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Executive Summary 

Study objectives 
Tender N° VT/2012/028 concerned a study service contract to establish the situation 
in EU and EEA/EFTA countries on mental health in the workplace, evaluate the scope 
and requirements of possible modifications of relevant EU Safety & Health at Work 
legislation and elaborate a guidance document to accommodate corresponding 
risks/concerns, with a view to ultimately ensure adequate protection of workers’ 
mental health from workplace related risks. On the basis of the above brief, the 
current study had three objectives: The first was to provide the European Commission 
with information on the situation in the EU and EFTA countries of mental health in the 
workplace. This required an in depth analysis of the current EU legal framework on 
workers’ health and safety protection. The second objective was to develop a range of 
scenarios, and identify the pros and cons of each with the ultimate objective of 
providing a sufficiently robust information base on which the Commission may rely in 
order to consider policy options aiming to ensure that workers are effectively 
protected from risks to their mental health arising from workplace related conditions 
and/or factors. Finally, the third objective was to develop guidance to help employers 
and workers alike fulfil their obligations, namely those explicitly provided for by 
Framework Directive 89/391/EEC, with the overarching objective of making sure that 
mental health is considered an inescapable element of any occupational safety and 
health (OSH policy) and practical measures. 
 

Mental health as a positive state of psychological well-being 
Mental health describes a level of psychological well-being or the absence of a mental 
disorder. Probably the most well-known definition of mental health is that of the World 
Health Organization (WHO) that defines mental health as a state of well-being in 
which every individual realizes his or her own potential, can cope with the normal 
stresses of life, can work productively and fruitfully, and is able to make a contribution 
to her or his community. According to WHO, "health is a state of complete physical, 
mental and social well-being and not merely the absence of disease or infirmity". The 
definition of mental health as the absence of mental health disorders is a more 
conservative one. Mental health disorders can be classified according to generally 
acknowledged classifications like DSM (Diagnostic and Statistical Manual of Mental 
Diseases) or ICD (International Classification of Disease). Cultural differences, various 
types of assessment and competing professional theories all affect how ‘mental health’ 
is defined. This report adopts a more inclusive definition of mental health and as such 
does not focus solely on (the absence of) mental health disorders but a positive state 
of psychological well-being. The focus of the report is mental health in the workplace. 
 

Mental ill health has a profound impact on individuals, organisations 
and society but awareness on the positive impact of good mental 
health also needs to be raised 
This study commenced with a review of the magnitude of mental health concerns in 
the workplace in Europe and the impact of mental ill health on individuals, 
organisations and society. The prevalence of mental ill health in the workplace, 
including poor psychological well-being is widespread across all EU/EFTA countries and 
there are indications that this will only increase due to exposure to risk factors such as 
job insecurity, work intensification and organisational restructuring. In addition, the 
impact of mental ill health is profound on individuals, organisations and society as a 
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whole. At the individual level, exposure to psychosocial risks can result not only to 
poor psychological health and well-being but also to physical problems such as 
cardiovascular disease. These problems challenge participation in the workforce and 
performance through absenteeism and presenteeism. Discrimination and social 
exclusion against those affected by mental health disorders still remain a problem 
exacerbating the situation. At the organisational level, evidence indicates that mental 
ill health and poor psychological well-being affect business performance through 
absenteeism, presenteeism, reduced job satisfaction and organisational commitment, 
a poor work climate and human error. Additional costs are incurred by businesses in 
terms of hiring and training costs as well as reduced productivity and innovation. At 
societal level, there are associated costs to national social security and benefit 
systems, national economies and challenges on healthcare systems. These trends are 
projected to continue in the future. The negative impact of poor mental health in the 
workplace is now undisputed. However, further awareness needs to be raised on the 
positive impact of good mental health on sustainability at individual, organisational 
and societal level as a means of achieving the Europe 2020 goals. 
 

A notable ‘policy evolution’ on mental health in the workplace in the 
EU but not without challenges 
The second step of the study was a policy review at EU level with a focus on both 
regulatory and voluntary policy instruments, detailing the ‘history’ of policy evolution 
in this area in the EU. This was supplemented by a gap analysis. Employment, 
including OSH, legislation as well as public health legislation address the issue by 
placing emphasis on prevention through tackling risk factors and preventing 
discrimination. However some challenges have been identified. Although, for example, 
a common legal framework in the EU exists in relation to mental health in the 
workplace through the Framework Directive 89/391/EEC which covers all types of risk 
to workers’ health, there still appears to be limited awareness of this provision both by 
employers and other key stakeholders. The situation seems to be negatively 
exacerbated further by the fact that the Framework Directive does not include specific 
terminology in relation to mental health in the workplace (for example it only refers to 
broad areas from which risk factors can arise, such as work organisation, and does not 
include terms such as work-related stress or psychosocial risk). From the review and 
gap analysis presented on regulatory and voluntary policy initiatives it can be 
observed that: a. there is lack of clarity and specificity on the terminology used; and 
b. although the different instruments/initiatives are based on related paradigms, very 
few of them provide specific guidance on managing risks in relation to mental health in 
the workplace to enable organisations (and especially small and medium-sized 
enterprises - SMEs) to implement a preventive framework of action. Several additional 
policy instruments of a non-binding nature have clarified the relevance and application 
of the Framework Directive in this area such as the framework agreement on work-
related stress. The EC guidance on risk assessment also includes useful detail in this 
area. The gap analysis conducted in this study concerned both regulation and non-
binding policies. It showed that a number of non-binding policies have been developed 
at EU level which provide specific guidance in this area while several gaps are evident 
in legislation at EU level. In light of this, it would be advisable to revisit the content of 
the Framework Directive in relation to psychosocial risks and mental health in the 
workplace to provide further clarity and harmonise terminology across other key OSH 
legislation accordingly. Two guidance documents developed through this project aim 
to partly address this issue. The review also showed that there is more scope for 
better co-ordination at EU institutional level in this area. 
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A mixed picture across member states but with several good practice 
examples 
The third step of this study was the review of policies at national level in the EU/EFTA 
countries which highlighted that legislation in this area is more specific is several 
member states with many cases of updated legislation in recent years. Specific 
legislation refers directly to psychosocial risks, work-related stress, mental health in 
the workplace, harassment and bullying. It also makes clear reference to risk 
assessment for psychosocial risks as an employer responsibility. Other initiatives such 
as strategies and campaigns as well as social partner agreements were also identified. 
In addition, we conducted a case study analysis, including interviews with key 
stakeholders, of different types of policy instruments and initiatives which showcased 
several examples of good practice that have been implemented in individual, or even 
across, member states. These have helped tremendously in clarifying the legal 
framework and employer and employee responsibilities. An example is the 
Management Standards for work-related stress in the UK that have been adapted in 
Italy. Awareness raising of these initiatives and sharing of good practices across the 
EU has only recently started to materialise to some extent and there is far more scope 
in learning from these good practices and even exploring the feasibility of promoting a 
more unified approach at EU level. To do so, existing monitoring systems in the EU 
(such as the European Working Conditions Survey by Eurofound and the European 
Survey of Enterprises on New & Emerging Risks by EU-OSHA) will have to be 
strengthened to allow better benchmarking across members states. A more co-
ordinated action plan would be beneficial at EU level, clarifying requirements (both in 
employment and public health policies) and the case for mental health promotion in 
the workplace and drawing upon good practice efforts within specific countries. In 
addition, monitoring across the EU and between and within Member States should be 
further developed by refining existing systems. A specific issue to be considered is the 
inclusion of mental health disorders in lists of occupational diseases in EU countries. 
Without effective monitoring and dedicated reporting, knowledge at the Community 
level about the rate of progress would be weak. 
 

The status quo implies questionable progress 
According to our analysis, if the status quo as concerns the policy context to mental 
health in the workplace is maintained, it is likely that a number of activities will 
continue to take place across the EU/EFTA countries in this area given the impact of 
mental ill health on individuals, organisations and society. However, there is 
uncertainty as to whether they will achieve the desired outcomes, especially since 
preventive actions still seem to be lacking across countries. Continuation of EU 
activities as currently set would not necessarily lead to an improvement of the 
situation, given the progress achieved so far, nor would it necessarily lead to greater 
awareness in relation to the vital importance of mental health in the workplace. 
Although this option would not imply any additional administrative costs, or require re-
orientation of funds from other policies, it bears the significant and undisputed cost of 
inaction. 
 

Views on the best way forward differ across countries and 
stakeholders 
To explore additional scenarios at EU level, developed through our review of policies, 
the next step in the study included the development and evaluation of several 
scenarios on policy options in relation to mental health in the workplace in the EU on 
the basis of a Delphi study including interviews and an online survey. Our analysis 
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indicates that the views of key stakeholders across countries on the various policy 
scenarios (maintaining the status quo; introducing non-binding EU initiatives; 
combining or consolidating EU Directives; providing a technical update of existing EU 
legislation; developing EU legislation in this area) differ. Overall, non-binding EU 
initiatives were most often preferred, which may reflect the view from stakeholders 
that additional legislation may be difficult to develop whilst well-designed non-binding 
measures have been shown to help improve the focus on mental health in the 
workplace in some country contexts. The scenario on ‘developing a technical update of 
existing legislation’ ranked overall second, whereas ‘combining or consolidating EU 
Directives’ ranked third.  
 
Differences across countries were as follows: ‘non-binding EU initiatives’ were on 
average most preferred in Southern Europe and UK & Ireland. Interestingly, in new 
member states this scenario shared first place with the scenario on ‘developing new 
EU legislation’. In Northern EU countries, ‘developing new EU legislation’ was the most 
preferred scenario. While Continental country respondents preferred a ‘technical 
update of existing legislation’. The differences in preference were more pronounced for 
the different stakeholder groups as compared to country clusters. Experts and 
professionals preferred ‘non-binding EU-initiatives’ the most. Employee 
representatives and policy makers in some countries (particularly labour 
inspectorates) most strongly preferred ‘developing new EU legislation’, whereas 
employer representatives most often preferred the ‘status quo’. Regarding different 
non-binding EU scenario options, the different stakeholders expressed a preference for 
further awareness raising campaigns, closely followed by developing and 
implementing national strategies on mental health in the workplace, and introducing 
management standards. 
 

The cost of inaction outweighs the cost of action 
Furthermore, we proceeded to conduct economic analysis of the different options 
which indicated the availability of very little information on the costs of implementing 
different scenarios. Although qualitatively it appears that none would incur substantial 
development costs, some, e.g. a new directive, would take considerably longer to 
develop. The costs of implementation are likely to vary considerably; and would 
depend on uptake and also on the existing infrastructure and resources in member 
states. While it is difficult to determine the actual costs of implementation, it is clear 
from our review of the evidence on the cost effectiveness of workplace health 
promotion programmes that the economic returns overall are likely to be greater than 
the costs of investment. Much of these benefits will be gained by enterprises but there 
are also benefits to health and social welfare systems and to the  
economy as a whole. It should also be noted that many of these economic analyses 
are likely to be conservative as most only look at the benefits of a reduction in 
absenteeism and/or presenteeism and do not consider other benefits to business 
including better creativity and innovation, greater staff retention, and public image of 
the company. There are also additional wider benefits to society if workplace actions 
promote better mental health as this also helps protect against the risk of physical 
health problems. In addition, these scenarios do not normally take a human rights 
perspective to the promotion of mental health which would favour further action in this 
area. 
 

SMEs, experience sharing and assessing impact 
It should also be noted that most of the schemes that have been evaluated have been 
implemented in large enterprises; regardless of any policy scenario chosen, it would 
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be important to put further emphasis on measures to support small and medium-sized 
enterprises to actively implement good practices in the workplace. There are also 
potential economic benefits to governments and insurers that can be realised if they 
support occupational health services and other workplace mental health promotion 
actions in companies that would not otherwise be able to provide these services. 
Generating further evidence base on the effectiveness of actions in the European 
context and learning from various actions implemented across Europe would be a 
good way forward. In addition, assessing the impact of different strategies on an 
ongoing basis to help inform future implementation practice is important. 
 

Further guidance 
The final steps of this project focused on the development of two guidance documents. 
The first is an interpretative document of the implementation of Council Directive 
89/391/EEC in relation to mental health in the workplace. This interpretative 
document aims to reiterate, in particular to employers and anyone with relevant 
responsibilities in organisations, the formal requirements of Council Directive 
89/391/EEC as regards mental health in the workplace. The second is a guidance 
document on how to implement a comprehensive approach for the promotion of 
mental health in the workplace. It is hoped that these two documents will clarify legal 
requirements and good practice in this area further for employers and other key 
stakeholders in Europe. 
 

Key recommendations 
 Revisit the content (coverage and terminology) of Council Directive 89/391/EEC to 
include clear reference to psychosocial risks and mental health in the workplace.  

 Promote the interpretative document of Council Directive 89/391/EEC to clarify legal 
requirements for employers and other key stakeholders in Europe. 

 Promote the guidance document on how to implement a comprehensive approach 
for the promotion of mental health in the workplace. 

 Harmonise coverage and terminology in relation to psychosocial risks and mental 
health in the workplace across all key pieces of OSH legislation. 

 Consider the inclusion of mental health disorders in the list of occupational diseases 
at EU level. 

 Continue to promote both regulatory and non-binding initiatives to raise awareness 
and promote good practice. 

 Co-ordinate action at EU institutional level in this area to achieve maximum impact. 

 Raise awareness on the positive impact of good mental health and its association 
with sustainability as a means of achieving the Europe 2020 goals. 

 Strengthen existing monitoring systems in the EU (such as the European Working 
Conditions Survey by Eurofound and the European Survey of Enterprises on New & 
Emerging Risks by EU-OSHA) to allow better monitoring and benchmarking across 
members states. 

 Publicise lessons learnt from good practices implemented in member states to 
motivate action across the EU. 

 Place further emphasis on measures to support small and medium-sized enterprises 
to actively implement good practices in the workplace. 
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1. Aim and objectives 
Tender N° VT/2012/028 concerned a “study service contract to establish the situation 
in EU and EEA/EFTA countries on Mental Health in the Workplace, evaluate the scope 
and requirements of possible modifications of relevant EU Safety & Health at Work 
legislation and elaborate a guidance document to accommodate corresponding 
risks/concerns, with a view to ultimately ensure adequate protection of workers’ 
mental health from workplace related risks”. On the basis of the above brief, the 
current study had three objectives: 
 The first was to provide the European Commission with information on the situation 
in the EU and EFTA countries of mental health in the workplace. This required an in 
depth analysis of the current EU legal framework on workers’ health and safety 
protection. 

 The second objective was to develop a range of scenarios, and identify the pros and 
cons of each with the ultimate objective of providing a sufficiently robust 
information base on which the Commission may rely in order to consider policy 
options aiming to ensure that workers are effectively protected from risks to their 
mental health arising from workplace related conditions and/or factors. 

 Finally, the third objective was to develop a guidance document to help employers 
and workers alike fulfil their obligations, namely those explicitly provided for by 
Framework Directive 89/391/EEC, with the overarching objective of making sure 
that mental health is considered an inescapable element of any occupational safety 
and health (OSH) policy and practical measures.  

The study addresses the situation across the EU, in individual EU Member States and 
countries which form part of the European Economic Area. This report will first present 
a summary of the evidence in relation to mental health in the workplace across 
European countries. It will then proceed to present an analysis of the relevant policy 
framework, identifying current gaps that need to be addressed. A series of case study 
analyses will then be used to identify scenarios for the future of EU mental health 
policy. These scenarios will be evaluated on the basis of a cost-benefit analysis and 
recommendations on the way forward will be offered. Finally, the report will detail the 
development of the Guidance document foreseen by the Commission as well as an 
interpretative document of Framework Directive 89/391/EEC in relation to this area. It 
is hoped that these two documents will help advance good practice in promoting 
mental health in the workplace and preventing associated risks in European 
workplaces. 
 
 
 
 

2. Mental health in the workplace 

2.1 What is mental health and psychological well-being? 
Mental health describes a level of psychological well-being or the absence of a mental 
disorder. Probably the most well-known definition of mental health is that of the World 
Health Organization (WHO) that defines mental health as a state of well-being in 
which every individual realizes his or her own potential, can cope with the normal 
stresses of life, can work productively and fruitfully, and is able to make a contribution 
to her or his community. According to WHO (1948), "health is a state of complete 
physical, mental and social well-being and not merely the absence of disease or 
infirmity". The definition of mental health as the absence of mental health disorders is 
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a more conservative one. Mental health disorders can be classified according to 
generally acknowledged classifications like DSM (Diagnostic and Statistical Manual of 
Mental Diseases) or ICD (International Classification of Disease). Cultural differences, 
various types of assessment and competing professional theories all affect how 
‘mental health’ is defined. This report adopts a more inclusive definition of mental 
health and as such will not focus solely on (the absence of) mental health disorders 
but a positive state of psychological well-being.  
 
This approach underlines the need to address mental health in its totality by 
recognising interrelationships among risks to mental health, sub-threshold conditions 
of poor psychological health and well-being (such as stress) that may not have yet 
resulted in a diagnosed mental health disorder but may severely affect their 
expression, and diagnosed mental health disorders. According to this perspective, 
efforts to tackle mental ill health should not focus on particular problems in isolation, 
such as depression for example, but should seek to put in place policies and practices 
that will tackle a wider range of risk factors to mental health by appropriate 
interventions. These should prioritise prevention and tackling problems at source while 
also developing awareness and facilitating treatment. This report and associated 
guidance documents will discuss how this comprehensive approach can be applied 
with reference to mental health in the workplace. 
 
 
 

2.2 Prevalence of mental health problems 
Starting with existing evidence on mental health disorders in particular, evidence from 
the WHO suggests that nearly half of the world’s population is affected by mental 
illness with an impact on their self-esteem, relationships and ability to function in 
everyday life. While the Mental Health Foundation (2007) states that mental health 
problems directly affect about a quarter of the population in any one year. 
 
A systematic review of studies considering prevalence of mental disorders in the EU-
27, Switzerland, Iceland and Norway was conducted by Wittchen et al. (2012). The 
authors suggest that approximately 38.2% of the EU population suffer from a mental 
disorder each year. The most frequent disorders are anxiety disorders (14%), 
insomnia (7%), major depression (6.9%), somatoform (6.3%), alcohol and drug 
dependence (>4%), ADHD (5%) in the young, and dementia (1–30%, depending on 
age). Depression was found to be the most disabling condition. Only a small 
percentage of people experience more severe mental illnesses such as schizophrenia. 
In fact, depression and anxiety are termed by many as ‘common mental disorders’. No 
substantial country variations have been identified in the prevalence of mental 
disorders (Wittchen et al., 2011). 
 
People with a severe mental disorder are too often far away from the labour market, 
and need help to find sustainable employment (OECD, 2012). The majority of people 
living with a common mental disorder are employed but many are at greater risk of 
job loss and permanent labour market exclusion than colleagues without these 
problems. This has worsened in the recent economic climate. Evans-Lacko et al. 
(2013) found that the gap in unemployment rates for individuals in Europe with and 
without mental health problems, significantly increased after the onset of the 
economic recession. This gap was especially pronounced for males, and individuals 
with low levels of education.  
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The estimates for the proportion of the workforce in Europe that may be living with a 
mental health problem at any one time range from one in five (OECD, 2012) to two in 
five (Wittchen et al., 2011), with a lifetime risk of at least two in five (OECD, 2012). In 
the EU-27 it was found that 15% of citizens had sought help for a psychological or 
emotional problem, with 72% having taken antidepressants (European Commission, 
2010).  
 
The shares of sickness absence and early retirement for mental health problems have 
increased across Europe over the past few decades. The Eurobarometer (EC, 2010a) 
presents EU wide statistics on positive and negative feelings more closely reflecting 
mental well-being. It shows that mental ill-health impacts on sickness absence and 
indicates that in 2010, EU citizens felt less positive and more negative than they were 
in 2005/2006. Figure 1 provides one illustrative example of this in Germany where 
days absent from work due to mental health problems continued to rise at a sharp 
rate over the period 1997 to 2012 in contrast to largely stable rates of absence for all 
other causes of sickness absence. 
 
Figure 1: An illustration of trends in sickness absence for poor mental health versus all 
other causes of sickness absence for the DAK sickness fund in Germany 
 

 
 
The increase is thought to be due to reduced social stigma and discrimination against 
people with mental illness leading to greater recognition of previously hidden 
problems, rather than a true increase in prevalence (OECD, 2012; Wittchen et al., 
2011). However mental health problems are still considered relatively unrecognized, 
underdiagnosed and untreated (OECD, 2012). 
 
As previously underlined, this report takes a more holistic perspective of mental health 
and considers psychological well-being and not only mental health disorders. This 
means that attention has to also be paid to sub-threshold conditions of poor 
psychological health and well-being that may not have yet resulted in a diagnosed 
mental health disorder. For example, issues such as stress are particularly important 
in these considerations since there is abundant evidence that prolonged exposure to 



 
Employment, Social Affairs & Inclusion 

Evaluation of policy and practice to promote mental health in the 
workplace in Europe 

Final Report  
 
 

November 2014  15 
 

unmanageable pressure can result to stress that might, in turn, result in several more 
severe mental health problems (WHO, 2010). In line with this evidence, the OECD 
(2012) stresses that while challenges in helping to reintegrate people with severe 
mental health problems are one important focus of attention, there is a strong 
argument for more policy emphasis to be placed on addressing common mental 
disorders and sub-threshold conditions with more emphasis on preventive rather than 
just reactive strategies. The workplace is ideal for such preventive actions to be put in 
place since individuals spend at least one third of their time at work. 
 
One of the key states of sub-optimal mental health that can have severe 
consequences is work-related stress. Work-related stress is the response people may 
have when presented with work demands and pressures that are not matched to their 
knowledge and abilities and which challenge their ability to cope (WHO, 2003a). The 
European Commission (2002) defined stress as the pattern of emotional, cognitive, 
behavioural and physiological reactions to adverse and noxious aspects of work 
content, work organisation and work environment. In the framework agreement on 
work-related stress (2004), stress is defined as a state, which is accompanied by 
physical, psychological or social complaints or dysfunctions and which results from 
individuals feeling unable to bridge a gap with the requirements or expectations placed 
on them.  According to the Fourth European Working Conditions survey, carried out in 
2005, out of those workers who report that work affects their health, 20% of workers 
from the first 15 EU member states and 30% from the 12 new member states 
believed that their health is at risk because of work-related stress (Eurofound, 2007). 
The 2005 survey results indicated a reduction in stress levels reported for overall EU-
27 figures; however the reduction in reporting exposure to stress occurred mainly in 
some of the EU-15 countries, while new member states still reported high levels of 
exposure – more than 30% (EU-OSHA, 2009). 
 
At the national level, 1.2 million workers in Austria, for example, report suffering from 
work-related stress associated with time pressure. In Denmark, 8% of employees 
report being ‘often’ emotionally exhausted. In Germany, 98% of works councils 
claimed that stress and pressure of work had increased in recent years and 85% cited 
longer working hours. In Spain, 32% of workers described their work as stressful 
(Koukoulaki, 2004). In 2003, three out of five employees stated that they were 
frequently confronted with urgent situations and were more often than before required 
to interrupt one task to perform another leading to increased pressure and work-
related stress (Eurofound, 2007). The European Agency for Occupational Safety and 
Health (2009) reports that there were significant differences in stress prevalence 
across Europe. The highest levels of stress were reported in Greece (55%), and in 
Slovenia (38%), Sweden (38%), and Latvia (37%), and the lowest levels were noted 
in the United Kingdom (12%), Germany, Ireland, and the Netherlands (16%) as well 
as in the Czech Republic (17%), France and Bulgaria (18%).  
 
Looking more specifically at data from the UK as an example, the 2009 Psychosocial 
Working Conditions survey indicated that around 16.7% of all working individuals 
thought their job was very or extremely stressful (Packham & Webster, 2009). 
According to the 2008/09 Labour Force Survey, an estimated 415,000 individuals 
believed that they were experiencing work-related stress at a level that was making 
them ill, (HSE, 2010). The latest estimates from the Labour Force Survey show that 
the prevalence of stress in 2011/12 was 428,000 cases (40%) out of a total of 
1,073,000 cases for all work-related illnesses. The industries that reported the highest 
rates of total cases of work-related stress (three-year average) were human health 
and social work, education, public administration and defence. The occupations that 
reported the highest prevalence rates of work-related stress (three-year average) 
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were health professionals (in particular nurses), teaching and educational 
professionals and caring personal services (in particular welfare and housing associate 
professionals). The main work activities attributed by respondents as causing their 
work-related stress, or making it worse, were work pressure, lack of managerial 
support and work related violence and bullying (HSE, 2013). In addition, in 2011/12 
there was an estimated incidence of 86,000 male and 135,000 female cases of work-
related stress based on the Labour Force Survey. This compares to an estimated 
prevalence of 175,000 cases of work related stress amongst males and 253 000 cases 
of work related stress amongst females (HSE, 2013). 
 
 

2.3 Mental health in the workplace 

2.3.1 Determinants of mental health in the workplace 
It is generally accepted that ‘work is good for you’, contributing to personal fulfilment 
and financial and social prosperity (Cox et al., 2004; Waddell & Burton, 2006). There 
are economic, social and moral arguments that, for those able to work, ‘work is the 
best form of welfare’ (Deacon, 1997; King & Wickam-Jones 1999; Mead, 1997) and is 
the most effective way to improve the well-being of these individuals, their families 
and their communities. Moreover, for people who have experienced poor mental 
health, maintaining or returning to employment can also be a vital element in the 
recovery process, helping to build self-esteem, confidence and social inclusion 
(Perkins, Farmer, & Litchfield 2009). A better working environment can help improve 
employment rates of people who develop mental health problems. Not doing this puts 
additional costs on governments who have to provide social welfare support for people 
who would prefer to be in employment. 
 
Figure 2: Retirement event associated with improvement in fatigue and depressive 
symptoms (GAZEL study) 
 

 
Source: Westerlund et al. (2010) 
 
There is also growing awareness that (long-term) worklessness is harmful to physical 
and mental health, so it could be assumed the opposite must be true – that work is 
beneficial for health. However, that does not necessarily follow (Waddell & Burton, 
2006). Work is generally good for your health and well-being, provided you have ‘a 
good job’ (Langenhan, Leka & Jain, 2013; Waddell & Burton, 2006). Good jobs are 
obviously better than bad jobs, but bad jobs might be either less beneficial or even 
harmful. In fact, a recent study by Westerlund et al. (2010) shows an improvement in 
fatigue and depressive symptoms associated with the retirement event, especially for 
those exposed to the worst work environment (Figure 2). 
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A substantial body of evidence is now available on work-related risks that can 
negatively affect both mental and physical health with an associated negative effect 
on business performance and society (WHO, 2008). Although risks in the physical 
work environment can have a direct negative effect on mental health, that is 
accentuated by their interaction with risks in the psychosocial work environment. In 
addition, psychosocial hazards (also often termed work organisation characteristics or 
organisational stressors) have been shown to pose significant risk and have a negative 
impact on mental health, mainly through the experience of work-related stress (WHO, 
2008, 2010). These hazards (see Table 1) are closely associated with the changing 
nature of work. 
 
Table 1: Psychosocial hazards in the workplace 
 
Job content Lack of variety or short work cycles, fragmented or 

meaningless work, under use of skills, high uncertainty, 
continuous exposure to people through work 

Workload  & work pace Work overload or under load, machine pacing, high 
levels of time pressure, continually subject to deadlines 

Work schedule Shift working, night shifts, inflexible work schedules, 
unpredictable hours, long or unsociable hours 

Control Low participation in decision making, lack of control over 
workload, pacing, shift working, etc.  

Environment & 
equipment 

Inadequate equipment availability, suitability or 
maintenance; poor environmental conditions such as 
lack of space, poor lighting, excessive noise 

Organisational culture & 
function 

Poor communication, low levels of support for problem 
solving and personal development, lack of definition of, 
or agreement on, organisational objectives 

Interpersonal 
relationships at work 

Social or physical isolation, poor relationships with 
superiors, interpersonal conflict, lack of social support, 
violence, harassment, bullying 

Role in organisation Role ambiguity, role conflict, and responsibility for 
people 

Career development Career stagnation and uncertainty, under promotion or 
over promotion, poor pay, job insecurity, low social 
value to work 

Home-work interface Conflicting demands of work and home, low support at 
home, dual career problems 

Source: WHO, 2008 
 
Due to globalisation and migration of workers, technological changes and a shift in the 
labour market towards more knowledge and service work, increased demands in 
terms of tight deadlines, increased work complexity and mental load, and an increase 
in violence and harassment have become more prevalent (e.g. Houtman et al., 2008; 
McDaid, 2008; McDaid & Park, 2014). Ongoing globalisation, a term which refers to 
the integration of national and regional economies, has led to increased competition 
between commercial organisations, to a shift in the type of business operations in 
which those companies are engaged, and to extensive outsourcing of activities, 
primarily to low-wage countries. Flanagan (2006) examined the effects of globalisation 
on working conditions (hours, remuneration and safety) and supports that it is 
possible to contend that globalisation has led to a flexibilization of the work process, 
with more part-time employment, temporary employment and independent 
contracting of staff (as reported by EU-OSHA, 2007; Kawachi, 2008). Houtman and 
Van den Bossche (2010) confirmed that based on Eurostat data there had indeed been 
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a significant increase in the number of employees holding temporary contracts within 
the EU. In 1990, the figure for the European average was 10% which by 2009 had 
risen to 14% of the total workforce. It may be that restructuring processes may have 
been partly a cause of this.  
 
Restructuring itself has been on the increase due to the economic crisis since 
2007/2008. This development results in higher levels of job insecurity in 
organisations, leaving a lot of people unemployed. However, restructuring cannot only 
be considered a serious threat to individual health for those who lose their job (the 
‘direct victims’) but also to their immediate environment (e.g. Kieselbach et al., 2009). 
In addition, evidence during the past two decades showcases the impact of 
restructuring on the so-called ‘survivors’ as concerns health, well-being, productivity, 
and organisational commitment. For the survivors, continuing fears over job security 
and downsizing in both the public and private sectors remain important risk factors for 
work-related stress and mental health problems (Campbell, Worral, & Cooper, 2000; 
Cheng et al., 2005).  
 
In November 2012 almost 26 million people were unemployed in the EU, 18 million of 
whom were from EU-17 countries. Compared with 2011, the unemployment rates 
increased in 18 member states. The surge of unemployment creates tension and 
negatively impacts public perceptions for social welfare, job security, and financial 
stability. Increased job insecurity reflects the fear of job loss or the loss of the benefits 
associated with the job (e.g. health insurance benefits, salary reductions, not being 
promoted, changes in workload or work schedule). It is one of the major 
consequences of today’s turbulent economies and is common across occupations, and 
both private and public sector employees (Ferrie et al., 2001; Sverke et al., 2002). 
One recent meta-analysis using data from more than 42 studies covering 20 million 
people suggests that the risks of premature mortality are greatest in the first ten 
years of unemployment, in men and in younger people (Roelfs et al., 2011). These 
results are also supported by a meta-analysis showing a link between long term 
unemployment and suicide, particularly in men (Milner et al., 2013). 
 
Increased unemployment has given rise to different forms of flexible and temporary 
employment, also through the introduction of relevant policies such as flexicurity. 
Flexicurity is an integrated strategy for enhancing flexibility and security in the labour 
market. It attempts to reconcile employers' need for a flexible workforce with workers' 
need for security (EC, 2007). However, several studies have warned of the possible 
negative outcomes of new types of work arrangements, highlighting that they could be 
as dangerous as unemployment for workers’ health (Benach & Muntaner, 2007). 
 
A second key development is the tertiarisation of the labour market, manifested in 
increased demand for staff in the services sector and reduced employment opportunity 
in industry and agriculture. In fact, this development became apparent in the early 
years of the twentieth century but in recent decades may well have been reinforced by 
globalisation, since the outsourcing of manual labour to low-wage countries left only, 
or predominantly, the service economy elsewhere. This labour market shift can be 
seen at both the national and the European level (EU-OSHA, 2007; Peña-Casas & 
Pochet, 2009). 
 
The third key development relates to technological advancement and the emergence 
of the computer and the internet, which has led to many changes and innovations in 
work processes. Many forms of manual work have become obsolete and staff must 
now offer different skills and qualifications (Joling & Kraan, 2008). Moreover, we have 
seen the introduction of ‘new work’, a term which amongst others refers to telework, 
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i.e. working from home or a location other than the traditional office. This results in 
blurring the border line between ‘working’ and ‘private’ life.  
 
All the changes outlined above have been accompanied by the prevalence of new and 
emerging types of risk to workers’ health and safety (EU-OSHA, 2010) and perhaps 
the most widely acknowledged of these new challenges are psychosocial risks (EU-
OSHA 2007; NIOSH, 2002), also commonly referred to as organisational stressors or 
work organisation characteristics, which are linked to such workplace problems as 
work-related stress, workplace violence and harassment (Cox, 1993; WHO, 2003a). 
 
In particular, many of these risks to mental health are increasing or are becoming 
more prominent for a larger group of the EU-workforce. Data from the European 
Working Conditions Survey (EWCS) confirm that the work of many European 
employees is getting more intensive, while control or choice at work is stable or 
slightly declines and learning opportunities at work decline (Figure 3). Greenan, 
Kalugina and Walkowiak (2013) also found evidence of a decreasing average trend in 
the quality of working life in the EU-15 over 1995-2005: physical strain increased, 
whereas at the same time technical and customer constraints became more intense. 
 
Figure 3: Trends in work intensification, control and learning opportunities in EU-15 
(% workers) 

 
 
Source: EWCS (2005) 
 
In addition, the fifth European Working Conditions survey in 2010 showed that in EU-
27 countries, 4.1% of all respondents (3.9% of men and 4.4% of women) had been 
subjected to bullying or harassment at work in the past year. There was a wide 
variation between countries; the highest prevalence of bullying or harassment was 
found in France, Belgium, Austria and Finland. National studies on the prevalence of 
bullying and harassment can also be found in many European countries (for an 
overview see Zapf et al., 2010). In the same study, in total 5% (5.1% of women, 
4.9% of men) of the respondents reported having been subjected to threats and 
humiliating behaviour at work in the last month. In many countries, women were 
more often subjected to threats and humiliating behaviour at work than men. For 
example, in Norway 10% of female and 5.9% of male respondents reported that they 
had been subjected to threats and humiliating behaviour at work in the last month. 
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The same situation was seen also e.g. in Denmark, Estonia, Finland, Latvia, and the 
Netherlands.  
 
In recent decades an increasing diversification of the workforce can also be observed, 
due to significant changes in employment patterns (Kompier, 2006; Zahm, 2000), 
increased worker mobility (EU-OSHA, 2007) the increase of active participation of 
women in the paid workforce, growing use of migrant workers and the ageing 
workforce (Leka et al., 2008). Pronounced gender differences in employment patterns 
can be observed, the result of a highly segregated labour market based on gender 
(Burchell, Fagan, O'Brien, & Smith, 2007; Fagan & Burchell, 2002; Vogel, 2003). 
Gender segregation refers to the pattern in which one gender is under-represented in 
some jobs and over-represented in others, relative to their percentage share of total 
employment (Fagan & Burchell, 2002). A growing body of evidence indicates that a 
high level of gender segregation is a persistent feature of the employment structure 
globally (Anker, 1998; Burchell, et al., 2007; Fagan & Burchell, 2002; Kauppinen & 
Kandolin, 1998; Rubery & Fagan, 1993; Rubery, Smith, & Fagan, 1999).  
 
Broadly speaking, women’s jobs typically involve caring, nurturing and service 
activities for people, whilst men tend to be concentrated in management and the 
manual and technical jobs associated with machinery or physical products (EU-OSHA, 
2002). Research also suggests that the lower levels of women in high powered 
positions in companies may also be partly due to their greater aversion to competition 
compared to men. Overtly competitive workplaces not only can be a factor in stress 
and poor mental well-being at work, but they may also discourage participation by 
women. Ultimately this decreases the chances of women succeeding in competition for 
promotions and more lucrative jobs (Niederle & Vesterlund, 2007). 
 
Consequently, because men and women are differently concentrated in certain 
occupations and sectors, with different aspects of job content and its associated tasks, 
they are exposed to a different taxonomy of work-related risks (Burchell, et al., 2007; 
EU-OSHA, 2002; Fagan & Burchell, 2002). For example, women are more frequently 
exposed to emotionally demanding work, and to work in low-status occupations with 
often restricted autonomy, as compared to men (EU-OSHA, 2002). This differential 
exposure can result in differential impacts on occupational ill health for men and 
women (EU-OSHA, 2002). For example, evidence suggests that men are three times 
more likely than women to have serious accidents at work (EUROSTAT, 1999); whilst 
women are more likely to report work-related upper limb disorders, work-related 
stress, infectious diseases and skin problems (EU-OSHA, 2002). Women do not freely 
accept lower paid less high-powered jobs in order to have more flexibility in 
responsibilities at home; one recent survey of more than 17,000 workers in 17 high 
income countries found that women had less control than men over hours or work and 
opportunities for promotion. They also reported higher levels of stress and exhaustion 
at work than men.  The greater number of women in a profession, the lower these 
differentials are (Stier & Yaish, 2014).  
 
Migration of workers from developing countries to developed countries or from poorer 
to more affluent developed countries is also increasing. In general, migrant workers 
tend to be employed in high risk sectors, receive little work-related training and 
information, face language and cultural barriers, lack protection under the destination 
country’s labour laws and experience difficulties in adequately accessing and using 
health services. Common stressors include being away from friends and family, rigid 
work demands, unpredictable work and having to put up with existing conditions 
(Magana & Hovey, 2003). In addition, ethnic minority migrants have been found to 
have different conditions in comparison to white migrants, and to report lower levels 
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of psychosocial well-being (Shields & Price, 2003). Women migrants represent nearly 
half of the total migrants in the world and their proportion is growing. They often work 
as domestic workers or caregivers while men often work as agricultural or construction 
workers (ILO, 2010a). 
 
In industrialised nations, population ageing has been a prevalent trend in the past 
decades (Ilmarinen, 1999, 2006). The way work is designed and organised has 
changed substantially with a growth in contingent or ‘precarious’ work and an increase 
in part-time work, home-based work, telework, multiple job-holding and unpaid 
overtime. These changes might make it increasingly difficult for older workers to gain 
or maintain employment, and such employment may entail inferior and unhealthy 
working conditions. These recent changes in work design and management have also 
been accompanied by changes in worker protection; for example, a decline in union 
density and collective bargaining, some erosion in workers’ compensation and public 
health infrastructure and cutbacks in both disability and unemployment benefits – 
again contexts which are unlikely to favour vulnerable workers, such as older workers 
(Quinlan, 2004). As such older workers may be affected by increased exposure to 
certain psychosocial hazards; decreased opportunities to gain new knowledge and 
develop new skills; less support from supervisors, and discrimination in terms of 
selection, career development, learning opportunities and redundancy (Chui, Chan, 
Snape & Redman, 2001; Griffiths, 1997; Maurer, 2001; Molinie, 2003). 
 

2.3.2 The impact of poor mental health in the workplace 
 
Impact on individuals 
 
A number of large-scale studies of stress have been conducted in Europe with the data 
suggesting that, overall, stress accounts for up to 30% of all work-related illness (Hoel 
et al., 2001). The prevalence of work-related stress presents a significant burden on 
the workforce of developed countries, and the incidence appears to be steadily 
increasing over time (Eurofound 2007).  
 
To date there have been several reviews studying the relations between psychosocial 
factors at work and major depression, as well as with less severe common mental 
disorders (e.g. Bonde, 2008; Kuoppala, Laaminpää, & Vaino, 2008; Netterstrom et al., 
2008). They conclude that psychosocial factors in the workplace, including mental 
workload, are related to an elevated risk of subsequent depressive symptoms or a 
major depressive episode. The large majority of results from more than a dozen 
prospective investigations confirm elevated risks of depression amongst employees 
experiencing work-related stress, and odds ratios vary between 1.2 and 4.6, 
depending on type of measure, gender and occupational group under study (e.g. 
Bonde, 2008; Ndjaboué, Brisson, & Vézina, 2012). 
 
For example, in the Whitehall II study, a longitudinal study conducted in the UK 
(Stansfeld, et al., 1999) demands at work were found to increase the risk of 
psychiatric disorders, whilst social support and high decision authority decreased the 
relative risk. Additionally, high efforts and low rewards were associated with increased 
risk of psychiatric morbidity. This also held true on the association with poor health 
functioning in the Whitehall II study (Kuper et al., 2002a; Kivimaki et al., 2007; 
Stansfeld et al., 1998).  
 
Other recent reviews indicate that psychosocial risks that may cause mental health 
problems, are also systematically and causally related to other kinds of health 
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outcomes such as physical health problems (e.g. Briggs et al., 2009; Da Costa & 
Viera, 2009) as well as cardiovascular morbidity and mortality (e.g. Kivimaki et al., 
2012) and  diabetes (De Hert et al., 2011). For example, Rosengren and colleagues 
from the INTERHEART study (2004) examined the association of psychosocial risk 
factors with risk of acute myocardial infarction in 24,767 participants from 52 
countries. A case-control design was used with 11,119 patients with a first myocardial 
infarction and 13,648 age-matched (up to 5 years older or younger) and sex-matched 
controls from 262 centres in Asia, Europe, the Middle East, Africa, Australia, and North 
and South America. Data for demographic factors, education, income, and 
cardiovascular risk factors were obtained by standardised approaches. Stress was 
assessed by four simple questions about stress at work and at home, financial stress, 
and major life events in the past year. Additional questions assessed locus of control 
and presence of depression. Findings indicated that people with myocardial infarction 
(cases) reported higher prevalence of all four stress factors. Overall, concerning 
cardiovascular disease, the majority of at least 30 reports derived from prospective 
studies document elevated odds ratios of fatal or non-fatal cardiovascular (mostly 
coronary) events amongst those reporting job strain, effort-reward imbalance or 
organisational injustice (Tsutsumi & Kawakami, 2004; Eller et al., 2009; Kivimäki et 
al., 2007, 2012;  Marmot, Siegrist, & Theorell, 2006). Overall, risks are at least 50% 
higher amongst those suffering from stress at work compared to those who are not. 
 
A review by WHO (2010) outlines studies across world regions detailing the 
detrimental impact of psychosocial hazards on workers’ physical, mental and social 
health. This can also increase the risks of further work absenteeism, as noted in 
several reviews (e.g. Allebeck & Mastekaasa, 2004; Dekkers-Sanchez et al., 2008; 
Duijts et al., 2007). 
 
It has been calculated that each case of stress-related ill health leads to an average of 
30.9 working days lost (Mental Health Foundation, 2007). Employment rates are 
significantly reduced in case of presence of a mental disorder: employment rates in 
people with common mental disorders are 60-70%, compared with 45-55% for those 
with severe mental disorders but more than 70% for people with no mental disorder 
(Matrix, 2013). Data suggests that people with mental health problems can find jobs 
as easily as the general population, but are unable to keep their jobs, 55% make 
unsuccessful attempts to return to work, and of those who return, 68% have less 
responsibility, work fewer hours and are paid less than before (Mental Health 
Foundation, 2007; OECD, 2012). McIntyre et al. (2011) and the OECD (2012) 
conclude that the annual income of individuals affected by depression is reduced by 
approximately 10% compared with unaffected employees.  
 
The ILO has acknowledged that psychosocial hazards can cause an occupational 
disease, i.e. mental and behavioural disorders. However, mental health disorders like 
depression are not generally acknowledged as an occupational disease in lists of 
occupational diseases in most countries (EC, 2013).  
 
Impact on organisations 
 
Studies have shown the direct and indirect effect of a poor psychosocial work 
environment on absenteeism, productivity, job satisfaction and intention to quit (see 
for example, Kivimaki et al., 2003; Michie, 2002; Spurgeon, Harrington & Cooper, 
1997; Vahtera, Pentti & Kivimaki, 2004; van den Berg et al., 2009). In addition, a 
reduction in physical and psychological health through the experience of stress can 
cause suboptimal performance that may lead to accidents and to other quality 
problems and reduced productivity, thereby augmenting operational risks (e.g. Barling 
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et al., 2002, 2003; Bjerkan, 2010; Nahrgang et al., 2011; Rundmo, 1992, 1995; 
Vinnem et al., 2010). 
 
A mentally unhealthy workforce has adverse economic consequences for business. In 
some countries employers will be directly responsible for paying at least some of the 
costs of sickness benefits to their employees for a specified period of time. There can 
be substantial immediate productivity losses due to sickness absenteeism. Even very 
minor levels of depression are associated productivity losses (Beck et al., 2011). 
Where there is a loss of highly skilled workers due to poor health, additional 
recruitment and training costs may be incurred by employers (McDaid, 2007). 
Sickness absence may also lead to an increased workload and potential risk for work-
related stress in remaining team members. 
 
In addition to absenteeism, businesses have to contend with presenteeism - poor 
performance due to being unwell while at work (e.g. Aronsson, Gustafsson, & Dallner, 
2000; McDaid, 2007). It remains difficult to measure and few estimates of its costs 
have been made, although some studies suggest that its impact may be as much as 
five times greater than the costs of absenteeism alone (Sanderson & Andrews, 2006). 
Presenteeism is also itself a strong predictor of future poor mental and physical health 
(Leineweber et al., 2012; Taloyan et al., 2012) which may imply additional costs 
where employers are responsible for paying the health care costs of their employees.  
 
