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Evidence profile 1 
 

Question 1: What universally-delivered organizational interventions improve positive mental health and reduce symptoms 

of mental health conditions, suicidal behaviours and substance use? 
 

Part 1 – Evidence review 
 

Population/ Intervention / Comparison / Outcome (PICO) 

 

Population: Adults who are paid standard or non-standard workers in the formal and informal sectors. 

Intervention: Organizational interventions that aim to improve positive mental health and reduce symptoms of mental health conditions, suicidal behaviours, or substance use. 

Comparison: Care/support as usual, or other intervention 

Outcomes: 

Critical outcomes: 

• Mental health symptoms and disorders 

• Positive mental health 

• Quality of life and functioning 

• Work-related outcomes 

Important outcomes:  

• Suicidal behaviours 

• Substance use 

• Adverse effects 

 

Search strategy: Searches were conducted on December 1st, 2020 in the following databases: Cochrane Database of Systematic Reviews, PubMed, EMBASE, PsycINFO, and Global Index Medicus. 

In addition, the following databases were used to identify additional literature on January 27th, 2021: Google Scholar, Campbell Systematic Reviews, and PROSPERO to identify protocols for 

ongoing reviews. The searches were updated on April 1st, 2021.  
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List of systematic reviews identified by the search process  
 
Included in Grading of Recommendations Assessment, Development, and Evaluations (GRADE) tables or footnotes 
 
Daniels K, Gedikli C, Watson D, Semkina A, Vaughn O. Job design, employment practices and well-being: a systematic review of intervention studies. Ergonomics. 2017;60(9):1177–96. 
 
Kröll C, Doebler P, Nüesch S. Meta-analytic evidence of the effectiveness of stress management at work. Eur J Work Organ Psychol. 2017;26(5):677–93. 
 
Naghieh A, Montgomery P, Bonell CP, Thompson M, Aber JL. Organisational interventions for improving wellbeing and reducing work-related stress in teachers. Cochrane Database Syst Rev. 
2015;(4):CD010306. 
 
Shrestha N, Kukkonen‐Harjula K T, Verbeek J H, Ijaz S, Hermans V, Pedisic Z. Workplace interventions for reducing sitting at work. Cochrane Database Syst Rev. 2018;(6):CD010912. 
 
Verbeek J, Ruotsalainen J, Laitinen J, Korkiakangas E, Lusa S, Mänttäri S et al. Interventions to enhance recovery in healthy workers; a scoping review. Occup Med (Lond). 2019;69(1):54–63. 
 
 
Additional evidence: excluded from GRADE tables and footnotes 
 
Czabała C, Charzyńska K. A systematic review of mental health promotion in the workplace. In: Huppert FA and Cooper CL, editors. Interventions and Policies to Enhance Wellbeing: Wellbeing: A 
Complete Reference Guide, Volume VI. Chichester (UK): Wiley Blackwell;2014:221–76. 
 
Joyce K, Pabayo R, Critchley JA, Bambra C. Flexible working conditions and their effects on employee health and wellbeing. Cochrane Database Syst Rev. 2010;2010(2):CD008009.  
 
Lau RW, Mak WH. Effectiveness of workplace interventions for depression in Asia: A meta-analysis. SAGE Open. 2017;(2):2158244017710293. 
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Part 2 – Grading the evidence 
 

GRADE evidence tables 

Table 1: Flexitime vs. any type of control for general workers 
 
Author(s): Kotaro Imamura, Yui Hidaka  
Question: Flexible working arrangements (Flexitime) compared to any/no control for general paid adult workers  
Setting: Multiple workplace settings  
Bibliography: Kröll C, Doebler P, Nüesch S. Meta-analytic evidence of the effectiveness of stress management at work. Eur J Work Organ Psychol. 2017;26(5):677–93. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study 
design 

Risk of 
bias 

Inconsistency Indirectness Imprecision 
Other 

considerations 
Flexitime 

any/no 
control  

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – psychological health 

7  randomized 
trials a 

very 
serious b 

very serious c serious d not serious  none  9987 e -  SMD 0.19 
SD higher 

(0.07 
higher to 

0.3 
higher) f 

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Positive mental health – not reported 

 - - - - - - - - -  CRITICAL  

Quality of life and functioning – not reported 

 - - - - - - - - -  CRITICAL  

Work-related outcomes – Job satisfaction 

5  randomized 
trials g 

very 
serious h 

very serious i not serious  not serious  none  6268 e -  SMD 0.25 
SD higher 

(0.13 
higher to 

0.37 
higher) f  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Work-related outcomes – Work performance 
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study 
design 

Risk of 
bias 

Inconsistency Indirectness Imprecision 
Other 

considerations 
Flexitime 

any/no 
control  

Relative 
(95% CI) 

Absolute 
(95% CI) 

5  randomized 
trials j 

very 
serious k 

serious l not serious  not serious  none  1129 e -  SMD 0.11 
SD higher 

(0.08 
lower to 

0.3 
higher) f  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Work-related outcomes – Absenteeism 

3  randomized 
trials m 

very 
serious n 

not serious  not serious  not serious  none  6146 e -  SMD 0.02 
SD lower 

(0.07 
lower to 

0.03 
higher) o 

⨁⨁◯◯ 
LOW  

CRITICAL  

Suicidal behaviours – not reported 

- - - - - - - - -  IMPORTANT  

Substance use – not reported 

- - - - - - - - -  IMPORTANT  

Adverse intervention effects – not reported 

- - - - - - - - -  IMPORTANT  

CI: confidence interval; SD: standard deviation; SMD: standardised mean difference  
 
Explanations 
a. Among 7 studies, only one study conducted a randomized controlled trial (RCT). The other 6 studies used observational (cross-sectional) study designs. The results of 3 studies were derived 
from the same article (Masuda et al., 2012).  
b. This has been rated as very serious, as 6 studies of 7 studies included in Kröll, Doebler and Nüesch (2017) were conducted using cross-sectional study designs. Scores of the study quality 
assessed by the study design and implementation assessment device (DIAD) were very low.  
c. This has been rated as very serious, as heterogeneity was high (i2 = 85.3%).  
d. This has been rated as serious, as the study reported by Masuda et al. (2012) assessed strain-based work-family conflict as the mental health outcome.  
e. Only the total number of participants were presented.  
f. Positive SMD favours the intervention.  
g. Among 5 studies, only one study conducted an RCT. The other 4 studies used observational (cross-sectional) study designs. The results of 3 studies were derived from the same article (Masuda 
et al., 2012).  
h. This has been rated as very serious, as 4 of 5 studies included in Kröll, Doebler and Nüesch (2017) were conducted using cross-sectional study designs. Scores of the study quality assessed by 
the Study Design and Implementation Assessment Device (DIAD) were very low.  
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i. This has been rated as very serious, as heterogeneity was high (i2=80.5%).  
j. Among 5 studies, 2 studies were RCTs. The other 3 studies used observational (cross-sectional) study designs.  
k. This has been rated as very serious, as 3 studies of 5 studies included in Kröll, Doebler and Nüesch (2017) were conducted using a cross-sectional study design. Scores of the study quality 
assessed by the Study Design and Implementation Assessment Device (DIAD) were very low.  
l. This has been rated as serious, as heterogeneity was moderate (i2=56.2%).  
m. Among 3 studies, only one study used RCT design. The other 2 studies used observational (cross-sectional) study designs.  
n. This has been rated as very serious, as 2 studies of 3 studies included in Kröll, Doebler and Nüesch (2017) were conducted using cross-sectional study designs. Scores of the study quality 
assessed by the Study Design and Implementation Assessment Device (DIAD) were very low.  
o. Negative SMD favours the intervention.   
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Table 2: Teleworking vs. any type of control for general workers 
 
Author(s): Kotaro Imamura, Mai Iwanaga 
Question: Flexible working arrangements (Teleworking) compared to any/no control for general paid adult workers  
Setting: Multiple workplace settings  
Bibliography: Kröll C, Doebler P, Nüesch S. Meta-analytic evidence of the effectiveness of stress management at work. Eur J Work Organ Psychol. 2017;26(5):677–93. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Teleworking 
any/no 
control 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – Psychological health 

6  observational 
studies a 

very 
serious b 

very serious c serious d not serious  none  5283 e -  SMD 0.22 
SD higher 

(0.01 
higher to 

0.43 
higher) n 

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Positive mental health – not reported 

 -
   

- - - - - - - -  CRITICAL  

Quality of life and functioning – not reported 

- - - - - - - - -  CRITICAL  

Work-related outcomes – Job satisfaction 

11  observational 
studies f 

very 
serious g 

very serious h serious i not serious  none  6228 e -  SMD 0.12 
SD higher 

(0.05 
lower to 

0.29 
higher) n 

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Work-related outcomes – Work performance 

6  observational 
studies j 

very 
serious b 

very serious k not serious  not serious  none  8477 e -  SMD 0.07 
SD higher 

(0.11 
lower to 

0.25 
higher) n  

⨁◯◯◯ 
VERY LOW  

CRITICAL  
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Teleworking 
any/no 
control 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Work-related outcomes – Absenteeism 

1  observational 
studies l 

very 
serious m 

not serious  not serious  not serious  none  The association between teleworking with 
absenteeism was investigated using a cross-sectional 
study design. The final sample of organizations utilized 
in the analysis is 2811. Teleworking was inversely 
related to absenteeism in a statistically significant 
manner (Stand. B=-0.117, P<0.05). 

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Suicidal behaviours – not reported 

- - - - - - - - -  IMPORTANT  

Substance use – not reported 

- - - - - - - - -  IMPORTANT  

Adverse intervention effects – not reported 

- - - - - - - - -  IMPORTANT  

CI: confidence interval; SD: standard deviation; SMD: standardised mean difference 
 
Explanations 
a. All 6 studies used observational (cross-sectional) study designs. The results of 3 studies were derived from the same article (Masuda et al., 2012).  
b. This has been rated as very serious, as all 6 studies included were conducted using cross-sectional study designs. Scores of the study quality assessed by the Study Design and Implementation 
Assessment Device (DIAD) were very low.  
c. This has been rated as very serious, as heterogeneity was high (i2 = 93.0%).  
d. This has been rated as serious, as the study reported by Masuda et al. (2012) assessed strain-based work-family conflict as the mental health outcome.  
e. Only the total number of participants were presented.  
f. All 11 studies used observational (cross-sectional) study designs. The results of 3 studies were derived from the same article (Masuda et al., 2012).  
g. This has been rated as very serious, as all 11 studies included in Kröll, Doebler and Nüesch (2017) were conducted using a cross-sectional study designs. Scores of the study quality assessed by 
the DIAD were very low.  
h. This has been rated as very serious, as heterogeneity was high (i2 = 89.9%).  
i. This has been rated as serious, as job satisfaction measures differed between studies.  
k. This has been rated as very serious, as heterogeneity was high (i2 = 86.2%).  
l. This study used observational (cross-sectional) study design.  
m. This has been rated as very serious, as this study included in Kröll, Doebler and Nüesch (2017) was conducted using a cross-sectional study design. Scores of the study quality assessed by the 
DIAD was very low.  
n. Positive SMD favours the intervention.  
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Table 3: Participatory organizational intervention targeting job design vs. any type of control for general workers 
 
Author(s): Yasumasa Otsuka, Yuka Kobayashi 
Question: Participatory organizational interventions compared to Care as usual/ other intervention/ no intervention for general paid adult workers  
Setting: Multiple workplace settings  
Bibliography: Daniels K, Gedikli C, Watson D, Semkina A, Vaughn O. Job design, employment practices and well-being: a systematic review of intervention studies. Ergonomics. 2017;60(9):1177–
96. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Participatory 
intervention 

Care as 
usual/ other 

intervention/ 
no 

intervention 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – Depersonalization and subjective health complaints 

1 a randomized 
trials 

very 
serious b 

not serious  not serious  serious c none  Cluster-randomized controlled trial at two 
organizations, a municipality and shopping mall, in 
Norway (N=282) t to bring about changes in the 
factors perceived by employees as causes of stress at 
work and to bring about organizational changes at the 
unit level found a significant difference in 
depersonalization (Wilks’ lambda = 0.950; F (1,81) = 
4.28; P < 0.05) and somatic symptoms (subjective 
health complaints) (Wilks’ lambda = 0.947; F (1,75) = 
4.17; P < .05) at the shopping mall. 

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Positive mental health - not reported 

- -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Quality of life & functioning - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Work-related outcomes - Work performance 

1  observational 
studies 

very 
serious d 

not serious  not serious  not serious  none  One controlled trial in Finland (N=625) that entailed 
leadership development to improve workers' job 
design found no change in work ability. However, 
according to paired samples t test results from the 
pre- and post-program measurements (n = 625), work 
ability (t = 2.23, p = 0.03) decreased during the follow-
up period. 

⨁◯◯◯ 
VERY LOW  

CRITICAL  
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Participatory 
intervention 

Care as 
usual/ other 

intervention/ 
no 

intervention 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Work-related outcomes - Absenteeism 

1 e randomized 
trials  

very 
serious f 

not serious  not serious  serious c none  Cluster-randomized controlled trial at two 
organizations, a municipality and shopping mall, in 
Norway (N=282) to bring about changes in the factors 
perceived by employees as causes of stress at work 
and to bring about organizational changes at the unit 
level found no significant difference in sickness 
absence; Wilks’ lambda = 0.997 in municipality and 
0.969 in shopping mall. 

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Suicidal behaviours - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  

Substance use - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  

Adverse effects - not reported 

- -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  

CI: confidence interval 

Explanations 
a. One RCT study was included in the GRADE Table, and the remaining 5 non-RCT studies were listed in "additional evidence not mentioned in GRADE tables".  
b. This has been rated as very serious, as drop-out rates were above 30%, the study results are only applicable to shopping mall employees, and risk of bias has not been evaluated.  
c. This has been rated as serious due to small sample size (n=282).  
d. This has been rated as very serious due to pre-post study design, and as risk of bias has not been evaluated.  
e.  One cluster RCT study was included in the GRADE Table, and the remaining 2 non-RCT studies were listed in the "additional evidence not mentioned in GRADE tables". 
f. This has been rated as very serious, as drop-out rates were above 30% and the study results are only applicable to shopping mall and municipality employees, and risk of bias has not been 
evaluated.  
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Table 4:   Workload or breaks vs. any type of control for general workers 

Author(s): Natsu Sasaki, Yu Komase  
Question: Changes to workload or breaks compared to care as usual//other intervention/no control for paid adult construction workers  
Setting: Construction sites 
Bibliography: Verbeek J, Ruotsalainen J, Laitinen J, Korkiakangas E, Lusa S, Mänttäri S, Oksanen T (2019). Interventions to enhance recovery in healthy workers; a scoping review. Occup Med. 
69(1):54-63. doi: 10.1093/occmed/kqy141 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study 
design 

Risk of 
bias 

Inconsistency Indirectness Imprecision 
Other 

considerations 
Workload or 

shift work 

Care as 
usual/ other 

intervention/ 
no 

intervention 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – Need for recovery 

1 a  randomized 
trials 

very 
serious 

b 

not serious  serious c serious d none  The included RCT showed no significant intervention 
effects for need for recovery at 3, 6, and 12 months 
follow-up. Compared to control group (N=122), the 
intervention group (N=171) showed the effect for 
elevated need for recovery 3-months (OR=1.50 [95% CI 
0.66-3.41]), 6-months (OR=1.15 [0.48-2.79]), 12-months 
(OR=0.88 [0.37-2.11]). The overall effect was OR=1.17 
[0.66-2.07]. 

⨁⨁◯◯ 
LOW  

CRITICAL  

Positive mental health – not reported 

- - - - - - - - - - - - CRITICAL  

Quality of life and functioning – not reported 

 - - - - - - - - - - - -  CRITICAL  

Work-related outcomes  – not reported 

- - - - - - - - - - - -  CRITICAL  

Suicidal behaviours – not reported 

- - - - - - - - - - - -  IMPORTANT  

Substance use – not reported 

- - - - - - - - - - - -  IMPORTANT  

Adverse intervention effects – not reported 

- - - - - - - - - - - -  IMPORTANT  

CI: confidence interval; OR: odds ratio; RCT: randomized controlled trial 
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Explanations 
a. Among two studies, one study used RCT design while the other used pre- post study design, which was listed in "additional evidence not mentioned in GRADE tables". 
b. This has been rated as very serious, as 1 study of 2 studies included in Verbeek J et al. (2019) were conducted using a pre- post study design. The risk of bias was not assessed in this scoping 
review.  
c. This has been rated as serious, as the external generalizability was limited as the RCT targeted construction workers. The interventions were individual training sessions of a physical therapist 
to lower the physical workload and to increase the influence of the construction workers at the worksite. 
d. This has been rated as serious due to small sample size (N=293). 
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Table 5: Physical environment (combining multiple environmental interventionsa) vs. any type of control for general workers 

 

Author(s): Yu Komase, Natsu Sasaki 

Question: Physical environment (combining multiple environmental interventions) compared to no intervention for office workers  
Setting: Office workers  
Bibliography: Shrestha N, Kukkonen‐Harjula K T, Verbeek J H, Ijaz S, Hermans V, Pedisic Z. Workplace interventions for reducing sitting at work. Cochrane Database Syst Rev. 2018;(6):CD010912. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study 
design 

Risk of 
bias 

Inconsistency Indirectness Imprecision 
Other 

considerations 

Physical 
environment 
(combining 

multiple 
environmental 
interventions) 

Care as 
usual/ other 

intervention/ 
no 

intervention 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – not reported 

 - - - - - - - - - - - -  CRITICAL  

Positive mental health – not reported 

- - - - - - - - - - - - CRITICAL  

Quality of life and functioning – not reported 

- - - - - - - - - - - -  CRITICAL  

Work-related outcomes – Work engagement 

1  randomized 
trials  

serious b not serious  serious c not serious  none  96 106  -  MD 0.1 
higher 

(0.1 lower 
to 0.3 

higher) d 

⨁⨁◯◯ 
LOW  

CRITICAL  

Suicidal behaviours – not reported 

- - - - - - - - - - - -  IMPORTANT  

Substance use – not reported 

- - - - - - - - - - - -  IMPORTANT  

Adverse intervention effects – not reported 

- - - - - - - - - - - -  IMPORTANT  

CI: confidence interval; MD: mean difference 
 



GUIDELINES ON MENTAL HEALTH AT WORK  

 

Explanations 
a. This included multiple environmental modifications in the office including (1) a modified coffee area to promote relaxation, (2) modified office space with exercise balls and reduced back-
ground noise, (3) a modified conference room with a standing table and artwork, and (4) an informal meeting area with recreational activities.  
b. This has been rated as serious due to risk of bias (blinding of participants and personnel, and validity of outcome measure).  
c. This has been rated as serious, as the demographics of the participants (office employees of a financial service provider) included are skewed, limiting generalizability for general workers.  
d. Negative MD favours the intervention.   
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Table 6: Physical environment (sit-stand desks) vs. any type of control for general workers 

 
Author(s): Yu Komase, Natsu Sasaki 
Question: Physical environment (Sit stand desks) compared to no intervention for general paid adult workers  
Setting: Multiple workplace settings 
Bibliography: Shrestha N, Kukkonen-Harjula K T, Verbeek J H, Ijaz S, Hermans V, Pedisic Z. Workplace interventions for reducing sitting at work. Cochrane Database Syst Rev. 2018;(6):CD010912. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Physical 
environment 

(Sit stand 
desks) 

Care as 
usual/ other 

intervention/ 
no 

intervention 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – not reported 

- - - - - - - - - - - -  CRITICAL  

Positive mental health – not reported 

- - - - - - - - - - - -  CRITICAL  

Quality of life and functioning – not reported 

- - - - - - - - - - - -  CRITICAL  

Work-related outcomes – Work Performance 

2  observational 
studies  

very 
serious a 

serious b serious c very serious d none  31  21 -  MD 0.82 
higher 

(0 to 1.63 
higher) e 

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Suicidal behaviours – not reported 

- - - - - - - - - - - -  IMPORTANT  

Substance use – not reported 

- - - - - - - - - - - -  IMPORTANT  

Adverse intervention effects – not reported 

- - - - - - - - - - - -  IMPORTANT  

CI: confidence interval; MD: mean difference 
 
Explanations 
a. This has been rated as very serious, as 2 studies included in Shrestha et al. (2018) were conducted using a case-control study design and both papers were rated as having high risk of bias.  
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b. This has been rated as serious, as the interventions are different; sit-stand desk intervention, and multi-component intervention consisted of the installation of height-adjustable workstations 
and organizational (management consultation, staff education, manager emails to staff) and individual (face-to-face coaching, telephone support) elements.  
c. This has been rated as serious, as the demographics of the participants included into each study (office workers, desk-based office employees) are skewed, limiting generalizability for general 
workers.  
d. This has been rated as very serious due to very small sample size (N=62).  
e. Positive MD favours no intervention.    
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Table 7: Nudging strategies targeting the physical work environment vs. care as usual for administrative and academic staff 
 
Author(s): Yuka Kobayashi, Yasumasa Otsuka 
Question: Physical environment (walking strategies) compared to no intervention  
Setting: University academic and administrative staff  
Bibliography: Shrestha N, Kukkonen-Harjula K T, Verbeek J H, Ijaz S, Hermans V, Pedisic Z. Workplace interventions for reducing sitting at work. Cochrane Database Syst Rev. 2018;(6):CD010912. 
.  

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias 

Inconsistency Indirectness Imprecision 
Other 

considerations 

Physical 
environment 

(walking 
strategies) 

care as 
usual 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – not reported 

- - - - - - - - - - - -  CRITICAL  

Positive mental health – not reported 

- - - - - - - - - - - -  CRITICAL  

Quality of life and functioning – not reported 

- - - - - - - - - - - -  CRITICAL  

Work-related outcomes – Work performance 

1  randomized 
trials  

very 
serious a 

not serious  not serious  serious b none  88  102  -  MD 2.59 
lower 
(3.92 

lower to 
1.26 

lower) c 

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Suicidal behaviours – not reported 

- - - - - - - - - - - -  IMPORTANT  

Substance use – not reported 

- - - - - - - - - - - -  IMPORTANT  

Adverse intervention effects – not reported 
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Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of 
bias 

Inconsistency Indirectness Imprecision 
Other 

considerations 

Physical 
environment 

(walking 
strategies) 

care as 
usual 

Relative 
(95% CI) 

Absolute 
(95% CI) 

- - - - - - - - - - - -  IMPORTANT  

CI: confidence interval; MD: mean difference 
 
Explanations 
a. This has been rated as very serious, due to incomplete outcome data (attrition bias) and blinding of participants and personnel (performance bias). Number of withdrawals was unbalanced in 
two groups, with more in the intervention group.  
b. This has been rated as serious due to small sample size (N=200).  
c. The outcome of this meta-analysis was percentage of lost work productivity. Lower MD indicates good work performance.  
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Table 8: Performance feedback/reward vs. any type of control for general workers 
 
Author(s): Akiomi Inoue, Ayako Hino  
Question: Performance feedback/reward compared to wait list/no intervention for teachers  
Setting: Primary and secondary schools  
Bibliography: Naghieh A, Montgomery P, Bonell CP, Thompson M, Aber JL. Organisational interventions for improving wellbeing and reducing work‐related stress in teachers. Cochrane Database 
Syst Rev. 2015;(4):CD010306. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Performance 
feedback/reward 

care as 
usual/other 

intervention/no 
intervention 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms & disorders – not reported 

- - - - - - - - - - - - CRITICAL 

Positive mental health – not reported 

- - - - - - - - - - - - CRITICAL 

Quality of life & functioning – not reported 

- - - - - - - - - - - - CRITICAL 

Work-related outcomes – Turnover 

1  observational 
studies a 

serious 
b 

not serious  serious c serious d none e Compared to a matched-comparison group, an intervention 
group had higher teacher retention rates at 12-month 
(N=1,102; MD 7.90%; 95% CI 2.00 to 13.80), 24-month 
(N=881; MD 18.30%; 95% CI 8.75 to 27.85), and 36-month 
(N=781; MD 11.50%; 95% CI 3.25 to 19.75) follow-ups. The 
mean differences demonstrated moderate effect sizes. f 

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Suicidal behaviours – not reported 

- - - - - - - - - - - - IMPORTANT 

Substance use – not reported 

- - - - - - - - - - - - IMPORTANT 

Adverse effects – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; MD: mean difference 
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Explanations 
a. Quasi-experimental design using a matched control based on propensity scores as the control group. 
b. This has been rated as serious, as in the selected study, an individual intervention was included in the intervention package and the outcome (i.e., retention) was reported for only one cohort 
as 1-year, 2-year, and 3-year rates. 
c. This has been rated as serious, as the systematic review included only teachers working at primary and secondary schools, rather than general workers. 
d. This has been rated as serious, as the study demonstrated wide CIs. 
e. No publication bias was detected, but funnel plots could not be produced due to the paucity of studies, so publication bias is possible. 
f. There is no indication of the specific number of teachers in the intervention and matched comparison schools.  
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Part 3 – From evidence to recommendations 
 
Table 9. Summary of findings table 

 

GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk 
(RR) 

Std. Mean Difference 
(SMD) 

Certainty of 
Evidence 

GRADE Table 1 
 
Flexible working arrangements 
(Flexitime) vs. any/no intervention 

Kröll, Doebler & 
Nüesch, (2017) 

 

Mental health symptoms 
and disorders 

Psychological health 7 - SMD 0.19 SD higher 
(0.07 higher to 0.3 

higher) 

⨁◯◯◯ 
VERY LOW 

Positive mental health - - - - - 

Quality of life and 
functioning 

- - - - - 

Work-related outcomes Job satisfaction 5 - SMD 0.25 SD higher 
(0.13 higher to 0.37 

higher) 

⨁◯◯◯ 
VERY LOW 

Work performance 5 - SMD 0.11 SD higher 
(0.08 lower to 0.3 

higher) 

⨁◯◯◯ 
VERY LOW 

Absenteeism 3 - SMD 0.02 SD lower 
(0.07 lower to 0.03 

higher) 
Lower values favours 

intervention 

⨁⨁◯◯ 
LOW 

Suicidal behaviours - - - - - 

Substance use - - - - - 

Adverse effects - - - - - 

GRADE Table 2 
 
Flexible working arrangements 
(Teleworking) vs. any/no intervention 
 

Kröll, Doebler & 
Nüesch (2017) 

 

Mental health symptoms 
and disorders 

Psychological health 6 - SMD 0.22 SD higher 
(0.01 higher to 0.43 

higher) 

⨁◯◯◯ 
VERY LOW 

Positive mental health - - - - - 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk 
(RR) 

Std. Mean Difference 
(SMD) 

Certainty of 
Evidence 

Quality of Life and 
Functioning 

- - - - - 

Work-related Outcomes Job satisfaction 11 - SMD 0.12 SD higher 
(0.05 lower to 0.29 

higher) 

⨁◯◯◯ 
VERY LOW 

Work performance 6  SMD 0.07 SD higher 
(0.11 lower to 0.25 

higher) 

⨁◯◯◯ 
VERY LOW 

Absenteeism 1 Narrative review. 
One study reported that teleworking 
was inversely related to absenteeism. 

⨁◯◯◯ 
VERY LOW 

Suicidal behaviours - - - - - 

Substance use - - - - - 

Adverse effects - - - - - 

GRADE Table 3 
 
Participatory organizational 
interventions targeting job design vs. 
care as usual/other intervention/no 
intervention 

Daniels et al. 
(2017) 

Mental health symptoms 
and disorder 

Depersonalization and 
subjective health 

complaints 

1 Narrative review. 
One study reported that bringing 

about changes in the factors perceived 
by employees as causes of stress at 
work and organizational changes at 

the unit level found a significant 
decrease depersonalization and 

somatic symptoms. 

⨁◯◯◯ 
VERY LOW 

Positive mental health - - - - - 

Quality of life and 
functioning 

- - - - - 

Work-related outcomes Work performance 1 Narrative review. 
One study that entailed leadership 

development to improve workers' job 
design found no change in work ability.  

⨁◯◯◯ 
VERY LOW 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk 
(RR) 

Std. Mean Difference 
(SMD) 

Certainty of 
Evidence 

Absenteeism 1 Narrative review. 
One study reported that bringing 

about changes in the factors perceived 
by employees as causes of stress at 
work and organizational changes at 
the unit level found no significant 

difference in sickness absence. 

⨁◯◯◯ 
VERY LOW 

Suicidal behaviours - - - - - 

Substance use - - - - - 

Adverse effects - - - - - 

GRADE Table 4  
 
Changes to workload or breaks vs. care 
as usual/other intervention/no 
intervention 

Verbeek et al. 
(2019) 

Mental health symptoms 
and disorders 

Need for recovery 1 Narrative review. 
One study reported that no significant 

effectiveness of break intervention 
was found on recovery. 

⨁⨁◯◯ 
LOW 

Positive mental health  - - - - - 

Quality of life and 
functioning 

- - - - - 

Work-related outcomes - - - - - 

Suicidal behaviours - - - - - 

Substance use - - - - - 

Adverse effects - - - - - 

GRADE Table 5 
 
Physical environment (combining 
multiple environmental interventions) 
vs. no intervention 

Shrestha et al. 
(2018) 

Mental health symptoms 
and disorders 

- - - - - 

Positive mental health - - - - - 

Quality of life and 
functioning 

- - - - - 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk 
(RR) 

Std. Mean Difference 
(SMD) 

Certainty of 
Evidence 

Work-related outcomes Work engagement 1 MD 0.1 higher 
(0.1 lower to 0.3 higher) 

Lower values favours intervention 

⨁⨁◯◯ 
LOW 

Suicidal behaviours - - - - - 

Substance use - - - - - 

Adverse effects - - - - - 

GRADE Table 6 
 
Physical environment (sit-stand desks) 
vs. no intervention 

Shrestha et al. 
(2018) 

Mental health symptoms 
and disorders 

- - - - - 

Positive mental health - - - - - 

Quality of life and 
functioning 

- - - - - 

Work-related outcomes Work performance 2 - MD 0.82 higher 
(0 to 1.63 higher) 

Lower values favours 
intervention 

⨁◯◯◯ 
VERY LOW  

Suicidal behaviours - - - - - 

Substance use - - - - - 

Adverse effects - - - - - 

GRADE Table 7 
 
Nudging strategies targeting the 
physical work environment vs. care as 
usual 

Shrestha et al. 
(2018) 

Mental health symptoms 
and disorders 

- - - - - 

Positive mental health - - - - - 

Quality of life and 
functioning 

- - - - - 

Work-related outcomes Work performance 1 - MD 2.59 lower 
(3.92 lower to 1.26 

lower) 

⨁◯◯◯ 
VERY LOW 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk 
(RR) 

Std. Mean Difference 
(SMD) 

Certainty of 
Evidence 

Suicidal behaviours - - - - - 

Substance use - - - - - 

Adverse effects - - - - - 

GRADE Table 8  
 
Performance feedback/reward vs. wait 
list/no intervention 

Naghieh et al. 
(2015) 

Mental health symptoms 
and disorders 

- - - - - 

Positive mental health - - - - - 

Quality of life and 
functioning 

- - - - - 

Work-related outcomes Turnover 1 Narrative review. 
One study reported that an 

intervention group, which was 
provided a multi-component 

intervention containing a performance 
bonus, job promotion opportunities, 

and mentoring support, had 
significantly higher teacher retention 

rates compared to a matched-
comparison group. 

⨁◯◯◯ 
VERY LOW 

Suicidal behaviours - - - - - 

Substance use - - - - - 

Adverse effects - - - - - 
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Fig. 1. PRISMA flow diagram for systematic review of reviews 
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Evidence profile 2 
 

Question 2: What organizational interventions delivered to civilian health, emergency or humanitarian workers improve 
positive mental health and reduce symptoms of mental health conditions, suicidal behaviours and substance use? 
 

Part 1 – Evidence review 

 

Population/ Intervention / Comparison / Outcome (PICO) 

 

Population: Adults who are paid standard or non-standard civilian health care workers, emergency workers, or humanitarian workers.  

Intervention: Organizational interventions  

Comparison: Care/support as usual, or other intervention 

Outcomes: 

Critical outcomes: 

• Mental health symptoms & disorders 

• Positive mental health 

• Quality of life and functioning 

• Work-related outcomes 

• Suicidal behaviours 

• Substance use 

Important outcomes: 

• Adverse intervention effects 

 

Search strategy: The literature searches were initially conducted on December 1st, 2020 in the following databases: Cochrane Database of Systematic Reviews, PubMed, EMBASE, PsycINFO, and Global 

Index Medicus. In addition, the following databases were used to identify additional literature on January 27th, 2021: Google Scholar, Campbell Systematic Reviews, and PROSPERO to identify protocols 

for ongoing reviews. The searches were updates on April 1st, 2021.  

  



WEB ANNEX: EVIDENCE PROFILES AND SUPPORTING EVIDENCE 

 

33 
 

 

List of systematic reviews identified by the search process  
 
Included in GRADE tables or footnotes 
 
McCulloch P, Rathbone J, Catchpole K. Interventions to improve teamwork and communications among healthcare staff. Br J Surg. 2011;98(4):469–79. 
 
Panagioti M, Panagopoulou E, Bower P, Lewith G, Kontopantelis E, Chew-Graham C et al. Controlled interventions to reduce burnout in physicians: a systematic review and meta-analysis. JAMA Intern 
Med. 2017;177(2):195–205. 
 
Romppanen J, Häggman‐Laitila A. Interventions for nurses’ well‐being at work: a quantitative systematic review. J Adv Nurs. 2017;73(7):1555–69. 
 
Sakuraya A, Imamura K, Watanabe K, Asai Y, Ando E, Eguchi H et al. What kind of intervention is effective for improving subjective well-being among workers? A systematic review and meta-analysis of 
randomized controlled trials. Front Psychol. 2020;11:528656. 
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Additional evidence: excluded from GRADE tables and footnotes 
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Ruotsalainen JH, Verbeek JH, Mariné A, Serra C. Preventing occupational stress in healthcare workers. Cochrane Database Syst Rev. 2015;13(11):CD002892.  
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Part 2 – Grading the evidence 

 

GRADE evidence tables 

Table 1: Communication and teamwork vs. any type of control for health care workers 
 
Author(s): Mako Iida, Asuka Sakuraya, Ayako Hino, Akiomi Inoue 
Question: Communication and teamwork compared to any type of control for civilian health care workers  
Setting: Healthcare  
Bibliography:  
1) Romppanen J, Häggman-Laitila A. Interventions for nurses’ well‐being at work: a quantitative systematic review. J Adv Nurs. 2017;73(7):1555–69 
2) Sakuraya A, Imamura K, Watanabe K, Asai Y, Ando E, Eguchi H et al. What kind of intervention is effective for improving subjective well-being among workers? A systematic review and meta-analysis 
of randomized controlled trials. Front Psychol. 2020;11:528656. 
3) McCulloch P, Rathbone J, Catchpole K. Interventions to improve teamwork and communications among healthcare staff. Br J Surg. 2011;98(4):469–79. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Communication 
and teamwork 

Any type 
of control 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms & disorders – Burnout & mental health symptoms 

2 a observational 
studies  

serious b not serious  not serious  not serious  none  Data were not pooled in the review. One trial in Canada 
(n=1,173) showed greater improvement in burnout 
scores for health care workers who received a six-month 
communication and teamwork intervention compared to 
a control group (x2=8,40 p=0,04). Exhaustion decreased 
in the intervention group (β = -0,41 r2 =2,17%) compared 
to control group (β = -1,28 r2 =0,07%), but there was no 
statistically significantly differences in levels of 
exhaustion between interventions over time.  
 
One trial found a negative relationship between 
workload and mental health symptoms; this negative 
relationship was mitigated among those who received a 
colleague-based civility program after six-month 
(workload X intervention interaction; B =0.17, 
⊿R2=0.014, F1,351=5.70, P<0.05).  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Positive mental health – subjective well being 
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Communication 
and teamwork 

Any type 
of control 

Relative 
(95% CI) 

Absolute 
(95% CI) 

2 c randomized 
trials  

serious d not serious  serious e serious k  none  328  190  -  SMD 0.13 
SD higher 

(1.12 
lower to 

1.38 
higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Quality of life and functioning – not reported 

- - - - - - - - -  CRITICAL  

Work-related outcomes – job satisfaction 

1 f observational 
studies  

serious g not serious  not serious  not serious  none  One trial in Canada (N =1,173, Time 1; N=907, Time 2) 
showed a statistically significant increase in job 
satisfaction among health care workers who received a 
six-month communication and teamwork intervention 
compared to the control condition contrast group (β = 
0,56 r2 =9,21%).  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Work-related outcomes – job performance 

4 h randomized 
trials  

serious i not serious  not serious  very serious j none  Data were not pooled in the review. One randomized 
controlled trial that investigated the effect of teamwork 
training for emergencies among midwives and 
obstetricians (N=140) found no positive effect on job 
performance. Another randomized controlled trial that 
investigated the effect of 1-day crisis training for ICU 
physicians compared to anther course (N=29) found no 
difference in performance. One cluster randomized 
controlled trial that investigated the effect of 4-h 
training course using cascade methodology for all staff in 
labour suites (N=1307) found no effect on adverse 
outcomes. Another randomized controlled trial that 
investigated the effect of resuscitation training ±2.5 h for 
interns (N=40) found teamwork behaviors improved, 
significantly for 3 of 6 dimensions. 

⨁◯◯◯ 
VERY LOW  

CRITICAL  
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Communication 
and teamwork 

Any type 
of control 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Work-related outcomes - absenteeism 

1 f observational 
studies  

serious g not serious  not serious  not serious  none  One trial in Canada (N =1,173, Time 1; N=907, Time 2) 
showed a statistically significant decrease in 
absenteeism among health care workers who received a 
six-month communication and teamwork compared to 
the control condition (β = -0.43). 

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Suicidal behaviours – not reported 

- - - - - - - - -  CRITICAL  

Substance use – not reported 

- - - - - - - - -  CRITICAL  

Adverse intervention effects – not reported 

- - - - - - - - - IMPORTANT  

CI: confidence interval; ICU: intensive care unit; SD: standard deviation; SMD: standardised mean difference  
 
Explanations 
a. This result is derived from Romppanen & Häggman-Laitila (2017). All of the studies used observational (controlled before-after) study designs. Summary of findings are derived from 2 studies.  
b. This has been rated as serious, as all studies rated “high” in two, and “unclear” in two or more domains of bias. 
c. This result is derived from Sakuraya et al. (2020). Among three included studies, two studies were used for meta-analysis due to a lack of sufficient data to calculate SMDs with standard errors (SEs) 
from the third.  
d. This has been rated as serious, as the risk of selection bias (e.g., allocation concealment), performance and detection bias (e.g., blinding of participants and personnel, providers, and outcome 
assessment, and data analysis), and reporting bias (e.g., selective reporting) was high or unclear among all included studies.  
e. This has been rated as serious, as one selected study included employees and managers of a mental health service specifically, rather than health care workers, generally.  
f. This result is derived from Romppanen & Häggman-Laitila (2017) and used an observational (controlled before-after) study design.  
g. This has been rated as serious, as the study rated “high” in four, and “unclear” in two domains of bias.  
h. This result is derived from McCulloch et al. (2011). Among 12 included studies, four were randomized controlled trials, and the others were observational studies. Summary of the results from the 
observational studies is provided in “additional evidence not mentioned in GRADE tables”.  
i. This has been rated as serious, as risk of selection bias (e.g., allocation concealment), performance and detection bias (e.g., double-blind), attrition bias (incomplete outcome data), and reporting bias 
(e.g., selective reporting) was high among most studies.  
j. This has been rated as very serious, as the results are inconsistent across the studies, and results could not be pooled due to the large variation between studies. Additionally, no information was 
provided for the results of 95% CI of each included studies.  
k. This has been rated as serious due to wide confidence intervals ranging from appreciable benefit to appreciable harm   
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Table 2: Clinical supervision vs. any type of control for nursing staff 

Author(s): Mako Iida, Asuka Sakuraya 
Question: Clinical supervision compared to any type of control for civilian health care workers  
Setting: Nurses and unit staff working at in-patient and outpatient units  
Bibliography: Romppanen J, Häggman-Laitila A. Interventions for nurses’ well‐being at work: a quantitative systematic review. J Adv Nurs. 2017;73(7):1555–69. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study 
design 

Risk of 
bias 

Inconsistency Indirectness Imprecision 
Other 

considerations 
Clinical 

supervision 
Any type 
of control 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – psychological disorders and burnout 

1 a randomized 
trials  

serious b not serious serious c serious d none  Data were not pooled in the review. The included 
RCT conducted a Clinical Supervision training course 
for clinical supervisors, supervisees from mental 
health nurses, patients and unit staff. There were 
115 supervisees from mental health nurses, 82 
patients and 43 unit staffs in the intervention arm 
(n=9 sites), and 71 mental health nurses, 88 patients 
and 11 units staff in control arm. No statistically 
significant differences were found by psychological 
disorders (overall reduction in the level of GHQ 
‘caseness’ from 9/24, to 5/22 among supervisors, 
and nearly 40% recorded ‘psychiatric caseness’ on 
the GHQ among supervisees. 2) There were also no 
statistically significant differences by burnout. 

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Positive mental health – not reported 

- - - - - - - - - CRITICAL  

Quality of life & Functioning – not reported 

- - - - - - - - - CRITICAL  

Work-related outcomes – not reported 

- - - - - - - - -  CRITICAL  

Suicidal behaviours – not reported 

- - - - - - - - - CRITICAL  
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study 
design 

Risk of 
bias 

Inconsistency Indirectness Imprecision 
Other 

considerations 
Clinical 

supervision 
Any type 
of control 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Substance use – not reported 

- - - - - - - - - CRITICAL  

Adverse intervention effects – not reported 

- - - - - - - - -  IMPORTANT  

CI: confidence interval; GHQ: general health questionnaire; RCT: randomized controlled trial  
 
Explanations 
a. Summary of findings derived from 2 studies (White & Winstanley, 2010; Koivu, Saarinen &  Hyrkas, 2012). One study used an RCT design (White and Winstanley, 2010). Another study used an 
observational (controlled before-after) study design (Koivu, Saarinen & Hyrkas, 2012), which is described in the “additional evidence not mentioned in GRADE tables.”  
b. This has been rated as serious, as the study rated “high” in 1 domain, and “unclear” in 2 domains of bias. 
c. This has been rated as serious, as the selected study included patient and unit staff as well as nurse (White and Winstanley, 2010). This information has been taken from Supplemental table 2 in 
Romppanen & Häggman-Laitila (2017).  
d. This has been rated as serious, as information about 95% confidence interval of the selected study was not provided. 
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Table 3: Workload and schedule vs. any type of control for physicians including residents and fellows 
 
Author(s): Kotaro Imamura, Kanami Tsuno 
Question: Organization-directed interventions compared to any type of control for physicians including residents and fellows 
Setting: Primary, secondary, or intensive care setting 
Bibliography: Panagioti M, Panagopoulou E, Bower P, Lewith G, Kontopantelis E, Chew-Graham C et al. Controlled interventions to reduce burnout in physicians: a systematic review and meta-analysis. 
JAMA Intern Med. 2017;177(2):195–205. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study 
design 

Risk of 
bias 

Inconsistency Indirectness Imprecision 
Other 

considerations 

organization-
directed 

interventions 

any type of 
control 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – burnout 

8  randomized 
trials  

serious a not serious  serious b not serious  none  419 c 435  -  SMD 0.45 
SD lower 

(0.62 
lower to 

0.28 
lower)  

⨁⨁◯◯ 
LOW  

CRITICAL  

Positive mental health – not reported 

- - - - - - - - -  CRITICAL  

Quality of life and functioning – not reported 

- - - - - - - - - CRITICAL  

Work-related outcomes – not reported 

- - - - - - - - -  CRITICAL  

Suicidal behaviours – not reported 

- - - - - - - - -  CRITICAL  

Substance use – not reported 

- - - - - - - - -  CRITICAL  

Adverse intervention effects – not reported 
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study 
design 

Risk of 
bias 

Inconsistency Indirectness Imprecision 
Other 

considerations 

organization-
directed 

interventions 

any type of 
control 

Relative 
(95% CI) 

Absolute 
(95% CI) 

- - - - - - - - -  IMPORTANT  

CI: confidence interval; SD: standard deviation; SMD: standardised mean difference  
 
Explanations 
a. This has been rated as serious, as all studies rated “unclear” in one or more domain, two studies rated “high” in one domain of bias.  
b. This has been rated as serious, as the systematic review included organization-directed interventions with large variations in terms of actual approaches, intervention ingredients, and intensity. For 
instance, two-thirds of studies applied the intervention to improve workload and/or schedule, while one study applied more comprehensive intervention, including communication, teamwork, and 
quality improvement. Another study applied more intensive intervention with 19 biweekly facilitated discussion groups incorporating elements of mindfulness, reflection, shared experience, and small-
group learning for nine months.  
c. Only the total number of participants in each included study were presented in Table in Panagioti et al. (2017). The actual number of participants in the intervention/control groups was collected 
from each study.   
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Table 4: Participatory intervention vs. any type of control for civilian health care workers 

Author(s): Natsu Sasaki, Yu Komase  
Question: Participatory intervention compared to care as usual/ other intervention/ no intervention for civilian health care workers  
Setting: Caregivers in care settings in hospitals 
Bibliography: Verbeek J, Ruotsalainen J, Laitinen J, Korkiakangas E, Lusa S, Mänttäri S et al. Interventions to enhance recovery in healthy workers; a scoping review. Occup Med (Lond). 2019;69(1):54–
63. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Communication 
and teamwork 

any 
type of 
control 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – need for recovery 

1 Observational 
studies a 

 Very 
serious b 

Not serious serious c Not serious none The participants in intervention A (caregivers in 
psychiatric and somatic hospital care settings; n=135) 
and intervention B (caregivers in psychiatric care 
settings and intensive and somatic care units in 
hospitals; n=259) showed significant effect on need 
for recovery at 12-months follow-up (beta=-0.165, 
[95%CI -0.29 to -0.04]; -0.170 [-0.27 to -0.065] 
respectively), compared to the control (n=347). 

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Positive mental health – not reported 

- - - - - - - - -  CRITICAL  

Quality of life and functioning – not reported 

- - - - - - - - -  CRITICAL  

Work-related outcomes – not reported 

- - - - - - - - - CRITICAL  

Suicidal behaviours – not reported 

- - - - - - - - -  CRITICAL  

Substance use – not reported 

- - - - - - - - -  CRITICAL  
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Communication 
and teamwork 

any 
type of 
control 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Adverse intervention effects – not reported 

- - - - - - - - -  IMPORTANT  

CI: confidence interval 

 

Explanations 
a. The included study used a non-randomized controlled study design (Garde et al., 2012). The study conducted three types of interventions. Among them, one intervention (intervention C) was 

conducted among workers in a financial sector call canter. This GRADE table then included the two interventions (intervention A and B). 

b. This has been rated as very serious, as one non-randomized controlled study design was included. The risk of bias was not assessed in this scoping review (Verbeek et al., 2019). 

c. This has been rated as serious, as the included population in Garde et al. (2012) was caregivers in psychiatric care settings and somatic hospital (intervention A and B), limiting the generalizability for 

targeted population (i.e., civilian health workers, emergency workers, or humanitarian workers). The intervention characteristics were varied: intervention A encompassed the possibility to specify 

preferences for starting time and length of shift down to 15 minutes intervals and interventions B included the opportunity to choose between a number of predefined duties.  
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Part 3 – From evidence to recommendations 
 
Table 5. Summary of findings table 
 

GRADE Table Source Outcomes Specific Outcome Studies Relative Risk 
(RR) 

Std. Mean Difference 
(SMD) 

Certainty of 
Evidence 

GRADE Table 1 
 
Communication and teamwork 
compared to care as usual/other 
intervention/no intervention 
 

Romppanen & 
Häggman-Laitila 
2017;  
Sakuraya et 
al.(2020); 
McCulloch et al. 
(2011) 

Mental health 
symptoms and 
disorders 

Burnout and other mental 
health symptoms 
(Romppanen & Häggman-
Laitila 2017) 

3 Narrative review. 
Significantly reduced burnout scores, 

non-significant reductions in 
exhaustion. The relationship between 

workload and mental health 
symptoms were mitigated at 6-

months 

⨁◯◯◯ 
VERY LOW 

Positive mental 
health  

Subjective well-being 
(Sakuraya, 2020) 

2 - SMD 0.13 SD higher 
(1.12 lower to 1.38 

higher) 

⨁◯◯◯ 
VERY LOW  

Quality of life and 
functioning 

- - - - - 

Work-related 
outcomes 

Job satisfaction 
(Romppanen & Häggman-
Laitila 2017) 

1 Narrative review. 
One study reported that the 

intervention was significantly related 
to increased job satisfaction. 

⨁◯◯◯ 
VERY LOW 

Work performance 
(McCulloch, 2011) 

4 Narrative review. 
Varying results – three trials reported 
no relationship between intervention 
and job performance. One trial found 

a significant relationship between 
training and teamwork behaviour 

⨁◯◯◯ 
VERY LOW 

Absenteeism (Romppanen 
& Häggman-Laitila 2017) 

1 Narrative review. 
Absenteeism decreased significantly 

in the intervention group compared to 
control group. 

⨁◯◯◯ 
VERY LOW 
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GRADE Table Source Outcomes Specific Outcome Studies Relative Risk 
(RR) 

Std. Mean Difference 
(SMD) 

Certainty of 
Evidence 

Suicidal behaviours - - - - - 

Substance use - - - - - 

Adverse effects - - - - - 

GRADE Table 2 
 
Clinical supervision compared to care 
as Usual/other intervention/no 
intervention 

Romppanen & 
Häggman-Laitila 
2017 

Mental health 
symptoms and 
disorders 

Psychological disorders and 
burnout 

1 Narrative review. 
No statistically significant difference 

between groups in scores of 
psychological symptoms or burnout. 

⨁◯◯◯ 
VERY LOW 

Positive mental 
health 

- - - - - 

Quality of life and 
functioning 

- - - - - 

Work-related 
outcomes 

- - - - - 

 
Suicidal behaviours 
 

- - - - - 

Substance use - - - - - 

Adverse effects - - - - - 

GRADE Table 3 
 

Panagioti et al. 
(2017) 

Mental health 
symptoms and 

Burnout 8 - SMD 0.45 SD lower 
(0.62 lower to 0.28 

⨁⨁◯◯ 
LOW 
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GRADE Table Source Outcomes Specific Outcome Studies Relative Risk 
(RR) 

Std. Mean Difference 
(SMD) 

Certainty of 
Evidence 

Workload and schedule compared to 
care as usual/other intervention/no 
intervention  

disorders lower) 
Lower value favours 

intervention 

Positive mental 
health 

- - - - - 

Quality of life and 
functioning 

- - - - - 

Work-related 
outcomes 

- - - - - 

Suicidal behaviours - - - - - 

Substance use - - - - - 

Adverse effects - - - - - 

GRADE Table 4  
 
Participatory interventions compared 
to Care as usual/other 
intervention/no intervention 
 

Verbeek et al. 
(2019) 

Mental health 
symptoms and 
disorders 

Need for recovery 1 Narrative review. 
One study reported that participatory 
interventions significantly reduced the 

effect on need for recovery. 
 

⨁◯◯◯ 
VERY LOW 

Positive mental 
health 

- - - - - 

Quality of life and 
functioning 

- - - - - 

Work-related 
outcomes 

- - - - - 
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GRADE Table Source Outcomes Specific Outcome Studies Relative Risk 
(RR) 

Std. Mean Difference 
(SMD) 

Certainty of 
Evidence 

Suicidal behaviours - - - - - 

Substance use - - - - - 

Adverse effects - - - - - 
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Fig. 1. PRISMA flow diagram for systematic review of reviews 
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Evidence profile 3 
 

Question 3: What organizational interventions delivered to workers with symptoms of emotional distress or meeting criteria 
for mental health conditions improve positive mental health and reduce symptoms of mental health conditions, suicidal 
behaviours and substance use? 
 

Part 1 – Evidence review 

 

Population/ Intervention / Comparison / Outcome (PICO) 

 

Population: Adults who are paid standard or non-standard workers in the formal and informal sectors and have symptoms of emotional distress or meet criteria for mental health conditions. 

Intervention: Organizational interventions 

Comparison: Care/support as usual, or other intervention 

Outcomes:  

Critical outcomes: 

• Mental health symptoms and disorders 

• Quality of life and functioning 

• Work-related outcomes 

• Suicidal behaviours 

• Substance use 

Important outcomes:  

• Positive mental health 

• Adverse intervention effects 

 

Search strategy: The literature searches were initially conducted on December 1st, 2020 in the following databases: Cochrane Database of Systematic Reviews, PubMed, EMBASE, PsycINFO, and Global 

Index Medicus. In addition, the following databases were used to identify additional literature on January 27th, 2021: Google Scholar, Campbell Systematic Reviews, and PROSPERO to identify protocols 

for ongoing reviews. The searches were updates on April 1st, 2021.   
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List of systematic reviews identified by the search process  

 
Included in GRADE tables or footnotes 
 
There were no studies that were suitable for quality assessment using GRADE methodology. Please see narrative description for relevant findings. 
 
 
Additional evidence: excluded from GRADE tables and footnotes 
 
Zafar N, Rotenberg M, Rudnick A. A systematic review of work accommodations for people with mental disorders. Work. 2019;64(3):461–75. 
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Part 2 – Grading the evidence 
 
There were no studies that were suitable for quality assessment using GRADE methodology. 

Additional evidence not mentioned in GRADE Tables1 

 
There is limited research evidence on work accommodations and how they contribute to individual and employment outcomes. Zafar, Rotenberg & Rudnick (2019) conducted a systematic review to 

identify work accommodations that are available and that are provided to individuals with mental disorders. Studies published between 1990 – 2016 from four databases (PsychINFO, MEDLINE, 

EMBASE, and CINAHL) were reviewed. From these databases, studies that specified accommodations that were available/provided and/or addressed cost-effectiveness or cost-benefit analysis of work 

accommodations were included. Results: Of the 1362 eligible studies, only 15 were included. Work accommodations that were provided to individuals assisted in mitigating limitations in the work place 

and improved length of job tenure, as well as reduced the severity of certain mental disorders.  

The majority of studies were conducted in the USA, with some evidence from Canada, the United Kingdom, Australia, and Italy. There were no experimental studies identified, and 12 out of 15 

publications were based on quantitative data. Eleven studies included participants with severe mental disorders, three with common mental disorders and one with bipolar disorders.  

Work accommodations were classified into four major categories, addressing physical, emotional, cognitive and social limitations:  

(1) Communication facilitation accommodations: examples include job coaching, extended work training, weekly meetings, added supervision, and employee assistance program services. 

(2) Scheduling flexibility accommodations: examples include time off for medical appointments, flexible work schedules, switch to part time hours, slowing pace of tasks, and allowing for more 

frequent breaks. 

(3) Job description modification accommodation: examples include gradual task introduction, job sharing/trading, ability to work from home, postponing tasks, and breaking down work into 

smaller tasks. 

(4) Physical space accommodation: examples include changing light arrangements, lowering noise levels, changes in spatial arrangements, access to private area, and access to rest place. 

 
Despite legislations prohibiting discrimination based on disabilities, and requiring employers to provide reasonable work accommodations, findings demonstrated that required accommodations were 

not frequently implemented in the extent required by workers with mental health conditions. One study found that only one third of individuals received the entire extent of their required 

modifications while 16.8% received none (Wang et al, 2011). Challenges related to disclosure of mental health status due to perceived mental health stigma in the work environment and associated 

costs of unique work accommodations may act as important implementation barriers.  

Accommodations related to communication facilitation and scheduling flexibility were the most commonly reported modifications while physical accommodations were the least common. Respective 

to common mental disorders, accommodations often included weekly meetings with supervisors, exchanging minor tasks with other employees and attending individualised courses. With a greater 

number of limitations, the corresponding number of work modifications provided increased (MacDonald, Rogers and Massaro, 2003); there was also evidence on higher likelihood of work 

modifications when workers had lifetime mental disorders in comparison to those who received a diagnosis in the previous 12 months (Wang et al, 2011).  

 
1 Please note that this section includes the content as taken directly from the publications. 
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The majority of studies indicated positive outcomes related to work accommodations by facilitating a favourable work environment and reducing job-related stress. Work accommodations were 

positively associated with length of job tenure and improved mental health. However, there were also negative effects reported. In some cases, participants felt overprotected, patronised, and 

insufficiently challenged (Secker et al, 2003); indicating that not all accommodations were appropriate. While no cost-benefit or cost-effectiveness study was identified in the review, there was 

information reported on general costs and benefits related to work accommodations. The results pointed towards minimal accommodation costs but positive economic benefits for employers. Chow, 

Cichocki and Croft (2014) found that implementing work accommodations were associated with a monthly Supplemental Security Income (SSI) saving of $11.73 per working adult who required 

accommodations. A national survey of job coaches and developers inquiring about both the initial (direct costs) and monthly maintenance costs (indirect costs) of work accommodations found that 

58% of the respondents reported zero initial costs, while 32% reported costs of less than $100. Only 3% of respondents reported initial costs of over $500. Similarly, 54% of the respondents reported 

zero monthly maintenance costs of accommodations and 35% indicated costs totalling less than $100. Only 1% of respondents reported monthly maintenance costs of over $500 (Granger, Baron and 

Robinson, 1997). Finally, MacDonald, Rogers and Massaro (2003) investigated direct and indirect costs of accommodations from supported employment service providers, and found that only a single 

direct cost of $25 for a job performance test was required. 

In conclusion, there are positive mental health and work-related outcomes associated with work accommodations, which can help individuals with mental health conditions to meet employment 

expectations at a minimal cost but with relevant economic benefits. However, not all accommodations may benefit individuals in the same way. Despite apparent benefits associated with job 

modifications, they are not frequently implemented. There is a need for further education on relevant country specific legislative frameworks, on the low implementation costs and economic benefits, 

as well as on how to successfully implement work accommodations. 

 

Part 3 – From evidence to recommendations 
 
Summary of findings  
 
A narrative review of 15 studies suggested that there may be positive mental health and work-related outcomes associated with work accommodations, which can help individuals with mental health 
conditions to meet employment expectations at minimal cost but with relevant economic benefits. However, not all accommodations may benefit individuals in the same way.  
 
 

References 

 
Zafar N, Rotenberg M, Rudnick A. A systematic review of work accommodations for people with mental disorders. Work. 2019;64(3):461–75. 
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Fig. 1. PRISMA flow diagram for systematic review of reviews 
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Evidence profile 4 
 

Question 4: What training for managers (a) improves knowledge, attitudes and skills/behaviours to support the mental 
health and well-being of workers and/or (b) improves their workers’ positive mental health and reduces symptoms of 
mental health conditions, suicidal behaviours and substance use? 
 

Part 1 – Evidence review 

 

Population/ Intervention / Comparison / Outcome (PICO) 

 

Population: Adults who are paid managers, supervisors or leaders in the formal or informal sectors. 

Intervention: Interventions (including trainings) directed towards managers to support the mental health and wellbeing of workers.  

Comparison: Care/support as usual, or other intervention. 

Outcomes:  

Critical outcomes:  

• Help-seeking behaviour (supervisees) 

• Managerial, leadership style & communication (managers) 

• Mental health knowledge, attitudes, skills (managers) 

• Mental health symptoms & disorders (supervisees) 

• Positive mental health (supervisees) 

• Work-related outcomes (supervisees) 

Important outcomes:  

• Adverse effects (managers) 

• Substance use (supervisees) 

• Suicidal behaviours (supervisees) 

• Quality of life & Functioning (supervisees) 

 

Search strategy: Searches were conducted on December 16th, 2020 in the following databases: Cochrane Database of Systematic Reviews, PubMed, EMBASE, PsycINFO, and Global Index 

Medicus. In addition, the following databases were used to identify additional literature: Google Scholar, Campbell Systematic Reviews, and PROSPERO to identify protocols for ongoing 

reviews.   
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List of systematic reviews identified by the search process 
 

Included in GRADE tables or footnotes 

 

Gayed A, Milligan-Saville JS, Nicholas J, Bryan BT, LaMontagne AD, Milner A et al. Effectiveness of training workplace managers to understand and support the mental health needs of 

employees: a systematic review and meta-analysis. Occup Environ Med. 2018;75(6):462–70. 

 

Kuehnl A, Seubert C, Rehfuess E, von Elm E, Nowak D, Glaser J. Human resource management training of supervisors for improving health and well-being of employees. Cochrane Database 

Syst Rev. 2019;(9):CD010905.  

 

 

Additional evidence: excluded from GRADE tables and footnotes 

 

Tsutsumi A. Development of an evidence-based guideline for supervisor training in promoting mental health: literature review. J Occup Health. 2011;53(1):1–9. 
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Part 2 – Updating the Gayed et al. (2018) review 
 

Background 

In 2017, a member of the research team conducted a systematic review and meta-analysis of the effectiveness of manager training in the workplace mental health space (Gayed et al. 2018). 

The search for this review was conducted up to and including 14 Aug 2017. The aim of the present review is to update the Gayed et al. (2018) review following the same review protocol.  

Search strategy 

We searched the following databases: MEDLINE, PsychINFO, EMBASE, Cochrane, and PubMed from August 14th 2017 to 4th March 2021. We also hand searched the first 10 pages of Google 

Scholar using the more general search terms “manager” AND “mental health”. Lastly to reduce publication bias, we will search for trials currently being undertaken. Given that the WHO 

International Clinical Trials Registry Platform (ICTRP) is currently non-accessible due to COVID-19 demands, we will search each of the WHO ICTRP Network primary registries, again using the 

more general search terms “manager” AND “mental health”. We did not restrict the search based on language or location of publication/study administration. Once included studies are 

identified, we hand searched their reference lists and other studies that cite them.  

The search strings below are those used for searching PubMed. The same terms were used for PsychINFO, EMBASE, Cochrane, and MEDLINE with MeSH terms used as appropriate.  

Intervention AND Outcomes AND Manager AND Study design 

Training[tw] OR 

education*[tw] OR 

intervention*[tw] OR 

learning[tw] OR 

workshop*[tw] OR  

guidance[tw] OR 

coaching[tw] OR 

tutoring[tw] OR 

e-learning[tw] 

mental health[tw] OR 

wellbeing[tw] OR 

well being[tw] OR 

well-being[tw] OR 

stress[tw] OR 

occupational health[tw] OR 

depress*[tw] OR 

anxi*[tw] OR 

resilien*[tw] OR 

mental disorder[tw] OR 

burnout[tw] OR 

psychosocial[tw]  

manager*[tw] OR 

supervisor*[tw] OR 

employer[tw] OR 

leader[tw] OR 

leader*[tw] OR 

foreman[tw] OR 

subordinate*[tw] 

randomized controlled trial[tw] OR 

randomized controlled trial[tw] OR 

controlled trial[tw] OR 

RCT[tw] OR 

random*[tw] OR 

control group[tw] OR 

quasi experimental[tw] OR 

quasi-experimental[tw] 

 

 

Selection Criteria 

Inclusion Criteria: 

• Has to focus on some form of workplace mental health education/intervention delivered to managers. 

• Has to compare the intervention with a control or wait list group, being a randomized controlled trial or non-randomized controlled trial.  
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• Has to report outcomes on managers knowledge, attitudes or behaviour regarding workplace mental health, and/or assessment of direct reports’ mental health, sickness absence or 

perceptions of supervisor support.  

Exclusion Criteria:  

• Evaluations of manager mental health education without an emphasis on the mental health of direct reports.  

• Individual interventions (i.e., stress reduction training, mindfulness given to workers).  

• Pharmacological. 

 

Screening and Data Extraction 

We used Covidence systematic review software for screening procedures. After duplicate removal, two researchers independently screened the titles and abstracts of the identified articles 

for relevance. Articles that appeared relevant were full-text screened, individually by the same two researchers, for final inclusion in the review. A third researcher was consulted on studies 

for which consensus re: inclusion/exclusion was not reached.  

Once the final set of included articles is decided upon, data extraction was conducted independently by two researchers. Where data of interest (i.e., SDs or numbers of outcomes) were not 
reported, authors were contacted for further information. If we did not receive a response within 2-weeks, or if authors were unable/unwilling to provide missing data, we will attempt to 
calculate the SDs from p-values and CIs. 
 
Risk of bias/quality assessment 

Two researchers independently assessed the quality of each study. Any disagreements will be resolved by discussion with a third researcher. The Downs and Black checklist was be used to 
assess the methodological strengths and weaknesses of the included papers. This checklist has been found to be appropriate to assess the quality of both randomized controlled trials (RCT) 
and non-RCTs, making it a suitable choice for this review. It consists of 27 items comprising five subscales that measure reporting (10 items), external validity (3 items), bias (7 items), 
confounding (6 items) and power (1 item). In line with previous reviews, the original scoring for question 27, assessing whether there was sufficient power to detect a clinically important 
effect, was simplified to a score of either 0 or 1. With the inclusion of this modification, all items, with the exception of one (item 5), were given a rating of either 1 (=yes) or 0 (=no/unable to 
determine). Responses on item 5 were rated as either 2 (=yes), 1 (=partially) or 0 (=no). The maximum score possible with the modified scoring was 28. A final score of 26–28 reflected 
excellent quality research, 20–25 was considered good quality, and 15–19 was fair. Any papers that were evaluated as 14 or less were considered poor quality. Unpublished studies were 
unable to undergo quality assessment. 

Meta-Analysis 

The primary measure of effect in this review was change in scores (on outcomes of interest) from baseline following an intervention compared to controls. Comparisons of the scores 

between intervention vs. control were calculated to obtain the standardized mean difference (requires the sample size, mean, and standard deviations of each group at each study time-

point). If only binary outcomes were available, ORs were converted into a standardized mean difference. If studies include more than one intervention group or have more than one variable 

assessing the same outcome, the mean effect size was calculated.  

Pooled measures of effect were be calculated using Comprehensive Meta-Analysis software v3. We utilised random effect models as appropriate, and heterogeneity was assessed by the Q 

and I2 statistics. Here, heterogeneity will be confirmed if the Q statistic has a p-value of <.1. I2 statistic values of 25%, 50%, 75% represent low, medium, and high inconsistency across studies, 

respectively. Funnel plots and the Egger test were used to assess publication bias.  
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Fig. 1. PRISMA flow diagram for update of Gayed et al. (2018) review  
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Part 3 – Grading the evidence 
 

GRADE evidence tables 

Table 1: Manager training for mental health vs. No Intervention/Wait-list Control 

Author(s): Samuel Harvey, Richard Bryant, Jessica Strudwick, Katherine Petrie 
Date: May 2021 
Question: Workplace interventions/trainings for managers that emphasise the mental health of employees compared to no training.  
Setting: Workplaces (general – excluding healthcare, emergency, or humanitarian occupations) 
Reference List: Gayed A, Milligan-Saville JS, Nicholas J, Bryan BT, LaMontagne AD, Milner A et al. Effectiveness of training workplace managers to understand and support the mental health 

needs of employees: a systematic review and meta-analysis. Occup Environ Med. 2018;75(6):462–70. 

Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design 

Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 

Interventio

n 
Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

Help-Seeking Behaviour (Supervisees) (Follow up: 3 months) 

1 Randomized 

trials 

Not 

serious 

Not serious Not serious Very seriousa None 60 22 Significant increase in 

employee self-reported 

resource use found at 3-

month follow up for 

intervention group. No 

significant changes 

observed for control 

group. SMD = 1.416 

(0.88 to 1.95).  

⨁⨁◯◯ 

LOW 

CRITICAL 

 

  

Managerial, leadership style & communication (Managers) – not reported 

- - - - - - - - - -  - - CRITICAL 

Mental Health Knowledge (Managers) (Follow up: 2 months to 6 months) 
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Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design 

Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 

Interventio

n 
Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

5 Randomized 

trials 

Not 
serious 

Seriousb Not serious Not serious None 305  185 - SMD 0.73 

higher 

(0.41 

higher to 

1.04 

higher) 

⨁⨁⨁◯   

MODERATE 

CRITICAL  

Mental Health Attitudesc (Managers) (Follow up: 2 months to 6 months) 

6 Randomized 

trials 

Not 

serious 

Not serious Not serious Not serious None  458 352 - SMD 0.31 

higher 

(0.17 

higher to 

0.46 

higher)  

 

 

 

⨁⨁⨁⨁ 

HIGH 

CRITICAL  

Mental Health Skills & Behaviour (Managers) (Follow up: 2 months to 6 months)  

5 randomized 

trials 

Not 

serious  

Very seriousd Seriouse Seriousf  

 

None  279 167 - SMD 0.73 

higher 

(0.16 

higher to 

1.30 

higher)  

⨁◯◯◯  

VERY LOW 

CRITICAL  
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Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design 

Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 

Interventio

n 
Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

Mental Health Symptoms & Disorders (Supervisees) (Follow up: 3 months to 4 months) 

6 Randomized 

trials 

Not 

serious 

Not serious Not serious Not serious None 596 350  SMD 0.15 

lower  

(0.29 lower 

to 0.02 

lower) g 

⨁⨁⨁⨁ 

HIGH 

CRITICAL  

Positive Mental Health (Supervisees) – not reported 

- - - - - - - - - -  - - CRITICAL 

Work-Related Outcomes (Supervisees) – Job performance (Follow up: 3 months) 

3 randomized 

trials 

Not 

serious 

Not serious 

 

Serioush  Seriousi None 519 220 Data were not pooled in 

the review. Two trials 

showed no effect (or 

marginally sig effect 

p=.08) of intervention on 

job performancej , and 

another trial showed a 

marginally significant 

reduction in job 

insecurity in intervention 

vs. controlk. 

