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Abstract
An expert survey was designed to support the development of a workplace-based multi-country intervention tackling depression, anxiety, and mental illness-related stigma in small- and medium-sized enterprises (SMEs). Academic experts and
representatives of SME organisations, specific sector organisations, labour or advocacy groups, and occupational health
organisations, were contacted across eight European countries and Australia. The survey comprised closed and open text
questions to assess expert opinion about interventions for employees with mental health difficulties, interventions supporting their managers, and anti-stigma interventions. The survey was available in six languages. The online platform Qualtrics
was used for data collection. Quantitative data was analysed through descriptive statistics and qualitative data was analysed
through thematic analysis. Sixty-five of 146 experts responded, representing a 42% response rate. Results showed only 26.2%
of experts agreed that employees could speak openly about mental health issues, and 81.5% of experts indicated a large or
medium unmet need for support for employees with mental health issues. Psychoeducational materials, face-to-face workshops and interventions based on cognitive behavioural therapy were ranked most likely to be taken up by employees. Experts
rated as most useful for managers’ guidelines on how to act if an employee has mental health issues (67.7%). The greatest
number of experts indicated workshops of people with lived experience of mental illness (80.0%) and awareness campaigns
(78.5%) were most required to tackle stigma. Responses were consistent between experts from different countries and areas
of expertise. Experts in this multinational survey assessed that interventions supporting mental health in the workplace and
tackling stigma are greatly needed. A multicomponent intervention with a wide range of materials and tools is supported.
Keywords Workplace · SME · Depression · Anxiety · Stigma · Mental illness · Expert survey

Introduction
It is estimated that 4.4% of the world’s population suffers from depression at any time, and 3.6% from anxiety
disorders [1]. Mental illness is projected to have a global
economic impact of $6 trillion by 2030 [2]. This includes
costs of healthcare, lower productivity due to absenteeism
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and presenteeism (defined as attending work when ill), [3]
and the cost of millions being unable to participate in the
workforce. Depression and anxiety represent the leading and
sixth cause of disability around the world, respectively [4].
Despite being a major public health concern, there is
a reported treatment gap for depression and anxiety, with
many receiving no or inadequate treatment [5, 6]. This is
related to a range of factors, such as lower country-income
level and socio-economic status [7, 8] and male gender [9].
Additionally, mental illness-related stigma creates an important barrier to recovery from depression [10, 11] and anxiety
disorders [12, 13]. Stigma can be perceived from the social
environment [14], health care professionals [15], and selflabelled stigma can further prevent help-seeking [16]. In the
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workplace, stigma around mental illness creates a barrier for
employment opportunities and promotion [17, 18], while job
accommodations to support employees with mental health
needs can be met by negative emotional responses from coworkers with stigmatising attitudes [19]. Therefore, reducing
stigma is an important strategy for increasing the utilization
of mental health services and for supporting people with
mental health needs to stay in or return to the workforce.
However, reducing stigma can be challenging, and efficacy
studies often show mixed results [20, 21], highlighting the
need for developing and testing anti-stigma campaigns.
One area of focus for reducing the treatment gap, preventing mental health-related absence, and promoting mentally
healthy workplaces are workplace-based mental health interventions [22]. Companies, however, often lack resources to
support their employees, particularly small- to mediumsized enterprises (SMEs) [23], which account for 92.8% of
the EU workforce [24]. In response to this gap, the Mental
Health Promotion and Intervention in Occupational Settings
(MENTUPP) project, funded by a European H2020 grant
(www.mentuppproject.eu), aims to promote psychological
wellbeing and reduce stress and burnout, as well as provide
support for clinical depression and anxiety. It also aims to
reduce stigma associated with mental health problems. The
intervention focuses on SMEs in the construction, the Information and Communications Technology (ICT), and the
healthcare sectors in eight European countries and Australia.
The intervention countries were chosen in the MENTUPP
consortium based on previous experience with multilevel
mental health interventions, and/or having experience in
mental health promotion and intervention programmes in
one of the aforementioned sectors. These sectors were chosen for the increased mental health burden faced by workers
in these sectors compared to the average across the workforce. In healthcare, workers already suffered from higher
levels of mental illness than the general population, including depression and anxiety [25], before the SARS-CoV-2
pandemic created an additional mental health burden for
care workers [26]. There is an increased risk of suicide for
employees in both the healthcare and the construction sectors compared to the general workforce [27]. In the construction industry, high suicide rates are related to the context of
long working hours, workplace and financial pressure, common substance misuse as a coping strategy, and a negative
impact construction work can have on home life [28]. The
effect is compounded by high levels of mental health-related
stigma in this predominately male environment creating a
barrier to help-seeking [29]. However, stigma is also found
in the predominately female healthcare sector, even impacting on patient care [30]. The ICT sector, meanwhile, is one
of the fastest growing industries in Europe [31] and there is
increasing concern over the effects of working in this rapidly
changing sector [32, 33]. Working with technology can blur
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work/life boundaries, increase work pace, and lead to feelings of isolation [34], increasing the risk of mental disorders.
To support the development of tools for the MENTUPP
project, an expert survey was developed to supplement
gaps identified in the current literature [35]. Where there
is a lack of data, expert surveys can inform the best possible approach [36]. The survey, which can be seen in full in
Online Resource 1, covered the broad range of aims of the
MENTUPP project. Results regarding wellbeing and nonclinical mental health problems and the impact of COVID19, will be reported elsewhere (Coppens et al. and CergaPashoja et al., in preparation). This article addresses the
following research questions related to mental illness and
related stigma in the workplace:
(1) What support needs of employees with mental health
difficulties such as depression, anxiety, self-harm or
suicidal thoughts or behaviours are required according to experts, what workplace-based interventions
are available, and what are the current gaps?
(2) What support needs of managers regarding employees with mental health difficulties such as depression,
anxiety, self-harm or suicidal thoughts or behaviours
are required according to experts, and what are the
current gaps?
(3) What are experiences of companies with existing
interventions, policies, and best practices for reducing
mental illness-related stigma, as assessed by experts,
and what are the current gaps?
(4) Are there differences in assessments by country region
or by area of expertise?

