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Abstract

Background: To examine the association between childhood trauma and work functioning,
and to elucidate to what extent this association can be accounted for by depression and/or
anxiety.
Methods: Data of 1,649 working participants were derived from the Netherlands Study of
Depression and Anxiety (NESDA, n =2,981). Childhood trauma (emotional neglect, psycho-
logical, physical, and sexual abuse before age 16) was assessed with a structured interview and
work functioning, in terms of absenteeism and presenteeism, with the Health and Labor
Questionnaire Short Form (SF-HLQ) and theWorldHealthOrganizationDisability Assessment
Schedule II (WHODAS-II), respectively. Depressive and/or anxiety disorders were assessed with
the Composite Interview Diagnostic Instrument (CIDI). Mediation analyses were conducted.
Results: At baseline, 44.8% reported to have experienced childhood trauma. Workers with the
highest childhood trauma level showed significantly (p < 0.001) more absenteeism as well as
more presenteeism. Mediation analyses revealed that indirect effects between the childhood
trauma index and both work indices were significantly mediated by current depressive disorder
(p = 0.023 and p < 0.001, respectively) and current comorbid depression-anxiety (p = 0.020 and
p < 0.001, respectively), with the latter accounting for the largest effects (PM=0.23 and PM=0.29,
respectively). No significant mediating role in this relationship was found for current anxiety
disorder and remitted depressive and/or anxiety disorder.
Conclusions: Persons with childhood trauma have significantly reduced work functioning in
terms of absenteeism and presenteeism. This seems to be largely accounted for by current
depressive disorders and current comorbid depression-anxiety.

Introduction

Attendance and performance at work are not only dependent on competence and knowledge; but
a multitude of health-related, personal, and work-related factors also play an important role.
Work loss and suboptimal work performance are not only a burden for the individuals
themselves, but also for their colleagues and employers, their families and wider environment,
and for society in general since both increase employer and healthcare costs [1,2]. Some well-
known examples of sick-leave predictors are psychosomatic complaints, being unmarried, and
low job control [3,4]. Another important factor thatmay influence absenteeism and presenteeism
(i.e., missing work due to illness and going to work despite illness, respectively) is experiences
with childhood trauma, but systematic studies on this topic are scarce. Possible, because the
interval between cause and effect may be (very) long, this contributing factor may easily be
overlooked. On top of that, the traumatic childhood events that eventually led to work impair-
ment are usually not shared, out of shame, secrecy, and social taboo. Using data from the adverse
childhood experiences study, Anda et al. [5] reported that individuals with a (self-reported)
history of childhood emotional, physical, and/or sexual abuse were more likely to report
problems with work absenteeism in adulthood. A more recent study also found evidence of an
increased risk of permanent work disability at 55 years in persons with childhood adversity [6]. It
has been reported onmore often that in persons with adverse childhood experiences more school
absenteeism or overall poorer school performance was observed [7,8]. To the best of our
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knowledge, however, the association between childhood trauma
and presenteeism has as yet not been investigated.

How childhood trauma exactly results in absenteeism and pre-
senteeism many years later has not been examined. However, it
seems logical to assume that this can partly be accounted for by the
large impact such early adverse events have on a person’s (devel-
oping) mental health. The WHO World Mental Health Surveys
found strong associations between childhood adversities and over-
all adult psychopathology [9]. Individuals reporting childhood
trauma are about twice more likely to develop a depression and/or
an anxiety disorder later in life [10]. Literature reviews and meta-
analyses have demonstrated that childhood trauma is associated
with a range of psychological problems and psychiatric disorders,
among which are depressive and anxiety disorders. Chen et al. [11]
came to the conclusion that a history of sexual abuse correlates with
an increased risk of a lifetime diagnosis of (one of) these disorders,
which conclusion was confirmed in a recent umbrella review by
Hailes et al. [12]. Furthermore, there is evidence of a relationship
between nonsexual child maltreatment (i.e., physical abuse, emo-
tional abuse, and/or neglect) and depressive and anxiety disorders
[13]. The effects of childhood trauma are not just limited to an
increased initial vulnerability, but can also have a major impact on
the clinical course of the two disorders, which notably is more
serious, often chronic, and prognostically unfavorable course of
the disease [14–16].