⨁⨁◯◯ 

LOW 

CRITICAL  

Adverse Effects (Managers) – not reported 
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Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design 

Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 

Interventio

n 
Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

- - - - - - - - - -  - - IMPORTANT 

Substance Use (Supervisees) – not reported 

- - - - - - - - - -  - - IMPORTANT  

Suicidal behaviours (Supervisees) – not reported 

- - - - - - - - - -  - - IMPORTANT  

Quality of Life & Functioning (Supervisees) – not reported 

- - - - - - - - - -  - - IMPORTANT 

CI: confidence interval; SMD: standardised mean difference 
 
Explanations 
a. This has been rated as very serious as there was only one study with very small sample size (N<100). 
b. This has been rated as serious, as heterogeneity was moderate (i2=54.28%). 
c. Attitudes here refers to self-reported levels of stigma. 
d. This has been rated as serious, as heterogeneity was moderate (i2=85.31%) 
e. This has been rated as serious as 4 out of 5 studies assessed self-reported behaviour, and 1 study measuring actual behaviour. 
f. This has been rated as serious as the pooled SMD reported a wide confidence interval. 
g. A negative SMD favours the intervention (i.e., decrease in psychological distress). 
h. This has been rated as serious as the different outcomes assessed through self-report measures. 
i. This has been rated as serious as each work-related outcome measure has small number of trial(s). 
j. No effect size data for whole sample comparison reported. 
k. Pooled SMD not calculated due to data unavailability in one of the three trials.  
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Table 2: Leadership Oriented Interventions vs. No Intervention/Wait-list Control  

Author(s): Samuel Harvey, Richard Bryant, Jessica Strudwick, Katherine Petrie 
Date: May 2021 
Question: Leadership oriented interventions/trainings for managers (that need not emphasise the mental health of employees) compared to no training.  
Setting: Workplaces (general – excluding healthcare, emergency, or humanitarian occupations) 
Reference List (trials considered):  Kuehnl A, Seubert C, Rehfuess E, von Elm E, Nowak D, Glaser J. Human resource management training of supervisors for improving health and well-being of 
employees. Cochrane Database Syst Rev. 2019;(9):CD010905. 
 

Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design 

Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 
Intervention Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

Help-Seeking Behaviour (Supervisees) – not reported 

- - - - - - - - - -  - -  CRITICAL  

Managerial, leadership style & communication (Managers) – not reported 

- - - - - - - - - -  - -  CRITICAL 

Mental Health Knowledge (Managers) – not reported 

- - - - - - - - - - -  - CRITICAL 

Mental Health Attitudes (Managers) – not reported 

- - - - - - - - - -  - -  CRITICAL  

Mental Health Skills - Behaviour (Managers) – not reported 

- - - - - - - - - -  - -  CRITICAL 
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Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design 

Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 
Intervention Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

Mental Health Symptoms & Disorders (Supervisees) – not reported 

- - - - - - - - - -  - -  CRITICAL 

Positive Mental Health (Supervisees) – not reported 

- - - - - - - - - -  - -  CRITICAL  

Work-Related Outcomes (Supervisees) – Job satisfaction, motivation, and effectiveness (Follow up: 1 month to 6 months) 
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Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design 

Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 
Intervention Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

5 Randomized 

trials 

Not 

serious 

Seriousa Seriousb Very seriousc None 312 260 Effect estimates presented 

are reported in Kuehnl et al. 

(2019)d. One trial found that 

training increased 

subordinates’ organisational 

commitment relative to 

controle. Another trial 

showed no effect of training 

on job satisfaction (SMD = 

0.59 [-0.32,1.51]). Another 

trial found no effect of 

intervention on job 

satisfaction and turnover 

intention (SMD = -0.05 (-0.3 

to 0.21)). Another trial found 

a positive effect of 

intervention on work-related 

motivation and engagement 

(SMD = 0.39[-0.01,0.79]). 

Another trial found no effect 

of intervention on team 

effectiveness and work-life 

effectiveness. 

⨁◯◯◯  

VERY 

LOW 

CRITICAL  

Adverse Effects (Managers) – not reported 

- - - - - - - - - -  - -  IMPORTANT  

Substance Use (Supervisees) – not reported 
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Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design 

Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 
Intervention Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

- - - - - - - - - -  - -  IMPORTANT  

Suicidal behaviours (Supervisees) – not reported 

- - - - - - - - - -  - -  IMPORTANT  

Quality of Life & Functioning (Supervisees) – not reported 

- - - - - - - - - -  - -  IMPORTANT  

CI: confidence interval; SMD: standardised mean difference 

 

Explanations 

a. This has been rated as serious as there were mixed findings for reported effectiveness seen across studies.  
b. This has been rated as serious as there were a number of different measures used.   
c. This has been reported as very serious as there were a number of wide confidence interval ranges.  
d. This review conceptualized work-related outcomes as “well-being” outcomes, and often reported pooled SMD for studies that were already tabulated in Gayed et al. (2018). We have 
extracted and reported individual studies’ SMD where appropriate.  
e. No pooled SMD reported.  
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Part 4 – From Evidence to Recommendations 
 
Table 3. Summary of findings table 
 

GRADE Table 
Source 

Outcome 
Number of Studies Effects Certainty of Evidence 

GRADE Table 1 

 

Manager training for mental 

health vs. wait list control or 

no intervention 

Gayed et al. (2018) & 
Review Updated 

Help-Seeking Behaviour 

(Supervisees) 

1 SMD 1.416 SD higher (0.88 
higher to 1.95 higher) 

⨁⨁◯◯ 
LOW 

Managerial, leadership 
style & communication 
(Managers) 

− − − 

Mental Health 

Knowledge (Managers) 

5  
SMD 0.73 higher (0.41 higher 

to 1.04 higher) 

⨁⨁⨁◯ 
MODERATE 

Mental Health Attitudes 

(Managers) 

6 SMD 0.31 SD higher (0.17 
higher to 0.46 higher) 

⨁⨁⨁⨁ 
HIGH 

Mental Health Skills & 

Behaviour (Managers) 

5 SMD 0.73 higher (0.16 higher 
to 1.30 higher)  

⨁◯◯◯ 
VERY LOW 

MH Symptoms & 

Disorders (Supervisees) 

6 SMD 0.15 lower (0.29 lower to 
0.02 lower)  

NB: negative value favours 

intervention 

⨁⨁⨁⨁ 
HIGH 

Positive Mental Health 

(Supervisees) 

− − − 

Work-Related Outcomes 
(Supervisees) 

3 SMD not reported, however no 
significant effects reported in 

any of the 3 trials 

⨁⨁◯◯ 
LOW 

Adverse Effects 
(Managers) 

− − − 

Substance Use 
(Supervisees) 

− − − 

Suicidal behaviours 
(Supervisees) 

− − − 
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References 

Quality of Life & 
Functioning 
(Supervisees) 

− − − 

GRADE Table 2 

 

Leadership Oriented 

Interventions vs. No 

Intervention/Wait-list 

Control 

Kuehnl et al. (2019) Help-Seeking Behaviour 

(Supervisees) 

− − − 

Managerial, leadership 
style & communication 
(Managers) 

− − − 

Mental Health 
Knowledge (Managers) 

− − − 

Mental Health Attitudes 
(Managers) 

− − − 

Mental Health Skills & 
Behaviour (Managers) 

− − − 

MH Symptoms & 
Disorders (Supervisees) 

− − − 

Positive Mental Health 
(Supervisees) 

− − − 

Work-Related Outcomes 

(Supervisees) 

5 SMD not reported. Effect sizes 
ranged from -0.05 to 0.59. Two 
out of 5 studies did not report 

effect size. 

⨁◯◯◯ 
VERY LOW 

Adverse Effects 

(Managers) 

− − − 

Substance Use 

(Supervisees) 

− − − 

Suicidal behaviours 

(Supervisees) 

− − − 

Quality of Life & 
Functioning 
(Supervisees) 

− − − 
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Gayed A, Milligan-Saville JS, Nicholas J, Bryan BT, LaMontagne AD, Milner A et al. Effectiveness of training workplace managers to understand and support the mental health needs of 

employees: a systematic review and meta-analysis. Occup Environ Med. 2018;75(6):462–70. 

Kuehnl A, Seubert C, Rehfuess E, von Elm E, Nowak D, Glaser J. Human resource management training of supervisors for improving health and well-being of employees. Cochrane Database 

Syst Rev. 2019;(9):CD010905.  

Tsutsumi A. Development of an evidence-based guideline for supervisor training in promoting mental health: literature review. J Occup Health. 2011;53(1):1–9.
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Fig. 2. PRISMA flow diagram for systematic review of reviews 

 

= 3434 
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Evidence profile 5 
 

Question 5: What training for managers of civilian health, emergency and humanitarian workers (a) improves 
knowledge, attitudes and skills/behaviours to support the mental health and well-being of workers and/or (b) improves 
their workers’ positive mental health and reduces symptoms of mental health conditions, suicidal behaviours and 
substance use? 
 

Part 1 – Evidence review 

 

Population/ Intervention / Comparison / Outcome (PICO) 

 

Population: Adults who are paid standard and non-standard managers, supervisors or leaders of civilian health care workers, emergency workers, and humanitarian workers. 

Intervention: interventions (including trainings) directed towards managers to support the mental health and wellbeing of workers 

Comparison: Care/support as usual, or other intervention 

Outcomes:  

Critical:  

• Help-seeking behaviour (supervisees) 

• Managerial, leadership style & communication (managers) 

• Mental health knowledge, attitudes, skills (managers) 

• Mental health symptoms & disorders (supervisees) 

• Positive mental health (supervisees) 

• Work-related outcomes (supervisees) 

Important:  

• Adverse effects (managers) 

• Substance use (supervisees) 

• Suicidal behaviours (supervisees) 

• Quality of life & Functioning (supervisees) 

 

Search strategy: Searches were conducted on December 16th, 2020 in the following databases: Cochrane Database of Systematic Reviews, PubMed, EMBASE, PsycINFO, and Global Index 

Medicus. In addition, the following databases were used to identify additional literature on March 4th, 2021: Google Scholar, Campbell Systematic Reviews, and PROSPERO to identify 

protocols for ongoing reviews.  
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List of systematic reviews identified by the search process 

 

Included in GRADE tables or footnotes 

 

Gayed A, Milligan-Saville JS, Nicholas J, Bryan BT, LaMontagne AD, Milner A et al. Effectiveness of training workplace managers to understand and support the mental health needs of 

employees: a systematic review and meta-analysis. Occup Environ Med. 2018;75(6):462–70. 

 

Kuehnl A, Seubert C, Rehfuess E, von Elm E, Nowak D, Glaser J. Human resource management training of supervisors for improving health and well-being of employees. Cochrane Database 

Syst Rev. 2019;(9):CD010905.  

 

Stuber F, Seifried-Dübon T, Rieger MA, Gündel H, Ruhle S, Zipfel S et al. The effectiveness of health-oriented leadership interventions for the improvement of mental health of employees in 

the health care sector: a systematic review. Int Arch Occup Environ Health. 2021;94(2):203–20. 

 

 

Additional evidence: excluded from GRADE tables and footnotes  

 

Tsutsumi A. Development of an evidence-based guideline for supervisor training in promoting mental health: literature review. J Occup Health. 2011;53(1):1–9.  
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Part 2 – Updating the Gayed et al. (2018) review 
 

Background 

In 2017, a member of the research team conducted a systematic review and meta-analysis of the effectiveness of manager training in the workplace mental health space (Gayed et al. 2018). 

The search for this review was conducted up to and including 14 Aug 2017. The aim of the present review is to update the Gayed et al. (2018) review.  

Search strategy 

We searched the following databases: MEDLINE, PsychINFO, EMBASE, Cochrane, and PubMed from August 14th 2017 to 4th March 2021. We also hand searched the first 10 pages of Google 

Scholar using the more general search terms “manager” AND “mental health”. Lastly to reduce publication bias, we will search for trials currently being undertaken. Given that the WHO 

International Clinical Trials Registry Platform (ICTRP) is currently non-accessible due to COVID-19 demands, we will search each of the WHO ICTRP Network primary registries, again using the 

more general search terms “manager” AND “mental health”. We did not restrict the search based on language or location of publication/study administration. Once included studies are 

identified, we hand searched their reference lists and other studies that cite them.  

The search strings below are those used for searching PubMed. The same terms were used for PsychINFO, EMBASE, Cochrane, and MEDLINE with MeSH terms used as appropriate.  

Intervention AND Outcomes AND Manager AND Study design 

Training[tw] OR 

education*[tw] OR 

intervention*[tw] OR 

learning[tw] OR 

workshop*[tw] OR  

guidance[tw] OR 

coaching[tw] OR 

tutoring[tw] OR 

e-learning[tw] 

mental health[tw] OR 

wellbeing[tw] OR 

well being[tw] OR 

well-being[tw] OR 

stress[tw] OR 

occupational health[tw] OR 

depress*[tw] OR 

anxi*[tw] OR 

resilien*[tw] OR 

mental disorder[tw] OR 

burnout[tw] OR 

psychosocial[tw]  

manager*[tw] OR 

supervisor*[tw] OR 

employer[tw] OR 

leader[tw] OR 

leader*[tw] OR 

foreman[tw] OR 

subordinate*[tw] 

randomized controlled trial[tw] OR 

randomized controlled trial[tw] OR 

controlled trial[tw] OR 

RCT[tw] OR 

random*[tw] OR 

control group[tw] OR 

quasi experimental[tw] OR 

quasi-experimental[tw] 
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Selection criteria 

Inclusion criteria: 

• Has to focus on some form of workplace mental health education/intervention delivered to managers. 

• Has to compare the intervention with a control or wait list group, being a randomized controlled trial or non-randomized controlled trial.  

• Has to report outcomes on managers knowledge, attitudes or behaviour regarding workplace mental health, and/or assessment of direct reports’ mental health, sickness absence or 

perceptions of supervisor support.  

Exclusion criteria:  

• Evaluations of manager mental health education without an emphasis on the mental health of direct reports.  

• Individual interventions (i.e., stress reduction training, mindfulness given to workers).  

• Pharmacological. 

 

Screening and data extraction 

We used Covidence systematic review software for screening procedures. After duplicate removal, two researchers independently screened the titles and abstracts of the identified articles 

for relevance. Articles that appeared relevant were full-text screened, individually by the same two researchers, for final inclusion in the review. A third researcher was consulted on studies 

for which consensus re: inclusion/exclusion was not reached.  

Once the final set of included articles is decided upon, data extraction was conducted independently by two researchers. Where data of interest (i.e., SDs or numbers of outcomes) were not 
reported, authors were contacted for further information. If we did not receive a response within 2-weeks, or if authors were unable/unwilling to provide missing data, we will attempt to 
calculate the SDs from p-values and CIs. 
 

Risk of bias/quality assessment 

Two researchers independently assessed the quality of each study. Any disagreements will be resolved by discussion with a third researcher. The Downs and Black checklist was be used to 
assess the methodological strengths and weaknesses of the included papers. This checklist has been found to be appropriate to assess the quality of both randomized controlled trials (RCT) 
and non-RCTs, making it a suitable choice for this review. It consists of 27 items comprising five subscales that measure reporting (10 items), external validity (3 items), bias (7 items), 
confounding (6 items) and power (1 item). In line with previous reviews, the original scoring for question 27, assessing whether there was sufficient power to detect a clinically important 
effect, was simplified to a score of either 0 or 1. With the inclusion of this modification, all items, with the exception of one (item 5), were given a rating of either 1 (=yes) or 0 (=no/unable to 
determine). Responses on item 5 were rated as either 2 (=yes), 1 (=partially) or 0 (=no). The maximum score possible with the modified scoring was 28. A final score of 26–28 reflected 
excellent quality research, 20–25 was considered good quality, and 15–19 was fair. Any papers that were evaluated as 14 or less were considered poor quality. Unpublished studies were 
unable to undergo quality assessment. 

Meta-analysis 

The primary measure of effect in this review was change in scores (on outcomes of interest) from baseline following an intervention compared to controls. Comparisons of the scores 

between intervention vs. control were calculated to obtain the standardized mean difference (requires the sample size, mean, and standard deviations of each group at each study time-
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point). If only binary outcomes were available, ORs were converted into a standardized mean difference. If studies include more than one intervention group or have more than one variable 

assessing the same outcome, the mean effect size was calculated.  

Pooled measures of effect were be calculated using Comprehensive Meta-Analysis software v3. We utilised random effect models as appropriate, and heterogeneity was assessed by the Q 

and I2 statistics. Here, heterogeneity will be confirmed if the Q statistic has a p-value of <.1. I2 statistic values of 25%, 50%, 75% represent low, medium, and high inconsistency across studies, 

respectively. Funnel plots and the Egger test were used to assess publication bias.  



GUIDELINES ON MENTAL HEALTH AT WORK  

 

Fig. 1. PRISMA flow diagram for update of Gayed et al. (2018) Review   
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Part 3 – Grading the evidence 
 
GRADE evidence tables 

Table 1: Manager training for mental health vs. no intervention or wait-list control 

Author(s): Samuel Harvey, Richard Bryant, Jessica Strudwick, Katherine Petrie 
Date: May 2021 
Question: Workplace interventions/trainings for managers that emphasise the mental health of employees compared to no training/wait-list control.  
Setting: Healthcare and emergency workplaces.  
Reference List (trials considered): Gayed A, Milligan-Saville JS, Nicholas J, Bryan BT, LaMontagne AD, Milner A et al. Effectiveness of training workplace managers to understand and support 

the mental health needs of employees: a systematic review and meta-analysis. Occup Environ Med. 2018;75(6):462–70. a 

Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 
Intervention Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

Help-Seeking Behaviour (Supervisees) – not reported 

- - - - - - - - - - - -  CRITICAL  

Managerial, leadership style & communication (Managers) – not reported 

- - - - - - - - - - - -  CRITICAL  

Mental Health Knowledge (Managers) (Follow up: < 6 months)  

5 randomized 

trials 

Not serious Seriousb Not serious Seriousc  None 267 269  SMD 0.53 

higher 

(0.23 

higher to 

0.83 

higher) 

⨁⨁◯◯ 

LOW 

CRITICAL 
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Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 
Intervention Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

Mental Health Attitudes (Managers) (Follow up: < 6 months) 

5 randomized 

trials 

Not serious Not serious Not serious Not serious None 267 269 
 

SMD 0.57 

higher 

(0.36 

higher to 

0.78 

higher) 

⨁⨁⨁⨁     

HIGH 

CRITICAL  

Mental Health Skills and Behaviour (Managers) (Follow up: < 6 months)  

3 randomized 

trials 

Not serious Not serious Seriousd Not serious None 195 235 
 

SMD 0.35 

higher 

(0.15 

higher to 

0.54 

higher) 

⨁⨁⨁◯ 

MODERATE 

CRITICAL  

Mental Health Symptoms & Disorders (Supervisees) (Follow up: < 4 months) 

2 randomized 

trials 

Not serious Not serious Not serious Seriouse None 241 164 
 

SMD 0.12 

higher 

(0.02 

lower to 

0.27 

higher)f 

⨁⨁⨁◯ 

MODERATE 

CRITICAL  

Positive Mental Health (Supervisees) – not reported 
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Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 
Intervention Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

- - - - - - - - - - - -  CRITICAL  

Work-Related Outcomes (Supervisees – Work Related Sickness Absence) (Follow up: 6 months) 

1 randomized 

trials 

Not serious Not serious Not serious Seriousg None 1233 

 

733 One trial reports work-

related sick leave 

decreased in the 

intervention group and 

increased in the 

control group, and this 

group difference was 

significant (p=0.049). 

SMD = -6.45 (hours of 

sickness 

absence/employee 

over 6-mo). 

⨁⨁⨁◯ 

MODERATE 

CRITICAL 

 

Work-Related Outcomes (Supervisees – Standard Sickness Absence) (Follow up: < 6 months) 

2 randomized 

trials 

Not serious Not serious Not serious Serioush None 1444 780  SMD 0.03 

higher 

(0.06 

lower to 

0.12 

higher) 

⨁⨁⨁◯ 

MODERATE 

CRITICAL 

Adverse Effects (Managers) – not reported 
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Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 
Intervention Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

- - - - - - - - - - - -  IMPORTANT 

Substance Use (Supervisees) – not reported 

- - - - - - - - - - - -  IMPORTANT  

Suicidal behaviours (Supervisees) – not reported 

- - - - - - - - - - - -  IMPORTANT  

Quality of Life & Functioning (Supervisees) – not reported 

- - - - - - - - - - - -  IMPORTANT  

CI: confidence interval; SMD: standardised mean difference 
 
Explanations 
a. GRADE Table includes results from the update of the systematic review. 
b. This has been rated as serious, as heterogeneity was moderate (i2=57.37%). 
c. This has been rated as serious as the effect measure has wide confidence intervals stretching from small to large effect.  
d. The reported measure was self-reported behaviour (inclination to act).  
e. This has been rated as serious as the effect measure has wide confidence intervals that include the null effect. 
f. Positive SMD indicates increase in psychological distress, (i.e., favours control).  
g. This has been rated as serious as there is one trial and the confidence intervals include the null effect (not reported). 
h. This has been rated as serious as the effect measure has wide confidence intervals that includes the null effect.  
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Table 2: Mental health awareness training for managers vs. other/peer-led training for mental health 

Author(s): Samuel Harvey, Richard Bryant, Jessica Strudwick, Katherine Petrie 
Date: May 2021 
Question: managers mental health training delivered by lived experience experts compared to mental health awareness training for managers delivered by professionals 
Setting: Fire services  
Reference List (trials considered): Gayed A, Milligan-Saville JS, Nicholas J, Bryan BT, LaMontagne AD, Milner A et al. Effectiveness of training workplace managers to understand and support 
the mental health needs of employees: a systematic review and meta-analysis. Occup Environ Med. 2018;75(6):462–70. 
 

Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 

Interventi

on 
Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

Help-Seeking Behaviour (Supervisees) – not reported 

- - - - - - - - - - - -  CRITICAL  

Managerial, leadership style & communication (Managers) – not reported 

- - - - - - - - - - - -  CRITICAL  

Mental Health Knowledge (Managers) (Follow up: post-intervention) 

1 randomized 

trials 

Seriousa Not serious Not serious Very 

seriousb  

None 31 41 No significant difference 

between interventions 

at follow-up (SMDc = 

0.14 (-0.33 to 0.60)). 

⨁◯◯◯ 

VERY LOW 

CRITICAL  

Mental Health Attitudes (Managers) (Follow up: post intervention) 
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Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 

Interventi

on 
Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

1 randomized 

trials 

Serious10 Not serious Not serious Very 

serious11 

None 31 41 No significant difference 

between interventions 

at follow-up (SMD12 = 

0.07 (-0.40 to 0.54)). 

⨁◯◯◯ 

VERY LOW 

CRITICAL  

Mental Health Skills and Behaviour (Managers) – not reported 

- - - - - - - - - - - -  CRITICAL 

Mental Health Symptoms & Disorders (Supervisees) – not reported 

- - - - - - - - - - - -  CRITICAL  

Positive Mental Health (Supervisees) – not reported 

- - - - - - - - - - - -  CRITICAL  

Work-Related Outcomes (Supervisees) – not reported 

- - - - - - - - - - - -  CRITICAL  

Adverse Effects (Managers) – not reported 

- - - - - - - - - - - -  IMPORTANT  

Substance Use (Supervisees) – not reported 
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Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 

Interventi

on 
Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

- - - - - - - - - - - -  IMPORTANT  

Suicidal behaviours (Supervisees) – not reported 

- - - - - - - - - - - -  IMPORTANT  

Quality of Life & Functioning (Supervisees) – not reported 

- - - - - - - - - - - -  IMPORTANT  

CI: confidence interval; SMD: standardised mean difference 

Explanations 

a. This has been rated as serious as the review reported a Downs & Black quality assessment rating of 14 (indicative of poor quality). 
b. This has been rated as very serious as there is only one trial with a small sample size (N=72).  
c. SMD calculated from sample size and p value of group comparisons. Raw data not presented in paper. 
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Table 3: Leadership Oriented Interventions vs. No Intervention/Wait-list Control 

Author(s): Samuel Harvey, Richard Bryant, Jessica Strudwick, Katherine Petrie 
Date: May 2021 
Question: leadership/human resource management oriented interventions/trainings for managers (that need not emphasise the mental health of employees) compared to no training.  
Setting: Healthcare workplaces (hospitals and other medical centres). 
Reference List (trials considered):  

Kuehnl A, Seubert C, Rehfuess E, von Elm E, Nowak D, Glaser J. Human resource management training of supervisors for improving health and well-being of employees. Cochrane Database 

Syst Rev. 2019;(9):CD010905.  

Stuber F, Seifried-Dübon T, Rieger MA, Gündel H, Ruhle S, Zipfel S et al. The effectiveness of health-oriented leadership interventions for the improvement of mental health of employees in 

the health care sector: a systematic review. Int Arch Occup Environ Health. 2021;94(2):203–20. 

Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 

Interventi

on 
Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

Help-Seeking Behaviour (Supervisees) – not reported 

- - - - - - - - - - - -  CRITICAL  

Managerial, leadership style & communication (Managers) – not reported 

- - - - - - - - - - - -  CRITICAL  

Mental Health Knowledge (Managers) – not reported 

- - - - - - - - - - - -  CRITICAL 

Mental Health Attitudes (Managers) – not reported 

- - - - - - - - - - - -  CRITICAL  
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Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 

Interventi

on 
Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

Mental Health Skills and Behaviour (Managers) – not reported 

- - - - - - - - - - - -  CRITICAL 

 Mental Health Symptoms & Disorders - Burnout (Supervisees) (Follow up: < 1 month) 

1 randomized 

trials 

Not serious Not serious Seriousa Very 

seriousb 

None 34 28 Effect of intervention on 
emotional exhaustion, 

but no effect on 
depersonalization nor 

personal 
accomplishment (SMD = 
-0.25 (-0.75,0.25))c at 1-

month follow-up 
observed. 

 
 
 
 

⨁◯◯◯ 

VERY LOW 

CRITICAL 

Mental Health Symptoms & Disorders – Psychological Distress (Supervisees) (Follow up: < 1 month) 

1 randomized 

trials 

Not serious Not serious Seriousd Very 

seriouse 

None 32 38 No difference in mental 
health outcomes for 

intervention vs. control 
staff members at post in 

this trial. 

⨁◯◯◯ 

VERY LOW 

CRITICAL 

Positive Mental Health (Supervisees) – not reported 
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Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 

Interventi

on 
Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

- - - - - - - - - - - -  CRITICAL  

Work-Related Outcomes (Supervisees) – Job satisfaction/Turnover (Follow up: < 6 months) 

1 randomized 

trials 

Not serious Not serious Seriousf Seriousg None 228 319 One large trial found no 

effect of intervention on 

job satisfaction at 6-mo 

follow up (SMD = 0.12(-

0.05,0.29)). No effect on 

staff turnover reported. 

⨁⨁◯◯ 

LOW 

CRITICAL  

Work-Related Outcomes (Supervisees) –Work Atmosphere (Follow up: < 3-4 months) 

1 randomized 

trials 

Not serious Not serious Serioush Very 

Seriousi 

None 32 38 Trial found significant 

intervention effect on 

work atmosphere. 

⨁◯◯◯ 

VERY LOW 

CRITICAL  

Work-Related Outcomes – Absenteeism (Supervisees) (Follow up: <6 months) 

2 randomized 

trials 

Not serious Not serious Not serious Very 

seriousj 

None 209 228 Data were not pooled in 

the review. Two trials 

both did not find an 

effect of intervention on 

absenteeism at post 

intervention (SMD = 0.2 

(-0.11,0.51)) or at 6-

month follow up (SMD = 

-0.11 (-0.41,0.19)). 

⨁⨁◯◯ 

LOW 

CRITICAL 



WEB ANNEX: EVIDENCE PROFILES AND SUPPORTING EVIDENCE 

 

87 
 

 

Certainty assessment № of participants Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 

Interventi

on 
Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

Adverse Effects (Managers) – not reported 

- - - - - - - - - - - -  IMPORTANT 

Substance Use (Supervisees) – not reported 

- - - - - - - - - - - -  IMPORTANT 

Suicidal behaviours (Supervisees) – not reported 

- - - - - - - - - - - -  IMPORTANT  

Quality of Life & Functioning (Supervisees) – not reported 

- - - - - - - - - - - -  IMPORTANT  

CI: confidence interval; SMD: standardised mean difference 

 

Explanations 

a. This has been rated as serious as the studies measure only one mental health outcome.  
b. This has been rated as very serious as there is a very small sample size (N=62).  
c. Combined SMD across burnout subscales reported in Kuehnl et al. (2019). 
d. This has been rated as serious as the studies measure only one mental health outcome 
e. This has been rated as very serious as there is a very small sample size (N=70) and no effect size was reported.  
f. This has been rated serious as some data were self-reported. 
g. This has been rated as serious as the effect measure has confidence intervals that includes the null effect and transgresses practical utility (i.e., small effect). 
h. This has been rated serious as all data were self-reported. 
i. This has been rated as serious as effect size was not reported/available. 
j. This has been rated as very serious as the effect measures have wide confidence intervals ranging from large negative intervention effect to large positive treatment effect.   
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Part 4 – From Evidence to Recommendations 
 
Table 4. Summary of findings table 

 

GRADE Table 
Source 

Outcome 
Number of Studies Effects Certainty of Evidence 

GRADE Table 1 

 

Manager training for mental 

health vs. wait list control or 

no intervention 

Gayed et al. (2018) & 
Review Updated 

Help-Seeking Behaviour 

(Supervisees) 

− − − 

Managerial, leadership 
style & communication 
(Managers) 

− − − 

Mental Health Knowledge 

(Managers) 

5 SMD 0.53 SD higher (0.23 
higher to 0.83 higher) 

⨁⨁◯◯ 
LOW 

Mental Health Attitudes 

(Managers) 

5 SMD 0.57 SD higher (0.36 
higher to 0.78 higher) 

⨁⨁⨁⨁ 
HIGH 

Mental Health Skills & 

Behaviour (Managers) 

3 SMD 0.35 higher (0.15 higher 
to 0.54 higher) 

⨁⨁⨁◯ 
MODERATE 

Mental Health Symptoms 

& Disorders (Supervisees) 

2 SMD 0.12 higher (0.02 lower 

to 0.27 higher) 

 

NB: positive value favours 

control 

⨁⨁⨁◯ 
MODERATE 

Positive Mental Health 

(Supervisees) 

− − − 

Work-Related Outcomes 
(Supervisees – Work 
Related Sickness Absence) 

1 One trial reported a significant 
effect size = -6.45 (hours of 
sickness absence/employee 

over 6-mo) 

⨁⨁⨁◯ 
MODERATE 

Work-Related Outcomes 
(Supervisees – Standard 
Sickness Absence) 

2 SMD 0.03 SD higher (0.06 
lower to 0.12 higher) 

⨁⨁⨁◯ 
MODERATE 

Adverse Effects 
(Managers) 

− − − 

Substance Use 
(Supervisees) 

− − − 
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Suicidal behaviours 
(Supervisees) 

− − − 

Quality of Life & 
Functioning (Supervisees) 

− − − 

GRADE Table 2  

 

Mental health awareness 

training for managers vs. 

other/peer-led training for 

mental health 

Gayed et al. (2018) Help-Seeking Behaviour 

(Supervisees) 

− − − 

Managerial, leadership 
style & communication 
(Managers) 

− − − 

Mental Health Knowledge 
(Managers) 

1 SMD 0.14 higher (0.33 lower 
to 0.60 higher) 

⨁◯◯◯ 
VERY LOW 

Mental Health Attitudes 
(Managers) 

1 SMD 0.07 higher (0.40 lower 
to 0.54 higher) 

⨁◯◯◯ 
VERY LOW 

Mental Health Skills & 
Behaviour (Managers) 

− − − 

Mental Health Symptoms 
& Disorders (Supervisees) 

− − − 

Positive Mental Health 
(Supervisees) 

− − − 

Work-Related Outcomes 

(Supervisees) 

− − − 

Adverse Effects 

(Managers) 

− − − 

Substance Use 

(Supervisees) 

− − − 

Suicidal behaviours 

(Supervisees) 

− − − 

Quality of Life & 
Functioning (Supervisees) 

− − − 

GRADE Table 3 

 

Kuehnl et al. (2019) 
 

Help-Seeking Behaviour 

(Supervisees) 

− − − 
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Leadership Oriented 

Interventions vs. No 

Intervention/wait list Control 

Stuber et al. (2021) Managerial, leadership 
style & communication 
(Managers) 

− − − 

Mental Health Knowledge 
(Managers) 

− − − 

Mental Health Attitudes 
(Managers) 

− − − 

Mental Health Skills & 
Behaviour (Managers) 

− − − 

Mental Health Symptoms 
& Disorders - Burnout 
(Supervisees) 

1 One trial reported an effect of 
intervention on emotional 
exhaustion, but no effect on 
depersonalization nor personal 
accomplishment (SMD = -0.25 
(-0.75,0.25)) at 1-month 
follow-up. 
 
Another trial reported no 
difference in mental health 
outcomes for intervention vs. 
control staff members at post. 

⨁◯◯◯ 
VERY LOW 

Mental Health Symptoms 
& Disorders – 
Psychological Distress 
(Supervisees) 

1 One trial reported no 
difference in mental health 
outcomes for intervention vs. 
control staff members at post. 

⨁◯◯◯ 
VERY LOW 

Positive Mental Health 
(Supervisees) 

− − − 

Work-Related Outcomes 

(Supervisees) – Job 

satisfaction/turnover 

1 One large trial found no effect 
of intervention on job 
satisfaction at 6-mo follow up 
(SMD = 0.12(-0.05,0.29)). No 
effect on turnover reported.  
 

⨁⨁◯◯ 
LOW 

Work-Related Outcomes 

(Supervisees) – Work 

atmosphere 

1 Trial found a significant 
intervention effect on work 
atmosphere.  
 

⨁◯◯◯ 
VERY LOW 
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Work-Related Outcomes – 
Absenteeism (Supervisees) 

2 Pooled SMD not reported. 
Effect sizes ranged from -0.11 

(-0.41, 0.19) to 0.2 (-0.11, 
0.51) 

⨁⨁◯◯ 
LOW 

Adverse Effects 

(Managers) 

− − − 

Substance Use 

(Supervisees) 

− − − 

Suicidal behaviours 

(Supervisees) 

− − − 

Quality of Life & 
Functioning (Supervisees) 

− − − 
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Fig. 2. PRISMA flow diagram for systematic review of reviews 
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Evidence profile 6 
 

Question 6: What training for workers (a) improves knowledge, attitudes and skills/behaviours to support the mental 
health and well-being of workers and/or (b) improves their colleagues’ positive mental health and reduces symptoms of 
mental health conditions, suicidal behaviours and substance use? 
 

Part 1 – Evidence review 

 

Population/ Intervention / Comparison / Outcome (PICO) 

 

Population: Adults who are standard or non-standard paid workers in the formal and informal sectors 

Intervention: Interventions (including trainings) directed towards managers to support the mental health and wellbeing of workers. 

Comparison: Care/support as usual, or other intervention. 

Outcomes:  

Critical outcomes:  

• Help-seeking behaviour (colleagues) 

• Mental health knowledge, attitudes, skills (training recipients) 

• Mental health symptoms & disorders (colleagues) 

• Positive mental health (colleagues) 

• Suicidal behaviours (colleagues) 

• Work-related outcomes (colleagues) 

Important outcomes:  

• Adverse effects (training recipients) 

• Substance use (colleagues) 

• Quality of life & Functioning (colleagues) 

 

Search strategy: Searches were conducted on January 13th, 2021 in the following databases: Cochrane Database of Systematic Reviews, PubMed, EMBASE, PsycINFO, and Global Index 

Medicus. In addition, the following databases were used to identify additional literature: Google Scholar, Campbell Systematic Reviews, and PROSPERO to identify protocols for ongoing 

reviews.  
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List of systematic reviews identified by the search process 
 

Included in GRADE tables or footnotes 

 

Hanisch SE, Twomey CD, Szeto AC, Birner UW, Nowak D, Sabariego C. The effectiveness of interventions targeting the stigma of mental illness at the workplace: a systematic review. BMC 

Psychiatry. 2016;16(1):1–11. 

 

 

Additional evidence: excluded from GRADE tables and footnotes 

 

Anderson M, Werner-Seidler A, King C, Gayed A, Harvey SB, O’Dea B. Mental health training programs for secondary school teachers: A systematic review. School Mental Health. 2019;11(3): 

489–508.  

 

Booth A, Scantlebury A, Hughes-Morley A, Mitchell N, Wright K, Scott W, McDaid C. Mental health training programmes for non-mental health trained professionals coming into contact with 

people with mental ill health: A systematic review of effectiveness. BMC Psychiatry. 2017;17(1):196. 

 

Grant KL, Simmons MB, Davey CG. Three nontraditional approaches to improving the capacity, accessibility, and quality of mental health services: An overview. Psychiatric Services. 

2018;69(5):508–516.  

 

Milner A, Page K, Spencer-Thomas S, LaMontagne AD. Workplace suicide prevention: a systematic review of published and unpublished activities. Health Promot Int. 2014;30(1):29–37. 

 

Morgan AJ, Ross A, Reavley NJ. Systematic review and meta-analysis of mental health First Aid training: effects on knowledge, stigma, and helping behaviour. PLoS One. 2018;13(5):e0197102.  
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Part 2 – Grading the evidence 
 

GRADE evidence tables 

Table 1: Mental health literacy and awareness training vs. Control (no intervention) 

Author(s): Samuel Harvey, Richard Bryant, Jessica Strudwick 
Date: April 2021 
Question: Mental health literacy and awareness training compared to wait list control for general paid adult workers.  
Setting: Workplaces 
Reference List: Hanisch SE, Twomey CD, Szeto AC, Birner UW, Nowak D, Sabariego C. The effectiveness of interventions targeting the stigma of mental illness at the workplace: a systematic 

review. BMC Psychiatry. 2016;16(1):1–11. 

 

Certainty assessment № of patients Effect 

Certainty Importance 

№ of studies Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 
Interventions  Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

Help-Seeking Behaviour (colleagues) – not reported 

- - - - - - - - - - - CRITICAL 

Mental Health Knowledge (training recipients) (Follow up: 5 months to 6 months) 

4 randomized 

trials  

not 

serious  

seriousa not serious  seriousg  none  580 490 Data were not 

pooled in the review. 

Positive effect of 

intervention on 

mental health 

knowledge in 3 out 

of 4 trials. SMD 

varied from 0.22-

0.63b. 

⨁⨁◯◯ 

LOW  

CRITICAL 

 

 

 

Mental Health Attitudes (training recipients) (Follow up: 5 months to 6 months) 
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Certainty assessment № of patients Effect 

Certainty Importance 

№ of studies Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 
Interventions  Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

4  randomized 

trials  

not 

serious  

very seriousc not serious  seriousd  none  580 490 Data were not 

pooled in the review. 

Positive effect of 

intervention on 

mental health 

related attitudes in 2 

out of 4 studies. SMD 

varied from 0.18-

0.34c. 

⨁◯◯◯ 

VERY LOW 

CRITICAL 

 

 

 

Mental Health Skills & Behaviour (Provision of Help)e (training recipients) (Follow up: 5 months to 6 months) 
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Certainty assessment № of patients Effect 

Certainty Importance 

№ of studies Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 
Interventions  Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

2  randomized 

trials  

not 

serious  

seriousf  not serious  seriousg none  367 261 Data were not 

pooled in the review. 

There were no 

significant effects for 

change in provision 

of helping 

behavioursh. One 

trial reported OR = 

1.73 (0.59-5.08) for 

providing help, the 

other reporting a 

change in % 

providing help as 

2.0% (-5.5 to 9.6) in 

the intervention 

group vs -1.3% (-9.6 

to 6.9) in the control 

group (interaction 

significance p=.525). 

⨁⨁◯◯ 

LOW  

CRITICAL 

 

 

 

 

Mental Health Symptoms & Disorders (training recipients) (Follow up: 6 months) 
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Certainty assessment № of patients Effect 

Certainty Importance 

№ of studies Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 
Interventions  Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

2  randomized 

trials  

not 

serious  

very seriousi  not serious  seriousj none  367 261 Data were not 

pooled in the review. 

One trial found a 

positive effect of the 

intervention in 

reducing symptoms 

in participants, 

reporting a change in 

% mental health as 

2.06 (0.39 to 3.72) in 

the intervention 

group vs. -0.29 (-1.72 

to 1.14) (significance 

of interaction term 

p=.035). One found 

no differences 

between groups OR = 

0.66 (0.20-2.13)k.  

⨁◯◯◯ 

VERY LOW  

CRITICAL 

 

 

 

 

Positive Mental Health (colleagues)– not reported 

- - - - - - - - - - - - CRITICAL 

Suicidal behaviours (colleagues) – not reported 

- - - - - - - - - - - - CRITICAL 

Work-Related Outcomes (colleagues) – not reported 
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Certainty assessment № of patients Effect 

Certainty Importance 

№ of studies Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 
Interventions  Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

- - - - - - - - - - - - CRITICAL 

Adverse Effects (training recipients) – not reported 

- - - - - - - - - - - - IMPORTANT 

Substance Use (colleagues) – not reported 

- - - - - - - - - - - - IMPORTANT 

Quality of Life & Functioning (colleagues) – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; OR: odds ratio; SMD: standardised mean difference  

Explanations 

a. This has been rated as serious as the review did not pool results or provide an estimate of heterogeneity, which is of concern. 

b. Hanisch et al. (2016) tabulated effect sizes for each individual study but did not calculate a pooled effect size estimate.  
c. This has been rated as very serious as 2 out of 4 RCTs in Hanisch et al. (2016) found positive changes in attitudes.  
d. This has been rated serious as the effect sizes and statistical significance varied between studies, and no confidence intervals were reported 
e. Behaviour here refers to observed/tangible behaviours like providing help to others, not confidence in/likelihood to provide help. 
f. This has been rated as serious as the review did not pool results or provide an estimate of heterogeneity, which is of concern 
g. This has been rated as serious as both studies reported wide confidence intervals.  
h. Aligns with the global findings of population focused meta-analysis by Morgan AJ, Ross A, Reavley NJ. Systematic review and meta-analysis of mental health First Aid training: effects on 
knowledge, stigma, and helping behaviour. PLoS One. 2018;13(5):e0197102, finding small changes in amount of help provided nor quality of help provided at 6-month follow up. 
i. This has been rated very serious due to contradiction in the results of the two studies.  
j. This has been rated as serious due to wide confidence intervals reported in both studies.  
k. Morgan et al., (2018) report no change in the mental health of those who receive mental health first aid training more generally.   
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Part 3 – From evidence to recommendations 
 
Table 2. Summary of findings table 

 

 
1 Pooled effect size not calculated by Hanisch et al. (2016). 

GRADE Table 
Source 

Outcome 
Number of Studies Effects Certainty of Evidence 

GRADE Table 1 

 

Mental health literacy and 

awareness Training vs. wait 

list control) 

Hanisch et al. (2016) 
 
 

Help-Seeking Behaviour 

(colleagues) 

− − − 

Mental Health 
Knowledge (training 
recipients) 

4 Varying effect sizes from 0.22-

0.63 higher1. 

⨁⨁◯◯ 
LOW 

Mental Health Attitudes 
(training recipients) 

4 Varying effect sizes from 0.18 
to 0.34 higher2. 

⨁◯◯◯ 
VERY LOW 

Mental Health Skills & 

Behaviour (training 

recipients) 

2 No statistically significant 
difference between two 

groups. 
 

One trial reported an odds 
ratio (OR) of 1.73 (0.59-5.08). 

The second trial reported a 
2.0% higher change (5.5% 

lower to 9.6% higher) in the 
intervention group compared 
to 1.3% higher (9.6% lower to 

6.9% higher) in the control 
group with no significant 

interaction.  

⨁⨁◯◯ 
LOW  

Mental Health 

Symptoms & Disorders 

(training recipients) 

2 No statistically significant 
difference between two 

groups. 
 

One trial reported an odds 
ratio (OR) of 0.66 (0.20-2.13) of 
severe psychological distress. 

The second trial reported a 
2.06% change in mental health 

⨁◯◯◯ 
VERY LOW 
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(0.39% higher to 3.72% higher) 
in the intervention group 
compared to 0.29% lower 

(1.72% lower to 1.14% higher) 
in the control group with no 

significant interaction.  

Positive Mental Health 

(supervisees, 

colleagues) 

− − − 

Suicidal behaviours 

(colleagues) 

− − − 

Work-Related Outcomes 
(colleagues) 

− − − 

Adverse Effects (training 
recipients) 

− − − 

Substance Use 
(colleagues) 

− − − 

Quality of Life & 
Functioning (colleagues) 

− − − 
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Fig. 1. PRISMA flow diagram for systematic review of reviews 
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Evidence profile 7 

Question 7: What training for civilian health, emergency and humanitarian workers (a) improves knowledge, attitudes 
and skills/behaviours to support the mental health and well-being of workers and/or (b) improves colleagues’ positive 
mental health and reduces symptoms of mental health conditions, suicidal behaviours and substance use? 
 

Part 1 – Evidence review 

 

Population/ Intervention / Comparison / Outcome (PICO) 

 

Population: Adults who are paid standard or non-standard civilian health care workers, emergency workers, or humanitarian workers. 

Intervention: Interventions (including trainings) directed towards workers to support the mental health and well-being of workers.  

Comparison: Care/support as usual, or other intervention. 

Outcomes:  

Critical outcomes:  

• Help-seeking behaviour (colleagues) 

• Mental health knowledge, attitudes, skills (training recipients) 

• Mental health symptoms & disorders (colleagues) 

• Positive mental health (colleagues) 

• Work-related outcomes (colleagues) 

Important outcomes:  

• Adverse effects (training recipients) 

• Substance use (colleagues) 

• Suicidal behaviours (colleagues) 

• Quality of life & Functioning (colleagues) 

 

Search strategy: The literature searches were initially conducted on January 13th, 2020 in the following databases: Cochrane Database of Systematic Reviews, PubMed, EMBASE, PsycINFO, 

and Global Index Medicus. In addition, the following databases were used to identify additional literature: Google Scholar, Campbell Systematic Reviews, and PROSPERO to identify protocols 

for ongoing reviews.  
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List of systematic reviews identified by the search process 
 

Included in GRADE tables or footnotes 

Randomized Controlled Trials: 

Tan L, Harvey SB, Deady M, Dobson M, Donohoe A, Suk C et al. Workplace mental health awareness training: a cluster randomized controlled trial. J Occup Environ Med. 2021;63(4):311–6. 
 
Moll SE, Patten S, Stuart H, MacDermid JC, Kirsh B. Beyond silence: a randomized, parallel-group trial exploring the impact of workplace mental health literacy training with healthcare 
employees. Canadian J Psych. 2018;63(12):826–33. 
 

 

Additional evidence: excluded from GRADE tables and footnotes 

Anderson GS, Di Nota PM, Groll D, Carleton RN. Peer support and crisis-focused psychological interventions designed to mitigate post-traumatic stress injuries among public safety and 
frontline healthcare personnel: a systematic review. Int J Environ Res Public Health. 2020;17(20):7645. 
 
Brooks SK, Dunn R, Amlôt R, Greenberg N, Rubin GJ. Training and post-disaster interventions for the psychological impacts on disaster-exposed employees: a systematic review. J Ment Health. 
2018;15:1–25. 
 
Caulfield A, Vatansever D, Lambert G, Van Bortel T. WHO guidance on mental health training: A systematic review of the progress for non-specialist health workers. BMJ Open. 2019;9(1): 
e024059.  
 
Eiroa-Orosa FJ, Garcia-Mieres H. A systematic review and meta-analysis of recovery educational interventions for mental health professionals. Adm Policy Ment Health. 2019;46(6):724–752.  
 
Fox JH, Burkle FMJ, Bass J, Pia FA, Epstein JL, Markenson D. The effectiveness of psychological first aid as a disaster intervention tool: research analysis of peer-reviewed literature from 1990-
2010. Disaster Med Public Health Prep. 2012;6(3):247–252. 
 
Hanisch SE, Twomey CD, Szeto AC, Birner UW, Nowak D, Sabariego C. The effectiveness of interventions targeting the stigma of mental illness at the workplace: a systematic review. BMC 
Psychiatry. 2016;16(1):1–11. 
 
Lee NK, Roche A, Duraisingam V, Fischer JA, Cameron J. Effective interventions for mental health in male-dominated workplaces. Ment Health Rev (Brighton). 2014;19(4):237–250. 
 
Liu G, Jack H, Piette A, Mangezi W, Machando D, Rwafa C, Goldenberg M, Abas M. Mental health training for health workers in Africa: A systematic review. Lancet Psychiatry. 2016;3(1): 65–
76.  
 
Morgan AJ, Ross A, Reavley NJ. Systematic review and meta-analysis of mental health First Aid training: effects on knowledge, stigma, and helping behaviour. PLoS One. 2018;13(5):e0197102. 
 
Pollock A, Campbell P, Cheyne J, Cowie J, Davis B, McCallum J, McGill K, Elders A, Hagen S, McClurg D, Torrens C, Maxwell M. Interventions to support the resilience and mental health of 
frontline health and social care professionals during and after a disease outbreak, epidemic or pandemic: A mixed methods systematic review. Cochrane Database Syst Rev. 
2020;11(11):CD013779.   
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Part 2 – Grading the evidence 
 

GRADE evidence tables 

Table 1: Contact-based workplace educationa vs. mental health literacy and awareness training  
Author(s): Samuel Harvey, Richard Bryant, Jessica Strudwick 
Date: April 2021 
Question: Contact-based workplace education compared to mental health literacy and awareness training for civilian health workers.   
Setting: Clinical and non-clinical hospital staff 
Reference List: Moll SE, Patten S, Stuart H, MacDermid JC, Kirsh B. Beyond silence: a randomized, parallel-group trial exploring the impact of workplace mental health literacy training with 

healthcare employees. Canadian J Psych. 2018;63(12):826–33. 

Certainty assessment № of patients Effect 

Certainty Importance 

№ of studies 
Study 

design 

Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 
Interventions  Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

Help-Seeking Behaviour (colleagues) – not reported 

- - - - - - - - - - - CRITICAL 

Mental Health Knowledge (training recipients) (Follow up: 3 months to 6 months) 

1  randomized 

trials  

very 

seriousb  

not serious not serious  very 

seriousc  

none  97 95 Improvement in 

knowledge for both types 

of intervention, however 

no significant group x time 

interaction. 

 SMD = 0.16 for 3-mo 

follow upd 

SMD = 0.17 for 6-mo 

follow upd 

⨁◯◯◯ 

VERY LOW 

CRITICAL 

Mental Health Attitudes (training recipients) (Follow up: 3 months to 6 months) 
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Certainty assessment № of patients Effect 

Certainty Importance 

№ of studies 
Study 

design 

Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 
Interventions  Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

1  randomized 

trials  

very 

seriouse  

not serious not serious  very 

seriousf  

none  97 95 No difference between 

two mental health 

awareness interventions 

at 3-month follow up 

(SMD = 0.03)g, and a 

marginally significant 

benefit of contact based 

workplace education at 6-

month follow-up (SMD = 

0.247)g.  

⨁◯◯◯ 

VERY LOW 

CRITICAL 

 

Mental Health Skills & Behaviour (training recipients)h (Follow up: 3 months to 6 months) 

1  randomized 

trials  

very 

seriousi  

not serious not serious  very 

seriousj  

none  97 95 Study reported smallk 

increase in proportion of 

participants providing 

help to others at work 

from baseline to follow-

up. 

There were no differences 

in skills and behaviours 

(providing help to others) 

between the two groups 

over time (SMD = 0.084)l.  

⨁◯◯◯ 

VERY LOW 

CRITICAL 

 

 

 

 

 

Mental Health Symptoms & Disorders (colleagues) – not reported 

- - - - - - - - - - - CRITICAL 
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Certainty assessment № of patients Effect 

Certainty Importance 

№ of studies 
Study 

design 

Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 
Interventions  Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

Positive Mental Health (colleagues) – not reported 

- - - - - - - - - - - - CRITICAL 

Suicidal behaviours (colleagues) – not reported 

- - - - - - - - - - - - CRITICAL 

Work-Related Outcomes (colleagues) – not reported 

- - - - - - - - - - - - CRITICAL 

Adverse Effects (workers) – not reported 

- - - - - - - - - - - - IMPORTANT 

Substance Use (colleagues) – not reported 

- - - - - - - - - - - - IMPORTANT 

Quality of Life & Functioning (colleagues) – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; SMD: standardised mean difference 

 

Explanations 
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a. Contact-based education (CBE) is a knowledge translation strategy that creates opportunities for positive interpersonal contact with someone who has personally experienced mental 
health issues. Key ingredients for CBE include voluntary, positive, prolonged contact with a respected peer of equal status. The in-person sessions combine information sharing and discussion, 
using workplace-based vignettes to build mental health literacy, reduce stigma and increase confidence and skill in reaching out to seek/offer help (Moll et al, 2015, page 3). 
b. This has been rated as very serious as there was no formal control group, only active comparison (i.e., mental health literacy and awareness training vs. contact-based workplace 
education), no formal analysis of change across study time points within each intervention reported.  
c. This has been rated as very serious as there was only one small trial with small sample size (N<200), and no confidence intervals were reported. 
d. Confidence intervals not reported and unable to be calculated from data presented in trial. 
e. This has been rated as very serious as there was no formal control group, only active comparison (i.e., mental health literacy and awareness training vs. contact-based workplace 
education), no formal analysis of change across study time points within each intervention reported. For analysis of attitudes (stigma), unplanned post-hoc analyses were performed to detect 
statistically significant group differences.   
f. This has been rated as very serious as there was only one small trial with small sample size (N<200), and no confidence intervals were reported.  
g. Confidence intervals not reported and unable to be calculated from data presented in trial.  
h. Behaviour here refers to help-outreach behaviours. 
i. This has been rated as very serious as there was no formal control group, only active comparison (i.e., mental health literacy and awareness training vs. contact-based workplace education), 
no formal analysis of change across study time points within each intervention reported. For analysis of attitudes (stigma), unplanned post-hoc analyses were performed to detect statistically 
significant group differences. 
j. This has been rated as very serious as there was only one small trial with small sample size (N<200), and no confidence intervals were reported. 
k. Not statistically analyzed.  
l. Confidence intervals not reported and unable to be calculated from data presented in trial.  
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Table 2: Workplace mental health awareness training vs. training as usual 
Author(s): Samuel Harvey, Richard Bryant, Jessica Strudwick 
Date: April 2021 
Question: Workplace mental health awareness training compared to training as usual for civilian emergency workers.  
Setting: Workplaces/employees of civilian emergency workers 
Reference List: Tan L, Harvey SB, Deady M, Dobson M, Donohoe A, Suk C et al. Workplace mental health awareness training: a cluster randomized controlled trial. J Occup Environ Med. 

2021;63(4):311–6.

Certainty assessment № of patients Effect 

Certainty Importance 

№ of studies 
Study 

design 

Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 
Interventions  Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

Help-Seeking Behaviour (training recipients) (Follow up: 6 months to 3 years)  

1 
randomized 

trials  
Seriousa not serious not serious  

very 

seriousb  
none  

201 207 No significant effect 

of intervention on 

help seeking 

behaviourc 

⨁◯◯◯ 

VERY LOW  
CRITICAL 

Mental Health Knowledge – not reported 

- - - - - - - - - - -  

Mental Health Attitudes (training recipients) (Follow up: 6 months to 3 years) 
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Certainty assessment № of patients Effect 

Certainty Importance 

№ of studies 
Study 

design 

Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 
Interventions  Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

1 randomized 

trials  

Seriousd  not serious not serious  Seriouse none  201 207 Positive effect of 

intervention in 

changing attitudesf at 

6-month follow-up 

(SMD = 0.14 [95% CI -

0.39-0.67]) but this 

was not maintained 

at 3-years follow-up 

(SMD = -0.23 [95%CI -

0.57-0.11]).  

⨁⨁◯◯ 

LOW 

CRITICAL 

 

 

 

 

 

 

Mental Health Skills & Behaviour (Provision of Help; training recipients) – not reported 

- - - - - - - - - - - CRITICAL 

 

Mental Health Symptoms & Disorders (training recipients) (Follow up: 3 years) 

1  randomized 

trials  

Seriousd  Not serious  not serious  very 

seriouse  
none  201 207 No effect of 

workplace mental 

health awareness 

training (vs. standard 

training) on 

psychological distress 

in trainees at 3-year 

follow up (SMD = 

0.044)g. 

⨁◯◯◯ 

VERY LOW 

CRITICAL 
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Certainty assessment № of patients Effect 

Certainty Importance 

№ of studies 
Study 

design 

Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 

considerations 
Interventions  Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

Positive Mental Health (colleagues) – not reported 

- - - - - - - - - - - - CRITICAL 

Suicidal behaviours (colleagues) – not reported 

- - - - - - - - - - - - CRITICAL 

Work-Related Outcomes (colleagues) – not reported 

- - - - - - - - - - - - CRITICAL 

Adverse Effects (workers) – not reported 

- - - - - - - - - - - - IMPORTANT 

Substance Use (colleagues) – not reported 

- - - - - - - - - - - - IMPORTANT 

Quality of Life & Functioning (colleagues) – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; SMD: standardised mean difference 

 

Explanations 

a. This has been rated a serious due to high loss to follow up across the 3-year trial. 
b. This has been rated as very serious as there was only one trial, and there were a low number of people (n=5) with probable mental disorder actually requiring help. 
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c. Not enough data to calculate stable effect estimate. 1 from 2 participants with a mental health condition in the intervention condition sought help, while 3 from 3 participants in the 
training as usual condition sought help. 
d. This has been rated as serious due to large loss to follow up at 3-years follow-up assessment.  
e. This has been rated as serious as although sample size larger than 400, only one trial with wide confidence intervals. 
f. Attitudes here denotes likelihood of help-seeking. 
g. Confidence intervals not reported and unable to be calculated from data presented in trial.   
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Part 3 – From evidence to recommendations 
 
Table 3. Summary of findings table 

 

 
1 CI not reported and unable to be calculated from data presented in trial.  

GRADE Table 
Source 

Outcome 
Number of Studies Effects Certainty of Evidence 

GRADE Table 1 

 

Contact-based workplace 

education compared to 

mental health literacy and 

awareness training for 

civilian health workers. 

 

Moll et al. (2018) Help-Seeking Behaviour 

(colleagues) 

− − − 

Mental Health 
Knowledge (training 
recipients) 

1 SMD = 0.16 for 3-month follow 

up1 

SMD = 0.17 for 6-month follow 

up1 

⨁◯◯◯ 
VERY LOW 

Mental Health Attitudes 
(training recipients) 

1 SMD = 0.03 for 3-month follow 

up1 

SMD = 0.247 for 6-month 

follow up1 

⨁◯◯◯ 
VERY LOW 

Mental Health Skills and 
Behaviours (training 
recipients) 

1 SMD = 0.0841 ⨁◯◯◯ 
VERY LOW 

Mental Health 

Symptoms & Disorders 

(colleagues) 

− − − 

Positive Mental Health 

(supervisees, 

colleagues) 

− − − 

Work-Related Outcomes 
(colleagues) 

− − − 

Adverse Effects (training 
recipients) 

− − − 

Substance Use 
(colleagues) 

− − − 

Suicidal behaviours 
(colleagues) 

− − − 



GUIDELINES ON MENTAL HEALTH AT WORK  

 

 

 
2 SMD not calculated.  
3 CI not reported and unable to be calculated from data presented in trial.  

Quality of Life & 
Functioning (colleagues) 

− − − 

GRADE Table 2 

 

Workplace mental health 
awareness training vs. 
training as usual for civilian 
emergency workers 
 

Tan et al. (2021) 
Help-Seeking Behaviour 
(training recipients) 

1 No significant effect of 
intervention on help seeking 

behaviour2 

⨁◯◯◯ 
VERY LOW 

Mental Health 
Knowledge (training 
recipients) 

− − − 

Mental Health Attitudes 
(training recipients) 

1 SMD = 0.14 (95% CI -0.39 to 
0.67) for 6-month follow-up 

 
SMD = -0.23 (95%CI -0.57 to 

0.11) for 3-year follow-up 

⨁⨁◯◯ 
LOW 

Mental Health Skills and 
Behaviours (training 
recipients) 

− − − 

Mental Health 
Symptoms & Disorders 
(training recipients) 

1 SMD = 0.044 3-year follow up3 ⨁◯◯◯ 
VERY LOW 

Positive Mental Health 
(supervisees, 
colleagues) 

− − − 

Work-Related Outcomes 
(colleagues) 

− − − 

Adverse Effects (training 
recipients) 

− − − 

Substance Use 
(colleagues) 

− − − 

Suicidal behaviours 
(colleagues) 

− − − 

Quality of Life & 
Functioning (colleagues) 

− − − 
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Fig. 1. PRISMA flow diagram for systematic review of reviews 
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Evidence profile 8 

Question 8: What universally-delivered individual interventions (1A - psychosocial and/or 1B - physical activity and/or 
1C - health promotion [lifestyle] interventions) improve positive mental health, and reduce symptoms of mental health 
conditions, suicidal behaviours and substance use? 
 

Part 1 – Evidence review 

 

Population/ Intervention / Comparison / Outcome (PICO) 

 

Population: Adults who are paid standard or non-standard workers in the formal and informal sectors 

Intervention: Individual interventions that aim to improve positive mental health and reduce symptoms of mental health conditions, suicidal behaviours, or substance use, including: 

- Psychosocial interventions 

- Physical activity interventions 

- Health promotion (lifestyle) interventions  

Comparison: Care/support as usual, or other intervention 

Outcomes: 

Critical outcomes: 

- Mental health symptoms and disorders 

- Positive mental health 

- Quality of life and functioning 

- Work-related outcomes 

Important outcomes: 

- Adverse effects 

- Substance use 

- Suicidal behaviours 

 

Search strategy: Searches were conducted on November 18th, 2020 in the following databases: Cochrane Database of Systematic Reviews, PubMed, EMBASE, PsycINFO, and Global Index 

Medicus. In addition, the following databases were used to identify additional literature: Google Scholar, Campbell Systematic Reviews, and PROSPERO to identify protocols for ongoing 

reviews. The searches were updated on April 12th, 2021.  

 



GUIDELINES ON MENTAL HEALTH AT WORK  

 120 

List of systematic reviews identified by the search process  
 
Included in GRADE tables or footnotes 
 
Carolan S, Harris PR, Cavanagh K. Improving employee well-being and effectiveness: systematic review and meta-analysis of web-based psychological interventions delivered in the workplace. J Med 
Internet Res. 2017;19(7):e271. 
 
Maricuţoiu LP, Sava FA, Butta O. The effectiveness of controlled interventions on employees’ burnout: a meta‐analysis. J Occup Organ Psychol. 2016;89(1):1–27. 
 
Oakman J, Neupane S, Proper KI, Kinsman N, Nygård C-H. Workplace interventions to improve work ability: a systematic review and meta-analysis of their effectiveness. Scand J Work Environ Health. 
2018;134–46. 
 
Phillips EA, Gordeev VS, Schreyögg J. Effectiveness of occupational e-mental health interventions: a systematic review and meta-analysis of randomized controlled trials. Scand J Work Environ Health. 
2019;45(6):560–76. 
 
Sakuraya A, Imamura K, Watanabe K, Asai Y, Ando E, Eguchi H et al. What kind of intervention is effective for improving subjective well-being among workers? A systematic review and meta-analysis of 
randomized controlled trials. Front Psychol. 2020;11:528656. 
 
Slemp GR, Jach HK, Chia A, Loton DJ, Kern ML. Contemplative interventions and employee distress: a meta‐analysis. Stress Health. 2019;35(3):227–55. 
 
Stratton E, Lampit A, Choi I, Calvo RA, Harvey SB, Glozier N. Effectiveness of eHealth interventions for reducing mental health conditions in employees: a systematic review and meta-analysis. PLoS One. 
2017;12(12):e0189904. 
 
Vega-Escaño J, Porcel-Galvez AM, Diego-Cordero R, Romero-Sanchez JM, Romero-Saldana M, Barrientos-Trigo S. Insomnia interventions in the workplace: A systematic review and meta-analysis. Int J 
Environ Res Public Health. 2020;17(17):6401. 
 
 
Additional evidence: excluded from GRADE tables and footnotes  
 
Bartlett L, Martin A, Neil AL, Memish K, Otahal P, Kilpatrick M, Sanderson K. A systematic review and meta-analysis of workplace mindfulness training randomized controlled trials. J Occup Health 
Psychol. 2019;24:108–126. 
 
Bellon J, Conejo-Ceron S, Cortes-Abela C, Pena-Andreau JM, Garcia-Rodriguez A, Moreno-Peral P. Effectiveness of psychological and educational interventions for the prevention of depression in the 
workplace: A systematic review and meta-analysis. Scand J Work Environ Health. 2019;45(4):324–332. 
 
Skold BM, Bayattork M, Anderson LL, Schlunssen V. Psychosocial effects of workplace exercise - A systematic review. Scand J Work Environ Health. 2019;45(6):533–545. 
 
Chu AHY, Koh D, Moy FM, Müller-Riemenschneider F. Do workplace physical activity interventions improve mental health outcomes? Occup Med (Lond). 2014;64(4):235–245. 
 
De Diego-Cordero R, Lopez-Zurron MP, Vargas-Martinez AM, Lucchetti G, Vega-Escaño J. The effectiveness of Spiritual interventions in the workplace for work-related health outcomes: a systematic 
review and meta-analysis. J Nurs Manag. 2021;29(6):1–10. 
 
Freak-Poli R, Cumpston M, Albarqouni L, Clemes SA, Peeters A. Workplace pedometer interventions for increasing physical activity. Cochrane Database Syst Rev. 2020;7(7):CD009209. 
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Howarth A, Quesada J, Silva J, Judycki S, Mills PR. The impact of digital health interventions on health-related outcomes in the workplace: A systematic review. Digital Health. 
2018;4:2055207618770861. 
 
Lau RW, Mak WH. Effectiveness of workplace interventions for depression in Asia: A meta-analysis. SAGE Open. 2017;(2):2158244017710293. 
 
Lomas T, Medina JC, Ivtzan I, Rupprecht S, Eiroa-Orosa FJ. Mindfulness-based interventions in the workplace: An inclusive systematic review and meta-analysis of their impact upon wellbeing. J Posit 
Psychol. 2019;14:625–640. 
 
Puerto Valencia LM, Weber A, Spegel H, Bogle R, Selmani A, Heinze S, Herr C. Yoga in the workplace and health outcomes: a systematic review. Occup Med (Lond). 2019;69(3):195–203. 
 
Ryan C, Bergin M, Chalder T, Wells JS. Web-based interventions for the management of stress in the workplace: Focus, form, and efficacy. J Occup Health. 2017;59(3):215–236. 
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Part 2 – Grading the evidence 
 

GRADE evidence tables 

Table 1. Psychosocial (1A) and/or Physical Activity (1B) and/or Lifestyle (1C) individual interventions compared to treatment as usual in universal workers. 
 
Author(s): Clara Miguel, Arpana Amarnath 
Question: Psychosocial and/or physical activity and/or lifestyle individual level interventions a compared to treatment as usual in universal workers. 
Setting: Universal workers from mixed occupations 
Bibliography: Sakuraya A, Imamura K, Watanabe K, Asai Y, Ando E, Eguchi H et al. What kind of intervention is effective for improving subjective well-being among workers? A systematic review and 

meta-analysis of randomized controlled trials. Front Psychol. 2020;11:528656. 