Methods
Study sample
Experts from the following categories were invited to participate in the survey: 1) academic experts; 2) representatives
of SME organisations; 3) representatives of the construction,
healthcare, or ICT sectors; 4) representatives of occupational
health association groups, labour groups and advocacy
groups. The following exclusion criteria were used: 1) less
than 5 years’ experience in their domain; 2) being a member
of the MENTUPP consortium; and 3) being < 18 years old.
Experts were recruited from the nine countries where the
MENTUPP intervention will be trialled: Albania, Australia,
Finland, Germany, Hungary, Ireland, Kosovo, the Netherlands, and Spain. Experts were identified through networking, recommendation from other experts, and database and
internet searches. The researcher responsible for coordinating the MENTUPP intervention in each country was asked
to identify between 5 and 25 experts. A pre-defined quota

European Archives of Psychiatry and Clinical Neuroscience

for each country for experts for each specific category was
not included, but each country was requested to invite a wide
range of experts to ensure a diverse sample overall, while
accounting for the different country sizes.

Materials
Questions were formulated by researchers from the MENTUPP consortium, with the aim of gathering knowledge to
inform the development of the MENTUPP intervention.
Specifically for the survey sections in the scope of this paper,
the survey was designed to supplement existing knowledge
in terms of designing an intervention to improve depression and comorbid anxiety and to reduce mental illnessrelated stigma in SMEs in the sectors of construction, ICT,
and health, focusing the intervention at both employee and
supervisor level.
Prior to the development of the survey, a systematic
review was carried out, as part of the MENTUPP project,
into workplace interventions for depression and anxiety
specifically in an SME setting [35]. The review found too
few studies in an SME context to draw robust conclusions,
but preliminary evidence supported approaches based on
cognitive behavioural therapy (CBT). There was a lack of
evidence regarding the best format and mode of delivery,
but interventions with face-to-face or telephone support
appeared to be effective. There was also preliminary evidence in the systematic review supporting a focus on return
to work after mental health-related absence. The evidence
supporting CBT-based approaches aligns with the more
extensive literature regarding interventions for depression
and anxiety in larger scale enterprises, although there is
greater evidence supporting online formats being effective [37–40]. Overall, our review revealed a lack of data
regarding interventions aimed at managers of employees
with mental health issues, a lack of studies specific to the
construction, health, or ICT sectors, and a lack of evidence
for the most effective format and mode of delivery for the
intervention. We were also unable to find data regarding
what level of mental health support is already available for
employees in SMEs in the range of MENTUPP countries.
Therefore, questions were formulated to supplement the
existing knowledge in terms of:
(1) Support for employees with mental health problems
such as depression and comorbid anxiety:
(a) Understanding what measures of support are available
(b) Understanding the current level of unmet need
for programmes aimed at preventing and treating
mental health difficulties in employees