Not only are improved levels of psychological and physical well-being associated with 
better workplace performance, but they can also help improve the level of staff 
retention, improve employee-employer dialogue, encourage greater levels of creativity 
and innovation that are vital to dynamic business and enhance the reputation of the 
workplace (Michaels & Greene, 2013; Robertson & Cooper, 2011; Wang & Samson, 
2009). One example of this can be seen in a survey of nearly 29,000 employees 
across ten industries in 15 countries around the world. The survey looked at the 
relationship between wellness and business effectiveness (Dornan & Jane-Llopis 2010; 
Wang & Samson, 2009). 91% of employees in the survey were working in the private 
sector. Participants were asked to self-report on attitudes, performance and conditions 
directly related to the effectiveness of their organisation. The survey found that in 
organisations where health and well-being were perceived by employees to be well-
managed, organisational performance was more than 2.5 times greater than in those 
organisations where they were perceived to be poorly managed. 72% of those who 
rated their organisation highly for actively promoting health and well-being (including 
work/life balance) also rated it highly for encouraging creativity and innovation. This 
was equivalent to an almost fourfold increase in creativity and innovation, compared 
with a sevenfold decrease in companies where health and well-being were perceived 
to be poorly managed. This is unsurprising as several factors associated with health 
and well-being have been linked to employee creativity (Amabile & Conti, 1999; 
Amabile, Conti, Coon, Lazenby, & Herron, 1996; Amabile, Goldfarb, & Brackfield, 
1990; Axtell, Holman, Unsworth, Wall, & Waterson, 2000). Companies where health 
and well-being were poorly managed were also four times less likely to retain staff 
talent within a 12-month period compared to companies with a good approach to 
health and wellbeing (Wang & Samson, 2009). 
 
Customer loyalty may also be lost if high rates of absenteeism and presenteeism 
result in poor quality of service, while companies which have a good reputation may 
generate goodwill among (potential) customers as well as employees (Suter et al., 
2007). The ESENER study showed that within the EU, 26% of employers indicate that 
they manage psychosocial risks because of concern for their reputation (EU-OSHA, 
2010).  
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Impact on society 
 
Studies suggest that between 50% and 60% of all lost working days have some link 
with work-related stress (EU-OSHA, 2000) leading to significant financial costs to 
companies as well as society in terms of both human distress and impaired economic 
performance. In 2002, the European Commission reported that the yearly cost of 
work-related stress and the related mental health problems in the 15 Member States 
of the pre-2004 EU, was estimated to be on average between 3% and 4% of gross 
national product, amounting to €265 billion annually (Levi, 2002). A report by EU-
OSHA summarised the economic costs of work related stress illnesses. It reported that 
in France, between 220,500 and 335,000 (1% to 1.4%) people were affected by a 
stress-related illness which cost the society between €830 and €1.656 million; in 
Germany, the cost of psychological disorders was estimated to be EUR 3,000 million 
(EU-OSHA, 2009).  
 
Estimates from the UK Labour Force Survey indicate that self-reported work-related 
stress, depression or anxiety accounted for an estimated 11.4 million lost working 
days in Britain in 2008/09 (HSE, 2010). This is an increase from earlier estimates, 
which indicated that stress-related diseases are responsible for the loss of 6.5 million 
working days each year, costing employers around €571 million and society as a 
whole as much as €5.7 billion. A study by the Centre for Mental Health considered 
health and social care costs, output loses, and human costs, estimating the total cost 
of mental health in the UK to be approximately £105 billion in 2009/2010 (CMH, 
2010).  
 
In Sweden in 1999, 14% of the 15,000 workers on long-term sick leave reported the 
reason to be stress and mental strain; the total cost of sick leave in 1999 was €2.7 
billion (Koukoulaki, 2004). In the Netherlands, Koningsveld et al. (2003) calculated 
that costs of absenteeism and disability amounted to €12 billion. The largest costs 
related to work-related sick leave and disability, mainly caused by psychological and 
musculoskeletal disorders, each accounting for about 22% (€3 billion) of the total 
costs. Evidently, absenteeism and disability, due to psychological and musculoskeletal 
disorders, are a major problem in Dutch society costing the Dutch 3% their total GNP. 
A more recent study concluded that the ‘social cost’ of just one aspect of work-related 
stress (job strain) in France amounts to at least two to three billion euros, taking into 
account health care expenditure, spending related to absenteeism, people giving up 
work, and premature deaths (Trontin et al., 2010). While in a review of the cost of 
work-related stress, the European Agency for Safety and Health at Work reported that 
in Germany, the cost of psychological disorders was estimated to be €3 billion (EU-
OSHA, 2009). 
 
Better mental health and well-being at work can have major benefits for governments 
and wider society (Beddington et al., 2008) as they imply reduced rates of 
absenteeism, presenteeism and consequently less poor health.  If, as we have 
indicated, better mental health at work is associated with improved productivity this, 
in turn, contributes to the economic performance of EU nations. Improvements in 
workplace productivity may increase the level of profit achieved by the private sector 
and thus additional tax revenues may be raised for the public purse. In the public 
sector, improved efficiency through improved workplace productivity may be 
achieved; something that is very important given the pressure on public expenditure 
in many countries. The ILO has also shown across several countries that, as health 
and safety performance decreases, so too does economic competitiveness (ILO, 
2006). It is likely that a similar relationship would exist for the case of mental health. 
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Protecting and promoting mental health at work also has implications for health care 
systems. Better well-being at work can reduce the need for publicly funded health care 
systems to deal with the consequences of some adverse mental and physical health 
events that may have been better identified and avoided through early intervention at 
work. This, in turn, suggests that there should be better co-ordination and co-
operation between occupational health and general health services. 
 
Better mental health at work can also help avoid some of the wider costs to the 
economy of poor mental health in the population. Typically, at least two-thirds of the 
costs of common mental health problems are for lost productivity. As discussed, 
mental illness is responsible for a very significant loss of potential labour supply, high 
rates of unemployment, and a high incidence of sickness absence and reduced 
productivity at work (OECD, 2012). If we just look at the impacts of absenteeism and 
premature mortality for depression, the costs are substantial, and in 30 European 
countries were estimated to be €109 billion in 2010 while costs for all anxiety 
disorders accounted for a further €88 billion (Olesen et al., 2012). This, however, is an 
underestimate of the total costs of poor mental health at work; a more comprehensive 
analysis would include lost opportunities for innovation and creativity, poor 
performance while at work, sick leave or early retirement on the grounds of poor 
mental health, stigmatisation and bullying at work, and exclusion from the workplace 
due to these negative attitudes. On top of this, there will be additional impacts on 
families of people who are affected. 
 
Another study by Matrix (2013) estimated (for a certain scope and conditional to 
numerous assumptions) that the total costs of work-related depression alone in the 
EU-27 are nearly €620 billion per year. The major impact is suffered by employers due 
to absenteeism and  presenteeism (€270 billion), followed by the economy in terms of 
lost output (€240 billion), the health care systems due to treatment costs (€60 
billion), and the social welfare systems due to disability benefit payments (€40 billion).  
In high-income countries governments usually are responsible for paying the majority 
of long term sickness and disability benefits for people absent from work because of 
poor mental health. As the Matrix analysis indicates, there are substantial costs to 
welfare systems when individuals leave work because of poor mental health.  
 
 
Figure 4: Reasons for disability benefit claims in Britain 2008 – 2012 
 

 
 
Source: Department of Work and Pensions (2013) 
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Levels of absenteeism, unemployment and long term disability claims due to stress 
and mental health problems have been increasing in high income countries; 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 (OECD, 2012). 
They now account for about one-third in all newly benefit claims in OECD countries 
and tend to be long lasting. This can be illustrated by looking at the case of Britain 
(England, Scotland and Wales only) in Figure 4 where it can be seen that 43% of all 
disability benefits for the period 2008 to 2012 were due to mental and behavioural 
disorders (Department of Work and Pensions, 2013). As Figure 5 shows, not only are 
there many more disability claims related to mental health problems compared with 
other health problems, there are also greater numbers of people who have been 
claiming benefits for between two and five years. 
 
Figure 5: Duration of employment and support allowance claims in Britain 2008 – 
2012 
 

 
 
Source: Department of Work and Pensions (2013) 
 
In Sweden there have been a number of policy efforts in recent years to help reduce 
the number of people moving to long term disability benefits through measures to 
place greater responsibility on employers to help their employees return to work and 
also to ensure that public employment services actively help those who have been out 
of work for longer time periods to find alternative employment. This has been 
relatively successful with respect to musculoskeletal health problems but has had 
much less impact on psychological conditions which accounted for 40% of all new 
sickness compensation claims in 2012 (Figure 6). 
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Figure 6: New claims for sickness compensation in Sweden 2003-2012 
 

 
Source: Swedish Social Insurance Authority (2013) 
 
 
 

2.3.3 The case for promoting mental health in the workplace 
The discussion of costs and benefits presented thus far is of little consequence unless 
there are actions that can be taken to realise better mental health and thus reduce 
associated impacts. Many different effective interventions have been identified 
(Corbiere et al., 2009; Kuoppala et al., 2008; Martin et al., 2009). Actions can be 
implemented at both an organisational level within the workplace and/or targeted at 
specific individuals. The former includes measures to promote awareness of the 
importance of mental health and well-being at work for managers, risk management 
for stress and poor mental health, for instance looking at job content, working 
conditions, terms of employment, social relations at work, modifications to physical 
working environment, flexible working hours, improved employer–employee 
communication and opportunities for career progression. Actions targeted at 
individuals can include modifying workloads, providing cognitive behavioural therapy, 
relaxation and time management training, exercise programmes, and goal setting.  
 
Both approaches have been evaluated in the literature, albeit with a focus on 
individual level intervention due to the relative ease of both implementing and 
evaluating these type of intervention. Cognitive behavioural therapy (CBT) has been 
particularly focussed on with consistent positive findings. Several reviews conclude 
that CBT can be effective for reducing negative outcomes of work stressors (Van der 
Klink et al., 2001; Richardson & Rothstein 2008). Moreover an analysis of 109 reviews 
showed that CBT was effective for reducing the impact of workplace stressors as well 
as mental health disorders (Hoffmann et al., 2012). This conclusion is supported by a 
Cochrane review which yielded similar findings (Marine et al., 2006). Reviews and 
meta-analysis of other individual focussed interventions also suggest that this level of 
intervention can be effective (Arnetz et al., 2013; Theeboom et al., 2014). 
 
The findings regarding organisational level interventions are somewhat harder to 
interpret due to mixed results. A few reviews of studies have noted positive outcomes 
(Taris, 2003; LaMontagne et al., 2007). However, a systematic review by NICE 
(2008), evaluating organisational approaches to improving mental wellbeing, 
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suggested that findings were not so clear cut. Taking into account the quality of the 
study, they noted that it was difficult to form valid conclusions on whether 
organisational interventions are effective due to the confounding nature of study 
quality. Due to the nature of organisational level intervention, it is often more 
complicated to implement and evaluate these interventions which may partially 
explain the variance in findings (Semmer, 2006). More recent studies (which have 
presumably addressed issues in earlier research) have yielded more positive 
conclusions. A study of interventions in eight organizations which also assessed 
process elements (e.g. implementation) as well as outcomes, concluded that the 
intervention had a positive impact on participants’ demands and resources which are 
causally related to mental health in the workplace (Jenny, et al. 2014). Despite these 
positive findings, there are still cases of inconclusive findings. A systematic review by 
Montano et al. (2014) of 39 studies found that only half documented positive findings.  
 
These may be down to implementation of intervention as noted, but also down to 
evaluation of interventions. Semmer (2006) notes that there are many problematic 
practices in evaluating organisational level interventions. The author suggests that 
because organisational level interventions tend to measure organisational level 
outcomes (which are harder to measure and influence) they tend to be evaluated less 
positively. It should be noted that individual level interventions rarely measure 
organisational outcomes (Cooper & Cartwright, 1997; Richardson & Rothstein, 2008). 
Indeed when they do, organisational interventions have been found to outperform 
individual focussed initiatives (LaMontagne et al., 2007; Randall & Nielsen, 2010).  
 
Similarly, due to practical limitations, evaluation is often conducted with short time 
lags. However, there is often not enough time for the intervention to have an effect on 
complicated organisational outcomes (such as productivity) which are being 
measured. When studies have considered long term impact, organisational level 
interventions have been shown to be effective, and again more so than individually 
targeted initiatives (LaMontagne et al., 2007). Other important factors which may 
cause organisational interventions to be evaluated less favourably include 
methodological issues, process concerns, and compensatory mechanisms (Semmer, 
2006). Indeed in a series of innovative studies which also considered what was driving 
the final outcomes, organisational interventions were shown to be effective if the 
process of implementation was not compromised (Randall et al., 2005; Randall et al., 
2007) 
 
Overall it would appear that organisational interventions can be effective. Randall and 
Nielsen (2010) and Nielsen et al. (2010) document several variables which can be 
controlled in the design of the study to maximise the likelihood of success including 
employee participation, the necessity of a steering group, readiness for change, 
management support and communication. Moreover, Montano et al. (2014) found that 
there was a marginally higher chance of success when organisations engaged in 
several organisational level modifications simultaneously compared to just a single 
intervention. A common perception of organisational level interventions is that they 
are associated with the largest organisations as they have available resources and 
suitable work environments for intervention. However a study by Kim et al. (2014) 
showed a comprehensive programme to be effective in a medium sized company.  
 
Finally, it is important to note that theory suggests that a combined approach (of 
individual and organisational approaches) would be most likely to be effective (Randall 
& Nielsen, 2010). Indeed research has also supported this notion. For example, Bond 
et al. (2008) found that psychological flexibility moderated the success of an 
organisational intervention. Individually targeted interventions can target such 
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variables, allowing individuals to maximise the benefits gained from organisational 
changes, and thus are important (van der Klink et al., 2001). In a review of several 
types of approach, Awa et al. (2009) found that combined approaches had the 
greatest effect on the prevention of burnout and associated symptoms, for example.   
 
From an economic perspective robust data, scientifically validated, is already available 
indicating a very interesting return on investment at the level of mental health 
promotion in the workplace. The review of Westgaard and Winkel (2011) is one 
indicating the effectiveness of risk management and a way to improve risk 
management in complex organisational contexts. However, as discussed,  most of 
existing economic literature has focused on the case for interventions targeted at 
individuals rather than organisational level interventions (Bhui et al. 2012; Cancelliere 
et al., 2011; Corbiere et al., 2009; Hamberg-van Reenen, Proper, & van den Berg, 
2012; Matrix, 2013; McDaid & Park, 2011; Richardson & Rothstein 2008). This is 
perhaps not surprising, as there have been few controlled trials of organisational 
workplace health promoting interventions, let alone interventions where mental health 
components can be identified, and even fewer where information on the costs and 
consequences of the intervention are provided (Corbiere et al., 2009). In part this 
may reflect challenges in evaluating organisational level actions, but it will also be due 
to commercial sensitivities and a reluctance of employees and trade unions to 
participate in evaluations that assess workplace performance.  
 
In research conducted for the Health and Safety Executive (HSE) in the UK to evaluate 
their approach to reducing workplace stress (the Management Standards), several 
benefits were found (HSE, 2006). Improvements in the six risk factors identified by 
the HSE led to improved performance (measured both objectively and subjectively), 
lower absenteeism, reduced turnover intention, better team performance, and fewer 
work withdrawal behaviours. It is now readily accepted that organisational level 
intervention is a necessary requirement of a holistic and effective approach to tackling 
the underlying risks to mental health in the workplace (Van der Klink et al., 2001; 
WHO, 2010). 
 
In a case study of the HSE Management Standards used to inform this report, some 
positive impacts for individual companies were identified. For instance looking at the 
home shopping retailer QVC, absenteeism rates decreased by 20% in the year 
following the introduction of the management standards in 2009, while 40% of 
employees surveyed believed that the companies Health & Wellbeing programme has 
had a positive impact on their lives outside of QVC. More than 50% believe it has had 
a positive impact upon their work life balance and 70% indicated that it has had a 
positive influence upon their health awareness. 
 
Turning to what is known about the economic case for workplace health promotion, 
there is a substantial body of evidence, albeit of variable quality, on the business case 
for workplace health promotion programmes in general, including mental health 
specific actions. For instance, an evaluation by the “Initiative Gesundheit & Arbeit / 
iga” (Initiative for Health and Work) of several hundred studies concluded that costs 
can be reduced and the health of workers improved through properly constructed and 
implemented health promotion initiatives. A reduction in absenteeism rates and 
associated costs of between 12% and 36% was achieved through such measures. The 
“return on investment” ranged between 1:4.9 and 1:10.1 for the costs of absenteeism 
and between 1:2.3 and 1:5.9 in respect of health care costs avoided (Kleinschmidt, 
2013). 
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Many of the interventions evaluated appear to generate sufficient benefits to outweigh 
the costs (Knapp et al., 2011; Matrix, 2013; McDaid & Park, 2011, 2014; National 
Institute for Health and Care Excellence, 2008). Quite recently, Matrix (2013) 
estimated that the net range of economic benefits generated by workplace mental 
health promotion programmes and mental disorder programmes over a 1 year period 
can range between €0.81 to €13.62 for every €1 of expenditure in the programme. 
These values fall within those estimated by other authors for similar types of 
programmes (Knapp et al., 2011; National Institute for Health and Care Excellence, 
2008).   
 
This is also reflected in workplace case studies, for instance all companies interviewed 
in the Matrix economic project (Table 2) stated that employing mental health 
programmes resulted in significant positive impacts on employee wellbeing, reduced 
absenteeism, and increased productivity.   
 
  
Table 2: Returns on investment from workplace mental health promotion and mental 
disorder prevention programmes 
 

 
 
Source: Matrix (2013) 
 
In this modelling analysis, data on the effectiveness of interventions was combined 
with information on the costs of delivery. Several different interventions were 
considered. Among universal programmes, ‘workplace improvement’ included both 
supervisors and employees to identify the potential risk factors for poor mental health 
conditions (Tsutsumi, 2009). The programme consisted of a training workshop for 
facilitators, an education workshop for supervisors and three workshops to examine 
the work environment and to make necessary modifications, at a cost of €16 per 
person. The programme was assumed to reduce depression rates by 34% in the 
population with no mental disorders. The ratio between benefits and costs was 
11.79:1, which can be regarded as good value for money. 
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A three-session Acceptance and Commitment Therapy (ACT) with therapists who 
taught how to accept feelings and physical sensations without avoiding them, showed 
the greatest reduction by 80% in depressive symptoms (Bond, 2000). ACT cost €68 
per person. There was an 80% reduction in depression among people without any 
mental health problems. The intervention generated €10.25 benefits for every €1 
investment.  
 
The stress management (SM) programme consisted of one session for stress 
management, one for muscle relaxation techniques, lasting 2 hours for each session, 
and additional follow-ups with a therapist by email for counselling (Mino, 2006). It 
cost €488 per person. The depression rates could be reduced by 45% in people with 
stress. Although the cost-benefit ratio was 1:1.41, the benefit-cost ratios for each 
sector was less than 1. This means this programme may not be a very good use of 
resources.  
 
The Electronic cognitive behavioural therapy programme was delivered by a therapist 
via email over 7 stages of CBT on a weekly basis over 7 weeks (Ruwaard, 2007). The 
intervention cost €478 per person. A decrease in depression by 25% could be 
achieved among people with stress. For every €1, the return was €0.81. This 
intervention did not show a good value for money. In a sensitive analysis, to make the 
programme financially attractive, the cost of the intervention would be decreased to 
€239 per person with a 50% reduction in depression. In a longer time, the model 
looking at a 5-year period, the benefit and cost ratio was 1.56. It suggests the 
electronic CBT would be more cost-effective from a long-term perspective. 
 
The personalised exercise programme with two sessions per week, lasting 50 minutes 
each session, cost €723 per person over 10 weeks (de Zeeuw, 2010). The programme 
yielded a 72% decrease in depressive symptoms among individuals diagnosed with 
mental disorders. For every €1 spent, the programme produced €13.62, which can be 
considered as a very good return on investment. The benefits generated though the 
intervention to promote physical activity would exceed the costs of the programme. 
The problem solving therapy with CBT had 7 sessions, lasting 45 minutes per session 
(Lexis, 2011). The intervention cost €1,205 per person at a 43% reduction among 
people with mental disorders. The benefit-cost ratio was 4.91. 
 
Other recent studies include work from Japan where Yoshimura and colleagues (2013) 
examined the economic costs and benefits of mental disorder prevention programmes 
as a primary prevention strategy in the workplace. The costs for the work environment 
improvement intervention were 7,660 yen per worker and the monetised benefits 
ranged from 15,200 to 22,800 yen per person. The benefit-cost ratio were from 1.98 
to 2.97. In other words, for every 1 yen spent, the return on investment would be 2 to 
3 yen. The personalised stress management intervention cost 9,708 yen per employee 
and the monetary benefits were from 15,200 to 22,920 yen per person. The benefit to 
cost ratios ranged from 1.56 to 2.36. The education programme for supervisors cost 
5,209 yen and benefits ranged between 4,400 and 6,600 yen per person. The benefit 
to cost ratio varied between 0.8 and 1.26. Ultimately, the most attractive option would 
be the work environment improvement programme, with the highest return on 
investment among the three types of the workplace mental health promotion 
programmes evaluated. 
 
In Canada, Dewa and Hoch (2014) explored the potential cost-effectiveness of a 
collaborative care model to promote return to work by employing a decision analytical 
modelling approach. From a company’s perspective, in order to make the programme 
a worthwhile investment, it should decrease disability episodes by a minimum of 7 
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days in people with short-term disability associated with a mental health problem. This 
was a modest target outcome and in the economic analysis, there was a high chance 
(85%) of the intervention being cost-effective, with benefits exceeding costs. 
 
This is also reflected in workplace case studies, whereby all the companies interviewed 
in the Matrix project stated that employing mental health programmes resulted in 
significant positive impacts on employee well-being, reduced absenteeism, and 
increased productivity. Modelling analysis of a comprehensive approach to promote 
mental well-being at work, quantifying some of the business case benefits of improved 
productivity and reduced absenteeism was also produced as part of guidance 
developed by NICE. It suggested that productivity losses to employers as a result of 
undue stress and poor mental health could fall by 30%; for a 1,000 employee 
company there would be a net reduction in costs in excess of $473,000 (National 
Institute for Health and Care Excellence, 2009).  
 
The economic benefits of participation in general well-being programmes were also 
modelled in a UK context. Implementing a multi-component wellness programme 
similar to that shown to be effective in the US (Mills et al., 2007), from a business 
perspective alone, can have a substantial return on investment of $9 for every $1 
invested. In addition there would be further economic benefits to the health and social 
security systems from a reduction in health problems (mental and physical developing 
in the workplace) (McDaid et al., 2011). Another case study conducted for the HSE 
(2005) showed positive findings in a county council. Following a ‘quality of working 
life’ initiative, sickness absence levels fell from 10.75 days to 8.29 days representing a 
saving of approximately £1.9 million over two years. This was yielded from an 
investment totalling £390,000 resulting in a saving of approximately £1.5 million. The 
case study also reveals how difficult it is to conduct accurate cost benefit analyses as 
several other benefits were not factored in, such as better outcomes in the Council’s 
“People Strategy”. This also implies that the cost benefit analysis is in actuality an 
underestimate.    
 
Work on some benefits of mentally healthy workplaces was also prepared for the UK 
Foresight study on Mental Capital and Wellbeing. As Figure 7 shows, this suggests that 
substantial economic costs could be avoided every year through investment in stress 
and well-being audits ($434 million), better integration of occupational and primary 
health-care systems ($513 million) and an extension in flexible working hours 
arrangements ($394 million) (Department for Business, 2008).  In terms of other 
organisational interventions, there appears however to be no economic analysis 
looking at the benefits of better training of line managers to recognise risk factors for 
poor well-being, even though this is one of the key recommendations made on 
effective interventions at work (National Institute for Health and Care Excellence, 
2009). 
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Figure 7: Estimation of annual benefits to UK economy through workplace mental 
health and wellbeing promotion 
 

 
 
 
Source: Department for Business (2008) 
 
The available evidence discussed so far has built up the business case for promoting 
mental health in the workplace through appropriate actions at different levels. One of 
the challenges, particularly for SMEs, is that the costs of these types of interventions 
may be still quite high, and mechanisms for shared funding and creation of incentives 
may need to be implemented. Employers are not always aware of business benefits, 
since only a relatively small percentage of employers and their representatives 
indicate that they manage psychosocial risks because of a decline on productivity 
(17%) or high absence rates (11%) (EU-OSHA, 2010). It can also be argued that 
some governments have not taken enough action to encourage work in SMEs. 
 
However, the business case is only part of the argument. It should also not be 
forgotten that there is a moral and ethical argument to promote mental health in the 
workplace that falls within the remit of corporate social responsibility (Jain, Leka & 
Zwetsloot, 2011). The Seoul Declaration on Safety and Health at Work (ILO, 2009) 
asserts that entitlement to a safe and healthy work environment is a fundamental 
human right. It follows that this should be protected through responsible practices at 
the policy and business levels and efforts have been made through corporate social 
responsibility initiatives to address these issues, including psychosocial risks (Jain, 
Leka & Zwetsloot, 2011; Jain, Ripa & Herrero, 2014; Leka & Jain, 2013). As such the 
legal and policy framework in the EU addresses risks to mental health in the workplace 
as well as discrimination and social exclusion. An extensive review of this framework 
both at EU and national level will be presented after the methodology followed in this 
study is detailed. 
 
 
 

3. Methodology 
 
The methodological framework used in the current study covers five main tasks, as 
outlined in the call for tender: 
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 Task 1: Elaboration of a methodological framework for  the review of the current 
situation on ‘mental health at the workplace’ in the EU/EFTA countries, including an 
EU-OSH and national legal framework review 

 Task 2: Reviews of acts from an agreed list 

 Task 3: Identification and description of legislative/policy and implementation gaps 

 Task 4: Analysis of scenarios 

 Task 5: Preparation of a guidance document and associated materials 
 
The methodological framework consists of the following components: 
 The conceptual approach to the study 

 The scope of the methodology  

 The overall methodological approach, including the methods, instruments and 
analysis to be used in each task 

 
Within each of the components, the methodology includes both a technical element 
that specifies the theoretical basis for the work that was carried out as well as a 
procedural element that details the activities and instruments used within the study. 
 
 
 

3.1 The conceptual approach 
 
Mental health in the workplace is legitimately the concern of three main approaches.  
The first approach is that of OSH, which focuses on workplace risks to mental health 
and their control. The second approach is that of workplace health promotion (WHP) 
which comes from within the public health approach.  Both of these approaches are 
concerned with preventing damage to mental health and with the promotion of good 
mental health and well-being.  A third approach is concerned with the workplace 
response to the situation where an employee has had a mental health breakdown.  
Here returning the individual to work and retaining them in their job is in focus, often 
using the disability management (DM) approach to achieve these aims. 
 
The focus of the call for tender for the current project was situated within the OSH 
tradition, and so primary attention is place on OSH in this study. However, it is not 
always possible to disentangle workplace mental health initiatives into pure OSH 
related interventions, any more than there are pure WHP or DM interventions.  In 
addition, initiatives (legislative and otherwise) in some countries on such issues as 
absence management, (e.g. the Netherlands and the UK), workplace health promotion 
(e.g. in Germany, the ‘Sickness Funds’ must undertake health promotion at work) and 
maintaining ‘work ability’ (Finland) all deal with the various manifestations of mental 
health in the workplace to some degree. 
 
There are also international initiatives and publications that go beyond an exclusive 
OSH focus. Therefore the focus of the conceptual approach of this study is within the 
OSH tradition and specifically on the impact that hard and soft law initiatives have on 
workplace practice.  Nevertheless, the project acknowledges these other types of 
activity, especially in the context of the case studies that were collected. 
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3.2 The scope of the methodology 
 
Leading on from the conceptual approach, the scope of the methodology includes the 
review of acts from an agreed list. The reviewed acts in this study were agreed by the 
European Commission and include: 
 EU legislation as defined in the call for tender 

 Other EU initiatives of a non-legislative nature 

 National OSH legislation/regulation 

 Other national OSH initiatives of a non-legislative nature 

 ILO instruments 

 National/regional/sectoral OSH agreements 

 WHP policies where applicable 

 The interface between mainstream health systems and OSH 
 
This review is followed by an identification and description of gaps in 
legislation/policies and implementation. It was identified that there is a range of 
potential types of gaps in legislation or relevant policies in general. These relate 
mainly to the level of specificity of reference to mental health, how broad the concept 
of mental health used is, and coverage of risks to mental health as well as preventive 
actions.  A broad framework (Table 3) used for classifying these gaps is the following: 
 
Table 3: Legislation type and potential gaps 
 
 
High specificity, broad concept of 
mental health 
No gaps 
Broad definition, specifically defined, but 
no implementation measures 
Broad definition, specifically defined, but 
dependence on (conditionality) other 
legislation 
Broad definition, specifically defined, but 
‘get-out’ clauses available 

High specificity, narrow concept of 
mental health 
Limitation of the legislation to specific 
forms of mental health problem 
Limitation of the legislation to specific 
types of working conditions  
Exclusion of non-work-related mental 
health conditions 
 
 

Low specificity, broad concept of 
mental health 
Being covered generally, but not 
specifically 
Reference to well-being, but not mental 
health 
Limited reference to workplace factors 
Not being covered by the general 
objective of the legislation  
 

Low specificity, narrow concept of 
mental health 
Reference to OSH risks, but not general 
mental health promotion aspects 
Lack of explicit reference to mental health 
Being covered in principle, but not being 
operationalised 
Being ineffectively covered due to 
implementation gaps or dependence on 
other legislation  
Mental health not being covered by general 
objectives 
Legislation assumes that mental health is 
the same as physical health 
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Other types of gaps relate to whether the issue is covered at all by legislation. The gap 
analysis was followed by an analysis of scenarios. The examination of scenarios 
included in this study considered: 
 Their socio-economic costs and consequences from the perspectives of the public 
purse,  business and employees 

 Implications for existing legislation/regulation and other relevant policies 

 Implications for monitoring/inspection 

 
The final task involved the preparation of guidance. The key features of the guidance 
include: 
 The guidance was drafted within the risk management model 

 It addresses prevention, monitoring and control 

 It addresses differences between mental and physical health assessment methods 

 It promotes a comprehensive approach by showcasing how OSH, WHP and DM can 
be integrated 

 It presents a range of good practice approaches 

 It cross-references other existing key guidance in this area. 

 
In addition to the Guidance, at the request of the Commission, an interpretative 
document of Council Directive 89/391/EEC in relation to mental health in the 
workplace was developed. This document indicates the formal requirements of the 
Directive as regards mental health in the workplace and also cross references other 
key documents and clarifies the relevance to mental health in the workplace of other 
existing Directives. 
 
 
 

3.3  The overall approach: Methods, instruments and analysis for 
each task 

3.3.1 Task 1: Definition of types of legislation to be included 
 
The methodological framework was agreed with the Commission as specified below. 
This task defined the range of legislation and initiatives to be covered as part of the 
study, including the main health and safety instruments put in place by the 
Commission, as outlined in the call for tender.  In addition, other Commission led 
instruments and activities were examined with regard to assessing their suitability for 
inclusion in the study, in particular, the initiatives of DG Sanco, e.g. the Mental Health 
Pact as well as the EU Thematic Conference on Promoting Health and Well-being held 
in Berlin. It should be noted that initiatives undertaken by DG Sanco, inter alia, tend 
to have broader remit than health and safety – they are concerned with mental health 
issues as they are manifested in the workplace, rather than solely with the prevention 
of occupational risks.  The approaches of mental health promotion and rehabilitation 
are especially relevant here. Further initiatives, both regulatory and non-binding were 
included by various organisations. 
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The study also identified and characterised relevant approaches at national level.  The 
review covered all main legislative instruments while going in more in-depth analysis 
of specific initiatives in the form of case studies.  To ensure that local expertise was 
utilised at national level to identify relevant legislation and initiatives across countries, 
the Consortium worked in collaboration with a network of national correspondents. 
They assisted the Consortium in achieving a thorough understanding of the national 
situation, identify key instruments and initiatives of relevance and liaise with further 
stakeholders at national level. Specific criteria were set by the Consortium in 
agreement with the Commission for inclusion of instruments and initiatives (see 
below).  
 
 

3.3.2 Task 2: Review of acts from an agreed list 
 
An EU-OSH legal framework review was conducted in order to adequately ensure that 
the EU-OSH legal framework does not avoid the tackling of the 'mental health at the 
workplace' dimension, and to ascertain, whether existing legislative provisions, 
national measures and instruments of implementation address such concerns, to 
which workers may be exposed. The instrumentation developed within the project as 
part of the descriptive and analytic framework for mental health related legislation and 
initiatives was used in the review. This task also included collection of information 
from all countries on relevant national level legislation and other policies and 
initiatives. 
 
There is limited data, particularly validated data that could be considered consensual 
by all stakeholders that would enable a full review of the adequacy of the EU-OSH 
legal framework as to its effectiveness relative to potential mental health in respect of 
workplace specific risks. Therefore the establishment of a methodological framework 
and assumptions allowed a coherent assessment of collated relevant pieces of EU-OSH 
specific legislation.  
 
Bearing in mind the risk management models and systems implicit in EU-OSH 
legislation, the review of policies and initiatives addressed aspects that relate to 
coverage of exposure, risk assessment, preventive actions, outcomes, and supportive 
structures. The following criteria were used: 
 Type of policy (hard or soft law) 

 Terminology concerning basic concepts  

 Coverage of exposure factors in relation to mental health  

 Coverage of mental health problems and related outcomes 

 Coverage of risk assessment aspects in relation to mental health 

 Coverage of preventive actions (at primary, secondary and tertiary level) for mental 
health 

 
Additional aspects considered were: 
 Aim: what is the policy/initiative intended to do, e.g. to manage risks, to promote 
employee mental (and physical) health 

 Targets: who are the targets of the measure, e.g. public and/or private sector 
employers, employees, statutory agencies, service suppliers, etc.? 
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 Operationalisation: how does the measure set out to achieve its intended impact? 
What actions and tools are specified for its implementation? 

 Responsible actors: who has responsibility for putting the measure into practice, 
e.g. the employer, trade unions or an agency external to the workplace? 

 Implementation and enforcement aspects: what is the extent of existing 
implementation  as well as anticipated implementation and enforcement possibilities 

 Monitoring: to what extent is the impact of the measure monitored, e.g. are there 
trend statistics available to assist in the review of the impact? Who is responsible for 
monitoring? 

 Outcomes: is there information on the outcomes of the measure? How do different 
stakeholders perceive the measure? What are the consequences of implementation 
and non-implementation (e.g. penalties/fines or awards)? 

 
The above criteria were useful both for the review and evaluation of legislation and 
other types of initiatives at EU and national level. On the basis of the agreed criteria, a 
Policy Analysis Template was developed. This was completed using collected 
qualitative and quantitative information as available. Any Act included in the list was 
the object of an individual assessment as to its suitability and potential candidacy for 
being amended in the light of the concluded need to take account of a mental health 
in the workplace perspective.  
 
In addition, a Policy Scorecard was developed early in the project that was updated at 
set intervals throughout its lifetime. This was shorter than the Policy Analysis 
Template and aimed at comprehensively and concisely presenting the following kinds 
of elements: 
 Description of the main characteristics of the legislation/policy/initiative 

 Level – EU/national/regional/sectoral 

 Comprehensiveness 

 Number and types of gaps 
 
The following methods were used to complete this task: 
 Review of policy documents, including mainstream mental health policy as well as 
OSH policy 

 Review of scientific literature 

 Review of grey literature at EU level (including stakeholder initiatives) 

 Review of ILO OSH country profiles 

 Consultation with European Commission 

 Consultation with key networks such as ENWHP, ENMHP, HIRES and PEROSH 

 Case study analysis 
 
The consultation process sought further information on legislation and initiatives at 
national level. The aim at national level was also the identification of case studies 
around different types of initiatives (not only focussing on hard law) that were 
analysed in order to gain a better understanding of different policy options and 
scenarios. The case studies played a crucial role in the project as they were used for 
three main purposes: 
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 Scenario analysis, i.e. analysis of different approaches to dealing with mental health 
at work so that conclusions could be drawn regarding the effectiveness, costs and  
cost effectiveness of ways to deal with mental health at work within the context of 
OSH. 

 Illustration – the case studies were used for illustrative purposes in relation to the 
guidelines that were produced. 

 Gathering of stakeholder views – An important part of each case study involved 
gathering stakeholder views – this fed into the overall consultation process both in 
the scenario and the guideline development work. 

 
A network of national correspondents played a key role in relation to collecting 
information at national level. Contact was made with members of the European 
Network for Workplace Health Promotion and agreement for their participation in the 
project was obtained. In the case that a suitable national correspondent was not 
identified through this network, the Consortium sought additional correspondents 
through other networks it has access to, such as the EU-OSHA Focal Point Network, 
the HIRES Network and the PEROSH Network. 
 
National correspondents were provided with a data collection instrument (Data 
collection instrument for national correspondents) that was developed by the 
Consortium and included the following dimensions: 
 Overall summary of situation in relation to the policy context for mental health at 
work, making reference to relevant legislation as well as other policies and 
initiatives 

 Types of policies to be described 

 Dimensions of policies to be described 

 Criteria for case study selection 

 Key stakeholders  

 Suggested data sources 
 
On the basis of the policy and literature reviews conducted by the Consortium and the 
information provided by the national correspondents, a number of case studies were 
selected for further in-depth analysis. The procedure for selecting case studies was as 
follows: 
 National correspondents were issued with a set of criteria for identifying potential 
case studies. 

 National correspondents provided an overview of the national policy framework in 
relation to mental health in the workplace, identifying key hard and soft law 
initiatives (as relevant) and proposing potential case studies for inclusion (these 
consisted of short descriptions). National correspondents also identified key 
stakeholders at country level for further consultation in the remaining activities of 
the project. 

 The project team assessed these case study proposals using previously specified 
and agreed criteria (see below) as well as taking into account the need to ensure 
that a full range of case study types are represented. A selection of case studies 
that present different approaches and are being promoted by different stakeholders 
was made by the Consortium for further analysis.  

 Further information was collected in relation to the selected case studies through 
documentary sources and, in addition, stakeholder interviews were conducted with 
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the previously identified key stakeholders (these included social partners, the 
scientific community, practitioners, national, regional and local authorities in the 
member states, NGOs). These enabled the identification of success factors and 
challenges associated with the initiatives that assisted in the development of 
scenarios in the next stage of the project. 

 A synthesis of the collected information enabled conclusions to be drawn and criteria 
for the development of scenarios to be developed.  

 
The case studies varied with regard to the amount and type of information that was 
available, but each aimed to collect the following types of information: 
 Descriptive information – This refers to information concerning such parameters of 
an initiative as its scale, aims, activities, stakeholder involvement, and 
methodology.  

 Evaluative information – where available, information on the outcomes and impacts 
of the case were obtained. This enhanced the quantification element of the 
scenarios. This element included stakeholder opinion on the effectiveness, 
generalisability and practicality of the case study initiative.  

 
A complete structure for the case studies was agreed with the Commission in the light 
of agreement of the overall methodology for the project. A set of criteria for case 
study selection was developed as part of the project methodology that included: 
 Clear targeting of mental health issues at work 

 Availability of sufficient information for description and analysis purposes 

 Clear basis in legislation/regulation (though they may extend beyond the provisions 
of legislation/regulation) 

 Scale – initiatives should have sufficient scale to ensure that generic conclusions can 
be drawn from them 

 Coverage of exposure factors in relation to mental health  

 Coverage of mental health problems and related outcomes 

 Coverage of preventive actions (at primary, secondary and tertiary level) for mental 
health 

 Coverage of risk assessment aspects in relation to mental health 

 Coverage of administrative infrastructure for risk assessment and prevention in 
mental health 

 Availability of outcome related information 

 National initiatives 

 Regional initiatives 

 Sectoral initiatives 

 Initiatives specifically targeted at small and medium-sized enterprises 
 
In targeting the number of case studies required, three considerations were of 
importance – the need to achieve good geographical across countries; the need to 
ensure that relevant national initiatives were covered; and the need to ensure that the 
highest quality information was available to the project.  
 



 
Employment, Social Affairs & Inclusion 

Evaluation of policy and practice to promote mental health in the 
workplace in Europe 

Final Report  
 
 

November 2014  41 
 

Different types of analysis were employed as part of this task. Text analysis employed 
in relation to documentation was based on content analysis. In content analysis, data 
analysis starts with reading all data repeatedly to achieve immersion and obtain a 
sense of the whole. Then, data are read word by word to derive codes by first 
highlighting the exact words from the text that appear to capture key concepts. Next, 
notes are made by the researchers on their initial analysis. As this process continues, 
labels for codes emerge that are reflective of more than one key concept. These often 
come directly from the text and are then become the initial coding scheme. Codes 
then are sorted into categories based on how different codes are related and linked. 
These emergent categories are used to organize and group codes into meaningful 
clusters (Hsieh & Shannon, 2005). In addition to text analysis, the developed Policy 
Analysis Templates allowed further analysis to be employed both in relation to 
individual policies and across them. They also allowed gap analysis to be employed in 
a more systematic way (see Task 3). Case study analysis (Yin, 2009) was employed in 
relation to the collected case studies. Stakeholder interviews were included in these 
case studies and data was analysed using thematic analysis (Braun & Clarke, 2006) to 
ensure key themes/issues in relation to the policies/initiatives in question were 
captured. 
 
 

3.3.3 Task 3: Identification and description of gaps in legislation/ policies 
and implementation 
 
This task analysed the information collected at EU and national level employing gap 
analysis that focussed on the following aspects: 
 Reference to mental health in the workplace in the objectives/scope of the policy 

 Coverage of exposure (risk) factors in relation to mental health in the workplace  

 Coverage of mental health problems/disorders at work and related outcomes 

 Coverage of risk assessment aspects in relation to mental health in the workplace 

 Coverage of preventive actions  in relation to mental health in the workplace 
 
Conclusions were summarised globally in tabulated form, using the developed Policy 
Scorecard. This provides an 'instant snapshot' of the outcome of the analytical 
exercise in its globality. The analysis of legislation and other policy initiatives 
conducted provided the basis for the scenarios and the guidance development. 
 
At the end of this task a baseline scenario was developed that included: 
a. An overview of the problem at EU level, and, where relevant, in individual 
member states and EFTA/EEA countries, together with an estimation of likely future 
trends. 
b. A thorough description of the current context and challenges, and 
demonstration of the necessity and added value of EU action on this issue from an 
OSH perspective. 
 
 

3.3.4 Task 4: Analysis of scenarios 
 
The starting point for this task was the baseline scenario and the synthesis of findings 
as well as the proposed scenario types and issues addressed in the scenarios. 
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Based on the conclusions arrived in the previous stages of the project, future 
scenarios were elaborated. The scenarios were justified and drawn not only on the 
conclusions of the EU-OSH legal framework review, but also, on the consultation of 
relevant stakeholders. When seeking national member state positions, this was done 
on a tri-partite model including the views of governments, workers and employers in 
each member state. A Delphi-method was used in order to both construct alternative 
scenarios and obtain feedback from stakeholders in all member states and EFTA/EEA 
countries and at EU level on their feasibility, potential socio-economic consequences 
and administrative costs. This informed the subsequent development of cost benefit 
analyses which set out impacts of implementation of different scenarios. 
 
The Delphi method is a structured communication technique with which opinions of (in 
this case) stakeholders are collected iteratively in different rounds. The Delphi method 
was originally used as a forecasting method which relied on a panel experts, but it has 
also been used in policy research to collect opinions of stakeholders and experts in 
order to prioritize, and at the same time to arrive at more consensus through several 
consultation rounds. In between rounds, the opinions, ratings and other responses of 
participants are fed back to all involved in the Delphi exercise (e.g. EU-OSHA, 2007; 
Van der Beek et al., 1997).  
  
The Delphi was conducted in two rounds including interviews and an online survey. In 
the first round, a questionnaire was developed and tested by in-depth interviews with 
relevant stakeholders in a restricted number of countries. The selection of 4 countries 
(the UK, Germany, Slovenia and the Netherlands) was guided by the results of the 
evaluation of the EU Framework Agreement on work-related stress (see also Table 7, 
results of the implementation of the European Framework Agreement on Work-related 
Stress, in this report). Interviews were held in countries that ranged from having 
implemented substantial efforts and either having implemented national collective 
agreements or non-binding initiatives, to countries where social partners were 
moderately active to not active at all.  
 
In these four countries, when possible, interviews were held with employer and 
employee representatives, policy makers or experts, knowledgeable in the area, either 
as researcher or in a more practical role (occupational physician, psychiatrist, 
psychologist, researcher/consultant/ occupational mental health specialist, labour 
inspectorate etc). In total 22 interviews took place, including one with a 
representative at EU-level. In-depth interviews were held with eight stakeholders from 
Germany, seven stakeholders from the UK, four stakeholders from Slovenia and four 
stakeholders from the Netherlands. 
 
