal achievment

Not satisfied 0.173*** 0.129***

Satisfied –0.026** –0.006

Management

Not satisfied 0.102*** 0.104***

Satisfied 0.046*** 0.019

Control for life events Yes Yes Yes Yes No No Yes Yes Yes Yes

Number of observations 11 063 10 628 7 087 7 600 18 052 12 146 6 637 6 228 29 925 27 777
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Kingdom and Australia move from a full-time job into one where they work overtime their

mental health worsens.9 In Korea, moving to a job where individuals have to work

overtime, has no significant effect on well-being. This could be explained by the fact that a

large fraction of both men and women work more than 48 hours per week. On the other

hand, both appear to suffer from working less hours (this is also the case for women in

Canada and the United Kingdom). In all countries, a transition to a job where people are

not satisfied with job security or their job content is followed by worse mental health for

Table 4.4. Effect of changes in the type of employment on mental health distressa (cont.)
Fixed-effect regressions

Panel B. Transitions to standard employment

Australia Canada Korea Switzerland
United

Kingdom

Men Women Men Women Men Women Men Women Men Women

Type of contract

Permanent workers 0.181 0.039 –0.066** –0.067** –0.313*** –0.128 –0.035 –0.014

Working hours

Full-time –0.680** 0.780** –0.149*** –0.081 –0.030* –0.021 –0.052 0.006 –0.093** –0.125**

Shift work

No –0.577* 0.321 –0.076*** –0.060** 0.028 0.110 –0.050 –0.109**

Work schedule

Regular schedule or shift –0.018 –0.005

Job security

Very secure –1.634*** –0.885*** –0.492*** –0.488*** –0.155*** –0.133*** –0.122* –0.197** –0.332*** –0.242***

Job satisfaction

Very satisfied –1.670*** –2.183*** –0.194*** –0.175*** –0.365*** –0.303** –0.654*** –0.647***

Job strain

Low 0.042 –0.245**

Psychological demands

Low 0.079 –0.336***

Work organisation

Job opportunities

Yes –0.253*** –0.198***

Work-stress

Low –0.100 –0.316***

Decision latitude

High –0.047 –0.352***

Job autonomy

Very satisfied –1.179*** –0.271

Working hours and
social commitments

Very satisfied –0.321 –1.017**

Personal achievment

Very satisfied –0.154*** –0.154***

Management

Very satisfied –0.221*** –0.187***

Control for life events Yes Yes Yes Yes No No Yes Yes Yes Yes

Number of observations 11 063 10 628 7 101 7 600 18 052 12 146 6 637 6 228 29 925 27 777

1 2 http://dx.doi.org/10.1787/348465720085

*, **, ***: statistically significant at the 10%, 5%, 1% level, respectively.
a) Sample includes persons aged 15-64. 
Source: OECD estimates based on the HILDA for Australia (calculations were provided by Paul Swaim, OECD); the NPHS for Canada; the KLIPS
for Korea; the SHP for Switzerland; and the BHPS for the United Kingdom. See Annex 4.A2 for details on the dependent and control variables.
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both men and women. More detailed information on work characteristics is only available

for certain countries. Results for the United Kingdom reveal that changing to a job lacking

opportunities for career advancement leads to lower well-being. In Korea, changes in

working conditions related to work organisation such as opportunities for personal

achievement and fair management are also highly influential on well being for both men

and women. Dissatisfaction with job autonomy and the opportunities to balance work and

non-work commitments are associated with lower mental well-being in Australia. Higher

job strain and psychological demands lead to worse mental health for women only in

Canada, similarly to low decision latitude. Both men and women experience deterioration

in their mental health if there are high levels of stress at their workplace.

Movements from standard to non-standard employment or to relatively worse

working conditions may seldom occur and it might therefore be more relevant to test the

health effects of reverse changes. Indeed, the longitudinal data shows that roughly only

2-3% of individuals with a permanent contract change in the subsequent year to a

temporary or short-term contract, while 52% of those with a fixed-term contract get a

permanent contract the next year (71% for those with a short-term contract in Korea).

There is slightly more mobility towards non-standard employment in Australia, with

roughly 9% of individuals changing from a permanent towards either a fixed-term or a

casual contract the next year.