(c) Understanding which of a wide range of tools
and materials are already available (ranging from
psychoeducational material to face-to-face and
online workshops and therapy), and what tools
are deemed useful by experts
(d) Understanding which materials and tools experts
assess are likely to be taken up by employees
(2) Currently available support for managers of employees
with mental health difficulties:
(a) Understanding what skills experts assess managers may already have to manage employees with
mental health conditions
(b) Which of a wide range of materials and tools is
there a need for and which would be useful for
managers
Regarding the anti-stigma section, a scoping review as
part of the MENTUPP project was undertaken to inform
the development of this component. In the scoping review,
it was found that specific knowledge regarding interventions in SMEs is largely missing. According to a previous
review of 16 interventions targeting mental illness-related
stigma in larger enterprises, it was found that anti-stigma
interventions could lead to improved employee knowledge
and supportive behaviour towards people with mental health
difficulties [41]. However, the authors cautioned that further
studies with more robust methodology were needed, and
these studies were mainly conducted in the public sector
with highly educated workers, and thus may not be applicable to SME organisations or other sectors. Another review
similarly found a lack of robust studies, and cautioned
against generalising from one target group to another [42],
while another found that workplace anti-stigma interventions may be enhanced by aiming to change the norms and
culture around mental health within an enterprise [43]. Further data came from studies of anti-stigma studies outside of
the workplace context. Evidence shows that social contactbased interventions, involving contact with people with a
lived experience of mental illness, can be effective shortterm [42, 44] but not medium-to long-term [45]. Education
interventions may be less effective short-term than social
contact-based interventions in adults [44], while group antistigma interventions show promise [42], The initial scoping
review also revealed evidenced regarding online vs faceto-face interventions for managers, suggesting that online
interventions could have the same efficacy as face-to-face
interventions if the online intervention is completed [46] and
filmed social contact-based interventions may be as effective
as face-to-face interventions and be more cost-effective [47].
Therefore, the scoping review showed preliminary evidence
that anti-stigma interventions can be effective in a workplace
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setting but there were knowledge gaps regarding what intervention components and delivery formats were suitable for
a workplace setting, and no evidence specifically in an SME
setting. Based on this, the questions were devised to understand the following:
(1) Understanding levels of stigma
(a) Understanding what levels of stigma employees
with mental health issues currently face
(b) Understanding the extent that workplaces have
policies in place to reduce discrimination regarding mental health issues
(c) Understanding the common attitudes of employees
and managers in revealing/being open to mental
health issues
(d) Understanding the experts’ perception of the risks
and benefits of employees being open about their
mental health problems
(2) Activities to reduce stigma
(a) Understanding the level of need for a range of
anti-stigma interventions (e.g. online materials,
counselling, workshops with people with lived
experience)
(b) Understanding experts’ assessment of likely manager attitudes towards anti-stigma programmes
(c) Understanding barriers to implementing antistigma activities
(d) Understanding which anti-stigma activities experts
are aware of in each country
Once the questions were formulated, based on the above,
the survey was then piloted within the MENTUPP consortium and the final version approved by all members. Closed
and open questions were used to obtain both quantitative
and qualitative data. Given the heterogeneity of experts and
the broad lack of a specific mental health background, clinical mental health terms such as major depressive disorder
were not used. Instead, experts were asked about “mental
health difficulties or issues such as depression, anxiety, selfharm and suicidal thoughts or behaviour”. The scope of the
MENTUPP project in terms of clinical mental health issues
is limited to depressive and comorbid anxiety disorders and
suicide prevention. Therefore, our questions were focused
also on these areas and other mental health difficulties, such
as psychosis or substance use disorders, were not included.
Due to the diversity of experts, the response category “I
don’t know” was added to a standard Likert scale to avoid
participants answering items outside their realm of expertise
and thus introducing bias.
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The survey and informed consent document were prepared in English and local language versions were additionally provided for Albania, Germany, Hungary, Kosovo,
the Netherlands, and Spain. The English versions of the
informed consent document and survey were uploaded into
the Qualtrics platform for online surveys (www.qualtr ics.
com). Local language versions were administered via Word
or paper format, and the results translated into English and
entered into Qualtrics by each country’s lead researcher. The
Qualtrics platform was set so that all quantitative data
answers were a required field, meaning there was no missing data in completed responses.

Survey overview
The survey focused in total on seven topics, of which the
following three form the basis of this paper:
(1) General information about the participants and their
backgrounds
(2) Perceived effectiveness of interventions:
(a) Support for employees with mental health difficulties.
(b) Support for the managers of employees with
mental health difficulties.
(3) Anti-stigma activities, which comprised two subsections:
(a) Perceived current levels of stigma.
(b) Anti-stigma activities.
The topics covered by the survey not presented here were:
1) Workplace activity with regards to promoting psychological wellbeing and (non-clinical) mental health; 2) Impact
of COVID-19 on employees’ mental health; 3) Genderspecific needs; and 4) Acceptability of workplace-based
interventions.