Mental-health problems, especially anxiety and/or depressive
episodes, have consistently been linked to worse short- and long-
term absenteeism and presenteeism outcomes among working
people [1,2,17–22]. The large-scale Netherlands Study of Depres-
sion and Anxiety (NESDA) discerned that current depressive dis-
orders were associated with a sevenfold higher risk of long-term
work absence and a fivefold higher risk of impaired work perfor-
mance, whereas current anxiety disorders increased these odds with
around a factor two [23], which numbers were later confirmed by
Hendriks et al. [24] in their longitudinal study.

The purpose of the present study is to gain more insight into the
association between childhood trauma and work functioning in
terms of absenteeism as well as presenteeism, and to elucidate to
what extent any associations can be accounted for by a depression
and/or anxiety disorder. The results were obtained in an extensive
sample of the Dutch working population participating in the
NESDA study [25].

Methods

Participants

We extracted our baseline data from NESDA, an ongoing Dutch
longitudinalmultisite cohort study for which 2,981 adults (aged 18–
65 years) were recruited between 2004 and 2007. NESDA recruited
from three different settings: the general population, primary care,
and specialized mental healthcare and is designed to have a control
group without a depressive or anxiety disorder. Participants with
depressive and anxiety disorders were recruited in all three of these
settings and thereby cover the entire range of mood psychopathol-
ogy including both persons with and without treatment needs and
experiences, whereas healthy individuals were only recruited in the
general population and the general practices. The baseline assess-
ments included a structured diagnostic psychiatric interview, after
which all participants were monitored to investigate the course and
consequences of depressive and anxiety disorders. Candidates not
fluent in Dutch and those with a primary clinical diagnosis of

psychotic, obsessive–compulsive, bipolar, post-traumatic stress or
severe substance use disorder were excluded. The research protocol
was approved by the ethics committees of the participating univer-
sities and written informed consent was obtained from all partic-
ipants. For further details on NESDA, see Penninx et al. [25].

In the present study, we describe and analyze the data of the
1,873 participants that had a paid job and worked at least 8 h a week
at baseline, thereby excluding the 1,108 participants who were not
employed or employed for less than 8 h a week.

Measurements

Work functioning
Work functioning was conceptualized as absenteeism and presen-
teeism, with absenteeism being assessed with the validated Health
andLaborQuestionnaire Short Form (SF-HLQ) [26,27]. Consistent
with Plaisier et al. [23], absenteeism was computed by dividing the
number of absent days fromwork during the past 6months because
of health problems by the number of actual work days per week.
This variable did not meet normality assumptions and was there-
fore categorized into three categories: no absenteeism, short-term
absenteeism (≤2weeks), and long-term absenteeism (>2weeks).
This classification also enabled us to make a distinction between
absence from work most probably due to self-limiting conditions
such as common colds, and work absenteeism, where more chronic
conditions were likely to be involved.

Presenteeism was assessed with the validated World Health
Organization Disability Assessment Schedule II (WHODAS-II)
[28,29]. This 36-item instrument gauges health and disability and
provides a work-functioning profile across six activity domains. For
our study, we restricted ourselves to the four items of the work-
activities domain: Difficulties in (a) day-to-day work, (b) doing
most important work tasks well, (c) getting all work done, and
(d) getting work done as quickly as needed. The respondents rated
the items on a 5-point scale, ranging from 1 (None) to 5 (Extreme/
Cannot do). The summated work domain scale has a range from
4 to 20, with higher scores reflecting a higher level of disability.