Certainty assessment  № of patients Effect 

Certainty Importance 
№ of 
studies 

Study design 
Risk of 
bias 

Inconsistency Indirectness Imprecision Other considerations Intervention Control 
Absolute 
(95% CI) 

Mental health symptoms and disorders – not reported 

- - - - - - - - - - CRITICAL 

Positive mental health - Subjective well-being (follow up: range 1 days to 1 years) 

31  randomized 
trials  

serious b very serious c serious f  serious d publication bias 
strongly suspected e 

Not reported SMD 0.51 SD higher 
(0.31 higher to 0.71 higher) 

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Quality of life and functioning – Quality of life (follow up: range 1 days to 1 year) 

9 randomized 
trials 

serious b very serious g serious f serious d publication bias 
strongly suspected e 

Not reported SMD 0.77 SD higher 
(0.28 higher to 1.26 higher) 

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Work-related outcomes – not reported 

- - - - - - - - - - CRITICAL 

Adverse effects – not reported 

- - - - - - - - - - IMPORTANT 

Substance use – not reported 
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Certainty assessment  № of patients Effect 

Certainty Importance 
№ of 
studies 

Study design 
Risk of 
bias 

Inconsistency Indirectness Imprecision Other considerations Intervention Control 
Absolute 
(95% CI) 

- - - - - - - - - - IMPORTANT 

Suicidal behaviours – not reported 

- - - - - - - - - - IMPORTANT 

CI: confidence interval; SMD: standardised mean difference 
 
Explanations 
a. The GRADE table includes pooled results from a combination of psychosocial, physical activity, and lifestyle interventions. Psychosocial interventions were broadly categorized as cognitive 

behavioural approaches, mindfulness group sessions, or other psychological interventions. Cognitive behavioural interventions included: cognitive, behavioural, cognitive behavioural, or Acceptance 

Commitment Therapy interventions. Lifestyle interventions included: self-training, or web-based lifestyle programs. Physical activity interventions included: walking, yoga, light resistance training, 

strengthening, and aerobic and weight-training exercise.  

b. A large proportion of the studies are rated at high or unclear risk of bias.  

c. This has been rated as very serious, as heterogeneity was high (i2 = 87.2%).  

d. Number of participants included in this analysis is not available.  

e. Statistical procedures (Egger's test, funnel plots) suggest the presence of publication bias. 

f. The certainty of the evidence is downgraded one level due to serious indirectness (heterogeneous interventions and follow-up measurement points).  

g. This has been rated as very serious, as heterogeneity was high (i2 = 82.1%).  
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Table 2: Psychosocial interventions (1A) compared to wait list, treatment as usual, or other control conditions in universal workers. 
 
Author(s): Clara Miguel, Arpana Amarnath 
Question: Psychosocial interventions a  compared to wait list, treatment as usual, or other control conditions in universal workers. 
Setting: Universal workers from mixed occupations  
Bibliography:  

(1) Maricuţoiu LP, Sava FA, Butta O. The effectiveness of controlled interventions on employees’ burnout: a meta‐analysis. J Occup Organ Psychol. 2016;89(1):1–27. 
(2) Vega-Escaño J, Porcel-Galvez AM, Diego-Cordero R, Romero-Sanchez JM, Romero-Saldana M, Barrientos-Trigo S. Insomnia interventions in the workplace: A systematic review and meta-

analysis. Int J Environ Res Public Health. 2020;17(17):6401. 

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 
studies 

Study design 
Risk of 
bias 

Inconsistency Indirectness Imprecision 
Other 
consideration
s 

Interv
ention 

Contr
ol 

Absolute 
(95% CI) 

Mental health symptoms - Burnout (Exhaustion) (follow-up: mean 11 weeks) − Maricuţoiu, 2016 

25  randomized 
trials 

serious b serious c serious g serious d none  Not reported SMD 0.17 SD higher 
(0.03 higher to 0.32 
higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Mental health symptoms - Burnout (Depersonalization) (follow-up: mean 11 weeks) −  Maricuţoiu, 2016 

23  randomized 
trials 

serious b serious c serious g serious d none  Not reported SMD 0.008 SD lower 
(0.15 lower to 0.13 
higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Mental health symptoms - Burnout (Lack of personal accomplishment) (follow-up: mean 11 weeks) − Maricuţoiu, 2016 

23  randomized 
trials 

serious b serious c serious g serious d none  Not reported SMD 0.1 SD higher 
(0.07 lower to 0.28 
higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Mental health symptoms - Insomnia (follow up: range 3 weeks to 48 weeks) − Vega-Escaño, 2020 

14  randomized 
trials 

not 
serious  

very serious e serious g not serious  publication 
bias strongly 
suspected f 

827 793 MD 2.21 higher 
(1.06 higher to 3.36 
higher)  

⨁◯◯◯ 
VERY LOW 

CRITICAL  
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Positive mental health – not reported 

- - - - - - - - - - CRITICAL 

Quality of life and functioning – not reported 

          CRITICAL 

Work-related outcomes – not reported 

- - - - - - - - - - CRITICAL 

Adverse effects – not reported 

- - - - - - - - - - IMPORTANT 

Substance use – not reported 

- - - - - - - - - - IMPORTANT 

Suicidal behaviours – not reported 

- - - - - - - - - - IMPORTANT 

CI: confidence interval; MD: mean difference; SMD: standardised mean difference  
 
Explanations 
a. Psychosocial interventions included: cognitive behavioural therapy, relaxation, interpersonal soft skills, internet-based stress management, role-related skills, and expressive writing.  

b. Risk of bias for individual studies is not available in the meta-analysis and this seriously affects the certainty of the evidence.  

c. Estimates of heterogeneity are not available in the meta-analysis and this seriously affects the certainty of the evidence.  

d. The number of participants included in this analysis is not available.  

e. This has been rated as very serious, as heterogeneity was high (i2 = 88.0%).  

f. Statistical tests (Egger's test, funnel plots) suggest the presence of publication bias. 

g. The certainty of the evidence is downgraded one level due to serious indirectness (heterogeneous interventions and follow-up measurement points).   
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Table 3: E-Health Psychosocial interventions compared to wait list, treatment as usual or other control conditions in universal workers. 
 
Author(s): Clara Miguel, Arpana Amarnath 
Question: e-Health psychosocial intervention a compared to wait list, treatment as usual or other control conditions in universal workers. 
Setting: Universal workers from mixed occupations 
Bibliography:  

(1) Carolan S, Harris PR, Cavanagh K. Improving employee well-being and effectiveness: systematic review and meta-analysis of web-based psychological interventions delivered in the 
workplace. J Med Internet Res. 2017;19(7):e271. 

(2) Phillips EA, Gordeev VS, Schreyögg J. Effectiveness of occupational e-mental health interventions: a systematic review and meta-analysis of randomized controlled trials. Scand J Work 
Environ Health. 2019;45(6):560–76. 

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study design 

Risk of 
bias 

Inconsistency Indirectness Imprecision 
Other 

considerations 
Intervention Control 

Absolute 
(95% CI) 

Mental health symptoms - Stress, depression, psychological distress (follow up: range 4,3 weeks to 13 weeks) − Carolan, 2017 

12  randomized 
trials 

not 
serious  

not serious serious e  not serious  none  2954 SMD 0.25 SD higher 
(0.11 higher to 0.4 higher)  

⨁⨁⨁◯ 
MODERATE 

CRITICAL  

Mental health symptoms - Stress (follow up: range 1 weeks to 8 weeks) − Phillips, 2019 

13  randomized 
trials 

serious b not serious  not serious  serious c none  Not reported SMD 0.27 SD higher 
(0.15 higher to 0.39 

higher)  

⨁⨁◯◯ 
LOW  

CRITICAL  

Mental health symptoms - Depression (follow up: range 1 weeks to 8 weeks) − Phillips, 2019 

6  randomized 
trials 

serious b not serious  not serious  serious c none  Not reported SMD 0.2 SD higher 
(0.03 higher to 0.35 

higher)  

⨁⨁◯◯ 
LOW  

CRITICAL  

Mental health symptoms - Anxiety (follow up: range 1 weeks to 8 weeks) − Phillips, 2019 

6  randomized 
trials 

serious b serious d not serious  serious c none  Not reported SMD 0.2 SD higher 
(0.04 lower to 0.44 higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Mental health symptoms - Burnout (follow up: range 1 weeks to 8 weeks) − Phillips, 2019 
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2  randomized 
trials 

serious b not serious  not serious  serious c none  Not reported SMD 0.26 SD higher 
(0.02 higher to 0.5 higher)  

⨁⨁◯◯ 
LOW  

CRITICAL  

Mental health symptoms - Insomnia (follow up: range 1 weeks to 8 weeks) − Phillips, 2019 

2  randomized 
trials 

serious b serious f not serious  serious c none  Not reported SMD 0.45 SD higher 
(0.16 lower to 1.06 higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Positive mental health - Well-being (follow up: range 1 weeks to 8 weeks) − Phillips, 2019 

7  randomized 
trials 

serious b not serious  not serious  serious c none  Not reported SMD 0.35 SD higher 
(0.25 higher to 0.46 

higher)  

⨁⨁◯◯ 
LOW  

CRITICAL  

Positive mental health - Mindfulness (follow up: range 1 weeks to 8 weeks) − Phillips, 2019 

5  randomized 
trials 

serious b not serious  not serious  serious c none  Not reported SMD 0.42 SD higher 
(0.24 higher to 0.6 higher)  

⨁⨁◯◯ 
LOW  

CRITICAL  

Quality of life and functioning – not reported 

- - - - - - - - - - CRITICAL 

Work-related outcomes - Work effectiveness (follow up: range 4,3 weeks to 13 weeks) − Carolan, 2017 

6  randomized 
trials 

not 
serious  

not serious  not serious  not serious  none  1116 SMD 0.18 SD higher 
(0.06 higher to 0.3 higher)  

⨁⨁⨁⨁ 
HIGH 

CRITICAL  

Adverse effects – not reported 

- - - - - - - - - - IMPORTANT 

Substance use – not reported 

- - - - - - - - - - IMPORTANT 

Suicidal behaviours – not reported 

- - - - - - - - - - IMPORTANT 
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CI: confidence interval; SMD: standardised mean difference 

Explanations 
 
a. e-Health psychosocial interventions included: cognitive or cognitive behavioural therapy, stress and coping, mindfulness, psychoeducation, problem-solving training, positive psychology, and 
acceptance and commitment therapy.  
b. A large proportion of the studies are rated at high or unclear risk of bias.  
c. Number of participants included in the analysis is not available.  
d. This has been rated as serious, as heterogeneity was moderate (i2 = 59.3%). 
e. The certainty of the evidence is downgraded one level due to serious indirectness (heterogeneous outcome measures). 
f. This has been rated as serious, as heterogeneity was moderate (i2 = 58.5%). 
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Table 4: Mindfulness and other contemplative interventions (Psychosocial 1A - Mindfulness) for universal workers compared to wait list, treatment as usual, or no treatment controls. 
 
Author(s): Clara Miguel, Arpana Amarnath 
Question: Mindfulness and other contemplative interventions for universal workers compared to wait list, no treatment, or treatment 
Setting: Universal workers from mixed occupations 
Bibliography:  

(1) Slemp GR, Jach HK, Chia A, Loton DJ, Kern ML. Contemplative interventions and employee distress: a meta‐analysis. Stress Health. 2019;35(3):227–55. 
(2) Stratton E, Lampit A, Choi I, Calvo RA, Harvey SB, Glozier N. Effectiveness of eHealth interventions for reducing mental health conditions in employees: a systematic review and meta-analysis. 

PLoS One. 2017;12(12):e0189904. 
(3) Sakuraya A, Imamura K, Watanabe K, Asai Y, Ando E, Eguchi H et al. What kind of intervention is effective for improving subjective well-being among workers? A systematic review and meta-

analysis of randomized controlled trials. Front Psychol. 2020;11:528656. 
 

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study design 

Risk of 
bias 

Inconsistency Indirectness Imprecision 
Other 

considerations 
Intervention Control 

Absolute 
(95% CI) 

Mental health symptoms - General distress (follow up: mean 8 weeks) − Slemp, 2019 

16 randomized 
trials 

serious a not serious  serious f not serious  none  1161 SMD 0.49 SD higher 
(0.32 higher to 0.66 higher)g  

⨁⨁◯◯ 
LOW 

CRITICAL  

Mental health symptoms – Depression, Anxiety, Stress (follow-up: mean 10 weeks) – Stratton, 2017 

6 randomized 
trials 

not 
serious 

not serious serious f not serious publication bias 
strongly 

suspected d 

244 170 SMD 0.6 SD higher 
(0.34 higher to 0.85 higher) 

⨁⨁◯◯ 
LOW 

CRITICAL 

Positive mental health - Subjective well-being (follow up: range 1 days to 1 years) − Sakuraya, 2020 

13 randomized 
trials 

serious b very serious e not serious serious c publication bias 
strongly 

suspected d 

Not reported SMD 0.86 SD higher 
(0.19 higher to 1.53 higher) 

⨁◯◯◯ 
VERY LOW 

CRITICAL 

Quality of life and functioning – not reported 

- - - - - - - - - - CRITICAL 

Work-related outcomes – not reported 

- - - - - - - - - - CRITICAL 

Adverse effects – not reported 
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Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study design 

Risk of 
bias 

Inconsistency Indirectness Imprecision 
Other 

considerations 
Intervention Control 

Absolute 
(95% CI) 

- - - - - - - - - - IMPORTANT 

Substance use – not reported 

- - - - - - - - - - IMPORTANT 

Suicidal behaviours – not reported 

- - - - - - - - - - IMPORTANT 

CI: confidence interval; SMD: standardised mean difference 
 
Explanations 
a. Risk of bias for individual studies is not available in the meta-analysis and this seriously affects the certainty of the evidence.  

b. A large proportion of the studies are rated at high or unclear risk of bias.  

c. Number of participants included in this analysis is not available.  

d. Statistical tests (Egger's test, funnel plots) suggest the presence of publication bias.  

e. This has been rated as very serious, as heterogeneity was high (i2 = 90.2%). 

f. The certainty of the evidence is downgraded one level due to serious indirectness (heterogeneous outcome measures). 

g. Effect size is an estimate from a population of staff in education workplaces. Slemp (2019) also reported effect sizes for staff in corporate settings (k = 8, N = 511, d = 0.56, CI [0.30, 0.82]), and in a 

sample of mixed workplaces (k = 6, N = 419, d = 0.34, CI [0.08, 0.61]). 
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Table 5: Cognitive-behavioral interventions (Psychosocial 1A - CBT) for universal workers compared to wait list or treatment as usual controls.  
 
Author(s): Clara Miguel, Arpana Amarnath 
Question: Cognitive-behavioral interventions for universal workers compared to wait list or treatment as usual controls: 
Setting: Universal workers from mixed occupations 
Bibliography:  

(1) Stratton E, Lampit A, Choi I, Calvo RA, Harvey SB, Glozier N. Effectiveness of eHealth interventions for reducing mental health conditions in employees: a systematic review and meta-analysis. 
PLoS One. 2017;12(12):e0189904. 

(2) Sakuraya A, Imamura K, Watanabe K, Asai Y, Ando E, Eguchi H et al. What kind of intervention is effective for improving subjective well-being among workers? A systematic review and meta-
analysis of randomized controlled trials. Front Psychol. 2020;11:528656. 
 

Certainty assessment Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 
considerations 

№ of patients 
Absolute 
(95% CI) 

Mental health symptoms – Depression, Anxiety, Stress (follow-up: mean 10 weeks) – Stratton, 2017 

6 randomized 
trials 

not serious not serious serious d not serious publication bias 
strongly suspected 

c 

1733 SMD 0.15 SD higher 
(0.05 higher to 0.26 higher) 

⨁⨁◯◯ 
LOW 

CRITICAL 

Positive mental health - Subjective well-being (follow up: range 1 days to 1 years) − Sakuraya, 2020 

11 randomized 
trials 

serious a not serious not serious serious b publication bias 
strongly suspected 

c 

Not reported SMD 0.22 SD higher 
(0.04 higher to 0.40 higher) 

⨁◯◯◯ 
VERY LOW 

CRITICAL 

Quality of life and functioning – not reported 

- - - - - - - - - - CRITICAL 

Work-related outcomes – not reported 

- - - - - - - - - - CRITICAL 

Adverse effects – not reported 

- - - - - - - - - - IMPORTANT 



GUIDELINES ON MENTAL HEALTH AT WORK  

 132 

Certainty assessment Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 
considerations 

№ of patients 
Absolute 
(95% CI) 

Substance use – not reported 

- - - - - - - - - - IMPORTANT 

Suicidal behaviours – not reported 

- - - - - - - - - - IMPORTANT 

CI: confidence interval; SMD: standardised mean difference 
 
Explanations 
a. A large proportion of the studies are rated at high or unclear risk of bias.  

b. Number of participants included in this analysis is not available.  

c. Statistical tests (Egger's test, funnel plots) suggest the presence of publication bias. 

d. The certainty of the evidence is downgraded one level due to serious indirectness (heterogeneous outcome measures and/or follow-up measurement points).  
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Table 6: e-Health Stress management interventions (Psychosocial 1A - e-SM) for universal workers compared to wait list controls. 
 
Author(s): Clara Miguel, Arpana Amarnath 
Question: e-Health stress management interventions for universal workers compared to wait list controls. 
Setting: Universal workers from mixed occupations 
Bibliography: 

(1) Stratton E, Lampit A, Choi I, Calvo RA, Harvey SB, Glozier N. Effectiveness of eHealth interventions for reducing mental health conditions in employees: a systematic review and meta-analysis. 

PLoS One. 2017;12(12):e0189904. 

Certainty assessment Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of bias Inconsistency Indirectness Imprecision 
Other 

considerations 
№ of patients 

Absolute 
(95% CI) 

Mental health symptoms – Depression, Anxiety, Stress (follow-up: mean 10 weeks) – Stratton, 2017 

4 randomized 
trials 

not serious not serious serious b serious c publication bias 
strongly suspected 

a 

1189 SMD 0.03 SD lower 
(0.16 lower to 0.09 higher) 

⨁◯◯◯ 
VERY LOW 

CRITICAL 

Positive mental health – not reported 

- - - - - - - - - - CRITICAL 

Quality of life and functioning – not reported 

- - - - - - - - - - CRITICAL 

Work-related outcomes – not reported 

- - - - - - - - - - CRITICAL 

Adverse effects – not reported 

- - - - - - - - - - IMPORTANT 

Substance use – not reported 

- - - - - - - - - - IMPORTANT 

Suicidal behaviours – not reported 

- - - - - - - - - - IMPORTANT 

CI: confidence interval; SMD: standardised mean difference 
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Explanations 
 
a. Statistical tests (Egger's test, funnel plots) suggest the presence of publication bias. 

b. The certainty of the evidence is downgraded one level due to serious indirectness (heterogeneous outcome measures). 

c. This has been rated as serious and although the number of participants is sufficient, the 95% CI of the pooled effect size are seriously imprecise. 
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Table 7: Physical activity (1B) and/or Lifestyle (1C) interventions compared to care as usual or other interventions in universal workers conditions in universal workers. 

 
Author(s): Clara Miguel (first rater), Arpana Amarnath (second rater) 
Question: Physical activity or lifestyle a interventions compared to care as usual or other interventions in universal workers conditions in universal workers. 
Setting: Universal workers from mixed occupations 
Bibliography: Oakman J, Neupane S, Proper KI, Kinsman N, Nygård C-H. Workplace interventions to improve work ability: a systematic review and meta-analysis of their effectiveness. Scand J Work 
Environ Health. 2018;134–46. 
 

Certainty assessment 
№ of 

patients 
Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 
considerations 

Interv
ention 

Con
trol 

Absolute 
(95% CI) 

Mental health symptoms and disorders – not reported 

- - - - - - - - - - CRITICAL 

Positive mental health – not reported 

- - - - - - - - - - CRITICAL 

Quality of life and functioning – not reported 

- - - - - - - - - - CRITICAL 

Work-related outcomes - Work ability (follow up: range 10 weeks to 40 weeks) − Oakman, 2020 

9  randomized 
trials 

not serious  not serious  serious b  not serious  none  897 605 SMD 0.12 SD higher 
(0.01 higher to 0.22 higher)  

⨁⨁⨁◯ 
MODERATE 

CRITICAL  

Adverse effects – not reported 

- - - - - - - - - - IMPORTANT 

Substance use – not reported 

- - - - - - - - - - IMPORTANT 

Suicidal behaviours – not reported 

- - - - - - - - - - IMPORTANT 

CI: confidence interval; SMD: standardised mean difference 
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Explanations 
a. Physical activity interventions included: general physical exercise in the workplace or more specific resistance training, Lifestyle interventions included: health and lifestyle coaching, and lifestyle and 

risk management education.  

b. The certainty of the evidence is downgraded one level due to serious indirectness (heterogeneous interventions and follow-up measurement points). 
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Table 8: Physical activity (1B) interventions compared to treatment as usual in universal workers.  

 
Author(s): Clara Miguel (first rater), Arpana Amarnath (second rater) 
Question: Physical activity a interventions compared to treatment as usual in universal workers. 
Setting: Universal workers from mixed occupations 
Bibliography: Sakuraya A, Imamura K, Watanabe K, Asai Y, Ando E, Eguchi H et al. What kind of intervention is effective for improving subjective well-being among workers? A systematic review and 
meta-analysis of randomized controlled trials. Front Psychol. 2020;11:528656. 
 

Certainty assessment Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of bias Inconsistency Indirectness Imprecision 
Other 

considerations 
№ of 

patients 
Absolute 
(95% CI) 

Mental health symptoms and disorders – not reported 

- - - - - - - - - - CRITICAL 

Positive mental health – Subjective well-being (follow up: range 1 days to 1 years) − Sakuraya, 2020 

12 randomized 
trials 

serious b very serious c not serious serious d publication bias 
strongly 

suspected e 

Not 
reported 

SMD 0.58 SD higher 
(0.05 lower to 1.21 higher) 

⨁◯◯◯ 
VERY LOW 

CRITICAL 

Quality of life and functioning – not reported 

- - - - - - - - - - CRITICAL 

Work-related outcomes – not reported 

- - - - - - - - - - CRITICAL 

Adverse effects – not reported 

- - - - - - - - - - IMPORTANT 

Substance use – not reported 
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Certainty assessment Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of bias Inconsistency Indirectness Imprecision 
Other 

considerations 
№ of 

patients 
Absolute 
(95% CI) 

- - - - - - - - - - IMPORTANT 

Suicidal behaviours – not reported 

- - - - - - - - - - IMPORTANT 

CI: confidence interval; SMD: standardised mean difference 
 
Explanations 
a. Physical activity interventions included: walking, yoga, light resistance training, strengthening, and aerobic and weight-training exercises. 

b. A large proportion of the studies are rated at high or unclear risk of bias  

c. This has been rated as very serious, as heterogeneity was high (i2 = 91.9%).  

d. Number of participants included in this analysis is not available.  

e. Statistical tests (Egger's test, funnel plots) suggest the presence of publication bias  

 



WEB ANNEX: EVIDENCE PROFILES AND SUPPORTING EVIDENCE 

 

 139 

Part 3 – From evidence to recommendations 

 
Table 9. Summary of findings table 
 

GRADE table Source Outcome Specific outcome RCTs Effects 
Certainty of the 

evidence 

GRADE Table 1 

Psychosocial (1A) and/or 

Physical activity (1B) 

and/or Lifestyle (1C) 

individual interventions 

compared to treatment as 

usual in universal workers 

Sakuraya et al. 
(2020)  
 

Mental health symptoms 

and disorders 
− − − − 

Positive mental health Subjective well-being 31 
SMD 0.51 SD higher 

(0.31 higher to 0.71 higher) 

⨁◯◯◯ 

VERY LOW 

Quality of life and 

Functioning 
Quality of life 9 

SMD 0.77 SD higher 

(0.28 higher to 1.26 higher) 

⨁◯◯◯ 

VERY LOW 

Substance use − − − − 

Suicidal behaviours − − − − 

Work-related outcomes − − − − 

Adverse effects − − − − 

GRADE Table 2  
 
Psychosocial (1A) 
interventions compared to 
wait list, treatment as 
usual, or other control 
conditions in universal 
workers 
 

 

 

Maricuţoiu et al. 

(2016) 

 

Vega-Escaño et al. 

(2020) 

Mental health symptoms 

and disorders 

Burnout (Exhaustion) 25 
SMD 0.17 SD higher 

(0.03 higher to 0.32 higher) 

⨁◯◯◯ 

VERY LOW 

Burnout (Depersonalization) 23 
SMD 0.008 SD lower 

(0.15 lower to 0.13 higher) 

⨁◯◯◯ 

VERY LOW 

Burnout (Lack of personal 

accomplishment) 
23 

SMD 0.1 SD higher 

(0.07 lower to 0.28 higher) 

⨁◯◯◯ 

VERY LOW 

Insomnia 14 
MD 2.21 higher 

(1.06 higher to 3.36 higher) 

⨁◯◯◯ 

VERY LOW 

Positive mental health − − − − 

Quality of life and 

Functioning 
− − − − 
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GRADE table Source Outcome Specific outcome RCTs Effects 
Certainty of the 

evidence 

Substance use − − − − 

Suicidal behaviours − − − − 

Work-related outcomes − − − − 

Adverse effects − − − − 

GRADE Table 3 

e-Health interventions 

(Psychosocial 1A – e-

Health) interventions 

compared to wait list, 

treatment as usual or other 

control conditions in 

universal workers 

Carolan et al. 
(2017) 

 
Phillips et al. (2019) 

Mental health symptoms 

and disorders 

Stress, depression, 

psychological distress 
12 

SMD 0.25 SD higher 

(0.11 higher to 0.4 higher) 

⨁⨁⨁◯ 

MODERATE 

Stress 13 
SMD 0.27 SD higher 

(0.15 higher to 0.39 higher) 

⨁⨁◯◯ 

LOW 

Depression 6 
SMD 0.2 SD higher 

(0.03 higher to 0.35 higher) 

⨁⨁◯◯ 

LOW 

Anxiety 6 
SMD 0.2 SD higher 

(0.04 lower to 0.44 higher) 

⨁◯◯◯ 

VERY LOW 

Burnout 2 
SMD 0.26 SD higher 

(0.02 higher to 0.5 higher) 

⨁⨁◯◯ 

LOW 

Insomnia 2 
SMD 0.45 SD higher 

(0.16 lower to 1.06 higher) 

⨁◯◯◯ 

VERY LOW 

Positive mental health Well-being 7 
SMD 0.35 SD higher 

(0.25 higher to 0.46 higher) 

⨁⨁◯◯ 

LOW 

 Mindfulness 5 
SMD 0.42 SD higher 

(0.24 higher to 0.6 higher) 

⨁⨁◯◯ 

LOW 

Quality of life and 

Functioning 
− − − − 

Substance use − − − − 

Suicidal behaviours − − − − 
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GRADE table Source Outcome Specific outcome RCTs Effects 
Certainty of the 

evidence 

Work-related outcomes Work effectiveness 6 
SMD 0.18 SD higher 

(0.06 higher to 0.3 higher) 

⨁⨁⨁⨁ 

HIGH 

Adverse effects − − − − 

GRADE Table 4 

Mindfulness and other 

contemplative 

interventions (Psychosocial 

1A - Mindfulness) 

compared to wait list, no 

treatment, or treatment as 

usual controls for universal 

workers 

 
Slemp et al. (2019) 
 
Stratton et al. 
(2017) 
 
Sakuraya et al. 
(2020) 

Mental health symptoms 

and disorders 

General distress 16 
SMD 0.49 SD higher 

(0.32 higher to 0.66 higher)  

⨁⨁◯◯ 

LOW 

Depression, Anxiety, Stress 6 
SMD 0.6 SD higher 

(0.34 higher to 0.85 higher) 

⨁⨁◯◯ 

LOW 

Positive mental health Subjective well-being 13 
SMD 0.86 SD higher 

(0.19 higher to 1.53 higher) 

⨁◯◯◯ 

VERY LOW 

Quality of life and 

Functioning 
− − − − 

Substance use − − − − 

Suicidal behaviours − − − − 

Work-related outcomes − − − − 

Adverse effects − − − − 

GRADE Table 5 

Cognitive behavioural 

interventions (Psychosocial 

1A- CBT) compared to wait 

list or treatment as usual 

controls for universal 

workers 

 
 
Sakuraya et al. 
(2020)  
 
Stratton et al. 
(2017) 

Mental health symptoms 

and disorders 
Depression, Anxiety, Stress 6 

SMD 0.15 SD higher 

(0.05 higher to 0.26 higher) 

⨁⨁◯◯ 

LOW 

Positive mental health Subjective well-being 11 
SMD 0.22 SD higher 

(0.04 higher to 0.40 higher) 

⨁◯◯◯ 

VERY LOW 

Quality of life and 

Functioning 
− − − − 

Substance use − − − − 

Suicidal behaviours − − − − 
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GRADE table Source Outcome Specific outcome RCTs Effects 
Certainty of the 

evidence 

Work-related outcomes − − − − 

Adverse effects − − − − 

GRADE Table 6 

e-Health Stress 

management interventions 

(Psychosocial 1A- e-SM) 

compared to wait list 

controls. 

Stratton et al. 
(2017) 

Mental health symptoms 

and disorders 
Depression, Anxiety, Stress  4 

SMD 0.03 SD lower 

(0.16 lower to 0.19 higher) 

⨁◯◯◯ 

VERY LOW 

Positive mental health − − − − 

Quality of life and 

Functioning 
− − − − 

Substance use − − − − 

Suicidal behaviours − − − − 

Work-related outcomes − − − − 

Adverse effects − − − − 

GRADE Table 7 

 

Physical activity (1B) 

and/or Lifestyle (1C) 

interventions compared to 

care as usual or other 

interventions in universal 

workers 

Oakman et al. 
(2018) 

Mental health symptoms 

and disorders 
− − − − 

Positive mental health − − − − 

Quality of life and 

Functioning 
− − − − 

Substance use − − − − 

Suicidal behaviours − − − − 

Work-related outcomes Work ability 9 
SMD 0.12 SD higher 

(0.01 higher to 0.22 higher) 

⨁⨁⨁◯ 

MODERATE 

Adverse effects − − − − 
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GRADE table Source Outcome Specific outcome RCTs Effects 
Certainty of the 

evidence 

GRADE Table 8 

Physical activity (1B) 

interventions compared to 

treatment as usual in 

universal workers 

Sakuraya et al. 
(2020) 

Mental health symptoms 

and disorders 
− − − − 

Positive mental health Subjective well-being 12 
SMD 0.58 SD higher 

(0.05 lower to 1.21 higher) 

⨁◯◯◯ 

VERY LOW 

Quality of life and 

Functioning 
− − − − 

Substance use − − − − 

Suicidal behaviours − − − − 

Work-related outcomes − − − − 

Adverse effects − − − − 
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Fig. 1. PRISMA flow diagram for systematic review of reviews 
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Evidence profile 9 

Question 9: What individual interventions (1A - psychosocial and/or 1B - physical activity and/or 1C - health promotion 
[lifestyle] interventions) delivered to civilian health, emergency and humanitarian workers improve positive mental 
health and reduce symptoms of mental health conditions, suicidal behaviours and substance use? 
 

Part 1 – Evidence review 

 

Population/ Intervention / Comparison / Outcome (PICO) 

 

Population: Adults who are paid civilian health care, emergency, or humanitarian workers, in the formal and informal sectors 

Intervention: Individual interventions that aim to improve positive mental health and reduce symptoms of mental health conditions, suicidal behaviours, or substance use, including: 

- Psychosocial interventions 

- Physical activity interventions 

- Health promotion (lifestyle) interventions  

Comparison: Care/support as usual, or other intervention 

Outcomes: 

Critical outcomes: 

• Mental health symptoms and disorders 

• Positive mental health 

• Quality of life and functioning 

• Substance use 

• Suicidal behaviours 

• Work-related outcomes 

Important outcomes: 

• Adverse effects 

 

Search strategy: Searches were conducted on December 1st, 2020 in the following databases: Cochrane Database of Systematic Reviews, PubMed, EMBASE, PsycINFO, and Global Index 

Medicus. In addition, the following databases were used to identify additional literature on January 27th, 2021: Google Scholar, Campbell Systematic Reviews, and PROSPERO to identify 

protocols for ongoing reviews. The searches were updated on April 12th, 2021.  
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Part 2 – Grading the evidence 

 

GRADE evidence tables 

Table 1:  Psychosocial (1A) and/or Physical Activity (1B) and/or Lifestyle (1C) interventions compared to wait list and other control conditions in healthcare workers. 
 
Author(s): Clara Migue, Arpana Amarnath 
Question: Psychosocial and/or physical activity and/or lifestyle interventions a compared to wait list and other control conditions in healthcare workers. 

Setting: Nurses and Physicians 

Bibliography: Melnyk BM, Kelly SA, Stephens J, Dhakal K, McGovern C, Tucker S et al. Interventions to improve mental health, well-being, physical health, and lifestyle behaviors in physicians and 
nurses: a systematic review. Am J Health Promot. 2020;34(8):929–41. 

Certainty assessment Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 
considerations 

№ of patients 
Absolute 
(95% CI) 

Mental health symptoms – Stress (follow up: range 1 days to 9 months) 

7  randomized 
trials  

not serious  serious b serious e not serious  none  420 SMD 0.6 SD higher 
(95% CI not reported) f  

⨁⨁◯◯ 
LOW 

CRITICAL  

Mental health symptoms – Anxiety (follow up: range 1 days to 9 months) 

5  randomized 
trials 

not serious  serious b serious e not serious  none  738 SMD 0.2 SD higher 
(95% CI not reported) f 

⨁⨁◯◯ 
LOW 

CRITICAL  

Mental health symptoms – Depression (follow up: range 1 days to 9 months) 

3  randomized 
trials 

not serious  serious b serious e not serious  none  719 SMD 0.13 SD higher 
(95% CI not reported)  

⨁⨁◯◯ 
LOW 

CRITICAL  

Positive mental health – Resilience (follow up: range 1 days to 9 months) 

4  randomized 
trials 

not serious  serious b serious e serious c none  154 SMD 0.58 SD higher 
(95% CI not reported) f 

⨁◯◯◯ 
VERY LOW 

CRITICAL  

Positive mental health– Mindfulness (follow up: range 1 days to 9 months) 

5  randomized 
trials 

not serious  serious b serious e serious c none  283 SMD 0.85 SD higher 
(95% CI not reported) f 

⨁◯◯◯ 
VERY LOW 

CRITICAL  
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Quality of life and functioning – QoL (follow up: range 1 days to 9 months) 

3  randomized 
trials 

not serious  serious b serious e very serious 
d 

none  98 SMD 0.28 SD higher 
(95% CI not reported)  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Substance use – not reported 

- - - - - - - - - - CRITICAL 

Suicidal behaviours – not reported 

- - - - - - - - - - CRITICAL 

Work-related outcomes 

- - - - - - - - - - CRITICAL 

Adverse effects – not reported 

- - - - - - - - - - IMPORTANT 

CI: confidence interval; SMD: standardised mean difference 

Explanations 
a. The GRADE table includes pooled results from a mix of psychosocial, physical activity, and lifestyle interventions. Psychosocial interventions included: in person and online cognitive behaviour 
therapy approaches, stress reduction and resilience programs (journaling, stress-management, breathing exercises and yoga) and mindfulness-based stress reduction. Physical activity interventions 
included: physical exercise and recreational activities at work. Lifestyle interventions included: healthy eating interventions.  
b. Estimates of heterogeneity are not available in the meta-analysis and this seriously affects the certainty of the evidence.  
c. Sample size is smaller than 400 participants.  
d. Sample size is smaller than 100 participants. 
e. The certainty of the evidence is downgraded one level due to serious indirectness (heterogeneous interventions, outcome measures, and follow-up measurement points). 
f. Effect was significant indicating that SMD did not include the null hypothesis (SMD = 0). 
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Table 2: Psychosocial interventions (1A) compared to wait list, treatment as usual or other control conditions for universal healthcare workers. 

Author(s): Clara Miguel, Arpana Amarnath 
Setting: Mixed healthcare workers and allied professionals (Kunzler, 2020), Nurses (Guillaumie, 2017) and Physicians (West, 2016; Petrie, 2019) 
Questions: Psychosocial interventions a compared to wait list, treatment as usual or other control conditions for universal healthcare workers. 
Bibliography:  

(1) Kunzler AM, Helmreich I, Chmitorz A, König J, Binder H, Wessa M et al. Psychological interventions to foster resilience in healthcare professionals. Cochrane Database Syst Rev. 
2020;(7):CD012527. 

(2) West CP, Dyrbye LN, Erwin PJ, Shanafelt TD. Interventions to prevent and reduce physician burnout: a systematic review and meta-analysis. Lancet. 2016;388(10057):2272–81. 

(3) Petrie K, Crawford J, Baker ST, Dean K, Robinson J, Veness BG et al. Interventions to reduce symptoms of common mental disorders and suicidal ideation in physicians: a systematic 
review and meta-analysis. Lancet Psychiatry. 2019;6(3):225–34. 

Certainty assessment 
№ of 

patients 
Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 
consideration

s 

Inter
venti

on 

Cont
rol 

Absolute 
(95% CI) 

Mental health symptoms – Anxiety (follow up: range 1 days to 9 months) − Kunzler, 2020  

5  randomized 
trials 

very serious b not serious  serious i serious c publication 
bias strongly 
suspected d 

113 118 SMD 0.06 SD higher 
(0.23 lower to 0.35 higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL 

Mental health symptoms – Depression (follow up: range 1 days to 9 months) − Kunzler, 2020 

14  randomized 
trials 

very serious b not serious  serious i not serious  none  398 390 SMD 0.29 SD higher 
(0.09 higher to 0.5 higher)  

⨁◯◯◯ 
VERY LOW 

CRITICAL 

Mental health symptoms – Stress (follow up: range 1 days to 9 months) − Kunzler, 2020 

17  randomized 
trials  

very serious b very serious e serious i not serious  none  508 489 SMD 0.61 SD higher 
(0.15 higher to 1.07 higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL 

Mental health symptoms – Burnout (overall) (follow up: range 1 days to 18 months) − West, 2016 
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5  randomized 
trials 

not serious  not serious  serious i serious j none  205 
 

205 MD 6 % reduction higher 
(7 lower to 19 higher)  

⨁⨁◯◯ 
LOW 

CRITICAL 

Mental health symptoms – Burnout (exhaustion) (follow up: range 1 days to 18 months) − West, 2016 

12  randomized 
trials 

not serious  not serious  serious i not serious  none  246 253 MD 2.06 % reduction higher 
(0.27 higher to 3.86 higher)  

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Mental health symptoms – Burnout (depersonalization) (follow up: range 1 days to 18 months) − West, 2016 

11  randomized 
trials 

not serious  not serious  serious i not serious  none  233 239 MD 0.92 % reduction higher 
(0.05 lower to 1.9 higher)  

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Positive mental health– Resilience (follow up: range 1 days to 9 months) − Kunzler, 2020 

12  randomized 
trials  

very serious b not serious  serious i not serious  none  346 344 SMD 0.45 SD higher 
(0.25 higher to 0.65 higher)  

⨁◯◯◯ 
VERY LOW 

CRITICAL 

Positive mental health– Optimism (follow up: range 1 days to 9 months) − Kunzler, 2020 

3  randomized 
trials 

very serious b not serious  serious i serious c none  88 81 SMD 0.41 SD higher 
(0.1 higher to 0.72 higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL 

Positive mental health– Self-efficacy (follow up: range 1 days to 9 months) − Kunzler, 2020 

6  randomized 
trials 

very serious b not serious  serious i not serious  none  241 220 SMD 0.43 SD higher 
(0.25 higher to 0.62 higher)  

⨁◯◯◯ 
VERY LOW 

CRITICAL 

Positive mental health– Positive emotions (follow up: range 1 days to 9 months) − Kunzler, 2020 

2  randomized 
trials 

very serious b very serious k serious i serious c none  105 107 SMD 0.85 SD higher 
(0.17 higher to 1.53 higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL 

Positive mental health – Active coping (follow up: range 1 days to 9 months) − Kunzler, 2020 
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3  randomized 
trials 

very serious b not serious  serious i serious c none  65 72 SMD 0.28 SD higher 
(0.31 lower to 0.87 higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL 

Positive mental health/Quality of life – Well-being or quality of life (follow up: range 1 days to 9 months) − Kunzler, 2020 

13  randomized 
trials 

very serious b not serious  serious i not serious  none  752 742 SMD 0.14 SD higher 
(0.01 lower to 0.3 higher)  

⨁◯◯◯ 
VERY LOW 

CRITICAL 

Quality of life and functioning – not reported 

- - - - - - - - - - CRITICAL 

Work-related outcomes – not reported 

- - - - - - - - - - CRITICAL 

Suicidal behaviours – Suicidal ideation (follow-up: one year) − Petrie, 2019 

1 randomized 
trials 

not serious very serious g not serious serious b none 100 99 Physicians randomly assigned 
to a web-based CBT 

intervention group were 60% 
less likely to report suicidal 
ideation than the attention- 

control group (RR=0·40; 95% CI 
0·17–0·91; p=0·03). 

⨁◯◯◯ 
VERY LOW 

CRITICAL 

Substance use – not reported 

- - - - - - - - - - CRITICAL 

Adverse effects – Adverse events (follow up: range 1 days to 9 months) − Kunzler, 2020 

3 randomized 
trials 

serious g not serious serious i not serious none 393 391 No potential adverse or 
undesired effects  

 

⨁⨁◯◯ 
LOW 

IMPORTANT 

CBT: cognitive behavioural therapy; CI: confidence interval; MD: mean difference; RR: risk ratio; SMD: standardised mean difference  
 
Explanations 
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a. Psychosocial interventions included: cognitive behavioural therapy approaches, mindfulness interventions, stress management and self-care, attention and interpretation therapy, 
resilience based training, small group curricula, communication skills training and a belonging intervention. 
b. The majority of the studies are rated at high risk of bias  
d. The sample size is smaller than 400 participants  
e. Statistical tests (Egger's test, funnel plots) suggest the presence of publication bias 
f. This has been rated as very serious, as heterogeneity was high (i2 = 90.0%) 
g. The sample size is smaller than 100 participants. 
h. A large proportion of the studies are rated at high or unclear risk of bias 
i. The estimate is based on only one study. 
j. The certainty of the evidence is downgraded one level due to serious indirectness (heterogeneous interventions and follow-up measurement points). 
k. Although the sample size is over 400, the 95% CI of the pooled effect is seriously imprecise 
l. This has been rated as very serious, as heterogeneity was high (i2 = 82.0%) 
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Table 3: Psychosocial interventions (1A) compared to treatment as usual and other controls in civilian health workers with elevated symptoms of burnout. 
 
Author(s): Clara Miguel, Arpana Amarnath 
Question: Psychosocial interventions a compared to treatment as usual and other controls in civilian health workers with elevated symptoms of burnout. 
Setting: Physicians with elevated symptoms of burnout 
Bibliography: West CP, Dyrbye LN, Erwin PJ, Shanafelt TD. Interventions to prevent and reduce physician burnout: a systematic review and meta-analysis. Lancet. 2016;388(10057):2272–81. 
 

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of bias Inconsistency Indirectness Imprecision 
Other 

considerat
ions 

Interventi
on 

Control 
Absolute 
(95% CI) 

Mental health symptoms – Burnout (Exhaustion) (follow up: range 1 days to 18 months) − West, 2016 

8  randomize
d trials 

not 
serious  

not serious  serious b not serious  none  248 257 MD 13.14 % reduction higher 
(4.7 higher to 21.58 higher)  

⨁⨁⨁◯ 
MODERATE 

CRITICAL  

Mental health symptoms – Burnout (Depersonalization) (follow up: range 1 days to 18 months) − West, 2016 

6  randomize
d trials 

not 
serious  

not serious  serious b very serious a none  132 133 MD 0.41 % reduction lower 
(10.08 lower to 9.25 higher)  

⨁◯◯◯ 
VERY LOW 

CRITICAL  

Positive mental health – not reported 

- - - - - - - - - - CRITICAL 

Quality of life and functioning – not reported 

- - - - - - - - - - CRITICAL 

Work-related outcomes – not reported 

- - - - - - - - - - CRITICAL 

Suicidal behaviours – not reported 

- - - - - - - - - - CRITICAL 

Substance use – not reported 

- - - - - - - - - - CRITICAL 

Adverse effects – not reported 
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Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of bias Inconsistency Indirectness Imprecision 
Other 

considerat
ions 

Interventi
on 

Control 
Absolute 
(95% CI) 

- - - - - - - - - - IMPORTANT 

CI: confidence interval; MD: mean difference 

Explanations 

a. Psychosocial interventions included: facilitated small group curricula, stress management and self-care training, communication skills training and a belonging intervention.  
b. The sample size is smaller than 400 participants and 95% CI are seriously imprecise. 
c. The certainty of the evidence is downgraded one level due to serious indirectness (heterogeneous interventions and follow-up measurement points). 
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Table 4: Mindfulness and other contemplative interventions (Psychosocial 1A - Mindfulness) compared to wait list, no treatment or other controls in civilian health workers. 

Author(s): Clara Miguel, Arpana Amarnath 
Setting: Mixed Healthcare workers (Slemp, 2019; Wasson, 2020), Nurses (Guillaumie, 2017) and Physicians (Fendel, 2021) 
Bibliography:  

(1) Fendel JC, Bürkle JJ, Göritz AS. Mindfulness-based interventions to reduce burnout and stress in physicians: a systematic review and meta-analysis. Acad Med. 2020;96(5):751–64. 
(2) Guillaumie L, Boiral O, Champagne J. A mixed-methods systematic review of the effects of mindfulness on nurses. J Adv Nurs. 2017;73(5):1017–34. 
(3) Slemp GR, Jach HK, Chia A, Loton DJ, Kern ML. Contemplative interventions and employee distress: a meta-analysis. Stress Health. 2019;35(3):227–55. 
(4) Wasson RS, Barratt C, O’Brien WH. Effects of mindfulness-based interventions on self-compassion in health care professionals: a meta-analysis. Mindfulness. 2020;11(8):1914–34. 

 

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of bias Inconsistency Indirectness Imprecision 
Other 

considerations 
Intervention Control 

Absolute 
(95% CI) 

Mental health symptoms – Anxiety (state) (follow up: range 1 day - 12 weeks) − Guillaumie, 2017 

 6 randomized 
trials 

not serious very serious c not serious  serious b none 109 122 SMD 0.78 SD higher 
(0.18 higher to 1.39 higher) 

⨁◯◯◯ 
LOW 

CRITICAL  

Mental health symptoms – Depression (follow up: range 1 day - 12 weeks) − Guillaumie, 2017 

 4 randomized 
trials 

not serious not serious not serious  serious b none 107 107 SMD 0.51 SD higher 
(0.23 higher to 0.78 higher) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL  

Mental health symptoms – General distress (follow-up: mean 8 weeks) − Slemp, 2019 

18 randomized 
trials 

serious a not serious serious g not serious none 849 SMD 0.21 SD higher 
(0.04 higher to 0.38 higher) 

⨁⨁◯◯ 
LOW 

CRITICAL 

Mental health symptoms – Stress (follow up: range 2 days - 10 weeks) − Fendel, 2021 

4 randomized 
trials 

not serious not serious  not serious  serious b none 70 66 SMD 0.55 SD higher 
(0.14 higher to 0.95 higher) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Mental health symptoms – Burnout (follow up: range 2 days - 10 weeks) − Fendel, 2021 

5 randomized 
trials 

not serious not serious not serious  serious b none 152 136 SMD 0.26 SD higher 
(0.03 higher to 0.50 higher) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Positive mental health – Self-compassion (follow-up: mean 7 weeks) − Wasson, 2020 
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Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of bias Inconsistency Indirectness Imprecision 
Other 

considerations 
Intervention Control 

Absolute 
(95% CI) 

6 randomized 
trials 

serious f not serious not serious  serious b none 349 SMD 0.58 SD higher 
(0.19 higher to 0.97 higher) 

⨁⨁◯◯ 
LOW 

CRITICAL 

Quality of life and functioning – not reported 

- - - - - - - - - - CRITICAL 

Work-related outcomes – Work satisfaction (follow up: range 1 day - 12 weeks) − Guillaumie, 2017 

3 randomized 
trials 

not serious not serious  not serious  very 
serious d 

none 31 36 SMD 0.23 SD higher 
(0.27 lower to 0.72 higher) 

⨁⨁◯◯ 
LOW 

CRITICAL 

Suicidal behaviours – not reported 

- - - - - - - - - - CRITICAL 

Substance use – not reported 

- - - - - - - - - - CRITICAL 

Adverse effects – not reported 

- - - - - - - - - - IMPORTANT 

CI: confidence interval; SMD: standardised mean difference 
 
Explanations 
a. Risk of bias for individual studies is not available in the meta-analysis and this seriously affects the certainty of the evidence. 
b. The sample size is smaller than 400 participants. 
c. This has been rated as very serious, as heterogeneity was moderate to high (i2 = 77.0%). 
d. The sample size is smaller than 100 participants. 
e. Statistical tests (Egger's test, funnel plots) suggest the presence of publication bias. 
f. A large proportion of the studies are rated at high or unclear risk of bias. 
g. The certainty of the evidence is downgraded one level due to serious indirectness (heterogeneous outcome measures). 
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Part 3 – From evidence to recommendations 
 
Table 5. Summary of findings table 

 

GRADE table Source Outcome Specific outcome RCTs Effects 
Certainty of the 

evidence 

GRADE Table 1 

Psychosocial (1A), and/or 

Physical activity (1B) and/or 

Lifestyle (1C) individual 

compared to wait list and 

other control conditions in 

healthcare workers  

Melnyk et al. 

(2020) 

Mental health symptoms and 

disorders 

Stress 7 
SMD 0.6 SD higher a 

(95% CI not reported)  

⨁⨁◯◯ 

LOW 

Anxiety 5 
SMD 0.2 SD higher a 

(95% CI not reported) 

⨁⨁◯◯ 

LOW 

Depression 3 
SMD 0.13 SD higher 

(95% CI not reported) 

⨁⨁◯◯ 

LOW 

Positive mental health 

Resilience 4 
SMD 0.58 SD higher a 

(95% CI not reported) 

⨁◯◯◯ 

VERY LOW 

Mindfulness 5 
SMD 0.85 SD higher a 

(95% CI not reported) 

⨁◯◯◯ 

VERY LOW 

Quality of life and Functioning Quality of life 3 
SMD 0.28 SD higher 

(95% CI not reported) 

⨁◯◯◯ 

VERY LOW  

Substance use − − − − 

Suicidal behaviours − − − − 

Work-related outcomes − − − − 

Adverse effects − − − − 

GRADE Table 2 

 

Psychosocial (1A) compared 

to wait list, treatment as 

Kunzler et al. 

(2020) 

 

Mental health symptoms and 

disorders 
Anxiety 5 

SMD 0.06 SD higher 

(0.23 lower to 0.35 higher)  

⨁◯◯◯ 

VERY LOW  

Depression 14 
SMD 0.29 SD higher 

(0.09 higher to 0.5 higher)  

⨁◯◯◯ 

VERY LOW 
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GRADE table Source Outcome Specific outcome RCTs Effects 
Certainty of the 

evidence 

usual or other control 

conditions for unselected 

healthcare workers  

 

 

West et al. 

(2016) 

 

Guillaumie et 

al. (2017) 

 

Petrie et al. 

(2019) 

Stress 17 
SMD 0.61 SD higher 

(0.15 higher to 1.07 higher)  

⨁◯◯◯ 

VERY LOW  

Burnout (overall) 5 
MD 6 % reduction higher 

(7 lower to 19 higher)  

⨁⨁◯◯ 

LOW 

Burnout (exhaustion) 12 
MD 2.06 % reduction higher 

(0.27 higher to 3.86 higher)  

⨁⨁⨁◯ 

MODERATE 

Burnout 

(depersonalization) 
11 

MD 0.92 % reduction higher 

(0.05 lower to 1.9 higher)  

⨁⨁⨁◯ 

MODERATE 

Positive mental health 

Resilience 12 
SMD 0.45 SD higher 

(0.25 higher to 0.65 higher)  

⨁◯◯◯ 

VERY LOW 

Optimism  3 
SMD 0.41 SD higher 

(0.1 higher to 0.72 higher)  

⨁◯◯◯ 

VERY LOW  

Self-efficacy 6 
SMD 0.43 SD higher 

(0.25 higher to 0.62 higher)  

⨁◯◯◯ 

VERY LOW 

Positive emotions 2 
SMD 0.85 SD higher 

(0.17 higher to 1.53 higher)  

⨁◯◯◯ 

VERY LOW  

Active coping 3 
SMD 0.28 SD higher 

(0.31 lower to 0.87 higher)  

⨁◯◯◯ 

VERY LOW  

Quality of life and Functioning 
Well-being/quality of 

life 
13 

SMD 0.14 SD higher 

(0.01 lower to 0.3 higher)  

⨁◯◯◯ 

VERY LOW 

Substance use − − − − 

Suicidal behaviours Suicidal ideation 1 

Physicians randomly assigned to a 

web-based CBT intervention group 

were 60% less likely to report 

suicidal ideation than the 

⨁◯◯◯ 

VERY LOW 
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GRADE table Source Outcome Specific outcome RCTs Effects 
Certainty of the 

evidence 

attention- control group (RR=0·40; 

95% CI 0·17–0·91; p=0·03). 

Adverse effects Adverse events 3 
No potential adverse or undesired 

effects  
⨁⨁◯◯ 

LOW 

GRADE Table 3 

 

Psychosocial (1A) 

interventions compared to 

treatment as usual and other 

controls in civilian health 

workers with elevated 

symptoms of burnout 

 

 

West et al. 
(2016) 

Mental health symptoms and 

disorders 

Burnout (exhaustion) 8 
MD 13.14 % reduction higher 

(4.7 higher to 21.58 higher)  

⨁⨁⨁◯ 

MODERATE 

Burnout 

(depersonalization) 
6 

MD 0.41 % reduction lower 

(10.08 lower to 9.25 higher)  

⨁◯◯◯ 

VERY LOW 

Positive mental health − − − − 

Quality of life and Functioning − − − − 

Substance use − − − − 

Suicidal behaviours − − − − 

Work-related outcomes − − − − 

Adverse effects − − − − 

GRADE Table 4 

Mindfulness and other 

contemplative interventions 

(Psychosocial 1A - 

Mindfulness) compared to 

wait list, no treatment or 

other controls for civilian 

health workers 

Slemp et al. 
(2019) 
 
Fendel et al. 
(2021) 
 
Guillaumie et 
al. (2017) 
 
Wasson et al. 
(2020) 

Mental health symptoms and 

disorders 

Anxiety 6 
SMD 0.78 SD higher 

(0.18 higher to 1.39 higher) 

⨁◯◯◯ 

VERY LOW 

Depression 4 
SMD 0.51 SD higher 

(0.23 higher to 0.78 higher) 

⨁⨁⨁◯ 

MODERATE 

General distress 18 
SMD 0.21 SD higher 

(0.04 higher to 0.38 higher) 

⨁⨁⨁◯ 

MODERATE 

Stress 4 
SMD 0.55 SD higher 

(0.14 higher to 0.95 higher) 

⨁⨁⨁◯ 

MODERATE 
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GRADE table Source Outcome Specific outcome RCTs Effects 
Certainty of the 

evidence 

 
Burnout 5 

SMD 0.26 SD higher 

(0.03 higher to 0.50 higher) 

⨁⨁⨁◯ 

MODERATE 

Positive mental health Self-compassion 6 
SMD 0.58 SD higher 

(0.19 higher to 0.97 higher) 

⨁⨁◯◯ 

LOW 

Quality of life and Functioning − − − − 

Substance use − − − − 

Suicidal behaviours − − − − 

Work-related outcomes Work satisfaction 3 
SMD 0.23 SD higher 

(0.27 lower to 0.72 higher) 

⨁⨁◯◯ 

LOW 

Adverse effects − − − − 

 
Explanations 
a. Effect was significant indicating that the SMD did not include the null hypothesis (SMD = 0) 
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Fig. 1. PRISMA flow diagram for systematic review of reviews 
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Evidence profile 10 

Question 10: What individual interventions (1A - psychosocial and/or 1B - physical activity and/or 1C - health promotion 
[lifestyle] interventions) delivered to workers with symptoms of emotional distress or meeting criteria for mental 
health conditions improve positive mental health and reduce symptoms of mental health conditions, suicidal 
behaviours and substance use? 
 

Part 1 – Evidence review 
 

Population/ Intervention / Comparison / Outcome (PICO) 

 

Population: Adults workers who are paid and have symptoms of emotional distress or meeting criteria for a mental health condition, in the formal and informal sectors 

Intervention: Individual interventions that aim to improve positive mental health and reduce symptoms of mental health conditions, suicidal behaviours, or substance use: 

- Psychosocial interventions 

- Physical activity interventions 

- Health promotion (lifestyle) interventions  

Comparison: Care/support as usual, or other intervention 

Outcomes: 

Critical outcomes: 

• Mental health symptoms and disorders 

• Positive mental health 

• Quality of life and functioning 

• Substance use 

• Suicidal behaviours 

• Work-related outcomes 

Important outcomes: 

• Adverse effects 

 

Search strategy: Searches were conducted on December 1st, 2020 in the following databases: Cochrane Database of Systematic Reviews, PubMed, EMBASE, PsycINFO, and Global Index 

Medicus. In addition, the following databases were used to identify additional literature on January 27th, 2021: Google Scholar, Campbell Systematic Reviews, and PROSPERO to identify 

protocols for ongoing reviews. The searches were updated on April 12th, 2021.   
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List of systematic reviews identified by the search process  
 
Included in GRADE tables or footnotes 
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J Med Internet Res. 2017;19(7):e271. 
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Nigatu YT, Huang J, Rao S, Gillis K, Merali Z, Wang J. Indicated prevention interventions in the workplace for depressive symptoms: a systematic review and meta-analysis. Am J Prev Med. 
2019;56(1):e23–33. 
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Health. 2019;45(6):560–76. 
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Additional evidence: excluded from GRADE tables and footnotes 
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Wan Mohd Yunus WMA, Musiat P, Brown JSL. Systematic review of universal and targeted workplace interventions for depression. Occup Environ Med. 2018;75(1):66–75. 
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Part 2 – Grading the evidence 

 

GRADE evidence tables 

Table 1: Psychosocial interventions (1A) compared to treatment as usual, wait list, or other control conditions in workers with symptoms of emotional distress or meeting criteria for 

mental health conditions 

 
Author(s): Clara Miguel, Arpana Amarnath 
Question: Psychosocial interventions compared to treatment as usual, wait list, or other control conditions in workers with symptoms of emotional distress or meeting criteria for mental 
health conditions a.  
Setting: Workers from mixed occupations with elevated symptoms of burnout (Maricuţoiu, 2016) and elevated symptoms of depression (Nigatu, 2019) 
Bibliography:  

(1) Maricuţoiu LP, Sava FA, Butta O. The effectiveness of controlled interventions on employees’ burnout: a meta‐analysis. J Occup Organ Psychol. 2016;89(1):1–27. 
(2) Nigatu YT, Huang J, Rao S, Gillis K, Merali Z, Wang J. Indicated prevention interventions in the workplace for depressive symptoms: a systematic review and meta-analysis. Am J Prev 

Med. 2019;56(1):e23–33. 
 

Certainty assessment Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 
considerations 

№ of 
patients 

Absolute 
(95% CI) 

Mental health symptoms – Burnout – Exhaustion (follow-up: average 11.28 weeks) − Maricuţoiu, 2016 

5  RCTs  serious b serious c serious e serious d none  Not 
reported  

SMD 0.26 SD higher 
(0.01 lower to 0.52 

higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Mental health symptoms – Burnout- Depersonalization (follow-up: average 11.28 weeks) − Maricuţoiu, 2016 

5  RCTs serious b serious c serious e serious d none  Not 
reported 

SMD 0.37 SD higher 
(0.19 lower to 0.93 

higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Mental health symptoms – Burnout - Lack of personal accomplishment (follow-up: average 11.28 weeks) − Maricuţoiu, 2016 

4  RCTs serious b serious c serious e serious d none  Not 
reported 

SMD 0.44 SD lower 
(1.08 lower to 0.2 higher)  

⨁◯◯◯ 
VERY LOW 

CRITICAL  

Mental health symptoms – Depression (follow-up: range 4 weeks to 3 years) − Nigatu, 2019 
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Certainty assessment Effect 

Certainty Importance 
№ of 

studies 
Study design Risk of bias Inconsistency Indirectness Imprecision 

Other 
considerations 

№ of 
patients 

Absolute 
(95% CI) 

16 RCTs not serious serious f serious e not serious  none 4258 SMD 0.40 SD higher 
(0.25 higher to 0.54 

higher) 

⨁⨁◯◯ 
LOW 

CRITICAL 

Positive mental health – not reported 

- - - - - - - - - - CRITICAL 

Quality of life and functioning – not reported 

- - - - - - - - - - CRITICAL 

Substance use – not reported 

- - - - - - - - - - CRITICAL 

Suicidal behaviours – not reported 

- - - - - - - - - - CRITICAL 

Work related outcomes – not reported 

- - - - - - - - - - CRITICAL 

Adverse effects – not reported 

- - - - - - - - - - IMPORTANT 

CI: confidence interval; RCTs: randomised controlled trials; SMD: standardised mean difference  

 

Explanations 

a. Psychosocial interventions include: Cognitive behavioural therapy (CBT) interventions, relaxation, interpersonal soft skills, role-related skills, aerobic exercise and behaviour modification, 

and acceptance and commitment therapy.  

b. Risk of bias for individual studies is not available in the meta-analysis and this seriously affects the certainty of the evidence  

c. Estimates of heterogeneity are not available in the meta-analysis and this seriously affects the certainty of the evidence  
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d. Number of participants included in the analysis is not reported 

e. The certainty of the evidence is downgraded one level due to serious indirectness (heterogeneous interventions and/or follow-up measurement points). 

f. This has been rated as serious, as heterogeneity was moderate (i2 = 62.4%)   
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Table 2:   E-Health Psychosocial (Psychosocial 1A – eHealth) interventions compared to treatment as usual, wait list, or other control conditions for workers with symptoms of emotional 
distress or meeting criteria for mental health conditions 
 
Author(s): Clara Miguel, Arpana Amarnath 
Question: e-Health Psychosocial interventions compared to treatment as usual, wait list, or other control conditions for workers with symptoms of emotional distress or meeting criteria for 
mental health conditions a.  
Setting: Workers from mixed occupations with elevated mental health symptoms (e.g. stress, depression, insomnia)  
Bibliography:  
(1) Phillips EA, Gordeev VS, Schreyögg J. Effectiveness of occupational e-mental health interventions: a systematic review and meta-analysis of randomized controlled trials. Scand J 
Work Environ Health. 2019;45(6):560–76. 
(2) Carolan S, Harris PR, Cavanagh K. Improving employee well-being and effectiveness: systematic review and meta-analysis of web-based psychological interventions delivered in the 
workplace. J Med Internet Res. 2017;19(7):e271. 
 

Certainty assessment Effect 

Certainty Importance 

№ of studies 
Study 
design 

Risk of bias Inconsistency Indirectness Imprecision 
Other 

considerations 
№ of patients 

Absolute 
(95% CI) 

Mental health symptoms - Stress (follow up: range 1 weeks to 8 weeks) − Phillips, 2019 

9  RCTs serious b very serious f not serious serious d none  Not reported SMD 0.84 SD higher 
(0.55 higher to 1.13 

higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Mental health symptoms - Depression (follow up: range 1 weeks to 8 weeks) − Phillips, 2019 

11  RCTs serious b serious c not serious serious d none  Not reported SMD 0.4 SD higher 
(0.21 higher to 0.53 

higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Mental health symptoms - Anxiety (follow up: range 1 weeks to 8 weeks) − Phillips, 2019 

9  RCTs serious b serious c not serious serious d none   Not reported SMD 0.42 SD higher 
(0.23 higher to 0.61 

higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL  
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Mental health symptoms - Burnout (follow up: range 1 weeks to 8 weeks) − Phillips, 2019 

6  RCTs serious b very serious f not serious serious d none  Not reported SMD 0.6 SD higher 
(0.3 higher to 0.88 

higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Mental health symptoms - Insomnia (follow up: range 1 weeks to 8 weeks) − Phillips, 2019 

5  RCTs serious b very serious f not serious serious d none  Not reported SMD 0.8 SD higher 
(0.22 higher to 1.39 

higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Mental health symptoms - Stress, depression, psychological distress (follow up: range 4 weeks to 13 weeks) − Carolan, 2017 

9  RCTs not serious  very serious f serious e not serious  none  1844  SMD 0.52 SD higher 
(0.28 higher to 0.75 

higher)  

⨁◯◯◯ 
VERY LOW  

CRITICAL 

Positive mental health – not reported 

- - - - - - - - - - CRITICAL 

Quality of life and functioning – not reported 

- - - - - - - - - - CRITICAL 

Substance use – not reported 

- - - - - - - - - - CRITICAL 

Suicidal behaviours – not reported 

- - - - - - - - - - CRITICALS 

Work-related outcomes - Work-effectiveness (follow up: range 4 to 13 weeks) − Carolan, 2017 
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CI: confidence interval; RCTs: randomised controlled trials; SMD: standardised mean difference  

Explanations 
a. e-Health psychosocial interventions included: cognitive or cognitive behavioural therapy, stress and coping, mindfulness, psychoeducation, problem-solving training, positive psychology, 
and acceptance and commitment therapy.  
b. A large proportion of the studies are rated at high or unclear risk of bias.  
c. This has been rated as very serious, as heterogeneity was moderate (50-75%).  
d. Number of participants included in the analysis is not available.  
e. The certainty of the evidence is downgraded one level due to serious indirectness (heterogeneous outcome measures).  
f. This has been rated as very serious, as heterogeneity was high (i2 = 75-100%). 
  

7  RCTs not serious  very serious f not serious not serious  none  1465 SMD 0.32 SD higher 
(0.04 higher to 0.61 

higher)  

⨁⨁⨁◯ 
MODERATE  

CRITICAL  

Adverse effects – not reported 

- - - - - - - - - - IMPORTANT 
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Table 3: Cognitive-behavioral interventions (Psychosocial 1A – CBT) compared to wait list or treatment as usual for workers with symptoms of emotional distress or meeting criteria for 

mental health conditions 

 

Author(s): Clara Miguel, Arpana Amarnath 
Question: Cognitive-behavioral interventions compared to wait list or treatment as usual for workers with symptoms of emotional distress or meeting criteria for mental health conditions 
Setting: Workers from mixed occupations with elevated mental health symptoms (e.g. depression, stress) (Stratton, 2017) and workers from mixed occupations with elevated depressive 
symptoms (Nigatu, 2019)   
Bibliography:   

(1) Nigatu YT, Huang J, Rao S, Gillis K, Merali Z, Wang J. Indicated prevention interventions in the workplace for depressive symptoms: a systematic review and meta-analysis. Am J Prev 
Med. 2019;56(1):e23–33. 

(2) Stratton E, Lampit A, Choi I, Calvo RA, Harvey SB, Glozier N. Effectiveness of eHealth interventions for reducing mental health conditions in employees: a systematic review and 
meta-analysis. PLoS One. 2017;12(12):e0189904. 
 

Certainty assessment № of patients Effect 

Certainty Importance 

№ of studies 
Study 
design 

Risk of bias Inconsistency Indirectness Imprecision 
Other 

considerations 
Intervention Control 

Absolute 
(95% CI) 

Mental health symptoms – Depression (follow up: range 3 months to 3 years) − Nigatu, 2019 

10  RCTs not serious serious a not serious  not serious  none  3134 SMD 0.44 SD higher 
(0.26 higher to 0.61 

higher)  

⨁⨁⨁◯ 
MODERATE 

CRITICAL  

Mental health symptoms – Depression, Anxiety, Stress (follow up: average 10 weeks) − Stratton, 2017 

5 RCTs not serious not serious serious b not serious none 441 473 SMD 0.13 SD higher 
(0.01 lower to 0.27 

higher) 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Positive mental health – not reported 

- - - - - - - - - - CRITICAL 

Quality of life and functioning – not reported 
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CI: confidence interval; RCTs: randomised controlled trials; SMD: standardised mean difference  

Explanations 

a. This has been rated as serious, as heterogeneity was moderate (i2 = 62.1%) 

b. The certainty of the evidence is downgraded one level due to serious indirectness (heterogeneous outcome measures).  

- - - - - - - - - - CRITICAL 

Substance use – not reported 

- - - - - - - - - - CRITICAL 

Suicidal behaviours – not reported 

- - - - - - - - - - CRITICAL 

Work related outcomes – not reported 

- - - - - - - - - - CRITICAL 

Adverse effects – not reported 

- - - - - - - - - - IMPORTANT 
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Table 4:  e-Health Stress management interventions (Psychosocial 1A- e-SM) compared to wait list for workers with symptoms of emotional distress or meeting criteria for mental health 

conditions 

 
Author(s): Clara Miguel, Arpana Amarnath 
Question: e-Health Stress management interventions compared to wait list for workers with symptoms of emotional distress or meeting criteria for mental health conditions 
Setting: Workers from mixed occupations with elevated mental health symptoms (e.g. depression, stress) 
Bibliography: Stratton E, Lampit A, Choi I, Calvo RA, Harvey SB, Glozier N. Effectiveness of eHealth interventions for reducing mental health conditions in employees: a systematic review and 
meta-analysis. PLoS One. 2017;12(12):e0189904. 
 

