


In the morning session the members of the Group looked at legislation and policy 
developments to help people with mental health problems access employment. 
 
Antje Welke  (DV) looked at the German legislative framework and the policies deriving 
from it. Welke referred to 6 different types of provisions aimed at helping people with MH 
problems (under the umbrella of disabilities). 
 
Assistance through the unemployment insurance:  
 
People with MH problems (and other disabilities) are placed in competitive employment. 
If they deliver poorly this can be compensated by grants provided by the Employment 
Agency. However, this is rarely taken advantage of because of specific preconditions. 
Provisions are funded through unemployment insurance and granted for a person who is 
at least able to work 3h/day in competitive labour market.  
 
There are two types of assistance: Psycho-social services (Family assistance, debt 
consultation, and assistance for those with addictions, psychological and social 
assistance) and grants for employers to compensate for reduced output of employee. 
 
Income Initiatives:  
 
For persons with inconsistent performance, who work no more than 3h/day on average 
and may be in a variety of occupations. They can be offered by sheltered workshops or 
integrative companies (please see below). 

 
Integrative companies:  
 
These companies perform in the competitive labour market, and 25-50% of 
employees/trainees are persons with severe disabilities. According to legislation in 
Germany, companies have to employ 5% of persons with disabilities, and if they do not 
fulfil this requirement, companies are fined 105 – 266 �  per year. They receive 
compensation funding through fines paid by other companies. 

 
Integration Service:  
 
It provides support for employees or employers on the actual job to have people 
employed either in the above mentioned integrative companies or in the labour market. 
The support takes the form of information provided for companies, job adjustments, short 
internships, arrangements for special needs of the employee.  
 
This service is articulated and funded through the Employment Agency (that places 
people in jobs) and the Integration Office (that provides support on the job). Due to the 
fact that financial responsibilities are split, the job placement and subsequent support on 
the job may be carried out by different services thus lacking the necessary consistency. 
 
Benefits under the social assistance scheme:  
 
Sheltered workshops: In 2007, 275.492 people were working in these workshops, out of 
which 17% were people with MH problems (and this number has increased from 2011 
when there was 15%). In addition, evidence suggests that when the conditions in the 
labour market are tougher, the number of people working in sheltered employment 
increases. The person working in this type of employment may have numerous benefits; 
they become pensioners 20 years after. They do not pay taxes, they have free health 
and care insurance, their housing is subsidised and they have pretty much everything 
paid but their salary is only 80 euros per month. 



The group of people placed in these workshops is heterogeneous (not only people with 
mental health problems). They usually have a high degree of disability since if the 
diagnosis says that they might be able to work more than 3h/day, they cannot be part of 
this system. Finally, the type of work usually available is manual work; carpentry, 
plumbing, industry, painting, etc. 
 
Supported employment: 
 
It can be used when somebody who is in sheltered workshop gets an offer to work in 
competitive employment. The maximum length is 2 to 3 years, and the idea is that in that 
time they should be able to work independently. In reality, however, it does not work like 
this, and several organizations like DV have asked for the extension of this period. The 
percentage of persons managing to get out of sheltered workshops is only 0,7%. 
 
Employment Budget: 
 
It may be granted as an individual budget according to the needs of the individual to 
facilitate employment in the competitive labour market. The Employment Budget does 
not replace the workshops, and they are just given as an alternative. If clients select this 
option, the communities pay directly to the individual the money they would pay to the 
workshop. This option is only used by two Länder (Rhainland-Pfalz und Nierdersachsen). 
 
 
Discussions focused mainly on personal budgets, personal choice and institutional 
change; for instance, on whether the money should be given to the institution or to the 
person. Welke explained that in Germany benefits are connected to the institution from 
which the beneficiary receives the assistance; hence, the money goes from public 
government (national, regional, local) to the institution, and the person benefits from the 
service but does not see the money except if a personal budget is used, but still few use 
it. 
 
In general, the system benefits the institutions, and in the end all have privileges they do 
not want to lose. Reforms, which are planned for 2011 und 2012 will strengthen the 
individualised or personalised approach. Most individuals and organizations seem to be 
in favour of an individualised or personalised approach.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Eithne O’Donnell  (Dublin City Council) compared the Irish legislative and policy 
frameworks to the German ones. Policy commitment to facilitate equal treatment of 
people with disabilities are provided for in legislation under the Employment Equality Act 
1998, the Equal Status Act 2000, and the Disability Act 2005 
In the case of access to employment of people with mental health problems the 
Employment Equality Act 1998 and the Disability Act 2005 (part of a framework of 
Government legislative measures which support social inclusion) are the relevant 
legislative Acts. Specifically, part 5 of the Disability Act states that public sector 
organisations are obliged to promote and support the employment of people with 
disability and achieve a statutory minimum 3% target of staff with disability. 
 
