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Abstract
Social jetlag, the misalignment between the internal clock and the socially required 
timing of activities, is highly prevalent, especially in people with an evening chrono-
type and is hypothesized to be related to the link between the evening chronotype 
and major depressive disorder. Although social jetlag has been linked to depressive 
symptoms in non-clinical samples, it has never been studied in patients with major 
depressive disorder (MDD). This study aimed to study social jetlag in patients with major 
depressive disorder and healthy controls, and to further examine the link between so-
cial jetlag and depressive symptomatology. Patients with a diagnosis of MDD (n = 1084) 
and healthy controls (n=385), assessed in a clinical interview, were selected from the 
Netherlands Study of Depression and Anxiety. Social jetlag was derived from the Munich 
Chronotype Questionnaire, by calculating the absolute difference between the midsleep 
on free days and midsleep on work days. Depression severity was measured with the 
Inventory of Depressive Symptomatology. It was found that patients with MDD did not 
show more social jetlag compared to healthy controls, neither in a model without medi-
cation use (β = 0.06, 95% CI: -0.03 – 0.15, p = 0.17) nor in a model where medication use 
is accounted for. There was no direct association between the amount of social jetlag and 
depressive symptoms, neither in the full sample, nor in the patient group nor the healthy 
control group. This first study on social jetlag in a clinical sample showed no differences 
in social jetlag between patients with MDD and healthy controls. 
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Introduction
People with an evening chronotype have a preference for evening activities, a late onset 
of sleep and like to sleep in longer in the morning. Although they prefer a later timing 
of their life, society often demands an earlier timing of activities. The large differenc-
es that evening chronotypes experience in their timing of sleep during work days and 
free days leads to a sleep debt during work days and more sleep during free days, as a 
compensation (1). This difference in timing is termed social jetlag which stands for the 
misalignment between the internal clock and the socially required timing of activities 
(1). Social jetlag (SJL) is quantified as the difference between midpoint of the sleep on 
free days and the midpoint of the sleep on work days. Social jetlag is highly prevalent in 
the general population, with a peak during the end of adolescence (2). Misalignment of 
the clock is linked with obesity, an increased cardiovascular risk profile (3,4) and there is 
a relationship between social jetlag and depressive symptoms, as a previous study shows 
(5). Levandovski et al. showed a relation between social jetlag and depressive symptoms 
assessed by the Beck Depression Inventory (BDI) in an adult rural population (5,6). This 
was not replicated by De Souza et al. (2014) as they did not find a link between social 
jetlag and depressive symptoms on the BDI in adolescents (7). Sheaves et al. looked at 
students and observed no relationship between social jetlag and a higher risk for psychi-
atric symptoms, including depressive symptoms (8). A study conducted by Borisenkov et 
al. in 2015 in young adults showed that females with seasonal affective disorder, winter 
type (SAD), a sub-form of MDD, have more social jetlag compared to females without SAD. 
This was not the case in male subjects (9). Although social jetlag has not been studied 
in clinical samples, some studies have looked at late chronotype, the evening type. So-
cial jetlag is most often brought up in relation to the late chronotype since people with 
the evening chronotype show more differences in sleep timing between work- and free 
days (1). These studies linked the evening chronotype to depressive symptoms and to 
the diagnosis of major depressive disorder (10–15). As social jetlag has been suggested 
as the explanation for the mood symptoms in subjects with an evening chronotype this 
would be an interesting concept to study in a clinical sample (5,16). If there is an associ-
ation between social jetlag and depressive symptoms in patients with MDD as well, this 
might suggest an influence of the circadian misalignment on depressive symptomatolo-
gy caused by the evening chronotype.