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of bias Inconsistency Indirectness Imprecision 
Other 

considerations 
Intervention Control 

Absolute 
(95% CI) 

Mental health symptoms – Depression, Anxiety, Stress (follow-up: mean 10 weeks) – Stratton, 2017 

2 RCTs not 
serious 

serious a serious b not serious publication bias 
strongly 

suspected c 

207 207 SMD 0.64 SD higher 
(0.43 higher to 0.85 

higher) 

⨁◯◯◯ 
VERY LOW 

CRITICAL 

Positive mental health – not reported 

- - - - - - - - - - CRITICAL 

Quality of life and functioning – not reported 

- - - - - - - - - - CRITICAL 

Substance use – not reported 

- - - - - - - - - - CRITICAL 

Suicidal behaviours – not reported 

- - - - - - - - - - CRITICAL 

Work related outcomes – not reported 

- - - - - - - - - - CRITICAL 
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Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 
Study 
design 

Risk of bias Inconsistency Indirectness Imprecision 
Other 

considerations 
Intervention Control 

Absolute 
(95% CI) 

Adverse effects – not reported 

- - - - - - - - - - IMPORTANT 

CI: confidence interval; RCTs: randomised controlled trials; SMD: standardised mean difference  
 
Explanations 
a. This has been rated as serious, as heterogeneity was moderate (i2 = 70.1%). 

b. The certainty of the evidence is downgraded one level due to serious indirectness (heterogeneous outcome measures). 

c. Statistical tests (Egger's test, funnel plots) suggest the presence of publication bias.  
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Part 3 – From evidence to recommendations 
 
Table 5. Summary of findings table 
 

GRADE table Source Outcome Specific outcome RCTs Effects 
Certainty of the 

evidence 

GRADE Table 1 

Psychosocial interventions 

(1A) compared to treatment 

as usual, wait list, or other 

control conditions in workers 

with symptoms of emotional 

distress or meeting criteria 

for mental health conditions  

 

Maricuţoiu et al. 

(2016) 

Nigatu et al. 

(2019) 

Mental health symptoms 

and disorders 

Burnout (Exhaustion) 5 
SMD 0.26 SD higher 

(0.01 lower to 0.52 higher) 

⨁◯◯◯ 

VERY LOW 

Burnout 

(Depersonalization) 
5 

SMD 0.37 SD higher 

(0.19 lower to 0.93 higher) 

⨁◯◯◯ 

VERY LOW 

Burnout (Lack of personal 

accomplishment) 
4 

SMD 0.44 SD lower 

(1.08 lower to 0.2 higher) 

⨁◯◯◯ 

VERY LOW 

Depression 16 
SMD 0.40 SD higher 

(0.25 higher to 0.54 higher) 

⨁⨁◯◯ 

LOW 

Positive mental health − − − − 

Quality of life and 

Functioning 
− − − − 

Substance use − − − − 

Suicidal behaviours − − − − 

Work-related outcomes − − − − 

Adverse effects − − − − 

GRADE Table 2 

 

e-Health Psychosocial 

(Psychosocial 1A – eHealth) 

 

Phillips et al. 

(2019) 

Mental health symptoms 

and disorders 

Stress 9 
SMD 0.84 SD higher 

(0.55 higher to 1.13 higher) 

⨁◯◯◯ 

VERY LOW 

Depression 11 
SMD 0.4 SD higher 

(0.21 higher to 0.53 higher) 

⨁◯◯◯ 

VERY LOW 
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GRADE table Source Outcome Specific outcome RCTs Effects 
Certainty of the 

evidence 

interventions compared to 

treatment as usual, wait list, 

or other control conditions 

for workers with symptoms 

of emotional distress or 

meeting criteria for mental 

health conditions 

Carolan et al. 

(2017) 
Anxiety 9 

SMD 0.42 SD higher 

(0.23 higher to 0.61 higher) 

⨁◯◯◯ 

VERY LOW 

Burnout  6 
SMD 0.6 SD higher 

(0.3 higher to 0.88 higher) 

⨁◯◯◯ 

VERY LOW 

Insomnia 5 
SMD 0.8 SD higher 

(0.22 higher to 1.39 higher) 

⨁◯◯◯ 

VERY LOW 

Stress, Depression, 

Psychological distress 
9 

SMD 0.52 SD higher 

(0.28 higher to 0.75 higher) 

⨁◯◯◯ 

VERY LOW 

Positive mental health − − − − 

Quality of life and 

Functioning 
− − − − 

Substance use − − − − 

Suicidal behaviours − − − − 

Work-related outcomes Work effectiveness 7 
SMD 0.32 SD higher 

(0.04 higher to 0.61 higher) 

⨁⨁◯◯ 

LOW 

Adverse effects − − − − 

GRADE Table 3 

Cognitive-behavioral 

interventions (Psychosocial 

1A – CBT) compared to wait 

list or treatment as usual for 

workers with symptoms of 

emotional distress or 

meeting criteria for mental 

health conditions 

 

Nigatu et al. 

(2019) 

Stratton et al. 

(2017) 

Mental health symptoms 

and disorders 

Depression 10 
SMD 0.44 SD higher 

(0.26 higher to 0.61 higher) 

⨁⨁⨁◯ 

MODERATE 

Depression, Anxiety, Stress 5 
SMD 0.13 SD higher 

(0.01 lower to 0.27 higher) 

⨁⨁⨁◯ 

MODERATE 

Positive mental health − − − − 

Quality of life and 

Functioning 
− − − − 

Substance use − − − − 
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GRADE table Source Outcome Specific outcome RCTs Effects 
Certainty of the 

evidence 

Suicidal behaviours − − − − 

Work-related outcomes − − − − 

Adverse effects − − − − 

GRADE Table 4 

 

e-Health Stress management 

interventions (Psychosocial 

1A- e-SM) compared to wait 

list for workers with 

symptoms of emotional 

distress or meeting criteria 

for mental health conditions 

 
 

Stratton et al. 

(2017) 

Mental health symptoms 

and disorders 
Depression, Anxiety, Stress 2 

SMD 0.64 SD higher 

(0.43 higher to 0.85 higher) 

⨁◯◯◯ 

VERY LOW 

Positive mental health − − − − 

Quality of life and 

Functioning 
− − − − 

Substance use − − − − 

Suicidal behaviours − − − − 

Work-related outcomes − − − − 

Adverse effects − − − − 
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Fig. 1. PRISMA flow diagram for systematic review of reviews 

 



GUIDELINES ON MENTAL HEALTH AT WORK  

 184 

Evidence profile 11 

Question 11: For people on absence due to mental health conditions, what interventions improve (a) return to work, (b) 
absence and (c) positive mental health and reduce mental health symptoms? 
 

Part 1 – Evidence review 
 

Population/ Intervention / Comparison / Outcome (PICO) 

 

Population: Adults who are on sickness absence due to mental health who are returning to work 

Intervention: Any individual, occupational or workplace focused interventions, or combination of these, delivered to support returning to work. 

Comparison: Care/support as usual, other intervention  

Outcomes:  

Critical outcomes: 

• Mental health symptoms and disorders 

• Quality of life and functioning 

• Substance use 

• Suicidal behaviours 

• Work related outcomes 

Important outcomes: 

• Adverse effects 

• Positive mental health 

Search strategy: Searches were conducted on December 24th, 2020 in the following databases: Cochrane Database of Systematic Reviews, PubMed, EMBASE, PsycINFO, and Global Index Medicus. In 

addition, the following databases were used to identify additional literature on January 27th, 2021: Google Scholar, Campbell Systematic Reviews, and PROSPERO to identify protocols for ongoing 

reviews. The searches were updated on March 22nd, 2021.  
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List of systematic reviews identified by the search process  
 
Included in GRADE tables or footnotes 
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ADDITIONAL EVIDENCE: EXCLUDED IN GRADE TABLES AND FOOTNOTES 
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Nigatu YT, Liu Y, Uppal M, McKinney S, Rao S, Gillis K, Wang J. Interventions for enhancing return to work in individuals with a common mental illness: systematic review and meta-analysis of 
randomized controlled trials. Psychol Med. 2016;46(16):3263–3274.  
 
Noordik E, van der Klink JJ, Klingen EF, Nieuwenhuijsen K, van Dijk FJ. Exposure-in-vivo containing interventions to improve work functioning of workers with anxiety disorder: a systematic review. BMC 
Public Health. 2010;10:598. 
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Part 2 – Grading the evidence 

 

GRADE evidence tables 

TABLE 1: Work-directed care plus clinical intervention compared to care as usual in depressed people. 
 
Author(s): Adam Rosenfeld, Kathleen Pike 
Question: Work-directed care plus clinical intervention compared to care as usual in depressed persons.  
Setting: Various workplaces, outpatient and occupational healthcare settings  
Bibliography: Nieuwenhuijsen K, Verbeek JH, Neumeyer-Gromen A, Verhoeven AC, Bültmann U, Faber B. Interventions to improve return to work in depressed people. Cochrane Database Syst Rev. 
2020;(10):CD006237. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Work-directed 
therapy plus clinical 

intervention 

Care as 
usual 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders - Depressive Symptoms (Follow up: 1 month to 12 months) 

8  randomized 
trials  

serious 
b 

serious c not serious  not serious  none  574  517  -  SMD 0.25 SD lower 
(0.49 lower to 0.01 

lower)f  

⨁⨁◯◯ 
LOW  

CRITICAL 

Mental health symptoms and disorders - Depressive Symptoms (Follow up: 12+ months) 

1 randomized 
trials 

not 
serious 

not serious not serious very serious 
j 

none 78 39 - SMD 0.63 lower 
(1.02 lower to 0.24 

lower) f 

⨁⨁◯◯ 
LOW  

CRITICAL 

Quality of life and functioning – not reported 

- - - - - - - - - - - - CRITICAL 

Substance use – not reported 

- - - - - - - - - - - - CRITICAL 

Suicidal behaviours – not reported 

- - - - - - - - - - - - CRITICAL 

Work related outcomes - Days of sickness absence (Follow up: 3-12 months) 
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Work-directed 
therapy plus clinical 

intervention 

Care as 
usual 

Relative 
(95% CI) 

Absolute 
(95% CI) 

9 Randomized 
trials 

serious 
a 

not serious  not serious  not serious  none  697  595  -  SMD 0.25 SD lower 
(0.38 lower to 0.12 

lower) g 

⨁⨁⨁◯ 
MODERATE  

CRITICAL 

Work related outcomes - Days of sickness absence (Follow up: 12+ months) 

2 randomized 
trials 

serious l not serious not serious serious k  none 108 71  SMD 0.19 SD lower 
(0.49 lower to 0.12 

higher) 

⨁⨁◯◯ 
LOW 

CRITICAL 

Work related outcomes - On sick leave (Follow up: 3-12 month) 

2  randomized 
trials  

not 
serious  

not serious  not serious  serious m  none  202/517 (39.1%)  212/508 
(41.7%)  

RR 1.08 
(0.64 to 

1.83)  

33 more per 1,000 
(from 150 fewer to 

346 more) h 

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Work related outcomes - Work functioning (Follow up: 3-12 months) 

5  randomized 
trials  

serious 
a 

serious d not serious  serious e none  502  424  -  SMD 0.19 SD lower 
(0.43 lower to 0.06 

lower) i 

⨁◯◯◯ 
VERY LOW  

CRITICAL 

Work related outcomes - Work functioning (Follow up: 12+ months) 

1 randomized 
trials 

not 
serious 

not serious not serious very serious 
j 

none 78 39  SMD 0.25 lower 
(0.63 lower to 0.14 

higher) 

⨁⨁◯◯ 
LOW 

CRITICAL 

Adverse effects – not reported 

- - - - - - - - - - - - IMPORTANT 

Positive mental health – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; RR: risk ratio; SD: standard deviation; SMD: standardised mean difference  
 
Explanations 
a. This has been rates as serious as a majority of the studies in the meta-analysis showed high or unclear risk on the randomization items (sequence and concealment), blinded outcome assessment or 
attrition.  
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b. This has been rated as serious as the outcome depression is self-reported and participants were not blinded. 
c. This has been rated as serious as study effects varied with some clearly indicating beneficial results and some not.  
d. This has been rated as serious, as the heterogeneity was moderate (i2 = 61.0%).  
e. This has been rated as serious as pooled effect size includes small harmful effects. Rated down one level due to wide confidence interval  
f. Negative SMD indicates a decrease in levels of depressive symptoms.  
g. This result translates to approximately -0.5 days per 2 weeks (95% CI: -0.7 to -0.2) or -24.7 days in 12 months (-37.5 to -11.8). 
h. RR greater than 1 favours care as usual 
i. Negative SMD indicated an increase in levels of work functioning for those receiving work-directed care plus clinical interventions 
j. This has been rated as very serious as there was only one study with small sample size (N=117) with wide confidence intervals 
k. This has been rated as serious due to small sample size (n=179) 
l. This has been rated as serious as both included studies were at high risk of unblinded outcome assessment. 
m. This has been rated as serious due to wide confidence intervals which do not rule out the possibility of harm. 
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TABLE 2: Work-directed interventions compared to care as usual in depressed people. 
 
Author(s): Adam Rosenfeld, Kathleen Pike 
Question: Work-directed interventions compared to care as usual in depressed persons.  
Setting: Workplaces, outpatient and occupational healthcare settings  
Bibliography: Nieuwenhuijsen K, Verbeek JH, Neumeyer-Gromen A, Verhoeven AC, Bültmann U, Faber B. Interventions to improve return to work in depressed people. Cochrane Database Syst Rev. 
2020;(10):CD006237. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

work-directed 
intervention 

care as 
usual 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders - Depressive Symptoms (Follow up: 3-12 months) 

4  randomized 
trials  

serious a not serious  not serious  not serious  none  204 186 -  SMD 0.1 SD lower 
(0.3 lower to 0.1 

higher) g 

⨁⨁⨁◯ 
MODERATE  

CRITICAL 

Mental health symptoms and disorders - Depressive Symptoms (Follow up:  12+ months) 

1 randomized 
trials 

not 
serious 

not serious not serious very serious 
j 

none 87 73  SMD 0.18 higher 
(0.13 lower to 0.49 

higher) 

⨁⨁◯◯ 
LOW 

CRITICAL 

Quality of life and functioning – not reported 

- - - - - - - - - - - - CRITICAL 

Substance use – not reported 

- - - - - - - - - - - - CRITICAL 

Suicidal behaviours – not reported 

- - - - - - - - - - - - CRITICAL 

Work related outcomes - Sickness Absence Days (Follow up: 3-12 months) 

2  randomized 
trials  

serious b   not serious not serious  serious c none  63 67 -  SMD 0.39 SD higher 
(0.04 higher to 0.74 

higher) f 

⨁⨁◯◯ 
LOW  

CRITICAL 
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

work-directed 
intervention 

care as 
usual 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Work related outcomes - Off Work (Follow up: 3-12 months) 

1  randomized 
trials  

not 
serious  

not serious  not serious  serious d none   
74/113 

 
80/113 

RR 0.93 
(0.77 to 
1.11) h 

50 fewer per 1,000 
(from 163 fewer to 78 

more)  

⨁⨁⨁◯ 
MODERATE  

CRITICAL 

Work related outcomes - Off Work (Follow up: 12+ months) 

1 randomized 
trials 

not 
serious  

not serious  not serious  serious d none 124/198 100/165  RR 1.00 
(0.82 to 

1.22) 

0 fewer per 1,000 
(from 109 fewer to 

133 more) 

⨁⨁⨁◯ 
MODERATE  

CRITICAL 

Work related outcomes - Work Functioning (Follow up: 3-12 months) 

1  randomized 
trials  

serious e not serious  not serious  serious d none  19 29 -  SMD 0.32 SD lower 
(0.9 lower to 0.26 

higher) i 

⨁⨁◯◯ 
LOW  

CRITICAL 

Adverse effects – not reported 

- - - - - - - - - - - - IMPORTANT 

Positive mental health – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; RR: risk ratio; SD: standard deviation; SMD: standardised mean difference  
 
Explanations 
a. This has been rated as serious as the estimate includes studies with high risk of bias.  
b. This has been rated as serious as there is one study with unclear risk and one with serious risk of bias.  
c. This has been rated as serious as there are only two studies with 130 participants. CI includes harms and benefits.  
d. Based on one study with small number of participants, rated down one level due to to imprecision.  
e. One study with unclear risk of bias. Rated down with one level due to high risk of bias.  
f. This result translates to approximately +0.7 days per 2 weeks (95% CI: 0.1 to 1.3) or +38 days in 12 months (3.9 to 73). 
g. Negative SMD indicates a decrease in levels of depressive symptoms.  
h. RR less than 1 favours work-directed interventions 
i. Negative SMD indicated an increase in levels of work functioning for those receiving work-directed care interventions 
j. This has been rated as very serious as only one study with small sample size (n=160) and wide confidence intervals that include both appreciable harm and benefit.  
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TABLE 3: Evidence-based clinical interventions compared to care as usual in depressed people. 
 
Author(s): Adam Rosenfeld, Kathleen Pike  
Question: Evidence-based clinical interventions interventions compared to care as usual in depressed persons  
Setting: Various: workplaces, primary care, insurance institute and academic hospital  
Bibliography: Nieuwenhuijsen K, Verbeek JH, Neumeyer-Gromen A, Verhoeven AC, Bültmann U, Faber B. Interventions to improve return to work in depressed people. Cochrane Database Syst Rev. 
2020;(10):CD006237. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision Other considerations 

Psychological 
intervention 

care as 
usual 

Relative 
(95% 

CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders - Depressive Symptoms (Follow up: 3-12 months) 

8  randomized 
trials  

serious a not serious  not serious  not serious  publication bias 
strongly suspected b 

636 619 -  SMD 0.3 SD lower 
(0.45 lower to 0.15 

lower) f 

⨁⨁◯◯ 
LOW  

CRITICAL 

Quality of life and functioning – not reported 

- - - - - - - - - - - - CRITICAL 

Substance use – not reported 

- - - - - - - - - - - - CRITICAL 

Suicidal behaviours – not reported 

- - - - - - - - - - - - CRITICAL 

Work related outcomes – Sickness absence days (Follow up:  <3 month) 

1 randomized 
trials 

serious i not serious not serious serious j none 150 150 - SMD 0.05 lower (0.28 
lower to 0.17 higher) 

⨁⨁◯◯ 
LOW  

CRITICAL 

Work related outcomes - Sickness absence days (Follow up: 3-12 months) 

9  randomized 
trials  

serious c not serious  not serious  not serious  publication bias 
strongly suspected b 

852 797 -  SMD 0.15 SD lower 
(0.28 lower to 0.03 

lower) g  

⨁⨁◯◯ 
LOW  

CRITICAL 

Work related outcomes - Work Ability (Follow up: 3-12 months) 
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision Other considerations 

Psychological 
intervention 

care as 
usual 

Relative 
(95% 

CI) 

Absolute 
(95% CI) 

1  randomized 
trials  

serious d not serious  not serious  very serious 
e 

none  29 29 -  SMD 0.05 SD higher 
(0.46 lower to 0.57 

higher) h 

⨁◯◯◯ 
VERY 
LOW  

CRITICAL 

Adverse effects – not reported 

- - - - - - - - - - - - IMPORTANT 

Positive mental health – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; SD: standard deviation; SMD: standardised mean difference 
 
Explanations 
a. This has been rated as serious as outcomes were self-reported in unblinded studies. 
b. Funnel plot shows missing small studies with no effect or harmful effect. 
c. This has been rated serious as the outcome was self-reported, leading to risk of bias in outcome assessment. There was also large attrition.  
d. This has been rated as serious as there was one study with unclear risk of bias. 
e. This has been rated as very serious as the confidence interval includes both harms and benefits and there was only one study.  
f. Negative SMD indicates a decrease in levels of depressive symptoms.  
g. This results translates to approximately -0.3 days per 2 weeks (CI -0.5 to -0.1) or -14.7 days in 12 months (-27.6 to -3.0). 
h. Positive SMD indicated an increase in levels of work ability for those receiving work-directed care interventions. 
i. This has been rated as serious as there was one study with high risk of bias. 
j. This has been rated as serious due to small sample size (N=300).  
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TABLE 4: Improved healthcare compared to care as usual 
 
Author(s): Adam Rosenfeld, Kathleen Pike  
Question: Improved healthcare compared to care as usual in depressed persons.  
Setting: Primary care and community mental health  
Bibliography: Nieuwenhuijsen K, Verbeek JH, Neumeyer-Gromen A, Verhoeven AC, Bültmann U, Faber B. Interventions to improve return to work in depressed people. Cochrane Database Syst Rev. 
2020;(10):CD006237. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Improved 
care  

care as 
usual 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders - Depressive Symptoms (Follow up: 3 months to 12 months) 

7  randomized 
trials  

serious a not serious  not serious  not serious  none  1037 771 -  SMD 0.21 SD lower 
(0.35 lower to 0.07 

lower) e  

⨁⨁⨁◯ 
MODERATE  

CRITICAL 

Mental health symptoms and disorders - Depressed (Follow up: 12+ months) 

1 randomized 
trials 

serious i not serious  not serious  not serious  none  498/913 272/443 RR 0.89 (0.81 
to 0.98) g 

68 fewer per 1,000 
(from 117 fewer to 12 

fewer) 

⨁⨁⨁◯ 
MODERATE  

CRITICAL 

Quality of life and functioning – not reported 

- - - - - - - - - - - - CRITICAL 

Substance use – not reported 

- - - - - - - - - - - - CRITICAL 

Suicidal behaviours – not reported 

- - - - - - - - - - - - CRITICAL 

Work related outcomes - Sickness Absence Days (Follow up: 3 months 12 months) 

7  randomized 
trials  

serious a not serious  not serious  not serious  none  1117 795 -  SMD 0.06 SD lower 
(0.15 lower to 0.04 

higher) f 

⨁⨁⨁◯ 
MODERATE  

CRITICAL 

Work related outcomes – Off Work (Follow up: 3 months to 12 months) 
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Improved 
care  

care as 
usual 

Relative 
(95% CI) 

Absolute 
(95% CI) 

1  randomized 
trials  

serious b not serious  not serious  serious c none   
134/266 

 
50/96 

RR 0.97 
(0.77 to 1.22) 

g 

15 fewer per 1,000 
(from 114 fewer to 109 

more)  

⨁⨁◯◯ 
LOW  

CRITICAL 

Work related outcomes – Off Work (Follow up: 12+ months) 

1 randomized 
trials 

serious i not serious  not serious  not serious  none  331/913 152/443 RR 1.08 (0.99 
to 1.18) g 

49 fewer per 1,000 
(from 6 fewer to 111 

more) 

⨁⨁⨁◯ 
MODERATE  

CRITICAL 

Work related outcomes - Work Functioning (Follow up: 3 months to 12 months) 

1  randomized 
trials  

serious d not serious  not serious  not serious  none  304 300 -  SMD 0.5 SD higher 
(0.34 higher to 0.66 

higher) h  

⨁⨁⨁◯ 
MODERATE  

CRITICAL 

Adverse events – not reported 

- - - - - - - - - - - - IMPORTANT 

Positive mental health – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; RR: risk ratio; SD: standard deviation; SMD: standardised mean difference  
 
Explanations 
a. This has been rated as serious as the majority of studies had some high risk.  
b. This has been rated as serious as the one study had high risk of bias. 
c. This has been rated as serious as the study had less than 400 participants.  
d. This has been rated as serious as the outcome assessment was unblinded.  
e. Negative SMD indicates a decrease in levels of depressive symptoms.  
f. This results translates to approximately -0.1 days per 2 weeks (CI -0.3 to 0.1) or -5.9 days in 12 months (-14.8 to 3.9). 
g. RR less than 1 favours work-directed interventions. 
h. Positive SMD indicated an increase in levels of work functioning for those receiving control condition. 
i. This has been rated as serious due risk of bias related to lack of allocation concealment.   
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Table 5: Work-directed plus clinical compared to work-directed interventions 
 
Author(s): Adam Rosenfeld, Kathleen Pike, Aemal Akhtar 
Question: Work-directed plus clinical compared to work-directed interventions in depressed persons.  
Setting: Public sector 
Bibliography: Nieuwenhuijsen K, Verbeek JH, Neumeyer-Gromen A, Verhoeven AC, Bültmann U, Faber B. Interventions to improve return to work in depressed people. Cochrane Database Syst Rev. 
2020;(10):CD006237. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Work-directed 
plus clinical 

Work-
directed 

Relative 
(95% 

CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders - depressive symptoms (Follow up: 1 month to 12 months) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
b 

none  24  19  -  SMD 0.37 SD lower 
(0.98 lower to 0.23 

higher) c 

⨁◯◯◯ 
VERY 
LOW  

CRITICAL  

Quality of life and functioning - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Substance use - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Suicidal behaviours - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Work related outcomes - days of sickness absence (Follow up: 1 month to 12 months) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
d 

none  27  24  -  SMD 0.1 SD lower 
(0.65 lower to 0.45 

higher) c 

⨁◯◯◯ 
VERY 
LOW  

CRITICAL  

Work related outcomes - work functioning (Follow up: 1 months to 12 months) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
e 

none  22  19  -  SMD 0.32 SD higher 
(0.3 lower to 0.94 

higher) f 

⨁◯◯◯ 
VERY 
LOW  

CRITICAL  

Adverse effects - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Work-directed 
plus clinical 

Work-
directed 

Relative 
(95% 

CI) 

Absolute 
(95% CI) 

Positive mental health - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

CI: confidence interval; SD: standard deviation; SMD: standardised mean difference  
 
Explanations 
a. This has been rated as serious as there is unclear risk of selection and reporting bias.  
b. This has been rated as very serious as there is only one study with small sample size (N=43) and wide confidence intervals that include appreciable effects for both interventions.  
c. Negative SMD favours Work-directed plus Clinical interventions.  
d. This has been rated as very serious as there is only one study with small sample size (N=51) and wide confidence intervals that include appreciable effects for both interventions.  
e. This has been rated as very serious as there is only one study with small sample size (N=41) and wide confidence intervals that include appreciable effects for both interventions.  
f. Positive SMD favours Work-directed interventions.  
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Table 6: Work-directed plus clinical compared to evidence-based clinical interventions intervention 
 
Author(s): Adam Rosenfeld, Kathleen Pike, Aemal Akhtar 
Question: Work-directed plus clinical versus evidence-based clinical interventions  in depressed persons.  
Setting: Public sector 
Bibliography: Nieuwenhuijsen K, Verbeek JH, Neumeyer-Gromen A, Verhoeven AC, Bültmann U, Faber B. Interventions to improve return to work in depressed people. Cochrane Database Syst Rev. 
2020;(10):CD006237. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Work direction 
plus clinical 

psychological 
intervention 

Relative 
(95% 

CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders - depressive symptoms (Follow up: 1 month to 12 months) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
b 

none  24  29  -  SMD 0.15 SD 
lower 

(0.69 lower to 
0.39 higher) c  

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Quality of life and functioning - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Substance use - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Suicidal behaviours - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Work related outcomes - days of sickness absence (Follow up: 1 month to 12 months) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
b 

none  27  32  -  SMD 0.04 SD 
higher 

(0.47 lower to 
0.56 higher) e 

⨁◯◯◯ 
VERY LOW  

CRITICAL  

Work related outcomes - work functioning (Follow up: 1 month to 12 months) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
d 

none  22  29  -  SMD 0.08 SD 
lower 

(0.63 lower to 
0.48 higher) c 

⨁◯◯◯ 
VERY LOW  

CRITICAL  
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Work direction 
plus clinical 

psychological 
intervention 

Relative 
(95% 

CI) 

Absolute 
(95% CI) 

Adverse effects - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  

Positive mental health - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  

CI: confidence interval; SD: standard deviation; SMD: standardised mean difference  
 
Explanations 
a. This has been rated as serious as there is unclear selection and reporting bias.  
b. This has been rated as very serious as there is only one study with small sample size (N=59) and wide confidence intervals that include appreciable effects for both interventions.  
c. Negative SMD favours work-directed plus clinical intervention.  
d. This has been rated as very serious as there is only one study with small sample size (N=51) and wide confidence intervals that include appreciable effects for both interventions.  
e. Positive SMD favours psychological intervention. 
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Table 7: Long-term psychodynamic therapy compared to solution focused therapy 
 
Author(s): Adam Rosenfeld, Kathleen Pike, Aemal Akhtar 
Question: Long-term psychodynamic therapy compared to solution focused therapy in depressed persons.  
Setting: Outpatient  
Bibliography: Nieuwenhuijsen K, Verbeek JH, Neumeyer-Gromen A, Verhoeven AC, Bültmann U, Faber B. Interventions to improve return to work in depressed people. Cochrane Database Syst Rev. 
2020;(10):CD006237. 
  

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Long-term 
psychodynamic 

therapy 

Solution 
focused 
therapy 

Relative 
(95% 

CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – Depressive symptoms (Follow up: 1 month to 12 months) 

1  randomized 
trials  

serious a not serious  not serious  serious b none  115  45  -  SMD 2.04 SD higher 
(1.62 higher to 2.45 

higher) c 

⨁⨁◯◯ 
LOW 

CRITICAL  

Mental health symptoms and disorders - Depressive symptoms (Follow up:  12+ months) 

1  randomized 
trials  

serious a not serious  not serious  serious d none  106  39  -  SMD 2.44 SD lower 
(2.9 lower to 1.97 

lower) g 

⨁⨁◯◯ 
LOW  

CRITICAL  

Quality of life and functioning - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Substance use - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Suicidal behaviours - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Work related outcomes - Days of sickness absence (Follow up: 1 month to 12 months) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
e 

none  38  13  -  SMD 1.16 SD higher 
(0.49 higher to 1.83 

higher) c  

⨁◯◯◯ 
VERY 
LOW  

CRITICAL  

Work related outcomes - Days of sickness absence (Follow up: 12+ months) 
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Long-term 
psychodynamic 

therapy 

Solution 
focused 
therapy 

Relative 
(95% 

CI) 

Absolute 
(95% CI) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
f 

none  29  13  -  SMD 4.61 SD lower 
(5.84 lower to 3.39 

lower) g 

⨁◯◯◯ 
VERY 
LOW 

CRITICAL  

Work related outcomes - Work functioning (Follow up: 1 month to 12 months) 

1  randomized 
trials  

serious a not serious  not serious  serious b none  115  45  -  SMD 1.0 SD higher 
(0.63 higher to 1.36 

higher) c 

⨁⨁◯◯ 
LOW  

CRITICAL  

Work related outcomes - Work functioning (Follow up: 12+ months) 

1 randomized 
trials  

serious a not serious  not serious  serious d None 106 39 - SMD 0.19 SD lower 
(0.56 lower to 0.18 

higher) c 

⨁⨁◯◯ 
LOW  

CRITICAL  

Adverse effects - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  

Positive mental health - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  

CI: confidence interval; SD: standard deviation; SMD: standardised mean difference  
 
Explanations 
a. This has been rated as serious due to high risk of detection bias.  
b. This has been rated as serious due to small sample size (N=160).  
c. A positive SMD favours solution-focused therapy.  
d. This has been rated as serious due to small sample size (N=145).  
e. This has been rated as very serious due to small sample size (N=51) and wide confidence intervals.  
f. This has been rated as very serious due to small sample size (N=42).  
g. A negative SMD favours long-term psychodynamic therapy.   
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Table 8: Short-term psychodynamic therapy/psychotherapy compared to solution or coping focused therapy 
 
Author(s): Adam Rosenfeld, Kathleen Pike, Aemal Akhtar 
Question: Short-term psychodynamic therapy/psychotherapy compared to solution or coping focused therapy in depressed persons.  
Setting: Various outpatient departments 
Bibliography: Nieuwenhuijsen K, Verbeek JH, Neumeyer-Gromen A, Verhoeven AC, Bültmann U, Faber B. Interventions to improve return to work in depressed people. Cochrane Database Syst Rev. 
2020;(10):CD006237. 
  

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study 
design 

Risk of 
bias 

Inconsistency Indirectness Imprecision 
Other 

considerations 
Short-term psychodynamic 

therapy/psychotherapy 

Solution or 
coping 

focused 
therapy 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorder - depressive symptoms (Follow up: 3 month to 12 months) 

1  randomized 
trials  

serious 
a 

not serious  not serious  serious b none  91  45  -  SMD 1.19 SD 
lower 

(1.58 lower to 
0.81 lower) c 

⨁⨁◯◯ 
LOW  

CRITICAL  

Mental health symptoms and disorders - depressive symptoms (Follow up: 12+ months) 

2  randomized 
trials  

serious 
d 

not serious  not serious  serious e none  146  111  -  see commentf  ⨁⨁◯◯ 
LOW  

CRITICAL  

Quality of life and functioning - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Substance use - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Suicidal behaviours - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Work related outcomes - days of sickness absence (Follow up: 1 month to 12 months) 

1  randomized 
trials  

serious 
a 

not serious  not serious  very serious 
g 

none  34  13  -  SMD 0.25 SD 
higher 

(0.39 lower to 
0.89 higher) h  

⨁◯◯◯ 
VERY 
LOW  

CRITICAL  

Work related outcomes - days of sickness absence (Follow up: 12+ months) 



GUIDELINES ON MENTAL HEALTH AT WORK  

 202 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study 
design 

Risk of 
bias 

Inconsistency Indirectness Imprecision 
Other 

considerations 
Short-term psychodynamic 

therapy/psychotherapy 

Solution or 
coping 

focused 
therapy 

Relative 
(95% CI) 

Absolute 
(95% CI) 

1  randomized 
trials  

serious 
a 

not serious  not serious  very serious 
i 

none  23  13  -  SMD 0.91 SD 
lower 

(1.62 lower to 
0.19 lower) c 

⨁◯◯◯ 
VERY 
LOW  

CRITICAL  

Work related outcomes - off work (Follow up: 3 month to 12 months) 

1  randomized 
trials  

serious 
d 

not serious  not serious  serious j none  23/103 (22.3%)  14/115 
(12.2%)  

RR 1.83 
(1.00 to 
3.37) k 

101 more per 
1,000 

(from 0 fewer 
to 289 more)  

⨁⨁◯◯ 
LOW  

CRITICAL  

Work related outcomes - off work (Follow up: 12+ months) 

1  randomized 
trials  

serious 
d 

not serious  not serious  very serious 
l 

none  17/101 (16.8%)  17/115 
(14.8%)  

RR 1.14 
(0.61 to 
2.11) k 

21 more per 
1,000 

(from 58 
fewer to 164 

more)  

⨁◯◯◯ 
VERY 
LOW  

CRITICAL  

Work related outcomes - work functioning (Follow up: 1 month to 12 months) 

1  randomized 
trials  

serious 
a 

not serious  not serious  serious b none  91  45  -  SMD 0.66 SD 
lower 

(1.03 lower to 
0.3 lower) c  

⨁⨁◯◯ 
LOW  

 

Work related outcomes - work functioning (Follow up: 12+ months) 

1  randomized 
trials  

serious 
a 

not serious  not serious  serious m none  79  39 -  SMD 0.33 SD 
lower 

(0.72 lower to 
0.05 higher) c  

⨁⨁◯◯ 
LOW  

 

Adverse effects - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  

Positive mental health - not reported 



WEB ANNEX: EVIDENCE PROFILES AND SUPPORTING EVIDENCE 

 

 203 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study 
design 

Risk of 
bias 

Inconsistency Indirectness Imprecision 
Other 

considerations 
Short-term psychodynamic 

therapy/psychotherapy 

Solution or 
coping 

focused 
therapy 

Relative 
(95% CI) 

Absolute 
(95% CI) 

-  -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  

CI: confidence interval; RR: risk ratio; SD: standard deviation; SMD: standardised mean difference  
 
Explanations 
a. This has been rated as serious due to high risk of detection bias.  
b. This has been rated as serious due to small sample size (N=136).  
c. A negative SMD favours short-term psychodynamic therapy.  
d. This has been rated as serious due to high risk of detection and attrition bias.  
e. This has been rated as serious due to small sample size (N=257).  
f. The review did not pool results between two trials. One trial found a large effect that those who received short-term psychodynamic therapy had a large effect indicating a greater reduction in 
depressive symptoms compared to those who received solution-focused therapy (N=118, SMD -1.28, 95% CI -1.69 to -0.86). The second trial found a small non-significant effect favouring brief 
psychotherapy (N=139, SMD -0.32, 95% CI -0.66 to 0.01).  
g. This has been rated as very serious due to small sample size (N=47) and wide confidence intervals including the null effect.  
h. A positive SMD favours solution-focused therapy.  
i. This has been rated as very serious due to small sample size (N=36) and wide confidence intervals.  
j. This has been rated as serious due to small sample size (N=218).  
k. RR > 1 favours coping focused therapy.  
l. This has been rated as very serious due to small sample size (N=216) and wide confidence intervals including the null effect.  
m. This has been rates as serious due to small sample size (N=118). 
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Table 9: Exercise intervention (supervised strength training) compared to relaxation 
 
Author(s): Adam Rosenfeld, Kathleen Pike, Aemal Akhtar 
Question: Exercise intervention (supervised strength training) compared to relaxation in depressed persons.  
Setting: Outpatient settings  
Bibliography: Nieuwenhuijsen K, Verbeek JH, Neumeyer-Gromen A, Verhoeven AC, Bültmann U, Faber B. Interventions to improve return to work in depressed people. Cochrane Database Syst Rev. 
2020;(10):CD006237. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Supervised strength 
training 

Relaxation 
Relative 

(95% 
CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders - depressive symptoms (Follow up: 3 month to 12 months) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
b 

none  46  19  -  SMD 0.15 SD higher 
(0.39 lower to 0.68 

higher) c 

⨁◯◯◯ 
VERY 
LOW  

CRITICAL  

Quality of life and functioning - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Substance use - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Suicidal behaviours - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Work related outcomes - days of sickness absence (Follow up: 3 month to 12 months) 

1  randomized 
trials  

serious a not serious  not serious  serious d none  46  19  -  SMD 1.11 SD fewer 
(1.68 fewer to 0.54 

fewer) e 

⨁⨁◯◯ 
LOW  

CRITICAL  

Adverse events - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  

Positive mental health - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  

CI: confidence interval; SD: standard deviation; SMD: standardised mean difference  
Explanations 
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a. This has been rated as serious due to concerns of blinding, attrition bias, and reporting bias.  
b. This has been rated as very serious due to small sample size (N=65) and confidence intervals including appreciable harm and benefit.  
c. A positive SMD favours relaxation.  
d. This has been rated as serious due to small sample size (N=65).  
e. A negative SMD favours exercise interventions.   
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Table 10: Exercise intervention (aerobic exercise) versus relaxation/stretching in depressed persons. 
 
Author(s): Adam Rosenfeld, Kathleen Pike, Aemal Akhtar 
Question: Exercise intervention (aerobic exercise) versus relaxation/stretching in depressed persons.  
Setting: Outpatient and primary care settings  
Bibliography: Nieuwenhuijsen K, Verbeek JH, Neumeyer-Gromen A, Verhoeven AC, Bültmann U, Faber B. Interventions to improve return to work in depressed people. Cochrane Database Syst Rev. 
2020;(10):CD006237. 
 

 Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Aerobic 
exercise 

Relaxation/ 
Stretching 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders - depressive symptoms (Follow up: 3 months to 12 months) 

2  randomized 
trials  

serious a not serious  not serious  serious b none  102  78  -  SMD 0.18 SD 
higher 

(0.12 lower to 0.48 
higher) c  

⨁⨁◯◯ 
LOW 

CRITICAL  

Quality of life and functioning - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Substance use - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Suicidal behaviours - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Work related outcome - Days of sickness absence (Follow up: 3 months to 12 months) 

2  randomized 
trials  

serious a not serious  not serious  serious b none  102  78  -  SMD 0.06 SD lower 
(0.36 lower to 0.24 

higher) d 

⨁⨁◯◯ 
LOW 

CRITICAL  

Work related outcome - Off work (follow up: range 1 month to 12 months) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
e 

none  0/13 (0.0%)  1/15 (6.7%)  RR 0.38 
(0.02 to 
8.62) f  

41 fewer per 1,000 
(from 65 fewer to 

508 more)  

⨁◯◯◯ 
VERY 
LOW  

CRITICAL  

Work related outcome - work functioning (Follow up: 1 month to 12 months) 
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 Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Aerobic 
exercise 

Relaxation/ 
Stretching 

Relative 
(95% CI) 

Absolute 
(95% CI) 

1  randomized 
trials  

serious a not serious  not serious  serious g none  244  242  -  SMD 0 SD  
(0.18 lower to 0.18 

higher)  

⨁⨁◯◯ 
LOW  

CRITICAL  

Adverse effects - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  

Positive mental health - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

CI: confidence interval; RR: risk ratio; SD: standard deviation; SMD: standardised mean difference  
 
Explanations 
a. This has been rated as serious due to serious concern of bias.  
b. This has been rated as serious as the confidence interval includes appreciable harm and benefit.  
c. A positive SMD favours relaxation interventions.  
d. A negative SMD favours exercise interventions.  
e. This has been rated very serious as there is only one study with sample size (N=28) and wide confidence intervals include appreciable harm and benefit.  
f.  RR < 1 favours exercise interventions.  
g. This has been rated as serious due to wide confidence intervals which include the null effect.   
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Table 11: Art therapy compared to care as usual 
 
Author(s): Adam Rosenfeld, Kathleen Pike, Aemal Akhtar 
Question: Art therapy compared to care as usual in depressed persons.  
Setting: General and specialist (psychiatric) care  
Bibliography: Nieuwenhuijsen K, Verbeek JH, Neumeyer-Gromen A, Verhoeven AC, Bültmann U, Faber B. Interventions to improve return to work in depressed people. Cochrane Database Syst Rev. 
2020;(10):CD006237. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Art 
Therapy 

Care as 
usual 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders - Depressive symptoms (Follow up: mean 13 weeks) 

1  randomized 
trials  

serious a not serious  serious b very serious 
c 

none  43  36  -  SMD 0.43 SD lower 
(0.88 lower to 0.02 

higher) d 

⨁◯◯◯ 
VERY 
LOW  

CRITICAL  

Quality of life and functioning - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Substance use - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Suicidal behaviours - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Work related outcome - off work (Follow up: 3 month to 12 months) 

1  randomized 
trials  

serious a not serious  serious b very serious 
c 

none  43  36  -  SMD 0.13 SD lower 
(0.58 lower to 0.31 

higher) d 

⨁◯◯◯ 
VERY 
LOW  

CRITICAL  

Adverse effects - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  

Positive mental health - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  

CI: confidence interval; SD: standard deviation; SMD: standardised mean difference  
 
Explanations 
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a. This has been rated as serious due to serious concerns over detection and attrition bias.  
b. This has been rated as serious as the study only collected self-reported data and because the control condition included a variety of treatments including acupuncture, CBT, electroconvulsive 
therapy, interpersonal therapy, occupational therapy, pharmacological therapy, physiotherapy, psychodynamic therapy, and supportive therapy.  
c. This has been rated very serious as there is only one study with small sample size (N=79) and wide confidence intervals that include the null effect.  
d. A negative SMD favours art therapy.  
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TABLE 12: Cognitive Behavioural Therapy compared to no treatment for adjustment disorders. 
 
Author(s): Adam Rosenfeld, Kathleen Pike 
Question: Cognitive Behavioural Therapy compared to no treatment for adjustment disorders  
Setting: Occupational health care  
Bibliography: Arends I, Bruinvels D J, Rebergen D S, Nieuwenhuijsen K, Madan I, Neumeyer‐Gromen A et al. Interventions to facilitate return to work in adults with adjustment disorders. Cochrane 
Database Syst Rev. 2012;(12):CD006389. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

CBT 
no 

treatment 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – distress (follow up: mean 1 year) 

1  randomized 
trials  

not 
serious  

not serious  not serious  Very serious d none  60 29 -  MD 0.06 points 
higher 

(3.91 lower to 
4.02 higher)  

⨁⨁◯◯ 
LOW 

CRITICAL 

Quality of life and functioning – not reported 

- - - - - - - - - - - - CRITICAL 

Substance use – not reported 

- - - - - - - - - - - - CRITICAL 

Suicidal behaviours – not reported 

- - - - - - - - - - - - CRITICAL 

Work related outcomes – Partial return to work (Follow up: mean 1 year) 

2  randomized 
trials  

not 
serious  

not serious  not serious  serious a none  94 65 -  MD 8.78 days 
fewer 

(23.26 fewer to 
5.71 more) c 

⨁⨁⨁◯ 
MODERATE  

CRITICAL 

Work related outcomes – Full return to work (Follow up: mean 1 year) 

1  randomized 
trials  

not 
serious  

serious b not serious  serious a none  71 34 -  MD 35.73 days 
fewer 

(113.15 fewer to 
41.69 more) c 

⨁⨁◯◯ 
LOW 

CRITICAL 
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

CBT 
no 

treatment 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Adverse effects – not reported 

- - - - - - - - - - - - IMPORTANT 

Positive mental health – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; MD: mean difference 
 
Explanations 
a. This has been rates as serious due to small sample size (N<400). 
b. This has been rated as serious, as the heterogeneity was moderate (i2 = 57.9%). 
c. Negative MD favours cognitive behavioural therapy.  
d. This has been rated as very serious due to small sample size (N<100) and wide confidence intervals spanning both appreciable benefit and harm. 
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Table 13: Cognitive Behavioural Therapy compared to Non-guideline Based Care 
 
Author(s): Adam Rosenfeld, Kathleen Pike, Aemal Akhtar 
Question: Cognitive Behavioural Therapy compared to Non-guideline Based Care for Adjustment Disorders.  
Setting: Clinical care 
Bibliography: Arends I, Bruinvels D J, Rebergen D S, Nieuwenhuijsen K, Madan I, Neumeyer‐Gromen A et al. Interventions to facilitate return to work in adults with adjustment disorders. Cochrane 
Database Syst Rev. 2012;(12):CD006389. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Cognitive 
Behavioural 

Therapy 

Non-guideline 
Based Care 

Relative 
(95% 

CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – distress (Follow up: mean 3 months) 

2  randomized 
trials  

serious a not serious  not serious  serious b none  49  26  -  MD 0.66 higher 
(2.78 lower to 
4.11 higher) c 

⨁⨁◯◯ 
LOW 

 

Mental health symptoms and disorders - distress (Follow up: 4 to 12 months) 

2  randomized 
trials  

serious a not serious  not serious  serious d none  41  13  -  MD 0.67 lower 
(6.06 lower to 
4.73 higher) f 

⨁⨁◯◯ 
LOW  

CRITICAL  

Quality of life and functioning - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Substance use - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Suicidal behaviours - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Work related outcomes - full return to work (Follow up: mean 1 year) 

2  randomized 
trials  

serious a not serious  not serious  very serious 
e 

none  55  23  -  MD 19.81 higher 
(26.17 lower to 
65.79 higher) c 

⨁◯◯◯ 
VERY 
LOW  

CRITICAL  

Adverse effects - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Cognitive 
Behavioural 

Therapy 

Non-guideline 
Based Care 

Relative 
(95% 

CI) 

Absolute 
(95% CI) 

Positive mental health - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  

CI: confidence interval; MD: mean difference 
 
Explanations 
a. This has been rated serious as there were some high bias ratings in the trial.  
b. This has been rated as serious due to small sample size (N=75).  
c. Positive MD favours no guideline care.  
d. This has been rated as serious due to small sample size (N=54).  
e. This has been rated as very serious due to small sample size (N=78) and wide confidence intervals which include the null effect.  
f. Negative MD favours cognitive behavioural therapy.  
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Table 14: Problem Solving Therapy compared to Non-guideline Based Care 
 
Author(s): Adam Rosenfeld, Kathleen Pike, Aemal Akhtar 
Question: Problem Solving Therapy compared to Non-guideline Based Care for Adjustment Disorders.  
Setting: Primary care and occupational physicians 
Bibliography: Arends I, Bruinvels D J, Rebergen D S, Nieuwenhuijsen K, Madan I, Neumeyer‐Gromen A et al. Interventions to facilitate return to work in adults with adjustment disorders. Cochrane 
Database Syst Rev. 2012;(12):CD006389. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Problem Solving 
Therapy 

Non-guideline 
Based Care 

Relative 
(95% 

CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders - distress score (Follow up: mean 3 months) 

3  randomized 
trials  

serious a not serious  not serious  serious b none  302  257  -  MD 1.69 lower 
(3.11 lower to 0.27 

lower) c  

⨁⨁◯◯ 
LOW 

CRITICAL  

Mental health symptoms and disorders - distress score (Follow up: 4 to 12 months) 

3  randomized 
trials  

serious a not serious  not serious  serious d none  290  250  -  MD 0.36 lower 
(1.76 lower to 1.04 

higher) c 

⨁⨁◯◯ 
LOW 

CRITICAL  

Mental health symptoms and disorders - distress score (Follow up: range 1 to 2 years) 

1  randomized 
trials  

serious e not serious  not serious  very serious 
f 

none  83  74 -  MD 2.03 lower 
(4.25 lower to 0.19 

higher) c 

⨁◯◯◯ 
VERY 
LOW  

CRITICAL  

Quality of life and functioning - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Substance use - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Suicidal behaviours - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Work related outcome - partial return to work (follow up: mean 1 year) 
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Problem Solving 
Therapy 

Non-guideline 
Based Care 

Relative 
(95% 

CI) 

Absolute 
(95% CI) 

1  randomized 
trials  

serious e not serious  not serious  very serious 
g 

none  17  16  -  MD 17 lower 
(26.48 lower to 

7.52 lower) c 

⨁◯◯◯ 
VERY 
LOW 

CRITICAL  

Work related outcome - full return to work (follow up: mean 1 year) 

2  randomized 
trials  

serious a not serious  not serious  very serious 
h 

none  181  161  -  MD 17.73 lower 
(37.35 lower to 1.9 

higher) c 

⨁◯◯◯ 
VERY 
LOW 

CRITICAL  

Work related outcome - full return to work (follow up: range 1 to 2 years) 

1  randomized 
trials  

serious e not serious  not serious  very serious 
i 

none  86  75  -  MD 4 lower 
(41.61 lower to 
33.61 higher) c  

⨁◯◯◯ 
VERY 
LOW 

CRITICAL  

Adverse effects - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

Positive mental health - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

CI: confidence interval; MD: mean difference 
 
Explanations 
a. This has been rated serious as there is some high and unclear concern of bias in the included studies.  
b. This has been rated as serious due to wide confidence intervals.  
c. Negative MD favours Problem Solving Therapy.  
d. This has been rated as serious due to wide confidence intervals that include the null effect.  
e. This has been rated as serious as there is some high risk of bias in the study.  
f. This has been rated as very serious due to small sample size (N=157) and wide confidence intervals that include the null effect.  
g. This has been rated as very serious as there is only one study with small sample size (N=33) and wide confidence intervals.  
h. This has been rated as very serious due to small sample size (N=342) and wide confidence intervals that include the null effect.  
i. This has been rated as very serious due to small sample size (N=161) and wide confidence intervals that include the null effect.   
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Table 15: Problem Solving Therapy compared to Cognitive Behavioural Therapy 
 
Author(s): Adam Rosenfeld, Kathleen Pike, Aemal Akhtar 
Question: Problem Solving Therapy compared to Cognitive Behavioural Therapy for Adjustment Disorders.  
Setting: Members of the police force in an occupational health care setting 
Bibliography: Arends I, Bruinvels D J, Rebergen D S, Nieuwenhuijsen K, Madan I, Neumeyer‐Gromen A et al. Interventions to facilitate return to work in adults with adjustment disorders. Cochrane 
Database Syst Rev. 2012;(12):CD006389. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study 
design 

Risk of bias Inconsistency Indirectness Imprecision 
Other 

considerations 

Problem 
Solving 
Therapy 

Cognitive 
Behavioural 

Therapy 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

Quality of life and functioning - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

Substance use - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

Suicidal behaviours - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

Work related outcomes - partial return to work (Follow up: mean 1 year) 

1  randomized 
trials  

serious a not serious  not serious  serious b none  86  84  -  MD 6.28 
lower 
(29.36 

lower to 
16.8 

higher) c 

⨁⨁◯◯ 
LOW 

 

Work related outcomes - full return to work (Follow up: mean 1 year) 
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study 
design 

Risk of bias Inconsistency Indirectness Imprecision 
Other 

considerations 

Problem 
Solving 
Therapy 

Cognitive 
Behavioural 

Therapy 

Relative 
(95% CI) 

Absolute 
(95% CI) 

1  randomized 
trials  

serious a not serious  not serious  serious b none  86  83  -  MD 6.74 
lower 
(37.43 

lower to 
23.95 

higher) c 

⨁⨁◯◯ 
LOW 

 

Adverse effects - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

Positive mental health - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

CI: confidence interval; MD: mean difference 

Explanations 

a. This has been rated as serious as there is some high risk of bias in the study.  
b. This has been rated as very serious due to low sample size (N=169) and wide confidence intervals that include the null effect.  
c. Negative MD favours PST.   
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Table 16: Participatory Problem Solving Therapy compared to Problem Solving Therapy 
 
Author(s): Adam Rosenfeld, Kathleen Pike, Aemal Akhtar 
Question: Participatory Problem Solving Therapy compared to Problem Solving Therapy for Adjustment Disorders.   
Setting: University and steel company staff in an occupational health care setting 
Bibliography: Arends I, Bruinvels D J, Rebergen D S, Nieuwenhuijsen K, Madan I, Neumeyer‐Gromen A et al. Interventions to facilitate return to work in adults with adjustment disorders. Cochrane 
Database Syst Rev. 2012;(12):CD006389. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Participatory Problem 
Solving Therapy 

Problem 
Solving 
Therapy 

Relative 
(95% 

CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders - distress (follow up: mean 3 months) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
b 

none  72  68  -  MD 0.4 lower 
(3.27 lower to 
2.47 higher) c 

⨁◯◯◯ 
VERY 
LOW 

 

Mental health symptoms and disorders - distress (follow up: 4 months to 12 months) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
d 

none  73  70  -  MD 0.63 higher 
(2.05 lower to 
3.31 higher) e  

⨁◯◯◯ 
VERY 
LOW 

 

Quality of life and functioning - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

Substance use - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

Suicidal behaviours - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

Work related outcomes - full return to work (follow up: mean 1 years) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
f 

none  73  72  -  MD 1 lower 
(36.32 lower to 
34.32 higher)  

⨁◯◯◯ 
VERY 
LOW  

 

Adverse effects - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Participatory Problem 
Solving Therapy 

Problem 
Solving 
Therapy 

Relative 
(95% 

CI) 

Absolute 
(95% CI) 

Positive mental health - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

CI: confidence interval; MD: mean difference 

Explanations 

a. This has been rated serious due to high risk of bias related to blinding, co-interventions avoided or similar, and treatment fidelity.  
b. This has been rated as very serious as there is only one study with small sample size (N=140) and wide confidence intervals that include the null effect.  
c. Negative MD favours participatory problem-solving therapy.  
d. This has been rated as very serious as there is only one study with small sample size (N=143) and wide confidence intervals that include the null effect.  
e. Positive MD favours problem solving therapy.  
f. This has been rated as very serious as there is only one study with small sample size (N=145) and wide confidence intervals that include the null effect.  
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Table 17: Cognitive Behavioural Therapy and physical relaxation compared to Physical relaxation 
 
Author(s): Adam Rosenfeld, Kathleen Pike, Aemal Akhtar 
Question: Cognitive Behavioural Therapy and physical relaxation compared to Physical relaxation for Adjustment Disorders   
Setting: Various employees attending hospital stress clinics 
Bibliography: Arends I, Bruinvels D J, Rebergen D S, Nieuwenhuijsen K, Madan I, Neumeyer‐Gromen A et al. Interventions to facilitate return to work in adults with adjustment disorders. Cochrane 
Database Syst Rev. 2012;(12):CD006389. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Cognitive behavioural 
therapy and physical 

relaxation 

Physical 
relaxation 

Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders - burnout (Follow up: 1 years) 

1  randomized 
trials  

serious a not serious  not serious  serious b none  58  49  -  MD 0.5 lower 
(0.97 lower to 
0.03 lower) f 

⨁⨁◯◯ 
LOW  

CRITICAL  

Mental health symptoms and disorders - burnout (Follow up: 1 to 2 years) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
c 

none  58  49  -  MD 0.4 lower 
(0.92 lower to 
0.12 higher) f  

⨁◯◯◯ 
VERY 
LOW  

CRITICAL  

Quality of life and functioning - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Substance use - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Suicidal behaviours - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  CRITICAL  

Work related outcome - rate of partial return to work (Follow up: mean 1 year) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
c 

none  17/57 (29.8%)  14/49 
(28.6%)  

RR 1.04 
(0.58 to 
1.89) d  

11 more per 
1,000 

(from 120 
fewer to 254 

more)  

⨁◯◯◯ 
VERY 
LOW 

CRITICAL  

Work related outcome - rate of partial return to work (Follow up: 1 to 2 years) 
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Cognitive behavioural 
therapy and physical 

relaxation 

Physical 
relaxation 

Relative 
(95% CI) 

Absolute 
(95% CI) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
c 

none  19/57 (33.3%)  20/49 
(40.8%)  

RR 0.82 
(0.50 to 
1.34) e  

73 fewer per 
1,000 

(from 204 
fewer to 139 

more)  

⨁◯◯◯ 
VERY 
LOW 

CRITICAL  

Work related outcome - rate of full return to work (Follow up: mean 1 year) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
c 

none  5/57 (8.8%)  6/49 (12.2%)  RR 0.72 
(0.23 to 
2.20) e  

34 fewer per 
1,000 

(from 94 fewer 
to 147 more)  

⨁◯◯◯ 
VERY 
LOW 

CRITICAL  

Work related outcome - rate of full return to work (Follow up: 1 to 2 years) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
c 

none  16/57 (28.1%)  11/49 
(22.4%)  

RR 1.25 
(0.64 to 
2.43) d 

56 more per 
1,000 

(from 81 fewer 
to 321 more)  

⨁◯◯◯ 
VERY 
LOW  

CRITICAL  

Adverse effects - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  

Positive mental health - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  IMPORTANT  

CI: confidence interval; MD: mean difference; RR: risk ratio 

Explanations 

a. This has been rated as serious due to high risk of attrition bias.  
b. This has been rated as serious as there is only one study with small sample size (N=106).  
c. This has been rated as serious as there is only one study with small sample size (N=106) and wide confidence intervals that include the null effect.  
d. RR > 1 favours physical relaxation.  
e. RR < 1 favours cognitive behavioural therapy and physical relaxation.  
f. Negative MD favours cognitive behavioural therapy and physical relaxation.  
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Table 18: Individual Cognitive Behavioural Therapy compared to Group Cognitive Behavioural Therapy 
 
Author(s): Adam Rosenfeld, Kathleen Pike, Aemal Akhtar 
Question: Individual Cognitive Behavioural Therapy compared to Group Cognitive Behavioural Therapy for Adjustment Disorders   
Setting: Clinical care 
Bibliography: Arends I, Bruinvels D J, Rebergen D S, Nieuwenhuijsen K, Madan I, Neumeyer‐Gromen A et al. Interventions to facilitate return to work in adults with adjustment disorders. Cochrane 
Database Syst Rev. 2012;(12):CD006389. 
 

Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Individual Cognitive 
Behavioural Therapy 

Group Cognitive 
Behavioural 

Therapy 

Relative 
(95% 

CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders - stress (Follow up: 3 months) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
b 

none  26  23  -  MD 1.8 lower 
(6.21 lower to 
2.61 higher) c 

⨁◯◯◯ 
VERY 
LOW 

 

Mental health symptoms and disorders - stress (Follow up: 4 to 12 months) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
d 

none  22  19  -  MD 0.86 lower 
(5.84 lower to 
4.12 higher) c 

⨁◯◯◯ 
VERY 
LOW 

 

Quality of life and functioning - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

Substance use - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

Suicidal behaviours - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

Work related outcomes - full return to work (Follow up: 1 year) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
e 

none  21  21  -  MD 2.94 higher 
(12.07 lower to 
17.95 higher) f 

⨁◯◯◯ 
VERY 
LOW 

 

Adverse effects - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
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Certainty assessment № of patients Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Individual Cognitive 
Behavioural Therapy 

Group Cognitive 
Behavioural 

Therapy 

Relative 
(95% 

CI) 

Absolute 
(95% CI) 

Positive mental health - not reported 

-  -  -  -  -  -  -  -  -  -  -  -  
 

CI: Confidence interval; MD: Mean difference 

Explanations 

a. This has been rated as serious due to high risk of detection and attrition bias.  
b. This has been rated as very serious as there was only one study with small sample size (N=49) and wide confidence intervals that include the null effect.  
c. Negative MD favours individual cognitive behavioural therapy.  
d. This has been rated as very serious as there was only one study with small sample size (N=41) and wide confidence intervals that include the null effect.  
e. This has been rated as very serious as there was only one study with small sample size (N=42) and wide confidence intervals that include the null effect.  
f. Positive MD favours group cognitive behavioural therapy.   
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Part 3 – From evidence to recommendations 
 
 

Table 19. Summary of findings table 
 

GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

GRADE Table 1 
 
Work-directed care plus clinical 
intervention vs. Care as usual in 
depressed persons. 

Nieuwenhuijsen 
et al. (2020) 

Mental Health 
Symptoms and 

disorders 

Depressive symptoms 
(medium term) 

8 - SMD 0.25 SD lower 
(0.49 lower to 0.01 lower) 

Negative value favours 
intervention 

⨁⨁◯◯ 
LOW 

Depressive symptoms 
(long term) 

1 - SMD 0.63 lower (1.02 
lower to 0.24 lower) 

Negative value favours 
intervention 

⨁⨁◯◯ 
LOW  

Quality of Life and 
Functioning 

- - - - - 

Substance Use - - - - - 

Suicidal behaviours - - - - - 

Work-Related 
Outcomes 

Days of sickness 
absence (medium term) 

9 - SMD 0.25 SD lower 
(0.38 lower to 0.12 lower) 

Negative value favours 
intervention 

⨁⨁⨁◯ 
MODERATE 

Days of sickness 
absence (long term) 

2 - SMD 0.19 SD lower (0.49 
lower to 0.12 higher) 

Negative value favours 
intervention 

⨁⨁◯◯ 
LOW 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

On sick leave (medium 
term) 

2 RR 1.08 
(0.64 to 1.83) 
Value above 1 
favours control 

33 more per 1,000 
(from 150 fewer to 346 

more) 

⨁⨁⨁◯ 
MODERATE 

Work functioning 
(medium term) 

5 - SMD 0.19 SD lower 
(0.43 lower to 0.06 higher) 

Negative value favours 
intervention 

⨁◯◯◯ 
VERY LOW 

Work functioning (long 
term) 

1  SMD 0.25 lower (0.63 
lower to 0.14 higher) 

Negative value favours 
intervention 

⨁⨁◯◯ 
LOW 

Adverse Effects - - - - - 

Positive Mental 
Health 

- - - - - 

GRADE Table 2 
 
Work-Directed Intervention 
Compared to Care as Usual in 
depressed persons. 

Nieuwenhuijsen 
et al. (2020) 

Mental Health 
Symptoms and 

disorders 

Depressive Symptoms 
(medium term) 

4 - SMD 0.1 SD lower 
(0.3 lower to 0.1 higher) 
Negative value favours 

intervention 

⨁⨁⨁◯ 
MODERATE 

Depressive symptoms 
(long term) 

1 - SMD 0.18 higher (0.13 
lower to 0.49 higher) 
Positive value favours 

control 

⨁⨁◯◯ 
LOW 

Quality of Life and 
Functioning 

- - - - - 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

Substance Use - - - - - 

Suicidal behaviours - - - - - 

Work Related 
Outcomes 

Days of sickness 
absence (medium term) 

2 - SMD 0.39 SD higher 
(0.04 higher to 0.74 

higher) 
Positive value favours 

control 

⨁⨁◯◯ 
LOW 

On sick leave (medium 
term) 

1 RR 0.93 
(0.77 to 1.1) 

Value below 1 
favours 

intervention 

50 fewer per 1,000 
(from 163 fewer to 78 

more) 

⨁⨁⨁◯ 
MODERATE 

On sick leave (long 
term) 

1 RR 1.00 (0.82 to 
1.22) 

Value below 1 
favours 

intervention 

0 fewer per 1,000 (from 
109 fewer to 133 more) 

⨁⨁⨁◯ 
MODERATE  

Work functioning 
(medium term) 

1 - SMD 0.32 SD lower 
(0.9 lower to 0.26 higher) 

Negative value favours 
intervention 

⨁⨁◯◯ 
LOW 

Adverse Effects - - - - - 

Positive Mental 
Health 

- - - - - 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

GRADE Table 3 
 
Evidence-based clinical interventions  
Compared to Care as Usual in 
depressed persons 

Nieuwenhuijsen 
et al. (2020) 

Mental Health 
Symptoms and 

disorders 

Depressive Symptoms 
(medium term) 

8 - SMD 0.3 SD lower 
(0.45 lower to 0.15 lower) 

Negative value favours 
intervention 

⨁⨁◯◯ 
LOW 

Quality of Life and 
Functioning 

- - - - - 

Substance Use - - - - - 

Suicidal behaviours - - - - - 

Work-Related 
Outcomes 

Days of sickness 
absence (short term) 

1 - SMD 0.05 lower (0.28 
lower to 0.17 higher) 

Negative value favours 
intervention 

⨁⨁◯◯ 
LOW  

Days of sickness 
absence (medium term) 

9 - SMD 0.15 SD lower 
(0.28 lower to 0.03 lower) 

Negative value favours 
intervention 

⨁⨁◯◯ 
LOW 

Work Ability (medium 
term) 

1 - SMD 0.05 SD higher 
(0.46 lower to 0.57 higher) 

Positive value favours 
control 

⨁◯◯◯ 
VERY LOW 

Adverse Effects - - - - - 

Positive Mental 
Health 

- - - - - 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

GRADE Table 4  
 
Improved Healthcare Strategies 
Compared to Care as Usual in 
depressed persons in depressed 
persons  

Nieuwenhuijsen 
et al. (2020) 

Mental Health 
Symptoms and 

disorders 

Depressive symptoms 
(medium term) 

7 - SMD 0.21 SD lower 
(0.35 lower to 0.07 lower) 

Negative value favours 
intervention 

⨁⨁⨁◯ 
MODERATE 

Depressed (yes/no) 
(long term) 

1 RR 0.89 (0.81 to 
0.98) 

Value below 1 
favours 

intervention 

68 fewer per 1,000 (from 
117 fewer to 12 fewer) 

⨁⨁⨁◯ 
MODERATE  

Quality of Life and 
Functioning 

- - - - - 

Substance Use - - - - - 

Suicidal behaviours - - - - - 

Work-Related 
Outcomes 

Days of sickness 
absence (medium term) 

7 - SMD 0.05 SD lower 
(0.16 lower to 0.06 higher) 

Negative value favours 
intervention 

⨁⨁⨁◯ 
MODERATE 

On sick leave (medium 
term) 

1 RR 0.97 
(0.77 to 1.22) 
Value below 1 

favours 
intervention 

15 fewer per 1,000 
(from 114 fewer to 109 

more) 

⨁⨁◯◯ 
LOW 

On sick leave (long 
term) 

1 RR 1.08 (0.99 to 
1.18) 

49 fewer per 1,000 
(from 6 fewer to 111 

more) 

⨁⨁⨁◯ 
MODERATE  



WEB ANNEX: EVIDENCE PROFILES AND SUPPORTING EVIDENCE 

 

 229 

GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

Value above 1 
favours control 

Work functioning 
(medium term) 

1 - SMD 0.5 SD higher 
(0.34 higher to 0.66 

higher) 
Positive value favours 

control 

⨁⨁⨁◯ 
MODERATE 

Adverse Effects - - - - - 

Positive Mental 
Health 

- - - - - 

GRADE Table 5 
 
Work-directed Plus Clinical 
Intervention Compared to Work-
Directed Interventions in depressed 
persons 

Nieuwenhuijsen 
et al. (2020) 

Mental Health 
Symptoms and 
disorders 

Depressive symptoms 
(medium term) 

1 - SMD 0.37 SD lower 
(0.98 lower to 0.23 higher)  

Negative value favours 
intervention 

⨁◯◯◯ 
VERY LOW 

Quality of Life and 
Functioning 

- - - - - 

Substance Use - - - - - 

Suicidal behaviours - - - - - 

Work-Related 
Outcomes 

Days of sickness 
absence (medium term) 

1 - SMD 0.1 SD lower 
(0.65 lower to 0.45 higher)  

Negative value favours 
intervention 

⨁◯◯◯ 
VERY LOW 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

Work functioning 
(medium term) 

1 - SMD 0.32 SD higher 
(0.3 lower to 0.94 higher)  

Positive value favours 
control 

⨁◯◯◯ 
VERY LOW 

Adverse Effects - - - - - 

Positive Mental 
Health 

- - - - - 

GRADE Table 6 
 
Work-directed plus evidence-based 
clinical interventions compared to 
evidence-based clinical interventions  
intervention in depressed persons 

Nieuwenhuijsen 
et al. (2020) 

Mental Health 
Symptoms and 
disorders 

Depressive Symptoms 
(medium term) 

1 - SMD 0.15 SD lower 
(0.69 lower to 0.39 higher)  

⨁◯◯◯ 
VERY LOW 

Quality of Life and 
Functioning 

- - - - - 

Substance Use - - - - - 

Suicidal behaviours - - - - - 

Work Related 
Outcomes 

Days of sickness 
absence (medium term) 

1 - SMD 0.04 SD higher 
(0.47 lower to 0.56 higher)  

Positive value favours 
control 

⨁◯◯◯ 
VERY LOW  

Work functioning 
(medium term) 

1 - SMD 0.08 SD lower 
(0.63 lower to 0.48 higher)  

Negative value favours 
intervention 

⨁◯◯◯ 
VERY LOW  
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

Adverse Effects - - - - - 

Positive Mental 
Health 

- - - - - 

GRADE Table 7 
 
Long-term psychodynamic therapy 
compared to solution focused therapy 
in depressed persons 

Nieuwenhuijsen 
et al. (2020) 

Mental Health 
Symptoms and 
disorders 

Depressive Symptoms 
(medium term) 

1 - SMD 2.04 SD higher 
(1.62 higher to 2.45 

higher)  
Positive value favours 

control 

⨁⨁◯◯ 
LOW 

Depressive symptoms 
(long term) 

1 - SMD 2.44 SD lower 
(2.9 lower to 1.97 lower)  
Negative value favours 

intervention 

⨁⨁◯◯ 
LOW  

Quality of Life and 
Functioning 

- - - - - 

Substance Use - - - - - 

Suicidal behaviours - - - - - 

Work-Related 
Outcomes 

Days of sickness 
absence (medium term) 

1 - SMD 1.16 SD higher 
(0.49 higher to 1.83 

higher)  
Positive value favours 

control 

⨁◯◯◯ 
VERY LOW 

Days of sickness 
absence (long term) 

1 - SMD 4.61 SD lower 
(5.84 lower to 3.39 lower)  

⨁◯◯◯ 
VERY LOW 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

Negative value favours 
intervention 

Work Ability (medium 
term) 

1 - SMD 1.0 SD higher 
(0.63 higher to 1.36 

higher)  
Positive value favours 

control 

⨁⨁◯◯ 
LOW 

Work Ability (long term) 1 - SMD 0.19 lower (0.56 
lower to 0.18 higher) 

Negative value favours 
intervention 

⨁⨁◯◯ 
LOW 

Adverse Effects - - - - - 

Positive Mental 
Health 

- - - - - 

GRADE Table 8  
 
Short-term psychodynamic 
therapy/psychotherapy compared to 
solution or coping focused therapy in 
depressed persons. 