O’Donnell also looked at the various governmental bodies and the different plans set up 
aimed at helping people with mental health problems (under the umbrella of people with 
disabilities). 
 
First, she referred to the National Disability Authority (NDA), whose mission is to provide 
independent expert advice to the Government on policy and practice, as the lead State 
agency on disability and Universal Design.1 
 
Second, she mentioned the Office of Disability and Mental Health, which has an 
important cross-departmental role in supporting the Minister for Disability and Mental 
Health in carrying out his role in four Government Departments: Health & Children; 
Justice, Equality & Law Reform; Education & Science; Enterprise, Trade & Employment. 
The Office aims to improve how services respond to the needs of people with disabilities 
and mental health issues, by continuing the work to develop person-centred services, 
focussing on the holistic needs of people with a disability and actively involving them in 
their own care. 
 
Following from these legislative and institutional frameworks, the National Disability 
Strategy was launched in 2004 as a “whole-of-government approach”, and the NDA’s 
strategic plan 2010-2012 is the continued implementation of the Strategy setting out an 
agenda for every government department and public body, including statutory sectorial 
plans for key departments.  
 
In addition, several programs are implemented with the aim of supporting people with 
mental health problems into employment: 
 

- Supported Employment Programme 
·  Needs Assessment: When someone is referred to Supported 

Employment, an employment specialist called a job coach will carry out 
a needs analysis to identify the type of job the person would like to do 

·  Job sourcing and development:  The job coach will identify suitable jobs, 
carry out job analysis, and contact possible employers. The job coach 
will then look for suitable job options 

·  Matching: Providing the employee with necessary support and coaching 
in the workplace. The job coach will support both employer and 
employee 
 

·  After care and follow-up:  To provide the aftercare / on-call service for 
clients and employees where applicable. The amount of support 
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provided should decrease over time as the employee learns the skills 
required for the job and adapts to the workplace 
 

- Wage Subsidy Scheme  

It provides financial incentives to private employers to employ disabled people who work 
more than 20 hours per week. It is a general subsidy for any perceived productivity 
shortfall in excess of 20% for a disabled person, in comparison to a non-disabled peer2.   
 
Finally, Eithne concluded that although for the first-time there has been a clear call-out of 
Mental Health as a separate sub-group of people within disability the audit of compliance 
of 3% public sector target for employment of people with a disability is not specific 
enough3, and the oversight bodies and their strategies lack specific action programmes. 
 
Discussions after this presentation focused on people’s perceptions; that is to say, how 
do colleagues perceive a new colleague with a mental health problem at work? Is the 
staff supportive, are the systems in place once the person has been offered 
employment? 
 
In this respect, the dilemma in regards to benefits came into scene again. It was raised 
whether a benefit may actually act as a disincentive; for instance, if employers and 
employees change their perception and a mental health problem is not actually seen as 
such, instead of putting somebody on a sick leave, the person may have a more flexible 
scheme (such as part time or flexible working arrangements) which may be positive for 
their recovery. In this regard, Claire Barcham argued that if there was an increase by 1% 
of people with depression getting into work, benefits deriving from such an approach 
would cover the cost of an anti-stigma campaign. Therefore, there is a real need to 
educate employers and encourage them to see the relationship between this cost-benefit 
analysis. 
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Andrea Angelozzi  (Veneto region) focused on the role of social services in helping 
people with mental health problems access employment, and the role of health services 
in liaising with employers in order to support people with mental health problems into a 
more active life. 
  
In general, there are two types of programs that can be used to support employment of 
patients with mental health problems; sheltered employment4or competitive employment. 
However, the way they access employment may be different: 
 
Patients for sheltered programs are selected by mental health therapists, but in 
competitive employment, therapists expect that patients will themselves express an 
interest in working. Then, Angelozzi proceeded to describe the two programs in detail. 
 
First, through the request  of the patient or of the therapist, the patient is assessed. Once 
this check-up has taken place, the Mental Health Centre (MHC) can activate Social 
Services in Local Health Authority (LHA), in Municipalities and Centre for Employment.  
The evaluation defines the level of disability and the related needs of protection, and the 
patient is taken in charge by social services in MHC. 
 
