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A Clinical Psychology Perspective
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Sheila K. Hanson and Emily H. Rosado-Solomon

Introduction

Scholarship on work and mental illness has expanded, although challenges have
stymied research integration across fields of study, especially heterogeneous con-
struct definitions and measurements of mental health including mental illness,
related symptoms, and nonclinical states of poor mental health (Rosado-Solomon
et al., 2023). The heterogeneity obscures relationships between similar con-
structs and impedes any ability to uncover complementarity. Poor understanding
of construct alignment and measurement may cause researchers to misinterpret
their findings. Lack of precise measuring and conceptualizing mental health
challenges can produce inefficient research, with resources spent on duplicate
studies of extant knowledge instead of building on previous research.

These concerns predominate in management research, where increasing
attention has gone to mental health challenges in a disjointed way. This construct
heterogeneity is less prevalent in clinical psychology, which has a longer history
of studying mental health challenges and more standardization of conceptual
boundaries across studies. Diagnostic criteria for each identified mental illness
are defined in the Diagnostic and Statistical Manual of Mental Disorders, 5th
edition (DSM-V-TR). Periodic updates reflect changes in psychologists’ under-
standing of various mental illnesses (Regier et al., 2013). The updating pro-
motes alignment between construct and measurement, which enables diagnostic
criteria to reflect current scientific understanding. This alignment is crucial to
ensure that constructs defined in the manual represent accurately the disorders
they are intended to diagnose, in turn fostering measurement precision. Clinical
instruments have been developed to assess various mental illnesses using clini-
cally derived approaches to diagnose and treat problems. Given the established
body of research on mental health and mental illness in clinical psychology, we
propose incorporating a clinical psychology perspective, which is essential to
inform management scholars who conduct research on mental health and mental
illness in the workplace.
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12 Mental Health Challenges and Work

This chapter has three goals. First, the chapter defines and differentiates men-
tal illness and (poor) mental health, comparing mainstream definitions in clinical
psychology to concepts published in management literature. Second, the chapter
describes how and why measurement tools are used to study mental health and
illness, noting challenges for adopting clinical instruments in nonclinical con-
texts and their use by persons who are not clinically trained. Third, the chapter
highlights research implications for organizational scholars and management.
In summary, this chapter provides a useful overview of measurement issues for
organizational researchers.

Define and Differentiate Mental Illness and (Poor) Mental Health

Mental Health

Mental health is defined as “a state of mental well-being that enables people to
cope with the stresses of life, to realize their abilities, to learn well and work well,
and to contribute to their communities” (World Health Organization [WHO],
2022, p. 8). Other terms to describe positive states of mental health include men-
tal well-being (Pollard, 2001) and thriving (Porath et al., 2012). A nuanced dis-
cussion of positive mental health constructs (e.g., thriving; Goh et al., 2022) is
beyond the scope of this chapter, although such constructs are somewhat related
to mental health challenges. Mental health is an integral component of health
and well-being and “is more than the absence of mental disorder” (WHO, 2022,
p. 8). Clinical psychologists provide mental health services somewhat analogous
to physical health services that prevent or intervene with physical illness and
promote health. Clinical psychologists focus on diagnosis and treatment of men-
tal illness with a goal to enhance mental health in a holistic sense, as they work
to improve coping skills, functioning, and quality of life to the degree possible
(Cuijpers et al., 2014; Davidson & Roe, 2007). In research, clinical psychologists
might refer to poor mental health as a relative term or use the phrase “negative
mental health outcomes” (e.g., Emmer et al., 2024) to describe a range of issues.

Mental illness and poor mental health are related but distinct concepts often
conflated in management literature (Follmer & Jones, 2018; Rosado-Solomon et
al., 2023). Poor mental health is a broad concept that may not meet the thresh-
old for a clinical diagnosis but still impacts well-being and functioning. It may
include experiences of strain (Karasek, 1979), burnout (Maslach & Jackson,
1981), or general psychological distress (e.g., Hardy et al., 2003) without a diag-
nosed mental disorder. Unlike mental illness, poor mental health may or may not
involve significant impairment. Some management studies use “mental health”
as a catch-all term encompassing diagnosed mental illness and general psy-
chological well-being (Rosado-Solomon et al., 2023). Others focus on mental
well-being as distinct from poor mental health, recognizing that people can have
generally good mental well-being while still experiencing symptoms of mental
illness, just as people can be in generally good physical health (exercising, eating
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well, etc.) while simultaneously experiencing a physical health concern (e.g., a
broken ankle; Rosado-Solomon et al., 2023).