Procedure
The survey was sent out by the lead researcher in each country to experts between 15/09/2020 and 5/10/2020. Participation was voluntary and only proceeded once informed consent was obtained. The survey was anonymous and estimated
to take approximately 20 to 50 min to complete. Participants
could save their answers and resume their survey across multiple sessions if desired. To maximise engagement, multiple general reminders were sent to encourage participants
to complete the survey.
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Analyses
Descriptive statistics were used to analyse the closed question survey responses. Percentage responses were calculated for each item and are shown in the results. Additionally, the median response and the interquartile range (IQR;
the distance between the 2 5th and the 7 5th percentiles) were
calculated to determine the levels of agreement on the
items, using the ordinal data from the Likert scales with
the category “I don’t know” omitted.
Due to the heterogeneity of experts, sub-analyses were
conducted to determine whether a country region or area
of expertise significantly affected results. The sub-analysis
by classification of countries was based on geographical area and resulted in two country groups: (1) Western
Europe & Australia: Australia, Finland, Germany, Ireland,
Netherlands, Spain; and 2) Central & Eastern Europe:
Hungary, Albania, Kosovo [48]. For the sub-analysis
regarding area of expertise, the experts were grouped as
follows: 1) experts representing the construction, health or
ICT sectors; (2) academic experts; (3) experts representing
SME organisations; and (4) representatives of labour or
advocacy groups or occupational health specialist association groups. Non-parametric χ2-tests (Chi-squared tests)
were carried out to assess between-group differences. The
significance level was set at p < 0.05.
Thematic analysis was used to analyse the open text
answers [49] by two independent researchers using
Dedoose® software following an inductive approach, i.e.
the data itself formed the structure of the analysis rather
than using a pre-existing framework. Discrepancies were
resolved in a consensus meeting.

Results
Across the 9 countries, 146 experts were invited to participate, of which 65 completed the survey, representing a response rate of 42%. There was a slight majority
of male participants (56.9%). The age group 40–49 was
most prominent (35.4% of total), but experts from all age
groups (ranging from 20–30 to 70 +) participated. The distribution by country was uneven, with 24.6% of experts
based in Albania, while Germany, Ireland and Australia
had fewer than five experts each and represented 6.2%,
4.6% and 3.1% of the total, respectively. All expert types
were represented, with representatives of the construction,
health or ICT sectors, and then academic experts, best
represented (49.2% and 23.1%, respectively). The breakdown of expert type by country can be seen in Online
Resource Table 1, and in Online Resource Fig. 1. In terms
of specific areas of expertise, 47.7% of experts included

the healthcare sector as one of their areas of expertise,
compared to 24.6% for the ICT sector and 13.8% for construction, while 18.5% had expertise in mental health in
SMEs and 16.9% in SMEs in general. A complete overview can be seen in Table 1.

Support needs of employees with mental health
difficulties
The majority of experts believed that a variety of support
measures for employees with mental health difficulties were
not widely available, with 67.7% answering that support
provided directly in the workplace was available either “to
a small extent” or “not at all”. For the other three questions about support measures, more than half of the experts
answered “to a small extent” or “not at all” (52.3% for support provided by a third party, 56.9% for support provided by
health insurance through the business, and 67.6% for support
from labour organisations). The full results can be seen in
Table 2.
Next, experts were asked for their opinion on a wide range
of materials and tools (see Table 3). No materials or tools
were assessed by a majority of experts as being currently
available either “to a large extent” or “somewhat”, while
all were judged useful by a majority of experts, except for
“interventions based on other therapies (as specified by the
respondent)”, which were deemed useful by 30.8%. Those
judged by the largest majority as useful were “frameworks
to guide planning return after mental-health related absence”
(73.8%), “information about depression or anxiety and how
to cope” (72.3%), “frameworks to guide addressing mental health issues with employee” and “frameworks to guide
accessing health services” (both 70.8%). Finally, experts
were asked to rank the five tools and materials they thought
were most likely to be taken up by staff experiencing mental
health difficulties. The tools or materials deemed most likely
to be taken up by staff were: (1) information about depression or anxiety and how to cope; (2) online workshops on
detecting and managing depression and/or anxiety; and (3)
interventions based on CBT. Experts were also asked to rate
the level of unmet need for programmes to prevent and treat
mental health difficulties at the workplace. This was rated as
high by 29 experts (44.6%), medium by 24 experts (36.9%)
and low by 6 experts (9.2%). No experts rated this as “no
need”, while 6 (9.2%) responded “don’t know” (see Online
Resource Fig. 2).