Placements in sheltered employment are related to the protection level required: The 
most protective type of placement is the Day Centre, a facility of MHC for rehabilitation 
programs of people with severe mental health problems. There are occupational 
activities, such as carpentry, patchworks, and tailoring work, the staff belongs to the 
MHC and the patient is not paid.  
 
On the other hand, Not for Profit Organization (NPO) facilities are less protective. In 
NPOs the owners are the workers, and their target is social. Italian laws state economic 
benefits for these NPOs, specifically: no insurance payments (they are paid with a 
national fund), less taxes and preferential trade agreements with public companies. 
Social NPOs offer two types of employment: Type A offers occupational activities for 
patients without wage, without any attempt to enter the labour market and without 
psychiatric staff; Type B has real economic productivity.  A minimum of a 30% of their 
workers have disabilities. People first have a vocational training, a paid traineeship and 
in 20% of cases, patients proceed on to real employment. 
 
Work Integration Service (WIS) is a service run in every LHA.  It selects, trains and 
places people with disabilities (not only mental disabilities) in the labour market.  LHAs 
have to find workplaces where it is possible for the client to undertake a traineeship that 
will become a real job afterwards (20% of these cases). Traineeships are paid with social 
and health local funds (LHA and Municipalities). If the patient is then employed it is the 
company that pays for their wage, with some tax benefits (such as less insurance tax). 
 
 
People with mental health problems can also find employment through the Employment 
Public Service (EPS) managed by provinces. In Italy, companies must employ a 
                     
) �“They underline the stabilization of symptoms and protection of people with severe mental illness 
from the stresses of normal adult roles and community life.  Patients with work interests have to try 
intermediate steps in highly protected and segregated settings, such as sheltered workshops, pre-
vocational work units, enclave jobs and transitional jobs managed by the mental health agency, 
before considering permanent, community-based, competitive jobs. These sheltered vocational 
programs involved a slow approach to prepare for competitive employment; they perpetuated low 
expectations and long-term disability.” 
 
Becker,D. R., & Drake, R.E., Supported Employment for People with Severe Mental Illness. A 
guideline developed for the Behavioral Health Recovery Management Project  
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minimum of 7% of people with more than 46 % of disability5.  Employment has to take 
into account the need for support: flexible working time, flexible jobs, a link with Work 
Integration Service or Mental Health Centre. Companies are entitled to have a relief in 
insurance payments and other taxes. The fund for this is paid by the region of Veneto. 
 
There is a list of available places and EPS provide a list of patients with disabilities from 
where companies can select the worker after an interview. To enter these lists, the 
person with a mental health issue must have a specific certification written by a 
commission composed of staff from Employment Public Service and Work Integration 
Service, which describes the problem and the patient’s skills. It is a good law only 
partially since it discriminates mental health disability creating two lists for employment 
(body and mental disability) and the way for people with mental health problems to 
proceed onto employment is more complex as the law believes they need more 
protection and support. 
 
In graph n. 1, Angelozzi reviews and links the various types of workplaces with sheltering 
and disability level as well as with monitoring and support from Mental Health Centres. 
 
There is an occupational area in MHC or (less protected and segregated) in NPOs where 
work is mainly used for purposes of combating social exclusion but activities are very 
simple and do not have any real productive purpose.  Current rehabilitation approach has 
many doubts about this approach because it costs very much (in Treviso the cost is �  
450.000 per year for 60 patients), has small outcomes and a great risk of creating 
chronicity. 
 
There is also an intermediate area, where traineeship and  vocational training take place, 
with different degrees of protection - high in NPOs, less in WIS and much less in EPS-.  
However, only 20% of traineeships become a real employment, paid as prevailing 
wages. 
 
Angelozzi also described the costs involved in the training programs (see graph n. 2). 
The highest costs take place in NPOs probably because LHA and Municipalities support 
every cost (wages for the disabled and for assistance staff, insurance tax for both, costs 
for infrastructures, buildings, equipment). 
 
The debate focused on the doubts arising (especially in the 90s) from employment as 
being the best tool for rehabilitation, since research has led to question some points that 
had been taken for granted: 
 
a) Work improves clinical conditions: research has shown that there are not fewer 
admissions to hospital, lower consumption of drugs, less need for mental health services 
 
b) Work is the most important way to rehabilitation: research does not show better 
outcomes than other rehabilitation tools. Skills training, problem solving or traditional day 
services provide similar results in socialization and skills recovery. 
 
c) Increasing job rehabilitation gets fewer social costs for disability checks or other social 
security benefits: these cost remain the same because patients do not renounce to social 
benefits, being afraid of the continuity of employments 
 
d) Train and place models obtain 20% of employment  and spontaneous finding of 
employment in mental health illness, without any help by MHC is quite similar. Finding 
jobs relatively rapidly and then providing the necessary training and support needed on 
the job obtain better outcomes. 