Two work-specific constructs, job strain and burnout, often appear in manage-
ment studies on poor mental health (Bliese et al., 2017) and in clinical psychol-
ogy literature (Deling et al., 2024). Scholars debate the relationship between
these constructs and mental health challenges that are clinically derived (Bianchi
et al., 2015). Some scholars note that job strain may have a causal relationship
with mental illness (or symptoms thereof) (e.g., Madsen et al., 2017), whereas
others view burnout and job strain as states of poor mental health that are prob-
lematic in their own right and that may lead to outcomes related more to the
organization, such as turnover and impaired job performance. (For reviews on
the consequences of burnout and strain, see Edu-Valsania et al., 2022, and Bliese
et al., 2017, respectively.)

Mental Illness

To distinguish between mental health and mental illness, it is useful to consider
how mental illness is defined. In clinical psychology, mental illness refers to
diagnosable mental disorders characterized by significant disturbances in cog-
nition and emotion regulation, or behavior that reflects dysfunction in psycho-
logical, biological, or developmental processes causing distress and impairment
(American Psychiatric Association [APA], 2013). Mental illnesses are specific,
diagnosable conditions like major depressive disorder (MDD) or generalized
anxiety disorder (GAD).

Some types of mental illness share symptoms with constructs reflecting poor
mental health. Bianchi and colleagues (2015) have shown significant empiri-
cal overlap between burnout and depression, with commonalities across various
measures. However, a key distinction is that mental illness impairs two or more
life domains (APA, 2013), whereas burnout is domain-specific and need not pro-
duce substantive impairment (Koutsimani et al., 2019). In other cases, there is
a distinction between mental illness and poor mental health. For example, there
is not only a strong association between worry and poor mental health but also
significant heterogeneity. The presence of worry and poor mental health does not
translate to a diagnosed mental illness such as GAD or MDD (Visla et al., 2022).

Given these differences, we now turn to measurement approaches in clinical
psychology to explain the distinction between, and consequently the research
implications of, various mental health constructs.

Measurement Tools Used to Study Mental Health and Illness:
How and Why

Clinical psychologists use various measurement tools to study mental health and
illness. Three ways to track and assess mental health conditions include screen-
ing, diagnosis, and monitoring of symptom severity and treatment outcomes.
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Some tools are used with only one type of assessment; other tools can be used
in multiple ways depending on their intended purpose. All are crucial for both
clinical practice and research, providing standardized procedures to assess and
track mental health conditions. We first review, then clarify, the implications
of this framework for management researchers who wish to investigate mental
health challenges.

Screening Tools

Screening tools are designed to identify, often by short questionnaires, individuals
who may have mental health conditions. Two common examples are the general-
ized anxiety disorder-7 (GAD-7) and the Patient Health Questionnaire-9 (PHQ-9)
developed for use in primary care settings. The GAD-7 is used widely to screen
for anxiety symptoms indicating possible anxiety disorders (Spitzer et al., 2006).
The PHQ-9 (Kroenke et al., 2001) is a self-report measure that aligns closely
with DSM-5 criteria for MDD. It is commonly used to screen for depression
but does not provide sufficient evidence of a MDD, as its purpose is to screen
for depressive disorders with high sensitivity (Pettersson et al., 2015). Screen-
ing tools should not be interpreted as signaling a certain mental illness because
a different diagnosis (e.g., bipolar disorder) may better explain symptoms in a
full diagnostic assessment. These two examples of screening tools are often used
in primary care settings and mental health clinics. They can be administered
quickly and can provide early indication of potential issues to follow with com-
prehensive assessment.