The content of the questionnaire was guided by the scenarios identified. All five 
scenarios (from status quo to the development of new legislation were presented and 
experts were invited to discuss each scenario along the line of (1) has that scenario 
been addressed in their country, and if yes, how, (2) its strengths and weaknesses, 
(3) the potential effectiveness and costs of this scenario, and (4) other contextual 
factors required to be in place for the implementation of this scenario (in their own 
country or potentially in other countries). 
 
Based on the findings of this first round, the interview was restructured into a 
shortened online questionnaire. In this second round, the web-link to the online 
survey was sent to relevant stakeholders in each country who were asked to respond 
(see Annex 9.6). The members of the Advisory Committee on Safety and Health at 
Work (ACSHW) were invited to participate in the survey. Use was made of personal 
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networks as well as contacts through PEROSH, EWCO and the European Networks for 
Workplace and Mental Health. The Delphi was thus a structured way of consultation 
with the stakeholders, and a tool for impact assessment. 
 
The analyses performed were mostly descriptive. The main aim was to assess 
priorities in policy scenarios and identify strengths and weaknesses of these policies. 
The priorities and strengths and weaknesses were additionally split by country and 
country cluster (using the Esping-Andersen classification) as well as the type of 
relevant stakeholder (i.e. policymaker/inspectorate, employer representative, 
employee representative, expert/professional, insurers). Responses in this second 
round of the Delphi on the costs of the different options were taken into account in our 
cost-benefit analysis of the different scenarios.  
 
Our work, had a strong emphasis on determining the economic impacts of scenarios. 
We know from past research of the major impacts of poor mental health (Dewa, 
McDaid & Ettner, 2007; Dewa & McDaid, 2010; McDaid, 2011).  In addition to 
obtaining information from experts on potential costs and benefits of these scenarios, 
we also made use of desk based research methods to identify any relevant work 
looking at the costs of the implementation of legislation and/or soft regulations. We 
also sought to obtain information on some of the specific examples of actions being 
implemented in different member states, through the interviews and consultations 
with stakeholders at national level, in addition to our desk based work. 
 
In terms of outcomes we drew on previous work conducted by McDaid (2011) to 
estimate the economic benefits (and costs) to business, employees, civil society and 
the public purse in specific workplace or sector settings. We also sought to obtain 
information on the potential impacts of scenarios on business innovation. 
 
 

3.3.5 Task 5: Preparation of a guidance document and an interpretative 
document of Council Directive 89/391/EEC 
 
The Commission requested the development of a Guidance document and, in addition, 
an Interpretative document of Council Directive 89/391/EEC in relation to mental 
health in the workplace, to supplement the analysis presented in this report. The 
Guidance document (Annex 9.11) aims to help all relevant stakeholders to better 
address potential risks of relevance to mental health in the workplace. In particular, 
the guidance document aims to assist employers to carry out a risk assessment in 
relation to mental health in the workplace while promoting a comprehensive approach. 
The specific aims of the Guidance are: 
 To situate the management of mental health issues in the workplace (prevention, 
promotion and return to work) within the context of the Framework Directive and 
related legislation; 

 To raise awareness of the importance of mental health and wellbeing management 
in the workplace; 

 To provide practical assistance to employers on managing the issue of mental health 
in the workplace; 

 To provide practical examples of how this can be done through the medium of case 
studies; 

 To provide reference to other relevant sources of guidance, research and policy 
information. 
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The interpretative document of the implementation of Council Directive 89/391/EEC in 
relation to mental health in the workplace (Annex 9.12) contains non-binding guidance 
intended to help national authorities and stakeholders interpret the provisions of the 
Council Directive 89/391/EEC in relation to mental health at work. The interpretative 
document was developed following a thorough review of relevant policy documents, a 
review of scientific literature and consultation with stakeholders. The document also 
provides a list of other Directives which complement the provisions of Council 
Directive 89/391/EEC explaining their relevance to mental health in the workplace. 
 
The methods used in the development of the guidance documents involved: 
 
1. Identification of relevant existing guidance and good practice examples in the 
area of workplace mental health 
 
This was done through a focused literature review, i.e. a search through specific OSH 
sources, e.g. national OSH agencies, National Public Health agencies, the EU-OSHA 
website, the EU Compass for Action on Mental Health and Well-being website, the 
ENMHP portal as well as drawing upon the knowledge of the project partners.  In 
addition, the national correspondents were asked to identify any relevant guidelines 
and examples of good practice in use in their own countries. In identifying 
representative examples of good practice, different industry settings, workplace 
exposure scenarios, gender and diversity issues were taken into consideration. 
 
2. Drafting of guidance documents 
 
First drafts of the guidance documents were produced which were commented upon 
by the project partners. They were then circulated for wider comment by stakeholders 
and the Commission. 
 
3. User consultation 
 
User consultation was a key element in ensuring that products represent and are 
consistent with the views and needs of target stakeholders. This was achieved with 
the use of existing networks and by relying on the good contacts that national 
correspondents have with stakeholders in the participating countries. Four main forms 
of consultation were undertaken: 
 
Following the development of first drafts of the Guidance document and the 
Interpretative document, a workshop was organised in Brussels on the 24th of July 
2014 to disseminate and validate their content. Representatives of the Commission, 
the Social Partners, the Parliament and relevant Agencies and NGOs (e.g. EU-OSHA, 
Eurofound, and Mental Health Europe) were invited to take part. Forty participants 
registered for the workshop. The list of participants is enclosed in Annex 9.9 and the 
programme of the workshop in Annex 9.8. 
 
Two rounds of discussion were organised during the workshop. The first focussed on 
the policy options identified while the second sought feedback on the Guidance 
document, the interpretative document and a website to disseminate the project 
findings and outputs.  
 
In addition, a feedback questionnaire (Annex 9.10) was developed and sent to the 
participants both prior and after the Workshop. The Guidance document was also 
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reviewed by relevant networks, such as the European Network for Workplace Health 
Promotion (ENWHP) and the European Network for Mental Health Promotion (ENMHP). 
The national correspondents that participated in this study invited representatives of 
the Social Partners, OSH Agencies, Government Ministries and national experts to take 
part to a national validation exercise of the developed Guidance. The Interpretative 
document was reviewed by the Commission. 
 
4. Final drafting of guidance and interpretative document 
 
The feedback obtained from the consultation was considered together with feedback 
received by the Commission and the two documents were amended appropriately. 

 

 

 

 

4. Evaluation of the policy context in the EU/EFTA 
countries 
 
The Consortium conducted an EU-OSH policy framework review in order to establish 
whether the “mental health in the workplace” dimension is adequately covered, and to 
ascertain, whether existing legislative and other policy provisions, national measures 
and instruments of implementation, address such concerns, to which workers may be 
exposed. 
 
 

4.1 Eu policy framework review 
Prevention is the guiding principle for OSH legislation in the EU. The Framework 
Directive 89/391/EEC on Safety and Health of Workers at Work lays down employers’ 
general obligations to ensure workers’ health and safety in every aspect related to 
work, ‘addressing all types of risk’. On the basis of the Framework Directive, a series 
of individual directives have been since adopted. The Framework Directive with its 
general principles continues to apply in full to all areas covered by the individual 
directives, but where individual directives contain more stringent and/or specific 
provisions, these special provisions of individual directives prevail (EC, 2004). 
 
It contains general principles concerning the prevention of occupational risks, the 
protection of safety and health, the elimination of risk and accident factors, the 
informing, consultation, balanced participation in accordance with national laws and/or 
practices and training of workers and their representatives, as well as general 
guidelines for the implementation of the said principles. The Directive applies to all 
sectors of activity, both public and private. However, it is not applicable where 
characteristics peculiar to certain specific public service activities, such as the armed 
forces or the police, or where certain specific activities in the civil protection services, 
inevitably conflict with it. The Directive establishes the minimum requirements for 
OSH further allowing Member States to establish more protective provisions in their 
national legislation. Member States are committed under the Treaty on the 
Functioning of the European Union – (Article 151 TFEU), to encourage improvements 
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in conditions in this area and to harmonizing conditions while maintaining the 
improvements made. 
 
Risks relevant to mental health, termed psychosocial risks, and their management are 
among employers’ responsibilities as stipulated in the Framework Directive as it 
obliges employers to address and manage all types of risk in a preventive manner and 
to establish health and safety procedures and systems to do so. In addition to the 
Framework Directive, a number of policies and guidance of relevance to mental health 
have been developed and are applicable to the European level. These include both 
legally binding instruments (such as EU regulations, Directives1 , decisions, and 
national pieces of legislation), and other ‘hard’ policies (such as ILO conventions) 
developed by recognised national, European and international organisations as well as 
non-binding/voluntary policies (or ‘soft’ policies) which may take the form of 
recommendations, resolutions, opinions, proposals, conclusions2 of EU institutions 
(Commission, Council, Parliament), the Committee of the Regions and the European 
Economic and Social Committee, as well as social partner agreements and frameworks 
of actions, and specifications, guidance, campaigns etc. initiated by recognised 
European and international committees, agencies and organisations. 
 
The next sections present a review of EU level legislation and other policy initiatives, 
examining examples of both hard and soft law instruments that have been used to 
protect and promote mental health in the workplace in EU/EFTA countries. 
 
 
 

4.1.1 Regulatory instruments of relevance to mental health and psychosocial 
risks in the workplace at the European level 
 
Table 4 presents regulatory instruments of relevance to mental health and 
psychosocial risks applicable to the EU member states. Even though each of these 
regulations addresses certain aspects of mental health and/or the psychosocial work 
environment, it should be noted that the terms ‘mental health’, ‘stress’ and 
‘psychosocial risks’ are not mentioned explicitly in most pieces of legislation (Leka et 
                                          
1 Article 288 Treaty on the Functioning of the European Union (TFEU) states that, “to exercise the Union's 
competences, the institutions shall adopt regulations, directives, decisions, recommendations and 
opinions”. 

- A regulation shall have general application. It shall be binding in its entirety and directly applicable 
in all Member States. 

- A directive shall be binding, as to the result to be achieved, upon each Member State to which it is 
addressed, but shall leave to the national authorities the choice of form and methods. 

- A decision shall be binding in its entirety. A decision which specifies those to whom it is addressed 
shall be binding only on them. 

- Recommendations and opinions shall have no binding force. 
 

• A recommendation allows the institutions to make their views known and to suggest a line of action 
without imposing any legal obligation on those to whom it is addressed.  

• An opinion is an instrument that allows the institutions to make a statement without imposing any 
legal obligation on those to whom it is addressed. It can be issued by the main EU institutions 
(Commission, Council, Parliament), the Committee of the Regions and the European Economic and 
Social Committee. While laws are being made, the committees give opinions from their specific 
regional or economic and social viewpoint.  

• Communication: In its Communications the European Commission expresses its opinions and proposals 
to Member States and other EU institutions, and commits itself to take action to foster the objectives 
of the Communications.  

Council resolution: A Council resolution is a non-binding statement from the Council of the European Union, 
where the Council defines objectives and makes political declarations. 
2 See footnote 1 
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al., 2011a). The main example in this respect is the Framework Directive 89/391/EEC 
on Safety and Health of Workers at Work. Even though the Directive asks employers 
to ensure workers’ health and safety in every aspect related to work, ‘addressing all 
types of risk at source’, it does not include the terms ‘psychosocial risk’ or ‘work-
related stress’. However, it does require employers to ‘adapt the work to the 
individual, especially as regards the design of workplaces, the choice of work 
equipment and the choice of working and production methods, with a view, in 
particular, to alleviating monotonous work and work at a predetermined work-rate, 
developing a coherent overall prevention policy which covers technology, organization 
of work, working conditions, social relationships and the influence of factors related to 
the working environment’.  
 
The Directive further specifies ‘that health surveillance should be provided for workers 
according to national systems. Particularly sensitive risk groups must be protected 
against the dangers which specifically affect them’. In this sense, there is an indirect 
reference to, and provision for, risks related to mental health at work. This is also the 
case for the Directive on organisation of working time (93/104/EC), while the Council 
Directive on work with display screen equipment (90/270/EEC), actually refers to 
‘problems of mental stress’ in the context of risk assessment. 
 
The European Court of Justice in various judgements also emphasises the importance 
of assessing all risks. For instance, in what concerns the duty on the employer to 
evaluate risks, the Court held, in case C 49/00 (Commission v. Italy) that this includes 
all risks (which encompass psychosocial risks). The Court held as follows: “It must be 
noted, at the outset, that it follows both from the purpose of the Directive, which 
according to the 15th recital, applies to all risks, and from the wording of Article 6 (3) 
a) thereof, that employers are obliged to evaluate all risks to the safety and health of 
workers”.  
 
The Court went further and explained that: “It should also be noted that the 
occupational risks which are to be evaluated by employers are not fixed once and for 
all, but are continually changing in relation, particularly, to the progressive 
development of working conditions and scientific research concerning such risks.” The 
Court further highlighted that a general formal indication in the national law of the 
obligation of the employer to take measures to protect the physical and mental health 
of workers was not sufficient and that the national legislation must also reflect the 
specific obligation to evaluate all the risks to the health and safety of workers. 
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Table 4: Regulatory instruments of relevance3 to mental health and psychosocial risks 
in the workplace at the European level 
 
 
 
Focus 

 
Instrument 
 

 
Content / Selected Excerpts 
 

Directive 89/391/EEC  the 
European Framework 
Directive on Safety and 
Health at Work  

According to the Directive, 
employers have “a duty to ensure 
the safety and health of workers in 
every aspect related to work”. 
They have to develop “a coherent 
overall prevention policy.” Some 
important principles are: “avoiding 
risks”, “combating the risks at 
source”, “adapting the work to the 
individual”. 
 
“The employer shall implement the 
measures (…) on the basis of the 
following general principles of 
prevention: (…) adapting the work 
to the individual, especially as 
regards the design of work places, 
the choice of work equipment and 
the choice of working and 
production methods, with a view, 
in particular, to alleviating 
monotonous work and work at a 
predetermined work-rate and to 
reducing their effect on health.  
(…) developing a coherent overall 
prevention policy which covers 
technology, organization of work, 
working conditions, social 
relationships and the influence of 
factors related to the working 
environment”. 
 

General 
occupational 
safety and 
health at work 
 

C155 Occupational Safety 
and Health Convention (ILO), 
1981  
 
(ratified in 15 EU member 
states) 

The Convention states that, “Each 
Member shall, in the light of 
national conditions and practice, 
and in consultation with the most 
representative organisations of 
employers and workers, formulate, 
implement and periodically review 
a coherent national policy on 
occupational safety, occupational 
health and the working 
environment”.  

                                          
3 Mental health and/or psychosocial risk in the workplace referred to in the objectives/ scope of the 
instrument, or in clauses relating to exposure factors, risk assessment, preventive actions, mental health 
problems/ disorders at work and related outcomes. 
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The policy should take into 
account, “relationships between 
the material elements of work and 
the persons who carry out or 
supervise the work, and adaptation 
of machinery, equipment, working 
time, organisation of work and 
work processes to the physical and 
mental capacities of the workers”. 
 

C187 Promotional Framework 
for Occupational Safety and 
Health Convention (ILO), 
2006 
(ratified in 12 EU member 
states) 
 

The Convention states that “In 
formulating its national policy, 
each Member, (…) in consultation 
with the most representative 
organisations of employers and 
workers, shall promote basic 
principles such as assessing 
occupational risks or hazards; 
combating occupational risks or 
hazards at source; and developing 
a national preventative safety and 
health culture that includes 
information, consultation and 
training”. “(…) the principle of 
prevention is accorded the highest 
priority”. 
 

Directive 89/654/EEC 
concerning the minimum 
safety and health 
requirements for the 
workplace (first individual 
directive within the meaning 
of Article 16 (1) of Directive 
89/391/EEC) 
 

This Directive “lays down minimum 
requirements for safety and health 
at the workplace”. It covers 
aspects of the physical working 
environment which include, 
“Ventilation of enclosed workplaces 
(...), room temperature (...), 
Natural and artificial room lighting 
(...)”. 
 

General 
workplace 
requirements 

Directive 2009/104/EC 
concerning the minimum 
safety and health 
requirements for the use of 
work equipment by workers 
at work (second individual 
Directive within the meaning 
of Article 16(1) of Directive 
89/391/EEC) [replacing 
Directive 89/655/EEC] 
 

The Directive highlights the 
employer’s obligation to, “take the 
measures necessary to ensure that 
the work equipment made 
available to workers in the 
undertaking or establishment is 
suitable for the work to be carried 
out or properly adapted for that 
purpose and may be used by 
workers without impairment to 
their safety or health”. 
 
Article 7 of the Directive covers 
‘ergonomics and occupational 
health’, which states that, “The 
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workplace and position of workers 
while using work equipment and 
ergonomic principles shall be taken 
fully into account by the employer 
when applying minimum health 
and safety requirements”. 
 

Directive 89/656/EEC on 
the minimum health and 
safety requirements for the 
use by workers of personal 
protective equipment at the 
workplace (third individual 
directive within the meaning 
of Article 16 (1) of Directive 
89/391/EEC) 
 

The Directive specifies that, “All 
personal protective equipment 
must: 
(a) be appropriate for the risks 
involved, without itself leading to 
any increased risk; (b) correspond 
to existing conditions at the 
workplace; (c) take account of 
ergonomic requirements and the 
worker's state of health(…)”. 
 

Directive 93/103/EC 
concerning the minimum 
safety and health 
requirements for work on 
board fishing vessels 
(thirteenth individual 
Directive within the meaning 
of Article 16 (1) of Directive 
89/391/EEC) 

The Directive “lays down minimum 
safety and health requirements 
applicable to work on board 
[fishing] vessels”. 
 
It stipulates that, “the workers' 
living quarters and facilities, (…) 
should be such as to provide 
adequate protection against 
weather and sea, vibration, noise 
and unpleasant odours from other 
parts of the vessel likely to disturb 
the workers during their period of 
rest”. 
 

Sector specific 
workplace 
requirements 

Directive 92/91/EEC - 
concerning the minimum 
requirements for improving 
the safety and health 
protection of workers in the 
mineral-extracting industries 
through drilling (eleventh 
individual Directive within the 
meaning of Article 16 (1) of 
Directive 89/391/EEC) 

This Directive “lays down minimum 
requirements for the safety and 
health protection of workers in the 
mineral-extracting industries 
through drilling”.  
 
It stipulates that “Workplaces must 
be so organized as to provide 
adequate protection against 
hazards. (…). Workstations must 
be designed and constructed 
according to ergonomic principles 
taking into account the need for 
workers to be able to follow 
operations taking place at their 
workstations. Where workstations 
are occupied by lone workers, 
adequate supervision or means of 
communication must be provided”. 
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Directive 92/104/EEC  on 
the minimum requirements 
for improving the safety and 
health protection of workers 
in surface and underground 
mineral-extracting industries 
(twelfth individual Directive 
within the meaning of Article 
16 (1) of Directive 
89/391/EEC) 

This Directive lays down minimum 
requirements for the safety and 
health protection of workers in the 
surface and underground mineral-
extracting industries. 
 
It also stipulates that “Workplaces 
must be so organized as to provide 
adequate protection against 
hazards. (…). Workstations must 
be designed and constructed 
according to ergonomic principles 
taking into account the need for 
workers to be able to follow 
operations taking place at their 
workstations. Where workstations 
are occupied by lone workers, 
adequate supervision or means of 
communication must be provided”. 
 

Directive 92/57/EEC on the 
implementation of minimum 
safety and health 
requirements at temporary or 
mobile construction sites 
(eighth individual Directive 
within the meaning of Article 
16 (1) of Directive 
89/391/EEC) 

This Directive, “lays down 
minimum safety and health 
requirements for temporary or 
mobile construction sites”. 
 
It states that, “Where the safety or 
health of workers, in particular 
because of the type of activity 
carried out or the presence of more 
than a certain number of 
employees as well as the remote 
nature of the site, so require, 
workers must be provided with 
easily accessible rest rooms and/or 
accommodation areas.  Rest rooms 
and/or accommodation areas must 
be large enough and equipped with 
an adequate number of tables and 
seats with backs for the number of 
workers concerned”. 
 

Physical wok 
environment – 
hazard specific 

Directive 90/270/EEC on 
the minimum safety and 
health requirements for work 
with display screen 
equipment (fifth individual 
Directive within the meaning 
of Article 16 (1) of Directive 
89/391/EEC) 
 

This Directive lays down the 
minimum safety and health 
requirements for work with display 
screen equipment. It states that, 
“Employers shall be obliged to 
perform an analysis of 
workstations in order to evaluate 
the safety and health conditions to 
which they give rise for their 
workers, particularly as regards 
possible risks to eyesight, physical 
problems and problems of mental 
stress”. 



 
Employment, Social Affairs & Inclusion 

Evaluation of policy and practice to promote mental health in the 
workplace in Europe 

Final Report  
 
 

November 2014  52 
 

 

Directive 2010/32/EU 
implementing the Framework 
Agreement on prevention 
from sharp injuries in the 
hospital and 
healthcare sector concluded 
by HOSPEEM and EPSU 

This Directive implements the 
Framework Agreement on 
prevention from sharp injuries in 
the hospital and healthcare 
sector. One of its principles states 
that “The employer has a duty to 
ensure the safety and health of 
workers in every aspect related to 
the work, including psycho-social 
factors and work organisation”. 
 
It further specifies, that “Risk 
assessments shall take into 
account technology, organisation of 
work, working conditions, level of 
qualifications, work related psycho-
social factors and the influence of 
factors related to the working 
environment.” 
 
“Prevent the risk of infections by 
implementing safe systems of 
work, by: (a) developing a 
coherent overall prevention policy, 
which covers technology, 
organisation of work, working 
conditions, work related psycho-
social factors and the influence of 
factors related to the working 
environment (…)”. 
 

Directive 90/269/EEC on 
the minimum health and 
safety requirements for the 
manual handling of loads 
where there is a risk 
particularly of back injury to 
workers (fourth individual 
Directive within the meaning 
of Article 16 (1) of Directive 
89/391/EEC) 
 

This Directive lays down minimum 
health and safety requirements for 
the manual handling of loads 
where there is a risk particularly of 
back injury to workers. It places 
responsibility on the employer to, 
“take care to avoid or reduce the 
risk particularly of back injury to 
workers, by taking appropriate 
measures, considering in particular 
the characteristics of the working 
environment and the requirements 
of the activity (...)”. 
 

Working time 
 
 

Directive 2003/88/EC 
concerning certain aspects of 
the organisation of working 
time (consolidates and 
repeals Directive 93/104/EC ) 

“This Directive lays down minimum 
safety and health requirements for 
the organisation of working time”. 
It applies to, “minimum periods of 
daily rest, weekly rest and annual 
leave, to breaks and maximum 
weekly working time; and certain 
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aspects of night work, shift work 
and patterns of work”. 
 

C175 Part-time Work 
Convention (ILO), 1994 
 
(ratified in 9 EU member 
states) 

The Convention requires 
signatories to take measures to, 
“ensure that part-time workers 
receive the same protection as that 
accorded to comparable full-time 
workers in respect of: the right to 
organize, the right to bargain 
collectively and the right to act as 
workers' representatives;  
occupational safety and health; 
and, discrimination in employment 
and occupation”. 
 

Directive 97/81/EC 
concerning the framework 
agreement on part-time work 

The purpose of this Directive is to 
implement the Framework 
Agreement on part-time work. The 
agreement provides, “for the 
removal of discrimination against 
part-time workers and to improve 
the quality of part-time work”. 
 

Directive 99/70/EC 
concerning the framework 
agreement on fixed-term 
work 

The purpose of the Directive is to 
put into effect the framework 
agreement on fixed-term 
contracts, The agreement seeks to, 
“improve the quality of fixed-term 
work by ensuring the application of 
the principle of non-discrimination; 
establish a framework to prevent 
abuse arising from the use of 
successive fixed-term employment 
contracts or relationships”. 

Directive 2000/79/EC 
concerning the European 
Agreement on the 
Organisation of Working Time 
of Mobile Workers in Civil 
Aviation. 

The purpose of this Directive is to 
implement the European 
Agreement on the organisation of 
working time of mobile staff in civil 
aviation. It requires employers to 
take necessary measures, “to 
ensure that an employer, who 
intends to organise work according 
to a certain pattern, takes account 
of the general principle of adapting 
work to the worker”. 
 

Directive 2002/15/EC on 
the organisation of working 
time of persons performing 
mobile road transport 
activities 

This Directive establishes, 
“minimum requirements in relation 
to the organisation of working time 
in order to improve the health and 
safety protection of persons 
performing mobile road transport 
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activities”. 
 

Directive 2000/43/EC 
implementing the principle of 
equal treatment between 
persons irrespective of racial 
or ethnic origin 

“The purpose of this Directive is to 
lay down a framework for 
combating discrimination on the 
grounds of racial or ethnic origin, 
with a view to putting into effect in 
the Member States the principle of 
equal treatment”. 
 

Discrimination 
 

Directive 2000/78/EC 
establishing a general 
framework for equal 
treatment in employment and 
occupation 

“The purpose of this Directive is to 
lay down a general framework for 
combating discrimination on the 
grounds of religion or belief, 
disability, age or sexual orientation 
as regards employment and 
occupation, with a view to putting 
into effect in the Member States 
the principle of equal treatment”. 
 

Directive 2002/73/EC on  
equal treatment for men and 
women as regards access to 
employment, vocational 
training and promotion, and 
working conditions (amending 
Directive 76/207/EEC) 

The Directive states that, “Member 
States shall actively take into 
account the objective of equality 
between men and women when 
formulating and implementing 
laws, regulations, administrative 
provisions, policies and activities”, 
“conditions for access to 
employment (…) including 
promotion”, “access to all types 
and to all levels of vocational 
guidance (…)” and as regards, 
“employment and working 
conditions, including dismissals, as 
well as pay as provided for in 
Directive 75/117/EEC (...)”. 
 

Equal treatment 
for men and 
women 

Directive 2006/54/EC on 
the implementation of the 
principle of equal 
opportunities and equal 
treatment of men and women 
in matters of employment 
and occupation 
 

“The purpose of this Directive is to 
ensure the implementation of the 
principle of equal opportunities and 
equal treatment of men and 
women in matters of employment 
and occupation. To that end, it 
contains provisions to implement 
the principle of equal treatment in 
relation to: access to employment, 
including promotion, and to 
vocational training; working 
conditions, including pay (...)”. 
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C 183 Maternity Protection 
Convention (ILO), 2000 
 
(ratified in 13 EU member 
states) 

The Convention states that, “Each 
Member shall, (...) adopt 
appropriate measures to ensure 
that pregnant or breastfeeding 
women are not obliged to perform 
work which has been determined 
(...) to be prejudicial to the health 
of the mother or the child (...)”. 
 

Directive 92/85/EC on 
pregnant workers, women 
who have recently given 
birth, or are breast-feeding 

The purpose of this Directive is to 
implement measures to encourage 
improvements in the safety and 
health at work of pregnant workers 
and workers who have recently 
given birth or who are 
breastfeeding.  
 
It states that, “In consultation with 
the Member States and assisted by 
the Advisory Committee on Safety, 
Hygiene and Health Protection at 
Work, the Commission shall draw 
up guidelines on the assessment of 
the chemical, physical and 
biological agents and industrial 
processes considered hazardous for 
the safety or health of workers 
(...).  These guidelines shall also 
cover, “movements and postures, 
mental and physical fatigue and 
other types of physical and mental 
stress connected with the work 
done by workers (...). 
 

Maternity and 
related issues 

Directive 2010/18/EU 
implementing the revised 
Framework Agreement on 
parental leave  (repealing 
Directive 96/34/EC)  

This Directive puts into effect the 
revised Framework Agreement 
on parental leave concluded on 18 
June 2009 by the European 
cross-industry social partner 
organisations (BUSINESSEUROPE, 
UEAPME, CEEP and ETUC). “This 
agreement lays down minimum 
requirements designed to facilitate 
the reconciliation of parental and 
professional responsibilities for 
working parents”. 
 

Young people at 
work 

Directive 94/33/EC on the 
protection of young people at 
work 
 

This Directive stipulates that The 
Member States, “shall ensure in 
general that employers guarantee 
that young people have working 
conditions which suit their age. 
They shall ensure that young 
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people are protected against 
economic exploitation and against 
any work likely to harm their 
safety, health or physical, mental, 
moral or social development (…)”. 
 
It includes provisions relating to 
the employer's general obligations, 
such as protection of the health 
and safety of young people, and 
assessment and monitoring of the, 
“risks to the safety, the physical or 
mental health or development of 
young people”. 
 

Temporary 
workers 

Directive 91/383/EEC 
supplementing the measures 
to encourage improvements 
in the safety and health at 
work of workers with a fixed-
duration employment 
relationship or a temporary 
employment relationship 

“The purpose of this Directive is to 
ensure that workers with an 
employment relationship (governed 
by a fixed-duration contract of 
employment or temporary 
employment relationships) are 
afforded, as regards safety and 
health at work, the same level of 
protection as that of other workers 
in the user undertaking and/or 
establishment”. 
 

Directive 2002/14/EC 
establishing a general 
framework for informing and 
consulting employees in the 
European Community 
 

The purpose of this Directive is to 
establish a general framework 
setting out minimum requirements 
for the right to information and 
consultation of employees in 
undertakings or establishments 
within the Community. It states, 
“Information and consultation shall 
cover (...) information and 
consultation on decisions likely to 
lead to substantial changes in work 
organisation or in contractual 
relations (...)”. 
 

Informing and 
consulting 
employees 

Directive 2009/38/EC on 
the establishment of a 
European Works Council or a 
procedure in Community-
scale undertakings and 
Community-scale groups of 
undertakings for the purposes 
of informing and consulting 
employees (recast) 
 

The main aim the Directive is to 
make sure that management 
informs and consults with 
members of European Works 
Councils (EWCs) in exceptional 
situations that affect the interests 
of workers, especially in terms of 
relocation, closure or mass layoffs. 

Restructuring Directive 98/59/EC on the 
approximation of the laws of 

The Directive states, “Where an 
employer is contemplating 
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the Member States relating to 
collective redundancies 

collective redundancies, he shall 
begin consultations with the 
workers' representatives in good 
time with a view to reaching an 
agreement”. 
 
“These consultations shall, at least, 
cover ways and means of avoiding 
collective redundancies or reducing 
the number of workers affected, 
and of mitigating the consequences 
by recourse to accompanying social 
measures aimed, inter alia, at aid 
for redeploying or retraining 
workers made redundant”. 
 

Directive 2001/23/EC on 
the approximation of the laws 
of the Member States relating 
to the safeguarding of 
employees' rights in the 
event of transfers of 
undertakings, businesses or 
parts of undertakings or 
businesses 

The purpose of the Directive is to 
protect employees’ rights in case of 
a ‘transfer of an undertaking, 
business or part of a business to 
another employer as a result of a 
legal transfer or merger’. The aim 
of the Directive is to ensure, as far 
as possible, that the employment 
relation continues unchanged with 
the transferee and that the 
workers are not placed in a less 
favourable position solely as a 
result of the transfer. 
 

Directive 2008/94/EC on 
the protection of employees 
in the event of the insolvency 
of their employer (repealing 
Directive 2002/74/EC and 
Council Directive 
80/987/EEC)  

This Directive aims, “to provide a 
minimum degree of protection for 
employees in the event of the 
insolvency of their employer. To 
this end, it obliges the Member 
States to establish a body which 
guarantees payment of the 
outstanding claims of the 
employees concerned”. 
 
“It should be ensured that the 
employees referred to in Directive 
97/81/EC concerning the 
Framework Agreement on part-
time work (...), Council Directive 
1999/70/EC concerning the 
framework agreement on fixed-
term work (…) and Council 
Directive 91/383/EEC 
supplementing the measures to 
encourage improvements in the 
safety and health at work of 
workers with a fixed-duration 
employment relationship or a 
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temporary employment 
relationship are not excluded from 
the scope of this Directive”. 
 

 
 
It should be noted here that in some EU member states the national regulatory 
frameworks are more specific than the key EU OSH Directives and do make reference 
to psychosocial risks and work-related stress. A detailed review and analysis of 
national level frameworks is presented in section 4.3. 
 
A debate has been taking place in the scientific and policy literatures about the lack of 
clarity in regulatory frameworks and related guidance on mental health at work and 
the management of psychosocial risks (e.g. Levi, 2005; Leka et al., 2010; Taris, van 
der Wal & Kompier, 2010). A recent European Survey of Enterprises on New & 
Emerging Risks (ESENER) which covered over 28,000 enterprises in 31 countries 
across Europe has revealed that even though work-related stress was reported among 
the key OSH concerns for European enterprises, only about half of the establishments 
surveyed reported that they inform their employees about psychosocial risks and their 
effects on health and safety and less than a third had procedures in place to deal with 
work-related stress. The findings of the survey also showed that 42% of management 
representatives consider it more difficult to tackle psychosocial risks, compared with 
other safety and health issues. The most important factors that make psychosocial 
risks particularly difficult to deal with were reported to be ‘the sensitivity of the issue’, 
‘lack of awareness’, ‘lack of resources’ and ‘lack of training’ (EU-OSHA, 2010). 
 
Similar findings have also been found in stakeholder surveys, which report that many 
stakeholders still perceive workplace hazards as primarily relating to physical aspects 
of the work environment. Furthermore, where issues relating to mental health are 
reported to be important OSH concerns, there are significant differences among the 
perception of stakeholders in different countries in the EU (Iavicoli et al., 2004, 2011). 
These differences in perception (in terms of perspectives, priorities and interests) of 
mental health at work between social actors, particularly between employers’ 
organisations and trade unions are a challenge for effective social dialogue on these 
issues and for the effective implementation of recently introduced voluntary policy 
initiatives for the management of psychosocial risks such as the European framework 
agreements on work-related stress and on harassment and violence at work (Ertel et 
al., 2010). 
 
 
 

4.1.2 Non-binding/voluntary policy initiatives of relevance to mental health 
and psychosocial risks in the workplace 
 
In addition to the regulatory instruments reviewed above, a significantly larger 
number of ‘soft’ policy initiatives of relevance to mental health and psychosocial risks 
in the workplace have been developed and implemented at the EU level. An EU-OSHA 
report on workplace mental health promotion cites some of the recent policy 
documents and initiatives within the EU relevant to mental health at work (EU-OSHA, 
2011): 
1. Lisbon Strategy: EU goal for economic growth and competitiveness. Targets 
towards full employment and greater social inclusion  
2. Community Strategy on Health and Safety at Work, 2007-2012 
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3. Commission White Paper “Together for Health”  
4. Framework Agreement on Work-related Stress 
5. Framework Agreement on Harassment and Violence at Work 
6. The Mental Health Pact. 
 
The EU-OSHA report highlights the wide scope of policies in this area, which range 
from broad EU strategies, public health policies to social dialogue initiatives. In 
addition to these, other policy initiatives of relevance to mental health and 
psychosocial risks in the workplace include the setting up of formalised stakeholder 
committees, EU level campaigns, policies on managing disability, and initiatives by 
organisations such as the WHO and ILO. This section presents a review of these 
policies under these key themes4. 
 
Early policy initiatives and EU strategies 
 
One of the earliest policy initiatives of relevance, was the Council Decision 
[COM(90)450] on an action programme which declared 1992 as the 'European Year of 
Safety, Hygiene and Health Protection at Work', running from March 1992 to March 
1993 (EC, 1990). The Community's motives in organising the European year included 
the need to improve awareness of the content and implications of Community 
legislation on safety and health. Some of the key messages of the European Year were 
designed to make workers and employers more aware of hazards in their working life 
and of ways to alleviate these. Well-being at work was one of the four priority themes 
and included reference to ‘psychological tension/wellbeing/stress’. During the 
European Year, the European Trade Union Confederation (ETUC) prepared a number of 
projects to train and inform workers' representatives. These included organising and 
conducting seminars and colloquia on stress prevention at work (EC, 1993). 
 
In 1995, the Commission submitted a proposal for Council Decision adopting a 
programme of non-legislative measures to improve health and safety at work 
[COM(95)282 final]. The proposal included four non-legislative measures to improve 
safety and health at work. The third action related to the emergence of new health 
and safety risks. Under this action, the Commission would carry out investigations on 
important problems, each of which are directly related to mental health and 
psychosocial risks at the workplace. Some of these were identified as: 
 the incidence and control of violence in the workplace where workers, especially in 
the security business and in sales outlets, are increasingly subject to violent 
attacks; 

 the influence of excessive stress and personal behaviour on the incidence of work 
accidents, occupational diseases and work-related diseases; 

 advantages or disadvantages from the use of particular techniques for the 
monitoring of the state of health of the workforce (including genetic screening and 
monitoring) in respect of the ethical, social, psychological and legal consequences 
concerned; 

 the implications for health and safety of new technologies, production techniques, 
the introduction of modem telecommunications and the resulting increase in 
homeworking. 

 

                                          
4 It should be noted that the development and implementation of policy initiatives is often interrelated, 
involving a number of agencies and stakeholders. The use of the themes is indicative and meant primarily to 
aid understanding. 
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The European Parliament in 1996, approved the proposal in the legislative resolution 
embodying Parliament's opinion on the proposal for a Council Decision adopting a 
programme of non-legislative measures to improve health and safety at work 
[COM(95)0282 - C4-0386/95 - 95/0155(CNS)]. The resolution recognised the 
importance of creating a stimulating and psychologically sound working environment 
in which human resources are used to best advantage, thus giving the undertaking 
increased flexibility and greater job satisfaction. 
 
The European Parliament Resolution (A4-0050/1999) on the 21st annual activity 
report of the Advisory Committee on Safety, Hygiene and Health Protection at Work 
and the mid-term report on the Community Programme concerning Safety, Hygiene 
and Health at Work, urged “the Commission to investigate the new problem areas 
which are not covered by current legislation: i.e. stress, burn-out, violence and the 
threat of violence by customers and harassment at the workplace”. It also noted that, 
“muscular-skeletal diseases and psycho-social factors constitute the greatest modern 
threat to workers' health”.  
 
Recognising that mental health is an indivisible part of health, the Council of the 
European Union passed a Resolution (2000/C86/01) on the promotion of mental 
health, which highlighted the need for enhancing the value and visibility of mental 
health and to promote good mental health at work. Another Council resolution, passed 
in 2000, was relevant to psychosocial risks in the workplace. Council Resolution 
(2000/C218/02), on the balanced participation of women and men in family and 
working life, called on employers in the public and private sectors, workers and the 
social partners at national and European level “to step up their efforts to ensure 
balanced participation of men and women in family and working life, notably through 
the organisation of working time and the abolition of conditions which lead to wage 
differentials between men and women”. 
 
The Council of the European Union Conclusions (2002/C6/01) on combating stress and 
depression-related problems called on Member states to, “give due attention to the 
impact of stress and depression-related problems in all age groups and ensure that 
these problems are recognised; in this context, give special attention to the increasing 
problem of work-related stress and depression”. It also called on the Commission to, 
“consider opportunities to prevent stress and depression in the definition and 
implementation of relevant Community policies and activities which shall complement 
national policies”. 
 
In addition to these specific policies, overarching EU strategies are also relevant to 
mental health and psychosocial risks in the workplace. This is because such strategies 
guide actions at the Community as well as the national level. In 2000, at the Lisbon 
summit of the Council of the European Union, the Council launched the Lisbon 
Strategy which highlighted the need for Europe to become the most competitive and 
dynamic knowledge-based economy in the world capable of sustainable economic 
growth with more and better jobs and greater social cohesion. In context of 
generating more and better jobs for Europe: developing an active employment policy, 
the Strategy called on the Council and the Commission to address, "improving 
employability and reducing skills gaps, in particular by providing employment services 
with a Europe-wide data base on jobs and learning opportunities; promoting special 
programmes to enable unemployed people to fill skill gaps; (…) by exploiting the 
complementarity between lifelong learning and adaptability through flexible 
management of working time and job rotation; (…) furthering all aspects of equal 
opportunities, including reducing occupational segregation, and making it easier to 
reconcile working life and family life, (…)”. 
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A number of policies, as presented in Table 5, on lifelong learning, promotion of equal 
opportunities, work-life balance, flexicurity and social inclusion were developed and 
implemented. In 2007, a Communication from the Commission [COM(2007) 798] set 
out an initial overview of the results of the negotiations of the new generation of 
cohesion of policy strategies and programmes for the period 2007-2013. It 
emphasised that making a success of the new cohesion programmes was critical to 
realising the Union's overall ambitions for strong economic growth, more and better 
jobs and a higher standard of living for its citizens, and retained the same three 
priorities which are at the heart of the growth and jobs strategy, which included 
creating more and better jobs. 
 
Also in 2007, Communication {SEC(2007) 214-216} from the Commission on 
Improving quality and productivity at work, set the Community strategy 2007-2012 on 
health and safety at work. The strategy for health and safety at work 2007-2012 
called for a more preventive culture with priority for mental health in the workplace. 
Through the strategy, the Commission encouraged Member States to incorporate into 
their national strategies specific initiatives aimed at preventing mental health 
problems and promoting mental health more effectively, in combination with 
Community initiatives on the subject, including the employment of persons with a 
mental disability. The strategy also highlighted, “the importance of negotiations 
between the social partners on preventing violence and harassment at the workplace 
and encourages them to draw conclusions from the assessment of the implementation 
of the European framework agreement on work-related stress”. 
 
A European Parliament resolution of 15 January 2008 on the Community strategy 
2007-2012 on health and safety at work (2007/2146(INI) while welcoming the 
strategy called for, “more attention to the causes underlying the development of 
mental illnesses and to mental health, addiction and psychological hazards at the 
workplace, such as stress, harassment and mobbing, as well as violence and further 
calls for greater emphasis to be placed on employer policies for the promotion of good 
physical and mental health”. It considers, “that excessive working hours/insufficient 
rest periods are a key factor in increased levels of accidents and illnesses at work and 
calls for a proper balance of work and family life”. On a broader level, “it welcomed 
the Commission's greater emphasis on regulatory simplification and reduction of 
administrative burdens, and points out that while simplification provides enhanced 
benefits to citizens, it helps employers and employees to focus on the practical 
management of health and safety to secure better outcomes; considers it to be of 
paramount importance that such simplification in no way undermines the level of 
protection offered to workers”.  
 
The resolution also considers, “Corporate Social Responsibility (CSR) to be one of the 
effective tools to enhance competitiveness, OHS and the working environment and in 
this aspect encourages the exchange of good practices at local, national and European 
level among the Member States and globally at multinational level as well as further 
applying of CSR on a voluntary basis, but as an integrated part of business strategies 
for development”.  The Parliament takes the view that, “it is necessary to cooperate 
with international organisations such as the WTO, the WHO and the ILO, and to ensure 
that international conventions and agreements on OSH are adopted and implemented 
by all parties; considers that this is an important factor in maintaining the EU's 
competitiveness and avoiding the transfer of EU undertakings to third countries in 
search for a more permissive health and safety environment; considers, furthermore, 
that this is a question of protecting human rights and should therefore be addressed 
when negotiating with third countries”. 
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The European Economic and Social Committee in its opinion on the Community 
strategy 2007-2012 on health and safety at work [COM(2007)62 final] emphasised 
that, “Healthy and safe work for European citizens as employees is an essential 
precondition for achieving the objectives of the renewed Lisbon strategy on increased 
productivity and competitiveness. Community legislation together with national 
measures ensure the health and safety of employees at work. This is what the new 
2007-2012 Community strategy on health and safety at work must put into practice”. 
The Committee welcomed the significant contribution made by the social partners to 
improving the mental health of workers through their agreements on stress, and on 
violence and harassment, and called on the agreements to be implemented at national 
level. While the Committee also welcomed CSR as a method to promote health and 
safety, it emphasised that CSR cannot take the place of existing and future legal rules. 
 
The Committee agreed with the Commission in its expectations of a more health-
conscious attitude on the part of employees; however, it highlighted that this was only 
possible in the presence of requisite conditions. It delineated, “Precarious and fixed-
term contracts, actual working time and constant stress due to fear of losing one's 
job, ignorance of and lack of information on employees' rights and the 
disadvantageous situation of migrant workers when they use healthcare services are 
among the problems which stand in the way of promoting the right attitudes”. 
 
The Committee also suggested that the psychosocial and physical repercussions of 
new fields of work and conditions on employees must be examined using scientific 
methods; to this end, new indicators must be developed. In addition it was of the 
opinion that all occupational physicians should be given training to help them diagnose 
mental stress arising from working conditions and the resulting problems. Finally, the 
Committee highlighted that in the course of implementing its 2002-2006 strategy for 
well-being at work, the EU did not fully fulfil its tasks with regard to ensuring a 
workplace in which mental health is not threatened by stress and depression. The 
Committee “deplored this and urged the Commission to come up with specific 
proposals”. 
 
In 2013, the Commission launched a public consultation to seek stakeholder views on 
the implementation of the 2007-12 OSH strategy and on the way forward. The results 
of the evaluation of the strategy confirmed the value of an EU strategic framework for 
policy action in the field of OSH and indicated strong stakeholder support for a 
continuing EU-level strategic approach. The evaluation highlighted the need to review 
objectives, priorities and working methods to adapt the EU policy framework to 
changing patterns of work, and new and emerging risks. In proposing a strategic 
framework on health and safety at work for 2014-20, the Commission took due 
account of several contributions, in particular those received from the European 
Parliament, the Advisory Committee on Safety and Health (ACSH), and the Senior 
Labour Inspectorate Committee (SLIC). The 2014-2020 ‘OSH strategic framework’ was 
launched in June 2014, which highlights three main challenges which require further 
policy action. One of these challenges focuses on ‘Improving the prevention of work-
related diseases by tackling existing, new and emerging risks’. The strategy calls for 
specific attention to be given to addressing the impact of changes in work organisation 
in terms of physical and mental health and one of the key actions calls for the 
identification and dissemination of good practice on preventing mental health 
problems at work. 
 
