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MENTAL HEALTH IN WORKPLACE SETTINGS  
 Consensus paper 

 
 

Employment is a fundamental component of quality of life and wellbeing, the main 
source of income for most people, commonly a major influence on our social 
networks, and a defining feature of social status. Given the high prevalence of 
mental health problems in the general population - at any one time between one in 
five and one in six workers may be affected by mental health problems - the 
workplace needs to be able to provide a healthy environment that is supportive to all 
workers. 

There is a strong business case for tackling poor mental health at work: 
absenteeism, reduced productivity while at work and premature withdrawal from the 
labour force because of mental health problems can have a significant impact on 
European productivity and competitiveness.  

The case for action from a governmental perspective is strong: early retirement 
and exclusion from the labour force due to work-related stress and mental health 
problems, particularly depression, now account for an ever greater share of long 
term social welfare benefits, and indeed may even challenge their long term 
sustainability.  

The case for action from the employee perspective is strong: research 
demonstrates that work increases self-esteem and quality of life. Providing a healthy 
and inclusive working environment can prevent mental health problems and make it 
possible to enter and remain at work when experiencing such problems.  

 
Prevention of social exclusion and promotion of social inclusion: promoting 
labour market participation for people with mental health problems is one way of 
achieving this objective. At the same time it contributes to the EU goals of sustained 
economic growth, more and better jobs and greater social cohesion.  

 
 
1. POLICY CONTEXT 
 
One of the four priority areas of the 2005 relaunch of the Lisbon Strategy on Growth and Jobs 
has been to ‘invest in people and modernise labour markets’. More specifically, the objectives 
of the strategy include improving the skills, employability and adaptability of the workforce, as 
well as promoting the functioning of labour markets in the EU, including the greater 
participation of population groups that currently face difficulties and may be excluded from the 
labour market. Promoting and maintaining good mental health and wellbeing in the workplace 
is of key relevance to the achievement of these objectives across the European Union. 
 
This importance of mental health and wellbeing is also recognised in the Community Strategy 
on Health and Safety at Work for 2007-2012. This refers to the contribution of good health in 
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guaranteeing that quality and productivity at work can play in promoting economic growth and 
employment. It highlights the common and increasing consequences of work-related stress 
and poor mental health as reasons for work absenteeism and occupational disability. Taking 
account of projections from the WHO that psychological problems will be the principle source 
of incapacity by 2020, it advocates a change towards a more preventive culture, including 
making the promotion of mental health at the workplace a priority.  
 
The Commission White Paper "Together for Health: A strategic approach for the EU 2008-
2013" in emphasising the substantial economic costs of mental disorders, noted that the 
majority of these are due to lost productivity in the workplace. Community actions in the field 
of mental health and measures to promote the health of the workforce were announced in this 
document.   
 
In addition to the legally binding Framework Directive 89/391/EEC on occupational safety and 
health which states that “employers have a duty to ensure the safety and health of workers in 
every aspect related to the work”, there are also two policy instruments at Community level 
that are the results of European social dialogue and specifically focus on mental health at 
work. The EU-level social partners concluded these two Framework Agreements in 2004 and 
2007 to address the prevention of "work-related stress"1 and "harassment and violence at 
work"2 respectively. Together with their member organisations they committed themselves to 
implement these agreements at national level, with a view to identifying, preventing and 
managing problems of work-related stress, harassment and violence in workplaces across 
Europe. 
 
In the context of the social protection and social inclusion process, the 2007 Commission 
Communication on "Modernising social protection for greater social justice and economic 
cohesion: taking forward the active inclusion of people furthest from the labour market” 
proposes a holistic strategy that can be termed active inclusion. The aim is to break down 
barriers to the labour market, while ensuring adequate levels of social protection for those 
furthest from the labour market, including people with mental health problems. The Active 
inclusion strategy is complementary to the Flexicurity strategy which states a new perspective 
on working life which implies that new forms of flexibility and security are needed for 
individuals of all ages and companies, as well as for Member States and the EU, in order to 
achieve the Lisbon objectives of more and better jobs. 
 