The self-report tools above, as well as others, capture an individual’s percep-
tion and understanding of their mental health (Smith, 2019). Self-report assess-
ments are advantageous in clinical settings for quick screening and for referral
to healthcare providers (Kroenke et al., 2001). They are efficient for collecting
data on large populations because they are easy to administer and scalable online
(Kolc et al., 2023). They are also useful because they do not require a clinician
to have specialized expertise in psychology to administer an assessment, making
them ideal for a primary care physician to refer patients to a specialist if needed.
However, these tools are susceptible to bias and inaccuracy. Self-report meas-
ures may reflect a respondent’s current mood (even though instructions specify
reflection over the past two weeks), social desirability bias, or lack of insight into
their own symptoms and mental health (Atkinson et al., 1997). This can lead to
underreporting or overreporting of symptoms. An individual may underreport
symptoms that are stigmatized or socially undesirable, such as substance abuse
or certain psychiatric symptoms, to present themselves in a more favorable light
(Gnambs & Kaspar, 2015). Deliberately inaccurate reporting is often referenced
as “faking good” or “faking bad” to influence outcomes such as psychologi-
cal readiness for military service (e.g., Boss et al., 2015). Individuals may infer
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meaning from the research instrument itself (Schwarz, 1999). For these reasons,
supplementing self-report measures with clinical interviews can enhance inter-
pretation. Developing rapport and creating a supportive, non-judgmental envi-
ronment in clinical interviews can encourage accurate reporting (Rogers, 1957),
as individuals are more likely to disclose true experience when they feel valued
(Miller & Rollnick, 2013).

Although not as frequently used in clinical psychology, measures of burnout
and job strain may be described as analogous to screening tools. They assess
the extent to which one displays symptoms, but they are not often used to deter-
mine whether a person experiences burnout or strain. (For benchmarks of rela-
tive levels, see Maslach et al., 1996.) For readers interested in measuring these
constructs, Edu-Valsania et al. (2022) present a review of burnout measurement
and Hurrell et al. (1998) a review of measuring job strain.

Diagnostic Approaches

A second approach to measurement is diagnosis, which helps clinicians determine
whether a person meets the criteria for an established mental illness. Self-report
measures are used as a component of diagnosis, but diagnoses are not based solely
on self-report measures. Self-report tools, clinician-rated measures, and clinical
judgment approaches in mental health assessment offer unique insights and view-
points. Self-report measures ask individuals to provide subjective information
about symptoms of their own mental health through structured questionnaires
or surveys (Schwarz, 1999). In contrast, clinician-rated measures rely on trained
professionals evaluating the presence and severity of symptoms based on clini-
cal judgment and observations during interviews or standardized assessments
(Groth-Marnat, 2009). Clinical psychologists evaluate symptoms and functioning
while incorporating behavioral observations and considering diagnostic criteria
using clinical judgment (Groth-Marnat, 2009). This procedure is usually not pos-
sible for management researchers to replicate without an interdisciplinary team. It
requires trained clinical judgment and integration of multiple information sources
such as self-report measures, behavioral observations, and clinical interviews.

Diagnostic tools support clinicians in making formal diagnoses of men-
tal health conditions. Clinical psychologists use standardized assessment tools
validated through extensive research and often normed with multiple samples.
Assessment and diagnosis often involve structured or semi-structured inter-
views and validated questionnaires that correspond to diagnostic criteria. Clini-
cal interviews using clinician-rated measures are generally considered the gold
standard for diagnosing mental health conditions in both research and practice
(e.g., Subica et al., 2014).