Support needs of managers of employees
with mental health difficulties
There was consensus among experts that managers currently lack the knowledge and skills to detect mental illness
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Table 1  Participant
characteristics

Participant characteristic
Gender
Female
Male
Other
Age
20–29 years
30–39 years
40–49 years
50–59 years
60–69 years
70 + years
Country
Albania
Australia
Finland
Germany
Hungary
Ireland
Kosovo
Spain
The Netherlands
Type of Representative
Representative of construction, health or ICT sector
Academic expert
Representative of SME group
Representative of labour, occupational health or advocacy
group
Other
Years of expertise
5–10 years
11–20 years
20 + years
Area of expertise (more than one option may be selected)
SMEs
Mental health in SMEs
Construction sector
Healthcare sector
ICT sector
General and not related to any of these sectors (e.g. academic expert or representative of
non sector-specific organisation)

in an employee or to have a conversation about this (in both
cases, 69.2% of experts rated this “to a small extent” or “not
at all”), or to make adjustments to facilitate job retention
or return to work for employees affected by mental illness
(63.0% rated this “to a small extent” or “not at all”; see
Online Resource Table 2).
All the proposed materials aimed at supporting supervisors of employees with mental health difficulties were
assessed as needed “to a large extent” or “somewhat” by
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Frequency (%)
26 (40)
37 (56.9)
2 (3.1)
3 (4.6)
15 (23.1)
23 (35.4)
14 (21.5)
7 (10.8)
3 (4.6)
16 (24.6)
2 (3.1)
6 (9.2)
4 (6.2)
10 (15.4)
3 (4.6)
8 (12.3)
9 (13.8)
7 (10.8)
32 (49.2)
15 (23.1)
4 (6.2)
5 (7.7)
9 (13.8)
21 (32.3)
27 (41.5)
17 (26.2)
11 (16.9)
12 (18.5)
9 (13.8)
31 (47.7)
16 (24.6)
11 (16.9)

a majority of experts (see Online Resource Table 3). The
materials most highly rated were guidelines on what to
do if an employee is experiencing mental health issues
(assessed as needed “to a large extent” or “somewhat” by
80.0% of experts), guidelines on handling an employee’s
return following mental health-related absence (78.4%),
and information about depression or anxiety and how to
cope (73.9%). Experts were then asked to rate the usefulness of these resources. The material rated most useful for
supervisors were guidelines on what to do if an employee
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Table 2  Currently available measures of support for employees with mental health difficulties by n and % of experts
Measures of support

To a large extent
(4)

Support supplied directly within the workplace

6
9.2%
Support supplied by a third party
10
15.4%
Support provided by health insurance through the business 4
6.2%
Support from labour organisations
4
6.2%

Somewhat
(3)

To a small extent
(2)

Not at all
(1)

Don’t know M
(IQR)

12
18.5%
19
29.2%
17
26.2%
11
16.9%

26
40%
23
35.4%
21
32.3%
22
33.8%

18
27.7%
11
16.9%
16
24.6%
22
33.8%

3
4.6%
2
3.1%
7
10.8%
6
9.2%

2
(2)
2
(1)
2
(2)
2
(2)

Key. M: Median; NA: Not applicable; IQR: Inter-Quartile Range

is experiencing mental health issues (rated useful by
67.7% of experts), followed by guidelines on handling an
employee’s return to work following mental health-related
absence, and face-to-face workshops with healthcare professionals (both rated useful by 64.6% of experts).

Interventions, policies, and best practices
for reducing mental illness‑related stigma
While 26.2% of experts agreed or strongly agreed with the
sentence “employees can speak openly about their work
stress, burnout, feelings or mental health problems”, 46.1%
either disagreed or strongly disagreed, 18.5% were neutral
and 8.2% rated “don’t know” (see Online Resource Table 4).
Regarding the extent to which workplaces have policies
on sharing information about employee’s mental health
difficulties, and policies to protect employees against discrimination and bullying due to mental illness, in all cases
a majority of experts (58.5% and 63.1%, respectively) felt
these are generally available only “to a small extent” or “not
at all”. Only 32.3% of the experts assessed that workplaces
“to a large extent” or “somewhat” have a visible approach to
reduce bullying and discrimination related to mental health
difficulties in the workplace (see Online Resource Table 5).
Most experts thought the most common employee attitude
towards mental health issues was to hide them completely or
to some degree (78.5%), while no expert felt that the most
common attitude was to be fully open (see Fig. 1) In terms
of what experts perceived was the most common attitude
of managers towards employees openly expressing mental
health problems, only a minority felt managers would be
fully or partially accepting (4.6% and 9.2%, respectively),
whereas 16.9% felt they would fully reject an employee (see
Fig. 2).
Experts were asked an open text question about the most
common risks and benefits regarding employees openly
expressing their mental health problems. The two most
common risks identified by experts were concern about job
loss through dismissal (26.2% of experts) and stigmatization