 
2. RISK FACTORS AND TRENDS 
 
2.1. What do we know about prevalence and risks of poor mental health in the 
workplace? 
 
Poor mental health affects all of us. One in four European citizens can expect to experience a 
mental health problem during their lifetimes. In any one year up to 10% of the European 
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population experience some type of depressive disorder3, while psychotic disorders are much 
less common impacting on 2.6% of the population 4.  
 
Employment is beneficial to physical and mental health5 6. Maintaining good mental health in 
the workplace can also help boost business productivity and at the same time help the EU 
achieve its Lisbon agenda goals for economic growth and global competitiveness. It can also 
contribute to general population health goals through health promotion activities. The 
workplace can provide a healthy culture and environment that is psychologically supportive to 
the workforce. It also helps promote the social inclusion of people with mental health problems, 
providing an income allowing them to more fully participate in society.  
 
The challenge however is not only to address that minority of mental health directly caused by 
work, but also those caused by non work-related problems that may become visible and 
sometimes exacerbated within the working environment. Vulnerability to psychosocial stress, 
burn out and mental health problems is becoming more challenging as the nature of work in 
Europe continues to change. More individuals now work in the service sectors (where there is 
a need for high levels of potentially stressful consumer interaction) or high technology sectors 
(where it may be difficult to keep up with the pace of change).  
 
New working practices may be in place, intended to help adapt economies to the challenges 
of competing in a global marketplace. This may increase job insecurity, for instance where 
there is a possibility of outsourcing tasks to locations outside Europe. The impact of these 
structural and technological changes may be compounded by evolution of a workforce that 
reflects demographic changes in society which accommodates more women, older workers, 
new migrants and those who shift between employment sectors when skill requirements 
change.  
 
In a recent report7, the European Agency for Safety and Health at Work, highlighted some 
emerging psychosocial risk factors behind poor mental health in the workplace including: 
reduced job security and more fixed term employment contracts; work intensification – a 
higher workload often without additional reward; high emotional demands at work, including 
bullying and violence; and a poor work-life balance. Data on the quality of the working 
experience, collected as part of the Fourth European Survey on Working Conditions8, suggest 
that many of these risk factors are widespread across the EU, affecting both men and women 
(See Figure 1).  
 
In particular, more than two thirds of workers do not think their jobs will enhance their career 
prospects, nearly two thirds must work at high speed or to very tight deadlines, while more 
than 40% only receive low levels of assistance from line managers or are engaged in 
monotonous tasks. Other risk factors include a lack of control over work and lack of 
participation in decision making; poor social support at work and unclear management 
structures. While many of these issues are common across the EU, there are some 
differences between the old and the new Member States: 25% of workers in the latter are 
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fearful of losing their jobs within six months compared with just 11% in the former; moreover 
more individuals are engaged in shift and monotonous working in the new Member States. 
   
Figure 1: Working Conditions in the EU-25 by gender 

 
 
The risk of common mental health problems in workers with high job strain or poor effort-
reward balance may be as much as 80% higher than that for the working population as a 
whole. The combination of a high level of job strain and high job insecurity may increase the 
risk of depression by fourteen times compared to those who have control over active, secure 
jobs. Long working hours are associated with depression in women while sickness absence is 
positively associated with monotonous work, not learning new skills and low control over work 
and non-participation at work.  
 
2.2. What impact does work-related stress and poor mental health have on 
absenteeism? 
 
While caution should be exercised in the interpretation of data because of differences in the 
structure of social welfare systems, across Europe the levels of absenteeism, unemployment 
and long term disability claims due to work-related stress and mental health problems have 
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been increasing; in many countries they have now overtaken musculoskeletal problems as the 
leading cause of days of absence from work and withdrawal from the labour market. 
 