OSH and the rights and responsibility agenda 
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The European Convention on Human Rights (ECHR) was signed in Rome under the 
aegis of the Council of Europe on 4 November 1950. It established a system of 
international protection for human rights (and included the establishment of the 
European Court of Human Rights), whereby individuals received the possibility of 
applying to the courts for the enforcement of their rights. The ECHR focuses on the 
protection of civil and political rights, while the Charter of Fundamental Rights (2000/C 
364/01) of the European Union goes further to cover workers' social rights, data 
protection, bioethics and the right to good administration. The EU Charter of 
Fundamental Rights was solemnly proclaimed by the Nice European Council on 7 
December 2000. It is based on the Community Treaties, international conventions, 
constitutional traditions common to the Member States and various European 
Parliament declarations. With the entry into force of the Treaty of Lisbon on 1 
December 2009, the Charter (as amended in December 2007) received the same legal 
value as the Treaties and became equally binding. The EU Treaty also provides the 
legal basis for the Union’s accession to the ECHR. This will allow EU law to be 
interpreted in light of the Convention, and improve the legal protection of EU citizens 
by extending the protection they enjoy from Member States to acts of the Union. 
 
A number of fundamental human rights included in the chapter are relevant and 
applicable to mental health at work, already enforced through EU OSH directives and 
other forms of EU policy. These include the right to fair and just working conditions 
(article 31), non-discrimination (article 21), equality between men and women (article 
23), workers’ right to information and consultation within the undertaking (article 27), 
prohibition of child labour and protection of young people at work (article 32), family 
and professional life (article 33), integration of persons with disabilities (article 26), 
right of collective bargaining and action (article 28), protection in the event of 
unjustified dismissal (article 30). Human rights are an increasingly important aspect of 
corporate social responsibility. The EU has endorsed the UN Guiding Principles5 in its 
2011 CSR strategy and has made a commitment to support their implementation. 
 
Over the past decades, economic and socio-political factors in many European 
countries as well as the enlargement of the European Union (EU) has led to a partial 
redefinition of the boundaries between the public and the private sector as well as 
their respective roles in the society. In 2000, at the Lisbon Summit, EU member states 
took the position that “the European Social Model, with its developed systems of social 
protection, must underpin the transformation of the knowledge economy” (Vaughan-
Whitehead, 2003). The European Commission’s (EC) Social Agenda, subsequently 
supported by the European Council in Nice (EC, 2001), and emphasised the role of 
CSR in addressing the employment and social consequences of economic and market 
integration and in adapting working conditions to the new economy.  
 
CSR is defined by the European Commission as "the responsibility of enterprises for 
their impacts on society" [COM (2011) 681]. The Commission encourages that 
enterprises "should have in place a process to integrate social, environmental, ethical 
human rights and consumer concerns into their business operations and core strategy 
in close collaboration with their stakeholders". In March 2010, the European 
Commission in its EU2020 vision for smart, sustainable and inclusive growth made a 
renewed commitment to “renew the EU strategy to promote Corporate Social 
Responsibility as a key element in ensuring long term employee and consumer trust” 
(EC, 2010b), again emphasizing both internal and external dimensions of CSR. 
 

                                          
5 The UN Guiding Principles on Business and Human Rights define what companies and governments should 
do to avoid and address possible negative human rights impacts by business. 
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The internal dimension of CSR includes socially responsible practices concerning 
employees, relating to their safety and health, investing in human capital, managing 
change and financial control (Bondy et. al., 2004). It involves organizations dealing 
with their internal stakeholders. The primary internal stakeholders of any organization 
are the management and the employees. Therefore, organisational interactions 
between management and employees dominate discussions on the internal dimension 
of enterprise responsibility. They include elements like providing an environment for 
lifelong learning for employees, better information flow, improving the balance 
between work, family, and leisure, profit sharing and share ownership schemes, as 
well as job security among others.  
 
CSR and responsible business practices have been reported to an important issue in 
relation to psychosocial risk management and the promotion of mental health at work 
(Jain et al., 2011). CSR instruments and standards provide a broad coverage of 
several psychosocial factors. Since most CSR standards and instruments cover labour 
dimensions and working conditions (Montero et al., 2009) which include basic labour 
themes originating from international labour standards and regulations (e.g. ILO 
fundamental Conventions, Universal Declaration of Human Rights, OECD Guidelines), 
a number of psychosocial factors are directly or indirectly addressed by these 
instruments (Jain et al., 2014). 
 
Social Dialogue Initiatives 
 
In the last decades, new ‘softer’ forms of policy which directly refer to mental health 
and psychosocial risks have been initiated in the EU through increased stakeholder 
involvement within such frameworks as social dialogue (Ertel et al., 2010). Actions 
taken by social partners within the European social dialogue framework, a core 
element of the European social model (Weiler, 2004), have over the past years played 
a significant role in recognising the relevance of these issues. Participants in European 
social dialogue – ETUC (trade unions), BUSINESSEUROPE (private sector employers), 
UEAPME (small businesses), and CEEP (public employers) - have concluded a number 
of agreements that have been ratified by the Council of Ministers and are now part of 
European legislation such as parental leave (1996, revised in 2009), part-time work 
(1997) and fixed-term contracts (1999).  
 
In the context of the European employment strategy, a part of the Lisbon Agenda, the 
European Council also invited the social partners to negotiate ‘voluntary’ or 
autonomous agreements to modernise the organisation of work, including flexible 
working arrangements, with the aim of making undertakings productive and 
competitive and achieving the necessary balance between flexibility and security (EC, 
2006). Autonomous agreements implemented by social partners include framework 
agreements on telework (2002), work-related stress (2004), harassment and violence 
at work (2007) and inclusive labour markets (2010). An autonomous agreement 
signed by the European social partners creates a contractual obligation for the 
affiliated organisations of the signatory parties to implement the agreement at each 
appropriate level of the national system of industrial relations instead of being 
incorporated into a Directive (Eurofound, 2011). 
 
In addition to framework agreements, the social partners have also signed a 
framework of actions for the lifelong development of competencies and qualifications 
in 2002 and a framework of actions on gender equality in 2005. The European social 
partners adopted the framework of actions to contribute to the implementation of the 
Lisbon strategy for economic growth, more and better jobs and social cohesion as well 
as of the EU legislative framework on equal treatment between women and men. 
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While the framework of actions for the lifelong development of competencies and 
qualifications highlights the commitment of the social partners to help employees to 
improve their employability and career prospects (European Social Partners, 2002), 
the framework of actions on gender equality is particularly relevant to OSH as each of 
the four priorities set out in the framework have important direct and indirect 
implications on how programmes and interventions to manage workers’ safety, health 
and are designed and implemented (European Social Partners, 2005). 
 
Agreements implemented by Council Directive 
 
Framework agreement on prevention from sharp injuries in the hospital and 
healthcare: In 2009 the European Hospital and Healthcare Employers’ Association 
(HOSPEEM) and the European Public Services Union (EPSU) signed the framework 
agreement on prevention from sharp injuries in the hospital and healthcare. The 
agreement aims to: achieve the safest possible working environment for employees in 
the hospital and healthcare sector, protect workers at risk, prevent injuries to workers 
caused by all types of sharp medical objects and instruments which are able to cut 
and/or prick, set up an integrated approach to assessing and preventing risks 
(including work-related psychosocial risks) as well as to training and informing 
workers. The agreement was implemented by Council Directive 2010/32/EU of 10 May 
2010 implementing the Framework Agreement on prevention from sharp injuries in 
the hospital and healthcare sector concluded by HOSPEEM and EPSU. The agreement 
highlighted that the employer has a duty to ensure the safety and health of workers in 
every aspect related to the work, including psycho-social factors and work 
organisation. 
 
Framework agreement on parental leave: This framework agreement between the 
social partners set out minimum requirements on parental leave and time off from 
work on grounds of force majeure, as an important means of reconciling work and 
family life and promoting equal opportunities and treatment between men and 
women. It applies to all workers, men and women, who have an employment contract 
or employment relationship as defined by the law, collective agreements or practices 
in force in each Member State. The agreement was implemented by Council Directive 
96/34/EC of 3 June 1996 and  revised in 2008 and was incorporated into Council 
Directive 2010/18/EU of 8 March 2010 implementing the revised Framework 
Agreement on parental leave concluded by BUSINESSEUROPE, UEAPME, CEEP and 
ETUC and repealing Directive 96/34/EC. 
 
Framework agreement on part-time work:  The agreement sets out the general 
principles and minimum requirements relating to part-time work. It illustrates the 
willingness of the social partners to establish a general framework for the elimination 
of discrimination against part-time workers, to improve the quality of part-time work 
and to assist the development of part-time work on a voluntary basis and to 
contribute to the flexible organisation of working time in a manner which takes into 
account the needs of employers and workers. The agreement was implemented by 
Council Directive 97/81/EC of 15 December 1997 concerning the Framework 
Agreement on part-time work concluded by UNICE, CEEP and the ETUC. 
 
Framework agreement on fixed-term contracts: This framework agreement sets out 
the general principles and minimum requirements relating to fixed-term work, 
recognising that their detailed application needs to take account of the realities of 
specific national, sectoral and seasonal situations The agreement was implemented by 
Council Directive 1999/70/EC of 28 June 1999 concerning the framework agreement 
on fixed-term work concluded by ETUC, UNICE and CEEP. 
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Autonomous agreements implemented by Social partners 
 
Framework agreement on telework: In 2002, the European social partners signed the 
first autonomous agreement. The framework agreement on telework highlights that 
teleworkers must enjoy the same level of general protection and rights afforded to 
other employees. The agreement establishes a general framework for the use of 
telework in such a way as to meet the needs of employers and workers. The 
agreement identifies the key areas requiring adaptation or particular attention when 
people work away from the employer’s premises, for instance data protection, privacy, 
health and safety, organisation of work and training.  
 
Framework agreement on work-related stress: The framework agreement on work-
related stress, signed by the social partners in 2004, aims at increasing the awareness 
and understanding of employers, workers and their representatives of work-related 
stress. As such it highlights that the responsibility for implementing measures to 
identify and prevent problems of work-related stress and help to manage them when 
they do arise rests with the employer. It also places emphasis on participation and 
collaboration of workers.  
 
Framework agreement on harassment and violence at work: Signed in 2007, the 
framework agreement on harassment and violence at work aims to increase 
awareness and understanding of employees, workers and their representatives of 
workplace harassment and violence, and to provide employers, workers and their 
representatives at all levels with an action-oriented framework to identify, manage 
and prevent problems of harassment and violence at work. According to the 
agreement, enterprises need to have a clear statement outlining that harassment and 
violence will not be tolerated. The procedures to be followed where cases arise should 
be included.  
 
Framework agreement on inclusive labour markets: Achieving an inclusive labour 
market is a multi-faceted challenge and recognised as a key concern by the European 
social partners. In 2010, the social partners signed the agreement on inclusive labour 
markets, to maximise the full potential of Europe’s labour force and to increase 
employment rates and to improve job quality, including through training and skills 
development. The agreement aims to consider the issues of access, return, retention 
and development with a view to achieving the full integration of individuals in the 
labour market, increase the awareness, understanding and knowledge of employers, 
workers and their representatives of the benefits of inclusive labour markets and to 
provide workers, employers and their representatives at all levels with an action-
oriented framework to identify obstacles to inclusive labour markets and solutions to 
overcome them. 
 
Sectoral Initiatives 
 
Sectoral social dialogue committees have adopted more than 500 joint texts of various 
kinds, binding to lesser or greater degrees, including agreements to be implemented 
in the Member States, either by European directives or by customary national 
procedures. The European social partners in the hospitals, maritime transport, civil 
aviation and railways sectors have altogether adopted six agreements on working 
conditions, working time and occupational safety and health which were implemented 
through Council Directives (EC, 2010c). Between 1999 and 2007, sectoral committees 
had adopted 29 documents on health and safety issues in addition to other documents 
relating to health and safety issues (26 on general working conditions, 15 on 
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employment, 12 on non-discrimination and five on working time) (Pochet et al., 
2009).  
 
Interplay with Public Health Policies 
 
The broad strategies and specific policies on occupational safety and health, as 
presented above, often interact with policies on public health. This interplay allows for 
the inclusion of issues relating to mental health and psychosocial risks in the 
workplace in policies on public health (and vice versa). This interplay increases the 
likelihood of promoting synergy amongst the different policies and thereby promotes 
co-ordinated or joint actions. Therefore, it is important to review key public health 
policies of relevance to mental health and psychosocial risks, both generally and in the 
workplace. 
 
The importance of mental health was highlighted in the Opinion of the Committee of 
the Regions (CdR 246/94) on the Communication from the Commission and a proposal 
for a European Parliament and Council Decision on a programme of Community action 
on health promotion, information, education and training within the framework for 
action in the field of public health. The Committee of the Regions (COR) maintained 
that the Commission's proposals for health education objectives should specifically 
refer to mental health. Any effective Community health education strategy cannot 
overlook this area which is particularly relevant given that suicide is now one of the 
major causes of mortality in the EU. It further highlighted the importance of 
considering “psychological determinant factors such as stress, boredom and alienation 
(which can also be related to unemployment)”. 
 
The European Parliament, approved the Commission proposal, by adopting a 
legislative resolution embodying Parliament's opinion on the proposal for a European 
Parliament and Council Decision adopting a programme of Community action on health 
promotion, information, education and training within the framework for action in the 
field of public health [COM(94) 0202 - C4-0079/94 -94/0130(COD)]. The Parliament 
emphasised the importance of support, in cooperation with the social partners, for 
health education measures and health and safety promotion and prevention measures 
in the workplace, in relation to prevention of alcohol abuse and tobacco consumption, 
and nutrition, and in particular support for measures to prevent occupational diseases. 
 
In 1996, Decision No 645/96/EC of the European Parliament and of the Council 
adopted a programme of Community action on health promotion, information, 
education and training within the framework for action in the field of public health for 
the period 1 January 1996 to 31 December 2000.  The objective of the programme 
was to contribute towards ensuring a high level of health protection and comprised 
actions aimed at encouraging the 'health promotion approach’ in health policies of 
Member States by lending support to various cooperation measures (exchanges of 
experience, pilot projects, networks, etc.), encouraging the adoption of healthy 
lifestyles and behaviour, promoting awareness of risk factors and health-enhancing 
aspects, and encouraging inter-sectoral and multidisciplinary approaches to health 
promotion, taking account of the socio-economic factors and the physical environment 
necessary for the health of the individual and the community, especially for 
disadvantaged groups. The Decision, highlighted the need for provision of support for 
health education measures in the workplace, particularly in relation to nutrition and 
the risks involved in tobacco and alcohol consumption, as well as mental health 
factors, including prevention of stress-related risks. 
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Communication from the Commission (COM/2000/0285) outlined the health strategy 
of the European Community. One of the general objectives of the programme included 
the need to address health determinants through health promotion and disease 
prevention measures, through support to and the development of broad health 
promotion activities and disease prevention actions and specific risk reduction and 
elimination instruments. Main priorities within the objective included seeking to 
address the high levels of premature deaths and illness in the EU from major diseases, 
cancer and cardio-vascular diseases, as well as mental illness. This was achieved by 
focussing on key lifestyle factors, such as smoking, alcohol, nutrition, physical activity, 
stress and drug abuse, as well as major socio-economic and environmental factors. 
The Strategy also included the development of health indicators and the creation of a 
Community network for health data exchange between Member States, and networks 
in a number of areas in relation to disease prevention and health promotion, including 
mental health promotion6. 
 
Council Resolution 2000/C218/03, on action on health determinants underlined the 
need for the Community to direct its action towards preventing disease and promoting 
health. It “welcomed the Commission's commitment to developing a broad health 
strategy and the presentation of its proposal for a new health programme, containing 
a specific strand of action aimed at addressing health determinants by means of 
health promotion and disease prevention underpinned by inter-sectoral policy (…)”. 
 
In 2001, the Council of the European Union Conclusions (2001/C175/01) on a 
Community strategy to reduce alcohol-related harm recognised, “the close link 
between alcohol abuse and reduced productivity at work, unemployment, social 
marginalisation (…) and mental illness”, and the need to take relevant action by 
focusing, “on measures with a European added value, taking full account of 
possibilities offered by the future action programme in the field of public health, but 
also including measures in policy areas other than public health”. While Council 
Recommendation (2003/488/EC) on the prevention and reduction of health-related 
harm associated with drug dependence, called on member states to, “promote 
appropriate integration between health, including mental health, and social care, and 
specialised approaches in risk reduction”. 
 
With a view to starting wide-ranging discussions on Mental Health in Europe, in 2005, 
the EC launched a Green paper on Improving the mental health of the population: 
Towards a strategy on mental health for the European Union. The Green Paper called 
for the promotion of mental health highlighting that, “promotion of mental health and 
prevention of mental ill health address individual, family, community and social 
determinants of mental health, by strengthening protective factors and reducing risk 
factors”. It further identified schools and workplaces, where people spend large parts 
of their time, as crucial settings for intervention. Mental Health Europe (MHE, 2006) 
welcomed the objectives of the Green Paper and emphasised the need for the EU to 
develop a comprehensive strategy on the mental health of the population and called 
for close links between DG Sanco and DG Employment and Social Affairs to promote 
social inclusion and protecting human rights for people with mental health problems. 
 

                                          
6 According to the Regulation (EC) No 1338/2008 of the European Parliament and of the Council of 16 
December 2008 on Community statistics on public health and health and safety at work, “the harmonised 
and common data set to be provided shall cover the following list of subjects: health status, including health 
perceptions, physical and mental functioning, limitations and disability (…) accidents and injuries (…). An 
accident at work is defined as ‘a discrete occurrence in the course of work which leads to physical or mental 
harm’”. 
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In 2006, the European Economic and Social Committee adopted an opinion (2006/C 
195/11) on the Green Paper Improving the mental health of the population — Towards 
a strategy on mental health for the European Union. The Committee welcomed the 
proposals in the Green Paper in terms of the action proposed, and emphasised the 
importance of prevention at the primary, secondary and tertiary levels with the 
balance between them depending on the particular area concerned. 
 
The 2006, the European Parliament passed a resolution (2006/2058(INI) on improving 
the mental health of the population - Towards a strategy on mental health for the 
European Union which, “considers that good working conditions contribute to mental 
health and calls for employers to introduce ‘Mental Health at Work’ policies as a 
necessary part of their health and safety at work responsibility, with a view to 
ensuring the ‘best possible jobs’ for and best possible incorporation into the labour 
market of persons with mental disorders, and that these should be published and 
monitored within existing health and safety legislation, while also taking workers' 
needs and views into account”. The resolution, “welcomes the social initiatives within 
social policy and employment policy to promote the non-discriminatory treatment of 
individuals with mental ill health, the social integration of individuals with mental 
disabilities, and the prevention of stress in the workplace”. With regard to the EU 
employment strategy, the resolution emphasises the influence of mental health on 
employment as well as the influence of unemployment on people's state of mental 
health. 
 
Following on from the Green Paper, the Commission launched a White paper in 2007- 
Together for health - A Strategic Approach for the EU 2008-2013. The White Paper 
called on the Commission and Member States to work towards the, “Development and 
delivery of actions on tobacco, nutrition, alcohol, mental health and other broader 
environmental and socioeconomic factors affecting health”. It also called on the 
Commission to take, “Measures to promote the health of older people and the 
workforce (…)”.  
 
In the 2009 Opinion of the European Economic and Social Committee on the White 
Paper, the Committee welcomed the Commission's White Paper and also emphasised 
the correlation between health, economic prosperity and competitiveness, while 
recognising the rights of citizens to be empowered in their mental and physical health 
and to the provision of high-quality healthcare. It reiterated that the right to be 
empowered in mental and physical health and access to mental and physical 
healthcare is a fundamental right for European citizens and is one of the main pillars 
of active European citizenship. 
 
Decision 1350/2007/EC of the European Parliament and of the Council of 23 October 
2007 established the second programme of Community action in the field of health 
(2008-13). Building on the achievements of the previous Programme for Community 
action in the field of public health (2003-08), the new programme aimed to contribute 
towards the attainment of a high level of physical and mental health and greater 
equality in health matters throughout the Community by directing actions towards 
improving public health, preventing human diseases and disorders, and obviating 
sources of danger to health with a view to combating morbidity and premature 
mortality.  
 
The Programme highlighted the importance of mainstreaming health objectives in all 
Community policies and activities, without duplicating work carried out under other 
Community policies. Coordination with other Community policies and programmes was 
a key part of the objective of mainstreaming health in other policies. The Decision 



 
Employment, Social Affairs & Inclusion 

Evaluation of policy and practice to promote mental health in the 
workplace in Europe 

Final Report  
 
 

November 2014  70 
 

specified that, “in order to promote synergies and avoid duplication, joint actions may 
be undertaken with related Community programmes and actions and appropriate use 
should be made of other Community funds and programmes, including the current and 
future Community framework programmes for research and their outcomes, (…), the 
European strategy for health at work (…). 
 
In 2007, the Commission launched a White Paper on a Strategy for Europe on 
Nutrition, Overweight and Obesity related health issues. The White Paper called on 
Businesses to, “support the development of healthy lifestyles in the workplace. 
Together with employee organisations, they should also develop proposals/guidelines 
for ways in which companies of different sizes can introduce simple, cost-effective 
measures to promote healthy lifestyles of employees”. It recognized that “a worsening 
trend of poor diets and low physical activity levels across the EU population can be 
expected to increase future levels of a number of chronic conditions, such as 
cardiovascular disease, hypertension, type 2 diabetes, stroke, certain cancers, 
musculo-skeletal disorders and even a range of mental health conditions”. 
 
In addition, in 2008, a high level conference hosted by the European Commission 
launched the European Pact for Mental Health and Wellbeing which recognised that 
mental health and well-being are a key resource for the success of the EU as a 
knowledge-based society and economy and for the realisation of the objectives of the 
Lisbon strategy, on growth and jobs, social cohesion and sustainable development. 
The purpose of the Pact was to establish an EU-level framework for exchange and 
cooperation on mental health challenges and opportunities. The Pact had five 
priorities, with “Mental Health in Workplace Settings” being one of them. It stated that 
“employment is beneficial to physical and mental health…action is needed to tackle the 
steady increase in work absenteeism and incapacity, and to utilise the unused 
potential for improving productivity that is linked to stress and mental disorders” 
(European Pact for Mental Health and Wellbeing, 2008). The Pact also called on the EC 
to issue a proposal for a Council Recommendation on Mental Health and Well-being.  
 
In 2009, the European Parliament passed a non-legislative resolution on mental 
health. The resolution, called on “the Member States to encourage research into the 
working conditions which may increase the incidence of mental illness, particularly 
among women”; it called on “employers to promote a healthy working climate, paying 
attention to work-related stress, the underlying causes of mental disorder at the 
workplace, and tackling those causes” and it called on “the Commission to require 
businesses and public bodies to publish annually a report on their policy and work for 
the mental health of their employees on the same basis as they report on physical 
health and safety at work” (European Parliament, 2009). 
 
As the key element in the implementation of the Mental Health Pact, a series of 
thematic conferences were organised between 2009 and 2011 on each of the five 
priorities. The fifth conference, held in Berlin on 3-4 March 2011, was on the theme 
‘Promoting Mental Health and Well-being at Workplaces. The conclusions from the 
conference reiterated that mental health at work is a core element of Europe's social 
model and highlighted the importance of mental health as an indicator of the quality of 
social cohesion and the quality of work.  
 
It recognised that within the framework of labour and social policy, both at the 
European and at the national level, a legal framework is in place, which outlines the 
responsibility of employers for implementing measures at the workplace to protect and 
promote mental health and well-being at the workplace. It also recognises the 
important role in providing support for business played by institutions such as the 
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European Agency for Safety and Health at Work (EU-OSHA), European Foundation for 
the Improvement of Living and Working Conditions (Eurofound), working together 
with the corresponding structures in the Member States.  
 
The Council of the European Union conclusions on 'The European Pact for Mental 
Health and Well-being- results and future action' (EC, 2011), recognised that the 
determinants of mental health and well-being, such as social exclusion, poverty, 
unemployment, poor housing and bad working conditions, problems in education, child 
abuse, neglect and maltreatment, gender inequalities as well as risk factors such as 
alcohol and drug abuse are multifactorial, and can often be found outside health 
systems, and that therefore improving mental health and well-being in the population 
requires innovative partnerships between the health sector and other sectors such as 
social affairs, housing, employment and education. It also acknowledged the 
importance of educational institutions and workplaces as settings for actions in the 
field of mental health and well-being, as well as the benefits they can gain from such 
actions for their own objectives. 
 
“The Council Conclusions invited the Member States: 
 To make mental health and well-being a priority of their health policies and to 
develop strategies and/or action plans on mental health including depression and 
suicide prevention; 

 Include the prevention of mental disorders and the promotion of mental health and 
well-being as an essential part of these strategies and/or action plans, to be carried 
out in partnership with the relevant stakeholders and other policy sectors; 

 Improve social determinants and infrastructure which support mental well-being and 
improve access to this infrastructure for people suffering from mental disorders; 

 Promote, where possible and relevant, community-based, socially inclusive 
treatment and care models; 

 Take measures against the stigmatisation and exclusion of and discrimination 
against people with mental health problems and to promote their social inclusion 
and their access to education, training, housing and work; 

 Take steps towards greater involvement of the health and social sectors along with 
social partners in the field of mental health and well-being at the workplace, to 
support and complement employer-led programmes where appropriate; 

 Support activities (e.g. training programmes) that enable professionals and 
managers particularly in healthcare, social care, and workplaces to deal with 
matters concerning mental well-being and mental disorders. 

 
The Council Conclusions invited the Member States and the Commission to: 
 Build innovative partnerships between the health and other relevant sectors (e.g. 
social, education, employment) to analyse policy impact on mental health, to 
address mental health problems of vulnerable groups and the links between poverty 
and mental health problems, to address suicide prevention, to promote mental 
health and well-being and to prevent mental health disorders in different settings, 
such as workplaces and educational settings; 

 Managing the evolution of community-based and socially-inclusive approaches to 
mental health; 

 Improving data and evidence on the mental health status in populations; 
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 Support interdisciplinary research on mental health; 

 Make optimal use of the World Mental Health Day at European, national and regional 
level through appropriate awareness raising actions. 

 
The Council Conclusion invited the Commission to: 
 Continue addressing mental health and well-being in partnership with EU health 
policy and other policy areas; 

 Further develop the European Compass for Action on Mental Health and Wellbeing; 

 Support Member States, by providing data on the mental health status in the 
population, and carrying out research on the fields of mental health and its 
determinants, including the health, economic and social costs caused by mental 
health problems, taking into account the work done by WHO and OECD; 

 Present a report on the outcomes of the Joint Action, including an inventory of 
evidence-based actions in mental health care, social inclusion, prevention and 
promotion, as well as a reflection on possible future policy actions as a follow-up to 
the European Pact for Mental Health and Well-being.” 

 
In another relevant policy initiative, on the basis of the Council conclusions (2011/C 
359/05) on closing health gaps within the EU through concerted action to promote 
healthy lifestyle behaviours, the Council expressed its commitment to, “accelerate 
progress on combating unhealthy lifestyle behaviours, such as tobacco use, alcohol 
related harm, unhealthy diet and lack of physical activity, leading to increased 
incidence of non-communicable chronic diseases, such as cancer, respiratory diseases, 
cardiovascular diseases, diabetes and mental illnesses, which are recognised to be 
important causes of premature mortality, morbidity and disability in the European 
Union”.  
 
Council conclusions (2012/C 396/02) on Healthy Ageing across the Lifecycle recognise 
“the importance of health promotion, disease prevention and early diagnosis 
programmes from the early stages of life and throughout the lifecycle (…) the far-
reaching burden of morbidity and disabilities caused by chronic diseases such as, 
cancer, respiratory diseases, cardiovascular and neurovascular diseases, diabetes and 
mental illnesses, musculoskeletal disorders and problems related to hearing and visual 
impairment in the population. The Council in its conclusions invites the member states 
and the commission, “to promote strategies for combating risk factors, such as 
tobacco use, alcohol related harm, illicit drugs, unhealthy diet and lack of physical 
activity as well as environmental factors, leading to increased incidence of non-
communicable chronic diseases, such as cancer, respiratory diseases, cardiovascular 
and neurovascular diseases, diabetes, mental illnesses and musculoskeletal 
disorders”. 
 
The Council Recommendation of 26 November 2013 on promoting health-enhancing 
physical activity across sectors (2013/C 354/01) further emphasised that physical 
activity, being a prerequisite for a healthy lifestyle and a healthy workforce, 
contributes to the achievement of key objectives defined in the Europe 2020 Strategy 
notably with regard to growth, productivity and health. The Council invited the 
Commission to promote the establishment and functioning of the health-enhancing 
physical activity monitoring framework, while member states were recommended to 
monitor physical activity levels and HEPA policies by making use of a monitoring 
framework and indicators set, which included to indicators for the working 
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environment – a) schemes to promote active travel to work and b) schemes to 
promote physical activity at the work place. 
 
While in its conclusions on nutrition and physical activity (2014/C 213/01) the Council 
of the European Union, invited member states to promote healthy dietary options and 
work with stakeholders to make them available, easily accessible, easy to choose and 
affordable for all citizens towards reducing inequalities and provide opportunities and 
places for daily physical activity at homes, schools and workplaces; and to support 
initiatives to promote health in the workplace, aiming at facilitating healthy eating 
habits and integrating physical activity into every day working life. 
 
Another recent relevant development has been in emergence of eHealth7 as a means 
of improving quality of life in the EU. Communication from the Commission 
(COM/2012/736) on eHealth Action Plan 2012-2020 - Innovative healthcare for the 
21st century, highlighted that information and communication technologies (ICT) 
applied to health and healthcare systems can increase their efficiency, improve quality 
of life and unlock innovation in health markets. The first eHealth Action Plan was 
adopted in 2004 (COM/2004/356 final). Since then, the European Commission has 
been developing targeted policy initiatives aimed at fostering widespread adoption of 
eHealth throughout the EU.  As a means of facilitating uptake ensuring wider 
deployment of eHealth, during the period 2013-2020, the Commission will leverage 
the Connecting Europe Facility and the European Regional Development Fund for the 
large scale deployment of innovative tools, the replicability of good practices and 
services for health, ageing and wellbeing, with a particular attention to improving 
equal access to services.  
 
Committees and Campaigns  
 
Senior Labour Inspectors Committee (SLIC) 
 
Created by Commission Decision 95/315/EC of 12 July 1995, the Senior Labour 
Inspectors' Committee is composed of two representatives of the labour inspectorates 
from each Member State and is chaired by a representative of the Commission. The 
Committee submits an annual report on its activities to the Commission, with 
particular reference to any problem relating to the enforcement or monitoring of 
secondary Community legislation in the field of health and safety at work. The 
Commission forwards the report to the Council, the European Parliament, the 
Economic and Social Committee and the Advisory Committee on Safety, Hygiene and 
Health Protection at Work. 
 
Following a decision at its plenary session in Lyon (December 2008), the Senior 
Labour Inspectors Committee on 23 November 2009 organised a thematic day on 
Supervision of psychosocial risk assessments. The Committee had discussed the role 
of competent authorities in the area of stress and psychosocial problems at work 
during the previous Swedish Presidency in 2001. A Working Group with 
representatives of 12 Member States under the leadership of Sweden planned the 
campaign during 2011. 
 

                                          
7 eHealth is the use of ICT in health products, services and processes combined with organisational change 
in healthcare systems and new skills, in order to improve health of citizens, efficiency and productivity in 
healthcare delivery, and the economic and social value of health. eHealth covers the interaction between 
patients and health-service providers, institution-to-institution transmission of data, or peer-to-peer 
communication between patients and/or health professionals. 
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In 2012, the SLIC undertook the campaign on psychosocial risks. The goal was to 
develop an inspection toolkit for targeted interventions on occupational health and 
safety (psycho-social risks). In all 27 countries participated in the campaign. The 
campaign highlighted that, “the Framework Directive 89/391/EEC and the social 
partner agreements constitute a common legal basis for supervision in the area of 
psychosocial risks”; they concluded that inspections on psychosocial risks are possible 
in all Member States, however in some cases with some restrictions due to national 
systems and capacities.  
 
The results from the campaign indicated that the number of workplaces which have 
included psychosocial risks in the risk assessments has increased. Knowledge of 
psychosocial risks has also increased among labour inspectors in all countries, while 
awareness of psychosocial risks at work at the workplaces overall has also increased. 
As a result of the efforts before and during the campaign, “Tools are now available for 
all European labour inspections to inspect psychosocial risks at work. Increased 
knowledge among labour inspectors will in the long run lead to improvements 
concerning psychosocial risks”. 
 
DG Employment provides the secretariat for the SLIC and the Tripartite Advisory 
Committee on Safety and Health at Work (ACSHW).  
 
Advisory Committee on Safety and Health at Work (ACSHW) 
 
In view of the need to establish a standing body to assist the Commission in the 
preparation and implementation of activities in the field of safety, hygiene and health 
protection at work, and to facilitate cooperation between national administrations, 
trade unions and employers' organisations, the Council of the European Communities, 
by its Decision of 27 June 1974 (74/325/EEC), set up an Advisory Committee on 
Safety, Hygiene and Health Protection at Work. This was replaced by Council Decision 
2003/C 218/01, on setting up an Advisory Committee on Safety and Health at Work. 
The Advisory Committee for Safety and Health “shall have the task of assisting the 
Commission in the preparation, implementation and evaluation of activities in the 
fields of safety and health at work”. 
 
The Committee is a tripartite body made up of full members comprising, for each 
Member State, two government representatives, two representatives of trade unions 
and two representatives of employers' organisations. An alternate member is 
appointed for each full member. The full and alternate members of the Committee are 
appointed by the Council, which publishes the list of members in the Official Journal of 
the European Communities, for information purposes. The Committee is chaired by a 
Member of the Commission or, where he or she is prevented from so doing, by a 
Commission official designated by the chair. The Committee produces an annual report 
on its activities, which the Commission forwards to the European Parliament, the 
Council and the Economic and Social Committee. 
 
The Committee “helps to devise a common approach to problems in the fields of 
safety and health at work and identify Community priorities as well as the measures 
necessary for implementing them”. It “contributes, alongside the European Agency for 
Safety and Health at Work, to keeping national administrations, trades unions and 
employers' organisations informed of Community measures in order to facilitate 
cooperation and to encourage any initiatives on their part to exchange experience and 
establish codes of practice”. 
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One of the follow up actions/future initiatives that was highlighted at the Berlin 
Conference on the conclusion of Mental Health Pact, highlighted the importance of the 
role of the ACSHW in the Promotion of a European Community Strategy on Safety and 
Health in the Workplace for the period of 2013 to 2020, with an increased focus on 
health promotion and the specific area of mental health in the workplace, in 
collaboration the European Commission, social partners and the governments of 
Member States. 
 
EU-OSHA Healthy Workplace Campaigns   
 
Running since 2000, the Healthy Workplaces Campaigns (formerly known as 
“European Weeks for Safety and Health at Work”) are one of EU-OSHA’s principal tools 
for raising awareness of issues related to occupational safety and health, and 
promoting the idea that good health and safety is good for business. The campaigns 
are now the largest of their kind in the world. The campaigns, each of which is now 
two years in duration, involve hundreds of organisations from all of the EU Member 
States, the countries of the European Economic Area, candidate and potential 
candidate countries. EU-OSHA makes information, practical guides and tools, and 
publicity material freely available, translated into more than 20 European languages.   
 
The annual European Week for Safety and Health at Work (in October every year) is a 
particular focus for these events, which can include training sessions, conferences and 
workshops, poster, film and photo competitions, quizzes, suggestion schemes, 
advertising campaigns and press conferences. Other highlights of each campaign 
include the Healthy Workplaces Good Practice Awards competition, which recognises 
organisations that have found innovative ways of promoting safety and health, and 
the Healthy Workplaces Closing Summits, which bring health and safety professionals, 
policymakers, and employers’ and employees’ representatives together, to share best 
practice. 
 
Healthy workplaces manage stress 2014-15: The EU-OSHA launched its most recent 
two year Europe-wide campaign ‘Healthy Workplaces Manage Stress’ in April 2014. 
The campaign aims at raising awareness of stress and psychosocial risks in the 
workplace and encouraging employers, managers and workers and their 
representatives to work together to manage those risks. The campaign will 
disseminate and promote the use of simple, practical tools and guidance for managing 
psychosocial risks and stress in the workplace and also highlight the positive effects of 
managing psychosocial risks and stress in the workplace, including the business case. 
 
Working together for risk prevention 2012–2013: This focuses on risk prevention, i.e., 
managing work-related risks with the ultimate aim of reducing the number of work-
related accidents and occupational illnesses. Final responsibility for managing risk lies 
with employers and top management, but their efforts are bound to fail without active 
worker participation. For these reasons, this campaign places special emphasis on the 
importance of leadership by top management and owners working in tandem with 
active worker participation. 
 
Lighten the load (Musculoskeletal disorders) 2007: This campaign sought to promote 
an integrated management approach to this problem, emphasising the idea that 
employers, employees and government should work together to tackle MSDs. It 
emphasised the concept of ‘managing the load’: considering not just the load being 
carried, for example, but all of the strains being put on the body by environmental 
factors, and the pace at which the task is carried out. It also stressed the importance 
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of managing the retention, rehabilitation and return to work of those who suffer, or 
have suffered, from MSDs. 
 
Working on stress 2002: This campaign focused on the prevention and management 
of stress in the workplace. 
 
Turn your back on musculoskeletal disorders 2000: The first of EU-OSHA’s campaigns 
focused on the effective management of the risks of MSDs. 
 
European Year of Mental Health 
 
At its 485th plenary session 13 December 2012, the European Economic and Social 
Committee adopted an opinion on ‘The European Year of Mental Health — Better work, 
better quality of life’, calling for a European Year on Mental health and well-being. It 
aimed at placing focus on prejudice around mental health problems and psychosocial 
disabilities, and stigmatisation in society or at work.  
 
The Europe 2020 strategy calls for greater social inclusion of this group and for 
relevant EU health programmes to be set up with an eye to inclusive and sustainable 
growth. Furthermore, the UN Convention on the Rights of Persons with Disabilities, 
which was concluded by the EU as the first ever international human rights 
instrument, provides a clear set of rights for persons with psychosocial disabilities. An 
approach based on human rights would be of central importance in the advocated 
European Year of Mental Health (EC, 2013). 
 
European Year of People with Disabilities, 2003 
 
The year 2003 was declared by the European Council as the European Year of People 
with Disabilities (EYPD). Although responsibility for overseeing the EYPD campaign and 
actions at EU level lay with the Commission’s Directorate-General for Employment and 
Social Affairs, it was possible to mobilise all of the services whose work had some 
connection with disability issues and to ensure that the EYPD was included as a 
particular priority for action in 2003. Examples include the stepping up of funding of 
specific projects within the different action programmes in the area of education, 
training, youth and culture; the adoption by the Commission of a revised Code of 
Good Practice for the Employment of People with Disabilities (C(2003)4362); actions 
in the area of relations with the then candidate countries focusing on disability issues; 
and a number of actions in the area of policy on the information society, including a 
specific conference on e-accessibility. 
 
Another key action undertaken by the Commission at EU level to support the EYPD 
was the Corporate Participation Programme. This programme sought to bring large 
companies on board the EYPD campaign by allowing them to participate in a unique 
venture and encouraging them to create awareness and support for the EYPD and 
undertake specific actions. These actions were encouraged with a view to reinforcing 
already existing positive approaches to disability and with a view to acting in a socially 
responsible manner towards people with disabilities by promoting employment and 
training opportunities, developing design-for-all products and services, improving 
accessibility, etc. 
 
Policies on managing disability 
 
People with disabilities (types of disabilities include mobility/agility, mental/cognitive, 
hearing, speaking, and visual impairments) are recognised to be one of the most 
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disadvantaged sections of the society in Europe and continue to face considerable 
barriers in accessing all aspects of social life. The approach to disability endorsed by 
the European Union acknowledges that environmental barriers are a greater 
impediment to participation in society than functional limitations. Barrier removal 
through legislation, provision of accommodations, universal design and other means, 
has been identified as the key to equal opportunities for people with disabilities. While 
responsibility for these issues remains mainly with the Member States, the present 
scope of Community competence provides for substantial means and added value to 
achieve better equal opportunities for people with disabilities. The inclusion of 
disability in ‘Directive 2000/78/EC prohibiting direct or indirect discrimination on 
grounds of  religion or belief, disability, age or sexual orientation’ provides the basis 
for a crucial leap forward to promote equal rights for people with disabilities at EU 
level. A number of ‘soft’ initiatives have also been developed. Some of these are 
presented below. 
 
The Communication of the Commission on Equality of Opportunity for People with 
Disabilities - a New European Community Disability Strategy [COM(96) 406 final] 
intended to serve as a reference framework for the structured exchange of useful 
information between the Member States; as a platform to stimulate the clarification of 
common goals and the identification of best practice; and as a guide for the 
development and assessment of appropriate measures within the Member States and 
the Community's own respective spheres of action. It was politically endorsed by the 
Council and the Member States in a Resolution in December 1996.  
 
The social partners, in May 1999, adopted the Declaration of the European social 
partners on the employment of people with disabilities. Among others, this Declaration 
states that "The ETUC, CEEP and UNICE/UEAPME believe that an equal opportunities' 
approach is the right path to follow in order to improve the employment opportunities 
of people with disabilities in the open labour market". Discrimination based on factors 
which are irrelevant to the task in question is socially unacceptable and economically 
inappropriate. Moreover, the Declaration states "Through actively promoting the 
employment of people with disabilities, companies can develop previously unexploited 
resources and increase their potential for innovation". The Declaration ended with a 
call from the social partners to public authorities, inviting them to "take account of the 
needs of disabled people in an integrated way in order to create a culture of inclusion 
rather than separation". 
 
Communication from the Commission (COM/2000/0284) - Towards a barrier free 
Europe for people with disabilities notes that while disability related activities exist in 
most Community fields, the focus of this Communication rests upon those EU policies 
that are of particular importance in the drive towards a 'barrier free society' for 
disabled Europeans. This Communication therefore places a particular emphasis upon 
the achievement of a greater synergy between related issues in the fields of 
employment, education and vocational training, transport, the internal market, 
information society, new technologies and consumer policy. The Commission proposed 
to the Council that the year 2003 be declared as the European Year of Disabled 
Citizens in order to promote society's awareness of disability issues and to provide a 
catalyst for the introduction of new policies in this regard at all levels of governance. 
The objective of such a proposal, therefore, is to strengthen the concept of citizenship 
for people with disabilities. 
 
Opinion of the Committee of the Regions (2001/C144/21) on the EC Communication - 
Towards a barrier-free Europe for people with disabilities, broadly welcomed the 
Communication as an important document which will assist in the promotion of equal 
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opportunities for all disabled persons in the European Union. The Committee 
highlighted that the quest for synergy in the fields of employment, education and 
vocational training, transport, the internal market, the information society, new 
technologies and consumer protection will assist in the promotion of equal 
opportunities for the disabled. It also welcomed the designation of 2003 as the 
European Year of Disabled Citizens. 
 
Opinion of the Economic and Social Committee on the "Integration of disabled people 
in society" (2002/C241/17) called for an action plan to support the mainstreaming of 
disability in all relevant EU policy areas, inter alia by strengthening current 
consultation and monitoring mechanisms and by promoting disability awareness 
among key decision-makers, focusing on possibilities for disabled people. The action 
plan should also support the establishment of an open method of coordination in the 
field of disability, based on common outcome indicators that would make it possible to 
monitor the progress in time of the levels of social inclusion of disabled people. This 
method would include all relevant areas of disability policy, such as education, 
vocational training, life-long learning, employment, transport, information society, 
benefit systems and services for people with complex dependency needs and their 
families.  
 
The Committee recognised the vast majority of disabled people in working age are 
able and willing to work. Increasing their capacity to enter the labour market will 
result in higher employment levels of disabled people, which is a key to ensure their 
social participation. It acknowledged that Directive 2000/78/EC on equal treatment in 
the workplace is a useful contribution to the improvement of the employment levels of 
disabled people, and called for it to be complemented with adequate positive action, in 
particular by providing adequate support to employers who employ disabled people, 
including Small and Medium Enterprises, for which these incentives might be specially 
attractive.  
 
On 3 December 2001, the Council of the European Union approved the decision to 
declare 2003 the European Year of People with Disabilities. A conference on disability 
held in Madrid in March 2002 adopted the so-called Madrid Declaration, which 
established a conceptual framework for the European Year and included a plan of how 
to achieve the main objectives, as well as concrete suggestions for actions for all 
relevant stakeholders. To achieve social inclusion of disabled people, a synthesis 
approach was proposed, based on a combination of anti-discrimination policies and 
positive action measures. 
 