This study investigates the relation between clinically diagnosed major depressive dis-
order and social jetlag in a large cohort study. Since the evening chronotype is typically 
found more often among patients in a current state of depression, the patient group will 
be split between patients with a current episode and patients who are remitted to test 
whether this shows differences (17). The effect of antidepressants will be studied as well. 
We hypothesize that subjects in the MDD group will experience more social jetlag than 
healthy controls and that social jetlag is associated with higher depression scores. 
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Material and methods
Population
The subjects were derived from the Netherlands Study of Depression and Anxiety (NES-
DA), an ongoing cohort study (N=2981 at baseline, age 18–65 years) including 2329 
persons with a lifetime diagnosis of a depressive and/or anxiety disorder, as well as 
652 healthy controls. Participants were recruited from the community (19%), general 
practice (54%) and secondary mental health care (27%). The research protocol was 
approved by the ethical committee of the participating universities and all the partici-
pants provided written informed consent. For a detailed description about the NESDA 
study, see Penninx et al. (18). Data from participants who participated in the 2-year 
follow-up assessments were included in this study (n = 2596). Psychopathology was 
determined using the Composite International Diagnostic Interview (CIDI) (19) at base-
line and at the 2-year follow-up. Other measures were all derived from the 2-year fol-
low-up. The subjects included in this analysis were control subjects and patients with 
a lifetime diagnosis of MDD according to the CIDI, independent of comorbid anxiety 
disorders. Patients without a depressive episode in the preceding month at the 2-year 
follow-up, but previously diagnosed with MDD, were indicated as ‘remitted’, whereas 
patients with a depressive episode in the preceding month at the 2-year follow-up were 
indicated as currently depressed. Depression severity was measured with the Inventory 
of Depressive Symptoms (Self-Rating) (IDS-SR) (20). All subjects with a group status and 
a valid value of social jetlag were used for the analyses.

Sleep timing parameters and social jetlag
Sleep timing parameters were derived from the Munich ChronoType Questionnaire 
(MCTQ) (21). SJL was calculated as the absolute difference between the midsleep on 
free days and midsleep on work days (2).

Covariates
SJL differs across age groups and differs significantly between men and women (2). To 
adjust for differences in groups based on age and sex, these were included as covariates. 
As social jetlag is the difference between work and free days, external influences on the 
internal clock should be taken into account as well (10). Therefore, the analysis included 
the presence of children in the household as well as whether subjects had a current sta-
tus of employment. Furthermore, as social jetlag is related to sleep duration the analyses 
were adjusted for average sleep duration (2). Average sleep duration was calculated by 
taking the sleep duration on work days times 5, adding the sleep duration on free days 
times 2 and dividing it by 7. To adjust for medication use, another model was tested in 
which antidepressant use and benzodiazepine use were included as covariates. Antide-
pressants used in the analysis were selective serotonin reuptake inhibitors (ATC code 
N06AB), tricyclic antidepressants (ATC code N06AA) and other antidepressants (ATC code 
N06AF and N06AX). Benzodiazepines consisted of the ATC codes N05BA, N05CF, N05CD 
and NO3AE. Both medication groups are combined as antidepressant medication use.

Chapter 3: Social jetlag and depression status: results from the Netherlands Study of Depression and Anxiety



38

Statistics
Data was prepared using SPSS version 22 syntax, analyses were done with R (22). To 
assess group differences analysis of variance (ANOVA) was used on continuous data, 
chi-square analyses on categorical data. Multiple regression with SJL as outcome vari-
able and MDD diagnosis (yes or no) as predictor, with sex, age, employment status and 
the presence of children in the household as covariates, was used to inspect the effect 
of MDD diagnosis on social jetlag. A second model included antidepressant medication 
use (antidepressants and benzodiazepines) as a covariate. An extra analysis was run 
with a sample where MDD diagnosis is split in remitted MDD and current episode of 
MDD. To investigate the association between social jetlag and depression symptoms a 
multiple regression was conducted in the full sample, the MDD group and the control 
group with IDS-SR score as outcome variable, SJL as predictor and sex, age, employment 
status and presence of children in the household as covariates. To better understand 
the differences in social jetlag, additional analyses were run to study the differences in 
sleep timing parameters. Multiple regression analysis was performed with group status 
(healthy control or MDD diagnosis) as predictor, with sex, age, employment status and 
children in the household as covariates. 

Results
Sample characteristics
Of the 2596 participants a valid psychiatric status and social jetlag could be derived 
for 1469 subjects (figure 1). The included sample had the same number of female sub-
jects (66.3% in the included sample, 65.8% in the excluded sample, p = 0.837), was 
slightly younger than the excluded sample (mean age 41.7 years versus 47.1 years in 
the excluded sample, p < 0.001) and in the included sample the percentage of patients 
with a depression diagnosis in a current state of depression was lower compared to the 
excluded sample (35% vs 58%, p < 0.001). The included sample contained 385 control 
subjects and 1084 patients with MDD. Of the MDD patients, 874 were remitted, 210 

Figure 1. Flowchart with in- and exclusion criteria

Chapter 3: Social jetlag and depression status: results from the Netherlands Study of Depression and Anxiety
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patients experienced a current depressive episode. Sample demographics were similar 
across groups, depressive patients were slightly more often female and MDD patients 
had more depressive symptoms. MDD patients in a depressive episode were less likely 
to be currently employed (table 1). Sleep timing characteristics and social jetlag be-
tween the groups are described in table 2. 