Nieuwenhuijsen 
et al. (2020) 

Mental Health 
Symptoms and 
disorders 

Depressive symptoms 
(medium term) 

1 - SMD 1.19 SD lower 
(1.58 lower to 0.81 lower)  

Negative value favours 
intervention 

⨁⨁◯◯ 
LOW 

Depressive symptoms 
(long term) 

2 - Not pooled 
 
Trial 1: (N=118, SMD -
1.28, 95% CI -1.69 to -
0.86).  
 
Trial 2: (N=139, SMD -
0.32, 95% CI -0.66 to 
0.01).  

⨁⨁◯◯ 
LOW 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

Negative value favours 
intervention 

Quality of Life and 
Functioning 

- - - - - 

Substance Use - - - - - 

Suicidal behaviours - - - - - 

Work-Related 
Outcomes 

Days of sickness 
absence (medium term) 

1 - SMD 0.25 SD higher 
(0.39 lower to 0.89 higher)  

Positive value favours 
control 

⨁◯◯◯ 
VERY LOW 

Days of sickness 
absence (long term) 

1 - SMD 0.91 SD lower 
(1.62 lower to 0.19 lower)  

Negative value favours 
intervention 

⨁◯◯◯ 
VERY LOW 

On sick leave (medium 
term) 

1 RR 1.83 
(1.00 to 3.37)  
Value above 1 
favours control 

101 more per 1,000 
(from 0 fewer to 289 

more)  

⨁⨁◯◯ 
LOW 

On sick leave (long 
term) 

1 RR 1.14 
(0.61 to 2.11)  
Value above 1 
favours control 

21 more per 1,000 
(from 58 fewer to 164 

more)  

⨁◯◯◯ 
VERY LOW  

Work functioning 
(medium term) 

1 - SMD 0.66 SD lower 
(1.03 lower to 0.3 lower)  

⨁⨁◯◯ 
LOW 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

Negative value favours 
intervention 

Work functioning (long 
term) 

1 - SMD 0.33 SD lower (0.72 
lower to 0.05 higher) 

Negative value favours 
intervention 

⨁⨁◯◯ 
LOW 

Adverse Effects - - - - - 

Positive Mental 
Health 

- - - - - 

GRADE Table 9  
 
Exercise intervention (supervised 
strength training) compared to 
relaxation in depressed persons. 
 

Nieuwenhuijsen 
et al. (2020) 

Mental Health 
Symptoms and 
disorders 

Depressive symptoms 
(medium term) 

1 - SMD 0.15 SD higher 
(0.39 lower to 0.68 higher)  

Positive value favours 
control 

⨁◯◯◯ 
VERY LOW 

Quality of Life and 
Functioning 

- - - - - 

Substance Use - - - - - 

Suicidal behaviours - - - - - 

Work Related 
Outcomes 

Days of sickness 
absence (medium term) 

1 - SMD 1.11 SD fewer 
(1.68 fewer to 0.54 fewer)  

Negative value favours 
intervention 

⨁⨁◯◯ 
LOW 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

Adverse Effects - - - - - 

Positive Mental 
Health 

- - - - - 

GRADE Table 10 
 
Exercise intervention (aerobic 
exercise) compared to 
relaxation/stretching in depressed 
persons. 

Nieuwenhuijsen 
et al. (2020) 

Mental Health 
Symptoms and 
disorders 

Depressive symptoms 
(medium term) 

2 - SMD 0.18 SD higher 
(0.12 lower to 0.48 higher)  

Positive value favours 
control 

⨁⨁◯◯ 
LOW 

Quality of Life and 
Functioning 

- - - - - 

Substance Use - - - - - 

Suicidal behaviours - - - - - 

Work Related 
Outcomes 

Days of sickness 
absence (medium term) 

2 - SMD 0.06 SD lower 
(0.36 lower to 0.24 higher)  

Negative value favours 
intervention 

⨁⨁◯◯ 
LOW 

Off work (medium 
term) 

1 RR 0.38 
(0.02 to 8.62)  
Value below 1 

favours 
intervention 

41 fewer per 1,000 
(from 65 fewer to 508 

more)  

⨁◯◯◯ 
VERY LOW 

Work functioning 
(medium term) 

1 - SMD 0 SD  
(0.18 lower to 0.18 higher)  

⨁⨁◯◯ 
LOW  
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

Adverse Effects - - - - - 

Positive Mental 
Health 

- - - - - 

GRADE Table 11 
 
Art therapy compared to care as usual 
in depressed persons. 

Nieuwenhuijsen 
et al. (2020) 

Mental Health 
Symptoms and 
disorders 

Depressive symptoms 
(medium term) 

1 - SMD 0.43 SD lower 
(0.88 lower to 0.02 higher)  

Negative value favours 
intervention 

⨁◯◯◯ 
VERY LOW  

Quality of Life and 
Functioning 

- - - - - 

Substance Use - - - - - 

Suicidal behaviours - - - - - 

Work Related 
Outcomes 

Off work (medium 
term) 

1 - SMD 0.13 SD lower 
(0.58 lower to 0.31 higher)  

Negative value favours 
intervention 

⨁◯◯◯ 
VERY LOW  

Adverse Effects - - - - - 

Positive Mental 
Health 

- - - - - 

GRADE Table 12 
 
Cognitive Behavioural Therapy 

Arends et al. 
(2012) 

Mental Health 
Symptoms and 
disorders 

Distress Score (follow 
up: mean 1 year) 

1 - MD 0.06 points higher 
(3.91 lower to 4.02 higher) 

Positive value favours 

⨁⨁◯◯ 
LOW 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

Compared to No Treatment for 
Adjustment Disorders 

control 

Quality of Life and 
Functioning 

- - - - - 

Substance Use - - - - - 

Suicidal behaviours - - - - - 

Work Related 
Outcomes 

Partial return to work 
(follow up: mean 1 

year) 

2 - MD 8.78 days fewer 
(23.26 fewer to 5.71 

more) 
Negative value favours 

intervention 

⨁⨁⨁◯ 
MODERATE 

Return to work (follow 
up: mean 1 year) 

1 - MD 35.73 days fewer 
(113.15 fewer to 41.69 

more) 
Negative value favours 

intervention 

⨁⨁◯◯ 
LOW 

Adverse Effects - - - - - 

Positive Mental 
Health 

- - - - - 

GRADE Table 13 
 

Arends et al. 
(2012) 

Mental Health 
Symptoms and 

disorders 

Distress (follow up: 
mean 3 months) 

2 - MD 0.66 higher 
(2.78 lower to 4.11 higher)  

Positive value favours 
control 

⨁⨁◯◯ 
LOW c 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

Cognitive Behavioural Therapy 
compared to Non-guideline Based 
Care 

Distress (follow up: 4 
months to 12 month) 

2 - MD 0.67 lower 
(6.06 lower to 4.73 higher)  

Negative value favours 
intervention 

⨁⨁◯◯ 
LOW  

Quality of Life and 
Functioning 

- - - - - 

Substance Use - - - - - 

Suicidal behaviours - - - - - 

Work-Related 
Outcomes 

Full return to work 
(follow up: mean 1 

years) 

2 - MD 19.81 higher 
(26.17 lower to 65.79 

higher)  
Positive value favours 

control 

⨁◯◯◯ 
VERY LOW 

c 

Adverse Effects - - - - - 

Positive Mental 
Health 

- - - - - 

GRADE Table 14 
 
Problem Solving Therapy compared to 
Non-guideline Based Care  

Arends et al. 
(2012) 

Mental Health 
Symptoms and 

disorders 

Distress score (follow 
up: mean 3 months) 

3 - MD 1.69 lower 
(3.11 lower to 0.27 lower)  

Negative value favours 
intervention 

⨁⨁◯◯ 
LOW c 

Distress score (follow 
up: 4 months to 12 

months) 

3 - MD 0.36 lower 
(1.76 lower to 1.04 higher)  

Negative value favours 

⨁⨁◯◯ 
LOW c 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

intervention 

Distress score (follow 
up: 1 years to 2 years) 

1 - MD 2.03 lower 
(4.25 lower to 0.19 higher)  

Negative value favours 
intervention 

⨁◯◯◯ 
VERY LOW  

Quality of Life and 
Functioning 

- - - - - 

Substance Use - - - - - 

Suicidal behaviours - - - - - 

Work Related 
Outcomes 

Partial return to work 
(follow up: mean 1 

years) 

1 - MD 17 lower 
(26.48 lower to 7.52 

lower)  
Negative value favours 

intervention 

⨁◯◯◯ 
VERY LOW 

Full return to work 
(follow up: mean 1 

year) 

2 - MD 17.73 lower 
(37.35 lower to 1.9 higher)  

Negative value favours 
intervention 

⨁◯◯◯ 
VERY LOW 

Full return to work 
(follow up: 1 year to 2 

years) 

1 - MD 4 lower (41.61 lower 
to 33.61 higher) 

Negative value favours 
intervention 

⨁◯◯◯ 
VERY LOW 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

Adverse Effects - - - - - 

Positive Mental 
Health 

- - - - - 

GRADE Table 15 
 
Problem Solving Therapy compared to 
Cognitive Behavioural Therapy  

Arends et al. 
(2012) 

Mental Health 
Symptoms and 

disorders 

- - - - - 

Quality of Life and 
Functioning 

- - - - - 

Substance Use - - - - - 

Suicidal behaviours - - - - - 

Work-Related 
Outcomes 

Partial return to work 
(follow up: mean 1 

years) 

1 - MD 6.28 lower 
(29.36 lower to 16.8 

higher)  
Negative value favours 

intervention 

⨁⨁◯◯ 
LOW c 

Full return to work 
(follow up: mean 1 

years) 

1 - MD 6.74 lower 
(37.43 lower to 23.95 

higher) 
Negative value favours 

intervention  

⨁⨁◯◯ 
LOW c 

Adverse Effects - - - - - 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

Positive Mental 
Health 

- - - - - 

GRADE Table 16 
 
Participatory Problem Solving Therapy 
compared to Problem Solving Therapy  

Arends et al. 
(2012) 

Mental Health 
Symptoms and 

disorders 

Distress (follow up: 
mean 3 months) 

1 - MD 0.4 lower 
(3.27 lower to 2.47 higher)  

⨁◯◯◯ 
VERY LOW 

c 

Distress (follow up: 4 
months to 12 months) 

1 - MD 0.63 higher 
(2.05 lower to 3.31 higher)  

Positive value favours 
control 

⨁◯◯◯ 
VERY LOW 

e 

Quality of Life and 
Functioning 

- - - - - 

Substance Use - - - - - 

Suicidal behaviours - - - - - 

Work-Related 
Outcomes 

Full return to work 
(follow up: mean 1 

years) 

1 - MD 1 lower 
(36.32 lower to 34.32 

higher)  
Negative value favours 

intervention 

⨁◯◯◯ 
VERY LOW  

Adverse Effects - - - - - 

Positive Mental 
Health 

- - - - - 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

GRADE Table 17  
 
Cognitive Behavioural Therapy and 
physical relaxation compared to 
Physical relaxation 

Arends et al. 
(2012) 

Mental Health 
Symptoms and 
disorders 

Burnout (follow up: 
mean 1 years) 

1 - MD 0.5 lower 
(0.97 lower to 0.03 lower)  

Negative value favours 
intervention 

⨁⨁◯◯ 
LOW  

Burnout (follow up: 1 
year to 2 years) 

1 - MD 0.4 lower 
(0.92 lower to 0.12 higher)  

Negative value favours 
intervention 

⨁◯◯◯ 
VERY LOW  

Quality of Life and 
Functioning 

- - - - - 

Substance Use - - - - - 

Suicidal behaviours - - - - - 

Work Related 
Outcomes 

Rate of partial return to 
work (follow up: mean 

1) 

1 RR 1.04 
(0.58 to 1.89)  
Value above 1 
favours control 

11 more per 1,000 
(from 120 fewer to 254 

more)  

⨁◯◯◯ 
VERY LOW 

Rate of partial return to 
work (follow up: 1 year 

to 2 years) 

1 RR 0.82 
(0.50 to 1.34)  
Value below 1 

favours 
intervention 

73 fewer per 1,000 
(from 204 fewer to 139 

more)  

⨁◯◯◯ 
VERY LOW 

Rate of full return to 
work (follow up: mean 

1 years) 

1 RR 0.72 
(0.23 to 2.20)  
Value below 1 

favours 

34 fewer per 1,000 
(from 94 fewer to 147 

more)  

⨁◯◯◯ 
VERY LOW 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

intervention 

Rate of full return to 
work (follow up: 1 year 

to 2 years) 

1 RR 1.25 
(0.64 to 2.43)  
Value above 1 
favours control 

56 more per 1,000 
(from 81 fewer to 321 

more)  

⨁◯◯◯ 
VERY LOW  

Adverse Effects - - - - - 

Positive Mental 
Health 

- - - - - 

GRADE Table 18 
 
Individual Cognitive Behavioural 
Therapy compared to Group Cognitive 
Behavioural Therapy 

Arends et al. 
(2012) 

Mental Health 
Symptoms and 
disorders 

Stress (follow up: mean 
3 months) 

1 - MD 1.8 lower 
(6.21 lower to 2.61 higher)  

Negative value favours 
intervention 

⨁◯◯◯ 
VERY LOW 

Stress (follow up: 4 
months to 12 months) 

1 - MD 0.86 lower 
(5.84 lower to 4.12 higher)  

Negative value favours 
intervention 

⨁◯◯◯ 
VERY LOW 

Quality of Life and 
Functioning 

-  - - - 

Substance Use -  - - - 

Suicidal behaviours -  - - - 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
 

Values above 1 
favours 

intervention 
unless otherwise 

specified 

Std. Mean Difference 
(SMD) 

 
Positive values favours 

intervention unless 
otherwise specified 

Certainty 
of 

Evidence 

Work Related 
Outcomes 

Full return to work 
(follow up: mean 1 

years) 

1 - MD 2.94 higher 
(12.07 lower to 17.95 

higher)  
Positive value favours 

control 

⨁◯◯◯ 
VERY LOW 

Adverse Effects -  - - - 

Positive Mental 
Health 

-  - - - 
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Fig. 1. PRISMA flow diagram for systematic review of reviews 
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Evidence profile 12 
 

Question 12: For people with a mental health condition, are recovery-oriented strategies enhancing vocational and economic 
inclusion (such as supported employment) feasible and effective? 
 

Part 1 – Evidence review 
 

Population/ Intervention / Comparison / Outcome (PICO) 

 

Population: Adults with mental health conditions 

Intervention: Psychosocial strategies enhancing vocational or economic inclusion  

Comparison: Treatment as usual, other intervention, no intervention  

Outcomes:  

Critical outcomes: 

• Mental Health Symptoms and Disorders 

• Quality of Life and Functioning 

• Work-Related Outcomes 

Important outcomes: 

• Adverse Effects 

• Satisfaction with Care 

• Positive Mental Health 

 

Search strategy: Searches were conducted on December 1st, 2020 in the following databases: Cochrane Database of Systematic Reviews, PubMed, EMBASE, PsycINFO, and Global Index Medicus. In 

addition, the following databases were used to identify additional literature on January 27th, 2021: Google Scholar, Campbell Systematic Reviews, and PROSPERO to identify protocols for ongoing 

reviews. The searches were updated on April 1st, 2021. This question is an update of the Mental Health Gap Action Programme (mhGAP) guideline for mental, neurological 

and substance use disorders, 2015. Key question. Geneva: World Health Organization; 2015. 
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Part 2 – Grading the evidence 
 
GRADE evidence tables  

 

 

Suijkerbuijk YB, Schaafsma FG, van Mechelen JC, Ojajärvi A, Corbiere M, Anema JR. Interventions for obtaining and maintaining employment in adults with severe mental illness, a network meta‐
analysis. Cochrane Database Syst Rev. 2017;(9):CD011867. 
 
 
1) PRIMARY OUTCOME: network meta-analysis summary of findings table6 (presented on next page) 

 

2) SECONDARY OUTCOMES: standard pairwise meta-analysis GRADE tables7 

 
 
 
 

 

 
6 Yepes-Nuñez JJ, Li SA, Guyatt G, Jack SM, Brozek JL, Beyene J, Murad MH, Rochwerg B, Mbuagbaw L, Zhang Y, Flórez ID, Siemieniuk RA, Sadeghirad B, Mustafa R, Santesso N, Schünemann HJ. 
Development of the summary of findings table for network meta-analysis. J Clin Epidemiol. 2019 Nov;115:1-13 
7 Schünemann, H.J., Higgins, J.P., Vist, G.E., Glasziou, P., Akl, E.A., Skoetz, N., Guyatt, G.H. and (2019). Completing ‘Summary of findings’ tables and grading the certainty of the evidence. In Cochrane 
Handbook for Systematic Reviews of Interventions (eds J.P. Higgins, J. Thomas, J. Chandler, M. Cumpston, T. Li, M.J. Page and V.A. Welch). 
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Estimates of effects, confidence intervals, and certainty of the evidence for interventions compared to psychiatric care only for adults with a mental health condition seeking employment 

Bayesian NMA-SoF table 

Author(s): Chiara Gastaldon, Davide Papola 

Patient or population: People with severe mental illness; 

Interventions: Augmented supported employment, supported employment, pre-vocational training, transitional employment; 

Comparator (reference): Psychiatric care only; 

Outcome: Number of participants who obtained competitive employment (follow up > 1 year); 

Setting(s): Outpatients.                                                                                                                                                                                                                                                                                            

Geometry of the Networka                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  

 
Relative effectb 

(95% CI) 

Illustrative comparative risks (95% CI) Certainty of the 
evidence 

  SUCRA  
No of participants 
(studies with 
direct evidence) With control  With intervention Difference 

Augmented supported 
employment 

3.81  
(1.99 to 7.31)  

187 per 1000 712 per 1000 525 per 1000 more 

⊕⊕⊕◯ 
Moderate 

Due to study 
limitationsc 

98.5% 
256  

(1 RCT) 

Supported employment 
2.72 

(1.55 to 4.76) 
187 per 1000 509 per 1000 322 per 1000 more 

⊕⊕◯ ◯ 
Low 

Due to study limitations 
and inconsistencyd 

 

76.5% 
2238 

(1 RCT) 

Pre-vocational training 
1.26 

(0.73 to 2.19) 
187 per 1000 236 per 1000 49 per 1000 more 

⊕◯ ◯ ◯ 
Very low 

Due to study 
limitations, 

inconsistency and 
imprecisione 

 

40.3% 
161 

(2 RCT) 

Transitional employment 
1.00 

(0.51 to 1.96) 
187 per 1000 187 per 1000 - 

⊕⊕◯ ◯ 
Low 

Due to study limitations 
and imprecisionf 

17.2% 
0 

(indirect evidence) 
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NMA-SoF table definitions 
a Solid lines represent direct comparisons 
b Network Metanalysis estimates are reported as risk ratio. CI: Confidence intervals  

CI: confidence interval; RCT: randomized controlled trial; SUCRA: surface under the cumulative ranking curve  

GRADE Working Group grades of evidence (or certainty in the evidence) 

High quality: We are very confident that the true effect lies close to that of the estimate of the effect 

Moderate quality: We are moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different 

Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect 

Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect 

Explanatory Footnotes 
c We downgraded one level due to study limitations (majority moderate risk of bias studies). 
d We downgraded one level due to study limitations (majority moderate risk of bias studies) and one level due to inconsistency (predictive interval for intervention effect includes effect that would 
have different interpretation and loop inconsistency). 
e We downgraded one level due to study limitations (majority moderate risk of bias studies), one level because of inconsistency (predictive interval for intervention effect includes effect that would 
have different interpretations) and one level for imprecision (CIs include values favoring either intervention). 
f We downgraded one level due to study limitations (majority moderate risk of bias studies) and one level because of imprecision (CIs include values favoring either intervention).  
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Estimates of effects, confidence intervals, and certainty of the evidence for interventions compared to transitional employment for adults with a mental health condition seeking employment 

Bayesian NMA-SoF table 

Author(s): Chiara Gastaldon, Davide Papola 

Patient or population: People with severe mental illness; 

Interventions: Augmented supported employment, supported employment, pre-vocational training; 

Comparator (reference):  Transitional employment; 

Outcome: Number of participants who obtained competitive employment (follow up > 1 year); 

Setting(s): Outpatients.   

                                                                                                                                                                                                                                                                                         Geometry of the Networka                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  

 
Relative effectb 

(95% CI) 

Illustrative comparative risks (95% CI) 
Certainty of the 

evidence 
  SUCRA  

No of 
participants 
(studies with 
direct evidence) 

With control  With intervention Difference 

Augmented supported 
employment 

3.79  
(2.34 to 6.14)  

223 per 1000 845 per 1000 620 per 1000 more 

⊕⊕◯ ◯ 
Low 

Due to study 
limitationsc 

- 
212  

(2 RCT) 

Supported employment 
2.71 

(1.80 to 4.06) 
223 per 1000 604 per 1000 381 per 1000 more 

⊕⊕⊕◯ 
Moderate 

Due to study 
limitations d 

- 
87 

(4 RCT) 

Pre-vocational training 
1.26 

(0.77 to 2.05) 
223 per 1000 281 per 1000 58 per 1000 more 

⊕⊕◯ ◯ 
Low 

Due to study 
limitations and 

imprecisione 

- 

0 

(indirect 

evidence) 

NMA-SoF table definitions 
a Solid lines represent direct comparisons 
b Network Metanalysis estimates are reported as risk ratio.  

CI: confidence interval; RCT: randomized controlled trial; SUCRA: surface under the cumulative ranking curve 

GRADE Working Group grades of evidence (or certainty in the evidence) 
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High quality: We are very confident that the true effect lies close to that of the estimate of the effect 

Moderate quality: We are moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different 

Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect 

Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect 

Explanatory Footnotes 
c We downgraded two levels due to study limitations (majority high risk of bias studies). 
d We downgraded one level due to study limitations (majority moderate risk of bias studies). 
e We downgraded one level due to study limitations (majority moderate risk of bias studies) and one level because of imprecision (confidence intervals include values favouring either 
intervention). 
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Estimates of effects, confidence intervals, and certainty of the evidence for interventions compared to  pre-vocational training for adults with a mental health condition seeking employment 

Bayesian NMA-SoF table 

Author(s): Chiara Gastaldon, Davide Papola 

Patient or population: People with severe mental illness; 

Interventions: Augmented supported employment, supported employment; 

Comparator (reference):   Pre-vocational training; 

Outcome: Number of participants who obtained competitive employment (follow up > 1 year); 

Setting(s): Outpatients.       

                                                                                                                                                                                                                                                                                     

Geometry of the Networka                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  

 
Relative effectb 

(95% CI) 

Illustrative comparative risks (95% CI) 
Certainty of the 

evidence 
  SUCRA  

No of 
participants 
(studies with 
direct evidence) 

With control  With intervention Difference 

Augmented supported 
employment 

3.02  
(1.88 to 4.87)  

263 per 1000 794 per 1000 531 per 1000 more 

⊕⊕◯ ◯ 
Low 

Due to study 
limitations and 
inconsistencyc 

- 
193 

(2 RCT) 

Supported employment 
2.16 

(1.59 to 2.93) 
263 per 1000 568 per 1000 305 per 1000 more 

⊕◯ ◯ ◯ 
Very low 

Due to study 
limitations, 

inconsistency and 
publication biasd 

- 
1569 

(9 RCT) 

NMA-SoF table definitions 
a Solid lines represent direct comparisons 
b Network Metanalysis estimates are reported as risk ratio.  

CI: confidence interval; RCT: randomized controlled trial; SUCRA: surface under the cumulative ranking curve 

GRADE Working Group grades of evidence (or certainty in the evidence) 

High quality: We are very confident that the true effect lies close to that of the estimate of the effect 

Moderate quality: We are moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different 
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Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect 

Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect 

Explanatory Footnotes 
c We downgraded one level due to study limitations (majority moderate risk of bias studies) and one level because of inconsistency (moderate level of heterogeneity). 
d We downgraded one level due to study limitations (majority moderate risk of bias studies), one level due to inconsistency (predictive interval for intervention effect includes effect that would 
have different interpretation and loop inconsistency) and one level because of detected publication bias (small study effects).  
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Estimates of effects, confidence intervals, and certainty of the evidence for interventions compared to supported employment only for adults with a mental health condition seeking 
employment 

Bayesian NMA-SoF table 

Author(s): Chiara Gastaldon, Davide Papola 

Patient or population: People with severe mental illness; 

Interventions: Augmented supported employment; 

Comparator (reference):  Supported employment; 

Outcome: Number of participants who obtained competitive employment (follow up > 1 year); 

Setting(s): Outpatients.                                                                                                                                                                                                                                                                                                                              

Geometry of the Networka                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                  

 
Relative effectb 

(95% CI) 

Illustrative comparative risks (95% CI) 
Certainty of the 

evidence 
  SUCRA  

No of 
participants 
(studies with 
direct evidence) 

With control  With intervention Difference 

Augmented supported 
employment 

1.40  
(0.92 to 2.14)  

457 per 1000 640 per 1000 183 per 1000 more 

⊕⊕◯ ◯ 
Low 

Due to study 
limitations and 

imprecisionc 

- 
205  

(3 RCT) 

NMA-SoF table definitions 
a Solid lines represent direct comparisons 
b Network Metanalysis estimates are reported as risk ratio.  

CI: confidence interval; RCT: randomized controlled trial; SUCRA: surface under the cumulative ranking curve 

GRADE Working Group grades of evidence (or certainty in the evidence) 

High quality: We are very confident that the true effect lies close to that of the estimate of the effect 

Moderate quality: We are moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different 

Low quality: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect 

Very low quality: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect 

Explanatory Footnotes 
c  We downgraded one level due to study limitations (majority moderate risk of bias studies) and one level because of imprecision (confidence intervals include values favoring either 
intervention). 
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2) SECONDARY OUTCOMES: standard pairwise meta-analysis summary of findings table 

 
Table 1: Augmented supported employment compared to psychiatric care only for adults with a mental health condition seeking employment 
 
Author(s): Kathleen Pike, Hikari Shumsky, Chiara Gastaldon, Davide Papola 
Question: Augmented supported employment compared to psychiatric care only for adults with a mental health condition seeking employment.  
Setting: Outpatients. 
Bibliography: Suijkerbuijk YB, Schaafsma FG, van Mechelen JC, Ojajärvi A, Corbiere M, Anema JR. Interventions for obtaining and maintaining employment in adults with severe mental illness, a 
network meta‐analysis. Cochrane Database Syst Rev. 2017;(9):CD011867. 
 

Certainty assessment № of participants Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Intervention Control 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – not reported 

- - - - - - - - - - - - CRITICAL 

Work-related outcomes – not reported 

- - - - - - - - - - - - CRITICAL 

Quality of Life and Functioning – quality of life (Follow up: 1 year) 

1 randomized 
trials 

serious a not serious not serious serious b none 127 129 - MD 0.79 lower 
(1.05 lower to 0.55 

lower) 

⨁⨁◯◯ 
LOW 

CRITICAL 

Adverse Events – drop out due to adverse events (Follow up: 1 year)  

1 randomized 
trials 

serious a not serious not serious serious c none 32/127 
(25.2%) 

44/129 
(34.1%) 

RR 0.74 
(0.50 to 

1.08) 

1 fewer per 1.000 
(from 1 fewer to 1 

fewer) 

⨁⨁◯◯ 
LOW 

IMPORTANT 

Satisfaction with Care – not reported 

- - - - - - - - - - - - IMPORTANT 

Positive Mental Health – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; MD: mean difference; RR: risk ratio 
 

Explanations 
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a. This has been rated as serious due to study limitations (majority of studies reported moderate risk of bias studies).  
b. This has been rated as serious due to small sample size  
c. This has been rated as serious due to small sample size and wide confidence interval ranging from appreciable benefit to no difference 
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Table 2: Supported employment compared to psychiatric care only for adults with a mental health condition seeking employment 
 
Author(s): Kathleen Pike, Hikari Shumsky, Chiara Gastaldon, Davide Papola 
Question: Supported employment compared to psychiatric care only for adults with a mental health condition seeking employment.  
Setting: Outpatients. 
Bibliography: Suijkerbuijk YB, Schaafsma FG, van Mechelen JC, Ojajärvi A, Corbiere M, Anema JR. Interventions for obtaining and maintaining employment in adults with severe mental illness, a 
network meta‐analysis. Cochrane Database Syst Rev. 2017;(9):CD011867. 
 

Certainty assessment № of participants Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Intervention Control 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – Mental health (Follow up: > 1 year) 

1  randomized 
trials  

serious a not serious  not serious  not serious  none  1121  1117  -  MD 2.88 higher 
(1.78 higher to 3.98 

higher)  

⨁⨁⨁◯ 
MODERATE  

CRITICAL 

Work-related outcomes – not reported 

- - - - - - - - - - - - CRITICAL 

Quality of Life and Functioning – Quality of life (Follow up: > 1 year) 

1 randomized 
trials 

serious a not serious not serious not serious none 1121 1117 - MD 0.14 higher 
(0.06 higher to 0.23 

higher) 

⨁⨁⨁◯ 
MODERATE  

CRITICAL 

Adverse Events – Drop out due to adverse events (Follow up: > 1 year)  

1 randomized 
trials 

serious a not serious not serious serious b none 69/1121 
(6.2%) 

63/1117 
(5.6%) 

RR 1.09 
(0.78 to 

1.52) 

5 more per 1.000 
(from 12 fewer to 

29 more) 

⨁⨁◯◯ 
LOW  

IMPORTANT 

Satisfaction with Care – not reported 

- - - - - - - - - - - - IMPORTANT 

Positive Mental Health – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; MD: mean difference; RR: risk ratio 
 

Explanations 
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a. This was rated as serious due to study limitations (majority moderate risk of bias studies).  
b. This was rated as serious due to small sample size (N=132). 
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Table 3: Pre-vocational training compared to psychiatric care only for adults with a mental health condition seeking employment 
 
Author(s): Kathleen Pike, Hikari Shumsky, Chiara Gastaldon, Davide Papola 
Question: Pre-vocational training compared to psychiatric care only for adults with a mental health condition seeking employment  
Setting: Outpatients. 
Bibliography: Suijkerbuijk YB, Schaafsma FG, van Mechelen JC, Ojajärvi A, Corbiere M, Anema JR. Interventions for obtaining and maintaining employment in adults with severe mental illness, a 
network meta‐analysis. Cochrane Database Syst Rev. 2017;(9):CD011867. 
 

Certainty assessment № of participants Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Intervention Control 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders- Positive symptoms (Follow up: > 1 year) 

1  randomized 
trials  

serious a not serious  not serious  serious b none  53  50  -  MD 2.48 lower 
(3.95 lower to 1.01 

lower)  

⨁⨁◯◯ 
LOW  

CRITICAL 

Work-related outcomes – not reported 

- - - - - - - - - - - - CRITICAL 

Quality of Life and Functioning – not reported 

- - - - - - - - - - - - CRITICAL 

Adverse Events – Drop out due to adverse events (Follow up: > 1 year)  

2 randomized 
trials 

serious a not serious not serious serious b none 5/53 (9.4%) 18/50 
(36.0%) 

RR 0.99 
(0.45 to 

2.19) 

1 fewer per 1.000 
(from 2 fewer to 0 

fewer) 

⨁⨁◯◯ 
LOW  

IMPORTANT 

Satisfaction with Care – not reported 

- - - - - - - - - - - - IMPORTANT 

Positive Mental Health – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; MD: mean difference; RR: risk ratio 
 

Explanations 

a. This was rated as serious due to study limitations (majority moderate risk of bias studies).  
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b. This was rated as serious due to small sample size.  
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Table 4: Augmented supported employment compared to transitional employment for people with a mental health condition seeking employment 
 
Author(s): Kathleen Pike, Hikari Shumsky, Chiara Gastaldon, Davide Papola 
Question: Augmented supported employment compared to transitional employment for people with a mental health condition seeking employment 
Setting: Outpatients. 
Bibliography: Suijkerbuijk YB, Schaafsma FG, van Mechelen JC, Ojajärvi A, Corbiere M, Anema JR. Interventions for obtaining and maintaining employment in adults with severe mental illness, a 
network meta‐analysis. Cochrane Database Syst Rev. 2017;(9):CD011867. 
 

Certainty assessment № of participants Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Intervention Control 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – not reported 

- - - - - - - - - - - - CRITICAL 

Work-related outcomes – not reported 

- - - - - - - - - - - - CRITICAL 

Quality of Life and Functioning – not reported 

- - - - - - - - - - - - CRITICAL 

Adverse Events – Drop out due to adverse events (Follow up: > 1 year)  

1 randomized 
trials 

serious a not serious not serious serious b none 12/66 
(18.2%) 

23/77 
(29.9%) 

RR 0.61 
(0.33 to 

1.13) 

116 fewer per 1.000 
(from 200 fewer to 

39 more) 

⨁⨁◯◯ 
LOW  

IMPORTANT 

Satisfaction with Care – not reported 

- - - - - - - - - - - - IMPORTANT 

Positive Mental Health – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; RR: risk ratio 
 

Explanations 

a. This was rated as serious due to concerns about blinding and incomplete outcome data.  
b. This was rated as serious due to the sample size is below the "optimal information size" requirement.  
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Table 5: Supported employment compared to transitional employment for people with a mental health condition seeking employment 
 
Author(s): Kathleen Pike, Hikari Shumsky, Chiara Gastaldon, Davide Papola 
Question: Supported employment compared to transitional employment for people with a mental health condition seeking employment 
Setting: Outpatients. 
Bibliography: Suijkerbuijk YB, Schaafsma FG, van Mechelen JC, Ojajärvi A, Corbiere M, Anema JR. Interventions for obtaining and maintaining employment in adults with severe mental illness, a 
network meta‐analysis. Cochrane Database Syst Rev. 2017;(9):CD011867. 
 

Certainty assessment № of participants Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Intervention Control 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – General psychopathology (Follow up: > 1 year)  

1  randomized 
trials  

serious a not serious  not serious  serious d none  100  100  -  MD 2.69 lower 
(7.58 lower to 2.2 

higher)  

⨁⨁◯◯ 
LOW  

CRITICAL 

Work-related outcomes – Maintaining competitive employment (Follow up: > 1 year) 

4  randomized 
trials  

serious b not serious  not serious  not serious  none  290  297  -  MD 17.36 SD higher 
(11.53 higher to 

23.18 higher)  

⨁⨁⨁◯ 
MODERATE  

CRITICAL 

Quality of Life and Functioning – Quality of life (Follow up: > 1 year) 

2 randomized 
trials 

serious a not serious not serious serious c none 176 176 -  SMD 0.05 SD higher 
(0.16 lower to 0.26 

higher) 

⨁⨁◯◯ 
LOW  

CRITICAL 

Adverse Events – Drop out due to adverse events (Follow up: > 1 year)  

4 randomized 
trials 

serious b not serious not serious serious e none 17/290 
(5.9%) 

9/297 
(3.0%) 

RR 1.92 
(0.89 to 

4.15) 

28 more per 1.000 
(from 3 fewer to 95 

more) 

⨁⨁◯◯ 
LOW  

IMPORTANT 

Satisfaction with Care – not reported 

- - - - - - - - - - - - IMPORTANT 

Positive Mental Health – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; MD: mean difference; RR: risk ratio; SD: standard deviation; SMD: standardised mean difference  
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Explanations 
a. This was rated as serious due to high risk of performance and detection bias.  
b. This was rated as serious due to study limitations (most of the ROB domains were rated as "unclear risk").  
c. This was rated as serious as confidence intervals include both appreciable benefit and appreciable harm.  
d. This was rated as serious due to sample size below the "optimal information size" required. 
e. This has been rated as serious due to few events and wide confidence interval ranging from appreciable benefit to no difference.  
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Table 6: Augmented supported employment compared to pre-vocational training for people with a mental health condition seeking employment 
 
Author(s): Kathleen Pike, Hikari Shumsky, Chiara Gastaldon, Davide Papola 
Question: Augmented supported employment compared to pre-vocational training for people with a mental health condition seeking employment 
Setting: Outpatients. 
Bibliography: Suijkerbuijk YB, Schaafsma FG, van Mechelen JC, Ojajärvi A, Corbiere M, Anema JR. Interventions for obtaining and maintaining employment in adults with severe mental illness, a 
network meta‐analysis. Cochrane Database Syst Rev. 2017;(9):CD011867. 
 

Certainty assessment № of participants Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Intervention Control 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – not reported 

- - - - - - - - - - - - CRITICAL 

Work-related outcomes – Maintaining competitive employment (Follow up: > 1 year) 

1  randomized 
trials  

serious a not serious  not serious  very serious 
b 

none  43  4  -  MD 22.79 higher 
(15.96 higher to 

29.62 higher)  

⨁◯◯◯ 
VERY 
LOW  

CRITICAL 

Quality of Life and Functioning – Quality of life (Follow up: 1 year) 

1 randomized 
trials 

serious a not serious not serious serious c none 58 66 - MD 0.41 higher 
(0.06 higher to 0.77 

higher) 

⨁⨁◯◯ 
LOW  

CRITICAL 

Adverse Events – Drop out due to adverse events (Follow up: 1 year)  

2 randomized 
trials 

serious d not serious not serious serious e none 24/104 
(23.1%) 

20/89 
(22.5%) 

RR 0.99 
(0.59 to 

1.64) 

2 fewer per 1.000 
(from 92 fewer to 

144 more) 

⨁⨁◯◯ 
LOW  

IMPORTANT 

Satisfaction with Care – not reported 

- - - - - - - - - - - - IMPORTANT 

Positive Mental Health – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; MD: mean difference; RR: risk ratio 
 

Explanations 
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a. This was rated as serious due to high risk of performance and attrition bias.  
b. This was rated as very serious due to only 4 participants randomized in the control group and small sample size (N=47). 
c. This was rated as serious due to the number of participants below the "optimal information size" threshold.  
d. This was rated as serious due to study limitations (most of the items where found to be at "unclear risk of bias"). 
e. This was rated as serious as confidence intervals include both appreciable benefit and appreciable harm. 
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Table 7: Supported employment compared to pre-vocational training for people with a mental health condition seeking employment 
 
Author(s): Kathleen Pike, Hikari Shumsky, Chiara Gastaldon, Davide Papola 
Question: Supported employment compared to pre-vocational training for people with a mental health condition seeking employment 
Setting: Outpatients. 
Bibliography: Suijkerbuijk YB, Schaafsma FG, van Mechelen JC, Ojajärvi A, Corbiere M, Anema JR. Interventions for obtaining and maintaining employment in adults with severe mental illness, a 
network meta‐analysis. Cochrane Database Syst Rev. 2017;(9):CD011867. 
 

Certainty assessment № of participants Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Intervention Control 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – Negative symptoms (Follow up: > 1 year) 

1  randomized 
trials  

serious a not serious  not serious  serious b none  156  156  -  MD 0.2 lower 
(1.38 lower to 0.98 

higher)  

⨁⨁◯◯ 
LOW  

CRITICAL 

Work-related outcomes – Maintaining competitive employment (Follow up: > 1 year) 

5  randomized 
trials  

serious a not serious  not serious  not serious  none  231  159  -  MD 11.56 higher 
(5.99 higher to 
17.13 higher)  

⨁⨁⨁◯ 
MODERATE  

CRITICAL 

Quality of Life and Functioning – Quality of life (Follow up: > 1 year) 

2 randomized 
trials 

serious a not serious not serious not serious none 179 190 - MD 0.14 higher 
(0.06 lower to 0.35 

higher) 

⨁⨁⨁◯ 
MODERATE  

CRITICAL 

Adverse Events – Drop out due to adverse events (Follow up: > 1 year)  

9 randomized 
trials 

serious a not serious not serious serious b none 175/785 
(22.3%) 

186/784 
(23.7%) 

RR 0.95 
(0.80 to 

1.13) 

12 fewer per 1.000 
(from 47 fewer to 

31 more) 

⨁⨁◯◯ 
LOW  

IMPORTANT 

Satisfaction with Care – not reported 

- - - - - - - - - - - - IMPORTANT 

Positive Mental Health – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; MD: mean difference; RR: risk ratio 
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Explanations 

a. This was rated as serious due to high risk of performance, detection and attrition bias.  
b. This was rated as serious due to confidence intervals include both appreciable benefit and appreciable harm.  
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Table 8: Augmented supported employment compared to supported employment for people with a mental health condition seeking employment 
 
Author(s): Kathleen Pike, Hikari Shumsky, Chiara Gastaldon, Davide Papola 
Question: Augmented supported employment compared to supported employment for people with a mental health condition seeking employment 
Setting: Outpatients. 
Bibliography: Suijkerbuijk YB, Schaafsma FG, van Mechelen JC, Ojajärvi A, Corbiere M, Anema JR. Interventions for obtaining and maintaining employment in adults with severe mental illness, a 
network meta‐analysis. Cochrane Database Syst Rev. 2017;(9):CD011867. 
 

Certainty assessment № of participants Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Intervention Control 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – not reported 

- - - - - - - - - - - - CRITICAL 

Work-related outcomes – Maintaining competitive employment (Follow up: > 1 year) 

3  randomized 
trials  

serious a not serious  not serious  serious b none  86  68  -  MD 10.09 higher 
(0.32 higher to 19.85 

higher)  

⨁⨁◯◯ 
LOW  

CRITICAL 

Quality of Life and Functioning (Follow up: > 1 year) 

1 randomized 
trials 

serious a not serious not serious serious b none 58 56 - MD 0.33 higher 
(0.04 lower to 0.7 

higher) 

⨁⨁◯◯ 
LOW  

CRITICAL 

Adverse Events – Drop out due to adverse events (Follow up: > 1 year)  

1 randomized 
trials 

serious c not serious not serious serious b none 14/58 
(24.1%) 

24/65 
(36.9%) 

RR 0.65 
(0.37 to 

1.14) 

129 fewer per 1.000 
(from 233 fewer to 

52 more) 

⨁⨁◯◯ 
LOW  

IMPORTANT 

Satisfaction with Care – not reported 

- - - - - - - - - - - - IMPORTANT 

Positive Mental Health – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; MD: mean difference; RR: risk ratio 
 
Explanations 

a. This was rated as serious due to high risk of performance, detection and attrition bias.  
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b. This was rated as serious sample size below the "optimal information size" requirement.  
c. This was rated as serious due to high risk of performance and attrition bias.   
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Table 9: Supported employment compared to other vocational approaches for people with a mental health condition seeking employment 
 
Author(s): Kathleen Pike, Hikari Shumsky, Chiara Gastaldon, Davide Papola 
Question: Supported employment compared to other vocational approaches for people with a mental health condition seeking employ 
Setting: Community psychiatric/mental health services. 
Bibliography: Kinoshita Y, Furukawa TA, Kinoshita K, Honyashiki M, Omori IM, Marshall M et al. Supported employment for adults with severe mental illness. Cochrane Database Syst Rev. 
2013;(9):CD008297. 
 

Certainty assessment № of participants Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Intervention Control 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – not reported 

- - - - - - - - - - - - CRITICAL 

Work-related outcomes – Obtained any job during the study (Follow up: 18 months) 

7  randomized 
trials  

serious a serious b not serious  not serious  strong association  312/501 
(62.3%)  

91/450 
(20.2%)  

RR 3.24 
(2.17 to 

4.82)  

453 more per 1.000 
(from 237 more to 

772 more)  

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Work-related outcomes – Days in competitive employment (Follow up: 24 months) 

1  randomized 
trials  

serious a not serious  not serious  serious c none  137  67  -  MD 70.63 higher 
(43.22 higher to 

98.04 higher)  

⨁⨁◯◯ 
LOW 

CRITICAL 

Work-related outcomes – Job tenure in competitive employment (Follow up: 24 months) 

1  randomized 
trials  

serious a not serious  not serious  not serious  none  137  67  -  MD 9.86 higher 
(5.36 higher to 
14.36 higher)  

⨁⨁⨁◯ 
MODERATE 

CRITICAL 

Quality of Life and Functioning – not reported 

            CRITICAL 

Adverse Events – not reported  

            IMPORTANT 

Satisfaction with Care – not reported 

- - - - - - - - - - - - IMPORTANT 
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Certainty assessment № of participants Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Intervention Control 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Positive Mental Health – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; MD: mean difference; RR: risk ratio 
 
Explanations 
a. This was rated as serious due to concerns related to possible bias on blinding of personnel and participants and randomization.  
b. This was rated as serious due to high heterogeneity at visual inspection and I-squared between 50% and 75%.  
c. This was rated as serious due to large confidence interval.  
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Table 10: Re-employment programs compared to care as usual for people with a mental health condition seeking employment 
 
Author(s): Kathleen Pike, Hikari Shumsky, Chiara Gastaldon, Davide Papola 
Question: Re-employment programs compared to care as usual for people with a mental health condition seeking employment 
Setting: Community mental health settings 
Bibliography: van Rijn RM, Carlier BE, Schuring M, Burdorf A. Work as treatment? The effectiveness of re-employment programmes for unemployed persons with severe mental health problems on 
health and quality of life: a systematic review and meta-analysis. Occup Environ Med. 2016;73(4):275–9. 
 

Certainty assessment № of participants Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Intervention Control 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – Psychiatric symptoms (Follow up: 1 year to 2 year) 

6  randomized 
trials  

serious a very serious d not serious  serious b none  535  539  -  SMD 0.2 SD lower 
(0.62 lower to 0.23 

higher)  

⨁◯◯◯ 
VERY 
LOW 

CRITICAL 

Work-related outcomes – not reported 

- - - - - - - - - - - - CRITICAL 

Quality of Life and Functioning – Functioning (Follow up: 1 year to 2 year) 

5  randomized 
trials  

serious a not serious  not serious  serious b none  575  564  -  SMD 0.01 SD lower 
(0.13 lower to 0.11 

higher)  

⨁⨁◯◯ 
LOW 

 

Quality of Life and Functioning – Quality of life (Follow up: > 1 year) 

7 randomized 
trials 

serious a serious c not serious not serious none 557 573 -  SMD 0.28 SD higher 
(0.04 higher to 0.52 
higher)  

⨁⨁◯◯ 
LOW 

CRITICAL 

Adverse Events – not reported  

- - - - - - - - - - - - IMPORTANT 

Satisfaction with Care – not reported 

- - - - - - - - - - - - IMPORTANT 

Positive Mental Health – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; SD: standard deviation; SMD: standardised mean difference  
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Explanations 
a. This was rated as serious due to high risk of bias for blinding of personnel and of outcome assessment.  
b. This was rated as serious due to confidence intervals including the null hypothesis.  
c. This was rated as serious due to high heterogeneity.  
d. This was rated as very serious due to very high heterogeneity. 
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Table 11: Vocational interventions compared to no care for people with a mental health condition seeking employment 
 
Author(s): Kathleen Pike, Hikari Shumsky, Chiara Gastaldon, Davide Papola 
Question: Vocational interventions compared to no care for people with a mental health condition seeking employment 
Setting: Community mental health and vocational rehabilitation services, and housing programs.  
Bibliography: Fadyl JK, Anstiss D, Reed K, Khoronzhevych M, Levack WM. Effectiveness of vocational interventions for gaining paid work for people living with mild to moderate mental health 
conditions: systematic review and meta-analysis. BMJ Open. 2020;10(10):e039699. 
 

Certainty assessment № of participants Effect 

Certainty Importance № of 
studies 

Study design 
Risk of 

bias 
Inconsistency Indirectness Imprecision 

Other 
considerations 

Intervention Control 
Relative 
(95% CI) 

Absolute 
(95% CI) 

Mental health symptoms and disorders – not reported 

- - - - - - - - - - - - CRITICAL 

Work-related outcomes – Gaining employment 

7  randomized 
trials  

serious a very serious b not serious  not serious  none  405/817 
(49.6%)  

277/794 
(34.9%)  

RR 1.70 
(1.23 to 

2.34)  

244 more per 1.000 
(from 80 more to 

467 more)  

⨁◯◯◯ 
VERY 
LOW 

CRITICAL 

Quality of Life and Functioning – Quality of life (Follow up: 1 year) 

            CRITICAL 

Adverse Events – Drop out due to adverse events (Follow up: 1 year)  

            IMPORTANT 

Satisfaction with Care – not reported 

- - - - - - - - - - - - IMPORTANT 

Positive Mental Health – not reported 

- - - - - - - - - - - - IMPORTANT 

CI: confidence interval; RR: risk ratio 
 
Explanations 
a. This was rated as serious due to concerns related to high risk of bias in blinding of participants and personnel, some concerns about blinding of outcome assessment and allocation concealment.  
b. This was rated as very serious due to very high heterogeneity between studies .  
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Part 3 – From evidence to recommendations 
 
Table 12. Summary of findings table 

 

GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
Values above 1 

favours 
intervention 

unless otherwise 
specified 

Std. Mean Difference 
(SMD) 

Positive values 
favours intervention 

unless otherwise 
specified 

Certainty of Evidence 

GRADE Table 1 
 
Augment supported 
employment compared to 
treatment as usual. 

Suijkerbuijk et al. 
(2017) 

Mental Health Symptoms 
and disorders 

- - - - - 

Work-related Outcomes Obtaining competitive 
employment 

1 3.81  
(1.99 to 7.31) 

525 more per 1,000 ⨁⨁⨁◯ 
MODERATE 

Quality of Life and 
Functioning 

Quality of life 1 - MD 0.79 lower 
(1.05 lower to 0.55 

lower) 
Negative value 

favours intervention 

⨁⨁◯◯ 
LOW 

Adverse Events Drop out due to adverse 
events 

1 0.74 
(0.50 to 1.08) 
Value below 1 

favours 
intervention 

1 fewer per 1.000 
(from 1 fewer to 1 

fewer) 
 

⨁⨁◯◯ 
LOW 

Satisfaction with Care - - - - - 

Positive Mental Health - - - - - 

GRADE Table 2 
 

Suijkerbuijk et al. 
(2017) 

Mental Health Symptoms 
and disorders 

Mental health 1 - MD 2.88 higher 
(1.78 higher to 3.98 

higher)  

⨁⨁⨁◯ 
MODERATE 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
Values above 1 

favours 
intervention 

unless otherwise 
specified 

Std. Mean Difference 
(SMD) 

Positive values 
favours intervention 

unless otherwise 
specified 

Certainty of Evidence 

Supported employment 
compared to treatment as 
usual. 

Work-related Outcomes Obtaining competitive 
employment 

1 2.72  
(1.55 to 4.76) 

322 more per 1,000 ⨁⨁◯◯ 
LOW 

Quality of Life and 
Functioning 

Quality of life 1 - MD 0.14 higher 
(0.06 higher to 0.23 

higher) 

⨁⨁⨁◯ 
MODERATE 

Adverse Events Drop out due to adverse 
events 

1 1.09 
(0.78 to 1.52)  
Value above 1 
favours control 

5 more per 1.000 
(from 12 fewer to 29 

more) 

⨁⨁◯◯ 
LOW 

Satisfaction with Care 
 

- - - - - 

Positive Mental Health - - - - - 

GRADE Table 3 
 
Pre-vocational training 
compared treatment as 
usual. 

Suijkerbuijk et al. 
(2017) 

Mental Health Symptoms 
and disorders 

Positive symptoms 1 - MD 2.48 lower 

(3.95 lower to 1.01 

lower)  

Negative value 

favours intervention 

⨁⨁◯◯ 
LOW 

Work-related Outcomes Obtaining competitive 
employment 

2 1.26 
(0.73 to 2.19) 

49 more per 1,000 ⨁◯◯◯ 
VERY LOW 

Quality of Life and 
Functioning 

- - - - - 

Adverse Events Drop out due to adverse 
events 

2 RR 0.99 
(0.45 to 2.19)  
Value below 1 

favours 
intervention 

1 fewer per 1.000 
(from 2 fewer to 0 

fewer)  

⨁⨁◯◯ 
LOW 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
Values above 1 

favours 
intervention 

unless otherwise 
specified 

Std. Mean Difference 
(SMD) 

Positive values 
favours intervention 

unless otherwise 
specified 

Certainty of Evidence 

Satisfaction with Care 
 

- - - - - 

Positive Mental Health - - - - - 

GRADE Table 4  
 
Augmented supported 
employment compared to 
transitional employment. 
 

Suijkerbuijk et al. 
(2017) 

Mental Health Symptoms 
and disorders 

- - - - - 

Work-related Outcomes Obtaining competitive 
employment 

2 3.79 
(2.34 to 6.14) 

620 more per 1,000 ⨁⨁◯◯ 
LOW  

Quality of Life and 
Functioning 

- - - - - 

Adverse Events Drop out due to adverse 
events 

1 0.61 
(0.33 to 1.13) 
Value below 1 

favours 
intervention  

116 fewer per 1.000 
(from 200 fewer to 39 

more)  

⨁⨁◯◯ 
LOW  

Satisfaction with Care - - - - - 

Positive Mental Health - - - - - 

GRADE Table 5 
 
Supported employment 
compared to transitional 
employment. 
 

Suijkerbuijk et al. 
(2017) 

Mental Health Symptoms 
and disorders 

General psychopathology 1 - MD 2.69 lower 
(7.58 lower to 2.2 

higher)  
Negative value 

favours intervention 

⨁⨁◯◯ 
LOW  

Work-related Outcomes Obtaining competitive 
employment 

4 2.71 
(1.80 to 4.06) 

381 more per 1,000 ⨁⨁⨁◯ 
MODERATE 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
Values above 1 

favours 
intervention 

unless otherwise 
specified 

Std. Mean Difference 
(SMD) 

Positive values 
favours intervention 

unless otherwise 
specified 

Certainty of Evidence 

Maintaining competitive 
employment 

4 - MD 17.36 SD higher 
(11.53 higher to 23.18 

higher)  

⨁⨁⨁◯ 
MODERATE 

Quality of Life and 
Functioning 

Quality of life 2 - SMD 0.05 SD higher 
(0.16 lower to 0.26 

higher) 
Positive value favours 

control 

⨁⨁◯◯ 
LOW  

Adverse Events Drop out due to adverse 
events 

4 1.92 
(0.89 to 4.15) 
Value above 1 
favours control 

28 more per 1.000 
(from 3 fewer to 95 

more) 

⨁⨁◯◯ 
LOW 

Satisfaction with Care - - - - - 

Positive Mental Health - - - - - 

GRADE Table 6 
 
Augmented supported 
employment compared to 
pre-vocational training.  
 

Suijkerbuijk et al. 
(2017) 

Mental Health Symptoms 
and disorders 

- - - - - 

Work-related Outcomes Obtaining competitive 
employment 

2 3.02 
(1.88 to 4.87) 

531 more per 1,000 ⨁⨁◯◯ 
LOW 

Maintaining competitive 
employment 

1 - MD 22.79 higher 
(15.96 higher to 29.62 

higher)  

⨁◯◯◯ 
VERY LOW  

Quality of Life and 
Functioning 

Quality of life 1 - MD 0.41 higher 
(0.06 higher to 0.77 

higher) 

⨁⨁◯◯ 
LOW 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
Values above 1 

favours 
intervention 

unless otherwise 
specified 

Std. Mean Difference 
(SMD) 

Positive values 
favours intervention 

unless otherwise 
specified 

Certainty of Evidence 

Adverse Events Drop out due to adverse 
events 

2 0.99 
(0.59 to 1.64) 
Value below 1 

favours 
intervention 

2 fewer per 1.000 
(from 92 fewer to 144 

more) 

⨁⨁◯◯ 
LOW 

Satisfaction with Care - - - - - 

Positive Mental Health - - - - - 

GRADE Table 7 
 
Supported employment 
compared to pre-vocational 
training. 
 

Suijkerbuijk et al. 
(2017) 

Mental Health Symptoms 
and disorders 

Negative symptoms 1 - MD 0.2 lower 
(1.38 lower to 0.98 

higher)  
Negative value 

favours intervention 

⨁⨁◯◯ 
LOW 

Work-related Outcomes Obtaining competitive 
employment 

9 2.16 
(1.59 to 2.93) 

305 more per 1,000 ⨁◯◯◯ 
VERY LOW  

Maintaining competitive 
employment 

5 - MD 11.56 higher 
(5.99 higher to 17.13 

higher)  

⨁⨁⨁◯ 
MODERATE 

Quality of Life and 
Functioning 

Quality of life 2 - MD 0.14 higher 
(0.06 lower to 0.35 

higher) 

⨁⨁⨁◯ 
MODERATE 

Adverse Events Drop out due to adverse 
events 

9 0.95 
(0.80 to 1.13) 
Value below 1 

favours 
intervention 

12 fewer per 1.000 
(from 47 fewer to 31 

more) 

⨁⨁◯◯ 
LOW 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
Values above 1 

favours 
intervention 

unless otherwise 
specified 

Std. Mean Difference 
(SMD) 

Positive values 
favours intervention 

unless otherwise 
specified 

Certainty of Evidence 

Satisfaction with Care - - - - - 

Positive Mental Health - - - - - 

GRADE Table 8  
 
Augmented supported 
employment compared to 
supported employment.  

Suijkerbuijk et al. 
(2017) 

Mental Health Symptoms 
and disorders 

- - - - - 

Work-related Outcomes Obtaining competitive 
employment 

3 1.40 
(0.92 to 2.14) 

183 more per 1,000 ⨁⨁◯◯ 
LOW 

Maintaining competitive 
employment 

3 - MD 10.09 higher 
(0.32 higher to 19.85 

higher)  

⨁⨁◯◯ 
LOW 

Quality of Life and 
Functioning 

Quality of life 1 - MD 0.33 higher 
(0.04 lower to 0.7 

higher) 
Positive value favours 

control 

⨁⨁◯◯ 
LOW 

Adverse Events Drop out due to adverse 
events 

1 0.65 
(0.37 to 1.14) 
Value below 1 

favours 
intervention 

129 fewer per 1.000 
(from 233 fewer to 52 

more) 

⨁⨁◯◯ 
LOW 

Satisfaction with Care - - - - - 

Positive Mental Health - - - - - 

GRADE Table 9  
 

Kinoshita et al. 
(2013) 

Mental Health Symptoms 
and disorders 

- - - - - 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
Values above 1 

favours 
intervention 

unless otherwise 
specified 

Std. Mean Difference 
(SMD) 

Positive values 
favours intervention 

unless otherwise 
specified 

Certainty of Evidence 

Supported employment 
compared to other 
vocational approaches. 

Work-related Outcomes Obtaining employment 7 3.24 
(2.17 to 4.82)  

453 more per 1.000 
(from 237 more to 

772 more)  

⨁⨁⨁◯ 
MODERATE 

Days in competitive 
employment 

1 - MD 70.63 higher 
(43.22 higher to 98.04 

higher)  

⨁⨁◯◯ 
LOW 

Job tenure in competitive 
employment 

1 - MD 9.86 higher 
(5.36 higher to 14.36 

higher)  

⨁⨁⨁◯ 
MODERATE 

Quality of Life and 
Functioning 

- - - - - 

Adverse Events - - - - - 

Satisfaction with Care - - - - - 

Positive Mental Health - - - - - 

GRADE Table 10 
 
Re-employment programs 
compared to care-as-usual. 

van Rijn et al. 
(2016) 

Mental Health Symptoms 
and disorders 

Psychiatric symptoms 6 - SMD 0.20 SD lower 
(0.62 lower to 0.23 

higher)  
Negative value 

favours intervention 

⨁◯◯◯ 
VERY LOW 

Work-related Outcomes - - - - - 

Quality of Life and 
Functioning 

Quality of life 5 - SMD 0.28 SD higher 
(0.04 higher to 0.52 

higher)  

⨁⨁◯◯ 
LOW 
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GRADE Table Source Outcomes Specific Outcome RCTs Relative Risk (RR) 
Values above 1 

favours 
intervention 

unless otherwise 
specified 

Std. Mean Difference 
(SMD) 

Positive values 
favours intervention 

unless otherwise 
specified 

Certainty of Evidence 

Functioning 7 - SMD 0.01 SD lower 
(0.13 lower to 0.11 

higher)  

⨁⨁◯◯ 
LOW 

Adverse Events - - - - - 

Satisfaction with Care - - - - - 

Positive Mental Health - - - - - 

GRADE Table 11 
 
Vocational interventions 
compared to no care. 

Fadyl et al. (2020) 
 

Mental Health Symptoms 
and disorders 

- - - - - 

Work-related Outcomes Gaining employment 7 1.70  
(1.23 to 2.34)  

244 more per 1.000 
(from 80 more to 467 

more)  

⨁◯◯◯ 
VERY LOW 

Quality of Life and 
Functioning 

- - - - - 

Adverse Events - - - - - 

Satisfaction with Care - - - - - 

Positive Mental Health - - - - - 
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Fig. 1. PRISMA flow diagram for systematic review of reviews 
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Evidence profile 13 
 

Question 13: Are screening programmes for mental health conditions at work acceptable and do they reduce symptoms 
of mental health conditions in workers? 
 

Part 1 – Evidence review 
 

Population/ Intervention / Comparison / Outcome (PICO) 

 

Population: Adults who are paid standard and non-standard workers in the formal or informal sectors. 

Intervention: Screening to detect mental health symptoms or diagnosis conducted at or by a workplace. 

Comparison: Care as usual, other or no intervention 

Outcomes:  

Critical outcomes:  

• Mental health symptoms & disorders 

• User satisfaction 

• Work related outcomes 

Important outcomes:  

• Adverse effects 

• Positive mental health 

• Quality of life & Functioning 

• Help-seeking 

 

Search strategy: Searches were conducted on January 5th-6th, 2020 in the following databases: Cochrane Database of Systematic Reviews, PubMed, EMBASE, PsycINFO, and Global Index 

Medicus. In addition, the following databases were used to identify additional literature on January 19th, 2021: Google Scholar, Campbell Systematic Reviews, and PROSPERO to identify 

protocols for ongoing reviews. 
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List of systematic reviews identified by the search process 

 

No reviews meeting the PICO inclusion/exclusion criteria were identified. 

Part 2 – Conducting a primary review 
Introduction 

Given the systematic search for existing reviews did not identify any relevant reviews of workplace mental health screening, we conducted a new systematic review of primary studies. This 

review has been registered on the PROSPERO International prospective register of systematic reviews (CRD42021248725).   

Study Selection Criteria 

Studies were eligible for inclusion in this review according to five criteria. First, only experimental trials using a randomized controlled or non-randomized controlled design, including 

clustered, crossover and step-wedged designs, were eligible (i.e., before and after studies, cohort studies, case control studies were excluded). Interventions could be compared to care as 

usual, another intervention, or no intervention. Second, studies had to use a sample of workers who were already employed at the time of screening (i.e., studies assessing pre-employment 

screening were excluded). Third, studies had to implement a mental health screening practice/intervention administered by or in the workplace. Further to this, studies had to specify 

screening as the primary component of an intervention. Interventions that involve screening as one component of a multi-component intervention, where those who were in the intervention 

group were given access to additional treatment options were excluded. Fourth, studies had to measure and report at least one of the following outcomes: mental health symptoms and 

disorders, user satisfaction, work-related outcomes, adverse effects, positive mental health, quality of life, or help-seeking. Finally, (i) studies including military, forced labour, child labour, 

trafficking and modern slavery, illicit work, volunteer or unpaid worker populations, and/or (ii) studies evaluating screening for sleep disorders, neurological conditions (e.g., dementia, 

epilepsy, head injury, cognitive and intellectual disabilities), or substance use (i.e., alcohol, drug) were excluded. 

Search strategy 

We searched PsychINFO, EMBASE, Cochrane Central Register of Controlled Trials (CENTRAL), PubMed, Global Index Medicus, Global Health, and SciELO from inception to 11th March 2021. 

The search strategy was developed within the research team with consultation with a World Health Organisation (WHO) technical advisor and considering other published reviews. To pick up 

any missed studies, we also hand searched the first 20 pages of Google Scholar using “workplace mental health screening”. We did not restrict the search based on date, language, or location 

of publication/study administration. Once included studies were identified, we hand searched their reference lists and the studies that cited them (as at the 11th May 2021), to identify other 

relevant studies. 

The search strings below are those used for searching PubMed. The same terms were used for PsychINFO, EMBASE, Cochrane Central Register of Controlled Trials (CENTRAL), Global Index 

Medicus, Global Health, and SciELO with MeSH terms used as appropriate.  