In addition to measuring symptom presence and severity, clinician evaluation
of an individual’s mental health history is key to diagnosing mental illness. Many
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types of mental illness have similar symptoms, and it is necessary to distinguish
which symptoms are most associated with which conditions. A process called
differential diagnosis can make this distinction. It is part of a larger diagnostic
picture beyond individual assessment tools and measures. Sometimes, diagnos-
tic tools used to measure symptoms (e.g., Barkley’s Adult ADHD Rating Scale;
Barkley, 2011) may mislead management researchers. Without supporting clini-
cal data, a practitioner could misinterpret clinical levels of ADHD symptoms as
ADHD, when these symptoms are explained by a different condition, such as
generalized anxiety (Alarachi et al., 2024). Both self-report and clinician-rated
measures play pivotal roles in mental health assessment and differential diag-
nosis. They offer complementary perspectives that contribute to understanding
an individual’s mental health status and treatment needs. Formal diagnosis is
comprehensive. It includes quantitative data (self-reports, clinical assessment)
and qualitative data (structured interviews, behavioral observation). Although
management scholars do not conduct diagnostic assessment in their research,
understanding the process serves as a useful way to highlight the divide between
assessing symptoms and evaluating chronic mental illness.

Symptom and Outcome Monitoring Tools

In addition to screening and diagnostic tools, clinical psychologists use stand-
ardized assessment tools to measure changes in symptom severity over time and
to monitor treatment effectiveness in reducing symptoms. Regular use of these
measures can help guide therapeutic interventions and track progress. Assess-
ment tools are essential in clinical practice to confirm diagnoses, plan treatment,
and monitor progress. The same assessment tools may be used to screen symp-
toms, clarify diagnoses, and monitor symptoms in the same person over time
to track individual changes. Thus, assessment tools may be used in similar but
meaningfully nuanced ways, requiring care and consideration by trained mental
health professionals.

An example of a symptom management tool is the Beck Depression Inven-
tory (BDI-II; Beck et al., 1996a). It is a self-report to assess the intensity of
depressive symptoms, and it is widely used in both clinical and research set-
tings. As a screening tool, the BDI-II can assess the presence and severity of
depressive symptoms in clinical settings. It consists of 21 items that measure
various symptoms of depression, including mood, pessimism, sense of failure,
and physical symptoms such as fatigue and loss of appetite (Beck et al., 1996a).
As a symptom-tracking tool, BDI-II may be used to track symptoms, monitor
symptom changes over time during treatment, and adjust interventions accord-
ingly (Gorman, 2015). As a research tool, the BDI-II represents symptoms rather
than clinically diagnosed depressive disorders verified by clinicians. Clinical
psychologists develop an evidence base for their clinical interventions, so both
the BDI and BDI-II have served in randomized clinical trials to evaluate inter-
vention effectiveness for depression (see Cuijpers et al., 2014).
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Challenges in Using Clinical Instruments

Although assessments developed in a clinical setting are attractive to manage-
ment scholars because of their rigorous development and validation, manage-
ment researchers should consider certain challenges before adopting a clinically
derived instrument. We now review some of the most notable challenges.

Contextual Validity

Clinical instruments are designed and validated within clinical settings to assess
specific mental health constructs and disorders. Clinicians ensure that instru-
ments have appropriate psychometric properties and clinical utility for their
intended purpose. Extensive psychometric testing in clinical samples establishes
the reliability, validity, sensitivity, and specificity of clinical instruments. For
example, the original BDI was developed in 1961 to detect, assess, and moni-
tor changes in depressive symptoms among individuals in psychiatric inpatient
and outpatient settings (Beck et al., 1961). A second version of the inventory
(BDI-II) was developed using a psychiatric adult outpatient sample and a control
group (Beck et al., 1996b). Although the BDI-II provides information about the
presence and severity of depressive symptoms, a formal diagnosis should rot
be made without clinical assessment by a qualified mental health professional
(Beck et al., 1996b). When using clinical assessment tools in nonclinical con-
texts like a workplace, the relevance and interpretation of clinical measures as
with the BDI-II could differ significantly. The comorbidity of other conditions
like Post-Traumatic Stress Disorder (PTSD) in service members and veteran
populations may be important (Reis et al., 2020).