Panel B of Table 4.4 presents estimated effects on mental health distress from

transitions from non-standard to standard jobs. Significant improvements in mental

health are found for many characteristics of standard employment but not in all five

countries. In the case of Korea and the United Kingdom, most “standard” work characteristics

are associated with significant increases in well-being. Only the type of contract does not

appear to matter in the United Kingdom as no significant impact on well-being is

associated with the acquisition of a permanent contract. Significant effects on better

mental health are found for full-time work and the absence of shift work in Australia and

for permanent contracts in Switzerland (for men only in both countries). In Canada, mental

health improvements for men are observed only for changes to full-time regular hours

and when acquiring a very secure job. Women in Canada do not experience improvements

in mental health after changing their working hours. Significant mental health improvements

for Canadian women do occur, on the other hand, with changes in the psycho-social work

characteristics such as getting a job with low job strain, low psychological demands, low

work-stress and high decision latitude. As was the case for the opposite change, more

important improvements in mental health are observed when individuals move to jobs

where they are more satisfied with subjective indicators such as job security.

For workers, movements to non-standard types of jobs have a negative impact on their

mental health, but is employment, regardless of the type, better than inactivity?

Regression analysis results reported in Table 4.5 show that when individuals move from

non-employment to different types of employment, mental health improves but the

improvement is less pronounced for non-standard employment. This result is confirmed

for three different types of transitions to employment: for all persons previously non-

employed, for those previously unemployed and for those previously absent from work due

to sickness (as a particular case of inactivity). The type of contract matters when

individuals get a job only in the case of Korea and Switzerland. Indeed, for Switzerland

significant increases in well-being after employment are observed only for permanent

contracts (the coefficient for temporary contracts is not significant). In Korea, changing to
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a temporary job leads to a significantly lower increase in mental health than in the case of

a change to a permanent contract. The type of hours worked does provide a significantly

different impact on well-being improvements across countries and gender. Overtime is

associated with significantly lower increases in well-being than a regular full-time job in

Australia and the United Kingdom while in Korea, working small hours (part time or mini-

jobs) provides lower improvements in mental health or no significant improvements. In

Canada, both types of non-standard working hours (overtime and part time) reflect lower

mental health improvements than regular full-time hours. Certain jobs do show

detrimental health effects for those previously not employed: this is the case of those with

low job satisfaction in Korea and Australia, and also very insecure jobs in Australia.

An additional question is whether these findings hold for all workforce groups,

including persons already suffering from health problems. An individual’s mental well-

being probably exhibits path-dependence, that is, it is likely that current mental health

depends to a large extent on previous mental health status. Indeed, based on the datasets

used for the analysis, between 85% and 97% of those without mental health problems in a

given year do not experience them the following year. More variation exists for those with

mental health problems; yet, 35% to 50% of those suffering from them still have problems

within a year. To account for this state-dependence, a dynamic model is estimated, which

includes previous mental health as a determinant of current mental health. The

estimation results confirm that previous mental health problems have a very large impact

on the probability of having a current negative mental health outcome (see Table 4.6). The

detrimental effect of previous mental health is much larger than the beneficial effect of

work-related variables in many of the countries analysed. Additionally, taking into account

previous health reduces the significance of work variables, confirming the hypothesis that

some of the estimated effects of work changes on mental distress are driven by a pre-

existing condition. This is particularly the case for Switzerland and for men in Australia,

where most of the work-related coefficients become insignificant once previous mental

health values are controlled for. Only permanent employment and very secure

employment for Swiss and Australian men, respectively, result in beneficial effects for

mental health once prior mental health values are taken into account. The main

conclusions still hold, however: either standard employment results in better mental

health than non-standard employment or only standard employment results in significant

beneficial mental health effects.

Conclusion
Over the past two decades, mental illness has been a driving force behind the rise in

inflows into disability in many OECD countries. The evidence provided in this chapter

suggests that this is not due to a parallel increase in the share of working-age people with

mental health problems nor to a deterioration in labour market conditions. The changes in

the prevalence of mental health problems among the working-age population observed in

the survey data analysed here simply do not reveal sufficiently large and general increases

across OECD countries to account for trends in disability receipt. However, the limitations

of the available data for analysing trends in mental health and their relationship to labour

market trends need to be emphasised. The trend analysis in this chapter has made use of

a variety of different measures of mental health problems, which are available for different

combinations of countries and years. Further efforts to collect harmonised data on mental
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Table 4.6. Effect of changes from sick leave to different types of employment on mental health, 
taking into account previous mental health distress