Childhood trauma
Childhood trauma was assessed retrospectively using the Child-
hood Trauma Interview (CTI), a structured interview for adults in
the age range of 18–64 years first described in the Netherlands
Mental Health Survey and Incidence Study (NEMESIS).

During their baseline assessment, all participants were asked
whether they had experienced any kind of emotional neglect and/or
psychological, physical, or sexual abuse before the age of 16. The
definition of emotional neglect was lack of parental attention or
support and ignorance of the participant’s problems and experi-
ences as a child. Psychological abuse was defined as verbal abuse,
undeserved punishment, subordination to siblings, and being emo-
tionally blackmailed. Physical abuse was specified as being kicked
or hit with hands or an object, being beaten up, or being physically
abused in any other way, while sexual abuse was delineated as being
sexually approached against one’s will in terms of being touched or
made to touch someone in a sexual way. Participants answered
“Yes” or “No” to each of the four forms of childhood trauma and
were asked to give an indication of the frequency of the incidents on
a 5-point scale (Once, Sometimes, Regularly, Often, and Very
often). As was done in earlier studies [30,31], a cumulative child-
hood trauma index with sum scores from 0 to 8 was composed,
where higher scores were indicative of more types and more inci-
dents of adverse childhood trauma. The interrater reliability of the
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CTI is 0.73 to 1.0 [32] and according to Spinhoven et al. [33] there is
a convergent correlation with the Childhood Trauma Question-
naire (CTQ) for trauma severity (r = 0.57–0.61). Data from the CTI
was collected at wave 1 (baseline) and from theCTQ at wave 4 of the
NESDA study (4 years after baseline).

Depressive and/or anxiety disorder
Our participants were screened for depressive and/or anxiety dis-
orders at baseline by trained clinical staff using the validated
Composite Interview Diagnostic Instrument (CIDI version 2.1)
[34] that assesses the presence of major depressive disorder, dys-
thymic disorder, generalized anxiety disorder, panic disorder, ago-
raphobia, and/or social phobia. We took into account current
(6-month recency) depressive, anxiety, and comorbid depressive-
anxiety disorder, and remitted depressive and/or anxiety disorder
(lifetime but not 6-month recency). The widely used CIDI classifies
diagnoses according to DSM-IV criteria and has good overall
reliability and validity [35].

Covariates
Because we specifically sought to describe the association between
childhood trauma and work functioning, and the role of depressive
and/or anxiety disorders in this relationship, we limited the number
of potentially confounding covariates to sex, age, education
(in years attained), the number of working hours per week, and
the number of somatic conditions. The latter conditions were
assessed with the chronic diseases interview, a 21-item face-to-
face interview instrument that was designed for NESDA and pro-
vides a sum of self-reported heart disease, diabetes, stroke, cancer,
high blood pressure, allergies, intestinal disorders, liver disease,
epilepsy, chronic lung problems, injuries, and arthritis. In addition,
participants couldmention up to five chronic diseases that were not
(yet) included in the list [25]. Given the skewed distribution of this
variable, it was dichotomized into (0) No somatic condition and
(1) At least one somatic condition.

Statistical analyses

Sample characteristics are presented as means with standard devi-
ations or numbers with percentages. Baseline characteristics were
compared across the childhood trauma indices using analyses of
variance for continuous variables and Pearson’s chi-squared tests
for categorical variables.

We subsequently tested depressive and anxiety disorder more
specifically as potential contributors to the childhood-trauma and
work-functioning associations to see whether they would at least
partially explain why adverse early-life events lead to work impair-
ment later in life. To do so, we applied a single model to each
outcomemeasure with fourmediators (current depressive disorder,
current anxiety disorder, current comorbid depression-anxiety,
and remitted depressive and/or anxiety disorder). Because of the
dichotomous nature of the mediators, we used probit regression for
the mediating models. In the outcome model we applied ordinal
probit regression for absenteeism (three categories) and linear
regression for presenteeism. Mediation was investigated by directly
testing the significance of the indirect effect of the independent
variable (IV) on the dependent variable (DV) through the mediator
(M), quantified as the product of the effects of the IV on M (a) and
the effect of M on DV (b), partialling out the effects of the IV. The
95% percentile-based confidence intervals (CIs) were computed
using bootstrap with 1,000 samples. As unstandardized coefficients
in probit and linear models are on different scales, all effects were

expressed as standardized effects [36]. All models were adjusted for
sex, age, education, number of working hours, and the presence of
somatic conditions.