The Communication from the Commission (COM/2003/0016) – ‘Towards a United 
Nations legally binding instrument to promote and protect the rights and dignity of 
persons with disabilities’ set out the European Commission's position regarding a 
possible international legally binding instrument being developed by the UN. The 
Communication explains the UN background to this issue and considers the human 
rights approach to disability.  It presents the potential added value of a UN legally 
binding instrument. Drawing upon the Community's experience in the field of 
combating discrimination and the implementation of Directive 2000/78/EC concerning 
equal treatment in employment and occupation, which includes specific provision for 
people with disabilities, the Communication outlines the guiding principles that the 
envisaged instrument should contain. Finally, the Communication signals the 
Commission's intention to contribute actively to the development of such an 
instrument, given the Community's competence in the field of combating 
discrimination. 
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Other relevant policies which reiterate these messages and call for actions, include the 
European Parliament resolution on the situation of people with disabilities in the 
enlarged European Union: the European Action Plan 2006-2007 (2006/2105(INI)), the 
Opinion of the European Economic and Social Committee on Equal opportunities for 
people with disabilities (2007/C93/08), Opinion of the European Economic and Social 
Committee on Harmonised indicators in the field of disability as an instrument for 
monitoring European policies (2008/C10/20) and the European Parliament legislative 
resolution of 2 April 2009 on the proposal for a Council directive on implementing the 
principle of equal treatment between persons irrespective of religion or belief, 
disability, age or sexual orientation (COM(2008)0426 – C6-0291/2008 – 
2008/0140(CNS)). 
 
Communication from the Commission (COM/2010/0636) – ‘European Disability 
Strategy 2010-2020: A Renewed Commitment to a Barrier-Free Europe. The overall 
aim of this Strategy is to empower people with disabilities so that they can enjoy their 
full rights, and benefit fully from participating in society and in the European economy, 
notably through the Single market. Achieving this and ensuring effective 
implementation of the UN Convention across the EU calls for consistency. This 
Strategy identifies actions at EU level to supplement national ones, and it determines 
the mechanisms needed to implement the UN Convention at EU level, including inside 
the EU institutions. It also identifies the support needed for funding, research, 
awareness-raising, statistics and data collection. This Strategy focuses on eliminating 
barriers. The Commission has identified eight main areas for action: Accessibility, 
Participation, Equality, Employment, Education and training, Social protection, Health, 
and External Action.  
 
Opinion of the European Economic and Social Committee on ‘People with disabilities: 
employment and accessibility by stages for people with disabilities in the EU. Post-
2010 Lisbon Strategy’( 2010/C 354/02) calls for a specific section on disability to be 
included when the EU 2020 strategy, the Employment Guidelines and the Social 
Agenda are adopted, to ensure that this aspect is mainstreamed and better 
coordinated across all Community policies. The Committee supports a market that is 
inclusive for all, and points out those employment policies for people with disabilities 
must focus on the entire life process relating to employment ("life-streaming"), and in 
particular on education, recruitment, staying in employment, and re-employment. 
Policies aimed at young people with disabilities, together with policies for those 
disabled as a result of accident or illness, must be a priority in the future EU 2020 
strategy and the Commission's new strategy for people with disabilities. 
 
Other policy initiatives 
 
Additional examples of voluntary policy instruments in the form of guidance (and also 
of relevance to the EU) have been developed by international organisations such as 
the WHO and the ILO. These include guidance on psychosocial risks at work, work-
related stress, violence and psychological harassment (ILO, 1986, 2006, 2012; WHO, 
2003a, 2003b, 2007, 2008). In 2010, the WHO developed the Healthy Workplaces 
Framework, which presents a model for action for employers, workers, policymakers 
and practitioners, and includes coverage of the psychosocial work environment. In 
2005, the WHO office of the European Region launched the Mental Health declaration 
for Europe which highlighted the responsibility of each country to commit resources to, 
“prevent risk factors where they occur, for instance, by supporting the development of 
working environments conducive to mental health and creating incentives for the 
provision of support at work or the earliest return for those who have recovered from 
mental health problems”. The corresponding Action plan called on countries in the 
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region to, “Develop the capacities for protection and promotion of mental health at 
work through risk assessment and management of stress and psychosocial factors, 
training of personnel, and awareness raising”. In 2011, this commitment was renewed 
as part of the WHO European Mental Health Strategy.  
 
However, despite these developments, work-related mental disorders and diseases 
arising due to psychosocial risks at work had not been recognised until recently. On 25 
March 2010, the governing board of the ILO approved a new list of occupational 
diseases which has been designed to assist countries in the prevention, recording, 
notification and, if applicable, compensation of diseases caused by work. For the first 
time mental and behavioural disorders at the workplace have been recognised as 
occupational diseases, which result from psychosocial hazards. The revised list 
includes mental and behavioural disorders as, “post-traumatic stress 
disorder…and…other mental or behavioural disorders…where a direct link is 
established … between the exposure to risk factors arising from work activities and the 
mental and behavioural disorder(s) contracted by the worker” (ILO, 2010b). 
 
In the EU, the list of Occupational Diseases does not specifically address work-related 
mental disorders and diseases arising due to psychosocial risks at work, even though 
a number of initiatives have been implemented in relation to this. In 1990, 
Commission Recommendation (90/326/EEC) concerning the adoption of a European 
schedule of occupational diseases recommended member states to introduce as soon 
as possible into their national laws, regulations or administrative provisions concerning 
scientifically recognized occupational diseases liable for compensation and subject to 
preventative measures. 
 
In 1996, Communication from the Commission [COM(96) 454 final] concerning the 
European schedule of occupational diseases indicated that the Member States have 
made a great effort to comply with the provisions set out in the 1990 
recommendation. Even though it recognized that there are diseases in respect of 
which the epidemiological data collected on an ongoing basis indicate significant links 
with exposure to certain agents and substances present in specific working 
environments, the list was not amended. 
 
Commission Recommendation (2003-670-EC) concerning the European schedule of 
occupational diseases, replaced the 1990 recommendation and expanded the list of 
diseases and agents. However, none of these covered work-related mental disorders 
and diseases arising due to psychosocial risks at work. 
 
A report published by the European Commission in March 2013 reviews the situation 
in relation to occupational diseases in EU member countries and EEA/EFTA states. 
While it highlights that Mental and behavioural disorders are not covered in the 
European list of occupational diseases, it specifically refers to diseases caused by 
psychosocial factors and presents countries which include them in their lists of 
occupational diseases as follows: 
 
 General formulation in the list of Hungary: diseases caused by psychosocial factors; 

 Post-traumatic stress disorders (PTSD) (Denmark) (it should be mentioned that 
PTSD is compensated in many member states as a result of work accidents); 

 Psychoneurosis caused by long-term care of psychopathic people in psychiatric units 
(Romania); 

 Italy reports that between 2005 and 2009 about 400-500 work-related mental 
disorders each year were compensated under the complementary clause; 



 
Employment, Social Affairs & Inclusion 

Evaluation of policy and practice to promote mental health in the 
workplace in Europe 

Final Report  
 
 

November 2014  81 
 

 Work-related mental disorders are compensated in the Swedish open system and in 
some other member states under the complementary clause. 

 In addition, mental and behavioural disorders (F: ICD-10) are included in disability 
registers in Finland. In Latvia, the definition of occupational diseases in Law 17, 
November 1995 refers to psychological factors in the working environment. 

 
In a related development, in 2004, the Commission set out a Proposal for common 
rules on the insurance of officials of the European Communities against the risk of 
accident and of occupational disease (SEC/2004/0414 final). Unlike the schedule of 
occupational diseases, the proposal includes reference to mental health, for instance 
“an accident means any sudden occurrence adversely affecting the insured party’s 
bodily or mental health, the cause or one of the causes of which is external to the 
victim’s organism”. The proposal also refers to a ‘new proposed schedule’ - the 
'European Assessment Guide and Schedule for Physical and Mental Impairments'. 
 
Table 5 presents a list of voluntary policy instruments, which directly address mental 
health and psychosocial risks in the workplace. These directly refer to the concepts of 
psychosocial risk, stress, harassment and violence as well as other related policies 
that apply to the EU member states.  
 
Table 5: Non-binding/voluntary policy initiatives of relevance to mental health and 
psychosocial risks in the workplace 
 
Focus 

 
Document 
 

 
Content / Selected Excerpts 
 

Guidance: ILO, 1986  
Psychosocial factors at 
work: Recognition and 
control 
 

Psychosocial hazards = “interactions 
among job content, work organisation and 
management, and other environmental 
and organisational conditions, on the one 
hand, and employees’ competencies and 
needs on the other. Psychosocial hazards 
are relevant to imbalances in the 
psychosocial arena and refer to those 
interactions that prove to have a 
hazardous influences over employees’ 
health through their perceptions and 
experience”. 
 

R194 revised annex, 
ILO 2010 
Recommendation 
concerning the List of 
Occupational Diseases 
and the Recording and 
Notification of 
Occupational Accidents 
and Diseases 
 

“Post-traumatic stress disorder (…) and 
(…) other mental or behavioural disorders 
(…) where a direct link is established (…) 
between the exposure to risk factors 
arising from work activities and the 
mental and behavioural disorder(s) 
contracted by the worker”. 

Mental Health at 
Work 

WHO Mental health 
declaration for 
Europe, 2005 and 
Mental Health Action 
Plan for Europe 

The Ministerial declaration highlighted the 
responsibility of each country to commit 
resources to, “prevent risk factors where 
they occur, for instance, by supporting the 
development of working environments 
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 conducive to mental health and creating 
incentives for the provision of support at 
work or the earliest return for those who 
have recovered from mental health 
problems”.  
 
The Mental Health Action Plan for Europe 
called on countries in the region to, 
“Develop the capacities for protection and 
promotion of mental health at work 
through risk assessment and management 
of stress and psychosocial factors, training 
of personnel, and awareness raising”. 
 
“Establish vocational training for people 
suffering from mental health problems 
and support the adaptation of workplaces 
and working practices to their special 
needs, with the aim of securing their entry 
into competitive employment”. 
 
“Create healthy workplaces by introducing 
measures such as exercise, changes to 
work patterns, sensible hours and healthy 
management styles”. 
 

WHO Healthy 
Workplaces 
Framework, 2010 
Healthy workplaces: a 
model for action: for 
employers, workers, 
policymakers and 
practitioners 
 

“The psychosocial work environment 
includes organizational culture as well as 
attitudes, values, beliefs and daily 
practices in the enterprise that affect the 
mental and physical well-being of 
employees”. 
 
“Examples of psychosocial hazards include 
but are not limited to: poor work 
organization (...), organizational culture 
(...), command and control management 
style (…), lack of support for work-life 
balance, fear of job loss related to 
mergers, acquisitions, reorganizations or 
the labour market/ economy”. 
 
“Psychosocial hazards typically are 
identified and assessed using surveys or 
interviews, as compared to inspections for 
physical work hazards. A hierarchy of 
controls would then be applied to address 
hazards identified, including: Eliminate or 
modify at the source (...) Lessen impact 
on workers (...), Protect workers by 
raising awareness and providing training 
to workers (...)”. 
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WHO European 
Mental Health 
Strategy, 2011 
 

“There is a need to balance between the 
economic gain of good mental health in 
terms of wellbeing and productivity and 
providing the care people want and need”. 
 
The first objective of the mental health 
strategy states, “Everyone has an equal 
opportunity to experience mental 
wellbeing throughout their lifespan, 
particularly those who are most vulnerable 
or at risk”. 
 

Council Resolution 
2000/C86/01, on the 
promotion of mental 
health  

“Considers that there is a need for 
enhancing the value and visibility of 
mental health and to promote good 
mental health, in particular among 
children, young people, elderly people and 
at work”. 
 

Council of the 
European Union 
Conclusions, 2003 on 
Mental health – 
Conference on Mental 
Illness and Stigma in 
Europe: facing up the 
challenges of social 
inclusion and equity 
 

The Council of the European Union invites 
the Commission to, “give specific attention 
to active collaboration in all relevant 
Community policies and actions, and in 
particular in activities relating to 
employment, non-discrimination, social 
protection, education and health, in order 
to reduce stigma and discrimination in 
relation to mental illness (…)”. 
 

Council of the 
European Union 
Conclusions, 2005 on 
a Community Mental 
Health Action 
– Outcome of 
proceedings 

The Council of the European Union invites 
the Commission to, “support the 
implementation of the Declaration and 
Action plan endorsed by the World Health 
Organization European Ministerial 
Conference on Mental Health, in 
collaboration with the World Health 
Organization and other relevant 
international organisations; ensure that 
integrated impact assessment of future 
relevant Community legislation takes 
account of mental health aspects; 
emphasise the strong links between 
mental and physical health and drug and 
alcohol abuse (…)”. 
 

Green paper – EC, 
2005 
Improving the mental 
health of the 
population: 
Towards a strategy on 
mental health for the 
European Union 
 

“Promotion of mental health and 
prevention of mental ill health address 
individual, family, community and social 
determinants of mental health, by 
strengthening protective factors and 
reducing risk factors (..). Schools and 
workplaces, where people spend large 
parts of their time, are crucial settings for 
action”. 
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European Parliament 
resolution 
(2006/2058(INI) on 
improving the mental 
health of the 
population. Towards a 
strategy on mental 
health for the 
European Union  
 

“Considers that good working conditions 
contribute to mental health and calls for 
employers to introduce ‘Mental Health at 
Work’ policies as a necessary part of their 
health and safety at work responsibility, 
with a view to ensuring the ‘best possible 
jobs’ for and best possible incorporation 
into the labour market of persons with 
mental disorders, and that these should 
be published and monitored within 
existing health and safety legislation, 
while also taking workers' needs and 
views into account”. 
 
“Welcomes the social initiatives within 
social policy and employment policy to 
promote the non-discriminatory treatment 
of individuals with mental ill health, the 
social integration of individuals with 
mental disabilities, and the prevention of 
stress in the workplace”.  
 
“With regard to the EU employment 
strategy, emphasises the influence of 
mental health on employment as well as 
the influence of unemployment on 
people's state of mental health”. 
 

EC 2007 - White 
paper - Together for 
health - A Strategic 
Approach for the EU 
2008-2013 
 

The white paper called on the Commission 
and Member States to work towards the, 
“Development and delivery of actions on 
tobacco, nutrition, alcohol, mental health 
and other broader environmental and 
socioeconomic factors affecting health”. It 
also called on the Commission to take, 
“Measures to promote the health of older 
people and the workforce (…)”. 
 
“Community-level work includes scientific 
risk assessment, (…), strategies to tackle 
risks from specific diseases and 
conditions, action on accidents and 
injuries, improving workers' safety (…)”. 
 

European Pact for 
Mental Health and 
Wellbeing, 2008 
Together for mental 
health and wellbeing 

“Employment is beneficial to physical and 
mental health…action is needed to tackle 
the steady increase in work absenteeism 
and incapacity, and to utilise the unused 
potential for improving productivity that is 
linked to stress and mental disorders”. 
 

European Parliament 
resolution T6-

The resolution, calls on “the Member 
States to encourage research into the 
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0063/2009 on Mental 
Health, Reference 
2008/2209(INI), non-
legislative resolution 
 

working conditions which may increase 
the incidence of mental illness, particularly 
among women”; it calls on “employers to 
promote a healthy working climate, 
paying attention to work-related stress, 
the underlying causes of mental disorder 
at the workplace, and tackling those 
causes” and it calls on “the Commission to 
require businesses and public bodies to 
publish annually a report on their policy 
and work for the mental health of their 
employees on the same basis as they 
report on physical health and safety at 
work”. 
 

EU High-level 
Conference, 
Brussels, 2010 - 
Investing into 
wellbeing at work: 
Managing psychosocial 
risks in times of 
change 

The European Commission together with 
the Belgium presidency of the Council of 
the European Union organised a high-level 
conference on “Investing in well-being at 
work” looks at the psychosocial risks in 
time of change. The conference and 
related papers, “highlighted some of the 
central issues associated with 
organizational change, restructuring, 
health and well-being, and (…) what can 
be done to prepare organizations and 
people more effectively for major 
changes”. 
 

EU-Conference, 
Berlin, 2011 - 
Promoting mental 
health and well-being 
in workplaces 

“Mental health is an important indicator of 
the quality of social cohesion and the 
quality of work. It is also a core element 
of Europe's social model”. 
 
“The protection and promotion of mental 
health can make a vital contribution to the 
implementation of the European Union's 
‘Europe 2020’ agenda with its objective of 
smart, sustainable and inclusive growth”.  
 
“In the area of mental health, prevention 
and promotion require a holistic approach 
which also takes the conditions at the 
workplace into account (…) – in particular 
the structure and organisation of 
workplaces – (…)”.  
 

Council of the 
European Union 
Conclusions, 2011 on 
'The European Pact for 
Mental Health and 
Well-being- results and 
future action' 

The Council of the European Union invites 
Member states to, “Take measures against 
the stigmatisation and exclusion of and 
discrimination against people with mental 
health problems and to promote their 
social inclusion and their access to (…) 
work”. 
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It invites Member States and the 
Commission to, “Take steps towards 
greater involvement of the health and 
social sectors along with social partners in 
the field of mental health and well-being 
at the workplace, to support and 
complement employer-led programmes 
where appropriate”; “Support activities 
(e.g. training programmes) that enable 
professionals and managers particularly in 
healthcare, social care, and workplaces to 
deal with matters concerning mental well-
being and mental disorders”. 
 

Opinion of the 
European Economic 
and Social 
Committee, 2013 on 
the European Year of 
Mental Health — Better 
work, better quality of 
life (2013/C 44/06) 
 

“A publicly supported health promotion 
plan and a modern corporate culture can 
support people with disabilities and 
minimise the occurrence of work-related 
problems”. 
 
“Proactive stress risk management, based 
on research into stress factors and their 
reduction and elimination, should be part 
of a consistent prevention strategy, in 
accordance with the Treaty provisions, 
Framework Directive 89/391/EEC (…) and 
the Framework agreement on work-
related stress (…)”. 
 
“Bodies should be set up either inside the 
company or externally to represent the 
interests of working people with 
disabilities and mental health issues at the 
workplace”. 
 
 

Committee of Senior 
Labour Inspectors 
(SLIC), 2012 
Campaign on 
psychosocial risks at 
work in  
 

The Committee of Senior Labour 
Inspectors (SLIC) undertook a campaign 
on psychosocial risks in 2012. The goal 
was to develop an inspection toolkit for 
targeted interventions on occupational 
health and safety (psycho-social risks). 
 
“The Framework Directive 89/391/EEC 
and the social partner agreements 
constitute a common legal basis for 
supervision in the area of psychosocial 
risks (…). In summary, inspections on 
psychosocial risks are possible in all 
Member States, in some cases with some 
restrictions”. 
 
“(…) the number of workplaces which 
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have included psychosocial risks in the 
risk assessments has increased. 
Knowledge of psychosocial risks has 
increased among labour inspectors in all 
countries. Awareness of psychosocial risks 
at work at the workplaces has increased”. 
 
“Tools are now available for all European 
labour inspections to inspect psychosocial 
risks at work. Increased knowledge 
among labour inspectors will in the long 
run lead to improvements concerning 
psychosocial risks”. 
 

Mental and Physical 
Health Platform 
(MPHP) 2009  the 
Mental and Physical 
Health Charter and Call 
for Action 

“The links between mental and physical 
health must be recognised and addressed 
in all health-related strategies and 
programmes at EU and national level, 
including disease-specific and other 
policies such as social, employment, 
discrimination, research and education, 
nutrition, tobacco and alcohol”.  
 
“(…) promoting mental (and physical) 
well-being can help the European Union 
attain its Lisbon Agenda targets for 
economic growth and employment”. 
 

Recommendations 
from Mental Health 
Europe (MHE), 2009 
Work Programme of 
the Spanish-Belgian-
Hungarian Trio 
Presidency of the 
Council 
of the EU (2010 – 
2011) 
 

“MHE emphasises that sustainable support 
for a (mentally) healthy working life can 
be achieved by minimizing the 
precariousness of work contracts and by 
the provision of a minimum income for 
everyone to live in dignity. MHE points out 
that the benefit of a minimum income 
should not be bound to employment 
contracts only. People who are 
(temporarily) unable to work must have a 
minimum income to cover expenses for 
their basic needs”. 
 

The Standing 
Committee of 
European Doctors 
(CPME) Position 
Paper, 2009 Mental 
Health in workplace 
settings "Fit and 
healthy at work" 
 

“(…) it is important first of all to recognize 
and identify employees that suffer from 
mental disorders, either in early stages or 
when absent from work. Dedicated 
intervention programs with counselling or 
other support programs and active 
rehabilitation is of the greatest importance 
and should be in place (…). Next to these 
measures prevention programs are to be 
installed on both the organisational level 
as on the individual level. These programs 
should focus on the creation of working 
conditions in which employees can work in 
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a healthy fashion and in which they are 
stimulated to live an active and healthy 
life”. 
 

EN ISO 10075-1: 
1991 Ergonomic 
principles related to 
work-load – General 
terms and definitions 
 
 

Mental stress = “The total of all 
assessable influences impinging upon a 
human being from external sources and 
affecting it mentally”. Mental stress is a 
source of mental strain (= “immediate 
effect of mental stress within individual 
(not the long-term effect) depending on 
his/her individual habitual and actual 
preconditions, including individual coping 
styles.)”.  
 
“There are four main categories of sources 
of mental stress: task, equipment, 
physical environment, social 
environment”. “Impairing (short term) 
effects of mental stress are: mental 
fatigue, and fatigue-like states (i.e.: 
monotony, reduced vigilance, and 
satiation)”. 
 

EN ISO 10075-2: 
1996 Ergonomic 
principles related to 
work-load – Design 
principles 
 

“Sources of fatigue: intensity of mental 
workload and temporal distribution of 
mental workload”.  
 
“The intensity of mental workload is 
affected by the following characteristics: 
ambiguity of the task goals, complexity of 
task, requirements, serving strategies, 
adequacy of information, ambiguity of 
information, signal discriminability, 
working memory load, long-term memory 
load, recognition vs. recall memory, 
decision support (…)”. Factors of temporal 
distribution of mental workload include, 
“duration of working hours, time off 
between successive work days or shift, 
time of day, shift work, breaks and rest 
pauses, changes in task activities with 
different task demands or kinds of mental 
workload”. 
 

Work-related 
stress 

Guidance: EC, 1999 
Guidance on work-
related stress – Spice 
of life or kiss of death? 
 

“This Guidance provides general 
information on the causes, manifestations 
and consequences of work-related stress, 
both for workers and work organisations. 
It also offers general advice on how work-
related stress problems and their causes 
can be identified and proposes a practical 
and flexible framework for action that 
social partners, both at national level and 
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in individual companies, can adapt to suit 
their own situation. The focus is on 
primary prevention of work-related stress 
and ill-health, rather than on treatment”. 
 

Council of the 
European Union 
Conclusions, 2002 on 
combating stress and 
depression-related 
problems 
 

The Council of the European Union invites 
Member states to, “give due attention to 
the impact of stress and depression-
related problems in all age groups and 
ensure that these problems are 
recognised; in this context, give special 
attention to the increasing problem of 
work-related stress and depression”. 
 
It invites the Commission to, “consider 
opportunities to prevent stress and 
depression in the definition and 
implementation of relevant Community 
policies and activities which shall 
complement national policies”. 
 

Guidance: EU-OSHA, 
2002 How to Tackle 
Psychosocial Issues 
and Reduce Work-
Related Stress 
 

“The aim of this report is to raise 
awareness of work-related psychosocial 
issues, to promote a preventive culture 
against psychosocial hazards including 
stress, violence and bullying, to contribute 
to a reduction in the number of workers 
being exposed to such hazards, to 
facilitate the development and 
dissemination of good practice 
information, and to stimulate activities at 
the European and Member State levels”. 
 

Guidance: WHO, 
2003 Work 
Organisation and 
Stress 

“This booklet provides practical advice on 
how to deal with work stress. It is 
intended that employers, managers and 
trade union representatives use this 
booklet as part of an initiative to educate 
on the management of work stress”. 
 
Guidance is provided on, “the nature of 
stress of stress at work, the causes and 
effects of stress, as well as prevention 
strategies and risk assessment and 
management methods (…) the role of the 
organisational culture in this process and 
the resources to be drawn upon for 
managing work stress”. 
 

Guidance: WHO, 
2007 Raising 
awareness of stress at 
work in developing 
countries: a modern 

“The purpose of this booklet is to raise 
awareness for employers and worker 
representatives of work-related stress in 
developing countries. Work-related stress 
is an issue of growing concern in 
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hazard in a traditional 
working environment: 
advice to employers 
and worker 
representatives 
 

developing countries due to important 
developments in the modern world; two of 
the most significant being globalisation 
and the changing nature of work”. 
 

Guidance: WHO, 
2008 PRIMA-EF: 
Guidance on the 
European Framework 
for Psychosocial Risk 
Management: A 
Resource for 
Employers and Worker 
Representatives 

“It provides guidance on the European 
framework for psychosocial risk 
management (PRIMA-EF) and concerns 
the management of psychosocial risks at 
the workplace, aiming at the prevention of 
work-related stress, workplace violence 
and bullying. Such a framework, bringing 
together a number of key issues in the 
area and providing guidance on them, has 
so far been lacking and is necessary for 
employer and worker representatives to 
take effective action to address the issues 
of concern”.  
 
“The overarching aim of this document is 
the promotion of the translation of policy 
and knowledge into practice”.  
 

Framework 
Agreement on Work-
related Stress, 2004 
European social 
partners - ETUC, 
UNICE(BUSINESSEURO
PE), UEAPME and CEEP 
 

“Stress is a state, which is accompanied 
by physical, psychological or social 
complaints or dysfunctions and which 
results from individuals feeling unable to 
bridge a gap with the requirements or 
expectations placed on them”. 
 
“Identifying whether there is a problem of 
work-related stress can involve an 
analysis of factors such as work 
organisation and processes (…), working 
conditions and environment (…), 
communication (…) and subjective factors 
(…).  “If a problem of work-related stress 
is identified, action must be taken to 
prevent, eliminate or reduce it. The 
responsibility for determining the 
appropriate measures rests with the 
employer”. 
 

Guidance: ILO, 2012 
Stress Prevention at 
Work Checkpoints - 
Practical improvements 
for stress prevention in 
the workplace 

This ILO manual “includes easy-to-apply 
checkpoints for identifying stressors in 
working life and mitigating their harmful 
effects. It also provides guidance on 
linking workplace risk assessment with the 
process of stress prevention”. The 
checkpoints have been developed to 
promote good practice within “enterprises 
and organizations in general, and they are 
especially useful for companies and 
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organizations that wish to incorporate 
stress prevention into their overall 
occupational safety and health policy and 
management systems”. 

Guidance: WHO, 
2003 Raising 
awareness to 
psychological 
harassment at work 
 

“Psychological harassment is a form of 
employee abuse arising from unethical 
behaviour and leading to victimisation of 
the worker (…). It can produce serious 
negative consequences on the quality of 
life and on individuals’ health (…)”. “This 
booklet aims at raising awareness (…) by 
providing information on its characteristics 
(…)”. 
 

Guidance: ILO, 2006  
Violence at Work 
 

Violence at Work (3rd Edition) examines 
aggressive acts that occur in workplaces 
(…) bullying, mobbing and verbal abuse. 
It provides information and evidence 
about the incidence and severity of 
workplace violence in countries around the 
world (…) evaluates various causal 
explanations and details some of the 
social and economic costs. It evaluates 
the effectiveness of workplace anti-
violence measures and responses such as 
regulatory innovations, policy 
interventions, workplace design that may 
reduce risks, collective agreements and 
various “best practice” options worldwide. 
 

Guidance: EU-OSHA, 
2011 Workplace 
Violence and 
Harassment: a 
European Picture 
 

The aims of the report are to, “scrutinise 
differences in EU Member States in terms 
of the level of occurrence of different 
forms of violence and harassment at work 
(…), as well as examples of the use of 
preventive measures; review the 
methodology and data sources used in 
different countries to assess the risk, 
prevalence and consequences of both 
workplace violence and harassment”. 
 

Violence and 
Harassment 

Framework 
Agreement on 
Harassment and 
Violence at Work, 
2007  European social 
partners - ETUC, 
BUSINESSEUROPE, 
UEAPME and CEEP  

“Harassment and violence are due to 
unacceptable behaviour by one or more 
individuals and can take many different 
forms, some of which may be more easily 
identified than others. The work 
environment can influence people’s 
exposure to harassment and violence”. 
 
“Raising awareness and appropriate 
training of managers and workers can 
reduce the likelihood of harassment and 
violence at work. Enterprises need to have 
a clear statement outlining that 
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harassment and violence will not be 
tolerated. This statement will specify 
procedures to be followed where cases 
arise”. 
 

WHO Action Plan, 
2012 for 
implementation of the 
European Strategy for 
the Prevention and 
Control of Non-
communicable 
Diseases 2012−2016,  
 

A key goal of the action plan is, “To 
improve health and well-being by making 
school and workplace settings more 
supportive of health”. 
 
“Workplaces also provide an important 
entry point for NCD prevention and health 
promotion programmes. Workplace health 
promotion (WHP), when designed and 
executed as a comprehensive initiative for 
healthy workplaces, is effective in 
reducing NCD risk factors by tackling 
physical inactivity, unhealthy dietary 
habits, smoke- and alcohol-free work 
environments, and psychosocial risk 
factors, with the participation of workers 
and managers”. 
 

Council of the 
European Union, 
2000 Lisbon Strategy: 
to become the most 
competitive and 
dynamic knowledge-
based economy in the 
world capable of 
sustainable economic 
growth with more and 
better jobs and greater 
social cohesion 
 

In context of generating more and better 
jobs for Europe: developing an active 
employment policy, the Council and the 
Commission are invited to address, " 
improving employability and reducing 
skills gaps, in particular by providing 
employment services with a Europe-wide 
data base on jobs and learning 
opportunities; promoting special 
programmes to enable unemployed people 
to fill skill gaps; (…) by exploiting the 
complementarity between lifelong learning 
and adaptability through flexible 
management of working time and job 
rotation; (…) furthering all aspects of 
equal opportunities, including reducing 
occupational segregation, and making it 
easier to reconcile working life and family 
life, (…)”. 
 

Other relevant 
initiatives 

Council Resolution 
2000/C218/02, on 
the balanced 
participation of women 
and men in family and 
working life  
 

The resolution called on employers in the 
public and private sectors, workers and 
the social partners at national and 
European level “to step up their efforts to 
ensure balanced participation of men and 
women in family and working life, notably 
through the organisation of working time 
and the abolition of conditions which lead 
to wage differentials between men and 
women”. 
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Council Resolution 
2000/C218/03, on 
action on health 
determinants  
 

“Takes note of the results of the debates 
held at the European Conference on 
health determinants in the European 
Union held at Evora on 15 and 16 March 
2000, which placed particular emphasis on 
mental health (…)and recommended a 
series of practical and targeted steps to 
address the challenges in these areas”. 
 
“Underlines the need for the Community 
to direct its action towards preventing 
disease and promoting health”. 
 
“Welcomes the Commission's commitment 
to developing a broad health strategy and 
the presentation of its proposal for a new 
health programme, containing a specific 
strand of action aimed at addressing 
health determinants by means of health 
promotion and disease prevention 
underpinned by inter-sectoral policy (…)”. 
 

Council of the 
European Union 
Conclusions, 2001 on 
a Community strategy 
to reduce alcohol-
related harm 
 

“Underlines the close link between alcohol 
abuse and reduced productivity at work, 
unemployment, social marginalisation (…) 
and mental illness”. 
 
“Considers that any Community action 
should focus on measures with a 
European added value, taking full account 
of possibilities offered by the future action 
programme in the field of public health, 
but also including measures in policy 
areas other than public health”. 
 

Framework 
Agreement on 
Telework, 2002 
European social 
partners - ETUC, 
UNICE(BUSINESSEURO
PE), UEAPME and CEEP 
 
 

“The agreement identifies the key areas 
requiring adaptation or particular 
attention when people work away from 
the employer’s premises, for instance data 
protection, privacy, health and safety, 
organisation of work, training, etc”. 
 
“Within the framework of applicable 
legislation, collective agreements and 
company rules, the teleworker manages 
the organisation of his/her working time. 
The workload and performance standards 
of the teleworker are equivalent to those 
of comparable workers at the employers’ 
premises. The employer ensures that 
measures are taken preventing the 
teleworker from being isolated from the 
rest of the working community in the 
company (…)”. 
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Framework of 
Actions for the 
Lifelong 
Development of 
Competencies and 
Qualifications, 2002 
European social 
partners - ETUC, 
BUSINESSEUROPE, 
UEAPME and CEEP  
 
 

“In the context of technological 
developments and of diversification of 
work relations and organisations, 
employees are confronted with greater 
mobility (…) and to the need to maintain 
and improve competencies and 
qualifications levels.  Against this 
background of rapid pace of change, the 
social partners at European level affirm 
the development of competencies and the 
acquisition of qualifications as major 
challenges of lifelong learning”. 
 

Council Decision 
2003/C 218/01, on 
setting up an Advisory 
Committee on Safety 
and Health at Work 
 

The Advisory Committee for Safety and 
Health “shall have the task of assisting the 
Commission in the preparation, 
implementation and evaluation of 
activities in the fields of safety and health 
at work”. 
 
“Help to devise a common approach to 
problems in the fields of safety and health 
at work and identify Community priorities 
as well as the measures necessary for 
implementing them”. 
 
“Contribute, alongside the European 
Agency for Safety and Health at Work, to 
keeping national administrations, trades 
unions and employers' organisations 
informed of Community measures in order 
to facilitate cooperation and to encourage 
any initiatives on their part to exchange 
experience and establish codes of 
practice”. 
 

Opinion of the 
European Economic 
and Social 
Committee, 2005 on 
the Green Paper 
Improving the mental 
health of the 
population — Towards 
a strategy on mental 
health for the 
European Union 
(2006/C 195/11) 

“In view of their impact on mental health, 
attention should be paid to improving 
conditions for those both in and out of 
employment. The issue of work and 
mental health touches on questions such 
as the value attributed to work and its 
personal cost, the impact of 
unemployment and invalidity”. 
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Framework of 
Actions on Gender 
Equality, 2005 
European social 
partners - ETUC, 
UNICE(BUSINESSEURO
PE), UEAPME and CEEP 
 

“Traditional gender roles and stereotypes 
continue to have a strong influence on the 
division of labour between men and 
women at home, in the workplace and in 
society at large, and tend to continue a 
vicious circle of obstacles for achieving 
gender equality (…) social partners do 
have a role to play in addressing gender 
roles and stereotypes in employment and 
in the workplace”. 
 
“Evidence [indicates] that women 
continue to do the majority of work in the 
home or family, tend to have in 
interrupted patterns of employment, with 
all potential negative effects for career, 
wages and pensions, and are over-
represented in part-time jobs”. 
 

Recommendations of 
the European 
Parliament and of 
the Council, 2006 on 
key competences for 
lifelong learning 
 

“Social competence is linked to personal 
and social well-being which requires an 
understanding of how individuals can 
ensure optimum physical and mental 
health, including as a resource for oneself 
and one's family and one's immediate 
social environment, and knowledge of how 
a healthy lifestyle can contribute to this. 
For successful interpersonal and social 
participation it is essential to understand 
the codes of conduct and manners 
generally accepted in different societies 
and environments (e.g. at work). It is 
equally important to be aware of basic 
concepts relating to individuals, groups, 
work organisations, gender equality and 
non-discrimination, society and culture”. 
 

Opinion of the 
Committee of the 
Regions, 2006 on the 
Proposal for a 
Recommendation of 
the European 
Parliament and of the 
Council on key 
competences for 
lifelong learning 
 

“This field of competence includes social 
aspects in the sense that the individual 
sees himself as a resource for himself, his 
family and his environment. It also 
includes medicinal aspects such as an 
insight into the importance of a healthy 
lifestyle, physical and mental health and 
an active lifestyle. As medicine advances, 
the health of children and young people is 
deteriorating in many societies, owing to 
poor dietary and exercise habits. This will 
become very serious unless something is 
done”. 
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Communication from 
the Commission 
{SEC(2007) 214-
216} Improving 
quality and productivity 
at work: 
Community strategy 
2007-2012 on health 
and safety at work  
 
 

The strategy for health and safety at work 
2007-2012 calls for a more preventive 
culture with priority for mental health in 
the workplace. 
 
“The Commission encourages Member 
States to incorporate into their national 
strategies specific initiatives aimed at 
preventing mental health problems and 
promoting mental health more effectively, 
in combination with Community initiatives 
on the subject, including the employment 
of persons with a mental disability”. 
 
“The Commission stresses the importance 
of negotiations between the social 
partners on preventing violence and 
harassment at the workplace and 
encourages them to draw conclusions 
from the assessment of the 
implementation of the European 
framework agreement on work-related 
stress”. 
 

EC 2007 - White 
paper 
on a Strategy for 
Europe on Nutrition, 
Overweight and 
Obesity related health 
issues  

The white paper calls on Businesses to, 
“support the development of healthy 
lifestyles in the workplace. Together with 
employee organisations, they should also 
develop proposals/guidelines for ways in 
which companies of different sizes can 
introduce simple, cost-effective measures 
to promote healthy lifestyles of 
employees”. 
 

Commission 
Recommendation 
2008/867/EC on the 
active inclusion of 
people excluded from 
the labour market 

“People most excluded from work need 
more personalised pathways to 
employment”. 
 
“People lacking basic learning capacities or 
suffering from long periods of 
unemployment do not easily benefit from 
standard training or rehabilitation policies. 
Moreover, once they are in employment, 
they are still in a vulnerable position in 
the absence of a supportive environment”.
 
“Health is an important requirement for 
participation in the labour market. People 
suffering from chronic health impediments 
cannot successfully participate in lasting 
employment or in training in preparation 
for employment”. 
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Opinion of the 
Committee of the 
Regions 2008 on 
Flexicurity 
 

“Believes that a lack of social protection 
can threaten labour market flexibility. To 
minimise this risk, the four principles of 
flexicurity should be established and 
upheld in equal measure; 
— flexible contractual arrangements for 
the employer and employee 
— active labour market policies 
— reliable and responsive lifelong learning 
systems to ensure continual adaptability 
and employability of workers 
— modern social security systems should 
combine adequate income support with 
the need to facilitate labour market 
mobility”. 
 

Guidance: European 
Commission, 2009 
Report of Ad Hoc 
Expert Group on the 
Transition from 
Institutional to 
Community-based Care
 

“Issues concerning transition from 
institutional to community-based care 
must be addressed across all the relevant 
policy areas, such as employment, 
education, health, social policy and 
others”. 
 
“Promote improved working conditions of 
professional carers, aiming to make the 
jobs in the sector attractive. Require that 
bodies representing, training and 
accrediting the professional practice of 
staff working with elderly people, children, 
persons with mental health problems and 
persons with disabilities adopt a 
commitment to supporting the human 
dignity, inclusion and autonomy of service 
users in their work”.  
 

Framework 
Agreement on 
Inclusive Labour 
Markets, 2010 
European social 
partners - ETUC, 
UNICE(BUSINESSEURO
PE), UEAPME and CEEP 
 

“This Framework Agreement covers those 
persons who encounter difficulties in 
entering, returning to or integrating into 
the labour market and those who, 
although in employment, are at risk of 
losing their job due to [several] factors”.  
 
“Work-related factors include amongst 
others work organisation and work 
environment, recruitment processes, 
technological evolution and training 
policies”. 
 
“Individual factors are linked to aspects 
such as skills, qualification and education 
levels, motivation, language knowledge, 
health status and frequent or long 
unemployment periods”. 
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Communication from 
the Commission 
COM(2010) 2020  
EUROPE 2020: A 
strategy for smart, 
sustainable and 
inclusive growth 

“Action under this priority[Inclusive 
growth – a high-employment economy 
delivering economic, social and territorial 
cohesion] will require modernising, 
strengthening our employment education 
and training policies and social protection 
systems by increasing labour participation 
and reducing structural unemployment, as 
well as raising corporate social 
responsibility among the business 
community. (…) Implementing flexicurity 
principles and enabling people to acquire 
new skills to adapt to new conditions and 
potential career shifts will be key. A major 
effort will be needed to combat poverty 
and social exclusion and reduce health 
inequalities to ensure that everybody can 
benefit from growth (…)”. 
 
“Flagship Initiative: An Agenda for new 
skills and jobs. The aim is to create 
conditions for modernising labour markets 
with a view to raising employment levels 
and ensuring the sustainability of our 
social models. This means empowering 
people through the acquisition of new 
skills to enable our current and future 
workforce to adapt to new conditions and 
potential career shifts, reduce 
unemployment and raise labour 
productivity”. 
 

Communication from 
the Commission 
COM(2010) 682 
An Agenda for new 
skills and jobs: A 
European contribution 
towards full 
employment 

“There is no trade-off between quality and 
quantity of employment: high levels of job 
quality in the EU are associated with 
equally high labour productivity and 
employment participation. Working 
conditions and workers’ physical and 
mental health need to be taken into 
account to address the demands of 
today’s working careers, which are 
characterised by more transitions between 
more intense and demanding jobs and by 
new forms of work organisation”. 
 
“Adopting targeted approaches for the 
more vulnerable workers, particularly the 
low skilled, unemployed, (…), people with 
mental disorders, (…)”. 
 
“In the area of occupational health and 
safety, priorities will include (…) the 
prevention of musculoskeletal disorders. 
(…) risks associated with nano-materials 
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and the causes of the growing incidence of 
mental illnesses in the work place will be 
investigated”. 
 

Council of the 
European Union 
Conclusions, 2011 on 
closing health gaps 
within the EU through 
concerted action to 
promote healthy 
lifestyle behaviours 
 

The Council expressed its commitment to, 
“accelerate progress on combating 
unhealthy lifestyle behaviours, such as 
tobacco use, alcohol related harm, 
unhealthy diet and lack of physical 
activity, leading to increased incidence of 
non-communicable chronic diseases, such 
as cancer, respiratory diseases, 
cardiovascular diseases, diabetes and 
mental illnesses, which are recognised to 
be important causes of premature 
mortality, morbidity and disability in the 
European Union”. 
 

Communication from 
the Commission 
COM(2014) 332 on 
an EU Strategic 
Framework on Health 
and Safety at Work 
2014-2020 

“Specific attention should be given to 
addressing the impact of changes in work 
organisation in terms of physical and 
mental health”. The assessment of new 
emerging risks, based on scientific 
evidence, and dissemination of the results 
will be crucial parts of the ex post 
evaluation of current OSH legislation. 
Actions as from 2014 (… includes) identify 
and disseminate good practice on 
preventing mental health problems at  
work 

 
 
Apart from the EU level initiatives presented above, it should also be noted that in 
some EU member states efforts have been made to address mental health at work 
through similar national approaches. For example, in the UK the Health & Safety 
Executive has developed the Management Standards approach to help reduce the 
levels of work-related stress reported by British workers (Mackay et al., 2004). This 
approach has been adapted and is also used in Italy (Iavicoli et al., 2014). A detailed 
review and analysis of national level frameworks is presented in section 4.3. 
 
Inclusivity, Sustainable Development and EU2020 
 
A number of policies and supporting documents relevant to mental health at work are 
aimed at promoting inclusivity through policies aimed at strengthening social 
protection and social inclusion as well as solidarity in health by reducing health 
inequalities in the EU. The key policies are: 
 
 Opinion of the European Economic and Social Committee on Health and Migrations 
(2007/C 256/22) 

 Commission staff working document - Joint Report on Social Protection and Social 
Inclusion - Supporting document (SEC/2007/0329) 

 European Parliament resolution of 6 May 2009 on the Renewed social agenda 
(2008/2330(INI)) 
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 Commission staff working document - Joint Report on social protection and social 
inclusion - Accompanying document to the Communication from the Commission to 
the Council, the European Parliament, the European Economic and Social Committee 
and the Committee of the Regions - Proposal for the Joint Report on social 
protection and social inclusion 2008 [(COM(2008) 42 final)/ SEC/2008/0091] 

 Opinion of the European Economic and Social Committee on the ‘Communication 
from the Commission to the European Parliament, the Council, the European 
Economic and Social Committee and the Committee of the Regions — Solidarity in 
health: reducing health inequalities in the EU’ [COM(2009) 567] 

 Communication from the Commission to the European Parliament, the Council, the 
European Economic and Social Committee and the Committee of the Regions - 
Solidarity in health: reducing health inequalities in the EU[ {SEC(2009) 1396} 
{SEC(2009) 1397} / COM/2009/0567] 

 European Parliament resolution of 8 March 2011 on reducing health inequalities in 
the EU (2010/2089(INI)) 

 
In 2005 the European Council set out principles to guide Europe on a sustainable path 
of development. These principles include the on-going need to foster economic 
prosperity based on an innovative, competitive and eco-efficient economy, protecting 
and improving the quality of the environment; promoting equity and social cohesion in 
solidarity with the rest of the world. In 2006 the European Council adopted a renewed 
Sustainable Development Strategy (SDS) that sets out a single, coherent plan on how 
the EU will more effectively live up to these principles and the overarching objective of 
sustainable development enshrined in the Treaty. The plan consists of seven key 
challenges, one of which includes public health, which must be tackled if Europe is to 
move along a sustainable development path and maintain current levels of prosperity 
and welfare. It recognised that SDS goals can only be met in close partnership with 
the Member States and hence set in motion a new process of review and reporting 
involving the Commission and the Member States. 
 