                     
&�National Act 68/1999�



 
e) Patients wish to work but they do not want to be paid a third of the minimum wage. 
Members of the Group insisted that people with mental health problems should have 
“normal” employment if they wished, and be paid “normal” wages so that they recover 
dignity and they are not subject to stigma. 
 
f)  Rehabilitation employments should be hardly supported by MHC and LHA: research 
shows that staff without training in psychiatry is better to help people in employment and 
that support made by peers (“natural support”) is better than MHC support. 
 
g) Old vocational programs evaluation is based on diagnosis and negative aspects; new 
ones disregard these and consider only the support patients need so that they can 
function normally. 
 
h) For old vocational programs, patient’s employment has a therapeutic prescription; for 
new approaches only if patients ask to be employed, employment is considered as a 
rehabilitation tool. 
 
i) Current rehabilitation international standards consider only competitive employment as 
the real target. 
 
These new models are called Individual Placement and Support(IPS) and have been 
proved with evidence-based trials in which the pace of identifying possible jobs and 
employers is determined by the client rather than professionals. 
 
The client meets one-on-one with an employment specialist (not psychiatric staff) to seek 
a job based on their preferences, skills, and experiences, and the employment specialist 
meets with other team members, e.g., the psychiatrist, caseworker, and therapist, to 
coordinate employment efforts with mental health treatment. Everyone is encouraged to 
consider competitive employment and there is no previous training (it is a “place and 
train” model). Clients are supported on employment by the specialist as long as they 
want and need support. The countries where these schemes have been applied show 
that they cost much less than traditional models and outcomes have been similar (60% 
of clients keeping their jobs vs. 20% in traditional ways of accessing employment).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Anders Moller Jensen  (Former Director of Social and Psychiatric Services - Denmark) 
looked at gaps and needs for effective employment support schemes. 
 



He started by acknowledging the fact that when a person with mental health problems 
works, the benefit is reciprocal for both society and the individual, since every person has 
the need to use their abilities and to have a structure in their daily life, while society has a 
need for everybody to contribute. The main challenge is how to actually match these two 
needs taking into account that everybody can be helped to stay in the job despite their 
mental health problems and that in most cases employers want to help.  
Though the general system of Jobcentres can help many, not everyone with a mental 
health problem may be ready to take an ordinary job. Based on an action plan made in 
cooperation with the individual, public support can take different forms, such as initiatives 
aimed at the improvement of their social skills, job in a sheltered workshop, education or 
training programs, supported individual placements and wage supplements. 
 
However, it may happen that the authorities may not be successful in placing a person 
with mental health problems in relevant employment. Anders tried to identify why this 
may happen, and he mentioned several reasons, such as the fact that actions may have 
undertaken too quickly and too early, more social or vocational training may have been 
needed; the position may have been a bad match for the employee or for the employer, 
weak support may have taken place on the workplace, or too few resources might have 
been devoted. 
 
Then, he presented a specific example of an employment programme aimed at helping 
people with mental health problems that have a psycho-social background to access 
employment.  
 
User Employment Programme involved 109 persons with psycho-social professional 
background who had overcome mental health problems and were placed in Individual 
Placement and Support (IPS) schemes. Out of the 109 persons who participated in the 
programme, 82 completed 12-14 months of supplementary training and work practice 
(focusing on dual competences – as a user and as a professional) and got a job (15-37 
h/w) in the psychiatric sector. Recently, a follow up survey has been done, and after 2-3 
years 45 responded and 35 (>42% of the 82) are still related to the job (8 are in regular 
jobs)6. 
 
Finally, Jensen looked at possible future developments and placed the emphasis on the 
need to focus on the individual (Recovery approach). He also emphasized that the labour 
market should know more in regards to mental health problems and that to foster the 
presence of people with mental health problems in competitive employment, companies 
should use more Individual Placement and Support schemes in which job placements go 
in parallel with training and the person placed is supported in the actual position.  
 
Discussions following this presentation focused on financial aspects, such as the amount 
of money needed to implement the User Employment Programme, which accounted for 
7000/8000 euro per client per year, as well as the change in the approach to work for 
people with mental health problems (from a therapeutical approach to actual work, from 
a protective environment to an integrationist one).  
 