(24.6%; see Online Resource Fig. 3). The two most common
benefits were getting support from colleagues or managers
(24.6% of experts), and colleagues and managers being more
understanding (18.5%; see Online Resource Fig. 4).
All proposed anti-stigma activities to reduce mental
health-related stigma were assessed as needed to “to a large
extent” or “somewhat” by most experts (see Fig. 3). The
most highly rated activities were workshops on mental
health given by a person with lived experience of mental
illness (rated “to a large extent” or “somewhat” by 80.0%
of experts), awareness campaigns (79%), and mental health
counselling (77%).
Finally, experts were asked about the potential benefits
of anti-stigma programmes. Most experts felt that managers
would agree “to a large extent” or “somewhat” that antistigma programmes have a positive impact (75.3%), antistigma programmes can increase wellbeing (73.8%), and
anti-stigma programmes can increase productivity (70.8%;
see Online Resource Table 6 for results).
In response to an open text question regarding barriers
towards implementing anti-stigma activities, the most commonly perceived barriers were stigma-related shame and
also the lack of knowledge about their importance (both
mentioned by 16.9% of experts; see Online Resource Fig. 5
for full results).
Additionally, 21 experts (32.3%) provided information
about anti-stigma activities conducted in the country where
they were based (see Online Resource Table 7).

Differences in assessments due to country region
or area of expertise
The sub-analysis by country region included 31 experts from
Western Europe & Australia, compared to 34 from Central
and Eastern Europe. There were significant differences in
responses in only five items. Policies on sharing information about employees’ mental health to ensure their privacy
is protected were slightly more prevalent in Western Europe
& Australia, with significantly more experts answering that
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Table 3  Tools and materials available for employees with mental health difficulties by n and % of experts
Type of tool/
material

Information about
depression
or anxiety
and how to
cope
Face-to-face
workshops
on detecting
and managing depression and/or
anxiety
Interventions
based on
cognitive
behavioural
therapy
Peer support
interventions
Online
workshops
on detecting
and managing depression and/or
anxiety
Online tools
to detect
and manage
depression
and/or anxiety
Frameworks
to guide
addressing mental
health
issues with
employee
Interventions
based on
mindfulness
or relaxation
techniques
Frameworks
to guide
planning
return after
mental
healthrelated
absence
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To what extent are these tools and materials available for employees with
mental health difficulties?
(% expert responses)

Would the following materials be useful for employees?

Most likely to
be taken up by
staff

To a large
extent
(4)

Somewhat
(3)

To a small
extent
(2)

Not at all
(1)

Don’t know Median
(IQR*)

Yes
Frequency
(%)

No
Frequency
(%)

Ranking

9
13.8%

10
15.4%

17
26.2%

23
35.4%

3
4.6%

2
(2)

47
72.3%

6
9.2%

1

4
6.2%

10
15.4%

18
27.7%

25
38.5%

5
7.7%

2
(2)

41
63.1%

9
13.8%

2

2
3.1%

10
15.4%

17
26.2%

26
40%

7
10.8%

2
(1)

45
69.2%

5
7.7%

3

7
10.8%

9
13.8%

23
35.4%

17
26.2%

6
9.2%

2
(2)

45
69.2%

4
6.2%

4

2
3.1%

11
16.9%

16
24.6%

24
36.9%

9
13.8%

2
(2)

36
55.4%

16
24.6%

5*

4
6.2%

13
20%

18
27.7%

22
33.8%

5
7.7%

2
(2)

40
61.5%

12
18.5%

5*

7
10.8%

9
13.8%

14
21.5%

25
38.5%

6
9.2%

2
(2)

46
70.8%

4
6.2%

7

5
7.7%

16
24.6%

17
26.2%

19
29.2%

3
4.6%

2
(2)

44
67.7%

6
9.2%

8

8
12.3%

10
15.4%

15
23.1%

21
32.3%

8
12.3%

2
(2)

48
73.8%

2
3.1%
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Table 3  (continued)
Type of tool/
material

Information about
suicide
and how to
access help
Frameworks
to guide
accessing health
services
Interventions based
on other
therapies (as
specified by
the respondent)

To what extent are these tools and materials available for employees with
mental health difficulties?
(% expert responses)

Would the following materials be useful for employees?

Most likely to
be taken up by
staff

To a large
extent
(4)

Somewhat
(3)

To a small
extent
(2)

Not at all
(1)

Don’t know Median
(IQR*)

Yes
Frequency
(%)

No
Frequency
(%)

Ranking

3
4.6%

11
16.9%

16
24.6%

30
46.2%

3
4.6%

1.5
(1)

38
58.5%

10
15.4%

10

7
10.8%

10
15.4%

27
41.5%

13
20%

5
7.7%

2
(1)

46
70.8%

4
6.2%

11

1
1.5%

7
10.8%

6
9.2%

8
12.3%

15
23.1%

2
(2)

20
30.8%

6
9.2%

NA

Key. M: Median; NA: Not applicable; IQR: Inter-Quartile Range
*These responses were ranked equally in 5th place

Fig. 1   Expert assessment
of most common attitude of
employees towards openly
expressing mental health problems in the workplace