Table 1. Socio-demographic and clinical characteristics according to diagnosis group (n=1469).
 

Table 2. Sleep parameters between the different groups (n=1469). Times are shown in continuous variables, 
meaning decimals are parts of an hour.
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SJL and MDD diagnosis
Multiple regression analysis was performed to test if diagnostic group (control or MDD 
diagnosis) predicted the continuous outcome social jetlag, while controlling for sex, 
age, employment status and presence of children in the household. Interaction effects 
of sex, children in household and employment status were tested and were not signifi-
cant. Patients with MDD did not have more social jetlag (β = 0.06, 95% CI: -0.03 – 0.15, 
p = 0.17) compared to the control group (table 3, model 1). Antidepressant medication 
use was tested as an interaction term, but showed no significant interaction effect. Anti-
depressant medication use was added as a covariate, and did not affect the differences 
between the patient group and the control group regards the amount of social jetlag they 
experience (table 3, model 2). However, a statistically significant association was found 
between antidepressant use and social jetlag (β = 0.16, 95% CI: 0.06 – 0.25, p = 0.002).

Table 3. Multiple regression analyses with social jetlag as outcome and MDD diagnosis as predictor. Model 1 shows 
the relation without medication effect, model 2 shows the relation when medication is added as a covariate.

β β

–

–

– –

– –

– –

–
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As a sensitivity analysis, this procedure was repeated in a subsample consisting of only 
those subjects with a current job or children in the household (n = 1305), as these sub-
jects tend to have social jetlag. This yielded similar results, as patients with MDD did 
not show more social jetlag compared to controls (table S1).

When the sample was split based on current episode of MDD or not, patients with a 
current episode of MDD showed slightly more social jetlag (β = 0.13, 95% CI: 0.0008 – 
0.26), p = 0.049) and when different types of medication use were added as covariates, 
no groups differences were found (table S2, model 1 and 2).

Sleep timing parameters
Table S3 and S4 show the estimates and p-values for group status (full models are avail-
able upon request). Patients with MDD showed later sleep onset on both work days and 
free days (table S3) and showed later midsleep on both work and free days (table S4).
 

SJL and depression severity
Multiple regression analysis was performed to test if social jetlag predicted the con-
tinuous depression severity score (IDS-SR), while controlling for sex, age, employment 
status and presence of children in the household in the full sample, in patients with a 
lifetime MDD diagnosis and in control subjects. The regression model showed that so-
cial jetlag provided no explanation for depression severity in the full sample (β = -0.09, 
95% CI: -0.82 – 0.64, p = 0.80), nor in the MDD subsample (β = -0.33, 95% CI: -1.18 – 
0.52, p = 0.45) nor in the control subsample (β = -0.13, 95% CI: -0.81 – 0.54, p = 0.69). 
As the IDS-SR includes 4 questions related to sleep and sleep timing, a sensitivity anal-
ysis was performed to see if there was an effect of these questions on the data (23). 
Removing these questions from the total IDS-SR score yielded similar results.

Discussion
This is the first study investigating social jetlag in clinically diagnosed patients with 
MDD. It shows that patients do not experience more social jetlag compared to healthy 
controls. When antidepressant use and benzodiazepine use were added to the model, 
there were also no differences between the groups, although antidepressant medica-
tion use was significant associated with social jetlag in the model. Patients using anti-
depressant medication could form a subgroup of patients with a more severe type of 
depression. This would indicate that patients suffering from a more severe depression 
experience more social jetlag, although we could not find an association between se-
verity and the IDS-SR score. These results are not in line with an earlier study conduct-
ed by Levandovski et al. in 2011, which found a direct relation between the amount of 
social jetlag and the severity of mood symptoms in a non-clinical sample (5). As there 
was no formal depression diagnosis in this study, these subjects may have been on the 
milder end of the mood disorder spectrum. This is illustrated by the fact that depres-
sion scores in that study were also relatively low (95% of the sample had a BDI score 
below 17). We tried to replicate this finding in our study in subjects with milder symp-

Chapter 3: Social jetlag and depression status: results from the Netherlands Study of Depression and Anxiety
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toms, by studying the possibility of a relation between social jetlag and depression 
severity in our healthy controls. However, no association was found here either. This is 
in line with other studies that did not show an association between social jetlag and 
depressive symptoms in younger samples (7,8,13). 