The Communication from the Commission on the - Progress Report on the Sustainable 
Development Strategy 2007 [{SEC(2007)1416}/ COM/2007/0642] is the first 
stocktaking based on this new way of working. It reviews results in moving towards 
the seven core objectives and identifies policy initiatives at both EU and member state 
level that have contributed to these results. A Commission staff working document is 
an accompanying document to the Communication from the Commission to the 
Council and the European Parliament Progress Report on the European Union 
Sustainable Development Strategy 2007 [{COM(2007)642} /SEC/2007/1416]. In the 
area of Public Health, the progress report indicates that Europeans are not only living 
longer, but they are living a greater part of their lives unaffected by serious health 
problems. Fewer people are dying from chronic diseases. There is a continuous 
reduction in the incidence of serious accidents at work. However, at the same time, 
life style illnesses such as obesity and mental illness are becoming an increasing 
problem. Concerning mental health, while the suicide rate is decreasing overall, 
60,000 suicides occur annually. Some 11.5% of Europeans suffer from a mental 
disorder. Mental health problems currently cost the EU at least 3-4% of GDP. Whilst 
most policy action is taken at Member State or local level, the EU has taken a number 
of initiatives of direct relevance to public health - a review as reviewed in the sections 
above. 
 
Europe faces a moment of transformation. The 2008 financial crisis has wiped out 
years of economic and social progress and exposed structural weaknesses in Europe's 
economy (EC, 2010b). To help Europe come out stronger from the crisis and turn the 
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EU into a smart, sustainable and inclusive economy delivering high levels of 
employment, productivity and social cohesion, the Europe 2020 strategy was launched 
which sets out a vision of Europe's social market economy for the 21st century. 
Europe 2020 puts forward three mutually reinforcing priorities: 

- Smart growth: developing an economy based on knowledge and innovation. 
- Sustainable growth: promoting a more resource efficient, greener and more 

competitive economy. 
- Inclusive growth: fostering a high-employment economy delivering social and 

territorial cohesion. 
 
The targets are representative of the three priorities of smart, sustainable and 
inclusive growth but they are not exhaustive: a wide range of actions at national, EU 
and international levels will be necessary to underpin them. The Commission is putting 
forward seven flagship initiatives to catalyse progress under each priority theme: one 
of which is titled the "An agenda for new skills and jobs" to modernise labour markets 
and empower people by developing their of skills throughout the lifecycle with a view 
to increase labour participation and better match labour supply and demand, including 
through labour mobility (COM/2010/0682). 
 
A skilled workforce is an essential asset to develop a competitive, sustainable and 
innovative economy in line with Europe 2020 goals. In times of budgetary constraints 
and unprecedented global competitive pressures, EU employment and skills policies 
that help shape the transition to a green, smart and innovative economy must be a 
matter of priority. The EU can meet all these challenges and raise employment rates 
substantially, particularly for women and young and older workers, but only with 
resolute action focussing on four key priorities: 
 
 First, better functioning labour markets. Flexicurity policies are the best instrument 
to modernise labour markets: they must be revisited and adapted to the post-crisis 
context, in order to accelerate the pace of reform, reduce labour market 
segmentation, support gender equality and make transitions pay. 

 Second, a more skilled workforce, capable of contributing and adjusting to 
technological change with new patterns of work organisation.  

 Third, better job quality and working conditions. There is no trade-off between 
quality and quantity of employment: high levels of job quality in the EU are 
associated with equally high labour productivity and employment participation. 
Working conditions and workers’ physical and mental health need to be taken into 
account to address the demands of today’s working careers, which are characterised 
by more transitions between more intense and demanding jobs and by new forms of 
work organisation. 

 Fourth, stronger policies to promote job creation and demand for labour. It is not 
enough to ensure that people. 

 
This ‘Agenda for new skills and jobs’ flagship initiative sets out, in 13 key actions with 
accompanying and preparatory measures, the possible EU contribution to this joint 
effort as part of the Europe 2020 strategy. 
 
 

4.1.3 The effectiveness of existing policy initiatives for promoting mental 
health and psychosocial risk management in the workplace 
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This section focuses primarily on the evaluation of the OSH Framework Directive as 
well as the two framework agreements completed by the social partners. This 
evaluation is based on reports by the European Commission (EC, 2004; 2011). The 
evaluation report of the Framework Directive 89/391/EEC of 12 June 1989 on the 
introduction of measures to encourage improvements in the safety and health of 
workers at work and associated directives (89/654/EEC, 89/655/EEC, 89/656/EEC, 
90/269/EEC and 90/270/EEC) is the response by the Commission to the request laid 
down in the final provisions of each of these directives which state that “the 
Commission shall submit periodically to the European Parliament (EP), the Council and 
the Economic and Social Committee a report on the implementation of this Directive” 
(EC, 2004). The evaluation report was based on the national reports provided by the 
Member States to the European Commission in accordance with the directives which 
state that “Member States shall report to the Commission every five years (every four 
years for Directives 90/269 and 90/270) on the practical implementation of the 
provisions of this Directive, indicating the points of view of employers and workers” 
(EC, 2004). It also builds on an independent experts’ report, analysing the 
implementation of the directives in all sectors, including the public sector. The analysis 
concerns the transposition and application of the framework directive 89/391 on the 
introduction of measures to encourage improvements in the safety and health of 
workers at work as well as of the first five individual directives, addressing particular 
workplace environments or risks (EC, 2004). 
 
The implementation of both the framework agreement on work-related stress and the 
framework agreement on harassment and violence at work was monitored by the 
European Social Partners for three years. The aim of these reports is to highlight how 
the European agreements are implemented, not to provide information on or an 
assessment of the concrete impact it has had.  The monitoring is carried out by the 
social partners and reported to the European Commission who compile and present 
the final report which examines how an Agreement is implemented by national social 
partners in Member States, and what affect this has on national responses to specific 
issues. It examines policy developments and social partners’ initiatives in each 
Member State, and highlights the value-added of such an Agreement (European Social 
Partners, 2011). 
 
Evaluation of the implementation of the Framework Directive 89/391/EEC 
 
Following the introduction of the 1989 EC Council Framework Directive 89/391/EEC, 
EU Member States have transposed the Directive into their national legal structures as 
a result of which employers in these countries have an obligation to assess all health 
and safety risks for employees, including psychosocial risks (Leka et al., 2010). The 
first report from the European Commission on the practical implementation of the 
provisions of the Health and Safety at Work Directives (EC, 2004) indicates that the 
EU legislation has had a positive influence on the national policies for occupational 
health and safety. At the same time, the health and safety measures at the workplace 
are reported to have widely contributed towards improved working conditions, 
boosting productivity, competitiveness and employment. The increased use of health 
and safety measures and reported improvements in working conditions in turn 
resulted from the impact of the Directive on national legislation. In Greece, Ireland, 
Portugal, Spain, Italy, and Luxembourg, the Framework Directive had considerable 
legal consequences due to the fact that they had antiquated or inadequate legislation 
on the subject when the Directive was adopted. In Austria, France, Germany, the UK, 
the Netherlands and Belgium the Directive served to complete or refine existing 
national legislation and finally, in the opinion of Denmark, Finland and Sweden, 
transposition did not require major adjustments since they had already rules in place 
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which were in line with the Directives concerned (EC, 2004). Table 6 summarises the 
European Commission’s evaluation of the implementation of the main Framework 
Directive in the EU15 and also its impact in relation to psychosocial risks according to 
the report. 
 
Table 6: Evaluation of the impact of Framework Directive 89/391 in 15 EU member 
states (pre-2004) 
 
Area of impact Effect of Implementation 

Legal impact in 
member states 

− In Greece, Ireland, Portugal, Spain, Italy and Luxembourg, 
the Framework Directive had considerable legal 
consequences since these countries had antiquated or 
inadequate national legislation on health and safety when 
the Directive was adopted 

− In Austria, France, Germany, United Kingdom, the 
Netherlands and Belgium, the Directive served to complete 
or refine existing national legislation 

− In Denmark, Finland and Sweden, transposition of the 
Directive did not require major adjustments since they 
already had national legislation in place which was in line 
with the Directive 

Positive effects 
of 
implementation 

− Decrease in the number of accidents at work 
− Increase in employers' awareness of health and safety 

concerns  
− Emphasis on a prevention philosophy 
− Broadness of scope, characterised by the shift from a 

technology-driven approach, towards a policy of 
occupational safety and health which focused on the 
individuals’ behaviour and organisational structures 

− Obligation for the employer to perform risk assessments and 
provide documentation 

− Obligation for the employer to inform and train workers 
− Increased emphasis on rights and obligations of workers 
− Consolidation and simplification of exiting national 

regulations 

Main difficulties 
of 
implementation 

− Increased administrative obligations and formalities, 
financial burden and the time needed to prepare appropriate 
measures 

− Lack of participation by workers in operational processes 
− Absence of evaluation criteria for national labour 

inspectorates 
− Lack of harmonised European statistical information system 

on occupational accidents and diseases; although this has 
been addressed to an extent 

− Problems in implementing certain provisions in SMEs 

Impact on 
psychosocial 
risks 

− Most existing risk assessment practices characterised as 
superficial, schematic procedures where the focus is put on 
obvious risks. Long-term effects (e.g. mental factors) as 
well as risks that are not easily observed were reported to 
be neglected 

− Concerning the practical implementation of the provisions 
related to risk assessment, there is hardly any consideration 
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of psychosocial risk factors and work organisational factors 
− Significant deficits in ensuring a broad coverage of 

preventive services relating to psychological aspects were 
identified 

Source: Adapted from Leka et al. (2010) 
 
The evaluation of the Framework Directive indicated that the tasks of risk assessment, 
documentation and supervision are not universally spread, even in member states 
with a tradition based on prevention (EC, 2004). The report also highlighted that 
where schematic procedures were in place in organisations, they generally focused on 
obvious risks where long-term effects (e.g. mental health) as well as risks that are not 
easily observed were being neglected. There was also hardly any consideration of 
psychosocial risk factors and work organisational factors and risk assessments were 
often being considered to be a one-time obligation lacking continuity where the 
efficiency of the measures was not sufficiently supervised by employers. Furthermore, 
it was also reported that at the national level risks were not being analysed and 
evaluated globally as a consequence of which separate measures were being set in 
place without an integrative approach for the analysis of the conditions at the 
workplace (EC, 2004). The findings of the evaluation indicated that much still needed 
to be done as regards psychosocial risks such as work control and work organisation, 
preventing unreasonably intense work pace and repetitive work. This suggested an 
insufficient application of some of the general principles of prevention foreseen in the 
Framework Directive 89/391 (Leka et al., 2010). 
 
The accession of the new member states to the European Union has represented a 
major step towards change for the European Union (EU), not least for those involved 
in occupational safety and health (OSH). Since 2004, 13 new countries have joined 
the European Union. In these cases the framework directive was part of the 
negotiation for joining the EU and acquis communautaire (EU acquis), which meant 
the approximation of national laws to EU law before membership (Hämäläinen, 2006). 
The 2004 report from the Commission did not examine the implementation of the 
Directive in the new member states, and even though the new member states would 
have adapted or modified their national legislations prior to accession, the disparities 
between older EU member states and new member states in health, social, and 
industrial relations issues are significant (Hämäläinen, 2008).   
 
The Commission as well as agencies such as the European Agency for Safety and 
Health at Work worked with these countries since 2000 to ensure that they were able 
to act as full members of the network and that their needs and priorities were taken 
into account when work programs were prepared. Some of these particular needs 
related to the characteristics of workplaces in these countries, for example, being less 
client-oriented and relying less on computer technology, with lower job control, higher 
demands, longer work hours, and stronger hierarchical structures (Konkolewsky, 
2005). 
 
It is therefore important to take into consideration different national situations, 
ascribable to the time available to acknowledge and implement European Directives 
(in the case of new member states) and related policies to political and administrative 
capacities of each member country that can have a direct impact on implementation of 
good practice and preventive measures at the workplace level. Furthermore, since the 
Directive places the responsibility of monitoring the health of workers on national 
agencies through the application of measures introduced in accordance with national 
laws and practices, it is also important to consider the relations between the national 
welfare state systems, healthcare systems and industrial relations. The administrative 
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capacities, implementation and delivery, and decentralisation of the government vary 
among countries. Industrial relations also affect individual policy areas, depending on 
their independence from state interventions, self-regulations, and involvement of 
social partners in the management of welfare programmes (Hemerijck, 2002).  
 
Evaluation of the framework agreement on work-related stress 
 
Having identified the need for specific joint action on the issue of work-related stress 
and anticipating a Commission consultation on stress, the European social partners 
included this issue in the work programme of social dialogue 2003-2005 (European 
Social Partners, 2004). This consultation led to the signing of a non-binding 
agreement on work-related stress reached at European level by employer and 
employee organisations as part of the Social Dialogue process, the ‘Framework 
Agreement on Work-related Stress’ in 2004.  In summary, the aims of the voluntary 
agreement are: 
 To increase the awareness and understanding of employers, workers and their 
representatives of work-related stress, and  

 To draw their attention to signs that could indicate problems of work-related stress.  
 
The objective is to provide employers and employees with a framework of measures 
which will identify and prevent problems of work-related stress and help to manage 
them when they do arise. Under the agreement, the responsibility for determining the 
appropriate measures rests with the employer. These measures are carried out with 
the participation and collaboration of workers and/or their representatives. These 
measures can be collective, individual or both. They can be introduced in the form of 
specific measures targeted at identified stress factors or as part of an integrated 
stress policy encompassing both preventive and responsive measures (European 
Social Partners, 2004). 
 
The final joint report of the implementation of the work-related stress agreement was 
adopted by the European social dialogue committee on 18 June 2008 and transmitted 
to the European Commission in October 2008 (European Social Partners, 2008). The 
aim of this report was to highlight how the European agreement has been 
implemented, not to provide information on or an assessment of the concrete impact 
it has had. The European Commission published its report on the implementation of 
the European social partners' Framework Agreement on Work-related Stress in 
February 2011 (European Commission, 2011).  The report examines how this 
Agreement was implemented by national social partners in Member States, and what 
effect this had on national responses to work-related stress. It also reviews the 
current level of protection employees have from work-related stress. It examines 
policy developments and social partners’ initiatives in each Member State, and 
highlights the value-added of the Agreement. It also identifies shortcomings in 
implementation, and limitations in workers' protection. Table 7 presents a summary of 
key milestones achieved in member states in relation to the implementation of the 
work-related stress agreement. 
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Table 7: Results of the implementation of the European Framework Agreement on 
Work-related Stress 
 

Social partners’
               
Involvement 
Instrument 

Substantial joint 
efforts of social 

partners 

Moderate or 
unilateral efforts of 

social partners 

Limited 
social 

partners 
initiatives 

No social 
partners 

initiative so 
far 

National collective 
agreement or 
social partner 

action based on 
explicit legal 
framework 

NL, FI, SE 
BE, DK, 

UK3 
FR4 

ICE, NO 
 

IT EL, RO  

Non-binding 
instrument based 
on general legal 

provisions 

ES (agreement) 
 

LU, AT 
(recommendations)

IE 
(recommendations)

 
CZ, DE2 

  

Mainly legislation LV HU1, SK1  
(SP initiated) 

PT1 

 LT1 
BG, EE 

 

No action reported 
or declaration with 
limited follow-up 

  CY5, PL 
SI 

MT 

Notes: Situation in early 2010. This overview necessarily simplifies differences within 
categories.  
1 Regulation following European Framework Agreement 
2 Joint action indirectly through statutory self-governed accident insurance bodies that 
have a preventive mission 
3 Recognised as occupational health risk in common law 
4 National agreement, persistent problems at company level led to government 
intervention 
5 Formal, joint recognition of pertinence of the general legal framework 
Source: Adapted from EC (2011) 
 
As can be concluded from the above Table, the main activities that followed the 
signing of the agreement were its use as an awareness raising tool and as a means of 
promoting social dialogue it the area. It is also interesting to note that substantial 
joint efforts of social partners took place mostly in EU member states where there is 
already high awareness in relation to the issue of work-related stress, such as Finland, 
Netherlands, Sweden, Denmark, France and the UK. The implementation of the 
agreement was reported to be a significant step forward and added real value in most 
Member States while some shortcomings in coverage, impact of measures, and the 
provision of a comprehensive action-oriented framework were identified. It must be 
also noted that social partners in Bulgaria, Estonia, Greece, Italy, Lithuania, and Malta 
have not reported on the implementation of the agreement (European Social Partners, 
2011). 
 
Evaluation of the framework agreement on harassment and violence at work 
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The European social partners maintain that mutual respect for the dignity of others at 
all levels within the workplace is one of the key characteristics of successful 
organisations. That is why they consider harassment and violence unacceptable and 
condemn them in all their forms. They consider it is a mutual concern of employers 
and workers to deal with these issues, which can have serious social and economic 
consequences (European Social Partners, 2007). Various EU directives and national 
laws define the employers’ duty to protect workers against harassment and violence in 
the workplace. 
 

The social partners included the issue of harassment and violence in the work 
programme of social dialogue 2006-2008 (European Social Partners, 2006). This 
consultation led to the signing of a non-binding agreement on harassment and 
violence at work, reached at European level by employer and employee organisations 
as part of the Social Dialogue process, the ‘Framework Agreement on Harassment and 
Violence at Work’ (European Social Partners, 2007).  
 
It is important to note that the agreement relates both to bullying and third party 
violence. The aims of the agreement are to increase awareness and understanding of 
employees, workers and their representatives of workplace harassment and violence, 
and to provide employers, workers and their representatives at all levels with an 
action-oriented framework to identify, manage and prevent problems of harassment 
and violence at work. According to the agreement, enterprises need to have a clear 
statement outlining that harassment and violence will not be tolerated. The 
procedures to be followed where cases arise should be included. The agreement will 
be implemented and monitored for three years at the national level.      
 
According to Maria Helena André, Deputy General Secretary of the ETUC (Grégoire, 
2007), the biggest net benefit of the agreement on harassment and violence at work 
is having it. She further elaborates that the European social partner agreements can 
help improve working conditions and protection of workers at work. Some European 
countries already have specific legislation and collective agreements on psychosocial 
risks, work-related stress and harassment and violence at work, but most have little 
beyond the general legal basis of the 1989 EC Council Framework Directive. She 
expects that the agreement on harassment and violence at work will force the national 
social partners to get around the table, admit that the risk exists within organisations, 
and work out joint solutions to roll out systems for preventing and dealing with them 
when they arise in the workplace. The implementation of the framework agreement on 
harassment and violence at work has been being monitored for three years from 2008 
to 2010. Table 8 presents a summary of key milestones achieved in member states in 
relation to the implementation of the harassment and violence at work agreement. 
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Table 8: Summary of key milestones achieved in EU member states, Iceland, Norway, 
and Turkey in relation to the implementation of the framework agreement on 
harassment and violence at work in 2008-2010 
 

Member State 

Translation 
of 

Agreement 

Awareness 
raising 

Further 
Social 

Dialogue 
Initiatives

Sectoral 
Initiatives 

Development 
of 

new/revised 
policy/ 

legislation 
Portugal, Spain, 

Slovenia, 
Norway 

Yes Yes Yes Yes Yes 

Czech Republic, 
Denmark, 

Finland, Latvia, 
Netherlands, 

Sweden 

Yes Yes Yes Yes No 

Austria, Poland Yes Yes Yes No No 
Italy Yes Yes No Yes No 

Hungary, 
Luxemburg Yes Yes No No No 

Cyprus Yes No No No No 
Germany, 
Iceland Yes No# No# No# No# 

Bulgaria, 
Estonia, France, 

Greece, 
Lithuania, 

Malta, 
Romania, 
Slovakia, 
Croatia 

Yes No report No report No report No report 

Belgium No# No# No# No# No# 
Ireland, United 

Kingdom, 
Turkey 

No report No report No report No report No report 

# The framework agreement was not implemented due to existing legislation 
 
As can be concluded from Table 6, the main activities that followed the signing of the 
agreement were its translation in national languages. The translation was carried out 
by the European Commission; however, in some countries the translations were made 
jointly and were accepted by the social partner organisations. Legislation in certain 
countries (specific to health and safety at work as well as general laws) adequately 
covered issues in relation to harassment and violence at work and as such the 
agreement was not implemented. In most cases the agreement was used as an 
awareness raising tool and to further existing initiatives as in the case for example of 
Sweden and Czech Republic. 
 
A comprehensive review of research and case studies to examine the impact of social 
dialogue on working conditions in 28 European countries indicated that a number of 
quantitative studies as well as quantitative studies show that social dialogue is 
extremely active at national, sectoral and company level, and in all areas of working 
conditions – particularly in the field of occupational health and safety. Several studies 
have attempted to show a link between the presence of social dialogue and 
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improvements in a range of working conditions. Such improvements include reduced 
working time, increased working time flexibility to suit employees’ needs, access to 
and participation in training, the existence of equal opportunities policies, and job 
security measures. Even though it is often difficult to determine the exact contribution 
that social dialogue has made to improvements in working conditions the findings 
highlight the relevance and value of social dialogue (Broughton, 2008). 
  
We find a rather mixed picture regarding the state of European social dialogue in the 
area of psychosocial risks at work. Serious questions have been raised in the literature 
as to the appropriateness and effectiveness of new modes of governance 
(‘autonomous agreements’) (Branch, 2005). These challenges are accentuated by the 
diversity of national industrial relations systems and weak social dialogue structures 
and capacities, particularly in the new member states. A related and even more 
important challenge for effective social dialogue on work-related stress results from 
differences (in terms of perspectives, priorities and interests) between social actors, 
particularly between employers’ organizations and trade unions.  
 
Ertel and colleagues (2010) call for focused activities at European level to harmonize 
stakeholder perspectives on the issue of psychosocial risk factors and work-related 
stress. Active communication between all parties concerned is needed, including a 
proactive approach of government (Larsen & Andersen, 2007). 
 
It is beyond doubt that the social partners, employers as well as employees, perceive 
an added value in the framework of European social dialogue, particularly because 
European social dialogue enables the social partners to voice their opinion on all 
legislative proposals at the EU level which in turn also strengthens the legitimacy of 
the policy outputs (De Boer et al.,2005). The importance European of social dialogue 
in the policy process, especially relating to occupational safety and health, including 
mental health and psychosocial risk management in the workplace has been 
highlighted by all stakeholders. The framework agreements have often been reported 
to be the most significant contribution of social dialogue at the European level (Ertel et 
al., 2010).  
 
Nevertheless, while there have been a number of reported and measureable benefits, 
it is not always possible to determine the exact contribution that social dialogue has 
made to improvements in working conditions. For example, in some studies, 
improvements have been made following social dialogue intervention, but it is difficult 
to establish causal links between these improvements and the intervention measures 
(Broughton, 2008). Also, the viability of the use of European social dialogue as means 
of regulating social Europe, particularly when collective agreements are implemented 
via ‘soft’ means rather than legally binding directives has also been challenged in 
some studies. For example, an evaluation of the autonomous framework agreements 
on telework and work-related stress indicated that their implementation and 
substantive effects were in practice piecemeal (Prosser, 2011). Keller (2008) noted, 
the available evidence over more than a decade demonstrates that they [the social 
partners] have not managed to exploit their increased opportunities of common action 
and to achieve a higher quality of negotiated legislation.’  
 
The challenge of implementing social dialogue initiatives are accentuated by the 
diversity of national industrial relations systems and weak social dialogue structures 
and capacities, particularly in the new member states (Branch, 2005; Mailand & Due, 
2004)  related and even more important challenge for effective social dialogue 
particularly in the case of new and emerging risks, such as psychosocial risks, arises 
from differences (in terms of perspectives, priorities and interests) between social 



 
Employment, Social Affairs & Inclusion 

Evaluation of policy and practice to promote mental health in the 
workplace in Europe 

Final Report  
 
 

November 2014  110 
 

actors, particularly between employers’ organizations and trade unions (EU-OSHA, 
2010; Iavicoli et al., 2011). To implement non-legally binding autonomous 
agreements, social partners must commit to discuss and implement them at national 
level through their member organisations, and to monitor the process (Martin & 
Visser, 2008). 
 
 

4.2 Identification and description of policy gaps 
 
The next step in the study included a gap analysis that considered the extent to which 
the current EU policy framework on mental health in the workplace is sufficient on the 
basis of a set of defined criteria in the form of a Policy Scorecard (see Table 9). The 
Policy Scorecard was developed after review of Policy Analysis Templates (Annex 9.1), 
filled in for each policy. Each policy (regulatory as well as non-binding) was scored on 
a scale of ‘0-5 stars’ on the basis of their relevance/applicability to, and/or coverage of 
facets relating to, mental health at work. Policies which did not cover or refer to 
mental health at work were given a score of 0 stars while policies which were directly 
relevant and comprehensively covered each facet were given a score of 5 stars. The 
five facets were: reference to mental health in the objectives and scope of the policy; 
coverage of exposure factors; coverage of mental health problems/disorders at work 
and related outcomes; risk assessment aspects; and preventive actions in relation to 
mental health in the workplace. 
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Table 9: Policy scorecard – key facets and scoring criteria 
 

Key Facets 
0 1 2 3 4 

 

5 

 
Mental health 
in the 
workplace 
referred to in 
the objectives 
and scope of 
the policy 

Not covered 
by the general 
objectives or 
scope of the 

policy 

Covered in 
principle 
but not 

effectively 
addressed 

Only implicitly 
covered by 

the 
objectives/sco

pe of the 
policy 

Partially 
covered by the 
objectives/scop
e of the policy 

Sufficient 
coverage but 

lack definitions 
of key terms 
within the 

policy 

Comprehensively 
covered by the 

general objective 
or scope of the 

policy 

Coverage of 
exposure 
factors in 
relation to 
mental health 
in the 
workplace 

No reference 
to or 

acknowledgem
ent/ coverage 
of exposure 
factors in 
relation to 

mental health 
in the 

workplace 

Covered in 
principle 
but not 

effectively 
addressed 

Only implicit 
acknowledgem
ent/ coverage 

of some 
exposure 
factors in 
relation to 

mental health 
in the 

workplace 

Partial 
acknowledgeme
nt/ coverage of 

exposure 
factors in 
relation to 

mental health 
in the 

workplace 

Sufficient 
coverage but 

lack of 
specificity on 

exposure 
factors in 
relation to 

mental health 
in the 

workplace 

Comprehensive 
coverage of 

exposure factors 
in relation to 

mental health in 
the workplace 

Coverage of 
mental health 
problems/ 
disorders at 
work and 
related 
outcomes 

No reference 
to or 

acknowledgem
ent/ coverage 

of mental 
health 

problems/ 
disorders at 
work and 
related 

outcomes 

Covered in 
principle 
but not 

effectively 
addressed 

Only implicit 
acknowledgem
ent/ coverage 

of mental 
health 

problems/ 
disorders at 
work and 
related 

outcomes 

Partial 
acknowledgeme
nt/ coverage of 
mental health 

problems/ 
disorders at 
work and 
related 

outcomes 

Sufficient 
coverage but 

lack of 
specificity on 
mental health 

problems/ 
disorders at 
work and 
related 

outcomes 

Comprehensive 
coverage of 

mental health 
problems/ 

disorders at work 
and related 
outcomes 

Coverage of 
risk 
assessment 
aspects in 
relation to 
mental health 
in the 
workplace 

No reference 
to or 

acknowledgem
ent/ coverage 

of risk 
assessment 
aspects in 
relation to 

mental health 
in the 

workplace 

Covered in 
principle 
but not 

effectively 
addressed 

Only implicit 
acknowledgem
ent/ coverage 

of risk 
assessment 
aspects in 
relation to 

mental health 
in the 

workplace 

Partial 
acknowledgeme
nt/ coverage of 
risk assessment 

aspects in 
relation to 

mental health 
in the 

workplace 

Sufficient 
coverage but 

lack of 
specificity on 

risk assessment 
aspects in 
relation to 

mental health 
in the 

workplace 

Comprehensive 
coverage of risk 

assessment 
aspects in 
relation to 

mental health in 
the workplace 

Coverage of 
preventive 
actions  in 
relation to 
mental health 
in the 
workplace 

No reference 
to or 

acknowledgem
ent/ coverage 
of preventive 

actions  in 
relation to 

mental health 
in the 

workplace 

Covered in 
principle 
but not 

effectively 
addressed 

Only implicit 
acknowledgem
ent/ coverage 
of preventive 

actions  in 
relation to 

mental health 
in the 

workplace 

Partial 
acknowledgeme
nt/ coverage of 

preventive 
actions  in 
relation to 

mental health 
in the 

workplace 

Sufficient 
coverage but 

lack of 
specificity on 
preventive 
actions  in 
relation to 

mental health 
in the 

workplace 

Comprehensive 
coverage of 
preventive 
actions  in 
relation to 

mental health in 
the workplace 
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Table 10: Policy Scorecard – Regulatory instruments of relevance to mental health and 
psychosocial risks in the workplace at the European level 
 
 

Instrument Mental 
health in 

the 
workplace 
referred to 

in the 
objectives/ 
scope of 
the policy 

Coverage 
of 

exposure 
factors in 
relation 

to mental 
health in 

the 
workplace

Coverage 
of mental 

health 
problems/ 
disorders 
at work 

and 
related 

outcomes 

Coverage 
of risk 

assessment 
aspects in 
relation to 

mental 
health in 

the 
workplace 

Coverage 
of 

preventive 
actions  in 
relation to 

mental 
health in 

the 
workplace 

Overall

1. Directive 
89/391/EEC  
the European 
Framework 
Directive on 
Safety and 
Health at Work 

2 3 0 4 4 
 

2. Directive 
2003/88/EC 
concerning 
certain aspects 
of the 
organisation of 
working time 
(consolidates 
and repeals 
Directive 
93/104/EC ) 

1 3 2 3 3 
 

3. Directive 
2010/32/EU 
implementing 
the Framework 
Agreement on 
prevention from 
sharp injuries in 
the hospital and 
healthcare sector 
concluded by 
HOSPEEM and 
EPSU 

0 5 1 5 2 
 

4. Directive 
90/270/EEC on 
the minimum 
safety and health 
requirements for 
work with 
display screen 
equipment (fifth 
individual 
Directive within 
the meaning of 

3 3 0 3 2 



 
Employment, Social Affairs & Inclusion 

Evaluation of policy and practice to promote mental health in the 
workplace in Europe 

Final Report  
 
 

November 2014  113 
 

Article 16 (1) of 
Directive 
89/391/EEC) 
5. Directive 
92/85/EC on 
pregnant 
workers, women 
who have 
recently given 
birth or are 
breast-feeding 

3 3 0 3 1 

6. C155 
Occupational 
Safety and 
Health 
Convention 
(ILO), 1981  

3 2 0 1 1 

7. Directive 
94/33/EC on 
the protection of 
young people at 
work 

3 2 0 2 1 

8. Directive 
2000/78/EC 
establishing a 
general 
framework for 
equal treatment 
in employment 
and occupation 

0 2 0 2 3 

9. C 183 
Maternity 
Protection 
Convention 
(ILO), 2000 

0 2 0 2 3 

10. Directive 
2006/54/EC on 
the 
implementation 
of the principle 
of equal 
opportunities 
and equal 
treatment of 
men and women 
in matters of 
employment and 
occupation 

0 2 0 2 3 

11. Directive 
2008/94/EC on 
the protection of 
employees in the 
event of the 
insolvency of 

0 1 0 1 1 
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their employer 
(repealing 
Directive 
2002/74/EC and 
Council Directive 
80/987/EEC)  
12. Directive 
2010/18/EU 
implementing 
the revised 
Framework 
Agreement on 
parental leave  
(repealing 
Directive 
96/34/EC) 

0 1 0 0 3 
 

13. Directive 
2000/43/EC 
implementing 
the principle of 
equal treatment 
between persons 
irrespective of 
racial or ethnic 
origin 

0 1 0 1 2 
 

14. Directive 
2002/14/EC 
establishing a 
general 
framework for 
informing and 
consulting 
employees in the 
European 
Community 

0 1 0 2 2 
 

15. Directive 
2002/15/EC on 
the organisation 
of working time 
of persons 
performing 
mobile road 
transport 
activities 

0 1 1 1 2 
 

16. C187 
Promotional 
Framework for 
Occupational 
Safety and 
Health 
Convention 
(ILO), 2006 

0 1 1 1 2 
 

17. Directive 
2009/104/EC 0 1 1 1 1 

 



 
Employment, Social Affairs & Inclusion 

Evaluation of policy and practice to promote mental health in the 
workplace in Europe 

Final Report  
 
 

November 2014  115 
 

concerning the 
minimum safety 
and health 
requirements for 
the use of work 
equipment by 
workers at work 
(second 
individual 
Directive within 
the meaning of 
Article 16(1) of 
Directive 
89/391/EEC) 
[replacing 
Directive 
89/655/EEC] 
18. Directive 
89/654/EEC 
concerning the 
minimum safety 
and health 
requirements for 
the workplace 
(first individual 
directive within 
the meaning of 
Article 16 (1) of 
Directive 
89/391/EEC) 

0 1 0 1 0  

19. Directive 
89/656/EEC on 
the minimum 
health and safety 
requirements for 
the use by 
workers of 
personal 
protective 
equipment at the 
workplace (third 
individual 
directive within 
the meaning of 
Article 16 (1) of 
Directive 
89/391/EEC) 

0 1 0 1 0  

20. Directive 
90/269/EEC 
on the 
minimum 
health and 
safety 
requirements 

0 1 0 1 0  
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for the 
manual 
handling of 
loads where 
there is a risk 
particularly of 
back injury to 
workers 
(fourth 
individual 
Directive 
within the 
meaning of 
Article 16 (1) 
of Directive 
89/391/EEC) 

21. C175 Part-
time Work 
Convention  
(ILO), 1994 

0 1 0 1 0  

22. Directive 
97/81/EC 
concerning the 
framework 
agreement on 
part-time work 

0 1 0 0 1  

23. Directive 
98/59/EC on 
the 
approximation of 
the laws of the 
Member States 
relating to 
collective 
redundancies 

0 1 0 1 1  

24. Directive 
99/70/EC 
concerning the 
framework 
agreement on 
fixed-term work 

0 1 0 1 0  

25. Directive 
2000/79/EC 
concerning the 
European 
Agreement on 
the Organisation 
of Working Time 
of Mobile 
Workers in Civil 
Aviation. 

0 1 0 0 1  

26. Council 
Directive 
2001/23/EC on 

0 1 0 0 1  
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the 
approximation of 
the laws of the 
Member States 
relating to the 
safeguarding of 
employees' 
rights in the 
event of 
transfers of 
undertakings, 
businesses or 
parts of 
undertakings or 
businesses 
27. Directive 
2002/73/EC on  
equal treatment 
for men and 
women as 
regards access 
to employment, 
vocational 
training and 
promotion, and 
working 
conditions 
(amending 
Directive 
76/207/EEC) 

0 1 0 0 1  

28. Directive 
2009/38/EC on 
the 
establishment of 
a European 
Works Council or 
a procedure in 
Community-scale 
undertakings and 
Community-scale 
groups of 
undertakings for 
the purposes of 
informing and 
consulting 
employees 
(recast) 

0 1 0 0 1  

29. Directive 
93/103/EC 
concerning the 
minimum safety 
and health 
requirements for 
work on board 

0 1 0 0 1 
 



 
Employment, Social Affairs & Inclusion 

Evaluation of policy and practice to promote mental health in the 
workplace in Europe 

Final Report  
 
 

November 2014  118 
 

fishing vessels 
(thirteenth 
individual 
Directive within 
the meaning of 
Article 16 (1) of 
Directive 
89/391/EEC) 
30. Directive 
92/91/EEC - 
concerning the 
minimum 
requirements for 
improving the 
safety and health 
protection of 
workers in the 
mineral-
extracting 
industries 
through drilling 
(eleventh 
individual 
Directive within 
the meaning of 
Article 16 (1) of 
Directive 
89/391/EEC) 

0 1 0 1 1 
 

31. Directive 
92/104/EEC on 
the minimum 
requirements for 
improving the 
safety and health 
protection of 
workers in 
surface and 
underground 
mineral-
extracting 
industries 
(twelfth 
individual 
Directive within 
the meaning of 
Article 16 (1) of 
Directive 
89/391/EEC) 

0 1 0 1 1 
 

32. Directive 
92/57/EEC on 
the 
implementation 
of minimum 
safety and health 

0 1 0 0 1 
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requirements at 
temporary or 
mobile 
construction 
sites (eighth 
individual 
Directive within 
the meaning of 
Article 16 (1) of 
Directive 
89/391/EEC) 
33. Directive 
91/383/EEC 
supplementing 
the measures to 
encourage 
improvements in 
the safety and 
health at work of 
workers with a 
fixed-duration 
employment 
relationship or a 
temporary 
employment 
relationship 

0 1 0 1 0 
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Table 11: Policy Scorecard – Non-binding/voluntary policy initiatives of relevance to 
mental health and psychosocial risks in the workplace 
 
 

Document 

Mental 
health in 

the 
workplace 
referred 
to in the 

objectives 
and 

scope of 
the policy

Coverage 
of 

exposure 
factors in 
relation 

to mental 
health in 

the 
workplace

Coverage 
of mental 

health 
problems 
at work 

and 
related 

outcomes

Coverage 
of risk 

assessment 
aspects in 
relation to 

mental 
health in 

the 
workplace 

Coverage of 
preventive 
actions  in 
relation to 

mental 
health in the 
workplace 

Overall

1. Guidance: ILO, 1986  
Psychosocial factors at 
work: Recognition and 
control 

4 5 5 5 5 

2. Guidance: EC, 1999 
Guidance on work-
related stress – Spice 
of life or kiss of death? 

4 5 5 5 5 

3. Guidance: EU-OSHA, 
2002 How to Tackle 
Psychosocial Issues and 
Reduce Work-Related 
Stress 

 

4 5 5 5 5 

4. Guidance: WHO, 
2008 PRIMA-EF: 
Guidance on the 
European Framework 
for Psychosocial Risk 
Management: A 
Resource for Employers 
and Worker 
Representatives 

4 5 5 5 5 

5. Guidance: WHO, 
2003 Work 
Organization and 
Stress 

4 5 5 4 5 

6. WHO Healthy 
Workplaces 
Framework, 2010 
Healthy workplaces: a 
model for action: for 
employers, workers, 
policymakers and 
practitioners 

4 5 4 4 5 

7. WHO Mental health 
declaration for 
Europe, 2005 and 
Mental Health Action 
Plan for Europe 

5 4 4 4 4 



 
Employment, Social Affairs & Inclusion 

Evaluation of policy and practice to promote mental health in the 
workplace in Europe 

Final Report  
 
 

November 2014  121 
 

8. R194 revised annex, 
ILO 2010 
Recommendation 
concerning the List of 
Occupational Diseases 
and the Recording and 
Notification of 
Occupational Accidents 
and Diseases 

4 4 4 3 N/A 

9. EU High-level 
Conference, 
Brussels, 2010 - 
Investing into wellbeing 
at work: Managing 
psychosocial risks in 
times of change 

4 5 3 4 4 

10. Guidance: ILO, 2012 
Stress Prevention at 
Work Checkpoints - 
Practical improvements 
for stress prevention in 
the workplace 

4 5 4 4 4 

11. EN ISO 10075-1: 
1991 Ergonomic 
principles related to 
work-load – General 
terms and definitions 

2 4 3 3 4 

12. EN ISO 10075-2: 
1996 Ergonomic 
principles related to 
work-load – Design 
principles 

2 3 3 3 4 

13. Framework 
Agreement on Work-
related Stress, 2004 
European social 
partners - ETUC, 
BUSINESSEUROPE, 
UEAPME and CEEP  

3 4 3 3 4 

14. Communication from 
the Commission 
{SEC(2007) 214-
216} Improving 
quality and productivity 
at work: Community 
strategy 2007-2012 on 
health and safety at 
work  

4 3 3 3 4 

15. EU-Conference, 
Berlin, 2011 - 
Promoting mental 
health and well-being 
in workplaces 

4 4 3 3 3 
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16. Committee of Senior 
Labour Inspectors 
(SLIC), 2012 
Campaign on 
psychosocial risks at 
work 

4 4 3 4 3 

17. Communication from 
the Commission 
COM(2014) 332 on 
an EU Strategic 
Framework on Health 
and Safety at Work 
2014-2020 

4 4 3 3 4 

18. Council of the 
European Union 
Conclusions, 2002 on 
combating stress and 
depression-related 
problems 

3 2 4 1 4 

19. European Pact for 
Mental Health and 
Wellbeing, 2008 
Together for mental 
health and wellbeing 

3 3 2 3 3 

20. European Parliament 
resolution T6-
0063/2009 on Mental 
Health, Reference 
2008/2209(INI), non-
legislative resolution 

3 3 2 3 3 

21. Opinion of the 
European Economic 
and Social 
Committee, 2013 on 
the European Year of 
Mental Health — Better 
work, better quality of 
life (2013/C 44/06) 

4 4 1 3 3 

22. Green paper – EC, 
2005 Improving the 
mental health of the 
population: Towards a 
strategy on mental 
health for the European 
Union 

3 2 3 2 3 

23. European Parliament 
resolution 
(2006/2058(INI) on 
improving the mental 
health of the 
population. Towards a 
strategy on mental 
health for the EU  

3 3 2 2 3 
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24. Guidance: WHO, 
2007 Raising 
awareness of stress at 
work in developing 
countries: a modern 
hazard in a traditional 
working environment: 
advice to employers 
and worker 
representatives 

3 3 2 2 2 

25. Guidance: EU-OSHA, 
2011 Workplace 
Violence and 
Harassment: a 
European Picture 

2 2 2 3 3 

26. Council of the 
European Union 
Conclusions, 2003 on 
Mental health – 
Conference on Mental 
Illness and Stigma in 
Europe: facing up the 
challenges of social 
inclusion and equity 

3 2 2 1 2 

27. Guidance: WHO, 
2003 Raising 
awareness to 
psychological 
harassment at work 

2 2 2 2 3 

28. Council of the 
European Union 
Conclusions, 2005 on 
a Community Mental 
Health Action – 
Outcome of 
proceedings 

3 2 1 1 3 

29. Guidance: ILO, 2006  
Violence at Work 2 2 2 2 3 

30. Communication from 
the Commission 
COM(2010) 682 An 
Agenda for new skills 
and jobs: A European 
contribution towards 
full employment 

4 3 1 2 1 

31. WHO Action Plan, 
2012 for 
implementation of the 
European Strategy for 
the Prevention and 
Control of Non-
communicable Diseases 
2012−2016 

1 3 1 3 3 
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32. Council Resolution 
2000/C86/01, on the 
promotion of mental 
health  

3 0 2 0 2 

33. Opinion of the 
European Economic 
and Social 
Committee, 2005 on 
the Green Paper 
Improving the mental 
health of the population 
— Towards a strategy 
on mental health for 
the European Union 
(2006/C 195/11) 

3 1 1 1 2 

34. EC 2007 - White 
paper - Together for 
health - A Strategic 
Approach for the EU 
2008-2013 

2 1 1 3 1 

35. Framework 
Agreement on 
Harassment and 
Violence at Work, 
2007  European social 
partners - ETUC, 
BUSINESSEUROPE, 
UEAPME and CEEP  

1 3 1 1 2 

36. The Standing 
Committee of 
European Doctors 
(CPME) Position 
Paper, 2009 Mental 
Health in workplace 
settings "Fit and 
healthy at work" 

3 2 1 0 2 

37. Recommendations of 
the European 
Parliament and of 
the Council, 2006 on 
key competences for 
lifelong learning 

1 2 1 0 1 
 

38. Mental and Physical 
Health Platform 
(MPHP) 2009  the 
Mental and Physical 
Health Charter and Call 
for Action 

3 1 1 0 1 
 

39. Recommendations 
from Mental Health 
Europe (MHE), 2009 
Work Programme of 
the Spanish-Belgian-
Hungarian Trio 

3 1 1 0 1 
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Presidency of the 
Council of the EU (2010 
– 2011) 

40. Council of the 
European Union 
Conclusions, 2011 on 
'The European Pact for 
Mental Health and 
Well-being- results and 
future action' 

2 0 0 1 2 
 

41. Council Resolution 
2000/C218/02, on 
the balanced 
participation of women 
and men in family and 
working life 

0 1 0 0 1  

42. Council Resolution 
2000/C218/03, on 
action on health 
determinants  

1 1 0 0 1  

43. Council of the 
European Union, 
2000 Lisbon Strategy: 
to become the most 
competitive and 
dynamic knowledge-
based economy in the 
world capable of 
sustainable economic 
growth with more and 
better jobs and greater 
social cohesion 

0 1 0 1 1  

44. Council of the 
European Union 
Conclusions, 2001 on 
a Community strategy 
to reduce alcohol-
related harm 

1 1 0 0 1  

45. Framework 
Agreement on 
Telework, 2002 
European social 
partners - ETUC, UNICE 
(BUSINESSEUROPE), 
UEAPME and CEEP  

0 1 0 1 1  

46. Framework of 
Actions for the 
Lifelong 
Development of 
Competencies and 
Qualifications, 2002 
European social 
partners - ETUC, 
BUSINESSEUROPE, 

0 1 0 0 1  
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UEAPME and CEEP  
47. Council Decision 

2003/C 218/01, on 
setting up an Advisory 
Committee on Safety 
and Health at Work 

1 1 0 1 1  

48. Framework of 
Actions on Gender 
Equality, 2005 
European social 
partners - ETUC, 
UNICE(BUSINESSEURO
PE), UEAPME and CEEP  

0 1 0 0 1  

49. Opinion of the 
Committee of the 
Regions, 2006 on the 
Proposal for a 
Recommendation of the 
European Parliament 
and of the Council on 
key competences for 
lifelong learning 

0 2 0 0 1  

50. EC 2007 - White 
paper on a Strategy 
for Europe on Nutrition, 
Overweight and 
Obesity related health 
issues  

0 1 0 0 1  

51. Commission 
Recommendation 
2008/867/EC on the 
active inclusion of 
people excluded from 
the labour market 

0 1 1 0 1  

52. Opinion of the 
Committee of the 
Regions 2008 on 
Flexicurity 

0 1 0 0 1  

53. Guidance: European 
Commission, 2009 
Report of Ad Hoc 
Expert Group on the 
Transition from 
Institutional to 
Community-based Care 

1 1 0 0 1  

54. Framework 
Agreement on 
Inclusive Labour 
Markets, 2010 
European social 
partners - ETUC, 
UNICE(BUSINESSEURO
PE), UEAPME and CEEP  

0 2 0 0 1  
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55. Communication from 
the Commission 
COM(2010) 2020 
EUROPE 2020: A 
strategy for smart, 
sustainable and 
inclusive growth 

0 2 0 0 1  

56. WHO European 
Mental Health 
Strategy, 2011 

1 0 0 1 0  

57. Council of the 
European Union 
Conclusions, 2011 on 
closing health gaps 
within the EU through 
concerted action to 
promote healthy 
lifestyle behaviours 

1 1 0 0 1  

 
 
From the review and gap analysis presented here on regulatory and voluntary policy 
initiatives it is possible to make some observations. The first is that there is lack of 
clarity and specificity on the terminology used. The second is that although the 
different instruments/initiatives are based on related paradigms, very few of them 
provide specific guidance on managing risks in relation to mental health in the 
workplace to enable organisations (and especially small and medium-sized enterprises 
- SMEs) to implement a preventive framework of action. The third is whether existing 
policies have actually fulfilled expectations in practice in the area of mental health in 
the workplace. Recent findings suggest that although OSH legislation is seen by 
European employers as a key driver to address OSH issues, it has been less effective 
for the management of psychosocial risks and the promotion of mental health in the 
workplace (EU-OSHA, 2010; Natali, et al., 2008). In relation to voluntary policy 
instruments, there is the question of whether they have been effective in supporting 
the implementation of existing legislation and in guaranteeing quality with regard to 
the ‘essential requirements’ established by European policies.  
 