For example, 40% (€3.9 billion) of all long term disability benefit payments in England, 
Scotland and Wales in 2007 were due to mental and behavioural disorders9. Moreover, the 
total number of individuals claiming disability benefit for mental health problems in those 
countries is now greater than the total number of claimants for unemployment benefit. Upward 
trends in disability benefit claims can be seen elsewhere: for instance in the Netherlands 
between 1970 and 2003, there was a steady increase in the risk of workers being registered 
as disabled because of a psychological disorder; by 2003 this accounted for 35% of all 
registrations 10 . In Austria, while days of absenteeism for all causes decreased by 13% 
between 1993 and 2002, days of absenteeism due to mental health problems increased by 
56%. Common to the situation reported in other European countries, this duration of 
absenteeism increased more for women (72%) than men (37%)11.   
  
2.3. What are the links with premature retirement? 
 
Workers increasingly cite work-related stress and mental health problems as reasons for 
seeking early retirement. Premature retirement from work due to work-related stress and 
mental health problems is on the increase, as for instance indicated in Germany (Figure 2).12 
By 1996 poor mental health was the leading reason for early retirement, while by 2003 the 
average retirement age for people due to mental health problems was just 48. 
 

Figure 2: Reason for early retirement in Germany 
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Data elsewhere, e.g. from Finland and Sweden, also indicate that retirement due to mental 
health problems occurs at an earlier age than for other health problems, leading to long-term 
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reliance on disability benefits, exclusion from the workforce and the loss of positive 
advantages that employment brings. By 2005 35% of all early retirements in Sweden were 
linked to mental health problems13. In Finland, the Ministry of Social Affairs has now launched 
a programme, MASTO, which specifically aims to improve mental health and reduce 
retirement due to depressive disorders. 
 
2.4. What are the costs to business? 
 
Poor mental health has many consequences for business. Firstly, there can be substantial 
immediate productivity losses due to sickness absenteeism and early retirement. In addition, 
employers then have to incur recruitment costs necessary to obtain replacement workers. 
Where there has been a loss of highly skilled employees, companies may have to invest in 
additional time consuming training courses for replacement employees.  
 
The impacts on business go beyond absenteeism and retirement. There can also be a 
reduction in the productivity whilst at work of individuals with unsupported mental health needs. 
This is known as presenteeism. While difficult to measure, some studies suggest that its 
impact may mean that productivity losses experienced by business may be between 50% to 
500% greater than estimates of cost based on absenteeism alone.14 15  
 
People with poor mental health also have a much higher risk of developing physical health 
problems including cardiovascular disease compared to the general population, increasing 
work-related absenteeism.16 The converse is also true: absenteeism from work because of 
poor physical health can also increase the risk of poor mental health. The impacts of poor 
mental health in a workplace also go beyond individual workers: for those working in teams, ill 
health and sickness absence may lead to an increased workload and work-related stress in 
other team members.  
 
If a business is perceived to have high levels of absenteeism it can also potentially have an 
adverse impact on its reputation. This might be perceived, rightly or wrongly, by both the 
general public and potential future recruits as a signal of the low priority that a company 
places on having a healthy workforce. Potentially it might lose customers and procurement 
contracts. Within the workforce there might be a detrimental impact on morale and staff loyalty. 
The image of a business might also be adversely affected if it is not seen to have a diverse 
workforce, including people living with enduring mental health problems.  
 
2.5. What is the overall economic impact to the European economy?  
 
The total productivity related costs of mental health disorders in the EU-25 (plus Norway, 
Iceland and Switzerland) have been estimated to be €136.3 billion (2007 prices)17 . The 
majority of these productivity losses, €99.3 billion per annum, were linked to depression and 
anxiety related disorders. This is substantial: the productivity losses associated with another 
major health problem in Europe, cardiovascular disease, are much lower at €36.1 billion in the 
EU-25 18. This estimate is nonetheless conservative: it does not take into account the long 
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term impacts on career progression of periods of absenteeism, reduced educational 
opportunities and the social exclusion that people with mental health problems can experience. 
Moreover, the cost estimates for poor mental health though enormous, do not reflect all of the 
costs incurred by business: presenteeism, which is dependent on the nature of the job and 
industry, may increase business costs by between 50% and 500%.   
 