 
 
However, it was noticed that most jobs in Europe take place in the services sector in 
which most companies are small and medium. In the current economic situation, one 
would tend to think that employers would employ the best, the one with the least 
problems; hence, further education for employers seems to be needed. 

                     
/  For more information on this programme, please visit: 
http://www.socialpsykiatri.dk/assets/files/Rapporter/MB_folder_engelsk_final.pdf 
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The afternoon session had a broader focus and looked at the promotion of mental health 
and well-being aimed at the broader population at the workplace. 
 
Claire Barcham (ADASS) presented a couple of case studies of mental and emotional 
well-being policies at the workplace. 
 
First, she looked at the BT experience, which has mainly focused on not using pre-
employment questionnaires some years ago and focus instead on supporting people 
after a job offer to think about what help they might need to manage their mental health. 
In addition, the assessment of suitability for a position is flexible and takes account of the 
applicant’s needs and facilitates their opportunity to demonstrate their talents to best 
advantage. 
 
Then, she referred to some of the programme outcomes in the words of Christine Moore 
of BT People Consulting: 
 
"As a result of BT’s Mental Health "Work fit Positive Mentality" information and education 
programme: 68% learned something new about ways to look after their Mental Health, 
56% tried some of the recommendations and were continuing to practise them at the 
time of the follow-up, and 51% had noticed improvements in their mental well-being. In 
addition, sickness absence rates due to mental health problems have fallen by 30% in 4 
years despite pressured market conditions. Ceasing pre-employment medical checks 
has saved the company £400k per year." 
 
Afterwards, Claire focused on a second programme, this time in the health sector: South 
West London and St George's Mental Health NHS Trust’s User Employment 
Programme7 whose key aims are to: 

·  Provide support for people who have experienced mental health problems in 
existing posts in the Trust on the same terms and conditions as others; 

·  Help decrease employment discrimination against people who have experienced 
mental health difficulties throughout the Trust.   

Claire also referred to the outcomes of the programme, which since it was launched, has 
helped people to gain or retain employment in other health and social care organisations, 
ensured that at least 15 per cent of all employees recruited to the Trust have personal 
experience of mental health problems (this figure rose to 17 per cent in 2007) and 
provided short-term work preparation for 113 people (47 per cent of whom have moved 
into employment within or outside the Trust). 
 
 
Other NHS Trusts have learned from the previous programme and are implementing 
their own, as Claire suggested, such as Camden and Islington Foundation Trust, which 
has developed an education and employment strategy which provides options for people 
using services to re-enter work or education.  
 

                     
( �R Perkins, M Rinaldi and J Hardisty, “Harnessing the expertise of experience: increasing access 
to employment within mental health services for people who have themselves experienced mental 
health problems”, Diversity in Health and Care 2010, 7:13-21, 2010 Radcliffe Publishing;  
 
M Rinaldi, R Perkins, J Hardisty, E Harding, A Taylor, S Brown, “Implementing a user employment 
programme in a mental health trust –lessons learned”, A life in the day Volume 8 Issue 4, 
November 2004 Pavilion.�



Camden and Islington Foundation Trust MH policy champions the idea that people who 
experience mental health problems should and can work towards employment or 
education as part of their recovery, and as such, offers placements within their own 
services and supports people back into work. 

 

Discussions following this presentation focused on how important must have been the 
willingness to implement this programme from stakeholders across the board. In this 
connection, the members of the Group insisted in the need and the importance of 
communication between the programme implementers and the Human Resources 
Department.  

 
 
 
 
Hristo Bozov  (Varna Municipality) presented a case study of stress risk assessment by 
looking at how to improve employees and employers knowledge of causes of stress in 
the workplace and how to cope with it as well as mentoring programs to provide support 
through the distressing process. 
 
 
In Bulgaria, the regulation framework for risk assessment is contained in the Health and 
Safety at Work Act and Ordinance �  5 of the Ministry of Labour and Social Affairs and 
the Ministry of Healthcare for rules, methods and frequency for execution of risk 
assessment. Statutory/Normative safety requirements are applied to all enterprises and 
places where people work or conduct training, regardless of the form of the organization 
(public, private, partnership). According to this, risk assessment involves workflow, work 
equipment, premises, work organization, building materials, etc. 
 