The analysis at EU level was supplemented with the results of a case study analysis of 
national level policies in several Member States. This allowed the refinement of policy 
scenario options that formed the basis of a stakeholder consultation across EU-EFTA 
countries and informed recommendations to be considered by the Commission in this 
area. 
 
 
 

4.3  The national policy context in relation to mental health in the 
workplace: A European review 
 
Information on national policies and programmes on mental health in the workplace 
was collected in two ways. Firstly, a policy and literature review was conducted which 
reviewed not only scientific publications but also those from key institutions (such as 
EC, ILO), government bodies, research institutions and social partners. Some key 
references used include among others the following: European Commission, 2010, 
2011, 2012, 2013; Lippel, 2010; Oceguera, Aldrete & Ruíz, 2009; Pinkos Cobb, 2012; 
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SLIC, 2012; WHO, 2008. Secondly, a survey was conducted with experts to explore 
relevant legislative and policy frameworks for dealing with mental health in the 
workplace; relevant programmes and campaigns, available data and tools, and key 
stakeholders and networks. A network of national correspondents was established 
consisting of the National Contact Offices of the European Network for Workplace 
Health Promotion. In countries where it was not possible collect data, the 
correspondents of Eurofound were contacted. All 31 EU/EEA/EFTA countries were 
collaborative. The Consortium developed a Mental Health Policy Survey for the 
national correspondents (Annex 9.2) including the following elements: 

- Overall summary of situation in relation to the policy context for mental health 
at work, making reference to relevant legislation as well as other policies and 
initiatives 

- Types of policies 
- Dimensions of policies 
- Criteria for case study selection 
- Suggested list defining characteristics of key stakeholders 
- Suggested data sources 
- Reporting structure. 

 
This data was used to analyse policies and programmes in 31 countries in Europe. The 
overall findings are presented for each country in Annex 9.3. 
 
 

4.3.1  Case study analysis of national policy initiatives 
 
The expert survey conducted across Europe also asked respondents to identify 
examples of good practice at policy level that could be further analysed as case 
studies. Several suggestions were offered that were reviewed on the basis of the 
following criteria: 
 
 Clear targeting of mental health issues in the workplace 

 Availability of sufficient information for description and analysis purposes 

 Clear basis in legislation/regulation (though they may extend beyond the provisions 
of legislation or regulation) 

 Sufficient scale to ensure that generic conclusions can be drawn from them 

 Coverage of exposure factors in relation to mental health (for example exposure to 
psychosocial risks) 

 Coverage of mental health problems in the workplace and related outcomes 

 Coverage of preventive actions (at primary, secondary and tertiary level) in relation 
to mental health in the workplace 

 Coverage of risk assessment aspects in relation to mental health  

 Coverage of administrative infrastructure for risk assessment and prevention in 
relation to mental health in the workplace 

 Availability of information on evaluation of the initiative and outcomes achieved. 
 
The following policy approaches were selected in a variety of countries: 
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 Belgium - Royal Decree of 17 May 2007 concerning the prevention of psychosocial 
load caused by work, including violence, harassment and sexual harassment at work 

 UK – Management Standards for Work-related Stress (2004) [& Italy – Adaptation 
of UK Management standards for Work-related Stress]  

 UK – Mental Health Strategy for Scotland: 2012-2015 [& evaluation of Healthy 
Working Lives Strategy with respect to mental health] 

 Norway - National Strategic Plan for Work and Mental Health 2007-2012 

 Denmark – Labour Inspectorate Programme with focus on psychosocial risks 

 The Netherlands – Work and Health Covenants & OSH Catalogues 

 Finland – Tripartite framework agreement on active ageing in Finland (FI1110011I) 

 Germany - psyGA "Mental Health in the World of Work"  

 Italy - List of occupational diseases 
 
Information was collected on the basis of available literature and consultation with key 
stakeholders on the above initiatives. In addition semi-structured interviews were 
conducted in relation to these initiatives in each country (see Annex 9.4 for interview 
schedule). The collected information was used to present an analysis of each initiative 
by filling a developed Policy Analysis Template (Annex 9.1). 
 
The case studies were analysed in order to gain a better understanding of different 
policy options and scenarios, and were used for three main purposes: 
 Scenario analysis, i.e. analysis of different approaches to dealing with mental health 

at work. The case studies were used for comparative analysis purposes so that 
conclusions could be drawn regarding the effectiveness, costs and cost 
effectiveness of ways to deal with mental health at work issues within the context 
of OSH. 

 Illustration – the case studies were used for illustrative purposes in relation to the 
guidelines that were produced. 

 Gathering of stakeholder views – used for feeding into the overall consultation 
process for the development of the guidelines. 

 
The review identified several good practice examples across countries that have 
served to highlight the importance of mental health in the workplace and engage 
various stakeholders. It was especially encouraging to also explore the successful 
adaptation of one initiative in another country (the Management Standards for Work-
related Stress in the UK and Italy). Important benefits were reported from these 
initiatives and it is important they are publicised across the EU. The type of initiative 
came with specific benefits but also challenges. However, stakeholders were overall 
satisfied with the impact of the initiative. It should be noted, though, that there was 
limited information both on cost-effectiveness and on robust evaluation in relation to 
these initiatives. This is an area that requires improvement to enable learning and 
assessment of impact. These issues are revisited later in this report in section 6. 
 
 
 

5. Establishment of baseline scenario 
 
The evaluation and gap analysis of the policy framework on mental health in the 
workplace allowed the development of a baseline scenario which included: 
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a) An overview of the problem in both legal and practical terms at EU level, and in 
individual Member States and EFTA/EEA countries; 
b) A description of the current context and challenges, and the necessity and 
added value of EU action on this issue from an OSH perspective.  
 
According to this baseline scenario, if the status quo as concerns the policy context to 
mental health in the workplace is maintained, it is likely that a number of activities will 
continue to take place across the EU/EFTA countries in this area given the impact of 
mental ill health on individuals, organisations and society. However, there is 
uncertainty as to whether they will achieve the desired outcomes, especially since 
preventive actions still seem to be lacking across countries. As it has been shown in 
this report, the prevalence of mental ill health in the workplace, including poor 
psychological well-being is widespread across all EU/EFTA countries and there are 
indications that this will only increase due to exposure to risk factors such as job 
insecurity, work intensification and organisational restructuring. In addition, the 
impact of mental ill health is profound on individuals, organisations and society as a 
whole. At the individual level, exposure to psychosocial risks can result not only to 
poor psychological health and well-being but also to physical problems such as 
cardiovascular disease. These problems challenge participation in the workforce and 
performance through absenteeism and presenteeism. Discrimination and social 
exclusion against those affected by mental health disorders still remain a problem 
exacerbating the situation. At the organisational level, evidence indicates that mental 
ill health and poor psychological well-being affects business performance through 
absenteeism, presenteeism, reduced job satisfaction and organisational commitment, 
a poor work climate and human error. Additional costs are incurred by businesses in 
terms of hiring and training costs as well as reduced productivity and innovation. At 
societal level, there are associated costs to national social security and benefit 
systems, national economies and challenges on healthcare systems. These trends are 
projected to continue in the future. 
 
Efforts have been made both at policy and practice level to address mental ill health in 
the workplace. Employment, including OSH, legislation as well as public health 
legislation address the issue by placing emphasis on prevention through tackling risk 
factors and preventing discrimination. In addition, several other policy initiatives have 
been implemented both across the EU and within countries. Examples include 
strategies and campaigns, social dialogue initiatives including social partner 
agreements and frameworks of actions, and guidance. Although there have been a 
number of policy initiatives for more than ten years in the EU, awareness in relation to 
mental health in the workplace and the importance of preventive action still seems to 
be lacking. This is despite available data that map the prevalence and impact both of 
risk factors and mental ill health outcomes.  
 
In addition, despite the fact that the Framework Directive 89/391/EEC covers all types 
of risk to workers’ health and, as the framework agreement on work-related stress 
clarifies, this includes work-related stress, there still appears to be limited awareness 
of this provision both by employers and other key stakeholders such as policy makers 
and inspectors in different countries. Limited awareness and expertise on how to 
conduct inspections on psychosocial risks associated with mental ill health were 
among the key drivers for the 2012 SLIC campaign. However, with widespread budget 
cuts in the public sector, inspections in many countries are becoming more reactive in 
nature (e.g. in the UK). Within this climate it is important that employer responsibility 
is strengthened and awareness is further developed both in relation to the policy 
framework on mental health in the workplace and specific preventive measures that 
should be introduced to promote mental health. Currently, there is no comprehensive 
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guidance that will allow employers to be aware of their responsibilities in law (all 
relevant legislation at EU level) and clarify further how to fulfil their responsibilities by 
conducting risk assessments and putting in place preventive measures.  
 
Examples of efforts to provide such guidance exist in selected countries and an 
analysis of these strategies will allow for conclusions to be drawn on their 
effectiveness. However, in other countries there is limited prioritisation in this area 
and further sharing of good practice and cross-fertilisation of activities can have 
positive results. In short, a more co-ordinated action plan is necessary at EU level, 
clarifying requirements and the case for mental health promotion in the workplace and 
drawing upon good practice efforts within specific countries. In addition, monitoring 
across the EU and between and within Member States should be further developed by 
refining existing systems. A specific issue to be considered is the inclusion of mental 
health disorders in lists of occupational diseases in EU countries. Without effective 
monitoring and dedicated reporting, knowledge at the Community level about the rate 
of progress would be weak. 
 
Continuation of EU activities as currently set would not necessarily lead to an 
improvement of the situation nor would it necessarily lead to greater awareness in 
relation to the vital importance of mental health in the workplace. However, this 
option would not imply any additional administrative costs, or require re-orientation of 
funds from other policies. 
 
 
 
 

6. Establishment of alternative scenarios 
 
The main purpose of ‘scenario building’ was to identify "the best EU policy scenario for 
mental health at the workplace". Based on the results obtained in the previous stages 
of the project, potential future scenarios were described and put into perspective in 
relation to the baseline scenario or ‘status quo’. We also placed them within the 
context of what is known about the benefits and costs of protecting and improving 
mental health in the workplace. The scenarios were based on the review of the EU-
OSH legal framework and identification of best practices at the national level, but also 
on the consultation of relevant stakeholders (e.g. social partners, national, regional 
and local authorities in the member states, the scientific community and particularly 
mental health professionals such as psychologists and psychiatrists, health and social 
security providers and enterprises).  
 
This ‘best EU policy scenario’ was identified using the Delphi-method, i.e. a structured 
communication technique by which opinions of (in this case) stakeholders were 
collected iteratively in different rounds. However, the assumption should be taken into 
account that what is seen as 'best' scenario is not necessarily the same for different 
countries or regions in Europe or for different stakeholders, reflecting their role or 
their interest. This includes consideration of the costs and benefits of different 
scenarios, within the context of what is currently known about the cost effectiveness 
of actions to promote and protect better mental health within workplaces. 
 
Based on the literature and previous work done in the project, the following types of 
scenarios were identified: 

1. The ‘status quo’, no new and specific or targeted actions. 
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2. Implementing non-binding initiatives, such as an EU action programme on 
mental health at work, stimulating national strategies, programmes or 
campaigns, stimulating initiatives of the inspectorate, of sectors, of trade 
unions or of other networks, stimulating the use of the management standards, 
initiate training or award competitions, etc. 

3. Combining or consolidating EU-directives. 
4. Providing a technical update of existing EU legislation. 
5. New legislation on mental health in the workplace.  

 
Scenario 1: Status quo, no action 
 
Risks relevant to mental health and their management are among employers’ 
responsibilities as stipulated in the Framework Directive 89/391/EEC. On the basis of 
this Directive, policies and guidance of relevance to mental health have been 
developed. These include legally binding instruments (such as EU regulations, 
directives and national pieces of legislation) and other ‘hard’ policies (such as ILO 
conventions), as well as nonbinding/voluntary policies (or ‘soft’ policies such as 
decisions, recommendations and conclusions of EU institutions), social partner 
agreements and various other actions. In this first possible scenario, the European 
Commission will not take any new initiatives in the field of mental health in the 
workplace. However, it is possible for implementation to be improved within the 
current package of legislative provisions. 
 
Scenario 2: Non-binding initiatives 
 
A number of non-binding initiatives of relevance to mental health and psychosocial 
risks in the workplace have been developed and implemented at EU level. The 
initiatives range from broad EU strategies and public health policies to social dialogue 
initiatives. In addition, other policy initiatives include the setting up of formalised 
stakeholder committees, EU level campaigns, policies on managing disability etc. In 
this scenario, new non-binding initiatives will be initiated at EU level. 
 
Scenario 3: Consolidating legislation (directives) 
 
The Framework Directive 89/391/EEC on Safety and Health of Workers at Work lays 
down employers’ general obligations to ensure workers’ health and safety in every 
aspect related to work, ‘addressing all types of risk’. The Framework Directive with its 
general principles continues to apply in full to all areas covered by individual 
directives. However, where individual directives contain more stringent and/or specific 
provisions, these special provisions of individual directives prevail (EC, 2004). These 
include:  
 
Directive 89/654/EEC concerning the minimum safety and health requirements for 
the workplace;  
Directive 2009/104/EC concerning the minimum safety and health requirements for 
the use of work equipment by workers at work; 
Directive 89/656/EEC on the minimum health and safety requirements for the use 
by workers of personal protective equipment at the workplace; 
Directive 90/269/EEC on the minimum health and safety requirements for the 
manual handling of loads where there is a risk particularly of back injury to workers; 
Directive 90/270/EEC on the minimum safety and health requirements for work 
with display screen equipment. 
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In addition to these, a number of other Directives introduced at EU level are also 
relevant to mental health in the workplace. Examples include: 
 
Council Directive 92/85/EEC on the introduction of measures to encourage 
improvements in the safety and health at work of pregnant workers and workers who 
have recently given birth or are breastfeeding;  
Directive 93/104/EC concerning certain aspects of the organisation of working 
time; 
Directive 2000/78/EC prohibiting direct or indirect discrimination on grounds of 
religion or belief, disability, age or sexual orientation; 
Directive 76/207/EEC on equal treatment for men and women as regards access to 
employment, vocational training and promotion, and working conditions Amended by 
Directive 2002/73/EC; 
Directive 2006/54/EC on the implementation of the principle of equal opportunities 
and equal treatment of men and women in matters of employment and occupation. 
 
In the third scenario suggested, there would be a review and consolidation of all 
relevant existing legislation into one comprehensive piece of legislation. 
 
Scenario 4: Technical update of relevant legislation 
 
A number of regulatory instruments of relevance to mental health and psychosocial 
risks are applicable to the EU member states. Even though each of these regulations 
addresses certain aspects of mental health and/or the psychosocial work environment, 
it should be noted that the terms ‘mental health’, ‘stress’ and ‘psychosocial risks’ are 
not mentioned explicitly in most pieces of legislation. The main example in this respect 
is the Framework Directive 89/391/EEC on Safety and Health of Workers at Work. 
Even though the Directive asks employers to ensure workers’ health and safety in 
every aspect related to work, ‘addressing all types of risk at source’, it does not 
include the terms ‘psychosocial risk’ or ‘work-related stress’. Therefore, a technical 
update of the Framework Directive including explicitly the protection of workers’ 
mental health could be a possible scenario. Such an update would not need new 
primary legislation. 
 
Scenario 5. New directive 
 
In this policy option, a new EU directive would be established, explicitly addressing all 
significant work-related risk factors for mental health, work-related stress and the 
retention and employment of people with mental health problems. The Directive could 
define the psychosocial load caused by work (cf the Royal Decree of 17 May 2007 in 
Belgium: “any load of a psychosocial nature, caused by the execution of the work or 
arising as a result of the execution of the work, which has a detrimental effect upon 
the physical or mental health of the person”). It could define the roles and 
responsibilities of people in the organisation who are appointed to play a mediating 
role, and it could introduce procedures when addressing risks of relevance to mental 
health in the workplace. A new directive could also make reference to relatively new 
specific issues such as harassment and bullying, discrimination, and work-life balance.  
 
The above scenarios were evaluated through a Delphi study. In the first round, in-
depth interviews with key stakeholders were used. In the second round, a survey, 
developed on the basis of the first round results, was used. 
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6.1 Results of the Delphi study 
 
As indicated, stakeholders were interviewed using the Delphi-method. Based on the 
good practices and scenario building, a semi-structured questionnaire was developed 
for interviewing relevant stakeholders (see Annex 9.5). In the first round, the 
questionnaire was developed and tested by in-depth interviews with 22 relevant 
stakeholders in a restricted number of countries. Based on the findings of this first 
round, the interview was restructured into a shortened online questionnaire and was 
sent to different stakeholders in each of the 28 EU countries who were asked to 
respond (see Annex 9.6).  
 
 
 

6.1.1 The first Delphi round 
 
This in-depth interviewing of stakeholders in the first Delphi was done with relevant 
key stakeholders in a restricted number of countries. The selection of 4 countries (the 
UK, Germany, Slovenia and the Netherlands) was guided by the results of the 
evaluation of the EU Framework Agreement on work-related stress (see also Table 7, 
results of the implementation of the European Framework Agreement on Work-related 
Stress, in this report). 22 interviews were held in countries that ranged from having 
implemented substantial efforts and either having implemented national collective 
agreements or non-binding initiatives, to countries where social partners were 
moderately active to not active at all.  
 
The content of the questionnaire was guided by the scenarios identified. All five 
scenarios (from status quo to the development of new legislation were presented and 
experts were invited to discuss each scenario along the line of (1) has that scenario 
been addressed in their country, and if yes, how, (2) its strengths and weaknesses, 
(3) the potential effectiveness and costs of this scenario, and (4) other contextual 
factors required to be in place for the implementation of this scenario (in their own 
country or potentially in other countries). 
 
Scenarios 1, 2 and 5: Non-binding initiatives most used and debated against 
binding initiatives/(new) legislation 
 
Results of this first round indicated that experts in general had a good understanding 
of the five scenarios identified up front. There was no specific indication to change a 
scenario substantially. The scenarios as explained led to good discussions on mental 
health at work policies and their potential relevance at EU-level in the different 
countries.  
 
In the few countries that participated in this first round, it was clear that there is no 
specific legislation, but that non-binding initiatives are the status-quo. In the UK the 
Management Standards for Work-related Stress were often mentioned. In Germany 
the PsyGA project by BKK/BAuA was an example of a non-binding initiative provided. 
Some of the relevant stakeholders that were interviewed indicated that non-binding 
initiatives might be a more appropriate way to tackle this ‘soft’ problem although, 
particularly in Germany, there are different opinions and approaches on tackling 
‘mental health at work’ with an ongoing debate for hard vs. soft law initiatives (note 
the recent introduction of specific legislation in this area in Germany in 2014). In 
Slovenia, it was reported that ‘…mental health problems represent an important 
problem; people are getting sick and others are vulnerable to risk exposure. There is a 
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big stigma, employers do not really know what to do, and they have no proper help 
from outside (counselors, occupational health institutes etc.). Also there are not many 
people inside the company who can assist (psychologists etc.). That is why employers 
cannot cope with vulnerable or sick people or even with the risks they are exposed to. 
Legislation is an important minimum basis, but is not enough to change the practices 
in the country. Also non-binding initiatives and promotion are needed’.  
 
Stakeholders also indicated that: ‘the current problem with existing legislation is that 
it’s quite complex and doesn’t explicitly mention psychosocial risks.’ ‘..In case one 
would make an effort of making (new) legislation, mental health issues are multi-
causal so it’s very difficult to pin it down to workplace issues. It’s (or part of it is) a 
relationship between the individual and the workplace… often the individual has an 
issue with line management…’.  
 
Although the actors had different points of view on whether binding policy is needed or 
not, they agreed on the importance of promoting workplace health, and combating 
stress. They differed on the way and method they thought might be best to achieve 
this aim. ‘Trying to get something EU harmonised is going to be very difficult because 
the conditions in each country vary enormously, which is why we think the current 
situation is probably the best. We think at best the EU will come up with guidance...’. 
However, a major weakness of the non-binding policies was reported to be that they 
can be ignored. Particularly respondents from Slovenia supported new legislation in 
the area of mental health at work. 
 
An interesting comment on psychosocial risk management in the UK was: ‘We don’t 
have the resources to maintain the status quo, we’re actually moving backwards. 
Measures being cut back because of austerity across the country. It’s worrying 
because if people develop conditions in the workplace, where is the support for them? 
The government launched talking therapies as a solution but the waiting list is 8-12 
months, how is that helping the individual and the workplace?’. 
In this first round, discussion focussed mostly on the possibility of new legislation and 
non-binding initiatives. There were only some minor comments on the other scenarios. 
 
Scenario 3: Consolidating Directives in the area 
 
On the option of ‘Consolidating Directives in the area’ respondents commented that it 
is important to consolidate when possible and practical. However, legislation needs to 
be transparent, easy to find and clear about its objectives, so it may not be possible to 
consolidate in every case. None of the countries had any experience with consolidating 
mental health policies. Some commented that psychosocial risks are narrowly related 
to problems of working time patterns where some consolidating may be possible. One 
of the comments was ‘This is the least offensive of the last three scenarios, because 
all you’re doing is not creating anything new, you’re bringing stuff that exists in one 
place. There might be an element of clarification. It might bring a bit more attention to 
the issue, but unless you can develop solutions which are workable, there are a lot of 
things out there but what effect do they have?’. 
 
Scenario 4: Providing a technical update 
 
A strong view by many respondents was that it is important that mental health and 
psychosocial risks are mentioned explicitly in law. One of the respondents indicated 
that this policy option would ‘depend on the extent to which countries interpret broad 
OSH goal-based legislation to cover psychosocial risks. In the UK we accept that and 
there’s very little argument about that, we have case law which backs that up 
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(national transposition of Directives is understood to include stress). In other places in 
the EU there might be resistance to interpret the Directive in that way, in those cases 
it would probably help to amend the law to be more explicit’. So the issue here 
seemed to be whether there will be enough leverage within the EU for something like 
a ‘European strategy and policy for mental health at work’. 
 
This first round provided rich qualitative information. It was then important to obtain 
the views on the different policy scenarios on mental health in the workplace by a 
more representative sample of EU representatives in all EU countries. This led to the 
development of a survey for the second round of the Delphi. 
 
 

6.1.2 The second Delphi round 
 
For the second Delphi round, a web-link to an online survey was sent to a large 
number of relevant stakeholders in all 28 EU countries. The members of the Advisory 
Committee on Safety and Health at Work (ACSHW) were invited to participate in the 
survey. Use was made of personal networks as well as contacts through PEROSH, 
EWCO and the European Networks for Workplace and Mental Health.  
 
The descriptive analysis performed aimed to assess priorities in policy scenarios and 
identify strengths and weaknesses of these policies. The priorities and strengths and 
weaknesses were additionally considered by country and country cluster (using the 
Esping-Andersen classification) as well as the type of relevant stakeholder (i.e. 
policymaker/inspectorate, employer representative, employee representative, 
expert/professional, insurers). Responses in this second round of the Delphi on the 
costs of the different options were taken into account in our cost-benefit analysis of 
the different scenarios.  
 
Response by country (cluster) 
 
The responses to the second round are shown in Table 12. The net response rate was 
58 respondents.  
 
Table 12: Delphi responses by country – Round 2 
 
 
Country 

 
Response Percentage 

Austria 2 3.8 
Belgium 1 1.9 
Croatia 1 1.9 
Czech Republic 1 1.9 
Denmark 5 9.4 
Estonia 2 3.8 
Finland 2 3.8 
Germany 4 7.5 
Greece 2 3.8 
Hungary 1 1.9 
Ireland 1 1.9 
Italy 3 5.7 
Latvia 3 5.7 
Lithuania 1 1.9 
Portugal 1 1.9 
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Slovakia 2 3.8 
Slovenia 3 5.7 
Spain 8 15.1 
Sweden 2 3.8 
The Netherlands 4 7.5 
United Kingdom 3 5.7 
Bosnia 1 1.9 
 
Total 

 
53 100 

 
Table 12 shows that 22 European countries in total were represented while the 
response per country ranges between 1 and 8 respondents.  
 
 
When considering country clusters in order to make a more robust national 
differentiation and to consider differences between old and new member states, and 
between North, Central, South, West and East (also guided by social security 
systems), the Esping-Andersen country clusters can be identified (see Table 13). This 
clustering shows that the responses from the old and new member states, as well as 
from Northern, Middle and Southern European countries are quite well distributed. 
Only the response from the UK and Ireland cluster is limited. 
 
 
Table 13: Response by country cluster 
 
Country cluster 

 
Response 

 
Percentage 

Northern Europe (inc. DK, FI, NL, SE) 13 24.5 
Continental countries (inc. AT, BE, DE) 7 13.2 
Southern Europe (inc. ES, HE, IT, PT) 14 26.4 
United Kingdom and Ireland 4 7.5 
New Member States (inc. BA, CZ, EE, HU, 
HR, LT, LV, SK, SL) 

 
15 28.3 

Total 53 100 
 
Response by type of relevant stakeholder 
 
The response is also presented by type of relevant stakeholder (see Table 14). Here, 
we can see that the largest group of respondents is experts/professionals, followed by 
policymakers (including the inspectorate). Employer representatives are also well 
represented (each about a quarter of all responses). The smallest group is ‘insurers’. 
 
Table 14: Response by type of relevant stakeholder 
 
Type of representative 

 
Response 

 
Percentage 

Policymaker (ministries; including 
inspectorate) 

15 28.3 

Employer representative 14 26.4 
Employee representative 5 9.4 
Expert/professional 16 30.2 
Insurer 3 5.7 
Total 53 100 
 
When we consider the response of the different types of relevant stakeholders by 
country cluster (see Table 15), we see that on average the distribution of 
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representatives by country cluster is balanced. Only the response of employee 
representatives is ‘incomplete’: only employee representatives from Northern Europe 
and from the new member states have responded. Also the group of insurers is quite 
small and does not cover all country clusters.   
 
 
 
 
 
Table 15: Response by relevant stakeholder by type and country cluster 
Type of relevant 
stakeholder 

Northern 
Europe 

Continental 
countries 

Southern 
Europe 

United 
Kingdom 
and 
Ireland 

New 
member 
states 

Total 
(N) 

Policymaker 
(ministries; 
including 
inspectorate) 

 
 
28.6.% 

 
 
20.0% 

 
 
13.3% 

 
 
0.0% 

 
 
40.0% 

 
 
15 

Employer 
representative 

 
21.4% 

 
14.3% 

 
35.7% 

 
14.3% 

 
14.3% 

 
14 

Employee 
representative 

 
60.0% 

 
0.0% 

 
 0.0% 

 
 0.0% 

 
40.0% 

 
 5 

Expert/professional 21.4% 7.1% 42.9% 7.1% 21.4% 14 
Insurer 0.0% 33.3% 0.0% 33.3% 33.3% 3 
Total (N) 13 7 14 4 15 53 
 
 
Priority scenarios 
 
All stakeholders were presented with the scenarios and were asked to prioritise them. 
Consequently, all were asked to select their top two preferred scenarios and discuss 
the strengths and weaknesses of these.  
 
In Table 16 below, these results are presented in two ways. First, the mean rating per 
scenario8 has been calculated. Taking into account this score, results in scenario 2: 
‘non-binding initiatives’ rank highest. Scenario 4: ‘developing a technical update’ ranks 
second. Scenario 3 of ‘combining or consolidating EU directives’ ranks third. 
‘Developing new EU legislation’ on mental health is rated lowest. Second, ratings have 
been calculated on the basis of percentages of ‘best’ or ‘worst’ choice. On the basis of 
this score, the scenario which, on average, ranks lowest (i.e. developing new EU 
legislation), has the highest rating as ‘best choice’. When analysing this more in-
depth, we see that the ratings on this scenario are, contrary to the other scenarios, 
quite extreme: 23% of stakeholders indicate that ‘developing new EU-legislation’ is 
‘the best’ choice but as much as 48.2% rates this scenario as ‘the worst’. Those who 
rated this option as ‘best’ are mainly employee representatives and representatives 
from the labour inspectorate. In this respect, the representatives from the labour 
inspectorate (N=7) rated these scenario a little different from (other) policymakers. 
The latter found this scenario much less preferable. 
 
 
 
 
                                          
8 Here we consider these ordinal ratings as interval ratings, under the assumption that differences between 
the rating levels are about equal.  
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Table 16: Priorities in scenario ratings (N=55) 
 
Scenario 

 
Average 
rating  

 
Ranking from best to worst scenario (%) 

 (1-5) Best 
choice 
Rating 5 

2nd 
choice 
Rating 4 

3rd 
choice 
Rating 3 

4st 
choice 
Rating 2 

5th 
choice 
Rating 1 

1. Maintaining the 
status quo 

2.45 21.8 12.7 3.6 12.7 49.1 

2. Non-binding 
initiatives 

3.29 16.4 40.0 10.9 21.8 2.7 

3. Combining or 
consolidating EU-
directives 

2.65 5.5 16.4 36.4 21.8 20.0 

4. Providing a 
technical update 

2.89 14.5 21.8 14.5 36.4 3.1 

5. Developing new 
EU-legislation 

2.49 23.2 16.1 5.4 7.1 48.2 

 
In considering regional differences in priorities for mental health policy scenarios, the 
most ‘compact’ indicator of the average score by country cluster was examined (see 
Table 17 below). Considering country clusters, we see quite diverse preferences. The 
scenario ‘non-binding initiatives’ is the most preferred scenario in Southern Europe as 
well as in the UK & Ireland, and it is a combined favourite (with ‘developing new 
legislation’) in the new member states. Although ‘developing new legislation’ is one of 
the least preferred scenarios, it is also a combined favourite in the new member 
states. In none of the country clusters, ‘maintaining the status quo’ and ‘combining or 
consolidating EU-directives’ are among the most preferred scenarios. The Northern 
European country cluster prefers ‘developing new legislation’ most, whereas the 
continental country cluster prefers ‘a technical update’ most. One could observe that 
some country clusters are much more outspoken about their preferences (e.g. 
Southern Europe and UK & Ireland) than others (e.g. new member states and the 
continental countries). 
 
Table 17: Average rating of the scenarios by country cluster (N=55) 
 
Scenario 

Average 
Total 

Northern 
Europe 

Continental 
countries 

Southern 
Europe 

UK & 
Ireland 

New 
member 
states 

1. Maintaining 
the status quo 

2.45 1.92 2.29 3.07 3.25 2.21 

2. Non-binding 
initiatives 

3.29 3.08 2.57 4.07 4.25 2.86 

3. Combining or 
consolidating EU-
directives 

2.65 2.33 2.57 2.79 3.25 2.64 

4. Providing a 
technical update 

2.89 3.00 2.86 2.97 3.00 2.79 

5. Developing 
new EU-
legislation 

2.49 3.33 2.29 2.43 1.00 2.86 

Main comparisons should be made in the columns (range 5 - 1; best - worst) 
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The country cluster preferences may have been somewhat confounded by the fact that 
the types of relevant stakeholders (particularly the employee representatives) are not 
evenly distributed amongst the country clusters and the different stakeholders may 
well have different views on the preferred scenarios. Therefore, in Table 18 the 
preferred scenarios are also presented by type of relevant stakeholder and may best 
be read column wise. 
 
As may have been expected, there are large differences in preferred scenarios 
between the different stakeholders. The overall most preferred scenario of ‘non-
binding initiatives’ is also the preferred scenario by the experts and professionals, but 
all other stakeholders have other, very outspoken, preferences. Regarding this issue, 
policymakers in general appear to have a quite different opinion than representatives 
of the labour inspectorate, in that the latter group favours ‘new legislation’ while other 
policymakers do not. Other policymakers also prefer a technical update. The only 
other group of stakeholders that clearly prefers new EU-legislation are employee 
representatives. Employer representatives prefer the status quo most, although many 
also report preferring ‘non-binding EU initiatives’. Finally, the small number of insurers 
that responded report a highest preference for a technical update of existing 
legislation. 
 
 
 
Table 18: Average rating of the scenarios by type of relevant stakeholder (range 5-1; 
best –worst) 
 
Scenario 

Total Policymakers 
(incl. 
inspectorate)

Employer 
represen-
tatives 

Employee 
represen- 
tatives 

Experts
/ 
Profes-
sionals 

Insurers

1. Maintaining the 
status quo 

2.45 1.82 4.64 1.00 2.20 2.67 

2. Non-binding EU 
initiatives 

3.29 3.00 4.15 1.80 3.40 3.00 

3. Combining or 
consolidating EU-
directives 

2.65 2.67 2.38 3.20 2.27 2.67 

4. Providing a 
technical update 

2.89 3.47 2.23 2.60 2.67 3.33 

5. Developing new 
EU-legislation 

2.49 3.60 
(insp: 4.34; 
other 
policymakers
: 2.78) 

1.00 4.40 2.07 2.33 

 
Several of the respondents took the opportunity to additionally comment on their 
choices. Many of these comments relate to the (apparent) discrepancy between either 
being in favour of new EU-legislation or being in favour of non-binding EU-initiatives.  
 
One of the employee representatives commented that non-binding initiatives (like 
good practices, covenants, pledges etc.) will only be effective in a few companies. 
Especially those companies who are not interested in good practice can only be forced 
by regulation and control. However, an expert from Italy, a country with legislation in 
this specific area of mental health, comments that this legislative framework makes it 
very difficult to effectively promote mental health in the workplace. It is felt that there 
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is a strong need to set the work environment and work-relatedness as the key 
principles for prevention policies, incapacity compensation and employers’ 
responsibility. This would allow for great simplification and delegation to social 
partners and OSH-guidelines. One of the employer representatives, however, does not 
think that there are easy solutions. This representative stated that mental health in 
the workplace is a very complicated issue since it is very complicated to determine 
whether the cause of the problem is work-related or not. Since there is already a 
comprehensive EU health and safety legislative framework, we should ensure a better 
implementation of this legislation, according to their view.  
 
In dealing with this complex issue of mental health in the workplace, another 
employer representative also commented that an integrated approach is warranted, 
taking into account the job content, working conditions, working environment, career 
perspectives, work life balance and interventions of different fields of expertise. For 
these reasons, this employer representative argued that a legislation-based approach 
might even be counter-productive. Again another employer representative agreed and 
concluded that ‘businesses should lead the way, enabled by their national 
governments, and should come up with holistic health and safety initiatives relevant to 
their organisation, which include mental health, but also have a broader approach to 
psychosocial illness and physical health. Awareness raising campaigns, best practice 
sharing and guidance at national level is however useful. An employee representative 
additionally commented that company external sources of psychosocial risks should be 
included in considerations since these are not just a health and safety issue, but also 
an economic and (international) market issue. 
 
One of the Southern European experts commented that ‘many improvements in 
working conditions come from legislative changes’. Their country ‘…is run through 
legislation. Implementing non-binding initiatives is an indirect route to the most 
appropriate long-term change. But its implementation (of the non-binding initiatives) 
in the current circumstances does not seem useful’. One of the policymakers 
additionally commented that the existing EU OSH legislative framework does not 
sufficiently cover mental health issues. A technical update of existing legislation could 
expand and strengthen the scope of OSH law in a more practical and direct manner in 
comparison with a new directive. However, an employer representative stated that 
‘clearly, previous proposals of ‘psychosocial hazard’ legislation demonstrate the lack of 
understanding and ‘stigma’ that surrounds these issues… just as you can’t have a 
physical injuries directive’ you can’t group all mental health issues together in one 
piece of legislation’. However, the Framework Directive clearly includes physical and 
mental well-being - in short the legal structure exists - but given the complexities 
surrounding mental well-being, it is difficult for legislation to ever establish a ‘safe’ 
limit for employers to achieve. According to them, ‘the practicalities of legislation for 
psychosocial hazards are such that it should really not be considered an option’. 
 
Some of the comments are of a highly pragmatic nature. For example, an employer 
representative in one of the new member states indicated that mental health factors 
are not key in their country. Their priority is to first provide a safe work environment. 
One of the insurers stated that ‘the absence of any recognised, generally successful 
treatment or help for a lot of mental issues negates any point in expanding legal 
responsibilities’. Finally, one of the policymakers commented that ‘Scenario 1’ (status 
quo) is not an option given the magnitude of the problem. Scenario 2 (‘non-binding EU 
initiatives’) will not provide effective solutions, considering that there already are a 
number of non-binding initiatives at EU-level’. This stakeholder therefore concluded 
that the answer lies in a combination of scenarios 3-5.  
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Overall, the scenario regarding maintenance of the status quo is considered to be 
quite effective by those who chose this scenario. Those who indicated that new 
legislation would be the preferred scenario, expected this to be moderately - and 
sometimes even - well effective. The effectiveness of non-binding EU-initiatives is 
mainly considered positive by those who chose it but sometimes views are mixed. A 
technical update of existing legislation is rated on effectiveness as moderate to bad. 
Finally, combining or consolidating directives is expected to be moderately effective. 
 
Preference for non-binding EU-initiative types 
 
Where ‘non-binding EU initiatives’ was selected by stakeholders as their preferred 
option, they were asked to indicate favourite types. Table 19 shows the ranking of 
these findings. The table does not show a lot of variation in average ranking across 
non-binding EU initiatives: average ratings range from 2.72 to 3.87 (on a rating scale 
of 5 - best - to 1 - least preferred). The non-binding EU initiative that was on average 
rated highest, is ‘awareness raising campaign’, but ‘national strategies on mental 
health policies’ also rate high. The distribution of ratings per non-binding EU initiative 
is not as skewed as found for the scenarios.  
 



 
Employment, Social Affairs & Inclusion 

Evaluation of policy and practice to promote mental health in the 
workplace in Europe 

Final Report  
 
 

November 2014  143 
 

 
Table 19: A ranking of types of non-binding EU initiatives on mental health when 
selected as preferred choice (N=27-31) 
Non-binding EU 
initiatives 

Average Percentages (%) 

 (5-1) Best 
choice 
Rating 5 

2nd 
choice 
Rating 4 

3rd 
choice 
Rating 3 

4st 
choice 
Rating 2 

5th 
choice 
Rating 1 

National strategies 3.61 29.0 25.8 25.8 16.1 3.2 
Awareness  
raising campaigns 

 
3.87 

 
35.5 

 
35.3 

 
12.9 

 
12.9 

 
3.1 

Sectoral initiatives 3.32 12.9 35.5 25.8 22.6 3.2 
Voluntary work-
related management 
standards 

 
3.03 

 
17.2 

 
27.6 

 
13.8 

 
24.1 

 
17.2 

Technical guidance for 
labour inspectors 

 
3.00 

 
13.8 

 
24.1 

 
20.7 

 
31.0 

 
10.3 

Company policy on  
managing mental 
health 

 
3.53 

 
16.7 

 
43.3 

 
23.3 

 
10.0 

 
3.0 

Recognising mental 
and stress-related 
illnesses on official list 
of occ. diseases 

 
2.72 

 
20.0 

 
13.3 

` 
6.7 

 
13.3 

 
46.7 

 
The overview of non-binding EU initiatives is also presented by country cluster and by 
type of stakeholder in Tables 20 and 21 respectively. Considering the preferences in 
non-binding initiatives by country cluster, we can see that on average there is 
considerable agreement: the most preferred non-binding initiative is awareness raising 
campaigns. Only the UK and Ireland consider ‘company policy on managing mental 
health problems’ most preferable, followed by implementing ‘voluntary management 
standards’ (developed, and with quite a history, in the UK as analysed in the case 
studies of this report). 
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Table 20: Non-binding EU initiatives by country cluster (ratings from 5 (most 
preferred) to 1 (5th in preference) (N=29-31) 
 
Non-binding EU 
initiative 

Total 
Average 

Northern 
Europe 

Continental 
countries 

Southern 
Europe 

UK 
&Ireland 

New 
member 
states 

National strategies 3.61 3.75 3.50 3.43 3.75 3.43 
Awareness raising 
campaigns 

 
3.87 

 
3.87 

 
4.00 

 
4.14 

 
3.25 

 
3.71 

Sectoral initiatives 3.32 3.25 2.50 3.86 3.25 3.14 
Voluntary work-
related 
management 
standards 

 
3.03 

 
2.57 

 
3.50 

 
3.33 

 
4.00 

 
2.14 

Technical 
guidance for 
labour inspectors 

 
3.00 

 
3.14 

 
2.67 

 
2.57 

 
2.75 

 
3.29 

Company policy 
on managing 
mental health 

 
3.53 

 
3.86 

 
2.00 
 

 
3.00 

 
4.75 

 
3.29 

Recognising 
mental and 
stress-related 
illnesses  
on official list of 
occ. diseases 

 
2.72 

 
2.71 

 
2.00 

 
2.57 

 
2.00 

 
2.43 

 
Stakeholders do show some more divergence in their rankings in comparison to 
country clusters, but their preferences are somewhat less outspoken as compared to 
those relating to the policy scenarios - although particularly experts and professionals 
appear to have little variation in preference regarding these initiatives. Also although 
‘insurers’ were not so outspoken in their preferences of scenarios, they are more so 
regarding these non-binding EU initiatives.  
 
Unlike the preferences of the scenarios, the ‘on average’ most preferred non-binding-
initiative does not show a strong divide in the groups of stakeholders. The rating of 
‘awareness raising campaigns’ is high for most groups, but when not rated highest, it 
is, at least, rated as ‘moderate’.  Awareness raising campaigns were rated as most 
preferred by policymakers (both general policymakers and inspectorate) and employer 
representatives. It should be pointed out that the ‘technical guidance for labour 
inspectors’ rated quite high for policymakers, especially for the representatives of the 
inspectorate who responded to the survey. Technical guidance for the labour 
inspectorate was also the most favourite EU-initiative of the employee 
representatives. The employee representatives, however, had equal preference for 
‘company policy on managing mental health problems’. Experts mostly preferred the 
implementation of the voluntary work-related management standards, but did not 
differentiate much among their preferences. Insurers preferred national strategies 
most, but it should be mentioned that their preferences for the awareness raising 
campaigns were also quite high (higher than the overall average).  
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Table 21: Non-binding EU initiatives by stakeholder type (ratings from 5 (most 
preferred) to 1 (5th in preference) (N=29-31) 

 
Non-binding EU 
initiative 

Total 
Average 

Policymakers 
(incl. inspec-
torate) 

Employer 
represent-
atives 

Employee 
represen-
tatives 

Experts
/ 
Profes-
sionals 

Insurers

National 
strategies 

3.61 3.83 3.20 3.00 3.50 4.67 

Awareness 
raising 
campaigns 

 
3.87 

 
4.67 

 
4.00 

 
3.00 

 
3.20 

 
4.00 

Sectoral 
initiatives 

3.32 2.83 3.40 2.00 3.40 3.67 

Voluntary work-
related 
management 
standards 

 
3.03 

 
1.60 

 
3.30 

 
2.00 

 
3.56 

 
2.67 

Technical 
guidance for 
labour inspectors 

3.00 4.00 
(general pm: 
2.00; 
inspect: 4.5) 

2.10 4.00 3.22 2.67 

Company policy 
on managing 
mental health 

 
3.53 

 
3.67 

 
3.40 

 
4.00 

 
3.44 

 
3.67 

Recognising 
mental and 
stress-related 
illnesses  
on official list of 
occupational 
diseases 

 
2.72 

 
3.80 

 
1.00 

 
2.00 

 
3.10 

 
2.67 

 
The fact that there were only very few additional comments to these ratings is an 
additional argument that non-binding EU initiatives are much less controversial 
amongst stakeholders and countries. 
 