Descriptive analyses were conducted in SPPS version 26.0 (SPSS
Inc, Chicago, IL) and mediation analyses using R. Statistical signif-
icance was set at p < .05.

Results

Baseline sample and outcome characteristics

Of the 1,873 working participants, 223 individuals (11.9%) were
excluded due to missing data on work functioning and one addi-
tional person due to incompletion of the childhood trauma ques-
tionnaire, leaving 1,649 subjects (n =584 male and n =1,065
female) for analysis.

Table 1 shows the baseline demographic and clinical characteris-
tics of the study sample according to childhood trauma level. The
mean age of the participants was 40.7 years, 64.6% were women, and
themean years of attained educationwas 13years. Childhood trauma
was reported by 44.8 and22.4%reported a remitteddepressive and/or
anxiety disorder, 13.6%a current depressivedisorder, 19.0%a current
anxiety disorder, 20.5% a current comorbid depressive-anxiety dis-
order, and 24.4% neither a current nor a remitted depressive or
anxiety disorder. Of the study population, 47.4% had not been absent
fromwork in the last 6months, while 31.0% reported 0–2weeks, and
21.6%more than 2weeks of absenteeism. Significant differences were
found between workers without childhood trauma, those with a
childhood trauma index between 1 and 4 (mild), and those with
scores between 5 and 8 (serious) regarding sex (p < 0.001), age
(p = 0.002), educational level (p < 0.001), somatic health
(p = 0.004), number of working hours (p = 0.023), and psychiatric
status (p <0.001). As for absenteeism (p < 0.001) and presenteeism
(p < 0.001), those workers reporting the highest childhood trauma
scored higher on these outcome measures. Of the workers who had
not experienced any childhood trauma, 55% reported no absentee-
ism, which was 39.8% for those having experienced mild childhood
trauma scores and 32.3% for those with high childhood trauma
scores. Within the nontrauma group, short-term absenteeism was
reported by 27.7%, within the mild trauma group 36.1%, and within
the severe trauma group 31.7%. When looking at the long-term
absenteeism reports, we noted even more pronounced increases:
17.3, 24.2, and 35.9%, respectively. Mean disability scores went from
7.64 in workers without childhood trauma, to 9.45 and 9.98 in
workers with mild and higher childhood trauma scores, respectively.

Mediation by psychopathology

Table 2 and Figure 1 display the main results of the mediation
analyses in which childhood trauma and current and remitted
depressive and/or anxiety disorders were entered with absenteeism
and presenteeism as the dependent variables. After correction for
age, gender, education, number of working hours, and somatic
conditions, there is an overall significant, direct effect of the child-
hood trauma index on both work-functioning indices (p < 0.001).
The significant indirect effects of current depression and current
comorbid depression-anxiety indicate that these factors partially
explain the association between the childhood trauma index and
both absenteeism (p = 0.023 and p < 0.001, respectively) and
presenteeism (p = 0.020 and p < 0.001, respectively). Current
depressive disorder accounted for only a small fraction of the total
effect on absenteeism (PM =0.04 [indirect effect/total effect]), while
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the role of current comorbid depression-anxiety was larger (PM =
0.23).We found similar results for presenteeism: current depressive
disorder: PM =0.05; current comorbid depression-anxiety: PM =
0.29. Apparently, current anxiety disorder and remitted anxiety
and/or depression play no significant mediating role in the
childhood-trauma/work-functioning association.