As this is the first study analyzing a clinical rather than a community cohort study, this is 
also the first time the effect of antidepressants is specifically taken into account. When 
the use of antidepressants was added to the model, no differences between the groups 
were found, indicating the initial, small, differences found in the split sample are associ-
ated with the use of antidepressants. Although antidepressant use is not related to chro-
notype, the adverse effects of antidepressants on sleep might explain this association 
(10,24). This possible influence may also be related to the timing of medication, as anti-
depressant intake in the evening might have an excitatory effect and lead to later bed-
time, resulting in more social jetlag. As timing of medication intake was not measured in 
our sample, there was no way to study the effect of the moment of intake. Another possi-
bility might be that patients who need antidepressants are suffering from a more severe, 
or different type of, depression. In the current sample this possible difference in depres-
sion severity was not reflected in IDS score, most likely as they already are on treatment.

This cross-sectional study extends the prior studies by studying an adult sample with 
clinically diagnosed MDD, and from this we can conclude the effect of social jetlag 
on depression might not be as relevant as thought. The lack of a difference between 
healthy controls and patients with MDD, the small difference in social jetlag between 
the diagnostic states in the split sample (current episode vs. control subjects), which is 
influenced by medication use, and the finding of no association between social jetlag 
and depression severity suggests there is no direct effect of social jetlag on depressive 
symptoms, although there might still be an indirect effect of chronotype (10). A pos-
sible explanation for this effect might be the altered functioning of the internal clock 
in a current state of depression (25). Another mechanism for the later chronotype is 
an increase in sleep latency, as depressed patients tend to have a later sleep onset 
(26). When the sleep timing parameters derived from the MCTQ are studied, this is 
confirmed, as patients with MDD have a later sleep onset compared to healthy controls.

The large sample size and the well-defined clinical diagnosis of MDD are strengths of 
the current study. The fact that we were able to adjust for sociodemographic variables 
and medication use is another strength of this study. A limitation of the study is the fact 
that social jetlag is based on a self-reported questionnaire asking sleep timing data of 
the past weeks. The actual circadian misalignment remains unknown in this study. A 
possible method would be to study the daily patterns, calculating the daily circadian 
misalignment, which can easily be done using smart devices (27–29). Furthermore, as 
this is a cross-sectional analysis, nothing can be concluded on whether social jetlag has 
a predictive value in developing major depressive disorder or not. Lastly, the percent-
age of subjects in a current state of a depression was higher in the excluded sample. 
This might suggest subjects not in a current state are more likely to fill in the MCTQ, 
although the number of subjects with a depressive diagnosis excluded due to missing 
MCTQ data is small.

Chapter 3: Social jetlag and depression status: results from the Netherlands Study of Depression and Anxiety
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In conclusion, there are no differences in patients with MDD and controls when account-
ing for antidepressant use, and there is no link between social jetlag and depressive 
symptomatology, implicating the link between circadian misalignment and depressive 
symptomatology might be more complicated than initially thought.

Differences between sleep timing parameters are studied using multiple regression, 
with group status (control, remitted MDD or current episode MDD) as a predictor, with 
sex, age, employment status and children in the household as covariates.

Table S3 & S4 shows the estimates and p-values for group status. Full models are avail-
able upon request.

Supplemental material
Table S1. Multiple regression analyses with social jetlag as outcome and MDD diagnosis as predictor in the 
subsample of people with current employment and children in the household (n = 1305). Model 1 shows 
the relation without medication effect, model 2 shows the relation when medication is added as a covariate.

β β

–

– –

– –

–
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β β

– –

– –

– –

– –

–

Table S2. Multiple regression analyses with social jetlag as outcome and MDD diagnosis as predictor for the 
splitted sample. Model 1 shows the relation without medication effect, model 2 shows the relation when 
medication is added as a covariate.
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Table S3. Multiple regression model studying reported sleep timing parameters between the groups.
 

Table S4. Multiple regression model studying derived sleep timing parameters between the groups.

β β β β

– – – –

β β β β

– –

–

–
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