 

6.2 The strengths and weaknesses for the main scenarios 
 
In this section, we have documented a lot of the original comments from the 
respondents in order to shape a message of strengths and weaknesses using 
respondent arguments regarding the five types of scenarios. Most comments 
regarding strengths and weaknesses related to non-binding EU-initiatives and the 
introduction of new EU-legislation on mental health in the workplace. 
 

6.2.1 Strengths and weaknesses of non-binding EU-initiatives 
 
Strengths: The main arguments on strengths of non-binding EU initiatives relate to 
the fact that there already is European legislation (a European Framework Directive) 
on occupational safety and health which includes psychosocial risks and aims to 
prevent mental health problems at the workplace. Ensuring better implementation of 
this legislation is the most appropriate way to improve protection against all health 



 
Employment, Social Affairs & Inclusion 

Evaluation of policy and practice to promote mental health in the 
workplace in Europe 

Final Report  
 
 

November 2014  146 
 

and safety risks at the workplace. In addition, the flexibility of ‘non-binding initiatives’ 
can be considered to be crucial in this respect, as it allows countries, national social 
partners or sector organisations to decide on the actions for implementation.  
According to an employer representative: ‘We need to take into consideration that 
there are many differences among countries and it is impossible to have only one 
legislation for all of them that takes care of all their specific details. Ensuring better 
implementation of the existing legislation is the most appropriate way to improve 
protection against all health and safety risks at the workplace’. An expert further 
stated that: ‘Employers can choose freely what an appropriate option for their 
environment (company/sector/region/network) is. This scenario provides flexibility’. 
Indeed an insurer also supported that ‘The empowerment of employers can result in 
the investment in mental health and can improve their motivation to act, build social 
cohesion in an organisation and as a result improve the results of the company’. 
Finally some respondents referred to recognised successful initiatives that could be 
more widely used. For example, an employer representative argued that ‘When 
implemented effectively, the management standards [for work-related stress in the 
UK] can be extremely successful’. 
 
Weaknesses: The strength of the non-binding initiatives may also be its weakness. 
As mentioned previously, it is likely that non-binding initiatives (like good practices, 
covenants, pledges etc.) will only be effective in a few companies. As an employee 
representative put it: ‘Especially companies that are not interested in implementing 
good practice, can only be forced by regulation and control’. 
 
 

6.2.2 Strengths and weaknesses of new EU-legislation 
 
Strengths: A major strength of this scenario is that EU-legislation is binding. Many 
stakeholders argue that a binding measure is more likely to be implemented 
(employee representatives; insurers; policymakers, new member states). It defines 
clear rights and obligations for employers and employees. It also forces parties to take 
mental health issues seriously.  A labour inspector argued that ‘legal requirements are 
easier to communicate with society which is important for a topic which is not 
something specific and defined but rather abstract good will’. Particularly in several 
European countries where there is hardly a preventive culture in place, companies 
basically (should) respond to legislation. Some of the stakeholders think that ‘only 
then – after the ‘binding’ part- the non-binding initiatives may arise’ 
(expert/professional).  
 
Weaknesses: One important argument for the weakness of ‘new EU-legislation on 
psychosocial risk management and mental health at work’ is that due to the 
complexity of mental (ill) health, the definition of rules for sanctioning companies is 
not ‘hard’ enough. Therefore, legislative initiatives are counter-productive and may 
mainly produce much administrative costs and burdens. As a policy maker states: 
‘Legislation means more comprehensive procedures, higher costs and new structures 
for employers’. Other arguments related to the amount of time it will take to develop 
such a legislation: ‘It takes years and years to develop any piece of EU legislation’ 
(policy maker). A final, but quite important argument stated by a policy maker is that 
‘there is lack of political willingness to address the problem adequately’. 
 

6.2.3 Strengths and weaknesses of providing a technical update 
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Strengths: A major strength of this policy scenario is that it provides more guidance 
from the EU or at the national level, which will support the implementation of the 
policy. This may be especially warranted because of the complexity of the topic at 
hand. As an employer representative put it, ‘If there is more guidance from the EU or 
at the national level, the present policies could be very effective. However, this would 
request clear principles on the assessment process as well as on how to act on specific 
(individual/organisational) cases in terms of absenteeism etc.’. For some of the 
respondents, ‘The technical updating of the framework directive including explicitly the 
protection of workers’ mental health in combination with non-binding guidelines could 
be the most reasonable scenario’ (policy maker).  
 
Weaknesses: Several respondents pointed out that the term ‘work-stress’ as the 
result of psychosocial risk factors must be written into the Framework Directive 
directly. Also, ‘The Framework Directive does not specify which risk factors are likely 
to create work-related stress and should be included in a risk assessment, nor does it 
specify measures to combat stress’ (policymaker). 
 

6.2.4 Strengths and weaknesses of combining or consolidating EU directives 
 
No clear strengths or weaknesses have been described by the respondents. One could 
interpret the lack of comments and arguments as an indicator that this is not an 
important or interesting enough policy option for respondents.  
 

6.2.5 Strengths and weaknesses of maintaining the status quo 
 
Strengths: For many respondents, due to the complexity of mental health, new 
legislative initiatives were not considered very useful or having any added value. Part 
of the strengths for non-binding initiatives also apply to this policy option. Because of 
the fact that there already is an existing legislative framework, ensuring better 
implementation of this framework is the most appropriate way to improve protection 
for all OSH risks, including those for mental health. According to an employer 
representative, ‘The initiatives taken at sector and company level can be tailored to 
specific needs and integrated into business strategies’. Another argument related to 
the fact that specific legislation on mental health in the workplace would be too 
complex and difficult. As an employer representative put it: ‘Do not waste time by 
developing legislation which won’t really help the employee nor the employer’. 
 
Weaknesses: A major weakness – but not only for this scenario - is the complexity of 
the mental health topic. However, for some of the employer representatives, this 
scenario has no weaknesses. Some others stated that at present there is a lack of 
awareness of best practice examples in the field of psychosocial risk initiatives and 
this should be promoted further. An insurer also argued that companies would benefit 
from external independent and authoritative evidence-based guidance. 
 
 
 

6.3 Assessing the costs and benefits of the different policy scenarios 
 
Our overarching aim was to better understand the economic costs and impacts of 
different policy options for better mental health in the workplace, focusing on the 
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impacts of the five different policy scenarios that were developed. The five scenarios 
were placed and considered within the broader context of the current state of 
knowledge both on the impact of poor mental health at work in Europe and via our 
review of the cost effectiveness of different interventions to improve mental health in 
the workplace (a summary of the costs and benefits of different interventions has 
already been discussed in this report). As this was a rapid review we focused on 
looking for new literature published since 2013 to build on previous reviews and 
studies that we were able to identify. This included looking at the results of different 
economic modelling studies conducted in the EU in particular. A focus was placed both 
on promoting a mentally healthy work environment for all workers, as well as looking 
at measures to support employees at high risk, or already living with mental health 
problems.  
 
A mixed methods approach was undertaken to assess the magnitude of the costs and 
benefits of the different scenarios. In addition to the literature review described above, 
during the scenario building work participants in the four selected countries (Germany, 
the Netherlands, Slovenia and the UK) were asked to give their views on the potential 
impacts, strengths and weaknesses that these scenarios will have, for instance in 
terms of impact on staff turnover and sick leave, administration costs, and 
productivity and performance of a business or industry as a whole. Participants were 
also asked to provide any insights and information that they might have on the costs 
of poor mental health at work in their countries. In addition to obtaining information 
from experts on potential costs and benefits of these scenarios, we also undertook an 
additional rapid review of literature to identify any relevant work looking specifically at 
the costs of the implementation of the different policy scenarios, for instance looking 
for information on the costs of implementing directives, developing a technical update 
or relying on non-binding initiatives at the EU level. This included looking for 
information on implementation costs in Canada where workplace standards have 
recently been developed (BNQ-CSA Group Technical Committee on Psychological 
Health and Safety in the Workplace, 2013).  
 
We also drew where we could on relevant material from the 10 case studies and EU 
initiative survey materials in respect of resource use and effectiveness of policies. 
Using this information we then aimed to construct logic models to highlight 
developmental costs for the different scenarios, the likely potential buy-in from 
stakeholders and the potential costs of implementation.  
 
 

6.3.1  Results 
 
We have noted that detailed interviews were conducted with different stakeholders in 
the UK, Slovenia, Germany and the Netherlands to look at the strengths and 
weaknesses of the different policy scenarios.  As part of these interviews the 
stakeholders were asked: “Are you aware of any estimates that have been made on 
the effectiveness as well as the economic costs and/or benefits” of different policy 
scenarios. With a few exceptions, respondents found it difficult to give an opinion on 
the effectiveness, rather than the political practicalities, of alternative strategies to the 
status quo. They were more able to point to sources of information on the current 
costs of poor mental health in their countries, e.g. noting in the UK that productivity 
losses account for about £3.7 billion every year, with 13 million working days on 
average lost due to mental health problems, with an average length of absence for 
mental health of 31 days. One interviewee noted that some scenarios – the status quo 
and the technical update - would have little or no resource consequences, while a new 
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directive might have substantive resource implications, particularly if there had to be 
an investment in expanding monitoring and inspection resources to ensure 
enforcement of a new directive. Some experts were sceptical on the cost effectiveness 
of awareness raising strategies in making an impact; evidence on awareness raising 
campaigns in respect of public health issues such as healthy lifestyles, exercise and 
alcohol is certainly mixed and often unlikely to have much impact without other 
measures also being adopted. This was not inconsistent with the 10 detailed case 
studies undertaken; in most cases little formal evaluation of the impact of different 
actions had taken place. Where evaluation had been conducted this has largely been 
qualitative in nature rather than formally assessing whether the actions have 
statistically made a difference (in some cases evaluation is still underway). 
  
It was also difficult for respondents to say much about the potential cost and resource 
impacts of the different scenarios. There was some concern that moving to a more 
legally binding approach would lead to increased costs of litigation for business – as 
one interviewee stated, ‘if you make it a legal duties issue you get lawyers involved 
and they have a different interest, which isn’t making people better, it’s about getting 
the money to cover their costs’. In the case of the Work and Health Covenants soft 
approach case study in the Netherlands, overall about one third of the costs of the 
scheme, €84 million, were covered by the government, with employers covering the 
remaining €166 million. Some insights can also be gained from the development of 
the non-mandatory Health and Safety Executive Management Standards for Work-
related Stress in the UK. While there is no published estimate of the total costs of this 
initiative one interviewee felt that the whole process, including consultation and 
development and subsequent training of inspectors to scrutinise employers was in the 
region of £20 million: ‘we are looking at around 20 million pounds […] You think about 
a national process where you have got to consult across a broad range of 
stakeholders, multiple stakeholders, engage over 20 staff at policy level, three 
scientists, and four HSL [Health and Safety Laboratory employees] […] a commitment 
to several hundred workshops over the course of the first year. The training for a 
hundred inspectors, and going out to do individual assessments, when you take the 
cumulative cost of it, this is where the figure came about’. 
 
In contrast, statutory funding to aid in the implementation of the Healthy Working 
Lives Strategy for Scotland was very modest indeed, essentially just covering the 
annual full time employment costs of one individual (£60,000), with a fundamental 
reliance on business to cover most of the costs. Looking at the non-legally binding 
social partner agreement case study in Finland to promote more inclusive 
employment, a trade union interviewee felt that the costs of the initiative were not the 
obstacle. Instead it was rather some of the attitudes in workplaces towards the 
inclusion of people who were known to have mental health problems. The interviewee 
noted that ‘[the requirements under the agreement] are not necessarily very 
expensive. It needs some working time, […] maybe they need to buy [in] some expert 
services, but very often, the direct costs are not necessarily very high. But, what 
seems to be an obstacle in many cases is, the employer considers hiring a partially 
disabled person or for example, a person who is recovering from mental health 
problems [a risk]. The employer is afraid that this worker will go on sick leave again 
and maybe it is not a very stable investment’. 
 
It was also noted that there may be a lack of financial incentives for employers to 
focus on helping employees who are absent to return to work, as in nearly all Member 
States some of the most visible costs of sickness absence are shifted quickly away 
from employers. One respondent noted that ‘the system does not stimulate to keep 
people in the workplace but is more likely to shift people to their pension.  Employers 



 
Employment, Social Affairs & Inclusion 

Evaluation of policy and practice to promote mental health in the 
workplace in Europe 

Final Report  
 
 

November 2014  150 
 

have to pay employees for the first 6 weeks. After this period the social security 
system takes over. There is a low incentive to keep them in’. There was also an 
acknowledgement that incentives for employers may be influenced by the background 
of the employee, with employees in more skilled jobs with higher replacement costs 
judged to have a stronger case for support: ‘[action] depends on the level of 
profitability and the level of expertise. It is very difficult to replace an aircraft safety 
critical systems officer compared with a cashier working in a supermarket’. The 
interviewee therefore suggested that some companies would be more willing than 
others to look at further action, with a focus on non-binding initiatives. 
  
Few respondents were able to say much about any economic assessments for actions 
in the workplace, although awareness appeared to be higher in the UK, which has a 
long standing system of making use of economic evaluation in policy decision making. 
This is unsurprising given the limited economic literature that we have previously 
discussed in this report. Some respondents in the UK noted the economic analysis and 
impact assessment prepared to complement the 2011 national mental health strategy 
in England – No health without mental health.  However another respondent was 
rather sceptical of their value, referring to the challenges in obtaining accurate data 
from economic analyses even where they have been conducted and noting that: 
 
‘Most cost benefit analyses (CBA) are very poor, with figures banded around which 
have no economic or scientific basis, most of the CBA are either deductive or 
modelling, and I’m not sure that I know of any well-developed CBA generally that I 
would bank on. I suspect there isn’t for this either. Most of them are limited, they 
don’t take into account hidden costs and focus on specific issues e.g. sickness 
absence. The weaknesses are not knowing what the key variables are, and when you 
have figured some out, you don’t know how to measure them again so you’re back to 
guessing. To do them properly is a major scientific undertaking. We do it to justify 
things and create the rationale for doing things. And there are places where you can 
say it costs this and the savings will be that. But normally that’s so specific it doesn’t 
really tell you anything about the overall problem’. 
 
Conversely one of the interviewees for the Danish case study on their strategy to 
tackle problems in the psychosocial working environment felt that cost benefit analysis 
was useful but focused too much on the cost of regulation and not enough on 
capturing the benefits of a better working environment, stating that: ‘in the last five 
years, also from the European side, it has been very much focused on burdensome 
regulations, how much does it cost to have a meeting to discuss risks etc. But you 
never discuss the gains from preventing accidents or violence or psychosocial issues. 
You never have the benefits in these calculations. I think it is a bad way to do things. 
It should be more balanced’.   
 
There was also recognition that in countries without occupational health insurance 
schemes, i.e. most tax-funded health systems in Europe, it is difficult for small and 
medium-sized companies to invest in workplace health promotion initiatives because 
of the cost. It is easier for large companies to absorb these costs. In Germany there is 
an obligation on health insurers to provide workplace health promotion programmes: 
in 2012 health insurers invested €238 million for primary prevention and health 
promotion programmes at work, or €3.41 euros per insured person. These schemes 
reached 4.8 million people. In Slovenia it was noted that companies often do not have 
sufficient finance to implement workplace mental health promotion programmes 
unless they receive support from insurance companies, who might otherwise have to 
pick up some of the costs associated with sickness absence. 
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In summary, there was little information in either the grey or the scientific literature 
about the costs of developing different policy scenarios. Given the comparative lack of 
literature on the costs of policy development, rather than on the costs of policy 
implementation at the EU level in this area, we also sought to identify information on 
the costs of policy development and implementation at national level in different 
jurisdictions related to workplace health. Again the information available as we have 
seen was extremely limited both in Europe and also in Canada. We have therefore 
summarised magnitudes of cost drivers in Table 22 rather than attempting to provide 
complex estimates of cost. While the literature provides examples of the costs of 
individual company based schemes, as we have noted there is almost nothing 
available on the cost of developing and implementing the different policy options at a 
European level, so our analysis must be treated with great caution. This does not just 
cover monetary costs but also time costs and the potential challenge of bureaucratic 
barriers. Green cells indicate that the level of cost is likely to be negligible, yellow 
likely to be somewhat higher, and red where costs are most prohibitive.    
 
 
 
Table 22: Potential costs associated with different policy scenarios 
 
 
 Development 

Efforts 
 Potential Buy In Implementation 

Status Quo  Minimal cost  Already achieved; 
higher engagement 
needed 

No change unless 
investment in 
fostering 
implementation 

Non-binding 
Initiatives 

 Minimal cost Voluntary Variable uptake 

Technical Update Minimal cost Voluntary Variable uptake 

Combining / 
Consolidating 
Directives 

Minimal financial 
costs; time costs 
higher 

Consolidating what 
was already agreed 

Potentially better 
uptake than status 
quo 

New Directive Minimal financial 
costs; long time to 
realise 
development 

Longer process; 
potential obstacles 

Legal requirements 
should mean good 
uptake 

 
 

6.3.2 Developmental costs 
 
What is clear is that the overall costs of all of the scenarios depend very much on the 
extent to which an initiative is actually translated into action on the ground in Member 
States. Looking first at the development costs of each of the scenarios, it is clear from 
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interviews, case studies, the Delphi survey and from our analysis of literature, that 
there are minimal costs associated with the continuance of the status quo, where the 
groundwork has already been laid, and also for technical updates where the principal 
cost is the time for inputs needed to research and then iteratively draft the update 
document. Non-binding initiatives are also likely to have minimal developmental costs 
although they can take considerable time, e.g. if for instance there would be the 
development of a new set of workplace mental health promotion standards and 
guidelines. In reality, however, what might be more likely would be the adaptation of 
an approach such as the UK’s existing Management Standards for Work-related Stress 
to different country contexts, as has happened in Italy. This should reduce 
developmental costs although there will still be costs required for adaptation to a 
different country context. In the case of a new consolidated Directive, while the 
developmental costs would again be minimal, the time costs could be substantive 
given the need for formal consultation and subsequent procedures needed by the EU 
to adopt any consolidated Directive.  
 
The most expensive option would be the development of a new Directive; again most 
of the costs here would be the time costs associated with formal procedures and 
consultations to develop as draft and the legal processes at the EU level to ratify any 
new Directive, followed by actions at Member State level to transpose a new Directive 
into national law. There are few monetary estimates available on the costs of 
negotiating a Directive, preparing a consultative document and then undertaking the 
subsequent steps to implement a Directive. Insight can be gained from looking at 
experience in establishing a third list of indicative occupational exposure limit values in 
Directive 2009/161/EU. In the UK, the Health and Safety Executive estimated that the 
costs of negotiating the Directive, preparing the Consultative Document and 
undertaking the subsequent steps to implement the Directive were £290,000 (HSE, 
2011). This included estimated full time staff costs over 4 years for two policy advisors 
and a scientist as well as work contracted to external agencies. Even if this is 
conservative, it suggests that costs for each Member State may be less than €0.5 
million for a new Directive. It is also the case that in the absence of legislation being 
developed at a European level, member states would then focus on developing their 
own national approaches; this was a key conclusion of a recent review of health and 
safety legislation in the UK (Lofstedt, 2011).  Where a new Directive is thought to 
bring in a series of measures that have mixed impacts, member states might also be 
able to draft the necessary legislation or instruments to transpose the advantageous 
provisions as soon as possible while holding back the burdensome or cost-neutral ones 
until the transposition deadline (HM Government, 2013). 
 
 

6.3.3 Potential buy-in 
 
In addition to developmental costs, the overall economic costs of each of the different 
policy scenarios will depend on the level of buy-in achieved from different 
stakeholders in each of the Member States. This is difficult to judge but in the case of 
the status quo to some extent buy-in will already have been achieved, thus minimising 
cost. However, as expert interviewees have indicated, in many cases the status quo 
has not been particularly successful in addressing mental health issues at work. The 
challenge with the status quo therefore, if it is at all to become better implemented, is 
that it will have to engage with stakeholders that it has failed to do to date. Financial 
and other resources (e.g. time and high profile endorsements/campaigns) may be 
needed to achieve this.   
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Looking at non-binding initiatives, it is simply impossible to determine what level of 
buy-in will be achieved.  In some contexts, guidelines and campaigns have been 
successful in encouraging action in workplaces because they have managed to get 
buy-in previously from stakeholders. The extent to which this is achievable will vary 
across countries. 
 
The same will apply with the technical update; the level of uptake is unclear, although 
one expert interviewee noted that it is perhaps less likely to have less immediate 
influence in the UK where legal precedent is more likely to have an impact on the way 
in which existing legal instruments are interpreted. Consolidation, in principle, should 
have already achieved buy-in, but, as with the status quo option, there may be 
opportunities during the consultation process to encourage further buy-in. Buy-in may 
take most time and be most difficult to achieve with a new Directive, as this process 
will require political will and overcoming resistance to organisational change. This will 
at least be the case in some Member States that perhaps may be less enthusiastic for 
further regulation. 
 
 

6.3.4 Assessing the costs of implementation 
 
In essence, none of the five scenarios examined imply substantial financial costs for 
development or stakeholder buy-in, although there may be substantive costs in the 
case of a new directive or consolidated directive. The costs of implementation will 
ultimately depend on several factors: the level of uptake, the level of existing resource 
capacity in each member state and the combination of interventions that each 
enterprise decides to adopt. Only a new directive is likely to guarantee uptake; it is 
difficult to assess the level of uptake of the other options and in all likelihood this is 
likely to be highly variable across member states. It will also depend on the extent to 
which small and medium-sized enterprises as well as large enterprises adopt 
additional measures.   
 
For non-binding arrangements, some qualitative positive experiences on adoption 
from a business point of view can be identified. In our case study analysis, one 
interviewee from a retail organisation indicated that once initial training was complete, 
recurring costs would be modest. Commenting on the HSE Management Standards in 
the UK the interviewee said that ‘we invested money and it was the right thing to do, 
the benefits absolutely outweigh the cost. Obviously there are costs because every 
leader is taken off the job for one full day. In the first six months we had something 
like 220 leaders go through the programme, we then just run a couple of days a year 
to catch new people or people who have been newly promoted’. Although there is little 
in the way of quantifiable information on costs and benefits of such standards, some 
recent data by the HSE paints a very interesting picture. A recent evaluation by the 
HSE revealed that between 2001/2002 and 2010/2011 the number of self-reported 
new cases of work-related illness fell by 43,000 and the total number of cases by 
69,000 – an overall reduction of 8.5%. According to HSE data, the five sectors 
specifically targeted with a view to adopting the Management Standards have fared 
“significantly better” than others in addressing psychosocial risks. The economic 
benefits of the fall in cases of work-related stress have been considerable. HSE 
economists have estimated that on average the overall cost of a case of work-related 
ill health (to the individual, the NHS and the economy) is £16,000. On this basis, 
approximate cost savings of £1.1bn (for prevalence) and £688m (for incidence) 
between 2001/2002 and 2010/2011 are estimated which might be viewed as 
“conservative” (HSE, 2014). 



 
Employment, Social Affairs & Inclusion 

Evaluation of policy and practice to promote mental health in the 
workplace in Europe 

Final Report  
 
 

November 2014  154 
 

 
Another example is the recent standards developed in Canada (Box 1) – even though 
some barriers linked to potential resource use – need to deal with complexity and an 
additional workload for employers – were highlighted in qualitative research. 
 
 
 
Box 1. Benefits and barriers to implementation of the Canadian Psychosocial 
Health and Safety in the Workplace Standard 
 
The national standard of Canada for Psychological Health and Safety in the Workplace 
was launched in January 2013 (BNQ-CSA Group Technical Committee on Psychological 
Health and Safety in the Workplace, 2013). The standard is a voluntary set of guidelines, 
tools and resources focused on promoting employees psychological health and 
preventing psychological harm due to workplace factors. 
 
While there is quite a rich literature on the reasons for the introduction of a national 
non-binding set of standards on psychosocial health in the workplace in Canada, there 
appears to have been very little discussion on the costs of implementation and 
development of these standards. Instead the argument has been strongly made that 
there will be an economic return on investment as can be seen in the publicity drive for 
the scheme. 
 

 
 
Recently some work has been undertaken to identify what some of the barriers to the 
implementation of these standards might be. A qualitative, exploratory study was 
undertaken to uncover employers’ perceptions of, and receptivity to, a comprehensive 
policy approach for dealing with psychological health and safety in the workplace 
(Kunyk, Morris, & Reisdorfer, 2014). This was done through interviews with 
representatives of 17 different workplaces ranging from a business with less than 20 
employees to another with more than 100,000 employees. 
 
Interviewees did recognise benefits to employers including improved employee 
performance, corporate image, loyalty, recruitment and retention, approachability, and 
safety along with reduction in costs, conflict, and other issues.  In terms of barriers 
although there was no explicit mention of the costs of implementation there were 
concerns about complexity. The standards document is 60 pages in length and there was 
a feeling that the companies that could benefit most from adopting the standards may 
be the companies that would be least likely to make use of them. Participants felt that 
its size prohibited their ability to describe it in a meaningful and concise manner and that 
this would preclude their ability to advocate to their senior managers and other decision 
makers. They also noted the challenge of implementation across multiple sites within a 
business and the potential increased workload placed on business.  There were also 
concerns that the standards might lead to increased litigation. 
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A second factor that will influence costs is the level of existing resource and 
infrastructure capacity in countries.  For instance, one potential option that may be 
considered is to train labour inspectors to be better aware of mental health promotion 
issues. In countries with very limited labour inspectorates, implementing this measure 
would be much more costly than in countries that have substantive labour 
inspectorates. This lack of governmental resources to expand services and activities 
such as monitoring and inspection may be a key barrier to implementation. At a 
business level the availability of existing infrastructure and resources will also make a 
difference to the costs of awareness raising and internal business communication. 
 
Box 2: Examples of actions that could be taken as part of implementation of 
different scenarios 
Adoption of new procurement and contracting processes 
Adoption of new measures on flexible working 
Awareness campaigns on the importance of mental health at work 
Enhanced collaboration between occupational and mainstream health systems 
Development and adaptation of standards for mental health at work  
Greater focus on mental health in risk assessment procedures 
Monitoring implementation and enforcement sanctions 
National adaptations of EU legislation 
Recognised mentally healthy workplace award schemes 
Support for active inclusion in work 
Training of managers and other staff in enterprises 
Training of health and safety inspectors 
 
 
Implementation will differ depending on actions adopted. Some potential actions are 
listed in Box 2 – but many other actions may be possible. Many of these actions in 
turn could lead to very different initiatives taking place in different enterprises. For 
instance, a successful awareness campaign could mean that enterprises invest in 
different preventive measures such as minimising risks to mental health, training line 
managers, flexible working, and better career development support.  While we cannot 
be sure of the costs of implementation, we can be relatively confident, as our 
discussion in Chapter 3 of both the costs of poor mental health and the cost 
effectiveness of workplace mental health promotion indicates, that many different 
activities have been shown to generate economic benefits that outweigh their costs. 
These are well documented and they provide a powerful case for considering actions 
to promote better mental health at work. The potential for gains is not surprising 
given that potentially modest shifts to improvement of mental health in the working 
population could realise significant gains (Figure 8). 
 
Figure 8: Potential for health and economic gains through modest improvements 
towards better mental health and wellbeing at work 
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Source: Sutherland & Cooper (2002) 
 
Moreover, there is increased recognition of the case for action in both some policy 
makers and employers. This recognises that there is a business case, but it is not just 
about the saving costs. As one of our expert interviewees stated: ‘scientific evidence 
linking the stressful psychosocial work environment with [poor] mental health is 
overwhelming…..people who experience stressful working conditions have an 80% 
elevated risk for developing depression in the next 5 years compared to those who 
have the same age, sex, profession, and who are not exposed’.   
 
Another interviewee commented that: ‘it is very clear that the costs caused by the 
effects of mental illness and psychosocial burden at work are much higher than the 
possible costs of mental health promotion programmes. In terms of work 
performance, and work absence, in terms of lack of staff, in times of labour market 
changes where it is not very easy to find new staff, it becomes very important for a 
company to be able to deal with the issue of mental health’.  
 
It is also increasingly recognised that the workplace is a potential location in which to 
identify risks to mental health from outside of the working environment. More and 
more companies, particularly large companies, are highlighting the business case as a 
reason for investing in mental health at work. Companies that have indicated this 
approach include Accelor-Mittal, a major steel and mining company, the retailer Marks 
and Spencer, the engineering firm, Siemens, and the telecoms company British 
Telecom.  
 
Moreover, in a recent article in the Financial Times, Andy Buxton, health and wellbeing 
manager at National Grid, the company responsible for managing the UK’s electricity 
supply network, says he used a detailed business case for health and wellbeing 
expenditure to the board, proving that: ‘for every pound spent on psychological 
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rehabilitation processes we got back at least two in returning people to work early’”. 
He added however that ‘but now they just see it as the right thing to do. To not do 
anything would be damaging to the individual and employer alike’ (Smedley, 2014). 
 
 

6.3.5 Conclusions on policy scenarios and economic impact 
 
Our analysis indicates that non-binding EU initiatives were most often preferred, which 
may reflect the feeling from interviews that additional regulation and legislation may 
be difficult whilst well designed non-binding measures have been shown to help 
improve the focus on mental health in the workplace in some country contexts. The 
scenario on ‘developing a technical update’ ranks second, whereas ‘combining or 
integrating EU directives’ ranks third.  
 
Opinions are mixed among stakeholders and across countries. While the scenario on 
‘developing a new EU legislation on mental health’ ranks lowest when considering 
average ratings; the perspective of respondents is somewhat split, 48% indicated that 
it was the ‘worst choice’ while 23% felt it was the ‘best choice’.  
 
Non-binding EU initiatives as the ‘overall favourite’ are on average most preferred in 
Southern Europe and UK & Ireland. In the new member states this scenario shares 
first place with the scenario on ‘developing new EU legislation’. In Northern countries, 
the latter is the most preferred scenario. Continental country respondents preferred a 
technical update of existing legislation.  
 
The differences in preference are, however, much more pronounced for the different 
stakeholders as compared to the country clusters. Only experts and professionals also 
prefer non-binding EU-initiatives the most. Employee representatives and policy 
makers in some countries (particularly labour inspectorate) most strongly prefer 
developing new EU legislation, whereas employer representatives most often prefer 
the status quo.   The above is to be explained by the fact that particularly the different 
stakeholders have quite different roles and thus different interests in the scenarios. 
 
Regarding the preference for the non-binding EU scenario, the different stakeholders 
do not differ greatly in their preference for a specific initiative. The main preference is 
awareness raising campaigns, closely followed by developing and implementing a 
national strategy on mental health. The latter is somewhat remarkable considering 
that many European countries already have mental health strategies in place, while at 
European level the Pact on Mental Health and Wellbeing recognises the importance of 
mental health in the workplace. 
 
Our economic analysis indicates that little information is available on the potential 
costs of the different scenarios, although it appears that none will incur substantial 
development costs, but some, e.g. a new directive, would take considerably longer to 
develop. Resourcing concerns did not appear as major concerns in most of our case 
studies and interviews. Nonetheless the costs of implementation are likely to vary 
considerably; crucially they will depend not only on uptake but on the existing 
infrastructure and resources that are available in different member states. In member 
states where resources are limited, the costs of some potential measures would be 
much higher as there would be a need to develop capacity which does not exist rather 
than adapt existing infrastructure or train existing personnel.  
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While it is difficult to determine the actual costs of implementation, it is clear from our 
review of the evidence on the cost effectiveness of workplace health promotion 
programmes that the economic returns overall will be greater than the costs of 
investment. Much of these benefits will be gained by enterprises but there are also 
benefits to health and social welfare systems and to the economy as a whole. While 
there is some uncertainty about the magnitude of benefits, and a recognition that the 
business case is less strong in enterprises where there are fewer costs associated with 
staff turnover, there are now numerous examples of cost effective schemes in 
different country contexts, albeit many of these are outside of Europe, such as in 
Canada, the US and Australia.  
 
However, most of the schemes that have been evaluated have been implemented in 
large enterprises; regardless of any policy scenario chosen, it may also be important 
to put some emphasis on looking at measures to support small and medium-sized 
enterprises to actively implement measures in the workplace. More generally, the key 
challenges remain implementation and having sufficient incentives to encourage 
action. Generating further evidence base on the effectiveness of actions in the 
European context and learning from various actions implemented across Europe is one 
way forward while another would be to look at ways to assess the impact of different 
strategies on an ongoing basis to help inform future implementation practice. 
 
 
 
 
 

7. Recommendations 
 
This report detailed a series of steps in evaluating the policy context to the promotion 
of mental health in the workplace in EU/EFTA countries and minimizing relevant risks. 
The first step was a review of the magnitude of mental health concerns in the 
workplace in Europe and the impact of mental ill health on individuals, organisations 
and society overall. As it has been shown in this report, the prevalence of mental ill 
health in the workplace, including poor psychological well-being is widespread across 
all EU/EFTA countries and there are indications that this will only increase due to 
exposure to risk factors such as job insecurity, work intensification and organisational 
restructuring. In addition, the impact of mental ill health is profound on individuals, 
organisations and society as a whole. At the individual level, exposure to psychosocial 
risks can result not only to poor psychological health and well-being but also to 
physical problems such as cardiovascular disease. These problems challenge 
participation in the workforce and performance through absenteeism and 
presenteeism. Discrimination and social exclusion against those affected by mental 
health disorders still remain a problem exacerbating the situation. At the 
organisational level, evidence indicates that mental ill health and poor psychological 
well-being affects business performance through absenteeism, presenteeism, reduced 
job satisfaction and organisational commitment, a poor work climate and human error. 
Additional costs are incurred by businesses in terms of hiring and training costs as well 
as reduced productivity and innovation. At societal level, there are associated costs to 
national social security and benefit systems, national economies and challenges on 
healthcare systems. These trends are projected to continue in the future. The negative 
impact of poor mental health in the workplace is now undisputed. However, further 
awareness needs to be raised on the other half of the story, the positive impact of 
good mental health on sustainability at individual, organisational and societal level as 
a means of achieving the Europe 2020 goals. 
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The second step was a policy review at EU level with a focus on both regulatory and 
voluntary policy instruments, detailing the ‘history’ of policy evolution in this area in 
the EU. This was supplemented by a gap analysis. Employment, including OSH, 
legislation as well as public health legislation address the issue by placing emphasis on 
prevention through tackling risk factors and preventing discrimination. However some 
challenges have been identified. Although, for example, a common legal framework in 
the EU exists in relation to mental health in the workplace through the Framework 
Directive 89/391/EEC which covers all types of risk to workers’ health, there still 
appears to be limited awareness of this provision both by employers and other key 
stakeholders (including, until recently at least, inspectors in different member states). 
Limited awareness and expertise on how to conduct inspections on psychosocial risks 
associated with mental ill health were among the key drivers for the 2012 SLIC 
campaign. However, with widespread budget cuts in the public sector, inspections in 
many countries are becoming more reactive in nature. The situation seems to be 
negatively exacerbated further by the fact that the Framework Directive does not 
include specific terminology in relation to mental health in the workplace (for example 
it only refers to broad areas from which risk factors can arise, such as work 
organisation, and does not include terms such as work-related stress or psychosocial 
risks). From the review and gap analysis presented on regulatory and voluntary policy 
initiatives it can be observed that: a. there is lack of clarity and specificity on the 
terminology used; and b. although the different instruments/initiatives are based on 
related paradigms, very few of them provide specific guidance on managing risks in 
relation to mental health in the workplace to enable organisations (and especially 
small and medium-sized enterprises - SMEs) to implement a preventive framework of 
action.  A question then arises of whether existing policies have actually fulfilled 
expectations in practice in the area of mental health in the workplace. Several 
additional policy instruments of a non-binding nature have clarified the relevance and 
application of the Framework Directive in this area such as the framework agreements 
on work-related stress and on harassment and violence at work. The EC guidance on 
risk assessment also includes useful detail in this area. 
 
The gap analysis conducted in this study concerned both regulation and non-binding 
policies. It showed that a number of non-binding policies have been developed at EU 
level which provide specific guidance in this area while several gaps are evident in 
legislation at EU level. In light of this, it would be advisable to revisit the content of 
the Framework Directive in relation to psychosocial risks and mental health in the 
workplace to provide further clarity and harmonise terminology across other key OSH 
legislation accordingly. The review also showed that there is more scope for better co-
ordination at EU institutional level in this area since several policy initiatives and 
studies have been implemented in this area, for example from different Directorate 
Generals, the European Parliament, and the European Agency for Safety & Health at 
Work. There is scope for closer collaboration and co-ordination to achieve maximum 
impact in a cost-effective manner. 
 
The third step in this study, the review of policies at national level in the EU/EFTA 
countries and a case study analysis of different types of policy instruments and 
initiatives, showcased several examples of good practice that have been implemented 
in individual or even across member states. These have helped tremendously in 
clarifying the legal framework and employer and employee responsibilities. An 
example is the Management Standards for work-related stress in the UK that have 
been adapted in Italy. Awareness raising of these initiatives and sharing of good 
practices across the EU has only recently started to materialise to some extent and 
there is far more scope in learning from these good practices and even exploring the 
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feasibility of promoting a more unified approach at EU level. To do so, existing 
monitoring systems in the EU (such as the European Working Conditions Survey by 
Eurofound and the European Survey of Enterprises on New & Emerging Risks by EU-
OSHA) will have to be strengthened to allow better benchmarking across members 
states. In short, a more co-ordinated action plan is necessary at EU level, clarifying 
requirements (both in employment and public health policies) and the case for mental 
health promotion in the workplace and drawing upon good practice efforts within 
specific countries. In addition, monitoring across the EU and between and within 
Member States should be further developed by refining existing systems. A specific 
issue to be considered is the inclusion of mental health disorders in lists of 
occupational diseases in EU countries. Without effective monitoring and dedicated 
reporting, knowledge at the Community level about the rate of progress would be 
weak. 
 
Although there have been a number of policy initiatives for many years in the EU, 
awareness in relation to mental health in the workplace and the importance of 
preventive action still seems to be lacking. This is despite available data that map the 
prevalence and impact both of risk factors and mental ill health outcomes. Findings 
suggest that although OSH legislation is seen by European employers as a key driver 
to address OSH issues, it has been less effective for the management of psychosocial 
risks and the promotion of mental health in the workplace (e.g. EU-OSHA, 2010). In 
relation to voluntary policy instruments, there is the question of whether they have 
been effective in supporting the implementation of existing legislation and in 
guaranteeing quality with regard to the ‘essential requirements’ established by 
European policies. It is important that employer responsibility is strengthened and 
awareness is further developed both in relation to the policy framework on mental 
health in the workplace and specific preventive measures that should be introduced to 
promote mental health. Currently, there is no guidance that specifically clarifies 
employer responsibilities in law in this area and how to fulfil their responsibilities by 
conducting risk assessments and putting in place preventive measures. It is hoped 
that this gap will be addressed to some extent by the interpretative document of the 
Framework Directive provisions in relation to mental health in the workplace that has 
been developed as part of this study. 
 
The next step in the study included the development and evaluation of several 
scenarios on policy options in relation to mental health in the workplace in the EU on 
the basis of a Delphi study including interviews and an online survey. Our analysis 
showed that if the current status quo as concerns the policy context to mental health 
in the workplace is maintained, it is likely that a number of activities will continue to 
take place across the EU/EFTA countries in this area given the documented, and now 
undisputed, impact of mental ill health on individuals, organisations and society. 
However, there is uncertainty as to whether they will achieve the desired outcomes, 
especially since preventive actions still seem to be lacking across countries. Our 
analysis also indicates that the views of key stakeholders across countries on the 
various policy scenarios (maintaining the status quo; introducing non-binding EU 
initiatives; combining or consolidating EU directives; providing a technical update of 
existing EU legislation; developing EU legislation in this area) differ. Overall, non-
binding EU initiatives were most often preferred, which may reflect the view from 
stakeholders that additional legislation may be difficult to develop whilst well designed 
non-binding measures have been shown to help improve the focus on mental health in 
the workplace in some country contexts. The scenario on ‘developing a technical 
update of existing legislation’ ranked overall second, whereas ‘combining or 
consolidating EU directives’ ranked third.  
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Economic analysis indicated the availability of very little information on the costs of 
implementing different scenarios, although qualitatively it appears that none would 
incur substantial development costs, but some, e.g. a new directive, would take 
considerably longer to develop. The costs of implementation are likely to vary 
considerably; and would depend on uptake and also on the existing infrastructure and 
resources in member states. While it is difficult to determine the actual costs of 
implementation, it is clear from our review and analysis that the economic returns 
overall are likely to be greater than the costs of investment. Much of these benefits 
will be gained by enterprises but there are also benefits to health and social welfare 
systems and to the economy as a whole. It should also be noted that many of these 
economic analyses are likely to be conservative as most only look at the benefits of a 
reduction in absenteeism and/or presenteeism and do not consider other benefits to 
business including better creativity and innovation, greater staff retention, and public 
image of the company. There are also additional wider benefits to society if workplace 
actions promote better mental health as this also helps protect against the risk of 
physical health problems. In addition, these scenarios do not normally take a human 
rights perspective to the promotion of mental health which would favour further action 
in this area. Leka, van Wassenhove and Jain (2015) note the limited interpretation of 
the concept of ‘business case’ and instead argue for a ‘value case’ to be considered for 
the promotion of mental health in the workplace. They also note challenges in policy 
and in practice, lack of co-ordination, and a lack of a long-term strategic approach in 
relation to addressing mental health in the workplace as a priority area. 
 
Regardless of any policy scenario chosen, it would be important to put further 
emphasis on measures to support small and medium-sized enterprises to actively 
implement good practices in the workplace. There are also potential economic benefits 
to governments and insurers that can be realised if they support occupational health 
services and other workplace mental health promotion actions in companies that 
would not otherwise be able to provide these services. The evidence base on the 
effectiveness of actions taken in the European context should be strengthened to 
promote cross-fertilization of learning. In addition, assessing the impact of different 
strategies on an ongoing basis to help inform future implementation practice is 
important. 
 
It is worth noting that similar conclusions have been reached by other recent studies 
in this area, such as the Milieu Consulting (2013) for the European Parliament which 
refers to the need for a clear and coherent framework at the EU level bringing 
together the occupational and public health dimensions, considering the inclusion of 
mental health disorders in the list of occupational diseases, and the need for further 
awareness raising campaigns. Similar conclusions can also be found in the scientific 
literature (e.g. Ertel et al., 2010; Iavicoli et al., 2014; Leka et al., 2011b) where the 
OSH EU policy context has been discussed in relation to psychosocial risks and work-
related stress. Our analysis has built on previous work by a thorough consideration of 
the policy framework at EU and national level and investigating the views of key 
stakeholders in relation to various policy scenarios.  
 
The final steps of this project focused on the development of two guidance documents. 
The first is an interpretative document of Framework Directive 89/391/EEC in relation 
to mental health in the workplace. This interpretative document aims to reiterate, in 
particular to employers and anyone with relevant responsibilities in organisations, the 
formal requirements of Council Directive 89/391/EEC as regards mental health in the 
workplace. The second is a guidance document on how to implement a comprehensive 
approach for the promotion of mental health in the workplace. It is hoped that these 
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two documents will clarify legal requirements and good practice in this area further for 
employers and other key stakeholders in Europe. 
 
On the basis of our study the following recommendations can be made to the 
European Commission to achieve progress in the area of mental health in the 
workplace: 
 
 Revisit the content (coverage and terminology) of Council Directive 89/391/EEC to 
include clear reference to psychosocial risks and mental health in the workplace.  

 Promote the interpretative document of Council Directive 89/391/EEC to clarify legal 
requirements for employers and other key stakeholders in Europe.  

 Promote the guidance document on how to implement a comprehensive approach 
for the promotion of mental health in the workplace. 

 Harmonise coverage and terminology in relation to psychosocial risks and mental 
health in the workplace across all key pieces of OSH legislation. 

 Consider the inclusion of mental health disorders in the list of occupational diseases 
at EU level. 

 Continue to promote both regulatory and non-binding initiatives to raise awareness 
and promote good practice. 

 Co-ordinate action at EU institutional level in this area to achieve maximum impact. 

 Raise awareness on the positive impact of good mental health and its association 
with sustainability as a means of achieving the Europe 2020 goals. 

 Strengthen existing monitoring systems in the EU (such as the European Working 
Conditions Survey by Eurofound and the European Survey of Enterprises on New & 
Emerging Risks by EU-OSHA) to allow better monitoring and benchmarking across 
members states. 

 Publicise lessons learnt from good practices implemented in member states to 
motivate action across the EU. 

 Place further emphasis on measures to support small and medium-sized enterprises 
to actively implement good practices in the workplace. 
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