On the other hand, some measures were not intended for clinical use. For
example, in personality research, many Big Five personality instruments (those
that measure extraversion, neuroticism, conscientiousness, openness to experi-
ence, and agreeability; Walton et al., 2008) do not have the content or sensitivity
to assess the entire range of each construct (Dilchert et al., 2014). Therefore, com-
monly used personality instruments are not appropriate from which to make clini-
cal research inferences, even for those that demonstrate extreme levels of a given
trait. Although clinical psychologists have moved toward dimensional personality
assessment, this does not mean that high levels of a personality trait automati-
cally translate to a diagnosed mental illness (e.g., Narcissistic Personality Disor-
der [NPD]; Day et al., 2024). Rather, clinical psychologists use other assessment
tools, such as the MMPI-3, to assess personality pathology and other forms of psy-
chopathology together with a clinical interview (Ben-Porath & Tellegen, 2020).

Clinical Expertise and Scope

Management researchers lack the clinical training necessary to determine appro-
priate assessment tools, and then administer them and interpret the results. For
example, using clinical instruments such as the Structured Clinical Interview for
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DSM Disorders (SCID) and the Minnesota Multiphasic Personality Inventory
(MMPI) series requires extensive training or supervision. A research version of
the SCID-5 is available (First et al., 2015). Administering and interpreting with
the MMPI-3 require specialized education and training on its structure, scales,
and interpretation guidelines (Ben-Porath & Tellegen, 2020). An error in under-
standing assessment results can lead to misdiagnosis or inappropriate treatment
recommendations (Ben-Porath & Tellegen, 2020).

Inadequate training may cause failure to contextualize test administration,
such as by missing cultural or situational factors, which can skew results. Over-
reliance on tests and measures can lead to overlooking important information
from clinical interviews, history, or other assessments, resulting in biased or
incomplete conclusions (Graham, 2021). Practitioners and researchers must
understand the limitations of assessment tools. For instance, tools designed
for screening and symptom monitoring have a short temporal referent; in other
words, they are meant to address symptoms over a time period of about two
weeks. Scores should not be interpreted to represent events outside the temporal
referent, such as a work event that occurred in prior years (Rosado-Solomon et
al., 2023). As another example, persons with clinically significant symptoms of
anxiety or depression do not necessarily have a diagnosed mental illness (e.g.,
GAD or MDD), so it is not appropriate to make inferences about participants
having mental illness based on symptom measures. Clinically significant symp-
toms according to the DSM-V/V-TR refer to symptoms that are severe and fre-
quent enough to impact negatively an individual’s ability to function in multiple
life domains, such as work and social settings (APA, 2013, 2022). An example of
misguided inference might be assuming a person with high levels of depressive
symptoms has experiences similar to those of someone with clinical depression,
such as when facing stigma or navigating identity-related issues. In their review
of mental health and work, Rosado-Solomon and colleagues (2023) found sev-
eral studies that made just such an inference, highlighting the need for more
nuanced insight when interpreting results.

Cultural Sensitivity

Clinical instruments are often developed and validated within specific cultural
and clinical populations, and their applicability and validity may vary across
different cultural and organizational contexts (Van de Vijver & Tanzer, 2004).
Differences in cultural norms, work environments, and organizational structures
affect how individuals perceive and respond to items on these instruments. Clini-
cal instruments may not be culturally sensitive or appropriate for diverse work-
place populations, potentially leading to biased or inaccurate results (Follmer &
Jones, 2018). For example, in populations with East Asian heritage, depression
is more likely to manifest as somatic symptoms (headache, body aches) than
in Western contexts, where affective symptoms (sadness, low mood) are more
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likely (Sue & Sue, 1987). In samples disproportionately affected by known sys-
tematic trends, researchers should consider whether a given assessment tool is
likely to capture phenomena of interest. This example underscores the need to
use assessment tools that are validated and normed for relevant populations,
especially in cross-cultural or international research. Several common assess-
ment tools have been validated in multiple languages and various cultural con-
texts, including the BDI-II (Wang & Gorenstein, 2013) and the PHQ-9 (Murray
et al., 2022).