Discussion

This study expands upon prior literature, examining the relation-
ship between childhood trauma and work absenteeism and pre-
senteeism, and investigating contributing factors in a large cohort
(NESDA) of the Dutch working population. Almost half (44.7%) of
our participants reported having experienced some form of child-
hood trauma and we found a strong, significant relationship
between exposure to early-life adversity and reduced work func-
tioning, both in terms of absenteeism and presenteeism. Associa-
tions were most pronounced for long-term absenteeism, where we
observed amarked increase proportional to childhood trauma level.
We are the first to show that persons with childhood trauma have
more presenteeism at the workplace and that the associations
between childhood trauma and absenteeism and presenteeismwere
slightly but significantly accounted for by a current depressive
disorder, while the role of current comorbid depression-anxiety
in this relationship was more pronounced, explaining one quarter
of the total effect in absenteeism as well as in presenteeism. A large
part of the total effect remains unexplained, which means that the
relationship between childhood trauma and reduced work

functioning in adulthood goes beyond psychopathology. We, for
instance, found no significant mediating role of current anxiety
disorder and remitted depressive and/or anxiety disorder. The
differences in the roles of current anxiety, depressive disorder,
and comorbid disorder in this relationship are perhaps explained
by differences in their course. Hovens et al. [15] showed that
childhood trauma was associated with an elevated risk of the
persistence of depression or a comorbid disorder, while this was
not the case for the 2-year course of anxiety disorders. In our
previous study [37] we found that childhood trauma was associated
with chronicity of anxiety symptoms and occurrence of social
phobia, but not with the persistence of panic disorder at 2-year
follow-up. Moreover, depressive disorders usually have a more
continuous and more persistent nature, with a higher risk of
(long-term) work disability, whereas anxiety disorders tend to be
more episodic. In addition, when people experience anxiety, they
may still (prefer to) go to work because the workplace and work
activities might distract them from their avoidance behaviors.

As to the methodological strengths of our study, we can point to
the large representative cohort of working adults we were able to
investigate. We, moreover, used validated, structured diagnostic
interviews and well-defined clinical outcome measures (standard-
ized self-report questionnaires), as well as a known mediation
model to determine the role of depression and/or anxiety on work
absenteeism and presenteeism.

When interpreting the results of our study, some caution is
warranted. Importantly, we exclusively relied on retrospective
self-reports of childhood trauma, which may give rise to memory

Table 1. Baseline demographic and clinical characteristics according to childhood trauma scores at baseline (n = 1,649).

Childhood trauma score
Total

0 1–4 5–8 p value*

Socio-demographics

Gender (N, % female) 543 (59.6) 401 (70.2) 121 (72.5) <.001 1065 (64.6)

Age in years (mean, SD) 39.93 (12.2) 41.38 (11.1) 42.95 (10.9) .002 40.74 (11.7)

Education in years (mean, SD) 12.77 (3.2) 12.85 (3.3) 11.76 (3.2) <.001 12.70 (3.2)

Number of working hours (mean, SD) 31.64 (10.8) 30.36 (10.3) 29.78 (10.6) .023 31.01 (10.6)

Somatic health

% with at least one chronic condition 422 (46.3) 295 (51.7) 99 (59.3) .004 816 (49.5)

Work functioning

Absenteeism (N, %) <.001

No absenteeism 501 (55.0) 227 (39.8) 54 (32.3) 782 (47.4%)

Short-term absenteeism (≤ 2weeks) 252 (27.7) 206 (36.1) 53 (31.7) 511 (31.0)

Long-term absenteeism (> 2weeks) 158 (17.3) 138 (24.2) 60 (35.9) 356 (21.6)

Disability (4–20), mean (SD) 7.64 (4.2) 9.45 (4.5) 9.98 (4.6) <.001 8.50 (4.4)

Psychiatric status (N, %) <.001

No depressive or anxiety disorder 311 (34.1) 78 (13.7) 14 (8.4) 403 (24.4)