2.6. What do we know about the participation of people with enduring mental health 
problems in work? 
 
Data on the employment rates of people with enduring mental health problems remains limited 
in many European countries. The majority of countries with data report employment rates of 
between 20% and 30%; in the case of people with severe mental health problems like 
schizophrenia (the majority of whom are capable of and wish to work) employment rates can 
be much lower, circa 10%19. This may in part reflect stigma and discrimination that these 
individuals encounter in the labour market, or firms lack of ability to adjust the workplace or 
working environment to their needs, as employment rates are much lower than for people with 
severe physical disabilities20.   
 
 
3. A FRAMEWORK FOR ACTION 
 
While more evidence on the effectiveness of different approaches is still required, a range of 
measures have been shown, to differing degrees, to be effective in promoting mental 
wellbeing, preventing and managing mental health problems and helping reintegrate people 
back into work 21 22. There is also some growing evidence suggesting that the business case 
for investment in such measures can be strong with costs avoided far outweighing the cost of 
workplace programmes23 24. Critical to the success of any action is the need to consider any 
one action in isolation but to combine interventions at both the organisational level with those 
targeted at improving the mental well-being of specific individuals. Effective dialogue and 
partnership between employers, employees and their representatives can play a vital role in 
this process. Mechanisms to safeguard confidentiality for people with mental health problems 
in the place can also help encourage individuals to make use of support in the workplace 
when required. 
 
Governments may also have a vital role to play in facilitating action. Given that the benefits of 
a healthy workforce accrue to the government as well as to individual companies, providing 
support to those small and medium sized enterprises, who otherwise might find it difficult to 
deliver or fund some health promotion activities may be merited. At both a European and 
national level monitoring and enforcement of existing directives and legislation to promote 
workplace mental health and tackle also discrimination in the workplace is also critical.  
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3.1. Promotion of mental well-being at work 
 
The workplace provides an important setting in which population level health promoting 
activities and support can be delivered to individuals who inevitably are leading increasingly 
busy lives in the 24/7 economy. The objective of good physical and mental wellbeing might be 
embedded within an enterprise’s corporate social responsibility policy; being seen to actively 
promote health might in turn help enterprises recruit and retain staff in the global marketplace. 
Employers and employees, working in partnership, therefore have a critical role to play in 
helping to facilitate a healthy organisation and working environment. They can help foster a 
value based culture which promotes a positive and stimulating approach to management and 
enables employees to maximise their potential to the full. This in itself can help strengthen 
employee morale and thus promote health.  
 
Many general workplace health promotion programmes help promote both physical and 
mental wellbeing, e.g. through improved working conditions, exercise schemes (e.g. biking to 
work, exercise classes) or relaxation programmes. Other programmes aim to provide general 
health and lifestyle related advice and maybe linked to a general wellness screening 
programme (See Box 1). 
 
Box 1. Implementation of a work-based health promotion programme25  

In a controlled evaluation a multi-component health promotion programme for office based 
employees of Unilever PLC in the UK provided participants with a personalised health and well-
being report and highlighted the personal health areas in need of improvement and gave practical 
suggestions as to how to achieve the recommended changes. They also received personalised 
health, well-being, and lifestyle web portal that included articles, assessments, and interactive 
online behaviour-change programmes. Participants also received tailored emails every two weeks 
on personal wellness topics relevant to them, as well as packs of information and seminars on 
key health topics. Participants were found to have significantly reduced health risks including 
work-related stress and depression, reduced absenteeism and improved workplace performance. 
The cost of the intervention to the company was €120 per employee; these costs were more than 
outweighed by a reduction in absenteeism and improvements in workplace productivity. 