Employers must plan and implement appropriate measures to prevent risk, and when 
this is not possible, they should provide a protection scheme for employees. The 
employer prioritizes measures for prevention, reduction and limitation of risk, taking into 
account the estimated risk level, reasons for its appearance, alternative solutions, 
including developments on relevant issues, the feasibility of decisions and opportunities 
for investment, and how they control/monitor the implementation and effectiveness of 
measures taken. Usually in companies there are committees or teams of experts for 
working conditions. The employer submits for discussion issues related to risk 
assessment in the committee or the expert group. They also look at the proposed and 
undertaken measures as well as their results.  
 
Occupational medicine offices are involved in assessing the risks together with safety 
and health authorities and other professionals from the company. The employer should 
design and implement a risk assessment programme including the organization and 
coordination of activities for risk assessment, approaches and methods for 
accomplishing risk assessment, risk assessors, resources needed for risk assessment, 
ways for providing information, training and consulting to assessors, and methods of 
advising and consultation with employees, working in or associated with the specific 
assessed place. 
 
 
In addition, the program should be measured by looking at specific indicators for safety 
of working processes, work equipment and workplaces, values of the elements of 
microclimate, dust and toxic substances in the air, noise, vibration, lighting (sun and 
electric) and radiation and physical work-load of employees.  
 



As a specific example, Hristo mentioned that there exists a specific risk assessment 
scheme operated by the Institute of Psychology to the Ministry of Interior, where there is 
a "Programme for prevention and management of occupational stress” to help the 
National Service for Fire and Emergency Safety employees, since the fireman position is 
classified as particularly stressful. 
 
Finally, at local level the Municipality of Varna has developed a scheme aimed at 
protecting employees from developing harmful stress in various ways such as:  

·  Participation in planning responsibilities; 
·  Participation in decisions related to their sphere of work; 
·  Encourage employees to talk to their supervisor/leader, with a representative of 

employees or another colleague who can support them if they feel stressed and 
document what happened; Encourage employees to talk to their manager if they 
are uncertain about their responsibilities; 

·  Encourage employees to undertake training if they feel the need and talk to the 
manager if it is difficult for them to handle the amount of work; 

·  Encourage employees to learn how to properly prioritize tasks for the day; 
·  Encourage employees to use their lunch break. Clean air and walk will refresh 

and will reflect well on their negative thoughts and attitudes related to work; 
·  Encourage employees to assess/estimate properly their own strengths, 

possibilities and leisure (time). 

 
 
 
 
Susana Garcia Heras  (Health and Social Foundation -Castile La Mancha, Spain) looked 
at the dimensions of stigma in competitive employment and what may be done to reduce 
stigma at the workplace. She started by underlining that many persons with serious 
mental illnesses are capable of working independently in the competitive labour market, 
although they may have functional limitations associated with their mental health 
problems. Therefore, workers are not the problem but the working environment, the 
structural discrimination and public stigma they are subject to and their own self-stigma. 
 
In most cases, stigma in the workplace is due to the negative images the public 
associates with mental illnesses, public attitudes and self-stigma, as well as structural 
discrimination (lack of investment in mental health services). Interventions must bring 
about fundamental changes in the workplace culture, with the objective of providing fairer 
treatment for persons with mental problems in the workplace, by educating employers, 
encouraging employment policies that increase tolerance and diversity, and the provision 
of awareness training programmes for managers and co-workers8. 
 
In graph n. 3, Garcia Heras looked at various approaches that may be taken to 
undertake stigma-mitigating interventions9. In regards to policy actions, Susana 
distinguished between international, national and regional levels. At international level, 
she argued for the continuation of setting up international standards in regards to access 
to care, confidentiality of data and voluntary treatment as well as the implementation of 
the European Pact for Mental Health at national and local levels. More specifically, at 
national level Garcia mentioned  
                     
*�Badwin et al. (2006). Perceived and measured stigma among workers with severe mental illness. 
Psychiatric Services, 75, 3,  388-392�
$�Weiss, M. y Ramakrishna, J. (2006). Stigma interventions and research for international health. 
Lancet, 367, 536-538 



 
·  At national level, she mentioned amongst others the following actions10 (graph n. 

4): Anti-discrimination laws to give parity to people with physical and mental 
health problems and interpret these laws in relation to mental health problems 

·  All employers should be informed of these laws and should be enforced to apply 
them 

·  A social model of disability based on human rights, social inclusion and 
citizenship 

·  Ensure a balanced press coverage in regards to news stories and features on 
mental health problems 

Finally, Garcia Heras described the actions that at regional level, the regional 
government of Castile La Mancha is implementing to develop anti-stigma policies at the 
workplace, such as the Employment Strategy for People with Mental Health Problems 
designed by the Ministry of Employment, with the help of users organizations and their 
families, aimed at encouraging the access to employment of people with mental health 
problems. In addition, a regional survey against stigma has been prepared looking at 
public perspectives on the issue and to see what initiatives can be undertaken to tackle 
negative perceptions of people with mental health problems. 
 