Remitted depressive and/or anxiety disorder 202 (22.2) 136 (23.8) 32 (19.2) 370 (22.4)

Current depressive disorder 105 (11.5) 92 (16.1) 27 (16.2) 224 (13.6)

Current anxiety disorder 168 (18.4) 108 (18.9) 38 (22.8) 314 (19.0)

Current comorbid depressive-anxiety disorder 125 (13.7) 157 (27.5) 56 (33.5) 338 (20.5)

Abbreviations: CTI, Childhood Trauma Index; SD, standard deviation; %, within CTI score.
*p value based on chi-square statistics for categorical variables and analyses of variances for continuous variables (one-way ANOVA).
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Table 2. Explained variance of depression and anxiety in the relationship between childhood trauma index (IV) and work functioning (DV) in the working population (N = 1,649).

Dependent
variable (DV)

Independent
variable (IV)

Mediating variable (M) Effect of IV on M (a) Effect of M on DV (b) Direct effect of IV on DV
(c)

Indirect effect (or
mediation) = a�b

Total effect = indirect +
direct effect

a (95% CI) p value b (95% CI) p value c (95% CI) p value a�b p value c0 =Σa�b+ c
(95% CI)

p value

Absenteeism Childhood Trauma
index (CTI 0–8)

Current anxiety only (0/1) 0.225 (�0.027
to 0.078)

0.340 �0.054 (�0.106
to �0.001)

0.045 0.146
(0.092–
0.200)

<0.001 �0.001
(�0.004 to
0.002)

0.389 0.204 (0.151–
0.257)

<0.001

Current Depression
only (0/1)

0.064 (0.012–
0.116)

0.016 0.139 (0.087–
0.190)

<0.001 0.009 (0.001–
0.017)

0.023

Current comorbid
depression-anxiety
(0/1)

0.190 (0.139–
0.241)

<0.001 0.245 (0.192–
0.298)

<0.001 0.046 (0.031–
0.062)

<0.001

Remitted anxiety
and/or depression (0/1)

�0.035
(�0.083to
0.013)

0.154 �0.107 (�0.160
to 0.054)

<0.001 0.004 (�0.002
to 0.009)

0.182

Presenteeism Childhood Trauma
index (CTI 0–8)

Current anxiety only (0/1) 0.225
(�0.027to
0.078)

0.340 0.002 (�0.043to
0.047)

0.939 0.137
(0.089–
0.185)

<0.001 0.000 (�0.001
to 0.001)

0.939 0.214 (0.164–
0.264)

<0.001

Current depression
only (0/1)

0.064 (0.012–
0.116)

0.016 0.153 (0.101–
0.204)

<0.001 0.010 (0.002–
0.018)

0.020

Current comorbid
depression-anxiety
(0/1)

0.190 (0.139–
0.241)

<0.001 0.326 (0.278–
0.373)

<0.001 0.062 (0.043–
0.081)

<0.001

Remitted anxiety
and/or depression (0/1)

�0.035
(�0.083 to
0.013)

0.154 �0.159 (�0.201
to 0.117)

<0.001 0.006 (�0.002
to 0.013)

0.155

The childhood trauma score was considered a continuous variable. Models corrected for age, gender, education, number of working hours, and somatic conditions.
Abbreviations: CI, confidence interval.
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bias. However, several studies concluded that this bias was too small
to challenge the findings [38–40]. The CTI assessed type and
frequency of the trauma and not duration and severity of the abuse.
These latter objective characteristics are important predictors of
psychopathology, as were more subjective characteristics (e.g.,
negative reactions to disclosure and feelings of guilt) [41]. We have
to bear in mind that retrospective reports of childhood trauma
identify other groups of individuals than prospective reports. We
used an interview, and not a questionnaire, to assess a broad
childhood trauma index, and not subtypes, which strengthens the
concordance between retrospective and prospective measures
[42]. However, we have to take into account that not including
subtypes of childhood trauma can also limit the results, since the
test–retest reliability and agreement of retrospective self-reports on
childhood abuse seems to be partly dependent on the type of
childhood abuse. Wielaard et al. [43] found that the answer con-
sistency on emotional neglect is significantly influenced by depres-
sion diagnosis and depression severity at baseline, but not the other
types of childhood abuse. Moreover, patients with potential mental