Population AND Intervention AND Study Design/Control AND Outcomes 

"Occupational 
Groups"[Mesh] OR 
"Occupational 
Health"[Mesh] OR 
"enterprise*"[tiab] OR 
"business*"[tiab] OR 

(screen*[tiab] OR 
monitoring[tiab] OR 
check[tiab] OR  
check-up[tiab] OR 
surveillance[tiab] OR 
detection[tiab])  

"Randomized Controlled 
Trial"[Publication Type] OR  
"Randomized Controlled Trials as 
Topic"[Mesh] OR  
"Non-Randomized Controlled Trials 
as Topic"[Mesh] OR 

"Mental Disorders"[Mesh] OR "Mental Health"[Mesh] OR  
"Psychology, Industrial"[Mesh] OR "Stress, Psychological"[Mesh] OR 
"adjustment"[tiab] OR "affective disorder*"[tiab] OR "anxiet*"[tiab] OR 
"bipolar*"[tiab] OR "burn out*"[tiab] OR "burnout*"[tiab] OR "CMD" [tiab] OR 
"depressi*"[tiab] OR "eating disorder*"[tiab] OR "mental disorder*"[tiab] OR "mental 
health*"[tiab] OR "mental illness*"[tiab] OR "mood disorder*"[tiab] OR "obsessive 
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"employed"[tiab] OR 
"employee*"[tiab] OR 
"employer*"[tiab] OR 
"employment*"[tiab] OR 
"informal sector*"[tiab] 
OR "informal 
work*"[tiab] OR 
"laborer*"[tiab] OR 
"labourer*"[tiab] OR 
"occupation*"[tiab] OR 
"personnel*"[tiab] OR 
"professional"[tiab] OR 
"professionals"[tiab] OR 
"staff"[tiab] OR   
"staffing*"[tiab] OR 
"vocation"[tiab] OR 
"vocations"[tiab] OR 
"worker*"[tiab] OR 
"workforce"[tiab] OR  
"workplace*"[tiab] OR  
"work place*"[tiab] OR 
"worksite*"[tiab]  

 
AND  
 
("employee*"[tiab] OR 
"laborer*"[tiab] OR 
"labourer*"[tiab] OR 
"personnel*"[tiab] OR 
"professionals"[tiab] OR  
"staff"[tiab] OR 
"worker*"[tiab] OR 
"workforce"[tiab] OR  
"workplace*"[tiab] OR 
"work place*"[tiab] OR 
"worksite*"[tiab]) 

"Random Allocation"[Mesh] OR  
"RCT"[tiab] OR 
"randomized controlled trial"[tiab] 
OR 
"randomized controlled trial"[tiab] 
OR 
"non-randomized controlled 
trial"[tiab] OR 
"non randomized controlled 
trial"[tiab] OR 
"random allocation"[tiab] OR  
"random assignment"[tiab] OR 
"randomized"[tiab] OR 
"randomized"[tiab] OR 
"quasi-experiment*"[tiab] OR 
"quasi experiment*"[tiab] OR 
"control group"[tiab] OR 
"comparison group"[tiab] OR 
"wait-list control"[tiab] OR 
"wait list control"[tiab] OR 
"control condition"[tiab] 

compulsive disorder*"[tiab] OR "ocd"[tiab] OR "panic disorder*"[tiab] OR 
"phobi*"[tiab] OR "post traumatic*"[tiab] OR"psychiatric diagnos*"[tiab] OR 
"psychiatric disease*"[tiab] OR "psychiatric disorder*"[tiab] OR "psychiatric 
illness*"[tiab] OR "psychological disorder*"[tiab] OR "psychos*"[tiab] OR 
"psychotic*"[tiab] OR "psychological distress*"[tiab] OR "ptsd"[tiab] OR "ptss"[tiab] 
OR "somatoform disorder*"[tiab] OR "schizophren*"[tiab] OR "stress*"[tiab] OR 
"User satisfaction"[tiab] OR "acceptability"[tiab] OR "feasibility"[tiab] OR 
"Absenteeism"[Mesh] OR "Employment"[Mesh] OR "Job Satisfaction"[MeSH] OR "Sick 
Leave"[Mesh] OR "Retirement"[Mesh] OR "Work Capacity Evaluation"[Mesh] OR 
"absenteeism*"[tiab] OR "back to work"[tiab] OR "early retir*"[tiab] OR 
"effectiveness"[tiab] OR "employabil*"[tiab] OR "employment status*"[tiab] OR "job 
length*"[tiab] OR "job retenti*"[tiab] OR "job satisf*"[tiab] OR "work satisf*"[tiab] OR 
"medical certificate*"[tiab] OR "presenteeism*"[tiab] OR "productivit*"[tiab] OR 
"prolonged work*"[tiab] OR "prolonging work*"[tiab] OR "resignati*"[tiab] OR "return 
to work"[tiab] OR "sick leav*"[tiab] OR "sickness absen*"[tiab] OR "sickness 
presen*"[tiab] OR "sick listing*"[tiab] OR "sustainable work*"[tiab] OR "sustained 
work*"[tiab] OR "unemploy*"[tiab] OR "work absence*"[tiab] OR "work abilit*"[tiab] 
OR "work capacit*"[tiab] OR "work disabilit*"[tiab] OR "work engag*"[tiab] OR "work 
function*"[tiab] OR "work participati*"[tiab] OR "work performan*"[tiab] OR "work 
retention"[tiab] OR "turnover*"[tiab] OR "turn over*"[tiab] OR "drop out*"[tiab] OR 
"dropout*"[tiab] OR "Optimism"[Mesh] OR "Personal Satisfaction"[Mesh] OR "Self 
Concept"[Mesh:NoExp] OR "Self Efficacy"[Mesh] OR "Self-Control"[Mesh] OR "life 
engag*"[tiab] OR "life satisf*"[tiab] OR "meaning of life"[tiab] OR "purpose in 
life"[tiab] OR "positive affect*"[tiab] OR "positive emotion*"[tiab] OR "resilien*"[tiab] 
OR "self concept*"[tiab] OR "self control*"[tiab] OR "self efficac*"[tiab] OR "self 
esteem*"[tiab] OR "swb"[tiab] OR "well being*"[tiab] OR "wellbeing*"[tiab] OR 
"Quality of Life"[Mesh] OR "Quality-Adjusted Life Years"[Mesh] OR "disability 
adjusted life"[tiab] OR "qaly"[tiab] OR "daly"[tiab] OR "functioning"[tiab] OR 
"functional abilit*" OR "functionalit*" OR "hrqol*"[tiab] OR “life activit*"[tiab] OR 
"life participati*"[tiab] OR "life stress*"[tiab] OR "qol"[tiab] OR "qoli"[tiab] OR "quality 
of life*"[tiab] OR "self car*"[tiab] OR "selfcar*"[tiab] OR "sickness impact profile*" 
[tiab] OR "social function*"[tiab] OR "social participati*"[tiab] OR "Help-Seeking 
Behavior"[Mesh] OR "helpseek*"[tiab] OR "help seek*"[tiab] OR "help-seek*"[tiab] 
OR "seek help"[tiab] OR "seeking help"[tiab] OR "seek treatment"[tiab] OR"seeking 
treatment"[tiab] OR "treatment seeking"[tiab] OR"help seeking behav*"[tiab] 
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Study screening 

We used Covidence systematic review software for screening procedures. Here, search results from each database were uploaded into Covidence, which detected and removed duplicates. 

After duplicate removal, two researchers independently screened all titles and abstracts returned from the database search for eligibility. Next, articles that appeared relevant were full text 

screened, individually by the same two researchers, for final inclusion in the review. A third researcher was consulted, or discussion amongst the review team occurred, on studies for which 

consensus was not reached. Inter-rater reliability was calculated for the full-text screen, resulting in a Kappa of 0.65, indicating a moderate level of agreement. Contact was made with study 

authors whose trials were ongoing (i.e., protocol had been screened in). If we did not receive a reply after 2-weeks the study was screened out.  

 



WEB ANNEX: EVIDENCE PROFILES AND SUPPORTING EVIDENCE 

 

291 

Fig. 1. PRISMA flow diagram for primary review 
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Data extraction 

Data extraction for the 13 included studies was independently conducted by two researchers (who conducted screening). We extracted and tabulated the following variables: 

• Study setting, including country the study was conducted in, authors, and year of publication.  

• Population, including occupation/sector, employment type (i.e., informal/formal, part-/full-time), demographics, sample size, response rate, age, gender, and any other relevant 

demographic variables.  

• Study design. 

• Intervention information, including length, description of intervention and control, and who delivered the intervention.  

• Outcome variables, including what was measured, follow-up length, and loss to follow-up.  

• Results including study main findings and findings related to change in mental health/other outcomes before/after screening between groups.  

Where data of interest were not reported, authors were contacted for further information. As above, if we did not receive a reply after 2-weeks, or if authors are unable/unwilling to provide 

missing data, we attempted to calculate effect size data from that reported in the study (i.e., from p-values and CIs). 

Risk of bias assessment 

Two researchers (who performed the screening procedures) independently assessed the risk of bias for each included study. Any disagreements were resolved by discussion with a third 

researcher, or the larger research team where applicable. We utilized the Cochrane recommended revised tool for Risk of Bias in randomized trials (RoB 2.0) to assess risk of bias for 

individually randomized trials. The RoB 2.0 tool tweaked for cluster-randomized trials was used for cluster RCTs.   

Study selection for GRADE analysis 

Overall, 13 studies were identified as potentially relevant through the systematic search and screening procedures. These studies formed two distinct clusters – one including studies 

evaluating screening followed by advice, education or referral to treatment, and another including studies evaluating screening followed by a specific treatment (i.e., psychological therapy, 

online training). In these latter ‘mixed-intervention’ studies, participants in the intervention group are given treatments that those in the control group did not have access to. Given the aim 

of this PICO was not to evaluate treatments for workers, but to evaluate whether screening itself results in changes to mental health and other outcomes, mixed-intervention studies are 

excluded from our GRADE analysis.  

Data synthesis and analysis  

Outcome data were tabulated and standardised mean differences (Cohen’s d) for each study outcome, their 95% confidence intervals, as well as their associated p-values were calculated 

using Comprehensive Meta-Analysis software version 3. Meta-analysis was conducted in cases where 2 or more studies were included. We utilised random effect models as appropriate, and 

heterogeneity was assessed by the Q and I2 statistics. Here, heterogeneity was confirmed if the Q statistic revealed a p-value of <.1. I2 statistic values of 25%, 50%, 75% represented low, 

moderate, and substantial inconsistency across studies, respectively. Funnel plots and the Egger test were used to assess publication bias. We also calculated the fail-safe number for MAs 

with significant effects, to determine how many additional studies with null findings would be required to increase the p-value for the MA above the criterion of significance. Cohen’s d of 0.2 

indicated a small effect, 0.5 indicated a moderate effect, and 0.8 indicated a large effect. Effect sizes were deemed significant at to 0.05 level and were conducted using two tailed tests.  

We ran analyses of studies measuring each outcome of interest, across varying time intervals (i.e., 3-months, 6-months, and 12-months, > 12-months) where data were available. In an effort 

to produce a pooled effect size, we also conducted analyses using the longest follow-up data collection point from each study. Given the low number of studies identified, we did not run sub-

group analysis on studies with low risk of bias, differing feedback types, or worker populations.  
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Studies included in GRADE analysis 

Kant I, Jansen NW, van Amelsvoort LG, van Leusden R, Berkouwer A. Structured early consultation with the occupational physician reduces sickness absence among office workers at high risk 

for long-term sickness absence: a randomized controlled trial. J Occup Rehabil. 2008;18(1):79–86. 

Klasen SH, van Amelsvoort LG, Jansen NW, Slangen JJ, Tjin A TG, Kant I. Efficacy of an indicated prevention strategy on sickness absence and termination of the employment contract: a 5-year 

follow-up study. Scand J Work Environ Health. 2021;47(4):258–67. 

Gärtner FR, Nieuwenhuijsen K, Ketelaar SM, van Dijk F J, Sluiter JK. The mental vitality @ work study: effectiveness of a mental module for workers' health surveillance for nurses and allied 

health care professionals on their help-seeking behavior. J Occup Environ Med. 2013;55(10):1219–29. 

Ketelaar S M, Gärtner F R, Bolier L, Smeets O, Nieuwenhuijsen K, Sluiter JK. Mental Vitality @ Work: A workers' health surveillance mental module for nurses and allied health care 

professionals: process evaluation of a randomized controlled trial. J Occup Environ Med. 2013;55(5):563–71. 

Farzanfar R, Locke S E, Heeren T C, Stevens A, Vachon L, Thi Nguyen MK et al. Workplace telecommunications technology to identify mental health disorders and facilitate self-help or 

professional referrals. Am J Health Promot. 2011;25(3):207–16. 

Addley K, Boyd S, Kerr R, McQuillan P, Houdmont J, McCrory M. The impact of two workplace-based health risk appraisal interventions on employee lifestyle parameters, mental health and 

work ability: results of a randomized controlled trial. Health Educ Res. 2014;29(2):247–58.  

van Holland BJ, Reneman MF, Soer R, Brouwer S, de Boer MR. Effectiveness and Cost-benefit Evaluation of a Comprehensive Workers' Health Surveillance Program for Sustainable 

Employability of Meat Processing Workers. J Occup Rehabil. 2018;28(1):107–20. 

Additional evidence not included in GRADE  

Lexis MA, Jansen NW, Huibers MJ, van Amelsvoort LG, Berkouwer A, Tjin ATG et al. Prevention of long-term sickness absence and major depression in high-risk employees: a randomised 

controlled trial. Occup Environ Med. 2011;68(6):400–7. 

Bolier L, Ketelaar SM, Nieuwenhuijsen K, Smeets O, Gärtner FR, Sluiter JK. Workplace mental health promotion online to enhance well-being of nurses and allied health professionals: A 

cluster-randomized controlled trial. Internet Interv. 2014;1(4):196–204. 

Ketelaar SM, Nieuwenhuijsen K, Gärtner FR, Bolier L, Smeets O, Sluiter JK. Mental Vitality @ Work: The effectiveness of a mental module for workers' health surveillance for nurses and allied 

health professionals, comparing two approaches in a cluster-randomised controlled trial. Int Arch Occup Environ Health. 2014;87(5):527–38. 

Noben C, Smit F, Nieuwenhuijsen K, Ketelaar S, Gärtner F, Boon B et al. Comparative cost-effectiveness of two interventions to promote work functioning by targeting mental health 

complaints among nurses: pragmatic cluster randomised trial. Int J Nurs Stud. 2014;51(10):1321–31. 

Noben C, Evers S, Nieuwenhuijsen K, Ketelaar S, Gärtner F, Sluiter J et al. Protecting and promoting mental health of nurses in the hospital setting: Is it cost-effective from an employer's 

perspective? Int J Occup Med Environ Health. 2015;28(5):891–900. 

Wang PS, Simon GE, Avorn J, Azocar F, Ludman EJ, McCulloch J et al. Telephone screening, outreach, and care management for depressed workers and impact on clinical and work 

productivity outcomes: a randomized controlled trial. JAMA. 2007;298(12):1401–11.  



GUIDELINES ON MENTAL HEALTH AT WORK  

 294 

Part 3 – Grading the evidence 
 

GRADE evidence tables 

 
Table 1: Screening and Advice/Referral vs. Screening and CAU/WLC/No Intervention 
 

Author(s): Jessica Strudwick, Sam Harvey, Richard Bryant 
Date: May 2021 
Question: Screening interventions with one form of subsequent referral/intervention compared to screening with care as usual and/or no intervention  
Setting: General workplace settings 
Reference List: Primary Review 
 

Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 

Study 

design 
Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 
Intervention  Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

Mental Health Symptoms & Disorders – Psychological distress, depression, anxiety, stress, and PTSD (Follow up: 6 months to 12 months) 

3 Randomized 

Trials 

seriousa not serious not serious seriousb none 205 238 Averaging across mental 

health outcome measures and 

taking the longest follow-up 

point in each trial, Pooled SMD 

= -0.07 [-0.29 to 0.15]. 

⨁⨁◯◯ 

LOW 

CRITICAL  

User Satisfaction (Follow up: 6 months) 
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Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 

Study 

design 
Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 
Intervention  Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

2 Randomized 

Trials 

seriousc not serious very 

seriousd 

seriouse none 278f 77 Ketelaar et al. (2013) report 

compliance with interventions 

referred after screening was 

41%, while 13% of participants 

reported wanting feedback 

differently. 79% would or 

would maybe appreciate to be 

periodically offered the 

screening intervention in the 

future. Another trial reported 

that 76% found the screening 

intervention informative, 65% 

reported that it was very or 

somewhat useful, and 47% 

agreed that the system 

reduced their visit time with 

their doctor (Farzanfar et al., 

2011). 

 

⨁◯◯◯ 

VERY LOW 

CRITICAL 

Work-related Outcomes – Sickness Absence (Follow up: 5 months to 12 months) 
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Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 

Study 

design 
Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 
Intervention  Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

3g Randomized 

Trials 

serioush seriousi not serious seriousj none 435 814 At 5-mo follow up, one trial 

reports the odds of sickness 

absence in the intervention 

group being 1.40 times greater 

than the control group. 

Another trial found no 

differences between groups 

on sickness absence duration 

at 12-month follow up. 

Combining these trials 

resulted in a Pooled SMD = 

0.06 [-0.22 to 0.34]. One trial 

found borderline statistically 

significantly difference in 

mean days of sickness absence 

at long-term follow up (5-

years) with a trend favouring 

the intervention.  

⨁◯◯◯ 

VERY LOW 

CRITICAL 

 

Work-related Outcomes – Work functioning, productivity, and satisfaction  (Follow up: 5 to 12 months)  
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Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 

Study 

design 
Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 
Intervention  Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

4 Randomized 

Trials 

seriousk very seriousl seriousm seriousn none 624 995 Pooled analysis of impaired 

work functioning (2 trials) 

found a significant decrease 

favouring intervention (Pooled 

SMD = -0.26 [-0.48 to -0.04]) 

at 3-month follow up, which 

was maintained at 6-month 

follow up (Pooled SMD = -0.27 

[-0.49 to -0.05]). At 5-month 

follow-up another trial found 

productivity to be significantly 

better in the control condition 

(SMD = -0.19 [-0.36 to -0.02], 

while at 12-month follow-up 

another trial found no 

difference between groups on 

job satisfaction (SMD = 0.22 [-

0.19 to 0.63]).  

⨁◯◯◯ 

VERY LOW 

CRITICAL 

 

Adverse Effects 

- - - - - - - - - - - IMPORTANT 

Positive Mental Health (Follow up: 6 to 12 months) 
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Certainty assessment № of patients Effect 

Certainty Importance 
№ of 

studies 

Study 

design 
Risk of bias Inconsistency Indirectness Imprecision 

Other 

considerations 
Intervention  Control 

Relative 

(95% CI) 

Absolute 

(95% CI) 

2 Randomized 

Trials 

seriouso Not serious Not serious seriousp None 120 122 Taking the longest follow-up 

point in each trial, Pooled SMD 

= 0.06 [-0.20 to 0.31]. 

 

 

⨁⨁◯◯ 

LOW 

IMPORTANT 

Quality of Life & Functioning (Follow up: 5 months) 

1 Randomized 

Trials 

seriousq not serious not serious very seriousr none 303 683 No effect of intervention 

reported, but data not 

presented.  

 

 

⨁◯◯◯ 

VERY LOW 

IMPORTANT 

Help-seeking (Follow up: 3 to 6 months) 

1 Randomized 

Trials 

not serious not serious seriouss serioust none 191 188 One trial found a found a 

statistically significant effect of 

study-group time interaction 

on help-seeking behaviour 

(SMD = 0.32 [0.02 to 0.62]) at 

3-month follow up. However 

this was attenuated at 6-

months (SMD = -0.18 [-0.49 to 

0.13]).  

⨁⨁◯◯ 

LOW 

IMPORTANT 

CI: confidence interval; PTSD: post-traumatic stress disorder; SMD: standardised mean difference 
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Explanations 

a. This has been rated as serious as one of three trials had high risk of bias, two had some concerns of bias.  
b. This has been rated as serious as there were only three small trials, one trial assessing psychological distress, others collapsing between outcome measures (i.e., depression, anxiety). Wide 
CIs around pooled effect. 
c. This has been rated as serious as the risk of bias results showed one trial had some-concerns and the other with high risk of bias.  
d. This has been rated as very serious as one trial used a study specific survey, not a validated user satisfaction measure. Also limited number of participants who gave user satisfaction data. 
e. This has been rated as serious as results not able to be quantitatively assessed. Only proportions from limited samples provided.  
f. One trial only gathered user satisfaction data from intervention group only, thus the imbalance in N between intervention and control. 
g. 3 different articles, 2 reporting data from the same trial (short (12-mo) and long term (2-5 year) follow-up).  
h. This has been rated as serious as trials scored high on risk of bias assessment.  
i. This has been rated as serious as one trial found no effect and another found a negative effect of intervention on sickness absence, and I2= 75.88, indicating substantial heterogeneity.  
j. This has been rated as serious due to wide confidence intervals that include the null hypothesis. 
k. This has been rated as serious as two out of four trials had high risk of bias.  
l. This has been rated as very serious as one trial showed a positive effect, two trials showed no effect, one trial showed a negative effect.  
m. This has been rated as serious as all data were self-reporting of different outcomes.  
n. This has been rated as serious due to wide confidence intervals and effect sizes range from small to moderate effect. 
o. This has been rated as serious as one trial had overall high risk of bias and another had overall some concerns of bias.  
p. This has been rated as serious due to small sample size (N=242) and wide confidence intervals.  
q. This has been rated as serious as the sole trial rated with high risk of bias on risk of bias assessment. 
r. Data not reported thus width of CI or other indices of imprecision cannot be determined. 
s. This has been rated as serious due to self-report assessment of visiting at least 1 of 11 caregivers (ranging from formal sources i.e., psychologists, to a supervisor or coach).  
t. This has been rated as serious due to wide confidence interval calculated using raw data.  
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Part 4 – From Evidence to Recommendations 
 
Table 2. Summary of findings table 

 

GRADE table Source Outcome Specific outcome RCTs Effects 
Certainty of the 

evidence 

GRADE Table 1 

Screening and 

referral/intervention 

compared to screening and 

care as usual/wait list 

control/no intervention 

Primary 

review 

Mental health symptoms and 

disorders 

Psychological distress, 

anxiety, and 

depression 

3 

SMD 0.07 SD lower  
(0.29 lower to 0.15 higher) 

⨁⨁◯◯ 

LOW 

User satisfaction  2 
No effect size calculated ⨁◯◯◯ 

VERY LOW 

Work related outcomes 

Sickness absence 3 

SMD 0.06 SD higher 

(0.22 lower to 0.34 higher); 

43.2 less days of sickness absence 
in intervention group at 5-year 

follow up 

⨁◯◯◯ 

VERY LOW  

Work functioning, 
productivity, and 
satisfaction 

4 

Impaired work outcomes: SMD 

0.27 SD lower (0.49 lower to 0.05 

higher) (NB: favours intervention) 

 

Positively valanced work 

outcomes: SMD ranged from 0.19 

SMD lower to 0.22 SMD higher 

 

⨁◯◯◯ 
VERY LOW 

Adverse effects − − − − 

Positive Mental Health − 2 

SMD 0.06 SD higher  

(0.20 lower to 0.31 higher) 

 

⨁⨁◯◯ 

LOW 

Quality of life and functioning − 1 No effect size calculated 
⨁◯◯◯ 

VERY LOW 
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Help-seeking − 1 
SMD ranged from 0.32 higher to 

0.18 lower across 3-month and 6-
month follow-up.  

⨁⨁◯◯ 

LOW 
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Fig. 2. PRISMA flow diagram for systematic review of reviews 
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Supporting evidence. Values and preferences survey  

Prepared by:  Promit Ananyo Chakraborty, Vanessa Evans, Raymond Lam, Jill Murphy (University of British Columbia, Canada) and, Andrew Greenshaw, Jasmine Noble (University of Alberta, 
Canada). 

Background 
 
Aims: The purpose of the survey was to inform on the values and preferences of beneficiaries in relation to the development of normative guidelines on mental health and work.  

Method: This mixed-methods survey examines values and preferences among workers and employers related to interventions which support mental health promotion, prevention and support 
or recovery, in relation to work. The survey included the following components: 1) demographics and type of work; 2) general values related to mental health and work; 3) values and 
preferences related to specific intervention types (such as awareness, access, use, perceived benefits and concerns, barriers to access and help-seeking preferences; 4) specific questions for 
managers, people who provide mental health support for workers, and at-risk workers ( health workers, humanitarian, and emergency workers); 5) qualitative questions to allow for further 
expansion of attitudes related to mental health support at work (benefits and concerns); and the changing nature of work including the impact of the COVID-19 pandemic on mental health and 
work; and attitudes related to mental health screening programmes at work.  
Ethics approval for this survey was obtained from the University of Alberta’s Research Ethics Office (approval number: Pro00107550). Participants were required to provide informed consent 
online by opting in prior to accessing the survey. Participants were provided with the option to withdraw from the survey at any time, thus withdrawing informed consent. All data from 
withdrawn surveys was excluded from the final dataset. A draft of the online survey was pre-tested to assess clarity, length, appropriateness, flow, and technical functionality. Twenty people, 
including people with expertise in the field of workplace mental health, keys workplace stakeholders, lay people and people with lived experience of mental illness, participated in the pretest. 
Pretest participants came from Canada, the United States, Japan, Zambia, Peru, and the Netherlands.  Minor changes were made following feedback to improve clarity of the text, and to ensure 
the scope of the survey was inclusive from the perspective of key stakeholders.  

This survey was disseminated online in English, French and Spanish using Qualtrics survey software. Inclusion criteria for survey participation were as follows: employed civilian (non-military) 
adults over 18 years who are engaged in paid work. The survey was open to people worldwide. The survey was disseminated broadly through international global mental health networks, 
university networks, via mental health, workplace and patient-serving organizations, and social media. Survey data collection took place between April 9th and May 16th 2021.  Data were 
thoroughly checked to detect spam, bots, withdraws, and duplicates. We used descriptive statistics to report the survey data.  Qualitative questions were analysed using rapid thematic analysis 
to allow for analysis to take place deductively around key factors of interest in each question and for the identification of additional relevant factors as identified during analysis. Responses were 
imported into NVivo qualitative analysis software program. Lead author JKM conducted the analysis, reviewing the responses for immersion in the data and developing a code book based on 
each question category, with new codes added as they were identified in the dataset. Data were coded using NVivo 12 software. Following coding, the coded dataset was reviewed to identify 
overarching themes related to each question category, with quotes that were illustrative of these themes identified. Data reporting, as detailed below, began following the finalization of core 
themes. 

Limitations: The survey sample includes majority representation of respondents who are well-educated, employed full-time and have access to benefits through the workplace. Convenience 
sampling methods in surveys can render bias towards people with a pre-existing interest in the topic and with sufficient time and literacy, with access to digital devices to complete the survey.  
The survey was available in only three languages (which may have limited representation. Approximately a third identified as working in small and medium sized enterprises. These limitations 
point to the need for enhanced representation from workers in low- and middle-income countries (LMIC), from diverse work sectors and sizes. Despite these limitations, the survey captured 
perspectives from every WHO region, from workers and managers, and from people working in at-risk jobs, and include 45% representation from LMICs. We also conducted preliminary tests of 
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association on demographic features and on select survey questions. tests of association did not identify statistically significant demographic differences on these select survey items. Further 
analysis to explore effect size and causally explore the associations between survey items and demographic features is warranted but was beyond the scope of this current report.  

 

Results  
 

451 responses were included in the final analysis after cleaning data to remove 36 withdrawn surveys (indicating withdrawal of informed consent), 38 spam responses and one survey preview. Of 
these, 224 were complete and 227 were partially completed. We have included data from partially completed surveys except in cases where the survey respondents withdrew their consent. 29 
surveys were completed in Spanish, and 29 were completed in French, with the remaining 393 completed in English.  

 

Section 1: Sociodemographic and work characteristics   
 
This section reports the sociodemographic and work characteristics of all respondents. The average age of survey respondents (n=360) was 42.8 years (SD: 11.8; range: 21 – 86) with a median 
age of 41.  

Table 1. Sociodemographic characteristics  
 

Gender (n=357) Woman  Man  Transgender Other  Prefer not to say    
%  67.2 31.4 0 1.1 0.3   

Country income group  Low income 
Lower middle 
income 

Upper middle income 
High income    

% 8.9 14.2 21.4 55.3    

WHO Region  African Americas European Eastern Mediterranean  South East Asia Western Pacific  

% 8.9 28.5 42.4 4.8 2.4 13.0  

Community size (n= 348) 
Large city (>1 
million 
inhabitants) 

Medium city 
(300,000-1 million 
inhabitants) 

Small city (100,000 - 
300,000 inhabitants) 

Large town (20,000-
100,000 inhabitants) 

Medium town (1,000-
20,000 inhabitants) 

Small town, village or 
hamlet (<1000 
inhabitants)  

 

%  37.9 25.6 13.5 10.3 8.3 4.3  

Identify as member of sexual or 
gender minority group (n=338) 

Yes No Prefer not to say Other   
  

%  11.5 85.5 2.4 0.6    
Identify as member of racial or 
ethnic minority (n=323) 

Yes No Prefer not to say Other   
  

% 18.6 78.6 1.5 1.2    
Identify as member of an 
indigenous group (n=54) 

Yes No Prefer not to say Unsure  
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%  9.3 87.0 1.9 1.9    
Identify as living with a disability 
(n=314) 

Yes No  
    

% 12.7 87.3      
Identify as current or previously 
experience a mental health 
problems (n=310) 

Yes No  
    

% 68.1 31.9      

Current or previous leave of 
absence due to mental health 
problems (n=317) 

Yes No Prefer not to answer 
    

% 28.1 70.7 1.3     

Current or previous return to work 
support, after mental health 
absence (n=315) 

Yes No Unsure Other 
   

% 11.1 85.7 1.9 1.3    

Received vocation support to gain 
work, due to mental health 
problems (n=312) 

Yes No Unsure 
    

% 1 97.8 1.3     

Caregiving responsibility at home 
(n=338) 

Yes No  
    

% 41.7 58.3      

Highest level of formal education 
completed (n=321) 

None Primary school 
Secondary/high school 
(including vocational 
high school) 

University 
undergraduate degree 
(e.g., bachelor degree) 

Graduate degree (e.g., 
master or doctoral 
degree) 

Other   

%  0.3 0 4.0 28.7 64.2 2.8  

        

 

Table 2. Work characteristics 

Current work status (n=337) Full-time  
Self-employed/ small business 
owner  

Part-time  Informala  
Othe
r  

Disability 
leave  

Family 
business  

% 58.30 8.40 8.00 2.70 2.40 1.30 0.40 

Location of work (n=335) 
From 
home  

At a work-site location  Other      
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% 56.10 37.90 6.00     

Sector (n=323) 
Public 
sector  

Private sector (for profit) 
Private sector (not for 
profit) 

Other    
 

% 41.50 32.50 20.40 5.60   
 

Size of work (n=333) 1 to 249 250+ Self-employed, no staff  
I do not 
know  

   

% 31.8 63.70 1.80 2.70    

Access to benefits at work (n=314)  Yes No  Unsure     

% 85 13.1 1.9     

Access to external mental health support via work 
(n=309) 

Yes No  Unsure     

% 66.3 24.9 8.7     

a Includes: Gig/ platform/ freelance/ contract work / zero hours contracts/ Crowdsource/ Casual, seasonal, or temporary/ informal  

 

Table 3. Work classification   

Respondents selected the type of employment in which they are engaged by industry from a drop-down menu based on the United Nations’ International Standard Industrial Classification of All 
Economic Activities (ISIC).  

 

Work classification (N= 298) % 

  
Activities of extraterritorial organizations and bodies 0.7 
Administrative and support service activities 6.7 
Agriculture (farming), forestry and fishing  0.7 
Arts, entertainment and recreation 0.3 
Construction  1.7 
Education 19.8 
Electricity, gas, steam and air conditioning supply 1.0 
Financial and insurance activities 2.0 
Human health and social work activities 25.5 
Information and communication 3.0 
Public administration and defence (civil service) 2.0 
Manufacturing 0.7 
Mining and quarrying 0.7 
Other/ not listed 9.4 
Other service activities 3.4 
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Work classification (N= 298) % 
Professional, scientific and technical activities 21.5 
Real estate activities 0.3 
Transportation and storage 0.3 
Wholesale and retail trade/sale 0.3 

 

 

Section 2: Mental health and work- general values  

Respondents report equally that work has both a positive and negative impact (24.5%) or somewhat positive (24.5%) impact on mental health (Box 1). Remaining respondents reported that work 
had a somewhat negative impact on mental health (19.0%), a very positive impact on mental health (15.7%), or a very negative impact (6.2%). 9.8% responded neutrally, and 0.7% were unsure.  

Box 1. Qualitative responses: General values 
 
Respondents were asked to expand on the reason for their selection through narrative responses. Respondents described the positive impact of work related their sense of self, interpersonal 
relationships, fulfillment, and accomplishment:  
 
“My job contributes to positive well-being by providing pay, contact with other people, achievement and sense of importance/contribution to society. (Worker, Man)” 
 
Yet respondents also described challenges including the mental health impacts of high stress environments with heavy workloads. Respondents described a sense of balance wherein the 
fulfilling nature of their work helped to balance stressors:  
 
“My work provides purpose and structure and social relationships which is important for my mental health. It also provides stress and uncertainty at times. There are positive aspects and 
negative aspects: it carries stress and burnout but also a sense of fulfillment. (Worker, Woman)”   
 
“My work is meaningful and contributes to my good mental health. At the same time I have significant responsibilities, time pressure and not always the best resources to do my job as well as I 
would like to so it can be stressful. (Worker, Woman)” 
 
When describing the negative impacts of work on mental health, core themes included the struggle for work-life balance, difficult relationship dynamics with management, overwork and high 
stress environments, and for parents, balancing parenting with work. Feeling under-valued and unsupported by management and issues such as transparency, management being unreceptive 
to feedback, and insufficient compensation are also described as leading to negative mental health. Many of these challenges are described in the following quotation:  
 
“We are overworked with a lot of projects that we are responsible for, too many meetings, few opportunities for growth, feedback not is not acted upon by leadership/management, there is a 
lack of transparency about decisions and information, underpaid for value added (Worker, Woman)” 
 
For respondents, certain types of work, including providing mental health support and working in sectors that may be considered at-risk may also lead to factors contributing to a negative 
impact on mental health. One respondent describes these challenges:  
 
“I work in a very stressful environment, with few staff members and a high demand on turn-around time. Because we are assisting others with mental health issues, we often suffer from 
compassion fatigue. (Manager, At-risk sector, Woman)” 
 
Another describes the challenges of working in a healthcare profession:  
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“I work as a physician which entails a lot of emotional stress connected with people's sufferings [sic] and as well people's expectations on the services provided. On top of this the current 
[pandemic] is putting on all health staff a further layer of stress. (Worker, At-risk sector, Woman)”. 

 

Respondents indicated the extent to which they perceived that psychosocial risk factors at work negatively impact their mental health 

Table 4. Psychosocial risk factors perceived negative impact on mental health 
 

(N=291) A great deal % A lot % A moderate amount % A little % Not at all % 

Job stability (n=254) 8.3  11.8 13.4 22.1 41.3 
Work life balance (n=253) 11.1 16.2 18.2 24.5 28.1 
Career development (n=253) 15.8 19.0 13.4 19.0 29.3 
Role in organization (n=256) 14.8 9.8 14.1 31.6 27.0 
Interpersonal relationship at work (n=256) 14.1 9.0 15.2 27.3 32.4 
Organizational culture and function (n=256) 20.3 10.6 18.0 25.0 24.2 
Environment and equipment (n=255) 8.6 9.4 10.6 16.9 46.7 
Job control (n=256) 12.9 14.8 18.0 26.6 24.6 
Work schedule (n=259) 12.0 16.2 14.3 22.4 31.7 
Workload and work pace (n=264) 20.8 19.3 27.7 17.8 13.3 
Work content/ task-design (n=286) 11.5 11.2 18.2 19.6 36.7 

 

Respondents indicated how much they valued the outcomes which interventions addressing mental health at work seek to address, and their preferences for the intervention options. 
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Table 5. To what extent do respondents value the outcomes which mental health at work interventions aim to address?   

Outcomes (N=285) Extremely important % Very important % Moderately important % Slightly or not at all 
important % 

Satisfaction with care or user satisfaction (n=255) 49.4  32.6  13.7  4.3  

Managerial, leadership style and communication (n=255) 69.0  22.0  4.7  4.3  

Help-seeking behavior managers (n=254) 56.3  34.7  5.1  3.9  

Help-seeking behavior workers (n=257) 55.6  33.5  7.0  3.9  

MH knowledge and attitudes, skills managers (n=259) 68.0  23.6  4.3  4.2  

MH knowledge and attitudes, skills workers (n=259) 57.1  30.1  8.5  4.3  

Quality of life and functioning (n=260) 40.0  26.5  24.6  8.9  

Substance use (n=261) 45.6  33.3  14.9  6.1  

Suicide (n=261) 61.3  25.7  9.6  3.5  

Work-related outcomes (n=265) 59.3  29.8  6.8  4.2  

Positive mental health (n=269) 59.9  26.8  7.4  6.0  

Mental health symptoms and disorders- support (n=280) 66.1  26.1  5.4  2.5  

 

Table 6. To what extent do respondents value the potential interventions for mental health and work?   
 

Interventions (N=275) Extremely important % Very important % Moderately important % Slightly or not at all 
important % 

Screening programmes (n=263) 42.2 35.4 15.6 6.8 

Vocational support (n=262) 40.8 34.4 18.7 6.1 

Return to work (n=263) 60.1 33.1 3.8 3.0 

Support for workers with mental health problems 
(e.g. work accommodations) (n=265) 

58.5 35.1 3.0 3.4 

Organizational interventions (n=264) 61.4 30.7 4.9 3.0 

Manager training for mental health (n=266) 62.4 29.7 4.5 3.4 

Access to mental health promotion and prevention 
(e.g. individual psychosocial interventions, leisure-
based physical activity) (n=273) 

52.0 36.3 8.1 3.7 
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Section 3: Awareness, access and use of interventions: values and preferences 

 

Section 3 reports values and preferences related awareness, ease of access, perceived benefits and concerns regarding, and potential access barriers for interventions to support mental health 
and work.  

 

Awareness 

 

Table 7. How many respondents are aware of the intervention options for mental health and work?   

Interventions (N=248) % 

Psychosocial interventions 51.0 

Leisure-based physical activity  45.0 

Health promotion 46.3 

Training 44.1 

Screening programmes 32.6 

Return to work 38.8 

Vocational support  29.3 

Organizational interventions (N=251) 60.6 

 

Access and use 

Table 9. How many respondents have access to the interventions at or through the support of work? How many have used the interventions at or through the support of work?  

Access to intervention:  Access to: Previously used: Would you use it: 

Psychosocial interventions    % (n=227)  % (n=219) % (n=120) 
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Access to intervention:  Access to: Previously used: Would you use it: 

Yes 71.8 41.5 69.2 

No 19.8 55.7 18.3 

Unsure  8.4 2.7 12.5 

Leisure-based physical activity   % (n=190) % (n=182) % (n=99) 

Yes 42.1 40.1 67.7 

No 51.1 54.9 13.1 

Unsure  6.1 4.9 19.2 

Health promotion  % (n=192)  % (n=181) % (n=104) 

Yes 56.3 39.2 59.6 

No 32.3 47.5 21.2 

Unsure 11.5 3.3 19.2 

Training   % (n=178)  % (n=178) % (n=74) 

Yes 64.6 52.4 67.6 

No 28.7 45.8 21.6 

Unsure 6.7 1.8 10.8 

Screening programmes    % (n=129) % (n=120) % (n=83) 

Yes 32.6 21.7 60.2 

No 47.3 71.7 20.5 

Unsure 20.2 6.7 19.3 

Return to work  % (n=312) % (n=140) % (n=100) 

Yes 63.5 22.9 69.0 

No 20.9 72.1 10.0 

Unsure 15.5 5.0 21.0 

Vocational support  % (n=129) % (n=106) % (n=87) 
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Access to intervention:  Access to: Previously used: Would you use it: 

Yes 30.3 13.2 56.3 

No 48.6 82.1 16.1 

Unsure 20.1 4.7 27.6 

Organizational interventions   % (n=133) % (n=129) % (n=60) 

Yes 49.6 45.7  80.0 

No 33.1 46.5  13.3 

Unsure 17.3 7.8 6.7 

 

Perceived ease of access 

 

Table 10.  How easy did respondents find accessing the interventions that they said they had used? For those who have not used the intervention before, how easy do they perceive access to 
be? 

Easy to access intervention?  Ease of access (if previously used): Perceived ease of access (if previously not used): 

Psychosocial interventions  % (n=91) % (n=122) 

Very easy 28.5 19.7 

Easy 47.6 36.9 

Neutral 13.2 20.5 

Difficult 8.8 8.2 

Very difficult 1.1 4.9 

Unsure 1.1 9.8 

Leisure-based physical activity   % (n=72) % (n=100) 

Very easy 40.2 20.0 

Easy 36.1 23.0 

Neutral 13.9 27.0 
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Easy to access intervention?  Ease of access (if previously used): Perceived ease of access (if previously not used): 

Difficult 8.3 11.0 

Very difficult 0.0 4.0 

Unsure 1.4 15.0 

Health promotion  % (n=71) % (n=104) 

Very easy 32.4 8.6 

Easy 53.5 22.1 

Neutral 7.0 30.8 

Difficult 4.2 10.6 

Very difficult 2.8 8.6 

Unsure 0.0 19.2 

Training  % (n=87) % (n=73) 

Very easy 35.6 9.6 

Easy 41.4 24.7 

Neutral 20.7 27.4 

Difficult 1.1 13.7 

Very difficult 1.1 4.1 

Unsure 0.0 20.5 

Screening programmes  % (n=26) % (n=86) 

Very easy 38.5 2.3 

Easy 34.6 19.8 

Neutral 7.7 26.7 

Difficult 11.5 19.9 

Very difficult 3.8 17.4 

Unsure 3.8 19.8 

Return to work  % (n=32) % (n=100) 
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Easy to access intervention?  Ease of access (if previously used): Perceived ease of access (if previously not used): 

Very easy 15.0 16.0 

Easy 21.9 23.0 

Neutral 9.4 21.0 

Difficult 12.5 14.0 

Very difficult 6.2 7.0 

Unsure 0.0 19.0 

Vocational support  % (n=14) % (n=86) 

Very easy 21.4 2.3 

Easy 28.6 20.9 

Neutral 21.4 18.6 

Difficult 14.3 15.1 

Very difficult 7.1 10.5 

Unsure 7.1 32.6 

Organizational interventions  % (n=59) % (n=70) 

Extremely easy 16.9 5.7 

Somewhat easy 35.6 20.0 

Neither easy nor 
difficult 

16.9 18.6 

Somewhat difficult 25.4 21.4 

Extremely difficult 4.1 17.1 

Unsure NA 17.1 
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Perceived benefits and concerns 
 

Table 8. Perceived benefits of the interventions  

Benefits:  Psychosocial 
interventions 
(n=225; 
Total responses n= 
714) 
% 
 

Leisure-based 
physical activity   
(n=188; 
Total responses 
n= 566) 
% 

Health 
promotion 
(n=190; 
Total responses 
n= 562) 
% 

Training 
(n=175; 
Total responses 
n= 588) 
% 

Screening 
programmes 
(n=125; 
Total responses n= 
309) 
% 

Return to work 
(n=144; 
Total responses 
n= 407) 
% 

Vocational 
support  
(n=107; 
Total responses 
n= 278) 
% 

Organizational 
interventions 
(n=133; 
Total responses n= 
468) 
% 

There are no 
benefits 

0.3  
 

0.2 
 

0.2 
 

0.2 
 

0.7 
 

0.3 
 

0.0 0.0 
 

Unsure 0.3 
 

1.6 
 

2.5 
 

0.9 
 

7.1 
 

3.2 
 

8.6 
 

1.6 
 

Othera 1.3 
 

1.8 
 

0.9 
 

0.5 
 

1.3 
 

1.5 
 

0.7 
 

1.3 
 

Benefits morale 
 

15.3 
 

16.3 
 

16.2 
 

19.9 
 

14.2 
 

15.0 
 

14.0 
 

22.4 
 

Affordable for 
employer 

5.6 
 

7.2 
 

6.9 
 

5.6 
 

6.5 
 

7.1 
 

5.0 
 

11.8 
 

Affordable for 
worker 
 

19.8 
 

19.6 
 

18.0 
 

14.3 
 

15.5 
 

15.5 
 

15.8 
 

14.2 
 

Removes barriers 
(i.e. stigma) 
 

13.3 
 

5.7 
 

9.6 
 

19.7 
 

10.0 
 

11.6 
 

13.3 
 

14.6 
 

Benefits mental 
health 
 

25.4 
 

28.3 
 

26.2 
 

23.1 
 

28.2 
 

29.0 
 

25.9 
 

23.9 
 

Convenient  18.9 
 

19.4 
 

19.6 
 

15.8 
 

16.5 
 

17.0 
 

16.6 
 

14.0 
 

aOther e.g.: prevents illness; convenient for employer; demonstrates workplace commitment to health; intervention options can be helpful but addressing risk factors for mental health is also 
important. 

 

 Respondents were asked to qualitatively described their perceived benefits and concerns for participating in screening programmes for mental health at work (Box 2) and for addressing mental 
health at work in general (Box 3).  
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Box 2. Qualitative responses: benefits and concerns of screening programmes 
 
When asked to reflect on the potential benefits and harms around mental health screening programmes at work, respondents describe several concerns.  
 
Privacy and Confidentiality: Privacy, confidentiality and the use of results or data by employers or other parties, including insurance companies, emerged as a key theme:  
 
“In general, I think routine monitoring of mental health and well-being is sensible in theory. However, I worry about how such information would be used by employers, insurance providers, 
etc. (Manager, Man)” 
 
Sigma and Discrimination: Related to privacy and confidentiality, concerns regarding stigma and discrimination were common among respondents, with some stating that employees would 
be reluctant to participate in screening for fear of stigma, ostracization or negative repercussions related to their role at work:  
 
“Harms could include employees judging others for mental health issues (stigma) and lack of uptake on the screening process due to fear of being judged. (Worker, Woman)” 
  
“I would put stigma as the first risk, and with it goes the risk to be considered non suitable for career development and generally unreliable. (Worker, At-risk sector, Woman)” 
 
Many respondents questioned the appropriateness of the workplace for conducting mental health screening and the validity of an employer having this information about employee mental 
health, as described below:  
 
“I don't believe that the workplace is the setting in which screening should take place. There is a lot of risk for stigma as a result and it is only in very specific circumstances where an 
employer would need to know the details of this. Workplaces can be a conduit of information, but I would be concerned about them getting 'too close' to the actual screening. (Worker, 
Woman)” 
 
Similarly, concerns regarding punitive measures were also raised by many respondents:  
 
“I think 'screening' could have negative connotations - it could be perceived as an excuse for an employer to remove a worker. (Manager, Woman)” 
 
“There is evidence that those who share are penalised either by withdrawing promotion, actual demotion or bullied. The anonymity of reporting has to be fiercely guarded. (Worker, 
Woman)” 
 
Ethical Concerns:  Respondents also raised concerns regarding the ethics of screening for mental health at work when pathways to care or services may be limited or unavailable: 
 
“To what end, if the screening identifies people have problems but there is no support or help to get? A danger that it is performed by non-clinicians who do not understand the nuances of 
mental health, I might have Bipolar, but be completely functioning well. Danger to collect data for its own sake. There would have to be a legitimate purpose for screening, I'm not a fan of 
the idea. (Manager, At-risk sector, Woman) ” 
 
Related to these concerns is the suggestion that screening and subsequent interventions should avoid the potential to single out and potentially marginalize individual workers:  
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“Screening needs to be done with a view to supporting all workers, and working out who needs what specific additional support. It should not be done as a way of weeding people out, or 
carrying negative connotations. For example, it would be beneficial to offer mental health awareness and a voluntary stress management training programme. It would be potentially 
harmful to single out staff members and tell them to complete a stress management programme. (Manager, Man)” 
 
Early Detection and Intervention: Despite the concerns raised regarding screening for mental health at work, positive themes emerged as well. The potential for mental health screening 
programmes at work to lead to prevention and early identification and follow up for mental health conditions, was identified as one potential positive impact: 
  
“If screening took place and a worker was found to me mentally unwell, they could be encouraged to see a GP or mental health professional for further assistance. (Non-manager, At-risk 
sector, Man) ” 
 
Supportive Workplace Culture: An additional positive theme was that employees might feel more supported by their workplace and, if done properly, screening programmes for mental 
health could lead to a shift towards a workplace culture that is more supportive and open to discussing issues of mental health and wellbeing. Proper training and additional supports in the 
workplace can lead to a workplace culture that actively promotes mental wellbeing:  
 
“Managers should be trained on the sensitivity of mental health information. When an organisation gets it right, like some do, the psychological safety spills into other aspects of work and 
life of those affected and related. (Non-manager, Woman)” 

 

Table 9. Perceived concerns of the interventions  

Concerns:  Psychosocial 
interventions 
(n=222; 
Total responses n= 
417) 
% 

Leisure-based 
physical 
activity 
(n=185; 
Total 
responses n= 
240) 
% 

Health 
promotion 
(n=189; 
Total responses 
n= 265) 
% 

Training 
(n=172; 
Total 
responses n= 
237) 
% 

Screening 
programmes 
(n=124; 
Total responses n= 
239) 
% 

Return to work 
(n=143; 
Total 
responses n= 
253) 
% 

Vocational 
support (n=106; 
Total responses 
n= 185) 
% 

Organizational 
interventions (n=130; 
Total responses n= 
197) 
% 

Unsure 0.7 
 

9.2 
 

7.9 
 

4.6 
 

3.4 
 

4.0 
 

10.3 
 

5.1 
 

No concerns 9.4 
 

34.2 
 

29.4 
 

30.4 
 

7.5 
 

11.5 
 

10.3 
 

15.7 
 

Othera 7.0 
 

9.2 
 

7.9 
 

7.6 
 

4.6 
 

5.1 
 

2.7 
 

8.6 
 

Expensive for 
employer 

5.3 
 

2.9 
 

4.9 
 

6.8 
 

3.8 
 

2.8 
 

3.8 
 

15.7 
 

Expensive for worker 7.0 
 

7.1 
 

8.3 
 

7.2 
 

4.2 
 

3.2 
 

5.4 
 

3.5 
 

Difficult to access 8.4 
 

10.0 
 

8.7 
 

10.1 
 

8.4 
 

10.7 
 

15.7 
 

10.7 
 

Inconvenient 6.7 11.3 7.6 9.7 5.9 5.5 4.9 8.1 
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Concerns:  Psychosocial 
interventions 
(n=222; 
Total responses n= 
417) 
% 

Leisure-based 
physical 
activity 
(n=185; 
Total 
responses n= 
240) 
% 

Health 
promotion 
(n=189; 
Total responses 
n= 265) 
% 

Training 
(n=172; 
Total 
responses n= 
237) 
% 

Screening 
programmes 
(n=124; 
Total responses n= 
239) 
% 

Return to work 
(n=143; 
Total 
responses n= 
253) 
% 

Vocational 
support (n=106; 
Total responses 
n= 185) 
% 

Organizational 
interventions (n=130; 
Total responses n= 
197) 
% 

        

Fear of judgment/ 
stigma  
 

31.7 
 

10.0 
 

11.3 
 

13.5 
 

34.7 
 

31.6 
 

27.0 
 

18.3 
 

Lack of privacy / 
confidentiality 

24.0 
 

6.3 
 

14.0 
 

10.1 
 

27.6 
 

25.7 
 

20.0 
 

14.2 
 

a Other e.g.: limited quality of available services or providers; limited accessibility (mode, location, cultural sensitivity, language); limited number of sessions available; perceived fear of lack of 
privacy; individualisation of mental health problems versus mitigating risks to mental health at work; individual barriers to accessing support. 

 

Table 12. Given benefits and concerns, would you recommend this intervention be used at work 

Psychosocial interventions (n=214)  % 

Yes 89.7 

No 3.3 

Unsure  5.1 

Other 1.9 

Leisure-based physical activity (n=184)  % 

Yes 84.8 

No 2.7 

Unsure  10.3 

Other 2.5 

Health promotion (n=188)  % 

Yes 81.9 
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No 3.7 

Unsure 12.8 

Other 1.6 

Training (n=173)  % 

Yes 90.8 

No 1.2 

Unsure 6.4 

Other 1.7 

Screening programmes (n=126)  % 

Yes 60.3 

No 14.3 

Unsure 22.2 

Other 3.2 

Return to work (n=144)  % 

Yes 85.4 

No 0.7 

Unsure 11.8 

Other 2.1 

Vocational support (n=107)  % 

Yes 73.8 

No 1.9 

Unsure 21.5 

Other 2.8 

Organizational interventions (n=134)  % 

Yes 90.3 

No 1.5 
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Unsure 8.2 

Other N/A 

 

Box 3. Qualitative responses: Benefits and concerns for addressing mental health at work 
 
Qualitative questions were asked to elicit an in-depth understanding of values and preferences related to supporting mental health at work in general, and the mental health implications of 
the changing nature of work.  
 
Concerns 
We first asked respondents to describe any concerns they have related to promoting and supporting and mental health at work. We identified a number of key themes: 
  
Stigma: The impact of stigma on workers who disclose mental health conditions emerged as a main concern. Respondents worried that stigma related to mental health would prevent 
workers from disclosing their mental health problems, and might lead to discrimination or other negative impacts. As illustrated in the quotation below, there is a desire for the discussion 
of mental health to be normalized in workplaces and for managers and workers to learn how to best offer support to people in need:  
 
“Because of the stigma around mental health, the people who need help the most are probably the people who are not going to reach out for help. Colleagues and managers should know 
what to look out for and how to approach someone who they think may be suffering a mental health issue. Seeking help for, and offering assistance to someone who is struggling with a 
mental health problem, should become as common placed [sic] as seeking help and assisting someone with a physical health problem (Worker, Woman).” 
 
Ongoing stigma, often associated with low mental health awareness, is described as a concern. This lack of knowledge may lead to poor treatment of people who are open about their 
mental health problems at work:   
 
“Although it is well publicised and we are encouraged to talk about it, there is still a stigma attached to poor mental health and is not understood by those who have not experienced it. I feel 
that many either feel it is a sign of weakness, or if they don't understand it, they don't take it seriously. (Worker, Woman)” 
 
“I think it needs to be done sensitively, as the majority of people feel ostracised or victimised when speaking to superiors about mental health issues. (Manager, At-risk sector, Woman)” 
  
 (Lack of) mitigating risks for mental health for workers: Another key theme relates to organizational culture and policies (or lack of policies related to psychosocial risks) and their impact on 
mental health and well-being. A number of concerns were raised in this respect. The following quotations illustrate the frustration among workers related to discussions about mental 
health taking place in organizations that may continue to perpetuate mentally unhealthy practices:  
 
“Instead of telling me to use an EAP, I'd rather my boss gave me the resources and support I need to actually [emphasis in original] do my job. I worry that focusing on mental health is like 
talking about the pain in your foot without removing the great big stone in your shoe. (Manager, Woman)” 
 
“When stress and workload are high, employees are taught mindfulness, instead of lowering stress and workload, hiring more staff etc. This is very harmful and exploitative. (Manager, 
Woman)” 
 
Similarly, respondents raised concerns about organizations creating policies related to mental health without investing in meaningful change to address mental health risk factors at work. In 
the following quotation, the respondent cautions against over pathologizing the workforce:  
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“Mental health is a new buzzword in organizations. What is often forgotten is the psychosocial work environment that negatively but also positively impacts on mental health.  Mental health 
gets easily medicalized as a disorder of the individual that one needs to take care of without looking at the prevention potential. (Manager, Woman)” 
 
Another respondent states:  
“I am concerned that current efforts to support workers mental health focus on building resilience and maximizing worker productivity, rather than putting in systems that ensure better 
work-life balance. (Worker, Man)” 
 
Quality and Appropriateness of interventions: The quality of mental health interventions at work is also a concern among respondents, as illustrated in the following quotation that 
describes reluctance among workers to seek out existing support:  
 
“…a lot of employers like higher education institutions rely on commercial and short-term mental health services that use a ‘cookie cutter’ approach to CBT and resilience. Staff have noted 
that these services are not very beneficial in the long run and have learnt not to seek them out. (Worker, Man)” 
 
Appropriateness and availability of mental health support is also raised in the context of settings with limited mental health resources:  
 
“Need culturally appropriate services in [low-income country]. There are complex issues here. Virtually no in-country counselling services and so while people are resilient - the underlying 
causes of violence here needs understanding and addressing. International staff are stressed because of travel restrictions and poor hospital services in country. Most of them are committed 
humanitarians but the cumulative stress is definitely present in a number of them. (Manager, at-risk sector, Woman)” 
 
Benefits 
Qualitative responses also describe the benefits of promoting and supporting mental health at work.  
  
Organizational Benefits: described by respondents include improved work quality and productivity among workers, improved workplace culture, greater retention, and reduced 
absenteeism and presenteeism. The following quotations illustrate the many organizational benefits identified by respondents:  
 
“Obviously people are way more productive, produce higher quality work, and are absent/late less often when they are mentally healthy. (Manager, Woman)” 
 
Respondents also noted the high potential return on investment for organizations investing in mental health and wellbeing:  
 
“A healthy (in a broad sense) workforce is generally a more productive workforce - money invested up-front on preventive strategies (education, stigma reduction, management training), 
early intervention (HR policies), health care and return to work programs reap the benefits later in numerous ways. (Manager, Man)” 
 
Benefits for Workers: A number of benefits for workers are also described by respondents, including by those in manager roles, including improved quality of life, well-being and job 
satisfaction. One respondent stated:  
 
“Multiple! I think not just avoiding the pain associated with severe mental illness, but also promoting the positive aspects of good work that contributes to one's quality of life. (Manager, 
Man)”  
 
Another respondent stated that supporting mental health at work will have benefits that resonate in all aspects of workers’ lives by contributing to:  
 
“A healthier, happier more productive workforce made up of people who also have a better life outside work (Manager, Man)”  
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Another benefit for workers is the potential to improve timely access to care and promote help-seeking among workers, including by increasing mental health literacy and by providing 
information on pathways to care and support: 
  
“Mental health literacy provides an opportunity for early intervention preventing events from escalating and increasing in severity. (Manager, At-risk sector, Woman)” 
 
“They [workers] feel supported and are ready to share and address problems before they turn into severe illnesses, and everybody knows how to take care of their mental health. (Worker, 
Woman)” 
 
Several respondents describe the benefit of promoting and supporting mental health at work by empowering employees to reach their full potential and to feel welcome and supported. 
The following quotation illustrates the importance of openly supporting people with mental health problems at work:   
 
“We have a neurodiverse, disability positive group (including Bi-Polar 1) and there is no time that I can ever see in the future that mental health will not be the main focus of my work. Our 
staff are happy, loyal, extremely hardworking, and creative. They are able to be all of these things at work because they know that they are valued and supported. (Manager, Woman)” 
 
Another respondent stated that workplaces must play a role in enabling workers to flourish, including via organizational policies and supports that create healthy and supportive 
environments:  
 
“Ppl [sic] spend the bulk of their waking hours in work, so I believe that organizations have a duty to go beyond simply keeping places safe and doing no harm, but that by addressing primary 
concerns at the organizational level employees can thrive. That should be the goal! (Worker, Woman)” 
 
Reducing Stigma: Stigma reduction is also described as a benefit of promoting mental health at work by creating workplace cultures that are open, accepting and are adequately equipped 
to provide appropriate supports:  
 
“Removal of the stigma, acceptance that it’s not just the 'few' who suffer but that it does and can effect [sic] everyone (Worker, Woman)” 
 
“If it is openly discussed and supported at work, with appropriate training for managers, hopefully the stigma will be greatly reduced and there will be greater understanding and allowances 
made to make it easier for sufferers to cope. (Worker, Woman)” 
 
Meaningful engagement is needed: Finally, respondents state that there is a need to engage with workers meaningfully about how to promote mentally healthy workplaces, including by 
engaging workers with lived experience of mental health problems, to understand how workplaces can fully support a range of mental health needs:  
 
“Ultimately we need to have stronger guidelines around how work can be more sustainable and inclusive. The conversation around mental health, and the inclusive [sic] of more workers 
with diverse experiences and needs will help support these necessary changes. (Worker, Man)”. 

 

Barriers to participating in interventions 

Respondents were asked if they had considered participating in an intervention but did not do so, which interventions they had considered, and their reasons for not participating - so as to elicit 
potential barriers to participation. 62.6% of respondents (N= 219) said that they would consider participating in a mental health and work intervention, whilst 37.4% said they would not.  
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Table 13. Interventions respondents considered participating in, but did not 

Intervention (N=79) % 

Psychosocial interventions 45.6 

Leisure-based physical activity  13.9 

Health promotion 13.9 

Training 11.4 

Screening programmes 3.8 

Return to work 2.5 

Vocational support  1.3 

Organizational interventions 7.6 

 

Table 10. Reasons for not participating 
 

Reason to not participate: (n=79; Total responses n=222) % 

Did not have time (n=39) 17.5 

Was not able to access the services or program (n=21) 9.5 

Was worried about privacy (n=25) 11.3 

Preferred to manage by myself (n=30) 13.5 

Did not think it would help/be effective (n=17) 7.7 

Afraid to ask for help from my manager or employer (n=17) 7.7 

Afraid my co-workers would find out (n=10) 4.5 

Did not feel I needed to participate (n=9) 4.0 

Could not afford it (n=5) 2.2 

Lack of choice in service types (n=13) 5.9 

Work is not responsible for supporting or promoting the mental health and wellbeing or workers (n=2) 0.9 
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Reason to not participate: (n=79; Total responses n=222) % 

I am too focused on meeting my basic needs (food, clothing, shelter) (n=6) 2.7 

Other a (n=11) 4.9 

I was worried that asking for help would lead to negative consequences (n=17) 7.7 

a Other e.g.: Fear that management would respond negatively to need to take necessary time; feel that most representatives don’t have necessary experience, and belief that systems are not 
responsive to needs; lack of trust in organisers of programmes; work would not provide referral to occupational health; concerned that the service was not open for specific categories of 
employment.  

 

Preferences for help-seeking and how to access interventions for mental health and work  

 

Help-seeking 

 

Table 15. Preferences for who to speak to about mental health concerns at work 
 

 Very comfortable  

% 

Comfortable  

% 

Neither comfortable or 
uncomfortable  

% 

Uncomfortable  

 

% 

Very uncomfortable  

% 

N/A  

 

% 

Colleagues (n=231) 19.9 

 

37.6 16.7 19.0 5.9 0.9 

Managers (n=213) 14.1 

 

28.2 16.4 25.8 14.6 0.9 

Human resources (n=212) 12.7 

 

24.1 19.3 23.1 17.9  2.8 

Union (n=211) 12.8 

 

17.1 18.0 15.2 9.5 27.5 
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 Very comfortable  

% 

Comfortable  

% 

Neither comfortable or 
uncomfortable  

% 

Uncomfortable  

 

% 

Very uncomfortable  

% 

N/A  

 

% 

Health services at work 
(n=211) 

19.0 

 

30.3 16.1 10.0 5.2 19.4 

Health services outside of 
work (n=212) 

44.8 41.5 9.0 3.8 0.5 0.5 

 

Table 11. Preferences for who to seek support from for mental health concerns at work 

   Colleagues % Managers % Human resources % Union  % Health services at 
work % 

Health services outside 
of work % 

First experiencing 
mental health concerns 
at work (n= 218; total 
responses n=451) 

22.4 26.4 8.0 

 

4.0 

 

15.7 

 

23.5 

Seeking ongoing support 
for mental health at 
work (n= 49, total 
responses n=92) 

14.1 

 

25.0 

 

10.9 

 

6.5 

 

20.7 

 

22.8 

 

Deciding whether or not 
to take a leave of 
absence due to mental 
health? (n= 46; total 
responses n=101) 

5.9 

 

28.7 

 

18.8 

 

5.0 

 

16.8 

 

24.8 

 

Returning to work after 
leave for mental health 
reasons? (n= 44; total 
responses n=113) 

10.6 30.1 21.2 7.1 14.2 16.8 
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How to access 

 

Table 12. Preferences for accessing interventions for mental health without the facilitation of a work manager (n=222) 

Response % 

Very important (I do not want my work to know I am accessing services) 63.5 

Somewhat important  23.4 

Neutral 4.5 

Somewhat unimportant  0.5 

Very unimportant (I do not mind if my employer knows that I am accessing services) 4.5 

Unsure 1.8 

Depends on the intervention 1.8 

 

Table 13. Preferences for mode, location and provider of intervention delivery  

Mode (n=210) % 

Othera  1.5 

On my own, digitally (online/ self-directed) 32.6 

On my own, in person 50.3 

In a group, digitally (online) 5.8 

In a group, in person 9.8 
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Location (n=219) % 

I would not be interested in support 0.5 

Other b 0.5 

Outside of work (not home) 42.1 

Online 27.7 

At home 16.9 

At work 12.3 

Provider (n=218) % 

I would not be interested in support 0.0 

Other c 2.7 

No one/ on your own 4.0 

Online app or web based program 12.9 

Health worker 53.0 

Human resources/ occupational health manager  14.8 

Manager 12.6 

a Other e.g.: Not comfortable accessing mental health support at work; on my own over the phone 

b Other e.g.: Home is usually a safe space but during the COVID-19 pandemic this was not the case; the level of psychological safety of location is a priority; a neutral venue (not at work, the 
home, or an office due to concerns of abuse). 

c Other e.g.: Community-based support; telephone based; vocational rehab consultant; family, friends, other peer counselors who don’t work for my agency; counsellor 
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Table 14: Preferences for what is most important for employers to consider in offering a mental health program that is available to workers outside of work  

Most important factor to consider (n=206) % 

Other 0.5 

Easy to access and use (e.g. convenient, flexible times) 6.3 

Ensure anonymity in accessing services 21.4 

Ensure no resulting negative consequences 19.9 

Provide time to ensure employees can access care 7.3 

Cost to worker 8.7 

Ensure it is evidence based and effective 21.4 

Accessible in multiple ways (e.g. online and in person) 4.4 

Cost to the employer 3.9 

Ensure physical space between work and the service 0.5 

Provide engaging and interesting content 2.4 

Provide face to face intervention options 3.4 

 
 
 
Respondents were asked to qualitatively respond to their views on what they perceived as future issues and considerations related to addressing mental health at work (Box 4).  
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Box 4. Qualitative responses: Future issues and considerations 
 
When asked to reflect on general changes in the nature of work and related considerations for mental health promotion, prevention and support, respondents identified challenges and future 
considerations for mental health support. A majority of responses focused on the shift to working remotely or working from home, predominantly in the context of the COVID-19 pandemic 
and with the recognition that remote work, or hybrid models, will likely become the norm across many types of work in the longer term. 
  
Isolation and Loneliness: Many challenges related to working from home and the related mental health impacts were identified, as described in the following quotation:  
 
“The challenges of working from home. Loneliness, isolation and lack of face-to-face contact. Stress of childcare responsibilities. (Manager, At-risk sector, Man)” 
 
Concerns about the effects of isolation as a result of remote working were raised frequently, with many respondents noting the inherent need for social connection and the risks associated 
with the lack of interaction with coworkers, as described below:  
 
“Remote working is a big issue - easier and cheaper but decreases social interaction and informal sources of support and can lead to isolation (Manager, Woman)” 
 
Identifying mental health concerns among remote workers:  Respondents also noted that it might be more difficult for coworkers and managers to recognize when people are struggling when 
they do not have opportunities for face-to-face interaction, and that it might be more challenging for workers to disclose mental health challenges and reach out for support. Several 
respondents noted that there is a need for more proactive approaches to supporting the mental health of workers:  
 
“Rather than mental health services coming from the organizational level, it will be necessary for direct supervisors and managers to make sure they know about the services  (Manager, 
Woman)” 
 
“People are getting more dispersed geographically with remote working and [online] meetings for communication. We need to develop new ways of support and picking up signs of stress in 
workers. They can hide it more easily while working remotely. Clear boundaries around work, no culture of 24-hour availability with clear policies on e-mail management etc. (Manager, 
Woman)” 
 
Work-Life Balance: A related theme in terms of the challenges of working remotely is the impact on work-life balance and perceived expectations of constant availability:  
 
“The flexibility of remote work has many advantages, but they are becoming wiped out due to the expectations (both real and imagined) that we should be working 24/7 because we can work 
from anywhere. (Manager, Woman)” 
 
Work Precarity and Instability: Though a large majority of responses related to the challenges posed by changes in work were focused on remote working and work from home, several 
respondents also described the challenges related to increased precarity and instability of work:  
 
“Precarious work offers less protection for workers and may increase stress at work. (Worker, Woman)” 
 
“Stability in employment is very important. Precarious work contributes to financial and job stress. (Worker, At-risk sector, Man)” 
 
Respondents also note that people in various forms of more precarious employment may lack access to the mental health supports that are available in formal work:  
 
“What EAP services are provided for those in the gig economy? When planning mental health responses, governments can[not] rely on employers if contractors are not covered for mental 
health support. Another avenue of support must be found or employers should be legislated to support gig / contract workers. (Worker, Woman)” 
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“The increase in work informality, which leads to a decrease in [access to] social security that offers specialized care in mental health matters8 (Manager, Man)” 
 
Considerations 
Several themes emerged related to future considerations for promoting and supporting mental health in the context of the changing nature of work. Tailored support via workplace policies 
and interventions to promote work-life balance and to support workers who are isolated while working at home are mentioned by many respondents. Flexibility is also a core theme, 
identified as a positive aspect of the shift to remote work, including by allowing work to be tailored more effectively to suit individual ways of working. This is described as beneficial for 
mental health by this respondent in the context of a pandemic:  
 
“More flexibility in hours and location of work is one good thing that has been brought up by this pandemic. That ability to be flexible and work in the way that is best for one's mental health 
and productivity should remain. (Worker, Woman)”  
 
Ongoing flexibility in work location and the way work is conducted was addressed many respondents, including via ongoing options for remote working or hybrid models to suit the specific 
needs for employees. Improving flexibility in location of work, working hours, etc. is described as a way to promote autonomy among workers and to support more inclusive and accessible 
ways of working, including for people with existing mental health problems: 
  
“Flexible working is a must, to ensure that those who need extra support with their mental health can be allowed to work to the best of their ability. (Worker, Woman)” 
 
“Considerations for telework when appropriate. Flexibility for employees to seek services, attend recovery meetings, etc. Supervisors building rapport and trust with their employees so that 
they know enough about their employees to manage their workload appropriately or understand when flexibility is needed. (Worker, Man)” 
 
An additional theme is the need to engage with workers to support them to adapt to changes affecting their work. This includes the need for transparent and open communication from 
management, the need for recognition that change can be challenging, and the need for appropriate supports to minimize the strain posed by such changes:  
 
“Dealing with change can exacerbate mental health issues. As such, it is even more important to provide support for mental health - particularly healthy mental states - in the workplace. 
(Manager, Woman)” 
 
“Continuous dialogue and participation of workers in the change is key. Helping individuals adapt and giving access to continuous learning, upskilling and reskilling is essential. (Worker, 
Woman)” 
 
Changes due to COVID-19 
Qualitative responses regarding the impact of COVID-19 on work and related implications for mental health promotion, prevention and support include several themes.  
 