Please find below some of the questions that sparked the biggest debate amongst the 
members of the Group: 
 

 

 

                     
10 Thornicroft, G. et al. (2008). Reducing stigma and discrimination: Candidate interventions. 
International Journal of Mental Health Systems.Available from: http://www.ijmhs.com/content/2/1/3�



 
Throughout the survey, most answers positioned themselves in an intermediate point of 
the scale “In some cases”. This may mean that for most citizens it is difficult to give a 
definite answer and that answers are relative and depend on multiple factors, such as 
the type of mental illness (psychosis, neurosis, phobia, depression, squizophrenia) as 
well as their gravity.  
 
Taking into account the above starting point, certain trends can be acknowledged: 

·  Older people with primary education are more reluctant to accept people with 
mental health problems being autonomous, in many cases due to paternalistic, 
protective and fear attitudes. 

·  In general, there seems to be a more open attitude to mental health issues in the 
workplace and in working and social relations while the public is more concerned 
when it comes to family and personal responsibilities.  

·  However, for 36%, people with mental health problems cannot undertake the 
totality of their normal professional activity.  

 
 
 
 
Eija Stengard  (THL) looked at the economic and social benefits of mentally healthy 
workforce. She started by looking at the cost dimensions of poor mental health: 
 
Though the primary objective of a mental health system is to alleviate symptoms and 
improve quality of life, it is being increasingly recognised that economic considerations 
need to be taken into account. One reason is the widespread recognition that the costs 
of mental health problems can be substantial and tend to range widely.  A second reason 
is the apparently growing cost of treatment, particularly when new medications are 
launched. Third is the better understanding of the interconnections between mental 
health, employment and social exclusion, and hence the growing interest in mental 
health and its economic implications from a wide span of policy-making and other bodies. 
Underlying all of these concerns is the fundamental, pervasive and durable scarcity of 
resources. 
 
Costs arise either as a direct result of the behavioural or other characteristics of 
individuals with mental health problems or from the responses of other people to those 
characteristics. 
   
The first group – which we can call the morbidity costs – would include the following 
economic impacts: The effects on an individual’s ability to work (unemployment, 
absenteeism, impaired performance at work) with impacts on individuals’ income and 
productivity (hence, the whole economy), the effects on other people in the household, 
behaviour that results in accidents or criminal damage and associated damage, 
premature mortality with resultant losses in productivity. 



 
The second broad group of economic impacts – the responses of others to symptoms 
and needs-related characteristics – can be called the response costs. They would 
include costs associated with health care, social care, employment and social security 
services, the behaviour of employers to the persons with mental health problems (e.g. 
discrimination against them with consequent income losses for the individual and loss of 
productivity). For example, costs from sick leaves and disability pensions in Finland are 
2,3 billion euros / year (the population is 5,3 million). In 2007, 70094 persons retired in 
the mean age of 57,4 years. There was a loss of 7,6 working years for each person. The 
price of this loss was 21 billion euros. 
 
Mental health has a whole breadth of impacts, linked to the broad range of needs and 
negative experiences associated with mental disorders, and the consequent need for a 
range of service-providers to be involved. Graph 5 shows the model used in Finland to 
promote work ability and well-being aimed at decreasing sick leaves, disability pensions 
and premature death as well as an increase in individual productivity. These in turn have 
impact on the business of the companies, individual’s economy and the national 
economy.   
 
DalBo-project in Finland showed that an investment of 50000 euros to promote work 
ability resulted in big savings in decreasing the sick leaves (30000 euros / year) and 
disability pensions (270000 euros / year) and an increase in productivity (200000 euros / 
year). 
 
The economic and social benefits of a mentally healthy workforce can be seen at 
national economy, individual and company levels. Amongst the most important benefits, 
we may mention:  
 

·  Better income, productivity and quality of work 
·  Improved return on investment and better competitiveness 
·  Better health and safety of working methods and environment 
·  Less costs from sick leaves, accidents from work and unemployment 
·  Less cost from occupational health care and rehabilitation services 
·  Increased psychological and social well-being 
·  Less strain at work, better quality of work life 
·  Better work-family balance 
·  Better social relationships and collaboration at work 
·  Better motivation and less stress11 

 
The promotion of well-being at work should be seen as an investment rather than a cost. 
Profits and results can be shown through calculation. Research Professor Guy Ahonen12 
from FIOH has developed a method called "Potentiaali" (=Potential), together with the 
Swedish software company Miljödata. The method shows how the improvement of work 
conditions affects production expenses and improves productivity. Thus action plans can 
be supported by facts.  
 