 
The way in which the workplace is organised can help promote wellbeing. This maybe through 
practical measures intended to minimise discomfort from excessive noise, poor air quality 
including exposure to chemicals, uncomfortable working temperature, poor lighting to 
ergonomic measures. It might also be through the introduction of measures to help maintain 
the work-life balance, whether this is through the provision of child-care facilities, changing 
patterns of shift working or ensuring that workers use up their annual holiday entitlements.  
   
3.2. Prevention of work-related stress and mental health problems in the workplace 
 
Preventive actions can be divided between primary measures, predominantly at the 
organisational level intended to reduce the risks of undue stress and mental health problems 
occurring in the first place and secondary measures intended to prevent further adverse 
impacts in individuals who already have these problems. Actions need to be developed and 
implemented in partnership between senior and middle management and employees; drawing 
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on employees’ on-the-job experience is a vital resource in identifying problems and solutions. 
In the longer term promoting the discussion of occupational health issues within the curriculum 
of business and management orientated degrees might also help facilitate action. 
  
The first step in developing preventive measures is to identify sources of stress within the 
workplace. These may vary considerable depending on the nature of the employment sector 
and the type of employee – e.g. managerial versus manual etc.  Tools are available to help 
organisations identify such risk factors e.g. the stress assessment checklist produced by the 
ILO26 or Open Minds: Head First - A Guide to Mental Wellbeing at BT produced by BT Group 
plc. Surveys might be undertaken to establish the baseline for risk in different workplace 
settings. This risk analysis might then be compared with available services and supports 
available, thus identifying potential gaps in what is needed.  
 
Some preventive measures focus on adapting the workplace organisational structure and 
environment to minimise the risk of undue levels of stress. For instance, they might include 
flexible working arrangements, including measures to promote work-life balance; job and or 
task redesign; better dialogue and collaboration between managers and employees or 
enhanced use of teamwork. Making the workplace more supportive and transparent, i.e. 
allowing greater participation in decision making by employees can help improve job 
satisfaction, reduce the likelihood of work-related stress developing and mitigate the impact of 
non work-related stress. Workers can be given more control over the nature of their work. 
Ensuring that there are appropriate levels of reward for efforts within the workplace and the 
possibility of job/career progression can also be preventive.  
 
Multi component awareness and stress management programmes that generally combine 
interventions to help individuals deal with work-related stress and organisational measures to 
deal with risk factors for undue levels of stress can be effective preventative measures and 
benefit business productivity (See Box 2). 
 
Box 2. The business case for risk assessment and stress management programmes 

One Belgian pharmaceutical company instigated a multi-component awareness and stress 
management programme in 1994 at a time of economic uncertainly which had fuelled a sense of 
job insecurity in its workforce. During the period of the evaluation absenteeism decreased by 
approximately 19%. If all of this reduction in absenteeism was linked to the stress management 
programme then the cost avoided by the company were more than 2.25 times greater than the 
costs of implementing the scheme27.  

In the UK the insurer, Royal and Sun Alliance, introduced a risk assessment and stress 
management programme in 2000. Evaluation indicated improved work satisfaction levels for staff 
and managers as well as reductions in anxiety, depression and long-term sickness absence. The 
programme also had significant financial benefits because of the decrease in productivity losses 
due to sickness absence generating a 3:1 return on investment28.  

 
There is a strong role in these programmes to be played be managerial staff such as line 
managers and workers’ representatives, whose skills and awareness of work-related stress 
and mental health issues can be improved. This can help develop an environment within the 
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workplace where people feel comfortable talking about mental health issues. Line managers 
and other key workers might also be trained to monitor staff so as to spot and manage with 
greater confidence the early signs of distress. Well established, but short, simple and 
inexpensive education and training programmes for managers and other workers are available. 
In addition, programmes might also involve the use of specialist trainers or facilitators whose 
aim is to improve enhance the resilience and coping skills of individuals in dealing with 
stressful situations. Other training courses might include time management, dealing with 
harassment in the workplace and enhancing assertiveness. 
 