Universal impact: The pervasiveness of the pandemic’s impact on mental health and wellbeing is a common theme, with respondents recognizing the psychosocial impact of the pandemic at a 
population level:  
 
“The changes the global workforce has experienced in the last year should be considered as a major stressful life event; one that people are experiencing individually and collectively. 
Employers, particularly those in charge of designing and delivering employee assistance plans need to be attuned to this and understand the principles of dealing with such experiences, how to 
facilitate people through them, and to understand that it is not a reflection of incompetence; but is a serious life event. (Worker, At-risk sector, Woman)” 

 
8 Translated to English from Spanish  
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Mental health impacts of the pandemic and related restrictions: In terms of specific mental health impacts and risk factors related to the pandemic and work, respondents described a number 
of challenges including experiences of fear, worry and uncertainty, grief and loss, financial stress and job insecurity. Similar to the previously-described responses about general changes in the 
nature of work, respondents note that the isolation experienced during the pandemic affects mental health, with one respondent stating: “The isolation is the biggest problem for me. Little 
human interaction causes people to overthink and overthink again.”  
 
One respondent describes the challenges of isolation while working from home, noting that their employer has taken positive steps to support employees by organizing opportunities to 
increase social connection:  
 
“People who like socializing are not getting these needs met as much during working hours, and social restrictions after hours prevent socializing as well! This has impacted my mental health 
greatly and I’ve had to be creative as to how to get those needs met. My department at work has been creative in getting social activities into the calendar. (Manager, At-risk sector, Woman)” 
 
Need for enhanced mental health support: Some respondents note the need for meaningful support for people experiencing mental health problems while working from home:  
 
“It should not be assumed that work from home is fine. It can be an issue for childcare, isolation, financial reasons. My employer says they recognize this but they don't actually DO anything. 
(Manager, Woman) ” 
 
Safety: An additional factor impacting mental health during the pandemic is access to safe work environments:  
 
“Workers need to feel safe in their working environment. Those who are working remotely and feeling stressed from that need to be provided safe ways to engage with coworkers in person. 
Workers who are required to work with others in person (and in close proximity) should be provided proper PPE by their employers. Workers who feel stressed because of the pandemic should 
be provided access to mental health professionals or resilience techniques. (Workers, Woman)” 
 
Considerations 
Congruent with the responses described above regarding the general shift to working from home, respondents note the need to adjust to ways of identifying and supporting people 
experiencing mental health problems while working remotely. This included the need for managers to remain accessible to workers, with clear communication and for management to engage 
in regular check-ins that encourage workers to discuss concerns beyond their immediate work tasks. Respondents also describe the need to provide capacity building to managers and 
supervisors to enable them to support mental health at work without being in physical proximity to employees. One respondent states:  
 
“Training for managers is also important to be able to identify the warning signs that can’t be seen in person, and mechanisms to raise concerns for welfare, with support that puts the 
individual at the center of efforts. (Worker, Woman)” 
 
Flexibility in work arrangements again emerged as a core theme related to work and the COVID-19 pandemic and beyond (for sectors where this is possible), with many respondents 
describing the need for flexible work arrangements in the longer term. For workers who are parents or caregivers during the pandemic, flexibility is described as necessary to support mental 
health and wellbeing:  
 
“Everyone has a different experience of mental health and there should be flexibility on how to deal with changes due to COVID e.g. allowing parents to work flexible hours. It is important for 
organizations to offer a range of support options. (Worker, Woman) ” 
 
Post-Pandemic Considerations: Many responses emphasized the implications for work and mental health post-pandemic, including calling for structural changes such as improved support for 
accessing mental health care and by addressing pervasive structural inequities. One respondent stated: 
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“I suppose it depends on what the "change in work" is. One should probably consider that under-resourced community members (e.g., people of color, rural communities, LGBTQ+ individuals) 
are getting hit the hardest in this pandemic and while it is great to get them resources to deal with the stress/mental issues they are experiencing... if the main source of the stress (like not 
having money to pay bills/support the family) is still present, then the mental health promotion can only go so far. (Worker, Woman)” 
 
Finally, many respondents recognize that following the pandemic the transition back to ‘pre-pandemic’ life and work will likely be challenging for many people:  
 
“Managing expectations and wellbeing during the transition to the "new normal" - whether than be back to the office or blended. Adjusting to COVID working was a huge shock and it will likely 
be the same the other way. (Worker, Woman)” 
 
“When people start going back to the office, some people are going to love it and others are going to struggle. I hope that managers, bosses, supervisors, coworkers, everyone respects that 
some people are going to struggle and need to ease back into "normal" life or will need accommodations. I think people have this idea that we'll snap our fingers and go back, but that's just 
not going to happen for everyone. (Manager, Woman) ” 
 

 

Section 4: At-risk workers  

 

23.7% (n=107) of respondents indicated that they were health (14.0%), humanitarian (6.4% international, 4.2% national), or emergency (3.1%) workers. This section presents results for this 
group only. 

 

Table 20. At risk workers sociodemographic data    

Gender (n=107) Woman  Man  Transgender Other  Prefer not to say   

%  67 38 0 2 0  

Country income group (n=101) Low income Lower middle income Upper middle income High income   

% 3 15 13 70   

WHO Region (n=101) African Americas European Eastern Mediterranean  South East Asia Western Pacific 

% 13 26 32 8 4 18 

 

Awareness 
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Table 15: How many respondents are aware of the intervention options for mental health and work?   

Interventions (n=92; Total responses: n=480) % of responses 

Psychosocial interventions  90.2 

Leisure-based physical activity  77.2 

Health promotion 80.4 

Training 78.3 

Screening programmes 67.4 

Return to work 68.5 

Vocational support  59.8 

Organizational interventions  65.2 

 

Access and use 

 

Table 22. How many respondents have access to the interventions at or through the support of work? How many have used the interventions at or through the support of work?  

Access to intervention:  Access to: Previously used: Would you ever use it: 

Psychosocial interventions    % (n=83)  % (n=79) % (n=41) 

Yes 75.9 45.6 65.9 

No 20.5 53.2 17.1 

Unsure  3.6 1.3 17.1 

Leisure-based physical activity   % (n=69) % (n=67) % (n=31) 

Yes 34.8 41.8 71.0 
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Access to intervention:  Access to: Previously used: Would you ever use it: 

No 59.4 47.8 16.1 

Unsure  5.8 10.4 12.9 

Health promotion  % (n=71)  % (n67) % (n=29) 

Yes 63.4 55.2 65.5 

No 28.2 43.3 20.7 

Unsure 8.4 1.5 13.8 

Training   % (n=68)  % (n=61) % (n=26) 

Yes 60.1 55.7 69.2 

No 32.3 44.3 19.2 

Unsure 7.3 0 11.5 

Screening programmes   % (n=58) % (n56) % (n=34) 

Yes 39.7 35.7 64.7 

No 51.7 62.5 20.6 

Unsure 8.6 1.8 14.7 

Return to work  % (n=56) % (n52) % (n=33) 

Yes 58.9 34.6 57.6 

No 26.8 63.5 18.2 

Unsure 14.3 1.9 24.2 

Vocational support  % (n=49) % (n=47) % (n=37) 

Yes 38.8 19.1 64.9 

No 46.9 78.7 13.5 

Unsure 14.3 2.1 21.6 

Organizational interventions  % (n=56) % (n=54) N/A 

Yes 41.1 50  

No 44.6 44.4  
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Access to intervention:  Access to: Previously used: Would you ever use it: 

Unsure 14.3 5.6  

 

Perceived ease of access 

 

Table 16. How easy did respondents find accessing the interventions that they said they had used? For those who have not used the intervention before, how easy do they perceive access to 
be? 

Easy to access intervention?  Ease of access (if previously used): Perceived ease of access (if previously not used): 

Psychosocial interventions  % (n=36) % (n=42) 

Very easy 33.3 14.3 

Easy 50 28.6 

Neutral 2.8 35.7 

Difficult 8.3 9.5 

Very difficult 2.8 4.8 

Unsure 2.8 7.1 

Leisure-based physical activity   % (n=27) % (n=32) 

Very easy 18.5 21.9 

Easy 51.9 6.3 

Neutral 18.5 37.5 

Difficult 11.1 9.4 

Very difficult 0 6.3 

Unsure 0 18.8 

Health promotion  % (n=37) % (n29) 

Very easy 29.7 3.5 

Easy 56.8 27.6 
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Easy to access intervention?  Ease of access (if previously used): Perceived ease of access (if previously not used): 

Neutral 8.1 10.3 

Difficult 2.7 20.7 

Very difficult 2.7 13.8 

Unsure 0% 24.1 

Training  % (n34) % (n=26) 

Very easy 20.6 3.9 

Easy 52.9 26.9 

Neutral 23.5 26.9 

Difficult 2.9 19.2 

Very difficult 0 3.9 

Unsure 0 19.2 

Screening programmes  % (n=20) % (n=35) 

Very easy 40.0 0 

Easy 40.0 17.1 

Neutral 5.0 25.6 

Difficult 10.0 20.0 

Very difficult 0 20.0 

Unsure 5.0 14.3 

Return to work  % (n=18) % (n=32) 

Very easy 61.1 9.4 

Easy 11.1 25.0 

Neutral 5.6 12.5 

Difficult 16.7 21.9 

Very difficult 5.7 9.4 

Unsure 0 21.9 
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Easy to access intervention?  Ease of access (if previously used): Perceived ease of access (if previously not used): 

Vocational support  % (n=9) % (n=37) 

Very easy 22.2 2.7 

Easy 33.3 27.0 

Neutral 11.1 13.5 

Difficult 22.2 18.9 

Very difficult 11.1 13.5 

Unsure 0% 24.3 

Organizational interventions  % (n=27) % (n=27) 

Extremely easy 7.4 3.7 

Somewhat easy 25.9 14.8 

Neither easy nor 
difficult 

18.5 18.4 

Somewhat difficult 40.7 37.0 

Extremely difficult 7.4 22.2 

Unsure N/A 3.7 

 
 
 
Perceived benefits and concerns 

Table 24. Perceived benefits of the interventions  

Benefits:  Psychosocial 
interventions 
(n=83; Total 
responses n=288) 
% 
 

Leisure-based 
physical activity 
(n=69; Total 
responses 
n=205) 
% 

Health 
promotion 
(n=71; Total 
responses 
n=224) 
% 

Training 
(n=67; Total 
responses 
n=242) 
% 

Screening 
programmes 
(n=55; Total 
responses 
n=147) 
% 

Return to work 
(n=54; Total 
responses 
n=166) 
% 

Vocational 
support  
(n=47; Total 
responses 
n=127 
% 

Organizational 
interventions 
(n= 54; Total 
responses n=176) 
% 

There are no 
benefits 
 

0.7 0.0 0.0 0.0 0.0 0.0 0.0 0.0 

Unsure 0.3 1.0 1.8 0.0 4.1 2.4 7.9 1.7 
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Benefits:  Psychosocial 
interventions 
(n=83; Total 
responses n=288) 
% 
 

Leisure-based 
physical activity 
(n=69; Total 
responses 
n=205) 
% 

Health 
promotion 
(n=71; Total 
responses 
n=224) 
% 

Training 
(n=67; Total 
responses 
n=242) 
% 

Screening 
programmes 
(n=55; Total 
responses 
n=147) 
% 

Return to work 
(n=54; Total 
responses 
n=166) 
% 

Vocational 
support  
(n=47; Total 
responses 
n=127 
% 

Organizational 
interventions 
(n= 54; Total 
responses n=176) 
% 

 

Other 
 

0.3 0.0 0.0 0.0 0.7 0.6 0.8 0.6 

Benefits morale 
 

14.9 14. 16.1 20.2 13.6 14.5 13.4 22.2 

Affordable for 
employer 
 

8.3 9.8 8.9 6.6 7.5 10.2 7.9 13.1 

Affordable for 
worker 
 

18.7 20.0 17.9 13.6 16.3 16.9 15.7 13.6 

Removes barriers 
(i.e. stigma) 
 

14.2 4.9 9.8 19.4 9.5 10.8 11.0 15.3 

Benefits mental 
health 

24.3 29.8 25.4 24.4 29.9 27.7 26.0 22.2 

Convenient  18.15 20.5 20.1 15.7 18.4 16.9 17.3 11.4 

 

Table 25. Perceived concerns of the interventions  

Concerns: Psychosocial 
interventions 
(n=81; Total 
responses n=146) 
%  

Leisure-based 
physical 
activity (n=67; 
Total 
responses 
n=86) 
% 

Health 
promotion 
(n=70; Total 
responses n=99) 
% 

Training 
(n=66; Total 
responses 
n=92) 
 
% 

Screening 
programmes 
(n=55; Total 
responses n= 101) 
% 

Return to work 
(n=53; Total 
responses 
n=92) 
% 

Vocational 
support  
(n=47; Total 
responses n=76) 
% 

Organizational 
interventions 
(n=53; Total 
responses n=81) 
% 

Unsure 
 

0.7 12.8 10.1 2.2 3.0 5.4 10.5 3.7 

No concerns 
 

13.0 33.7 27.3 31.5 11.9 15.25 10.5 17.3 

Other 
 

6.8 a 5.8 6.1 b 4.3 c 4.0 d 2.2  1.3 e 7.4 f 
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Concerns: Psychosocial 
interventions 
(n=81; Total 
responses n=146) 
%  

Leisure-based 
physical 
activity (n=67; 
Total 
responses 
n=86) 
% 

Health 
promotion 
(n=70; Total 
responses n=99) 
% 

Training 
(n=66; Total 
responses 
n=92) 
 
% 

Screening 
programmes 
(n=55; Total 
responses n= 101) 
% 

Return to work 
(n=53; Total 
responses 
n=92) 
% 

Vocational 
support  
(n=47; Total 
responses n=76) 
% 

Organizational 
interventions 
(n=53; Total 
responses n=81) 
% 

Expensive for 
employer 
 

4.1 1.2 6.1 10.9 5.0 2.2 3.9 12.35 

Expensive for worker 
 

7.5 8.1 5.1 6.5 2.0 3.3 1.3 4.9 

Difficult to access 
 

8.2 11.6 10.1 7.6 8.9 15.2 25.0 14.8 

Inconvenient 
 

5.5 15.1 10.1 14. 6.9 8.7 5.3 8.6 

Fear of judgment/ 
stigma  
 

28.8 8.1 11.1 15.2 32.7 26.2 22.4 16.0 

Lack of privacy / 
confidentiality 

25.3 3.5 14.1 7.6 25.7 21.7 19.7 14.8 

a Other e.g.:  Personal mental barriers; some locations have accessibility and/or language limitations; not always the best type of support for all persons/issues; usually Western-oriented; 
perceived lack of confidentiality; quality of support. 
b Other e.g.: Can be generic and Eurocentric; no concrete knowledge on the impact; fear of being judged and receiving obvious advice; support is tied to insurance benefits; lack of motivation. 
c Other e.g.: Can be generic and redundant at time; training is conducted on personal time; lack of accessibility (e.g. internet access); tired of online trainings; unable to complete work related 
tasks; uncertain about mental health impact; time consuming. 
d Other e.g.: Could have a negative impact on mental health; could increase stigma; high cost to the organization; concerns of confidentiality, sensitivity, and discrimination; perpetuates the 
medical model; need for adequate management and assistance from the organization. 
e Other e.g.: Good change management requires management to travel to the field and interact with staff which can be time consuming and costly in different settings but has long term benefits; 
benefit is not always obvious for the employee and they can be blamed for not taking advantage by the organization if they do not participate; fear of criticizing the intervention; less time for 
employees to complete their work tasks; employees may not understand the situation of having a colleague with a mental health problem.  

 

Table 26. Given benefits and concerns, would you recommend this intervention be used at work 

Psychosocial interventions (n=78)  % 

Yes 91.0 

No 2.6 



WEB ANNEX: EVIDENCE PROFILES AND SUPPORTING EVIDENCE 

 

  341 

Unsure  2.6 

Other 3.9 

Leisure-based physical activity (n=67)  % 

Yes 85.1 

No 1.5 

Unsure  10.5 

Other 3.0 

Health promotion (n=71)  % 

Yes 86.0 

No 0 

Unsure 12.7 

Other 1.4 

Training (n=67)  % 

Yes 92.5 

No 0 

Unsure 6.0 

Other 1.5 

Screening programmes (n=57)  % 

Yes 68.4 

No 8.8 

Unsure 21.1 

Other 1.8 

Return to work (n=54)  % 

Yes 83.3 

No 0 

Unsure 14.8 
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Other 1.9 

Vocational support (n=48)  % 

Yes 72.9 

No 0 

Unsure 25.0 

Other 2.1 

Organizational interventions (n=55)  % 

Yes 89.1 

No 3.6 

Unsure 7.3 

Other N/A  

 

Barriers to participating in interventions 

 

Respondents were asked if they had considered participating in an intervention but did not do so, which interventions they had considered, and their reasons for not participating - so as to elicit 
potential barriers to participation. 40.2% (n= 33) of at-risk workers said that they would consider participating in a mental health and work intervention, whilst 59.8% (n= 49) of at-risk workers 
said they could not.  

 

Table 27. Interventions respondents considered participating in but did not 

Intervention (n=33) % 

Psychosocial interventions 39.4 

Leisure-based physical activity  15.1 

Health promotion 6.1 

Training 12.1 
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Intervention (n=33) % 

Screening programmes 9.15 

Return to work 6.1 

Vocational support  3.0 

Organizational interventions 9.1 

 
 

Table 28. Reasons for not participating 
 

Reason to not participate: (n=32; Total responses n=95) % 

Did not have time  16.8 

Was not able to access the services or program 8.4 

Was worried about privacy  12.6 

Preferred to manage by myself 12.6 

Did not think it would help/be effective 7.4 

Afraid to ask for help from my manager or employer 8.4 

Afraid my co-workers would find out 6.3 

Did not feel I needed to participate 5.3 

Could not afford it 2.1 

Lack of choice in service types 5.3 

Work is not responsible for supporting or promoting the mental health and wellbeing or workers 1.1 

I am too focused on meeting my basic needs (food, clothing, shelter) 2.1 

Other 3.2 a 

I was worried that asking for help would lead to negative consequences 8.4 

a Other e.g.: Most people are too inexperienced to help me and the system is not responsive to my needs; did not trust the organizers; work wouldn’t provide referral to occupational health 
services 
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Preferences on help-seeking and how to access interventions for mental health at work  

 

Help-seeking 

 

Table 29. Preferences for who to speak to about mental health concerns at work 
 

 Very comfortable  

% 

Comfortable  

% 

Neither comfortable or 
uncomfortable  

% 

Uncomfortable  

 

% 

Very uncomfortable  

% 

N/A  

 

% 

Colleagues (n=81) 25.9 35.8 14.8 13.6 7.4 2.5 

Managers (n=79) 15.2 25.3 17.7 22.8 17.7 1.3 

Human resources (n=78) 14.1 23.1 18.0 21.8 21.8 1.3 

Union (n=77) 15,6 18.2 22.1 12.3 6.5 23.4 

Health services at work 
(n=77) 

20.8 26.0 15.6 9.1 7.8 20.8 

Health services outside of 
work (n=78) 

48.7 39.7 6.4 3.9 0 1.3 

 

Table 30. Preferences for who to seek support from for mental health concerns at work 

  Colleagues % Managers % Human resources % Union   

% 

Health services at 
work  

% 

Health services 
outside of work  

% 

First experiencing mental health concerns at work 
(n=80; Total responses n=161) 

21.7 23.0 7.4 4.3 19.2 24.2 
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  Colleagues % Managers % Human resources % Union   

% 

Health services at 
work  

% 

Health services 
outside of work  

% 

Seeking ongoing support for mental health at work 
(n=19; Total responses n=26) 

19.2 7.7 7.7 11.5 23.15 30.8 

Deciding whether or not to take a leave of absence 
due to mental health? (n=16; Total responses n=26) 

7.7 26.9 23.1 3.8 15.4 23.1 

Returning to work after leave for mental health 
reasons? (n=15; Total responses n=32) 

12.5 31.2 18.7 12.5 12.5 12.5 

 

How to access 

Table 17. Preferences for accessing interventions for mental health without the facilitation of a manager (n=82) 
 

 % 

Very important (I do not want my work to know I am accessing services) 59.8 

Somewhat important  26.8 

Neutral 4.9 

Somewhat unimportant  1.2 

Very unimportant (I do not mind if my employer knows that I am accessing services) 3.7 

Unsure 2.4 

Depends on the intervention 1.2 
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Table 18. Preferences for mode, location and provider of intervention delivery  

Mode  (n=79; Total responses n=127) % 

Other a 0.8 

On my own, digitally (online/ self-directed) 29.15 

On my own, in person 48.0 

In a group, digitally (online) 9.4 

In a group, in person 12.6 

Location (n=82; Total responses n=150) % 

I would not be interested in support 0.7 

Other b 0.7 

Outside of work (not home) 38.0 

Online 27.3 

At home 19.3 

At work 14.0 

Provider (n==82; Total responses n=134) % 

I would not be interested in support 0 

Other c 3.7 

No one/ on your own 2.2 

Online app or web based program 17.2 

Health worker 53.7 
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Human resources/ occupational health manager  12.7 

Manager 10.4 

a Other e.g.: Not sure they would be comfortable accessing personal mental health services or programs at work. 
b Other e.g.: Normally home is a safe space, but not during the COVID-19 pandemic and the psychological safety level of the place is important.  
c Other e.g.: Community-based support; Vocational rehab consultant; Family, friends, and external peer counsellors. 
 

Table 19. Preferences for what is most important for employers to consider in offering a mental health program that is available to workers outside of work (n=73) 
 

Most important factors to consider  % 

Other 1.4 

Easy to access and use (e.g. convenient, flexible times) 8.2 

Ensure anonymity in accessing services 19.3 

Ensure no resulting negative consequences 11.0 

Provide time to ensure employees can access care 5.5 

Cost to worker 11.0 

Ensure it is evidence based and effective 24.7 

Accessible in multiple ways (e.g. online and in person) 6.9 

Cost to the employer 2.7 

Ensure physical space between work and the service 1.4 

Provide engaging and interesting content 1.4 

Provide face to face intervention options 6.9 
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Box 5. Qualitative responses: values and preferences of the at-risk sectors 
 
Key themes emerging from qualitative responses regarding specific considerations related to at-risk work for mental health promotion, prevention and support at work.  
 
At-risk workers indicated that despite working in high-stress and challenging contexts, the sense of meaning and contribution achieved through their work creates a balance between 
positive and negative mental health impacts: “It is extremely gratifying to support others with their mental health problems but at the same time it takes its toll. So it sort of evens out.” For 
at-risk workers indicating that work has a more negative impact on their mental health, challenges such as limited resources, high workloads, and the nature of their work are core 
contributing factors:  
 
“I work in a very stressful environment, with few staff members and a high demand on turn-around time. Because we are assisting others with mental health issues, we often suffer from 
compassion fatigue. (Manager, Woman)” 
 
The context of work also impacts on mental health. Two respondents describe the impact of contextual challenges in different settings:  
 
“My work is complex and exhausting. People management is particularly challenging as there are high levels of violence in the country (tribal, domestic and child abuse) and low capacity in 
the team. In addition corruption is high and it is challenging to build capacity in a health and education system that is dysfunctional/broken. Now we have COVID. (Manager, Woman)”  
 
“I am a health care worker in a under-resourced province and we are frequently faced with situations where we know what the patient need but are not able to provide the patient with 
those services. In spite of working in a hospital with a very progressive and supportive management and co-workers, our frustrations lie in the lack of available services for mental health care 
users in the community. Moral injury has become a part of everyday life for us. (Manager, Man)” 
 
We asked at-risk workers to reflect on the factors uniquely related to their work in health service delivery, emergency response, and/or the humanitarian sector that should be considered. 
Several key themes emerged, including several mental health risk factors, safety and security concerns, poor work-life balance due to workload and frequent relocation, and direct and 
indirect experiences of potentially traumatic events. Some respondents describe the mental health impact of violence among both staff and clients: 
  
“Many staff are exposed to violence and receive no support. Many staff are talking to beneficiaries exposed to violence without any training on how to tackle sensitive issues minimizing 
potential mhpss [mental health and psychosocial] harm (eg: victims of torture with no knowledge on revictimization). I have raised this issue to no avail. (Manager, Woman)” 
 
Another prominent theme is the impact of the work culture and attitudes about mental health, including a culture in which experiencing and seeking support for mental health problems or 
distress might be considered a weakness. One respondent describes a culture in which there is “some degree of machismo on not being affected”: 
  
“Most staff (and/or their families) are experiencing the same disaster/emergency/situation as the beneficiaries they are serving; vicarious trauma; cross-cultural tensions; workers in 
locations away from home/loved ones and/or frequently deploying away from home; the 'jadedness' that can come from the work after being in it a long time, especially around 
'bureaucratical [sic] hoops' they have to jump through; common "savior complex" combined with "push through" attitude; moral injury; remote locations. (Worker, Woman)” 
 
“The issues we have are the masculine culture within manufacturing that is wary and resistant to engaging in mental health initiatives or accessing services. More needs to be done in this 
industry to promote mental health and wellbeing and to normalize promotion, prevention and response initiatives. (Non-manager, Man)”  
  
Respondents made a number of recommendations for mental health support. Acceptability and cultural appropriateness of mental health interventions is essential for, as described in the 
following quotation:  
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“Cultural models of health, wellbeing, and mental health. Most organizations use counseling via EAP as primary support vehicle, but many parts of the world associate counseling with 
psychiatry and pathology rather than wellbeing which creates barriers to use. Each org needs to do work to educate staff around these supports while also seeking to better understand local 
models of wellbeing and support which are more likely to be seen as supportive. (Manager, Man)” 
 
One respondent summarizes the types of support needed in reference to existing and ongoing challenges of working in mental health crisis support:  

“Where do I begin? Accepting that we are also human, promoting trauma-informed support programs, more time off to care for ourselves and our families, acceptance that people working 
in the mental health field also have mental health issues, and are burdened with family members who have mental health issues, and yet we're the ones who are supposed to be supporting 
everyone else. It's been rough lately. It would also be nice if crisis teams could have backup so we could all go on retreat together! (Worker, Gender fluid/non-binary)” 

 

Section 5: Manager values and preferences  

 

Sections 5 reports responses from respondents who work in a supervisory or managerial role. 51.9% (N=165) of respondents indicated that they were in a manager / supervisor role.  

Table 20. Manager sociodemographic data    

Gender (n=165) Woman  Man  Transgender Other  Prefer not to say   
 

%  68.5 30.9 0 0 0.6   
Country income group (n=157)  Low income Lower middle income Upper middle income High income    

% 1.9 5.7 19.7 72.6    

WHO Region (n=157) African Americas European Eastern Mediterranean  South East Asia Western Pacific  

% 13.4 25.5 42.7 2.5 2.5 13.4  

 

Regarding manager experience and confidence with providing referrals or information: 67.3% (n=72) of managers reported that they have provided a referral or information to their workers on 
how to access support- whereas 32.7% (n=35) said that they have not.  

 

Table 21: Have managers referred/provided information to their workers, how confident are they about the interventions?  

 Previously referred or gave information about, to a worker Confidence 

Psychosocial interventions n=115  % n=120  % 

Other  2.6 Very confident and informed  59.2 

Unsure  1.7 Need (more) information  25.8 
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 Previously referred or gave information about, to a worker Confidence 

No  20.0 Unsure  2.5 

Yes  67.8 Need (more) training  11.7 

Not related to my work  2.6 Other   0.8 

Not available  5.2     

Leisure-based physical activity  n=104  % n=104  % 

Other  0.0 Very confident and informed  51.9 

Unsure  1.9  Need (more) information  25.0 

No  40.4 Unsure  11.5 

Yes  46.2 Need (more) training  11.5 

Not related to my work  1.0  Other   0.0 

Not available  10.6     

Health promotion n=101  % n=103  % 

Other  0.0 Very confident and informed  55.3 

Unsure  7.9 Need (more) information  24.3 

No  30.7 Unsure  7.8 

Yes  54.5 Need (more) training  12.6 

Not related to my work  0.0 Other   0.0 

Not available  6.9    

Training n=88  % n=92  % 

Other  1.1 Very confident and informed  54.4 

Unsure  3.4 Need (more) information  27.2 

No  26.1 Unsure  4.4 

Yes  61.4 Need (more) training  14.1 

Not related to my work  0.0 Other   0.0 

Not available  8.0    
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 Previously referred or gave information about, to a worker Confidence 

Screening programmes n=74  % n=80  % 

Other  1.4 Very confident and informed  33.8 

Unsure  6.8 Need (more) information  32.5 

No  39.2 Unsure  12.5 

Yes  33.8 Need (more) training  20.0 

Not related to my work  1.4 Other   1.3 

Not available  17.6    

Return to work n=78  % n=79  % 

Other  0.0 Very confident and informed  46.8 

Unsure  6.4 Need (more) information  30.4 

No  37.2 Unsure  7.6 

Yes  44.9 Need (more) training  15.2 

Not related to my work  5.1 Other   0.0 

Not available  6.4    

Vocational support n=54  % n=56  % 

Other  0.0 Very confident and informed  26.8 

Unsure  5.6 Need (more) information  39.3 

No  40.7 Unsure  10.7 

Yes  33.3 Need (more) training  23.2 

Not related to my work  7.4 Other   0.0 

Not available  13.0    

Organizational interventions n=73  % n=74  % 

Other  0.0 Very confident and informed  41.9 

Unsure  8.2 Need (more) information  29.7 

No  28.8 Unsure  14.9 
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 Previously referred or gave information about, to a worker Confidence 

Yes  45.2 Need (more) training  29.7 

Not related to my work  0.0 Other   2.7 

Not available  17.8    

 

Barriers for managers to providing information about interventions to workers 

 

Table 22. Why have managers not referred/ provided information? (n=32) 

Reasons for not referring % 

Other a 25.0 

It is not related to my job 46.9 

I do not know what is available at my work 6.3 

It is not available at / through my work  21.9 

a Other e.g.: I haven’t needed to/it has never come to my attention; do not know colleagues well enough to have such conversations. 

 

Manager values and preferences in supporting workers in distress / experiencing mental health problems 

 

Table 23. Confidence to support workers  

Confidence  % 

Confidence to support a worker in distress /experiencing mental 
health problems (n=106) 

Very unconfident 2.8 

Somewhat unconfident 7.6 

Neutral  10.4 
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Confidence  % 

Somewhat confident 40.6 

Very confident 38.7 

What would help managers feel more confident to support their 
workers? (n=121) 

Other 2.5 

I feel confident and informed 5.0 

Need organizational infrastructure 23.1 

(More) training 26.5 

(More) information on interventions 26.5 

(More) information on mental health 16.5 

 

Manager values and preferences in accessing training to improve knowledge, attitudes, skills, to support workers 

 

Table 38. Manager training access 

  % 

Ease of access to training (n=103) I can access it when needed 60.0 

I am not able to access 30.5 

Other  9.5 

Preferences on how to access training  (n=104; Total responses 
n= 225) 

Other  0.4 

On my own, digitally (online / self-directed) 25.8 

On my own, in person 20.4 
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  % 

In a group, digitally (online) 26.7 

In a group, in person 26.7 

 

Section 6: At-risk sectors, managers  

 

Sections 5 reports responses from respondents who work in a supervisory or managerial role. 14% of respondents indicated that they were in a manager / supervisor role in an at-risk sector 
(N=63).  

 

Table 24. Manager sociodemographic data    

Gender (n=63) Woman  Man  Transgender Other  Prefer not to say   
 

%  60.3 39.7 0 0 0   
Country income group (n=60)  Low income Lower middle income Upper middle income High income    

% 5.0 11.7  16.7 66.7    

WHO Region (n=60) African Americas European Eastern Mediterranean  South East Asia Western Pacific  

% 16.7 25.0 30.0 1.7 6.7 20.0  

 

Regarding manager experience and confidence with providing referrals or information, 81.8% (n=36) of managers in an at-risk sector reported that they have provided a referral or information to 
their workers on how to access support whereas 18.2%% (n=8) said that they have not.  

 

Table 25. Have managers referred/provided information to their workers, how confident are they about the interventions?  

 Previously referred or gave information about, to a worker Confidence 

Psychosocial interventions n=49  % n=51  % 

Other  0 Very confident and informed  66.7 

Unsure  2.0 Need (more) information  25.5 
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 Previously referred or gave information about, to a worker Confidence 

No  6.1 Unsure  0 

Yes  85.7 Need (more) training  7.8 

Not related to my work  4.1 Other   0 

Not available  2.0    

Leisure-based physical activity  n=44  % n=46  % 

Other  0 Very confident and informed  54.3 

Unsure  0 Need (more) information  28.3 

No  31.8 Unsure  4.3 

Yes  61.4 Need (more) training  13.0 

Not related to my work  0 Other   0 

Not available  6.8    

Health promotion  n=46  % n=47  % 

Other  0 Very confident and informed  68.8 

Unsure  8.7 Need (more) information  17.0 

No  15.2 Unsure  4.3 

Yes  69.6 Need (more) training  14.9 

Not related to my work  0 Other   0 

Not available  6.5    

Training  n=39  % n= 41  % 

Other  0 Very confident and informed  58.5 

Unsure  0 Need (more) information  26.8 

No  20.5 Unsure  4.8 

Yes  71.8 Need (more) training  9.8 

Not related to my work  0 Other   0 

Not available  7.7    
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 Previously referred or gave information about, to a worker Confidence 

Screening programmes  n=39  % n=41  % 

Other  0 Very confident and informed  43.9 

Unsure  5.1 Need (more) information  31.7 

No  30.8 Unsure  9.8 

Yes  48.7 Need (more) training  14.6 

Not related to my work  2.6 Other   0 

Not available  12.8    

Return to work  n=33  % n=34  % 

Other  0 Very confident and informed  47.1 

Unsure  3.0 Need (more) information  26.5 

No  30.3 Unsure  8.8 

Yes  54.5 Need (more) training  17.6 

Not related to my work  6.1 Other   0 

Not available  6.1    

Vocational support  n=30  % n=31  % 

Other  0 Very confident and informed  32.3 

Unsure  6.7 Need (more) information  35.5 

No  33.3 Unsure  9.7 

Yes  43.3 Need (more) training  22.6 

Not related to my work  6.7 Other   0 

Not available  10.0    

Organizational interventions n=36  % n=38  % 

Other  0 Very confident and informed  23.7 

Unsure  5.6 Need (more) information  42.1 

No  25.0 Unsure  15.8 
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 Previously referred or gave information about, to a worker Confidence 

Yes  44.4 Need (more) training  13.2 

Not related to my work  0 Other   5.3a 

Not available  25.0    

a Other e.g.: Trying to implement interventions but upper management obstructs; depends on the leaders changing their level of ambition.  

 

Barriers for managers to providing information about interventions to workers 

 

Table 26. Why have managers not referred/ provided information?  

(n=6) % 

Other 0 

It is not related to my job 83.3 

I do not know what is available at my work 0 

It is not available at / through my work  16.7 

 

Manager values and preferences in supporting workers in distress / experiencing mental health problems 

 

Table 27: Confidence to support workers  

  % 

Confidence to support a worker in distress /experiencing mental 
health problems (n=43) 

Very unconfident 41.9 

Somewhat unconfident 32.6 

Neutral  11.6 
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  % 

Somewhat confident 9.3 

Very confident 4.6 

What would help managers feel more confident to support their 
workers? (n=50) 

Other 2.0 a 

I feel confident and informed 6.0 

Need organizational infrastructure 22.0 

(More) training 28.0 

(More) information on interventions 26.0 

(More) information on mental health 16.0 

a Other e.g.: Having referral sources available in their country that are proven to be effective. 

 

Manager values and preferences in accessing training to improve knowledge, attitudes, skills, to support workers 

 

Table 43. Manager training access 

Accessing training  % 

Ease of access to training (n=43) I can access it when needed 67.4 

I am not able to access 27.9 

Other  4.6 

Preferences on how to access training  (n=41; Total responses 
n=97) 

Other  1.1 

On my own, digitally (online / self-directed) 23.0 
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Accessing training  % 

On my own, in person 24.1 

In a group, digitally (online) 21.8 

In a group, in person 29.9 

 

Section 7: Providers values and preferences 

We assessed the capacity building preferences of people who provide mental health interventions at work. 53.3% (172) of respondents indicated that they worked in a profession to support the 
mental health of workers. These respondents indicated they work in one for the following roles, and were asked to choose all that applied: union representative (3.6%, n=8) employee assistance 
program provider (5.4%, n=12), mental health worker (18.2%, n=40), human resources (20.4%, n=45), other (22.7%, n=50), occupational health and safety (29.5%, n=65). Other included the 
following roles: in-country director of non-governmental organisation with staff duty of care and MHPSS integration responsibilities; line manager; global staff care; student support worker; 
workplace mental health education provider.  

 

Table 28. Providers sociodemographic data    

Gender (n=172) Woman  Man  Transgender Other  Prefer not to say   
 

%  70.3 29.7 0 0 0   
Country income group (n=161)  Low income Lower middle income Upper middle income High income    

% 2.5 6.2 16.1 75.1    

WHO Region (n=161)  African Americas European Eastern Mediterranean  South East Asia Western Pacific  

% 13.0 24.2 37.9 3.7 3.1 18.0  

 

Table 29. Capacity building preferences for providers 
 

(n=69; Total responses=238) 
 

% 

Unsure 0.0 
Other 0.4 
Health and safety (e.g. mitigating risks) 11.8 
More information on interventions for work and mental health 14.3 
Evidence about the effectiveness of interventions 17.2 
Training on specific interventions 18.1 
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(n=69; Total responses=238) 
 

% 

Crisis management 18.9 
Instructions on next steps to strengths mental health care/protection for workers 19.3 

 

Table 30. Provider experiences with training and/or in developing and managing Employee Assistance Programs (EAPs) for their employees (n=70) 

 
 

Count % 

Yes 26 37.1 
No 44 62.9 
Other 0 0 

 

Table 47. Have providers referred/provided information to workers, how confident are they about the interventions?  

 Previously referred or gave information about, to a worker Confidence 

Psychosocial interventions  n=79  % n=79  % 

Other  0 Very confident and informed  67.1 

Unsure  1.3 Need (more) information  19.0 

No  8.9 Unsure  2.5 

Yes  81.0 Need (more) training  10.1 

Not related to my work  2.5 Other   1.3 

Not available  6.3    

Leisure-based physical activity n=70  % n=68  % 

Other  0 Very confident and informed  58.2 

Unsure  2.9 Need (more) information  22.1 

No  32.9 Unsure  8.8 

Yes  52.9 Need (more) training  10.3 

Not related to my work  1.4 Other   0 

Not available  10.0    



WEB ANNEX: EVIDENCE PROFILES AND SUPPORTING EVIDENCE 

 

  361 

 Previously referred or gave information about, to a worker Confidence 

Health promotion n=69  % n=70  % 

Other  0 Very confident and informed  67.1 

Unsure  11.6 Need (more) information  17.1 

No  15.9 Unsure  5.7 

Yes  66.7 Need (more) training  10.0 

Not related to my work  0 Other   0 

Not available  5.8    

Training  n=66  % n=66  % 

Other  0 Very confident and informed  63.6 

Unsure  1.5 Need (more) information  24.2 

No  19.7 Unsure  3.0 

Yes  71.2 Need (more) training  9.1 

Not related to my work  0 Other   0 

Not available  7.6    

Screening programmes  n=55  % n=59  % 

Other  1.8 Very confident and informed  37.3 

Unsure  7.3 Need (more) information  32.2 

No  30.9 Unsure  10.2 

Yes  40.0 Need (more) training  18.6 

Not related to my work  0 Other   1.7 

Not available  20.0    

Return to work  n=57  % n=57  % 

Other  0 Very confident and informed  54.4 

Unsure  7.0 Need (more) information  26.3 

No  26.3 Unsure  8.8 



GUIDELINES ON MENTAL HEALTH AT WORK  

 362 

 Previously referred or gave information about, to a worker Confidence 

Yes  56.1 Need (more) training  10.5 

Not related to my work  3.5 Other   0 

Not available  7.0    

Vocational support  n=39  % n=40  % 

Other  0 Very confident and informed  32.5 

Unsure  5.1 Need (more) information  32.5 

No  38.5 Unsure  10.0 

Yes  35.9 Need (more) training  25.0 

Not related to my work  5.1 Other   0 

Not available  15.4    

Organizational interventions  n=56  % n=59  % 

Other  0 Very confident and informed  40.7 

Unsure  7.1 Need (more) information  32.2 

No  19.6 Unsure  13.5 

Yes  57.1 Need (more) training  10.2 

Not related to my work  0 Other   3.4 a 

Not available  16.1    

a Other e.g.: Trying to implement interventions but upper management obstructs; depends on the leaders changing their level of ambition.  
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SUPPORTING EVIDENCE: Mental Health and Work in the Informal Economy 
 
Qualitative interviews with providers and professionals in the informal economy 

Prepared by: Georgia Michlig (Johns Hopkins University, USA) 

Objectives 
 
While the vast majority of research to date on work-related mental health and interventions to support the mental health of workers has occurred in the formal sector, the informal economy 
accounts for the majority of all global employment; approximately two billion workers9. Over 69% of all employment in low- and middle-income countries is in the informal sector. Workers in this 
sector are more commonly youths or the elderly, have lower levels of educational attainment, and greater levels of poverty than workers in the formal economy. These workers face greater 
vulnerability in their work, lack guarantees to decent working conditions due to the lack of regulation, and lack basic social protections in many national contexts.  
 
While workers in the informal sector represent the majority globally and face a myriad of risk factors for poor mental health and lack of access to basic protections and mental health services, 
there is a dearth of evidence on work-related mental health and interventions to support this population. The objective of this study was to explore mental health problems perceived to be 
experienced in the context of work in the informal economy and to identify known or potential interventions and intervention mechanisms to address those problems. This included 
understanding barriers and facilitators to the implementation of identified interventions, including concerns around acceptability and feasibility.  

 

Methods 
 
Data collection took place over two months from May to July 2021. Interview participants represented global stakeholders with expertise on workers in the informal economy. Stakeholders were 
providers/professionals in the informal economy. Purposeful maximum variation sampling was used, meaning that participants were purposefully selected to maximize the range of differing 
perspectives that the data would provide10. The sampling approach aimed to maximize variations in geographical region, stakeholder type (ex. union organizer vs. researcher), and the 
occupational groups they worked with (ex. domestic workers vs. street vendors). The ultimate sample size was limited by the time constraints of the data collection period and difficulties in 
recruitment due to the COVID-19 pandemic, however the theoretical richness of the resulting codebook was sufficient to address the stated objectives of the study and meets the criteria for an 
adequate sample size in qualitative research11. Recruitment was facilitated by email through the professional networks of the author and a representative of Women in Informal Employment 
Globalizing and Organizing (WEIGO).  
 
All interviews were conducted by the author, Dr. Georgia J. Michlig, who has doctoral level training and eight years of experience in qualitative research. Interviews were conducted according to 
a semi-structured interview guide (Appendix I). In the semi-structured interviewing technique used in this study the guide provides a list of topics of inquiry and suggested questions for the 
interview, however there was flexibility in the sequencing of the questions and their precise wording, and additional probing questions were added during interviews to create conversational 
spaces where participants could open up regarding their perspectives on the various topics. For instance, the question regarding “What mental health problems exist among informal workers 
related to their work?” was sometimes worded to prompt the participant to make a list of all mental health problems first, without going immediately into detail on any one problem. Once the 
list was created, the interviewer returned to each item and probed for more details. In other interviews this listing method was not used. The interviewer determined the approach to 
questioning based on the participant’s response style in order to maximize the quantity and quality of the data being collected.  
 

 
9 Women and men in the informal economy: a statistical picture. Geneva: International Labour Organization; 2018. 
10 Coyne, I. T. Sampling in qualitative research. Purposeful and theoretical sampling; merging or clear boundaries?. Journal Adv Nurs. 1997;26(3):623–630. 
11 Sandelowski, M. Sample size in qualitative research. Res Nurs Health. 1995;18(2):179–183. 
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All interviews were held online with an average interview length of 69 minutes. All interviews were held in English, with translators present during three of the interviews. All participants 
provided informed consent prior to participation. Interviews were audio recorded and transcribed using OtterAI transcription software. Transcription accuracy was verified by review of the 
audio. Audio and transcripts were uploaded to NVivo 12 software for qualitative analysis.  
 
Analysis began with inductive line-by-line coding of the qualitative data12.  Each relevant segment of the transcript (sentences or larger segments of text) was assigned a code and that code was 
given a name and description based on the phenomenon the qualitative data was describing. Codes were reused when segments of text described or expanded on the same phenomenon as 
previously captured in analysis, and single segments of text could be assigned multiple codes. This resulted in a codebook of 171 unique codes. The second cycle of analysis then organized these 
codes into larger thematic categories and subcategories. Codes were combined into categories where those codes shared similarities or were a part of a similar pattern being described in the 
data. In the case of sources of work-related stress in the informal sector, codes were merged into categories and the relationship between those categories as described in the data informed the 
development of the conceptual framework provided in the results. A deductive technique was used to categorize and arrange codes pertaining to implementation according to an a priori 
framework13. 

 

Results 
A total of sixteen stakeholders participated in this study (Table 1) with representation from the American, African, South-East Asian, and Western Pacific WHO regions. The majority of 
participants were women, and provided experiences and perspectives based on workers in the informal economy in low- and middle-income countries, while three participants had worked in 
various national and regional contexts and provided perspectives based on this more global experience.  

 
Table 1. Participant characteristics (N=16) 

 n (%) 

WHO Region 
     Americas 
     African 
     South-East Asia 
     Western Pacific 
     Global perspective1      

 
4 (25.0) 
5 (31.3) 
3 (18.7) 
1 (6.3) 
3 (18.7) 

Stakeholder Organization 
     National Research Institute 
     Academic Institution 
     Labor Organization/Union 

 
3 (18.7) 
5 (31.3) 
8 (50.0) 

Country Economic Classification2 

     Low-income 
     Lower-middle income 
     Upper-middle income 
     High income 
     Not applicable (global perspective) 

 
1 (6.3) 
4 (25.0) 
6 (37.5) 
2 (12.5) 
3 (18.7) 

Stakeholder Gender 
     Female 

 
13 (81.3) 

 
12 Saldaña, J. The coding manual for qualitative researchers. Sage. 2021.  
13 Proctor, E., Silmere, H., Raghavan, R., Hovmand, P., Aarons, G., Bunger, A et al. Outcomes for implementation research: conceptual distinctions, measurement challenges, and research agenda. Adm Policy Ment 
Health. 2011;38(2):65–76. 
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     Male 3 (18.7) 
1 Experience and perspectives across various national/regional contexts. 
2 According to 2022 fiscal year as reported by the World Bank 

 
Stakeholders discussed the following occupational groups within the informal sector: domestic workers, home-based workers. street vendors, market vendors, waste pickers, gig 
workers/platform workers, construction workers, transport workers, agricultural workers, day laborers, and golf caddies. Half of the stakeholders offered expertise working with multiple 
occupational groups, while three stakeholders spoke exclusively regarding waste pickers, three exclusively regarding domestic workers, and two exclusively regarding street and market vendors.  
 
Work-related mental health in the informal economy 
 
Insecurity. Many participants described that the mental health of workers in the informal economy is centrally affected by the overarching 
conditions of insecurity related to the sector (Figure 1); with poverty and food insecurity driven by a lack of education and opportunities for 
formal employment. Participants noted that in national contexts with increasing unemployment rates, even those workers with appreciable 
educational attainment may also engage in informal work. Participants shared how the overarching lack of social protections meant that 
workers kept working into old age, and even in countries with social security benefits, stakeholders did not consider these limited benefits to 
adequately address this insecurity. 
 
Fig. 1. Work-related stress in the informal economy 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
  
 
 
 

 

Insecurity 
Poverty 

Food insecurity 
Lack of opportunity 

 

Victimization 
Conflict 
Abuse 

Stigmatization 
Discrimination 

Uncertainty 
Uncertain Endings 

& Relationships 

 

Desperation 
Risk Taking 
Overwork 

Isolation 
Loneliness 

Disempowerment 
Poor self esteem 

Anxiety  Depression Suicidal ideation  Substance abuse 

 

__________ 
 

“They have little chance of aspiring to 

anything else.” 

 
Female, National Research Institute, 

African Region 

__________ 

 



GUIDELINES ON MENTAL HEALTH AT WORK  

 366 

 
Uncertainty. Insecurity was seen by many stakeholders to be exacerbated by what a female stakeholder from the African region described as uncertain 
endings, “anxiety about the endings, because they are never sure”. Earning income was described as not guaranteed in this economy, with workers 
unsure if they would make enough in each day to be able to eat that night, or if they would be able to earn enough tomorrow. Stakeholders with 
experience across several working groups shared the opinion that this uncertainty was heightened by the perceived likelihood of being robbed by other 
workers, or having an employer or contractor withhold pay. This included reports of pay being withheld by employers of domestic workers and day 
laborers, as well as contractors of home-based workers.  
 
Desperation. This was perceived by stakeholders to lead to conditions of extreme desperation on the part of workers. The primary outcomes of this 
desperation were described as working extremely long hours, accepting serious risks to their personal health and safety, and a perceived inability to 
engage in what the workers themselves considered more decent work. Overwork was present both in autonomous workers (i.e. waste pickers), and 
among employed workers (i.e. domestic workers or contracted home-based workers such as kite makers).  
 
Risk taking & victimization. Stakeholders described risk of varying forms, both related to occupational health and safety and work environments that 
increased the likelihood of abuse and victimization. Workers in the informal economy were perceived by many stakeholders to be constantly negotiating 
these risks against the need for work. In the words of a female academic researcher from the Americas, “it’s almost as if they’re constantly improvising.” 
Male workers in the informal economy were thought to face risks largely linked to threats of violence from other workers, or safety risks related to 

hazardous worksites. For female workers, the risks were described to additionally include the threat 
of sexual violence. One participant shared engaging with a migrant domestic worker who disclosed 
that she had been raped at her employer’s home during her last job. For young women in the 
informal economy, there was also a perceived risk of entering into prostitution as a form of informal 
“intimate work”. A woman labor organizer at the global level shared, “They don't believe in the 
future, like how to go out of this poverty level. So they start to go to do some jobs, including 
prostitution, because they believe this the only way for them, you know… this is, you know, the kind 
of choices they have to make.” The notion and discussion of abuse and victimization in the workplace became complex in those situations 
where women worked in their own homes. As described by a labor organizer in South-East Asia, while it was not seen as appropriate for a 
woman to work outside of the home, husbands would often encourage their wives to engage in home-based work. Broad reports of domestic 
violence existed among stakeholders.  

__________ 

 
“We have found that on 

average, they work for 

probably over 15 hours per 

day. I mean, just imagine that 

kind of lifestyle. You're 

always working, you're 

always doing domestic work, 

you're mopping the floor, 

you're cooking, you're doing 

the laundry all the time… 

cleaning, you know, the 

floors and probably taking 

care of children and pets and 

the elderly, it’s constant.” 

 
Male, Academic Researcher, 

Western Pacific 

__________ 

 

__________ 

 
“So, for example, if someone says, 

you know go into that building and 

remediate this room it's filled with 

asbestos and someone else comes 

along and says asbestos could kill 

you in 20 years… right… they'll go 

in the room, without a respirator 

because it's, you know, the next day 

they can go to work right?” 

 

Female, Academic Researcher, 

Americas 

__________ 
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Stigma and discrimination against informal work. Stigma and discrimination were seen to often be faced by these workers, both when 
interacting with the public and with workers in the healthcare system. This included discrimination related to race, but more broadly a 
perceived stigma for the kind of work that they do. Stakeholders from the African region and the Americas described that some workers, such 
as auto mechanics and waste pickers, were often seen as “dirty”. A female academic researcher sharing, “They have told me that they are 
treated like waste. Because they work with waste, they are treated like waste.” A male labor organizer from the African region sharing that 
one domestic worker reported actually being referred to as a slave by her employer. Specifically in the case of waste pickers, it was noted that 
stigma for the occupation was linked to a perception that the individual must have a mental disorder, a woman from a national research 
institute in the African region stating that waste pickers are “already seen as being not 
mentally well,” and that the societal perception is, “Who engages in such a job if you are 
okay upstairs?”. This was perceived to lead to strong feelings of disempowerment, low 
self-esteem, and shame.  
 
Isolation and Loneliness. Finally, workers in the informal economy were largely perceived 
to experience isolation and loneliness. For example, waste pickers often work isolated from 
other workers in the landfill, or on the streets. Home-based workers worked isolated in 
their homes, and domestic workers are often separated from their own families to work in 
their employer’s home. This isolation was believed to not only impact worker mental 
health, but workers’ ability to mobilize social resources for coping and support. 

 
Mental health outcomes. Stakeholders universally endorsed that work-related stress and poor mental health were present in the population. 
Specific disorders identified as present included anxiety disorders, depressive disorders, suicidal ideation, and substance use disorders. 
Substance use disorder, particularly related to alcohol use, was seen by many stakeholders to be particularly prevalent among male workers.  
 
Vulnerable groups.  Although work-related stress was seen to broadly be of concern, particular groups within the informal economy were seen 
as either particularly vulnerable to stressors, or uniquely limited in their ability to access mental health services. Migrant workers, and in 
particular undocumented migrant workers, faced barriers to accessing local health systems. Stakeholders described that the elderly may be 
facing a limited capacity to work, and adolescents, in particular adolescent girls, may have both increased vulnerability to victimization and overwhelming responsibilities both related to work as 
well as to caretaking for younger siblings. Women and sexual orientation and gender identity minority workers were seen as especially vulnerable to abuse, including harassment from fellow 
workers and being bullied out of worksites, limiting their ability to earn. Men with less physical strength were also seen by one stakeholder, an academic researcher in the Americas, to be prone 
to harassment and reduced informal work opportunities. Participants reported that racial minorities and lower caste members of society experienced increased discrimination. A labor organizer 
from the South-East Asian region noted that interventions for work-related mental in the informal sector would have to pay particular attention to “try to reach the last mile, the people who are 
excluded.” 
 
The impact of COVID-19. Many stakeholders discussed the implications of the COVID-19 pandemic for workers in the informal economy. The pandemic was seen to have exacerbated already 
existing structural inequalities, with many workers, such as street vendors, forced to discontinue their work, increasing the insecurity of workers. The uncertainty already embodied in the nature 
of work in the informal economy was similarly heightened, with many workers wondering if their occupations, such as market stall workers, would exist post-pandemic.  The pandemic 
highlighted for many labor organizers the mental health needs of workers, as well as their lack of access to basic health services. Some stakeholders reported that lockdowns during the pandemic 
have caused the discontinuation of mental health services in the formal heath system, and one labor organizer in the African region reported that workers are struggling to fill their prescriptions 
with pharmacies.  
 

Vulnerable Groups 

• Migrant 

• Undocumented migrants 

• Elderly 

• Adolescents 

• Sexual orientation and gender 

identity minorities 

• Women 

• Men with less physical 

strength 

• Racial minorities 

• Low caste 

__________ 
 

“And so for me in my head, I'm just so shocked, 

right? Like, this woman experienced the most 

extreme trauma you could ever experience... How 

could you repress this and take this high risk again? 

And she's like, ‘Oh, I have to send my kid to 

college’… So, you're trying to imagine in your head, 

who is someone who would do that? … So you 

realize it's the most desperate in society, it's the 

people who feel they have no other choice.” 

 

Female, Academic Researcher, 

Global 

__________ 
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Perceptions and value of health. Overarchingly there was a sense among stakeholders that workers in the informal 
economy had a low benchmark for good health. A female labor organizer from the South-East Asian region shared that 
among informal workers “to feel a little off is quite normal.” Stakeholders shared that workers often ignored symptoms 
or tried to “patch up” illness or injury in order to continue working. This sometimes included waiting until their health 
condition was acute before seeking care. For those suffering from poor mental health, this may mean a delay in seeking 
services until they had reached the point of considering suicide. Many stakeholders held the position that the need for 
workers in this economy to keep working in order to live day-to-day meant that when weighing the benefits of seeking 
care versus the risks of missing work, future positive health was often sacrificed in order to simply survive over the short 
term.  Some stakeholders noted that one of the potentially positive impacts of the COVID-19 pandemic was that workers 
in the informal economy had begun to discuss their mental health more openly, and that workers and worker unions and 
cooperatives were more actively discussing the need for mental health services.  
 
Worker identity in the informal economy. Several stakeholders noted the importance of how workers in this economy 
may view themselves in relation to their work. Many participants shared that for the worker in the informal economy 
there are concerns that their work is not considered actual work, which impacts their pride in what they do. A female academic researcher from the Americas stressed the importance that 
workers in this sector are attributing value “to their own roles and creating meaning out of the work that they do.” Beyond the problematics of being viewed as “informal workers” was the 
impact of work in this sector sometimes being viewed as criminal activity, or illegal work. 
 

Individual interventions. Interventions for individual mental health prevention and 
promotion can be implemented through several mechanisms, including enhancing and 
supporting access to national healthcare systems, organized activities and resources from 
worker cooperatives, and services provided by other implementing organizations such as 
NGOs, community-based organizations, or religious centers. In one instance, in the case of 
domestic migrant workers, the most significant form of mental health support was seen by 
one academic researcher who had worked in several global contexts to come from informal 
social media groups, which connected these isolated women workers to other domestic 
workers of the same nationality in her location. While the use of national health systems 
was seen as playing a vital role in providing mental health interventions to this dispersed 
worker population, there was also an emphasis on the role of other implementing 
organizations, such as unions and cooperatives, NGOs, community-based organizations, and 
religious centers in outreach and providing services. This included both providing direct 
interventions and referrals to the national system. 

 
National healthcare systems. Stakeholders varied across regional contexts regarding whether they considered reliance on national systems 
of mental health care to be a solution for this worker population. This largely related to the workforce capacity of national healthcare 
systems, the perceived quality of services, and the perceived priorities to pilot and scale up mental health services nationally. Participants 
did not discuss health system strengthening solutions for mental health care at the national or sub-national level, but instead offered 
insights into those instances where the healthcare systems could be particularly useful for workers in the informal economy, and mechanism 
that could enhance these workers’ engagement with formal care.   
 

Identified Individual Interventions  

Professional counseling 
Para-professional counseling 

Peer counseling 
Facilitated support groups 
Informal Facebook groups 

Positive text messaging 
Phone calls from union leaders 

Yoga 
Sports & exercise 

Mindfulness 
Meditation 

__________ 

 
“We looked at their overall opinion of their health. And the 

majority felt that their health was pretty good, even when 

they were suffering from diabetes or hypertension… the 

measurement for health is different, the scale that they use to 

say I'm healthy or unhealthy and you have or don't have 

wellbeing, the bar is almost quite low.” 

 

Female, National Research Institute, African Region 

__________ 

 

__________ 

 
“It is really very important for them. 

They don't use such terminology 

[“informal worker”]… Some of them, 

they tell us, don't call us that.” 

 

Female, Labor Organizer, Global 

__________ 

 



WEB ANNEX: EVIDENCE PROFILES AND SUPPORTING EVIDENCE 

 

  369 

Stakeholders in countries with universal health care coverage shared that while the reduced cost might increase the likelihood that individuals will seek services, there were still overwhelming 
barriers to seeking care in these systems. These related to transportation, long wait times, inhospitable clinic hours, service quality, and trust in the healthcare system. Use of these services also 
often required workers to have a certain set of documents on hand, which may be difficult for some workers in this sector to obtain or keep at the ready.  
 
While secondary and tertiary mental health services were available in most countries, stakeholders stressed the importance of primary urban or community health centers in successful 
programming for this population. This was important due to their proximity to homes and workplaces. The concern about primary care centers were that they were largely understaffed, lacked 
mental health specialists, and had inadequate pharmacies. Though one stakeholder noted that in her country in South-East Asia there was a new national mental health policy which would 
enhance infrastructure and guarantee a mental health specialist at each of these sites, she noted that these changes would be slow to roll out. Despite these limitations, several stakeholders 
held strongly that these localized primary care centers should be supported and utilized for interventions towards this population. This included dedicating a branch of services to mental health 
care, making specialists and counselors available, and providing outreach services to the neighboring community. A female labor organizer from the South-East Asian region noted that, prior to 
COVID-19, one community health center had launched a successful yoga program, which she saw women in the informal economy utilizing and benefiting from.  
 
Similarly highlighting the importance of bringing services nearer to informal workers, two stakeholders from South-East Asia discussed the potential utility of Community Health Workers. These 
stakeholders noted that in regions where community health workers are already engaged with communities to provide basic care services such as TB screening, or maternal and child healthcare 
services, they may also be leveraged to provide mental health education or information about available services during these encounters. Largely, mobile programming was encouraged, either in 
the form of community health care workers doing individual outreach, or via larger mobile care programming. In cases where workers in the informal economy share a geographic worksite, 
these mobile programs could be centralized at that location, for instance at the landfill for waste pickers.  
 
Unions and cooperatives. A highly supported solution for service delivery and referral pathways to care was the formation of “second-level 
networks”, such as worker unions or cooperatives, which already exist in many parts of the world. Many stakeholders believed that these 
cooperatives might provide a means through which interventions can be enacted for this otherwise dispersed and hard to reach worker 
population. Beyond the ability of these second-level networks to reach and engage with workers, many stakeholders perceived that affiliating 
with these networks overcame many of the struggles related to worker identity and risks to mental health. To these stakeholders, cooperatives 
were seen to highlight workers’ sense of belonging and enhance workers’ pride in their work. Whether it be through instrumental support for 
decent work, or through enhanced pride and belonging, the process of organizing informal workers was described as a process of empowerment.  
 
There were also perceived limitations to this solution, including one stakeholder in the Americas noting the limited interest of men in joining 
some worker unions. Women were seen to be more likely to take advantage of unions and cooperatives because of, first, their increased 
vulnerability in the sector, and secondly, that many unions and cooperatives offered childcare services, which were vital to both protecting 
children from the hazards of the workplace (i.e. dangerous equipment, street traffic, harassment) and permitting women workers to fully focus 
on their work, which increased productivity. There was also a perceived limited interest among fully autonomous workers to organize or 
formalize in general, with a woman from a National Research Institute in the African region sharing that, “they do love the freedom sometimes 
that they have.” Given the dispersed nature of this worker population and challenges around distrust of the formal healthcare system given histories of discrimination and marginalization, union-
led mental health efforts were seen to be more impactful. One male labor organizer from the African region stating, “We need to incorporate a mental health program within the trade unions.” 
 

__________ 
 

“Your status has already gone up… 

you know, the way you hold 

yourself… your body language 

changes… There are multiple things 

that make you, you know, different.” 

 

Female, Labor Organizer, South-East 

Asia 

__________ 
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Staff psychologists. Stakeholders from the South-East Asian region and the region of the Americas shared experiences regarding employing staff 
psychologists at the union, situated as a provider and facilitator within the union itself. Outreach activities by staff psychologists were recounted 
as having limited success, since it required a great deal of effort to “convince” workers to accept services. However, the facilitation of online 
support groups by staff psychologists, and their ability to appropriately refer to services was seen as a major asset.  
 
Peer support groups. There was a universally perceived importance among all stakeholders to 
facilitate connections between the workers to provide a sense of belonging, as well as both 
instrumental and emotional support. Whether this took the form of informal peer support, 
formal support groups facilitated by union organizers, or informal social media connections, 
stakeholders supported the wide-sweeping positive ramifications of overcoming isolation and 
disconnection among many of these workers. While unions facilitated these connections in many 
settings, it should be noted that support groups also appeared to emerge organically through 
online social media sites. One female academic researcher with a global perspective on domestic 
workers shared, “For many of them the biggest source of support, and what keeps them going 
every day, is their [social media] groups… and there's no study on this, [social media] I don't think 
knows this.” Simply checking in with workers through established networks was conveyed as 
being as extremely powerful form of mental support. This included telephone calls by union 
leadership, brief text messages of courage via [social media], and more targeted educational 
materials in the form of very brief visual publications or videos. 
 
Non-specialist mental health providers. In order to overcome implementation challenges related 
to trust, scheduling, and long wait times for counseling services at primary care centers, the 
potential impact of unions employing what were termed “barefoot counselors” was discussed by 

two labor organizers in the South-East Asian region. These barefoot counselors were community health workers employed by labor cooperatives 
and trained by mental health professionals on basic counseling skills. For individuals with mild cases, these “barefoot counselors” would be able to 
provide psychosocial support either face to face in the community or by phone. More serious cases would be referred to secondary or tertiary 
care. These counselors could further support connecting to the health system by facilitating telemedicine appointments. While community health 
workers via the formal health systems were already seem by stakeholders as advantageous due to their localized knowledge and community 
connections, these union-employed counselors were seen to be potentially even more effective since they would be affiliated with the union, and 
therefore approach workers from a position of already established trust.  
 
Substance use support. One stakeholder shared that some unions in the Americas have zero tolerance policies against drug and alcohol use for its 
members. This, combined with referral systems to substance use programs was seen to create supportive environments where those with 
substance use disorders could turn their lives around.  
 
Physical activity. This data supports the likelihood that physical activity interventions would be acceptable for this population, though some 
concerns around the difficulties of implementation and the acceptability to those workers who are shy about physical exercise were noted. During the COVID-19 pandemic many informal 
workers took up exercise routines while sequestered in their homes, to positive effect. A labor organizer from South-East Asia shared that a prior program to support exercise as a form of 
occupational rehabilitation had been successful, alleviating the pain of female home-based workers and allowing them to increase productivity and decrease the pain experienced during work. 
Another labor organizer of street-vendors with a global perspective suggested that organized sports programs may be appealing to workers in this economy. Yoga programming was mentioned 
both by a labor organizer in South-East Asia and a stakeholder from a national research institute in the African region as potentially impactful for both the mind and body. Whether organized by 
worker unions, community health centers, or other implementing organizations, these interventions may hold promise.  

__________ 

 
“They [counselors] should belong to 

the same community. Who themselves 

are informal workers, who have some 

sort of experience of living and 

working in the same community.” 

 

Female, Labor Organizer, South-East 

Asia 

__________ 

 

__________ 
 

“The large group has a very similar 

life experience of discrimination, and 

I think for them to be in a group and 

to see that others have had a similar 

experience and have overcome it is 

very, very supportive and very 

empowering.” 

 

Female, Academic Researcher, 

Global 

__________ 

 

__________ 
 

“Domestic workers from the whole 

country through [social media] came 

together to actually share, and it was 

a mediated space, a facilitated space 

[by a psychologist], but for them to 

share what was going on in their 

context and how they were dealing 

with those issues emotionally and 

mentally and physically… it was an 

open session on Facebook, and they 

realized that workers were so ready 

for that session… they were really 

interested.” 

 

Female, Labor Organizer, Americas 

__________ 
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Other Interventions. While beyond the scope of what we may consider to be formal interventions for workplace mental health, many stakeholders suggested that we think innovatively about 
what might be considered a mental health intervention in this population. Discussions around other significant programs that increased worker wellbeing included art and music programs and 
handicraft activities. 