Ethical Considerations

Unique ethical considerations may dictate the selection of clinical instruments
for a management setting, especially in studies lacking clinician involvement.
Popular scales include items that may produce sensitive information, and man-
agement researchers must think about how to handle information if it indicates a
risk of harm. The PHQ-9, commonly used to measure symptoms of depression,
asks about an individual’s thoughts of self-harm (Wu et al., 2020). Especially
in cases where researchers might be able to trace the identity of a respondent,
such as with a master coding sheet, researchers must consider what they will do
if they learn of a participant’s thoughts of self-harm (e.g., suicidal ideation), as
there may be an ethical obligation to act on this information. Such planning is
typically done in clinical psychology research, where a protocol is developed
for potential scenarios before research begins (Goodsmith et al., 2021). Alter-
natively, researchers may consider using a measure that does not risk producing
such information. Institutional Review Boards (IRBs) will sometimes weigh in
on guidelines for research on sensitive topics. Continuing the previous example,
the PHQ-8 is a well-validated version of the PHQ-9, identical to the original
measure omitting the item on thoughts of self-harm (Wu et al., 2020).

Using clinical instruments in nonclinical settings may raise ethical con-
cerns about the use of diagnostic tools outside clinical practice. It is essential
to consider potential consequences, such as implying the relevance of a mental
health challenge to participants who may not share the view that it aligns with
their professional or personal identities (American Psychological Association,
2017), resulting in alarm, distress, or confusion. Using clinical instruments in a
workplace may raise ethical issues of privacy, confidentiality, or discrimination.
Employees may feel uncomfortable disclosing sensitive mental health informa-
tion to employers (Dimoff & Kelloway, 2019) or may be tempted to “fake good”
if they do not trust researchers to maintain confidentiality. These potential out-
comes suggest the negative consequences of accidental confidentiality breach
for data on mental health challenges. Such a scenario could open liability for
researchers and employees if the material is identified by participants’ employ-
ers, or if it influences workplace decisions or violates employment laws and
regulations (Dimoff & Kelloway, 2019).
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Research Implications

In this chapter, we focus on quantitative research strategies that involve clinical
psychology and that use clinical measurement tools and approaches to assess
mental health and mental illness in workplace research. This is an opportunity
for management scholars to address the importance of mental health and mental
illness at work, introducing another field of study, clinical psychology, into man-
agement research.

Misuse of tests and measurements, whether through inadequate training or
misinterpretation, can lead to harmful consequences for those being assessed in
workplace research studies with implications for workplace settings. Manage-
ment scholars who wish to conduct workplace research can focus on improving
conceptual precision with clinical measures and tools. Studies that use Expe-
rience Sampling Methodology (ESM; Gabriel et al., 2019) to gather repeated
measures of symptoms should rely on assessment tools that have been validated
for symptom monitoring. Likewise, studies that investigate more static relation-
ships, such as the impact of a major work event on long-term mental health, might
select a different tool that better captures enduring symptoms. Most importantly,
it is critical to provide strong transparency about the research methods, measures
used, and rationale for those choices in order to help readers interpret and utilize
the evidence in the studies.

Extensive training is needed to navigate measurement considerations. Inter-
disciplinary research teams could integrate both the management and the clinical
psychology perspectives. Including a “native speaker” in clinical psychology
may be of benefit in conducting new research and reviewing existing research.
There is evidence of this approach in multidisciplinary reviews (Howard et al.,
2022), but fields often operate independently (Rosado-Solomon et al., 2023). Yet
there is precedent for interdisciplinary practice, as clinical psychologists often
work side by side with psychiatrists and other medical professionals to leverage
the expertise of more than one field. Bringing together interdisciplinary research
teams of management scholars and clinical psychologists is one way to lever-
age assessment tools aiming toward best practice and ethical use. We view it as
aspirational and desirable for clinical psychologists to partner with management
researchers for shared benefit. Joining forces captures the expertise in both fields,
informing research design, execution, and results.

Conclusion

This chapter integrates clinical psychology and scholarly management perspec-
tives, differentiating mental illness from poor mental health. In describing the
assessment processes of screening, the diagnostic and symptom management
tools used by clinical psychologists, and the challenges of using clinical instru-
ments in management research, this chapter brings to light multiple implications
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for research and practice. The chapter shares a pragmatic overview of measure-
ment considerations for organizational researchers through the lens of clinical
psychology research and practice.
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