Pooled probit regressionsa

Australia Canada Korea Switzerland United Kingdom

Men Women Men Women Men Women Men Women Men Women

Previous mental health distress 1.087*** 0.826*** 0.499 *** 0.457*** 0.511*** 0.600*** 1.089*** 0.859*** 0.892*** 0.774***

Type of contract

Permanent workers –0.200 –0.582*** –0.493*** –0.236*** –0.343** –0.305 –0.611*** –0.387***

Temporary worker –0.237 –0.486*** –0.211*** –0.065 –0.180 –0.038 –0.613*** –0.438***

Working hours

Mini-job 0.324 –0.496** –0.491*** –0.311*** –0.187 –0.058 –0.521 –0.441 –0.584*** –0.303***

Part-time –0.101 –0.454** –0.605*** –0.370*** 0.103 –0.171 0.232 –0.291 –0.521*** –0.269***

Full-time 0.016 –0.491** –0.681*** –0.381*** –0.424*** –0.180*** –0.053 –0.399 –0.414*** –0.340***

Overtime 0.068 –0.420* –0.622*** –0.312*** –0.417*** –0.136** 0.071 –0.752* –0.344*** –0.267***

Shift work

Yes 0.048 –0.497** –0.257*** –0.113** –0.240*** –0.102 0.234 –0.225 –0.698*** –0.473***

No 0.075 –0.493** –0.328*** –0.116* –0.443*** –0.179*** –0.107 –0.509 –0.729*** –0.460***

Job security

Very secure –0.426*** –0.029 –0.821*** –0.617*** –0.830*** –0.359*** –0.176 –0.484 –0.632*** –0.417***

Quite secure –0.201 0.014 –0.785*** –0.466*** –0.645*** –0.257*** –0.179 –0.254 –0.453*** –0.334***

Very insecure –0.015 –0.116 –0.711*** –0.438*** –0.070 0.129** 0.054 0.220 –0.136** –0.191***

Job satisfaction

Very satisfied –0.027 –0.574*** –0.710*** –0.319*** –0.041 –0.186 –0.965*** –0.604***

Satisfied 0.098 –0.298 –0.476*** –0.189*** –0.015 –0.277 –0.547*** –0.290***

Not satisfied 0.387 –0.151 0.010 0.189*** –0.024 –0.137 0.022*** 0.000***

Job strain

Low –0.763*** –0.680***

Medium low –0.831*** –0.628***

Medium high –0.834*** –0.528***

High –0.711*** –0.465***

Psychological demands

Low –0.764*** –0.710***

Medium –0.838*** –0.593***

High –0.741*** –0.485***

Work organisation

Job opportunities

No –0.104*** –0.107***

Yes –0.240*** –0.158***

Work-stress

Low –0.805*** –0.723***

Medium-low –0.814*** –0.644***

Medium-high –0.794*** –0.559***

High –0.669*** –0.397***

Decision latitude

High –0.813*** –0.639***

Medium –0.781*** –0.519***

Low –0.620*** –0.443***

Job autonomy

Not satisfied 0.008 –0.462**

Satisfied –0.018 –0.575***

Very satisfied –0.068 –0.522***

Working hours and
social commitments

Not satisfied 0.246 –0.273

Satisfied –0.050 –0.271

Very satisfied 0.022 –0.547***
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health trends and the association of mental health and employment status could make an

important contribution to understanding the issues addressed here.

A more detailed longitudinal analysis for five OECD countries suggests that the risk of

developing a mental health problem is higher among the inactive working-age population

than among the employed, even after controlling for individual characteristics. Moreover,

individuals previously not working tend to experience an improvement in mental health when

they enter employment, regardless of the type of job. However, a return to work tends to be

more beneficial in the case of standard employment. Individuals in non-standard employment

tend to have worse mental health than workers in standard jobs, but this chapter’s analysis

suggests that this association primarily reflects a tendency for persons with a predisposition to

develop a mental illness to hold such jobs, rather than a causal effect of stressful working

conditions in undermining mental health. These findings apply to a variety of working

conditions, but there is still a possibility that some working conditions not analysed in this

chapter may have a detrimental impact on mental health. The longitudinal analysis is limited

to five countries and its findings may not generalize to other OECD countries. Nonetheless, it

concords with the descriptive analysis for a larger number of countries in suggesting that

labour market trends, such as increased use of non-standard employment contracts, probably

have not been a major source of rising disability for mental health reasons.