 

                     
�� �For further reference, please see: Knapp, M. (2008). Mental Ill-health: Cost Implications. Mental 
Capital and Well-being: Making the most of ourselves in the 21st century. UK Government’s 
Foresight Project, Mental Capital and Wellbeing. 
 
12 Ahonen, G. (2010). Työkyvyn taloudellinen merkitys. In Martimo, K-P. et al (eds). Työstä 
terveyttä. Työterveyslaitos, pp. 36-46.�



Stengard explained that approximately two billion euro is invested annually in well-being 
at work in Finland. This is under 10% of the annual costs of early retirement, sick-leaves 
and accidents. The best well-being at work projects have reduced absence from work by 
27%, medical treatment costs by 26% and insurance costs by 32% on average. The 
mean benefit-cost ratio is 5,8 and in best cases, productivity can be ten-fold.  
 
According to Ahonen, organizations use both strategic and participatory methods to 
improve well-being at work. These methods should, however, be used in parallel; well-
being at work requires actions from not just the management, but from each and every 
one of us. Ahonen also showed in a previous study (1996)13 that small and middle size 
companies implementing activities to promote work ability had better productivity (3%) in 
comparison to companies that did not implement these activities. 
 
 
 
 
Conclusions 
 
Although Mental Health has been identified as a separate sub-group of people within 
disability, in most cases people with mental health problems fall still under the umbrella 
of disability despite the fact they are a very heterogeneous group themselves. 
 
There are various provisions aimed at helping people with mental health problems 
accessing employment, which can be mainly reduced to sheltered or competitive 
employment. Practice based examples suggest that competitive employment in IPS 
schemes in which users are placed in jobs and trained on the job (integrationist 
approach) have much better results than traditional ways (therapeutic employment). 
Since most jobs in Europe take place in the services sector where most companies are 
small and medium, the job market needs to know more about mental health problems; 
hence, the need for further education for employers. 
 
Mental health in the workplace is actually broader than the integration of people with 
mental health problems into the labour market. It also implies the development of positive 
well-being and mental health policies for all employees. An increasing number of 
companies have realised this and implemented such schemes. Amongst some of the 
measures taken, we can mention: the elimination of pre-employment questionnaires to 
avoid employers hold information against potential employees and setting up a dynamics 
of mistrust between employers and employees and instead set up a more flexible 
scheme for the person once they have been offered the job to help them to think what 
may help them to manage their problems. Along the same line, the Trusts have set up 
schemes aimed at helping employees who have experienced mental health problems on 
the same terms and conditions as others and decrease the discrimination they may 
suffer as employees. 
 
Discrimination is actually one of the main problems in the workplace and it is therefore 
necessary to underline that many persons with mental health problems are capable of 
working independently in the competitive labour market, although they may have 
functional limitations and require additional help. 
 
 
 

                     
�# �Ahonen G. Ikääntymisen haittojen lieventämisen liiketaloudelliset kustannus-hyötyvaikutukset. 
Kirjassa: Ikääntyvät työelämässä. Ikääntyvien työllistymisedellytysten parantamista selvittäneen 
komitean mietintö. Helsinki: Edita, s. 33-59, 1996. 



Stigma in the workplace is due to the negative images the public associates with mental 
illnesses, self-stigma and structural discrimination (lack of investment in mental health 
services). Interventions must bring about fundamental changes in the workplace culture 
to provide fairer treatment for persons with mental problems in the workplace, educate 
employers, encourage employment policies that increase tolerance and diversity, and 
awareness training programmes for managers and co-workers. 
 
Though the main aim of a mental health policy is to alleviate symptoms and improve 
quality of life, it is being increasingly recognised that economic considerations must be 
taken into account having recognised that the costs of mental health problems and their 
treatment can be substantial. 
   
Mental health has a wide range of impacts, linked to the broad range of needs and 
negative experiences associated with mental health problems; hence, there is a 
consequent need for a broad range of social services to be provided. There exist models 
aimed at promoting work ability and well-being so as to decrease sick leave, disability 
pensions and premature death and increase individual productivity. These in turn have 
an impact on companies’ economy, individual’s economy and the national economy.   
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5. Finnish model aimed at promoting work ability and well-being 
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