  
NGOs & community-based organizations. Beyond workers unions and cooperatives, nongovernmental organizations (NGOs) and community based organisations (CBOs) were seen as active in 
the space of providing mental health support for workers in the informal economy. While NGOs and CBOs are engaged in mental health for populations broadly around the world, some 
stakeholders noted that these organizations may be particularly well placed to engage workers in the informal economy in mental health care in instances where they are already engaging with 
these workers on other issues, such as offering legal aid, or offering some level of organization for the informal work, as in the case of one CBO in the Americas that provided services for migrants 
including assisting in identifying employers for day labor opportunities. Community-based organizations were thought to be especially vital for migrant workers, since they could provide 
linguistically appropriate services and would have existing connections to clinics for migrants in the national health system. NGOs appeared to be organizing programs and facilitating connections 
to the national health system in similar ways to unions. An academic researcher in the Americas sharing that a program had been launched to create an online platform putting waste pickers into 
contact with psychologists, though it was noted that there was, to the best of her knowledge, no accompanying research in place to assess the success of this intervention. A male academic 
researcher in the West Pacific shared that while NGO programming certainly existed, the challenge was in making workers aware of those services. The advantage of worker unions was seen to 
be their pre-existing networks of members, where NGO-run programs relied on word of mouth between workers.  

 
Traditional medicine & spiritualism. Alongside the formal national healthcare systems are systems of traditional medicine and spiritualism. A 
female academic researcher from the Americas sharing that “spiritualism is very important to them.” Two separate stakeholders, one from the 
Americas and one from the African region, noted that NGOs worked with religious centers to organize services, which they considered to be an 
effective form of outreach. For traditional healers outside of NGO-organized services, there was a barrier related to out-of-pocket costs. Across 
regions the importance of prayer as a coping technique was highlighted, and it was noted that among migrant workers, attendance of religious 
services was an important part of their lives.  
 
Organizational interventions. For fully autonomous workers, with neither organization nor employer/manager, some stakeholders suggested that 
organizational interventions may still be delivered at worksites directly. Several stakeholders described that something as simple as providing 
personal protective equipment (PPE) to workers in the informal economy had profound mental health benefits. This was discussed specifically as it 
pertained to auto mechanics and waste pickers, who were often seen as “dirty” and stigmatized due to the nature of their work. When these 
workers were given PPEs to wear with their work clothes, it was perceived as adding an outward symbol of professionalism, which both increased 
the self-esteem of the worker, and the respect they engendered from the public.  
 

__________ 
 

“There are NGO projects out there 

that would try to look after this 

population, but not a lot of people 

know about them… You know, you 

don't see billboards on metro stations 

or at bus stations, so, it's really by 

word of mouth… it's highly dependent 

on their social network.” 

 

Male, Academic Researcher, Western 

Pacific 

__________ 
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For migrant day laborers and domestic workers, community-based organizations offered programs to ensure the safety of workers. This included taking the names and contact information of 
those who employed these workers for the workers’ protection. To decrease the likelihood of sexual assault for women workers, one stakeholder, a female academic from the Americas, 
suggested that these organizations could also install “buddy systems”, where women would work in pairs, rather than alone in their employer’s home. Some participants described how for either 
home-based workers who labor in their own homes or domestic workers who live and work in their employer’s home, the distinction between workplace and home is absent. For migrant 
domestic workers with marginal formalization through contracting agencies, those laws which are in place to regulate the work environment, such as requiring time off, or that employers are 
providing their workers with appropriate nutrition, were seen by two stakeholders with expertise in this working group as inadequate to meet the overwhelming need for regulation in this 

sector.  
 
Training  

 
Training for workers. Training on mental health awareness for workers in the informal 
economy was broadly endorsed. In one specific instance of work orientation seminars for 
migrant domestic workers facilitated by agencies, the material being presented was seen by a 
stakeholder, a female academic researcher with global experience in the informal economy, to 
be problematic. While the training oriented workers to the psychological risks they would 
likely face in their job, they did not deliver strong coping strategies or resources to manage 
these risks to mental health. This stakeholder believed that was largely due to the fact that a 
mental health specialist was not present at the training. This underscores the importance of 
ensuring that training for workplace mental health in this sector is generated and/or delivered 
by those with experience in the specialty. Beyond mental health education, other training 
which stakeholders found to have been successful in promoting or preventing mental health 
in this worker population was related to teaching positive coping techniques, conflict 
resolution skills, negotiation skills for interacting with contractors, and how to navigate the 
sometimes complicated and highly bureaucratized national health systems. To this last point, 
training on how to seek services from the health system was seen as especially powerful for 
this often disempowered or otherwise marginalized sector.  
 

Training for union leadership. Union leaders shared that during the COVID-19 pandemic an emerging role was to offer informal mental health support. A female labor organizer at the global 
level stated, “We kind of set up our online platform and education awareness around COVID, and mental health and psychosocial care around COVID. And we quickly started talking to our 
members through phones and telling them what they can do, reducing their stresses… how they could handle those situations.” This activity held by those in union leadership positions was 
shared broadly across regions. It was thought that union leaders could be provided with additional mental health training to more appropriately offer support and identify those in need of more 
formal care. One union organizer in the African region described how union leaders could leverage this training, alongside their access to established worker networks, and mapping of local 
mental health resources to identify workers in need of care and facilitate referrals and the acquisition of needed prescriptions from local pharmacies.  
 

__________ 

 
“One group which is often left out is 

home-based workers… These women, 

they sit within their home, their home 

is the place where they work, and their 

home is the place where they live… so 

there is not much done about their 

mental health... nobody has really 

stepped in to get the perspective of 

mental health of these workers.” 

 

Female, Labor Organizer, South-East 

Asia 

__________ 

 

__________ 
 

“Where professionals from the public 

health system speak to them about their 

rights, whether it is the public health 

system or social assistance, and they 

break it down. What their rights are, 

how this was the system was created. 

What they can be doing now to meet 

their needs.” 

 

Female, Academic Researcher, 

Americas 

__________ 
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Training for employers. Training of individual households who employ domestic workers, was seen as both critically important and challenging. 
Stakeholders noted that the system of domestic work was almost designed to ensure abuse and harsh working conditions, and that the 
temptation to knowingly or unknowingly create an unhospitable work environment for a domestic worker was overwhelming. Even in those 
instances where migrant domestic workers were facilitated through legal agencies, training for household employers was not universally 
required across all contexts. One stakeholder noted that the content of training for household employers on the workplace mental health of 
their domestic workers should focus on counteracting the dehumanization of the worker. 
 
Similar to household employers of domestic workers, the contractors of home-based workers, landowners employing agricultural workers, and 
employers of day laborers were seen as being largely unregulated in the working conditions to which they exposed the workers. Training 
programs to sensitize the contractors and subcontractors to the health and needs of workers and to improve working conditions was widely 
supported by stakeholders. One stakeholder shared that this may potentially be achievable with the support of commerce societies, municipal 
corporations, or other local governing bodies of commerce. These organizations would have connections to these businesses and landowners 
and could provide not only a means by which to identify and train them, but the organizational power to mandate or compel their participation.  
 
Implementation Considerations 
 A number of implementation challenges for work-related mental health interventions in the informal economy were noted (Table 2). 
The most frequently reported challenges were related to acceptability and feasibility.  
 

Table 2. Implementation Considerations for Mental Health Interventions in the Informal Economy14 

 
Outcome 

 
Consideration 

Acceptability Trust in system or provider 
Confidentiality 
Cultural concept of mental health misaligned to services 
Fear of paying out 
Hours and location of services 
Stigma for mental health 
Criminalization  
Lost productivity 

Adoption Fear of empowering workers on the part of employers 
Prioritization of union leadership 

Appropriateness Fit to local worker needs 
Language barriers 

Cost Cost of follow up 
Cost of intervention and implementation research 

Feasibility Access to national health system services 
Access to technology 
Union/NGO/CBO capacity 

 
14 Proctor, E., Silmere, H., Raghavan, R., Hovmand, P., Aarons, G., Bunger, A et al. Outcomes for implementation research: conceptual distinctions, measurement challenges, 
and research agenda. Adm Policy Ment Health. 2011;38(2):65–76. 

__________ 
 

“I think the most important thing is to 

actually mandate classes for 

employers, to make employers feel 

more accountable for the wellbeing of 

their domestic workers, because there's 

a huge level of dehumanization going 

on, there's a huge level of 

infantilization going on, because the 

system is set up for domestic employers 

to easily abuse domestic workers. … 

So, I think it's really important that 

employers that kind of have to willfully 

go against that, to act in a way that 

they're very aware of the power 

inequality, and on a daily basis, 

consciously diffuse that power 

inequality.” 

 

Female, Academic Researcher, Global 

__________ 
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Lack of infrastructure 
Support of government 

Penetration/Reach Isolated and dispersed population 
Health worker effect 

Sustainability Participatory service design 
Local leadership 

 

 
Acceptability. 
 
Trust and past experiences. The most widely discussed implementation challenge among stakeholders was related to workers’ trust in the 
health care system. Poor prior interactions with health services and perceived discrimination by health care workers meant that workers were 
very hesitant to seek or accept care. This highlights the potential importance of utilizing trusted networks. In addition to benefiting from the 
established trust of unions or other networks, less formal services staffed by individuals from within their own communities and worker 
groups was perceived to be more acceptable in that workers would feel as though the individual could have true empathy for their working 
situation, and not feel persecuted or judged.  
 
Privacy and confidentiality. Privacy and confidentiality were concerns in this population largely related to stigma and the perception that 
being identified as having mental health problem might make others (other workers or potential employers) feel as though they are unfit to 
work. A union organizer from the Americas shared that a successful online support group that was originally formatted to be open to all 
workers was changed to a closed format in response to requests for increased confidentiality. Stakeholders also discussed the implications of 
domestic and home-based workers being able to achieve privacy and confidentiality given that their work was in the home. While individual 
level psychological interventions using providers employed by unions or community health workers employed by health systems were largely 
encouraged, there was concern related to confidentiality when such a provider was from within the exact same community as the worker. 
One union organizer in South-East Asia shared that it was possible to source community health workers from neighboring communities to 
lessen concerns around confidentiality, while also maintaining the trust and local knowledge that was one of the primary benefits of these 
workers.  

__________ 
 

“I think the big issue with this group is 

the lack of trust… it's hard for them to 

build trust because of their lifelong 

exclusion and discrimination 

experiences in life… but I think once 

that trust has been built, I think they 

would very much appreciate any 

support, any help.” 

 

Female, Academic Researcher, Global 

__________ 
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Culture and mental health. The importance of culture and its impact on the potential success of any work-related mental health intervention for 
workers in the informal economy was discussed in three separate ways. First, that cultural notions around what mental health is, including what 
causes poor mental health and how mental concerns can be treated were often not aligned to western notions of care. Second, in the words of 
a female labor organizer working globally, “There is not a culture of going to the counselor.” This may make more talk-based interventions less 
immediately acceptable to some groups who may be more familiar and comfortable with faith-based solutions such as prayer. Finally, there 
were barriers related to the culture of work, specifically around the notion of self-reliance and an emphasis on the importance of productivity.  
 
Hours and location of services related to lost productivity. Whether it be long commutes to access formal services, long wait times at clinics, or 
clinic hours that coincided with work hours, stakeholders broadly expressed that taking the time out of their work day to engage with 
interventions for mental health was a barrier for workers in the informal economy. Unlike formal workers who might be able to take paid time 
off from work or have flexibility in their working hours, in the words of a stakeholder at a national research institute in the African region, “If 
you don’t work, you don’t get paid.” The same insecurity and uncertainty which was conceptualized to drive a great deal of the stress in this 
sector was therefore also a challenge in getting workers to engage in interventions.  
 
Fear of paying out. While unionization, formalization, or working in informal work crews provided many perceived benefits, underlying income 
insecurity presented challenges. Working situations that would require splitting wages, paying into union activities, or the imposition of formal 
taxes were seen to be a substantial barrier to these interventions.  

 
Criminalization. Finally, stakeholders stressed that many workers feared the legal and criminal implications of their engagement in work in the informal sector. This was particularly the case for 
undocumented migrant workers. Willingness to engage in interventions may be impeded by the fear on the part of workers to be identified as working in the informal sector.  
 
Adoption. As it pertains to the willingness of employers to adopt work-related interventions, improve working conditions, or engage in training, various stakeholders suggested that there would 
be a real fear of empowering workers on the part of employers who benefit from the lack of formalization. While unions were universally seen as supportive to adopting work-related mental 
health activities, in the context of competing health- and work- related concerns, a dedication of resources to mental health activities would require the support of union leadership.  
 
Appropriateness. There were concerns related to the appropriateness of interventions given both the broad spectrum of occupational groups, working conditions, and national contexts, as well 
as the lack of research indicating the specific mental health care needs of the workers. Not only in the case of migrant workers, but also in contexts where multiple dialects were spoken by 
workers, assuring that interventions were also delivered with in an accessible language could be a challenge.  
 
Cost. Barriers related to cost were discussed primarily on two fronts. First, for many stakeholders there was a large perceived need for organized and sustained engagement to follow up with 
individuals after mental health care needs had been identified. That included ensuring that they accepted referrals and help in overcoming any challenges in accessing services. The workforce 
required to organize the level of follow up which would be necessary to ensure success was seen as potentially prohibitively costly. Furthermore, stakeholders shared that while unions and NGOs 
may have both the interest in, and capacity to offer interventions, that they did not have the resources to also fund the intervention and implementation research necessary to document the 
successes or challenges of those interventions and build the base of evidence for work-related mental health interventions in this sector.  
 
Feasibility. While interventions provided through primary health centers in the health system might be appealing in countries with universal health care coverage and low-cost community clinics, 
stakeholders noted that investing in these solutions in countries with high out-of-pocket costs or more geographically centralized healthcare systems may be problematic. While there was 
overwhelming support for the use of online platforms and social media to reach this population, access to technology, smartphones or internet, may be an issue in certain worker groups or in 
certain national contexts. While unions, NGOs, and CBOs seem well positioned to address much intervention work in this sector, workforce capacity issues are a reality that some stakeholders 
highlighted. This was thought to underscore the importance of global engagement and the support of local and national governments. 
 

__________ 
 

“I know our parents do have a hard 

time understanding what depression is. 

As long as you have a roof over your 

head, you know… and then there's also 

the Christian aspect, you can pray over 

it. So it's difficult to communicate how 

you feel and how it affects your work 

and your productivity.” 

 

Female, National Research Institute, 

African region 

__________ 
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Penetration/reach. The nature of work in the informal sector means frequently isolated workers and dispersed populations of workers, making reach an overarching implementation concern. 
While bringing interventions to worksites such as landfills may be a potential solution in some areas, stakeholders noted that only the more mentally healthy of the workers would be present at 
those sites, and that such interventions may miss those who are already struggling with their wellbeing and did not go to work that day or week, meaning that early identification of cases before 
informal workers disengage from work will be an essential implementation concern.  
 
Sustainability. Stakeholders discussed the importance of the sustainability of intervention programming by highlighting the need for engagement and ownership by local leadership, and service 
design that included the participation of the workers themselves. An academic researcher in the Americas stating, “You need to start off with something that’s local.”  
 
APPENDIX I. Semi-structured Interview Guide 

• Can you please share with me the work that you have been involved in with informal workers? 

• Are there any social protections provided by formal work that are not available to informal workers? 
a. What does that mean for their access to health care?  
b. Is there any kind of care that they cannot access, or have trouble accessing?  
c. Why is that? 

• How do they receive care when they need it? 

• Where do informal workers go to get care for mental health in your country? 

• How do informal workers regard mental wellbeing? What value do they place on it? 

• From the perspective of the field you work in, what is the benefit (or value) of supporting mental health among informal workers? 

• Are there any important sectors or actors who do not value mental health within the informal workforce? 
a. Why is that? 
b. What does that mean for the system’s ability to enhance the promotion and treatment of mental health for this workforce? 

• What mental health problems exist among informal workers related to their work?  

• Among these problems which most urgently need intervention?  

 
DESCRIPTION PROBES [for each listed problem] 

• Why did you identify this as a top problem? 

• Can you tell me a bit more about this mental health concern?  

• What aspect of their work is influencing this mental health problem?  

• How do individuals currently cope with this problem? 

• What supports or interventions for this problem currently exist? 

• What additional supports/interventions do you think could be put in place? 

1a. Among these, which support is the most impactful and feasible? 
 

SUPPORT PROBES [for potential interventions] 

• Who would deliver the intervention?  

• How should that intervention be delivered?  

• How is this related to the known preferences of informal workers when it comes to healthcare services? 

• What challenges might exist around the acceptability of this intervention to informal workers? 
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• What are any specific barriers that you see to being able to implement this intervention? 

• Are there groups that you believe are more or less likely to benefit from this intervention? Is there any group that this intervention would “miss”? 

• What concerns do you have about this intervention? Are there any unintended negative consequences?  

• Is there anything about interventions for mental health among informal workers that we haven’t discussed yet that you would like to add?  
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SUPPORTING EVIDENCE: Review of qualitative research on implementation issues for mental health at work  

Prepared by: Jo Yarker, Alice Sinclair, Rachel Lewis, Fehmidah Munir (Affinity Health at Work, United Kingdom) 

Background and positioning of the review 
 
This review draws on the agreed scope of the guidelines to develop the most appropriate methodological approach for identifying, evaluating and synthesising the qualitative evidence on the barriers 
and facilitators of implementing interventions (individual, managerial, organizational) for mental health at work. 
 

Objectives 
 
Primary question: What are the barriers and facilitators to implementing workplace interventions (individual, managerial, organizational) to improve mental health of workers?  
 

Methods - Data Collection, Extraction, Synthesis and Quality Appraisal 
 
A systematic search was conducted in ABI/Inform Global, PsycINFO, Global Medicus Index and PubMed to identify relevant articles published between 2019 and 2021. The scope of the review was 
designed to allow the research team to review as broad a literature base as possible within the time and resources available for this review and was discussed and agreed following consultation with 
the guideline advisory group and the technical advisory group. This review draws on the PICOS framework and was aligned with criteria used for other reviews being conducted to inform the guidance 
to aid the translation of the synthesis of findings to decision making including:   
 

• Participants: Paid workers currently engaged in work or on leave due to mental health. In reference to mental health, this means those diagnosed with mental disorders, symptoms or 
emotional distress or at risk of mental ill health. 

• Interventions: individual, manager or organisational level interventions implemented to impact mental health as the primary outcome.  

• Context: Delivered in a work setting or related to work 

• Outcome: Positive mental health, reduced symptom severity, work-related absence and return, quality of life and functioning.  

• Study design: Systematic reviews, qualitative studies obtained through interviews and focus groups, and mixed methods designs including qualitative data.  
 
One researcher conducted all database searches. Two researchers independently screened 10% of the initial search results and discussed agreement, while a third researcher resolved any discrepancy.  
Data coding, extraction and synthesis used a thematic synthesis process to ensure that the themes relevant to implementation were captured.  Two researchers developed the data extraction tool in an 
iterative manner using a sample of studies until there was a best fit for the emerging data. One researcher extracted the remaining data, seeking clarification or support from members of the research 
team where information was unclear or ambiguous. The flow diagram in  
 
Figure 1 outlines the process for retrieval and selection. To assess the quality of the included studies we used the Critical Appraisal Skills Programme (CASP) quality assessment tool for qualitative 
studies. We then used CERQUAL (Confidence in the Evidence from Reviews of Qualitative research) to assess each of the review findings. Finally, findings were mapped onto known constructs in 
implementation science including acceptability, adoption, appropriateness, feasibility, fidelity, cost, coverage and sustainability. At each stage, two researchers reviewed the quality of the research and 
construct fit and agreement was reached through discussion, on occasion discussions included consultation with a third researcher.  
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Figure 1. Search results flow diagram 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



GUIDELINES ON MENTAL HEALTH AT WORK  

 380 

Main Findings 

 
The search of databases retrieved 5089 records, reduced to 4069 once duplicates had been removed. 95 studies were reviewed at the full paper stage. Two systematic reviews considered at the full 
paper search met our inclusion criteria, each of which included qualitative and quantitative studies. The reviews were interrogated to identify qualitative studies and those studies published between 
2019-2021 were considered for eligibility.  In total, 33 primary studies met our inclusion criteria.  
 
Country: All studies were published in English and were all conducted in and written by researchers in high income countries with the exception of China (upper-middle income country at the time of 
writing): Australia (3), Canada (5), China (1), Demark (1), Finland (1), Germany (2), Netherlands (1), Singapore (1), Spain (1), Sweden (4), United Kingdom (10) and United States (3). 
 
Level of intervention: A range of different intervention levels were identified including: individual interventions (18), individual and manager interventions (2), team interventions (3), manager 
interventions (2) and organisational interventions (7). One study reported on a multi-component intervention that incorporated activities across levels.   
 
Type of intervention: A broad range of interventions were reflected in the studies, largely individual interventions, including mindfulness-based interventions (8), resilience training (2) CBT (1) and 
acceptance and commitment therapy (1); mental health awareness (4); physical activity (3); participatory organisational interventions (3) and multi-component return to work interventions (4) among 
others.  
 
Industry/Sector: Public sector organisations were well represented including healthcare (14), police settings (4), education (3), general public sector (4), apprentices (1), industrial workers (1), care for 
older adults (1). Three studies were conducted in mixed occupational settings, and only two studies were conducted in private sector organisations  
 
26 evidence statements were generated representing discrete barriers and facilitators to the implementation of workplace mental health interventions, grouped under seven themes presented in 
Table 1.  
 
Confidence in findings: Due to the absence of studies from low-income countries and only one study from a middle-income country, the research team considered confidence in findings in relation to 
high income countries only when applying CERQual. A low confidence rating in all findings applies to low- and middle-income countries due to serious concerns around relevance due to an absence of 
data.  The appraisal of confidence in findings as relevant to high income countries is presented in Table 1 and summarised as follows:  
 
Where and when 
 
Careful scheduling and consideration of the location of the intervention is required to ensure that participants can attend, and fully engage in, the intervention. Careful scheduling of an intervention is 
likely to be important to enable participant attendance (low confidence). Scheduling is a particular challenge for shift workers and for interventions requiring group attendance. Meetings with 
managers to work out the best schedule and flexing working hours to attend sessions are likely to aid scheduling difficulties, although participants often had different preferences regarding timing. For 
those interventions implemented in the participants’ own time, providing a flexible timeline for interventions may be beneficial.  
 
Interventions that require completion (fully or in part) outside of work are challenging for some due to a lack of time and space, other priorities at home such as childcare or being too tired or fatigued 
from work (low confidence).  Although there was variation in preferences for on-site versus off-site locations, the location of the intervention requires careful consideration as participants reported 
spaces that were too small, difficult to access or where they were not free from interruptions were problematic (low confidence). 
 
 
 
 



WEB ANNEX: EVIDENCE PROFILES AND SUPPORTING EVIDENCE 

 

  381 

Support and engagement 
 
Participants reported that leaders and managers who provide positive examples and prioritise interventions facilitate implementation (moderate confidence), while poor relationships between 
managers and individuals can hinder access to and the sustainability of the intervention (low confidence). Positive examples of leadership support included leaders disclosing their own experience of 
mental health conditions or involvement in interventions and endorsing intervention activities to be completed in work time. A negative example came from a study in which senior leaders did not 
support the behaviour change of managers following a leadership development course, expecting them to carry on leading as they had before rather than transfer their learning to the workplace. In a 
return to work study, conflicts between employees and employers were seen to hinder the ability to reach a consensus over reasonable accommodations, whilst in a study on job redesign, tense 
relations between managers and within workshops hindered collaborative working to identify psychosocial hazards.  
 
Many participants indicated that concerns about confidentiality and stigma present an enduring barrier to engaging in workplace mental health interventions (low confidence). Some participants noted 
concern that intervention users may be identified as having mental health conditions  or being unable to cope with work. Studies indicated that peer or colleague support, such as verbal 
encouragement, and support for taking time out of work for activities to complete interventions, may be helpful (low confidence). Embedding activities in policies or official activities may also lend 
credence to interventions (very low confidence). For example, having policies around availability of peer-support services were considered important in the police for reducing fear of stigma and 
thereby encouraging help-seeking behaviour. Working to foster engagement across all levels of an organisation was also considered important by some participants (very low confidence).  
 
Studies also revealed that the intervention participant’s mindset plays a role in engagement and sustainability of interventions (low confidence). Examples of a mindset which negatively affected 
uptake included a lack of motivation, disinterest, being lazy, or holding misconceptions about the purpose and need for the intervention while a positive mindset included being motivated and 
understanding the need and benefits of the intervention. A ‘no-break, be at your desk culture’, and ‘change fatigue’ may also present barriers to adoption (both very low confidence). 
 
Participants reported mixed experiences of the impact of interventions being mandatory versus voluntary (very low confidence).  In one study participants valued having the choice to engage without 
pressure, whilst in another study on leadership training in the police, the voluntary nature of the programme was suspected as the cause for reduced uptake amongst certain personnel, particularly 
from those who needed to improve their leadership skills the most. In another police study, mandatory training was seen as a facilitator to implementation as it conveyed to staff that it is important 
and prioritised. 
 
Delivery issues associated with implementation  
 
Many studies identified the importance of the credibility of the person delivering the intervention. There was a concern in three studies about a lack of suitable training for those involved in 
intervention delivery, the boundaries of a delivery role and trainers not being fully equipped to support staff who raise difficult issues. Meanwhile having the right people with the right skills delivering 
the intervention was seen to improve credibility, engagement and trust.  Notable features of good delivery staff included being warm, open, friendly and non-judgemental. Some participants 
highlighted the importance of delivery staff who understood workplace issues and one study noted the credibility of hearing from those who had lived experience (moderate confidence).  
 
The role of group dynamics in the implementation of interventions is less clear. Some participants reported that the benefits of good group dynamics included learning from others, realising they are 
not alone in their experience, and gaining social support. Poor group dynamics in interventions with a group design dissuaded participants from engaging fully with the intervention. There was 
particular concern amongst some about being in a group with managers, as this made workers feel uncomfortable sharing their worries. Group dynamics could be enhanced by ensuring there is a safe 
and informal space for open dialogue and that there is ‘flatness of hierarchy’ (low confidence). 
 
Design issues associated with implementation 
 
In terms of the design of the intervention, many participants reported the need to consider the adaptability of the intervention, with individualised and work-relevant designs seen as preferable (low 
confidence). The availability of ongoing support and guidance on how to implement changes or continue activities was reported to be helpful by some participants (very low confidence overall, low 
confidence as applied to individual interventions). Participants noted that choosing easy to achieve goals and scheduling these activities into a diary facilitated personal sustainability of intervention 
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activities, whilst some learning mindfulness techniques supported having a variety of practice elements, including brief exercises that could be easily adopted in daily schedules. Some participants 
noted the need for digital interventions to consider digital literacy, security issues and the availability of technology, although use of information and communication technology (ICT) was considered a 
facilitator in some interventions as it improved accessibility (eg. video conferencing, recordings or digital applications) (low confidence).  
 
Communication issues associated with implementation 
 
Good communication about the value of the intervention enhances acceptability and adoption of interventions. Examples of factors that facilitated communication included using multiple prompts, 
encouraging managers to communicate face to face with their staff about the intervention, and providing information on the scientific evidence and success stories. In two studies, some of the 
communication received by email was ignored or overlooked (low confidence).  
 
Resource issues associated with implementation 
 
High workloads and difficulties in leaving work unattended for those in client-facing or frontline roles, make it to find time to implement an intervention during work hours.  Participants in a number of 
studies described how they found it difficult to take part in interventions or carry out the associated activities due to a lack of time during the workday, competing priorities in the workplace and being 
overloaded with work, sometimes due to staff shortages. Those with client facing or frontline roles often needed to obtain cover for their position from another member of staff to get involved 
(moderate confidence).   
 
Organisational constraints, including structural obstacles such as obtaining centrally held data and lack of resources allocated to the intervention, can hinder implementation (very low confidence). 
Staff turnover may be a barrier to sustaining interventions as this can result in new workers not receiving the intervention and knowledge and momentum being lost when staff leave the workplace 
(very low confidence).   
 
Additional issues for return to work interventions 
 
A number of issues specific to return to work interventions were revealed. Studies identified the benefits of stakeholders working collaboratively to discuss and support the returners’ needs. Those 
responsible for coordinating stakeholders (often employed in primary care) noted difficulties accessing advice from doctors or health professionals, while health professionals noted difficulties working 
with employers. Reports included lack of time available, lack of interest and lack of willingness to cooperate, and lack of detailed descriptions on how to coordinate. A positive attitude, open dialogue 
amongst stakeholders, sharing common goals and making early contact with employers may help improve communication (very low confidence).  
 
Implementing work accommodations for returning workers can be challenging. Difficulties were seen to arise due to a combination of concerns regarding confidentiality, stigma, and the impact of 
accommodations on co-worker workloads and resources. Some participants shared the benefit of offering supernumerary assignments (ie. returning workers to work as supplementary employees) to 
counteract difficulty in offering accommodations (very low confidence). 
 
A person-centred, open dialogue early on during sick leave can benefit return to work. If left later it became more difficult for the worker and the employer to reach a shared view of the problems (very 
low confidence).  
 
Good communication about the programme to other stakeholders aids implementation by ensuring that there is a good flow of referrals into the service (very low confidence). 
 
Findings were mapped on to constructs in implementation science to examine the state of the evidence across implementation outcomes, presented in Table 2.  Language was most often ambiguous 
but clear enough to connect to an implementation outcome. The mapping therefore represents an inferred link to outcomes rather than an explicit link. Sixteen studies included in this review appeared 
to report factors relating to adoption. Nine studies reported factors relating to acceptability, seven to appropriateness, twelve to feasibility, nine to fidelity and nine to sustainability. Seven studies 
appeared to examine appropriateness and six to coverage. No studies reported factors relating to implementation cost.  
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Table 1. Summary of qualitative findings 
 

Finding 
number 

Summary of review 
finding 

Studies 
contributing 
to the finding 

Country of 
study 
 

Level of 
intervention 

 
Industry/Sector 
 

Methodological 
implications 

Relevance Adequacy Coherence Overall 
CERQual 
assessment of 
confidence in 
the evidence  

 When and where         

1 Careful scheduling of 
an intervention is 
important to enable 
participant 
attendance: 
Scheduling was a 
particular challenge 
for shift workers and 
for interventions 
requiring group 
attendance. 
Participants varied in 
their preferences 
regarding timing of 
intervention sessions, 
with some preferring 
earlier in the day and 
some later.  Meetings 
with managers to 
work out the best 
schedule and flexing 
working hours to 
attend sessions aided 
scheduling issues. 
Where participants 
could complete 
interventions in their 
own time, providing a 
flexible timeline for 
completion, assisted 
scheduling. 

Fisher et al 
(2020); 
Kersemaeker 
et al (2020); 
LaMontagne 
et al (2020); 
Lebares et al 
(2020); Lock 
et al (2020); 
McCall et al 
(2020); 
Montero-
Marin et al 
(2020); Muir 
& Keim-
Malpass 
(2020);O'Neill 
et al (2019); 
Ong et al 
(2020); Rich 
et al (2020); 
Seath et al 
(2019); Wan 
Mohd Yunus 
et al (2020) 

Australia (2) 
Canada (1) 
Netherlands 
(1), 
Singapore 
(1), Spain 
(1) 
UK (5), US 
(2) 
 

I=9 
T=2 
I/M=1 
M=1 
 

 
Healthcare=6 
Private=2 
Police=1 
Older care=1 
Education=2 
Gen. Public=1 
 
 

Minor concerns 
because of 
limited 
consideration 
of reflexivity 
across studies. 
However, due 
to the 
methodological 
and sample 
variance among 
the studies 
researchers 
noted concerns 
as minor.  

Moderate concerns 
because of partial 
relevance. All but one 
study were conducted 
in public sector 
organisations, eight of 
which were in 
healthcare settings.  

No or very minor 
concerns. 

Minor concerns 
due to diverse 
nature of 
scheduling 
difficulties.  

Moderate 
confidence 
because of 
methodological 
concerns, 
partial 
relevance and 
coherence.  

2 Interventions that 
require completion 
(fully or in part) 

Kersemaeker 
et al (2020); 
Lock et al 

Australia 
(1),  
China (1),  

I=5 
M=1 
 

Low or minor 
concerns 
regarding 

Moderate concerns 
because of partial 
relevance. All studies 

Moderate 
concerns due to 
small number of 

No or very 
minor concerns. 

Low 
confidence 
because of 
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Relevance Adequacy Coherence Overall 
CERQual 
assessment of 
confidence in 
the evidence  

outside of work are 
challenging for some:  
Due to a lack of time 
and space, other 
priorities at home 
(e.g. childcare) or 
being too tired or 
fatigued from work.  

(2020); Luong 
et al (2019); 
Pan et al 
(2019); Ryde 
et al (2020); 
Todd et al 
(2019) 

Germany 
(1), 
Netherlands 
(1), UK (2) 
 

 
Healthcare=2 
Education=2 
Gen. Public=1 
Older care=1 
 
 

methodological 
implications. 
Only one study 
considered 
reflexivity.  

were conducted in 
public sector settings; 
six studies concerned 
individual level 
interventions, five of 
which were 
mindfulness based.  

studies and data 
spread thinly 
across studies.   

methodological 
concerns, 
partial 
relevance and 
data adequacy.  

3 The location of the 
intervention requires 
careful consideration: 
There was variation in 
preferences for on-
site (for easy access) 
or off-site (to mitigate 
distractions). 
However, participants 
reported spaces that 
were too small, 
difficult to access and 
where they were not 
free from 
interruptions were 
problematic.  

Arapovic-
Johansson et 
al (2020); 
Fisher et al 
(2020); 
Holmlund et 
al (2020) a; 
Kersemaeker 
et al (2020); 
Lock et al 
(2020); 
O'Neill et al 
(2019); 
Petersson et 
al (2020) a; 
Todd et al 
(2019)  

Australia 
(1),  
Netherlands 
(1),  
Sweden (3), 
UK (3) 
 

I=4 
M=1 
O=3 
 

 
Older care=1 
Healthcare=4 
Mixed=1 
Education=2 
 

Moderate 
concerns as 
only one study 
provided 
justification for 
their approach, 
three 
considered 
reflexivity.  

No or very minor 
concerns. 

Moderate 
concerns due to 
small number of 
studies and this 
finding is an 
oversimplification 
and the issues 
regarding 
location 
preferences were 
diverse. 

Moderate 
concerns due a 
number of 
different 
considerations 
related to 
location 
reported in the 
studies.  

Low 
confidence 
because of 
concerns about 
coherence and 
adequacy.  

 Support and 
engagement 

        

4 The individuals’ 
mindset plays a role: 
Examples of a poor 
mindset included a 
lack of motivation, 
disinterest, being lazy, 
cynicism or holding 
misconceptions about 
the purpose and need 
for the intervention; 
while those who 

Deady et al 
(2020); 
Holmlund et 
al (2020) a; 
Kersemaeker 
et al (2020); 
LaMontagne 
et al (2020); 
Lebares et al 
(2020); Lock 
et al (2020); 

Australia 
(3), 
Germany 
(2), 
Netherlands 
(1), Spain 
(1),  
Sweden (1), 
UK (2), US 
(1) 

I=7 
I/M=1 
M=1 
O=2 
 

 
Apprentices=1 
Older care=1 
Police=1 
Education=2 

Moderate 
concerns 
regarding 
methodology as 
one study 
reported 
applying 
content 
analysis but did 
not describe 
how codes 

Moderate concerns 
because of partial 
relevance. Seven of 
the studies examined 
individual level 
interventions, five of 
which were 
mindfulness-based. 
Further, there may be 
sociocultural 
differences in what 

Minor concerns 
because of thin 
data. While the 
studies described 
different 
personal 
characteristics 
due to the 
relatively simple 
and descriptive 
finding we 

Moderate 
concerns due to 
the construct 
being 
operationalised 
in different 
ways in 
different 
studies. 

Low 
confidence 
because of 
methodological 
concerns, 
partial 
relevance, 
adequacy and 
coherence.  
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chose to participate 
reported being 
motivated and 
understanding the 
need and benefits of 
the intervention 
facilitated 
implementation. 

Luong et al 
(2019); 
Montero-
Marin et al 
(2020); 
Schneider et 
al (2019); 
Seath et al 
(2019); Todd 
et al (2019) 
 

Healthcare=4 
Private=1 
Mixed=1 
 
 
 

were 
generated. Only 
three studies 
considered 
reflexivity. 

constitutes a positive 
or proactive mindset. 

concluded that 
we had very 
minor concerns.  

5 Leadership and 
management support 
for the intervention is 
important: Positive 
examples included 
leaders disclosing 
their own experience 
of MH or use of 
interventions and 
endorsing 
intervention activities 
to be completed in 
work time. Some 
participants reported 
that leaders and 
managers did not 
prioritise 
interventions and 
made demands that 
did not support the 
transfer of learning to 
the workplace. 

Arapovic-
Johansson et 
al (2020); 
Brown et al 
(2020); Fisher 
et al (2020); 
Holmlund et 
al (2020) a; 
Knaak et al 
(2019); 
Labares et al 
(2020); Lucia 
& Halloran 
(2020); Lock 
et al (2020); 
Tafvelin et al 
(2019); 
Teperi et al 
(2019); Wan 
Mohd Yunus 
et al (2020) 

Australia 
(1),  
Canada (1), 
Finland (1), 
Sweden (3), 
UK (3), US 
(2) 

I=6 
I/M=1 
M=1 
O=2 
I/M/O=1 
 

 
Older care=1 
Police=2 
Gen. Public=2 
Healthcare=3 
Education=1 
Private=1 
Mixed=1 
 

No or minor 
concerns 
regarding 
methodology as 
only one study 
considered 
reflexivity. 

Moderate concerns 
about relevance. 
While the majority of 
studies were at the 
individual level, the 
findings are 
distributed across 
country location and 
sector and therefore 
we concluded we had 
very minor concerns 
regarding the level of 
intervention however 
given the 
sociocultural 
differences in 
leadership behaviours 
we have moderate 
concerns regarding 
relevance.  

No or very minor 
concerns. 

Moderate 
concerns as 
leadership is a 
broad construct 
and is 
operationalised 
by participants 
in different 
ways. 

Moderate 
confidence 
because of 
concerns about 
relevance and 
coherence.  

6 A poor relationship 
between the line 
manager and team 
members could be a 
barrier to the 

Abildgaard et 
al (2020); 
Holmlund et 
al (2020) a; 
Lucia & 

Denmark 
(1), Sweden 
(1), US (1) 

O=2 
I/M/O=1 
 

 

Minor concerns 
as one provided 
limited 
information on 
analytical 

Moderate concerns 
around relevance due 
to studies examining 
implementation of 

Serious concerns 
due to small 
number of 
studies.  

Moderate 
concerns as 
leadership is a 
broad construct 
and has been 

Low 
confidence 
because of 
concerns 
around 
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adoption, fidelity, 
coverage and 
sustainability of an 
intervention: In a 
study on job redesign, 
a tense relationship 
with managers was a 
reported to be a 
barrier while another 
study reported the 
very direct approach 
of some line 
managers in leading 
workshops made 
collaboration with 
employees difficult for 
some, whilst a 
supportive approach 
was seen to facilitate 
collaboration. In a 
study on interventions 
in the police, one 
interviewee described 
how a poor 
relationship between 
supervisors and staff 
leads to some failing 
to recognise when 
support is needed . In 
a return to work 
study, conflicts 
between employee 
and employer were 
seen to hinder the 
ability to reach a 
consensus over 
accommodations.  

Halloran 
(2020) 

Industrial 
workers=1 
Mixed=1 
Police=1 

approach or 
ethical 
considerations.  

organisational and 
mixed interventions. 

operationalised 
by participants 
in different 
ways. 

methodology, 
relevance, 
adequacy and 
coherence.  
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7 Peer or colleague 
support for the 
intervention impacts 
the initial and 
ongoing 
implementation of 
interventions: 
Support from 
colleagues when 
taking part in 
interventions, such as 
verbal 
encouragement was 
reported to be a 
facilitator while some 
participants reported 
a fear that colleagues 
would resent staff 
taking time out of 
work for MH 
interventions. 

Lock et al 
(2020); Rich 
et al (2020); 
Ryde et al 
(2020); Wan 
Mohd Yunus 
et al (2020)  
 

Australia 
(1),  
UK (3),  
 

I=4 
 

 
Older care=1 
Healthcare=1 
Private=1 
Gen. Public=1 
 

No or very 
minor 
concerns. 

Serious concerns 
regarding relevance. 
All studies examined 
the implementation 
of an individual level 
intervention, three of 
which were 
conducted in the UK.  
There are 
sociocultural 
differences is in 
supportive behaviours 
that require further 
consideration.  

Serious concerns 
regarding 
adequacy due to 
thin data, as the 
nature of support 
is not often fully 
described or 
operationalised.  

Moderate 
concerns 
regarding 
coherence due 
to the range of 
ways support 
can be 
operationalised. 

Low 
confidence 
because of 
concerns about 
relevance. 
However, 
moderate 
confidence in 
individual level 
interventions 
because of 
concerns about 
data adequacy.  

8 Fostering 
engagement across 
all levels of the 
organisation helped 
to increase 
management support 
and buy-in for the 
intervention. 

LaMontagne 
et al (2020); 
Lock et al 
(2020) 

Australia (2) 
  

I=1 
I/M=1 
 

 
Older care=1 
Police=1 
 

Moderate 
concerns as the 
relationship 
between 
researchers and 
participants is 
not described.  

Serious concerns 
about relevance as 
both studies were 
conducted in one 
country and 
management 
structures and 
policies vary. 

Serious concerns 
about small 
number of 
studies.  

No or very 
minor concerns. 

Very low 
confidence 
because of 
concerns about 
relevance and 
adequacy. 

9 Having appropriate 
policies in place or 
making an 
intervention an 
official part of their 
offering showed 
organisational 
support for 
intervention. For 

Lucia & 
Halloran 
(2020); 
Milliard 
(2020); 
Teperi et al 
(2019) 

Canada (1), 
Finland (1), 
US (1) 

T=2 
I/M/O=1 
 

 
Police=2 
Gen.Public=1 
 

Moderate 
concerns due to 
small sample 
across studies. 

Moderate concerns 
due to the variation in 
policies between 
organisations and 
sociocultural 
differences in the 
embedding of health 
and wellbeing policies 

Serious concerns 
about thin data 
and small 
number of 
studies. 

No or very 
minor concerns. 

Very low 
confidence 
because of 
methodological 
concerns, and 
concerns about 
relevance and 
data adequacy. 
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example, policies 
around availability of 
peer-support services 
were considered 
important in the 
police for reducing 
fear of stigma and 
thereby encouraging 
help-seeking 
behaviour.  

between countries 
and organisations. 

10 Participants reported 
mixed views on 
whether MH 
interventions should 
be mandatory or 
voluntary. In one 
study participants 
liked the fact that the 
programme was 
voluntary as it gave 
them the choice to 
engage without 
pressure, whilst in 
another study on 
leadership training it 
was felt the voluntary 
nature reduced take 
up and that those 
who needed the 
training most were 
less likely to take it 
up. In a police study 
mandatory training 
was seen as a 
facilitator as it 
conveyed to staff that 
it is important and 
prioritised. 

Knaak et al 
(2019); 
LaMontagne 
et al (2020); 
Lock et al 
(2020); 
Tafvelin et al 
(2019) 

Australia 
(2), 
Canada (1), 
Sweden (1) 
  

I=1 
I/M=2 
M=1 
 

 
Older care=1 
Police=2 
Gen.Public=1 

Moderate 
concerns 
because studies 
did not 
consider 
reflexivity;  one 
provided 
limited 
information 
about the 
development of 
codes.   

Moderate concerns 
because of partial 
relevance. Three 
studies were 
individual level 
interventions, two of 
which were 
conducted in Police 
settings.   

Serious concerns 
because of small 
number of 
studies. 

Serious 
concerns 
regarding 
coherence due 
to mixed 
findings.   

Very low 
confidence 
because of 
concerns about 
partial 
relevance, data 
adequacy and 
coherence.  
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11 Concerns about 
confidentiality and 
stigma are barriers to 
engagement: Some 
participants noted 
concern amongst 
workers that by 
participating in the 
intervention they may 
be identified as having 
mental ill-health or 
being unable to cope 
with work.  

LaMontagne 
et al (2020); 
Lucia & 
Halloran 
(2020); 
Marois et al 
(2020) a; Wan 
Mohd Yunus 
et al (2020) 

Australia 
(1),  
Canada (1), 
UK (2), US 
(1) 

I=1 
I/M=1 
O=1 
I/M/O=1 
 

 
Police=2 
Private=1 
Mixed=1 
 

Moderate 
concerns 
regarding 
methodologies 
as studies did 
not include 
consideration 
of reflexivity; 
three studies 
used deductive 
approaches and 
one did not 
specify how 
codes were 
developed 
indicating 
limited 
methodological 
variation.  

Moderate concerns as 
there are differences 
in the prevalence and 
management of the 
construct of stigma 
between 
organisations and 
cultures. 

Serious concerns 
about data 
adequacy due to 
thin data across 
intervention 
levels. 

Moderate 
concerns as 
stigmatising 
behaviours and 
attitudes may 
differ across 
settings. 

Very low 
Confidence 
due to 
methodological 
concerns, 
relevance, data 
adequacy and 
coherence. 

12 Change fatigue 
towards 
interventions to 
create change due to 
previous failures of 
past activities, may 
be a barrier to 
implementation.   

Abildgaard et 
al (2020) 

Denmark 
(1) 
  

O=1 
 

 
Industrial 
workers=1 
 

No or very 
minor 
concerns. 

Moderate concerns 
about partial 
relevance as only 
examined in the 
context of 
organisational level 
interventions. 

Serious concerns 
about small 
number of 
studies. 

No or very 
minor concerns. 

Very low 
confidence 
because of 
concerns about 
relevance and 
data adequacy. 

13 A ‘no-break, be at 
your desk culture’ 
was a barrier to 
engaging in some 
interventions. In one 
study, which looked at 
the potential issues of 
taking physical 
exercise during 
worktime, employees 

Ryde et al 
(2020) 

UK (1) I=1 
 

 
Healthcare=1 
 

No or very 
minor 
concerns. 

Moderate concerns 
because of partial 
relevance as 
examined in the 
context of an 
individual level 
interventions. 

Serious concerns 
about small 
number of 
studies. 

No or very 
minor concerns. 

Very low 
confidence 
because of 
concerns about 
relevance and 
adequacy.  
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expressed guilt at 
taking time away from 
work, some of which 
they realised was 
internalised rather 
than dependant on 
those around them.   

 Delivery issues 
associated with 
implementation 

        

14 The credibility of the 
person delivering the 
intervention. Some 
reported a concern 
about a lack of 
suitable training for 
those involved in 
intervention delivery, 
the boundaries of 
their delivery role and 
that they did not feel 
trainers were well 
equipped to support 
staff who may raise 
difficult issues. Having 
the right people with 
the right skills 
delivering the 
intervention helped to 
improve credibility, 
engagement and 
trust.  Notable 
features included 
being warm, open, 
friendly and non-
judgemental. Some 
participants 

Abildgaard et 
al (2020); 
Arapovic-
Johansson et 
al (2020); 
Fisher et al 
(2020); 
Holmlund et 
al (2020) a; 
Knaak et al 
(2019); 
LaMontagne 
et al (2020); 
Luong et al 
(2019); 
Milliard 
(2020); 
O'Neill et al 
(2019); Ong 
et al (2020); 
Seath et al 
(2019); 
Stacey et al 
(2020); 
Sylvain et al 
(2019) a; 

Australia 
(1), 
Canada (3), 
Denmark 
(1),  
Germany 
(1),  
Singapore 
(1), 
Sweden (2),  
UK (5)  

I=5 
I/M=2 
T=3 
O=4 
 

 
Police=3 
Healthcare=6 
Industrial 
workers=1 
Mixed=1 
Education=3 

Moderate 
concerns 
regarding 
methodology 
due to three 
studies not 
clarifying how 
thematic codes 
were 
developed. 
Reflexivity was 
considered in 
only four 
studies.  

Moderate concerns 
due to the 
sociocultural 
complexity of 
credibility as a 
construct. 

No or very minor 
concerns.  

Moderate 
concerns due to 
the variation in 
descriptors of 
credibility 
across the 
studies.  

Moderate 
Confidence 
due to 
methodological 
concerns, 
relevance and 
coherence.  
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highlighted the 
importance of 
delivery staff who 
understood workplace 
issues and one study 
noted the credibility 
of hearing from those 
who had lived 
experience. 

Todd et al 
(2019) 
 
 

15 Group dynamics play 
a role in the 
implementation of 
interventions with 
group designs:  
Participants reported 
that the benefits of 
good group dynamics 
included learning 
from others, realising 
you are not alone in 
your experience, and 
gaining social support. 
Poor group dynamics 
in interventions with a 
group design 
dissuaded participants 
from engaging fully 
with the intervention. 
There was particular 
concern amongst 
some about being in a 
group with managers, 
as this made workers 
feel uncomfortable 
sharing their worries.   
Group dynamics could 
be enhanced by 
ensuring there is a 

Abildgaard et 
al (2020); 
Kersemaeker 
et al (2020); 
Knaak et al 
(2019); Luong 
et al (2019); 
O'Neill et al 
(2019); Ong 
et al (2020); 
Sylvain et al 
(2019) a; 
Tafvelin et al 
(2020); Todd 
et al (2019)  

Canada (2), 
Denmark 
(1), 
Germany 
(1), 
Netherlands 
(1),  
Singapore 
(1), 
Sweden (1), 
UK (2) 

I=2 
I/M=1 
T=2 
M=2 
O=2 
 
 

 
Healthcare=4 
Oldercare=1 
Police=1 
Education=2 
Gen.Public=1 

None to minor 
concerns,three 
considered 
reflexivity but 
only in a limited 
way.   

Moderate concerns 
due to sociocultural 
variations in group 
norms and group 
dynamics. 

Moderate 
concerns because 
of thin data.  

Moderate 
concerns due a 
number of 
different 
considerations 
related to 
group dynamics 
reported in the 
studies. 

Low 
confidence 
because of 
concerns about 
methodology, 
partial 
relevance, 
adequacy and 
coherence.  
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Finding 
number 

Summary of review 
finding 

Studies 
contributing 
to the finding 

Country of 
study 
 

Level of 
intervention 

 
Industry/Sector 
 

Methodological 
implications 

Relevance Adequacy Coherence Overall 
CERQual 
assessment of 
confidence in 
the evidence  

safe and informal 
space for open 
dialogue and that 
there is ‘flatness of 
hierarchy’. 

 Design issues 
associated with 
implementation 

        

16 Interventions that 
could be adapted to 
the individual or work 
place are preferred. 
Participants disliked 
interventions that 
were not sufficiently 
individualised or 
specifically relevant to 
their different work 
places, preferring 
interventions that 
were practical and 
relevant to workers. 

Brown et al 
(2020); 
Deady et al 
(2020); 
Lebares et al 
(2020); 
LaMontagne 
et al (2020); 
Lock et al 
(2020); 
Tafvelin et al 
(2019) 

Australia 
(3), Sweden 
(1),  
UK (1)  US 
(1) 

I=4 
I/M=1 
M=1 
 

 
Apprentices=1 
Older care=1 
Police=1 
Healthcare=2 
Gen. Public=1 

Minor concerns 
sue to lack of 
consideration 
of reflexivity. 

Minor concerns 
because of partial 
relevance. Four of the 
studies examined 
individual level 
interventions. 

Moderate 
concerns 
regarding small 
number of 
studies. 

No or very 
minor concerns. 

Low 
confidence 
because of 
concerns about 
relevance. 
Moderate 
confidence for 
finding applied 
to individual 
level 
interventions.  

17 Ongoing support and 
guidance on how to 
implement 
changes/activities 
outside of training 
can help 
implementation. 
Participants noted 
that choosing easy to 
achieve goals and 
scheduling these 
activities into a diary 
facilitated personal 
sustainability of  
intervention activities. 

Fisher et al 
(2020); 
Holmlund et 
al (2020) a; 
Kersemaeker 
et al (2020); 
Pan et al 
(2019); Rich 
et al (2020)  
 
 

 
China (1), 
Netherlands 
(1), Sweden 
(1), UK (2) 

I=3 
M=1 
O=1 

 
Healthcare=3 
Mixed=1 
Education=1 
 

Minor concerns 
due to the lack 
of reflexivity in 
all by one 
study. 

Moderate concerns 
because of partial 
relevance. Four of the 
studies examined 
individual level 
interventions. 

Serious concerns 
regarding small 
number of 
studies. 

No or very 
minor concerns. 

Very low 
confidence 
because of 
methodological 
concerns, 
partial 
relevance and 
data adequacy.  
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Finding 
number 

Summary of review 
finding 

Studies 
contributing 
to the finding 

Country of 
study 
 

Level of 
intervention 

 
Industry/Sector 
 

Methodological 
implications 

Relevance Adequacy Coherence Overall 
CERQual 
assessment of 
confidence in 
the evidence  

Some participants 
recommended the 
benefits of having a 
variety of practice 
elements provided in 
training, including 
brief exercises, that 
can easily be applied 
in daily schedules. 
Barriers included 
difficulty in setting up 
peer support groups 
and a lack of guidance 
on how to apply 
learnings once in the 
workplace.  

18 For Information and 
Communication 
Technology (ICT) 
interventions, digital 
literacy, security 
issues and availability 
of technology should 
be carefully 
considered: Use of ICT 
was considered a 
facilitator in some 
interventions as it 
improved accessibility 
(eg video 
conferencing, 
recordings or apps). 
App reminders to take 
part in activities were 
also considered a 
facilitator. However, 
there were concerns 
about the quality of 

Brown et al 
(2020); 
Deady et al 
(2020); 
McCall et al 
(2020); 
Montero-
Marin et al 
(2020); Muir 
& Keim-
Malpass 
(2020) 

Australia 
(1),  
Canada (1),  
Spain (1), 
UK (1), 
US (1) 

I=5 
 

 
Apprentices=1 
Gen. Public=1 
Private=1 
Healthcare=2 
 

No or very 
minor 
concerns.   

Moderate concerns 
because of partial 
relevance. All five of 
the studies examined 
individual level 
interventions. Given 
the variation in access 
to and acceptance of  
technology across 
sectors and countries 
this requires further 
consideration.  

Moderate 
concerns 
regarding data 
adequacy due to 
small number of 
studies. 

No or very 
minor concerns. 

Low 
confidence 
because of 
concerns about 
partial 
relevance and 
data adequacy.  
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Finding 
number 

Summary of review 
finding 

Studies 
contributing 
to the finding 

Country of 
study 
 

Level of 
intervention 

 
Industry/Sector 
 

Methodological 
implications 

Relevance Adequacy Coherence Overall 
CERQual 
assessment of 
confidence in 
the evidence  

interactions between 
intervention 
participants and 
facilitators being 
reduced when carried 
out online rather than 
face to face. 

 Communication 
issues associated 
with 
implementation 

        

19 Good communication 
about the value of 
the intervention 
enhances 
acceptability and 
adoption of 
interventions. 
Examples of factors 
that facilitated 
communication 
included using 
multiple prompts, 
encouraging 
managers to 
communicate face to 
face with their staff 
about the 
intervention, and 
providing information 
on the scientific 
evidence and success 
stories. 
Communication 
through email was 
often ignored or 
overlooked.  

Arapovic-
Johansson et 
al (2020); 
Haslam et al 
(2020); 
Lebares et al 
(2020); Lock 
et al (2020); 
Teperi et al 
(2019); Todd 
et al (2019) 
 
 
 

Australia 
(1), 
Finland (1), 
Sweden (1), 
UK (2) , US 
(1) 

I=5 
O=1 
 

 
Older care=1 
Gen. Public=1 
Healthcare=2 
Mixed=1 
Education=1 
 
 

Moderate 
concerns. Only 
one study 
considered 
reflexivity, two 
studies had not 
obtained 
ethical approval 
but did follow 
ethical 
principles of 
data collection 
and consent. 

Moderate concerns 
because of partial 
relevance. Five of the 
studies examined 
individual level 
interventions, three 
of which were 
mindfulness-based. 

Moderate 
concerns because 
of small number 
of studies and 
thin data.  

Moderate 
concerns 
regarding 
coherence due 
to the different 
operational 
definitions of 
good 
communication. 

Low 
confidence 
because of 
methodological 
concerns and 
concerns about 
partial 
relevance, data 
adequacy and 
coherence.  
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Finding 
number 

Summary of review 
finding 

Studies 
contributing 
to the finding 

Country of 
study 
 

Level of 
intervention 

 
Industry/Sector 
 

Methodological 
implications 

Relevance Adequacy Coherence Overall 
CERQual 
assessment of 
confidence in 
the evidence  

 Resource issues 
associated with 
implementation 

        

20 High workloads and 
difficulties in leaving 
work unattended for 
those in client-facing 
or frontline roles. 
Participants in a 
number of studies 
described how they 
found it difficult to 
take part in 
interventions or carry 
out the associated 
activities due to a lack 
of time during the 
workday, competing 
priorities in the 
workplace and being 
overloaded with work, 
sometimes due to 
staff shortages at the 
workplace. Those with 
client facing or 
frontline roles often 
needed to obtain 
cover for their 
position from another 
member of staff to get 
involved.   

Arapovic-
Johansson et 
al (2020); 
Brown et al 
(2020); 
LaMontagne 
et al (2020); 
Lebares et al 
(2020); Fisher 
et al (2020); 
Holmlund et 
al (2020) a; 
Marois et al 
(2020) a; 
Montero-
Marin et al 
(2020); 
Petersson et 
al (2020) a; 
Rich et al 
(2020); Ryde 
et al (2020); 
Seath et al 
(2019); 
Sylvain et al 
(2019) a; 
Tafvelin et al 
(2019); 
Teperi et al 
(2019); Wan 
Mohd Yunus 
et al (2020) 

Australia 
(1), 
Canada (2), 
Finland (1), 
Spain (1), 
Sweden (4), 
UK (6), US 
(1) 
 

I=9 
I/M=1 
M=1 
O=5 
 

 
Police=1 
Education=1 
Healthcare=7 
Gen. Public=3 
Private=2 
Mixed=2 
 

Moderate 
concerns due to 
only one study 
considering 
reflexivity, 
eight studies 
did not provide 
justification for 
their approach, 
four studies 
provided 
limited 
analytical 
detail.  

Moderate concerns 
about partial 
relevance due to the 
majority of studies 
conducted at the 
individual level and in 
high risk settings. 

No or very minor 
concerns. 

Moderate 
concerns 
regarding 
coherence due 
to the range of 
ways high 
workloads 
made 
participation in 
the 
intervention 
difficult. 

Moderate 
confidence due 
to 
methodological 
concerns, data 
adequacy 
(particularly 
outside of high 
risk settings) 
and coherence.  

21 Staff turnover may be 
a barrier to sustaining 
interventions: 

Arapovic-
Johansson et 
al (2020); 

Australia 
(1), 
Canada (1), 

I/M=2 
O=2 
 

Moderate 
concerns due to 
lack of 

Moderate concerns 
because of partial 
relevance. Two 

Serious concerns 
due to small 

No or very 
minor concerns. 

Very low 
confidence 
because of 



GUIDELINES ON MENTAL HEALTH AT WORK  

 396 

Finding 
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Summary of review 
finding 

Studies 
contributing 
to the finding 

Country of 
study 
 

Level of 
intervention 

 
Industry/Sector 
 

Methodological 
implications 

Relevance Adequacy Coherence Overall 
CERQual 
assessment of 
confidence in 
the evidence  

Participants reported 
that high staff 
turnover can mean 
that new workers do 
not receive the 
intervention and that 
knowledge and 
momentum is lost 
when staff leave the 
organisation.  

Holmlund et 
al (2020) a; 
Knaak et al 
(2019); 
LaMontagne 
et al (2020) 

Sweden (2)   
Police=2 
Healthcare=1 
Mixed=1 
 

consideration 
of reflexivity, 
one study did 
not provide 
detail on ethical 
considerations, 
two studies 
provided 
limited 
analytical 
detail. 

studies examined the 
implementation of 
mental health 
awareness training in 
police settings. 

number of 
studies. 

concerns about 
methodological 
clarity, partial 
relevance and 
data adequacy. 

22 Organisational 
constraints, including 
structural obstacles 
such as obtaining 
centrally held data 
and lack of resources 
allocated to the 
intervention, can 
hinder 
implementation. 

Arapovic-
Johansson et 
al (2020); 
Lucia & 
Halloran 
(2020); 
Schneider et 
al (2019); 
Sylvain et al 
(2019) a 

Canada (1), 
Germany 
(1), 
Sweden (1), 
US (1) 

I/M/O=1 
O=3 
 

 
Police=1 
Healthcare=3 
 

Moderate 
concerns due to 
lack of 
consideration 
of reflexivity, 
two studies 
provided 
limited 
analytical detail 
and one study 
was limited by 
resources and 
may not have 
reached data 
saturation. 

Moderate concerns 
because of partial 
relevance. All studies 
were conducted in 
healthcare or police 
settings and 
organisational 
constraints are also 
likely to be influenced 
by complex 
sociocultural 
differences including 
data protection and 
human resource 
practices.  

Serious concerns 
due to thin data 
and small 
number of 
studies.  

Moderate 
concerns 
regarding 
coherence due 
to the diversity 
of constraints 
noted by 
participants. 

Very low 
confidence 
because of 
methodological 
concerns, 
partial 
relevance, data 
adequacy and 
coherence. 
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 Additional issues for 
return to work 
interventions 

        

23 There are benefits to 
broad collaborations  
supporting the return 
to work process, but 
getting the 
involvement of all 
stakeholders can be 
challenging: Those 
responsible for 
coordinating 
stakeholders (often 
employed in primary 
care) noted difficulties 
accessing advice from 
doctors or health 
professionals, while 
health professionals 
noted difficulties 
working with 
employers. Reports 
included lack of time 
available, lack of 
interest and lack of 
willingness to 
cooperate, and lack of 
detailed descriptions on 
how to coordinate. A 
positive attitude, open 
dialogue amongst 
stakeholders, sharing 
common goals and 
making early contact 
with employers may 
help improve 
communication.  

Holmlund et 
al (2020) a; 
Marois et al 
(2020) a; 
Petersson et 
al (2020) a; 
Sylvain et al 
(2019) a 
 
 

Canada (2), 
Sweden (2)  

O=4 
 

 
Healthcare=2 
Mixed=2 
 

Moderate 
concerns due to 
lack of 
consideration 
of reflexivity, 
two studies 
provided 
limited 
analytical 
detail. 

Moderate concerns 
about partial relevance 
as data gathered in two 
countries. The structures 
and systems within 
which allied 
professionals are 
working in are likely to 
influence the available 
opportunities for 
collaboration.  

Moderate 
concerns about 
small number of 
studies. 

Moderate 
concerns 
regarding 
coherence due 
to the varied 
opportunities 
and challenges 
noted to aid 
collaborations.  

Very low 
confidence 
because of 
methodological 
concerns, 
partial 
relevance, data 
adequacy and 
coherence. 

24 Implementing work 
accommodations for 
returning workers can 
be challenging: 
Difficulties were seen to 

Holmlund et 
al (2020) a; 
Marois et al 
(2020) a 

Canada (1), 
Sweden (1)  

O=2 
 

 
Mixed=2 
 

Moderate 
concerns due to 
lack of 
reflexivity and 
one study 

Serious concerns about 
relevance due to 
interventions at the 
organisational level. 

Serious concerns 
about thin data 
and small 
number of 
studies. 

Moderate 
concerns due to 
the variation in 
sources of the 
challenge. 

Very low 
confidence 
because of 
methodological 
concerns, 
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arise due to a 
combination of 
concerns regarding 
confidentiality, stigma, 
and the impact of 
accommodations on co-
worker workloads and 
resources. Some 
participants shared the 
benefit of offering 
assignments where  
returning workers 
returned as 
supplementary 
employees to 
counteract difficulties in 
offering 
accommodations. 

provided only 
limited 
analytical 
detail. 

relevance, data 
adequacy and 
coherence.  

25 A person-centred, open 
dialogue early on 
during sick leave can 
benefit return to work. 
If left later it became 
more difficult for the 
patient and the 
employer to reach a 
shared view of the 
problems. 

Petersson et 
al (2020) a 

Sweden (1)  O=1 
 

 
Healthcare=1 
 

No or very 
minor 
concerns. 

Serious concerns about 
relevance due to 
interventions at the 
organisational level and 
only one country. 

Serious concerns 
about small 
number of 
studies and data 
gathered from 
women only. 

No or very 
minor concerns. 

Very low 
confidence 
because of 
serious 
concerns 
regarding 
relevance and 
data adequacy.  

26 Good communication 
about the programme 
to other stakeholders 
aids implementation by 
ensuring that there was 
a good flow of referrals 
into the service. 

Sylvain et al 
(2019) a 

Canada (1) 
  

O=1 
 

 
Healthcare=1 
 

Moderate 
concerns due to 
lack of 
consideration 
of reflexivity 
and limited 
analytical 
information. 

No or very minor 
concerns. 

Serious concerns 
about small 
number of 
studies and data 
gathered from 
one perspective 
only (the clinical 
team). 

No or very 
minor concerns. 

Very low 
confidence 
because of 
methodological 
concerns and 
data adequacy.  

a = studies examining return to work following absence; Key: Level of intervention: Individual = I, Team = T, Manager = M, O = Organisational  
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Table 2. Evidence statements mapped against implementation science constructs 
 

 

Summary of review finding 
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F1 Careful scheduling of an intervention is important to enable participant attendance.  ✓ ✓ ✓    ✓ 

F2 Interventions that require completion (fully or in part) outside of work are challenging for some.  ✓ ✓ ✓    ✓ 

F3 The location of the intervention requires careful consideration.  ✓ ✓ ✓     

F4 The individuals’ mindset plays a role. ✓ ✓       

F5 Leadership and management support for the intervention is important.  ✓ ✓     ✓ ✓ 

F6 A poor relationship between the line manager and team members could be a barrier to initial and ongoing 
implementation. 

 ✓   ✓  ✓ ✓ 

F7 Peer or colleague support for the intervention impacts the initial and ongoing implementation of interventions.  ✓   ✓  ✓ ✓ 

F8 Fostering engagement across all levels of the organization helped to increase management support and buy-in for the 
intervention. 

✓        

F9 Having appropriate policies in place or making an intervention an official part of their offering showed organizational 
support for intervention. 

 ✓      ✓ 

F10 Participants reported mixed views on whether MH interventions should be mandatory or voluntary.  ✓ ✓       

F11 Concerns about confidentiality and stigma are barriers to engagement.  ✓       

F12 Change fatigue towards interventions to create change due to previous failures of past activities, may be a barrier to 
implementation.   

 ✓       

F13 A ‘no-break, be at your desk culture’ was a barrier to engaging in some interventions.   ✓  ✓     

F14 The credibility of the person delivering the intervention effects implementation. ✓    ✓    

F15 Group dynamics play a role in the implementation of interventions with group designs.   ✓ ✓     

F16 Interventions that could be adapted to the individual or workplace are preferred.   ✓ ✓     

F17 Ongoing support and guidance on how to implement changes/activities outside of training can help implementation.      ✓   ✓ 

F18 For ICT interventions, digital literacy, security (e.g. CBT online) and availability of technology should be carefully 
considered. 

✓ ✓ ✓ ✓ ✓  ✓ ✓ 

F19 Good communication about the value of the intervention enhances implementation by encouraging engagement with 
interventions.  

✓ ✓       

F20 High workloads and difficulties in leaving work unattended makes it difficult to find time to implement the intervention 
during work hours. 

   ✓   ✓  

F21 Staff turnover may be a barrier to sustaining interventions.     ✓  ✓ ✓ 

F22 Organisational constraints, including structural obstacles such as obtaining centrally held data and lack of resources 
allocated to the intervention, can hinder implementation. 

   ✓     

F23 There are benefits of There are benefits to broad collaborations supporting the return to work process, but getting the 
involvement of all stakeholders can be challenging. 

   ✓ ✓    
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F24 Implementing work accommodations for returning workers can be challenging. ✓ ✓ ✓ ✓ ✓    

F25 A person-centred, open dialogue early on during sick leave can benefit return to work. If left later it became more difficult 
for the patient and the employer to reach a shared view of the problems. 

   ✓ ✓    

F26 Good communication about the programme to other stakeholders aids implementation. ✓ ✓       

Notes. Definitions for implementation constructs: Acceptability refers to the perception among stakeholders (e.g. consumers, providers, managers, policy-makers) that an intervention is 
agreeable; Adoption refers to the intervention, initial decision, or action to try to employ a new intervention; Appropriateness refers to the perceived fit or relevance of the intervention in a 
particular setting or for a particular target audience (e.g. provide or consumer) or issue; Feasibility refers to the extent to which an intervention can be carried out in a particular setting or 
organization; Fidelity refers to the degree to which an intervention was implemented as it was designed in an original protocol, plan, or policy; Implementation cost refers to the incremental 
cost of the delivery strategy (e.g. how the services are delivered in a particular setting). The total cost of implementation would also include the cost of the intervention; Coverage refers to 
the degree to which the population that is eligible to benefit from an intervention actually receives it; Sustainability refers to the extent to which an intervention is maintained or 
institutionalized in a given setting.
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