3.3. Early detection of undue stress and mental health problems in the workplace 
 
 While the primary prevention of stress is the ideal, the early detection and support for people 
with stress and/or mental health problems, regardless of cause, has also been shown to be 
effective (See Box 3) 
 
Box 3 – The APRAND Programme29  

In France, Electricite de France and Gaz de France implemented the APRAND programme 
(Action de Prévention des Rechutes des troubles Anxieux et Dépressifs). The aim was the early 
identification of anxiety and depressive disorders by screening individuals on sick leave 
presenting to company occupational health physicians. Individuals meeting screening criteria 
were placed on a health promotion programme involving the provision of information on their 
condition and a recommendation to consult with their general practitioner, occupational physician 
or psychiatrist. Overall this group had a significantly higher rate of remission and recovery 
compared with individuals in a control group.  

 
Counselling can also be effective for employees identified as having job-related stress and 
mental health problems. The most effective approaches may focus on problem identification 
and problem solving. Counselling can, of course, also help individuals in learning how to cope 
with some of the non work related causes of stress and depression that nonetheless impact 
on work, such as problems in personal relationships or a death in the family.  
 
Another intervention that might form part of a holistic approach to approach to supporting 
people is the provision of structured cognitive behavioural therapy (CBT) over a short number 
of sessions (perhaps no more than eight) either on a face to face, telephone or computer 
basis delivered by specialists in the fields of stress and depression. One recent US study, 
reported that individuals who were identified through a workplace screening programme and 
then subsequently received CBT and medical support had significantly better mental health 
outcomes, higher rates of job retention and more hours worked (an additional two weeks) at 
twelve months compared to those individuals receiving usual care alone30. The business case 
again was strong: there was a positive return on investment to the company because of the 
avoidance of hiring and training new staff.  
 



Consensus Paper: Mental Health in Workplace Settings  13

3.4. Support for return to and reintegration into work 
 
For individuals who have been on long term sick leave, interventions to promote a more rapid 
return to work, include regular contact with company occupational physicians from early into 
any period of absence. Referring individuals to such services after two or three months rather 
than six months has been shown in some cases to substantially cut duration of absence. 
Reintegration to work may be done gradually, perhaps initially on a part time or flexi time basis 
and with job redesign or modification (See Box 4). Return to work plans should include issues 
such as disclosure in order to deal with potential stigmatisation and discrimination. 
  
Box 4 – BTs approach to reintegration into work31 

As part of a long term structured approach to mental wellbeing BT Group plc ensures that line 
managers regularly keep in touch with individuals on sick leave. A rehabilitation plan aims to help 
people back to work, initially on a reduced-hour basis. It looks at aspects of jobs that are 
particularly pressured and rearranges responsibilities. Jobs may be adjusted to reduce workload 
and there may be time off to attend therapeutic sessions. Shift patterns may be changed, allowing 
a later or earlier start to avoid rush-hour travel. The company also provides a quiet place to go to 
if individuals feel anxious or stressed. In the first five years of the scheme, mental health related 
sickness absence and premature retirement decreased by 30% and 80% respectively. Almost 
80% of people off work for more than six months with mental ill health get back to their own jobs, 
compared with 20% nationally. 

 
 
How can we integrate people with severe and/or enduring mental health problems into the 
workplace? 
 
The existence of active return– to- work policies across Europe is increasing, combining a 
range of regulatory measures and economic incentives for individuals and employers. When 
needed, these measures can be used as a support to firms who want to recruit people with 
mental health problems. Improved understanding of mental health issues is critical in 
companies and among co-workers if efforts to integrate people with mental health problems 
into the workforce are to be successful.  
 
Of course, many individuals with more enduring and often severe mental health problems are 
excluded from work altogether. Yet many are able to work and pursue careers, if properly 
supported; diagnosis is often a poor predictor of employability. Moreover work can increase 
self-esteem and quality of life. Return to work can be a key element of the recovery process. 
 