50%
45%

43.1%

40%
35.4%

35%
30%
25%
20%

15.4%

15%
10%
5%
0%

3.1%
0.0%
1 - Hiding

2

3

4

5 - Fully transparency

% expert responses

these were available “to a small extent”, compared to “not at
all” in Central and Eastern European countries (p = 0.047).
Face-to-face workshops for employees (p = 0.048) were rated
as more useful by Central and Eastern European countries.
Interventions based on CBT, as well as interventions based
on mindfulness and other relaxation techniques, were ranked
significantly higher in terms of how likely they were to be
taken up by staff by Western Europe and Australia (p = 0.036
and p = 0.033, respectively). Face-to-face workshops for
managers were judged to be needed to a significantly larger

extent in Central & Eastern Europe (p = 0.010), and guidelines for managing presenteeism were judged more useful
in this country group (p = 0.032) (see Online Resource 2).
Regarding anti-stigma programmes, only 14.7% of
respondents from Central and Eastern European countries
named a programme implemented locally compared to
51.6% of respondents from Western Europe and Australia.
At least one anti-stigma programme was referenced in all
countries except for Hungary, and experts from Finland
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Fig. 2   Expert assessment
of most common attitude of
managers towards employees
openly expressing mental health
problems in the workplace

45%

41.5%

40%
35%
30%
24.6%

25%
20%

16.9%

15%
9.2%

10%
5%
0%

4.6%

5-full acceptance

4

3

2

1 - Full rejection

% expert responses

Workshops given by a person with lived experience of mental illness

80.0%

Awareness campaigns

78.5%

Counselling provided or funded by work

76.9%

Workshops on mental health given by a professional

75.4%

Online information materials about mental health

64.6%

E-mail or chat options to discuss stigma

55.3%

Website about how to redice stigma in the workplace

55.3%

Printed materials about mental health

52.3%

Fig. 3  Anti-stigma materials: % rated as needed "To a large extent" or "somewhat"

referenced the largest range of programmes (see Online
Resource Table 6).
The sub-analysis for response by type of expert showed
a large degree of consensus despite the heterogeneity
between experts, with no significant difference between
type of experts in all but four items (see Online Resource
3).

Discussion
The present study shows overall consistent responses from
a range of experts regarding a perceived lack of workplace-based resources and interventions for supporting
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employees with mental illness and their managers, and
for tackling mental illness-related stigma. Responses
were also consistent regarding how to meet this need. For
employees, the highest rated materials were psychoeducational materials, face-to-face workshops and interventions
based on CBT, which are in line with data from recent
reviews in both SMEs and larger enterprises [35, 37, 38,
40, 50]. To support managers, the interventions assessed to
be the most useful included information about how to cope
with depression or anxiety in employees, as well as guidelines on what to do if an employee is experiencing mental
health issues, and guidelines on supporting an employee’s
return to work following a mental health-related absence.
Our results are aligned with the results of a review in
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enterprises of all sizes, which found that training managers in workplace mental health can have a positive effect
on their knowledge, attitudes and self-reported behaviour
when supporting an employee with a mental health issue,
although there was limited data on whether this translated
to reduced psychological distress in employees [46]. The
inclusion of these aspects in the MENTUPP intervention
should be able to provide data in the future regarding the
impact of these measures in improving employee mental
health outcomes.
Regarding our experts’ assessment of the need for guidelines on supporting an employee’s return to work following
a mental health-related absence, this concurs with previous evidence that SMEs have a lower capacity than larger
companies to manage this successfully [51]. Indeed, in our
study, only 37% of experts were confident that managers
“to a large extent” or “somewhat” currently have the skills
to manage an employee’s return to work following mental
health-related absence. The results are striking when contrasted with the legal requirements in many countries that
require reasonable adjustments in the workplace to be made
for employees with mental illness [52]. Psychosocial working conditions have been shown to affect return to work [53],
and an accommodating workplace is an important part of
ensuring that return to work programmes are effective [54].
A previous expert consensus study has provided guidelines
to assist managers in this challenging area [55], including
creating a clear return to work plan with on-the-job support
and mentoring schemes amongst many others. However,
the present study and previous research indicate that best
practice is seldom implemented in return to work practices
following mental illness [56], and could, therefore, be an
important aim for any workplace intervention looking at supporting employees with mental health difficulties.
There was a large degree of consensus among experts
regarding the need for mental health-related anti-stigma
programmes and which strategies could best fulfil them.
Experts perceived that employees usually try to conceal
mental illness, with the most common underlying reasons as assessed by the experts being the fear of job loss,
stigmatisation, rejection by colleagues and discrimination
in general. These results are unsurprising given the high
levels of stigma surrounding mental health in general [10,
12, 15]. Meanwhile, the highest rated strategy to combat
stigma was workshops run by people with lived experience
of mental illness, a finding which is consistent with previous
research in non-occupational environments [57], although
further evidence is needed medium- to long-term [45].
Most of the experts reported that there are few or no mental health-related activities addressing stigma in the workplace, which is in accordance with the scientific literature
in companies of all sizes [43]. Of note, a majority of experts
(67.7%) were unable to reference an anti-stigma programme