disorders more frequently reported severe and very severe child-
hood adversities than patients without a probable mental disorder
[44]. Also, given the long-time lapse between the adverse childhood
events and our assessment of work functioning, we were not able to
consider other potentially contributing factors in the period prior to
the NESDA baseline wave, such as social and (work-related) envi-
ronmental factors, or past and/or current medical/psychological
treatments. We also should be very cautious with the concepts of
mediation andmediators since we cannot assume a causal relation-
ship between childhood trauma and the dependent variables we
investigated on account of the cross-sectional nature of our
approach. As a final remark we need to mention the exclusion of
223 individuals (11.9%) due to missing data on the independent or
dependent variables.

Our findings have important clinical implications because they
shed new light on the pathway from childhood trauma to adult
work functioning. With many spending half of their waking hours
at the workplace, employees ought to be supported by a proactive
and effective management and offered preventive interventions,

ABSENTEEISM

B Paths

Total effect (C’ Path):
β = 0.20*

Direct effects (C Path):
β = 0.15*

CURRENT DEPRESSION

CHILDHOOD TRAUMA

A Paths

CURRENT ANXIETY

β = 0.19* β = 0.25*

REMITTED DISORDER

CURRENT COMORBID
DISORDER

β = 0.06***

β = 0.23

β = 0.14*

β = –0.05***

β = –0.04
β = –0.11*

PRESENTEEISM

B Paths

Total effect (C’ Path):
β = 0.21*

Direct effects (C Path):
β = 0.14*

CURRENT DEPRESSION

CHILDHOOD TRAUMA

A Paths

CURRENT ANXIETY

β = 0.19* β = 0.33*

REMITTED DISORDER

CURRENT COMORBID
DISORDER

β = 0.06***

β = 0.23

β = 0.15*

β = 0.00

β = –0.04
β = –0.16*

Figure 1. Mediation model for childhood trauma on absenteeism and presenteeism through depressive and anxiety disorder. Note: β = standardized effects; *p < 0.001, **p < 0.01,
***p < 0.05; all models corrected for age, gender, education, somatic conditions, and number of working hours.
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including the early recognition of reduced work quality, early
support, and easily accessible and affordable treatment for any
psychiatric disorder. Moreover, mental ill health is underreported
in the sick-leave records because it often remains undetected or is
dominated by or hidden behind somatic symptoms. Occupational
coaches and medical staff need to take into account this potential
vulnerability and the psychological origins of current symptoms
and act accordingly when estimating the disability duration, poten-
tial replacement income and referral policy. Arguably these pro-
fessionals are often not aware of the trauma the worker has
experienced growing up because they do not have access to such
sensitive information, but they could play a major role in the
detection and recovery process by offering timely screening for
psychopathology (e.g., depression and comorbidity) using widely-
used and validated screening instruments. Ultimately, as a society,
we have an importantmission: to break the taboo around childhood
maltreatment and mental-health problems and make help more
accessible and readily available at as early a stage as possible.

Conclusion

We have shown that childhood trauma is directly associated with
reduced work functioning in adult life, both in terms of absenteeism
and presenteeism. The relationship is partly mediated by a current
depressive and/or comorbid depressive-anxiety disorder. Apart from
these psychopathology-related factors, there are indubitably other
mechanisms that warrant attention since they may also play a part in
the observed association. Childhood trauma is common and can have
(delayed and prolonged) disruptive effects on workers’ physical and
mental health andwell-being. Adverse early-life experiences thenmerit
serious attention from the business community and labor leaders, but
far preferably, at an earlier stage from General Practitioners, mental-
health services, and policy-makers at the government level.
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