Measures taken to help people with severe mental illness return to work can be very different 
from those taken in relation to people who maintain a link to their former workplace or with the 
wider labour market. Interventions which seek to match individuals with suitable opportunities 
on the open employment market and then provide on the job support appear to be most 
successful. Although developed in the US, this approach (Individual Placement and Support – 
IPS) has recently been shown to be effective across a number of European countries 
compared to well-designed vocational services which provide opportunities for rehabilitation 
through work in sheltered settings (Box 5). It can also be cost effective: one small scale study 
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in London estimated a net gain of €3,090 per person participating due to a reduction in 
benefits paid and increased taxes collected. Higher rates of employment also have other 
benefits, such as reduced need for health care services (because of improved health), 
increased levels of social inclusion and improvements in quality of life32. 
 
Box 5 – Evaluation of a European IPS scheme33 

Individuals with severe mental health problems in six European countries were randomly 
allocated to IPS or conventional vocational rehabilitation services. Over the 18 month study 
period the average number of days working in competitive employment in the IPS group was 130 
compared with 31in the vocational service group. 55% of people in the IPS group worked at least 
one day in competitive employment compared with 28% in the vocational service group. Time 
spent in hospital in the IPS group was half that in the vocational service group.  

 
Social welfare and disability benefits intended to act as a safety net for the vulnerable may in 
fact operate as perverse incentives for individuals to leave employment or remain 
economically inactive34 . In some cases it may not be financially worthwhile for an individual to 
seek employment, whilst in other situations there is a need for more flexibility in the benefit 
system. Reform of disability benefits, as in England, where individuals can now regain their 
benefits rapidly if employment does not work out can help encourage individuals to become 
more active jobseekers. This is one element of the ‘Pathways to Work’ approach being 
implemented by the government. This scheme includes interviews with employment 
specialists to provide advice and support as part of a process of helping return individuals to 
employment. It now also includes voluntary cognitive/educational health programmes to help 
people manage their condition (Condition Management Programmes) which have reported 
good results for people with mental health problems35. Any package of measures also needs 
to include consideration on how best to enforcement anti-discrimination legislation, promote 
flexible working arrangements, provide support for employers and to help counter stigma by 
facilitating mental health awareness training for both employers and employers.  
 
3.5 How can we best improve the knowledge base? 
 
Significant gaps remain in our knowledge of what works in the workplace, and there is much 
scope at an EU level for research and exchange of information, including potential future work 
under the European Commission’s Seventh Framework Programme. In particular, further 
robust information is needed on the effectiveness of organisational interventions and their 
impact on business productivity. To date, most evaluations have focused on actions targeted 
at individuals. Other issues include looking at overcoming new innovative ways for promoting 
workplace mental health and better understanding the impact of emerging psychosocial risks 
in the workplace as well as how the impact of external causes of poor health in the workplace 
may be countered.  
 
As yet, information on the impact of reduced productivity while remaining at work 
(presenteeism) across Europe remains extremely limited; quantifying this impact and 
improving our understanding of how it is manifested and can be alleviated across different 
sectors is required.   
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It would also be helpful to improve our understanding of the extent to which people with 
mental health problems participate in the workplace and the impact of differences in social 
welfare benefits on the level of absenteeism and premature retirement seen in different 
countries. What approaches to making benefit systems more flexible have been successful in 
promoting return to work without impacting negatively on those who cannot work? 
 
Mapping the availability of services and professionals to help promote mental wellbeing in the 
workplace can help in determining whether sufficient services are available to meet needs. 
This is of particular interest in the case of small and medium size enterprises that may not 
have the resource to provide in-house health promotion programmes. Developing 
benchmarking for services and approaches across Europe might also be helpful. 
 
Potentially there is a wealth of information on effective practice in the corporate sector that 
might better be disseminated. These for instance might include umbrella group initiatives such 
as the Wellbeing in the Workplace laboratory being developed by CSR Europe. It would also 
include specific company and sector based activities. This might also help strengthen the 
business case for investment in workplace mental health promoting interventions. It is also 
important to look at whether interventions that have been successfully implemented in specific 
settings in Europe might be adapted for use elsewhere.  
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