The chapter’s findings highlight the potential importance of prevention and activation

policies, since inactivity appears to be detrimental for mental health.10 Prevention

measures are meant to retain the link to work for workers falling ill by promoting early

intervention and treatment. Workers with health problems are also more likely to stay in

work when they are supported by their employers. This support can take many forms,

including the alteration of job duties, provision for more frequent breaks, and changes in

work schedules or reduced job demands (Daly and Bound, 1995). For mentally ill persons

who are already out of work but capable of working, activation programs should be offered

in order to motivate them to seek work. Individual case management is required to identify

Personal achievment

Not satisfied –0.073 0.149**

Satisfied –0.569*** –0.308***

Very satisfied –0.728*** –0.505***

Management

Not satisfied –0.095 0.146*

Satisfied –0.512*** –0.271***

Very satisfied –0.647*** –0.361***

Control for life events Yes Yes Yes Yes No No Yes Yes Yes Yes

Number of observations 8 785 9 700 15 320 18 288 17 144 19 009 6 297 8 253 31 046 34 399

1 2 http://dx.doi.org/10.1787/348486858786

*, **, ***: statistically significant at the 10%, 5%, 1% level, respectively.
a) Sample includes persons aged 15-64.
Source: OECD estimates based on the HILDA for Australia (calculations were provided by Paul Swaim, OECD); the NPHS for Canada; the KLIPS
for Korea; the SHP for Switzerland; and the BHPS for the United Kingdom. See Annex 4.A2 for details on the dependent and control variables.

Table 4.6. Effect of changes from sick leave to different types of employment on mental health, 
taking into account previous mental health distress (cont.)

Pooled probit regressionsa

Australia Canada Korea Switzerland United Kingdom

Men Women Men Women Men Women Men Women Men Women
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suitable jobs and provide the necessary supports. The analysis in this chapter confirms

that attention should be paid to the type of job since not all jobs have been found to be

beneficial for workers with mental health problems. Possibilities for a gradual return to

work with some initial part-time work or with vocational rehabilitation measures to

prepare individuals to another type of work might also be beneficial.

Notes

1. A comparison of the behaviour of young and older cohort is also useful to throw more light in
patterns of suicide over time. For this purpose, age-specific fertility rates for various birth cohorts
were calculated constructing synthetic cohorts for five years intervals. From suicide cohort
analysis, we see that irrespective of the cohort, suicide rates increased in the 1970s in many
countries. In Australia, Ireland and New Zealand, it is shown that cohorts born from 1950 onwards
had much higher suicide rates for youth and a less steep gradient with age for higher ages. Korea
and Japan depict the opposite picture with the younger cohorts having a much steeper age-
gradient in suicide (figures not shown).

2. Care should be taken when interpreting the results from the Czech Republic since the indicator
measuring psychological distress has changed over time. The deterioration in Sweden occurred
between 1991 and the year 2000 only.

3. This classification does not take into account individuals working and studying at the same time.

4. The dates for Korea correspond to the aftermath of the economic crisis and might point to an
improvement in mental health going hand-in-hand with economic recovery.

5. The definition of non-standard employment follows the description from Bardasi and Francesconi
(2004).

6. It is possible that the large effect associated with departure from work for health reasons is picking
up the severity of the illness which will not be captured by the dummy control variable illness/
injury.

7. Mental heath in Korea is measured using life satisfaction as a proxy for mental well-being. Clark
and Oswald (2006) describe that life satisfaction represent an inverted scale of mental well-being
while movements of life-satisfaction over the life cycle exhibit a similar behaviour. 

8. Although the analysis controls for selection related to individual observed and unobserved
characteristics, there might still be a selection effect for those who return to work since (re)-
employment might be influenced by treatment sought in the last year.

9. A surprising result is found for women in Australia where changes to either part time or overtime
appear to lead to mental health improvements. Likewise, a transition from non-standard to
standard employment is associated with worse mental health.

10. In this sense, the analysis in this chapter reinforces the main recommendations from the OECD’s
on-going Sickness and Disability Review (OECD, 2006 and 2007).