in the country where they are based, a figure which was
proportionally higher in experts from Central and Eastern
Europe. Among the experts that were aware of anti-stigma
activities, benefits were noted, such as increased support
and understanding, facilitating problem-solving and helpseeking and creating flexible workplace conditions adjusted
to the employees’ needs. However, this was balanced with
reported concerns regarding implementation, such as a lack
of resources, hesitation on the part of employees, or concerns that the workplace is not an appropriate setting. Stigma
may have a disproportional impact in hindering the uptake
of mental health interventions in SMEs, where there may be
no dedicated human resource or occupation health function
[58, 59]. Given the increased difficulties of SMEs in implementing health promotion programmes in general [60], these
concerns should be given special attention when designing
anti-stigma interventions in an SME context.
In terms of implementation, experts rated face-to-face
workshops as more useful than online workshops for both
employees with mental health issues and their managers.
Face-to-face workshops were also rated as more likely
to be taken up by staff compared to online workshops.
Similarly, experts rated face-to-face anti-stigma interventions highly (e.g. counselling, workshops given by expertthrough-experience, workshops given by a professional).
Despite our survey being carried out several months into the
COVID-19 pandemic, which has forced many interventions
to be implemented online, these results may reflect experts’
greater familiarity with traditional face-to-face approaches.
The results are in contrast with research showing that online
modalities can be effective and reduce costs [50, 61], which
may be especially important in the SME context where few
resources are usually available, but may reflect that more
direct, human contact is still preferred when both options
(hypothetically) are available.
A discrepancy was noted between the responses from
experts about what interventions were most likely to be
taken up by staff, and the ratings on usefulness. For example, frameworks designed to guide accessing health services
were rated the least likely to be taken up by staff despite
being rated useful by 70.8% of experts. This highlights
the need for interventions to be planned not just based on
what material is useful, but also ensure they are acceptable
for employees in a workplace context. This is especially
important in SMEs where take up of health promotion programmes is generally lower than in larger enterprises [60].
The consistency in responses across country groups was
surprising given that all the countries in the Western Europe
& Australia group are classed as developed economies [62],
while in the Central & Eastern Europe group, two of the
three countries are classed as economies in transition, with
presumably fewer resources to dedicate to mental health and
combatting stigma [63, 64]. This consistency in responses
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was also seen across experts coming from a wide range of
fields of expertise and different geographical areas. Given
that we were looking for specific expertise in certain sectors and/or the SME workplace, we assumed a small pool of
potential experts in each country and designed the sampling
strategy to gain access to as broad a range of experts as
possible, to ensure that the experts adequately reflected the
field of potential and relevant responses. The expert response
rate of 42% was low, although appears similar to other webbased expert surveys [65, 66]. Some countries did not meet
the minimum target for five experts. However, the impact
of this seems to be mitigated by the consistent results from
a heterogenous group (in terms of expertise and geographical location), and our results clearly demonstrate a shared
unmet need, which supports the feasibility of designing an
intervention which can be used across multiple contexts.
Results from experts representing the three sectors of
construction, health, and ICT sectors, were consistent with
responses from the experts with more general expertise. The
results of the MENTUPP pilot trial [67] will show whether
the intervention is similarly effective across sectors, but the
consistency of expert responses suggests that our findings
may be applicable in other workplace settings, although further research is needed.
The strengths of this expert survey include that it was
conducted in nine countries in different geographical, political, cultural, and economic regions, and its translation into
six languages. Furthermore, a diverse range of experts
were consulted, and despite their individual roles, sectors
or cultures, answers were largely consistent between expert
groups. Moreover, the mix of closed and open questions
allowed a quantitative assessment supplemented by detailed
qualitative data. However, there were some important limitations. Expert consultations are low in the hierarchy of
evidence [36, 68]. Nevertheless, for the specific objectives
of this survey, it has provided useful guidance in specific
areas where scientific literature is lacking. As previously
mentioned, the response rate at 42.0% was low and the distribution of participants per country was uneven, although
our sub-analysis of country group and expert area showed
few differences. Finally, the translation of the survey and
answers may have introduced bias.
In conclusion, the survey results demonstrate that experts,
despite their diversity in terms of country and experience,
largely come to a very similar assessment regarding a lack of
current tools, materials and support for employees and managers to be able to cope with mental health difficulties in the
workplace. Similarly, most experts agreed that employees
often hide their mental health difficulties due to stigma, and
that appropriate workplace-based anti-stigma programmes
are needed. The results of this expert survey provide valuable information which adds to the limited empirical evidence available and inform the approach taken within the
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MENTUPP programme regarding clinical mental health
problems and stigma.
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