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Executive Summary

There is no health without mental health. 

Mental health is fundamental to our global collective well-being and economic prosperity. The promotion of mental health, 

as well as the provision of support to alleviate the suffering of those experiencing mental illness, is a joint responsibility that 

requires the active participation of all sectors and actors, on local, global and national levels. 

In June 2017, the APEC Digital Hub for Mental Health (Digital Hub) ‘Innovation in Action: Building the Digital Hub for Mental 

Health’ International Conference identified the need for a high-level position paper that could be used by APEC economies 

to promote discourse and mobilize governments, decision-makers, employers and other stakeholders to invest in and 

promote workplace mental health programs. This concept was further developed at a Digital Hub Colloquium held in Ho Chi 

Minh City, Viet Nam, in August 2017. Based on these discussions, the Digital Hub Workplace Wellness and Resilience Work 

Group developed this White Paper to illustrate the benefit of implementing mental health best practices and standards in 

the workplace, as well as the cost of inaction, with specific examples from the Asia Pacific region. 

This paper outlines key considerations that open the opportunity for discourse on improved workplace mental health 

and wellness at national and international levels. This includes an overview of workplace mental health and wellness, the 

public health and economic impacts of mental illness, the obstacles and opportunities in workplace health and wellness 

implementation, examples of model programs from the Asia Pacific, and a call-to-action for leaders of all sectors. 



mentalhealth.apec.org     5

Call to Action

It is more critical than ever for workplaces to expand their understandings of health and safety to include mental health, 

and for leaders to meaningfully and thoughtfully allocate resources and time into implementing policies, processes and 

procedures that promote mental health and well-being in the workplace. 

In a knowledge-based economy, the greatest asset for an organization is its people and their ability to mentally function. 

Concerted international effort is critically needed to support the dismantling of existing preventable barriers to improved 

workplace mental health. Cooperation and collaboration between all levels of government, unions and the private sector 

are essential to this effort.

We call on workplace leaders from all sectors to be champions of change to promote workplace mental health and wellness. 

This requires visible, active and sustained leadership to provide a pathway for others to follow. You can also strengthen 

cooperation across private and public sectors through innovative partnerships and common mandates.

To support leaders and organizations in their efforts to raise awareness and spark dialogue around workplace wellness and 

resilience, we make the following recommendations:
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Recommendations for Workplace Leaders

Inspire others within your organization.  

No matter what your role at an organization or in society, you can motivate others to take 

action. Be a trailblazer and leader, and share your journey, approach and successes to drive 
widespread impact. 

Talk openly about mental health in the workplace. 

Clearly communicate the importance of mental health for the organization. Ensure that 

employees understand that everyone experiences challenges in maintaining their mental 

health. 

Raise awareness about existing benefits, services and supports. 
Offer help for those who are struggling or at risk for mental health issues. Promote the use 

of supports such as Employee Assistance Programs to increase access to services. 

Support employees’ efforts to get help. 
Make it clear at all levels of the organization that the organization supports employees’ 

efforts to take care of their mental health the same way they take care of their bodies. This 
may include flexible work arrangements, taking a mental health day, and ensuring that 
people are not penalized for taking care of their mental health. 

Combat the stigma. 

Help to normalize mental health by talking about stress management, self-care, and mental 

health in meetings and communications. Encourage those in leadership roles who have 

experience with mental health issues to share their stories openly. 
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Recommendations for Workplace Organizations

Demonstrate commitment. 

Clearly communicate that mental health is a priority. This may include adding the 

enhancement of workplace mental health as a key performance indicator for the 

organization, dedicating human and financial resources to advance this priority, writing a 
policy statement or some form of communication to all employees in support of workplace 

mental health, and supporting senior leaders in sharing their own personal stories. 

Identify the organizational need. 

Develop a good analysis of the situation in the organization and where improvement is 

needed. Review relevant data and information, and gather feedback from employees to 

ensure the organization has a clear baseline on which to set objectives and track progress. 

Develop a strategy for a mentally healthy workplace.

Provide a clear plan and framework to promote workplace mental wellbeing, minimize 

workplace risks, support those who are experiencing mental health issues and reduce 

stigma. 

Educate supervisors. 

Train supervisors to identify the signs of mental health problems and how to appropriately 

respond. Ensure supervisors and managers have the literacy, tools and competencies to 

effectively support their employees. 

Implement effective, evidence-based programs.
Invest in programs that are evaluated and address the key issues of your unique workplace. 

These can include awareness campaigns, education, anti-stigma and literacy programs for 

employees, and training for supervisors and managers about psychological health and safety. 

Review, enhance and expand health services and supports for employees (e.g, increase 

health benefits and add peer-support programs). 
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Introduction

Mental health, as defined by the World Health Organization, 
is “a state of well-being in which every individual realizes his 

or her own potential, can cope with the normal stresses of 

life, can work productively and fruitfully, and is able to make 

a contribution to their community” [1]. In contrast, mental 

illnesses are defined as “health conditions involving changes 
in emotion, thinking and/or behaviour causing distress and/

or problems functioning in social, work or family activities” 

[2]. Internationally, the leading causes of non-fatal disease 

burden are attributed to substance use and mental health 

disorders. [3, 4] In fact, the prevalence is so high and stigma 

so profound that at least a quarter of us will experience a 

mental health disorder in our lifetime, but more than half of 

us suffering will not seek help [5].

 

The prevalence is so high and 

stigma so profound that a 

quarter of us will experience a 

mental health disorder in our 

lifetime, but more than half of us 

suffering will not seek help.

Mental health has been internationally recognized as a significant sustainable development need. September 2015 marked 
the launch of the Sustainable Development Goals (SDGs) by the United Nations General Assembly, further advancing the 

Millennium Development Goals, with specific reference to mental health and substance use (Table 1). These goals would 

mark the first time the promotion of mental health and well-being was recognized by international leaders as a top priority 
as part of their global development agenda [6].

Target Indicators

3.4: By 2030, reduce by one-third premature 

mortality from non-communicable diseases 

through prevention and treatment and 

promote mental health and well-being

3.4.2: Suicide mortality rate

3.5: Strengthen the prevention and treatment 

of substance abuse, including narcotic drug 

abuse and harmful use of alcohol

3.5.1: Coverage of treatment interventions (pharmacological, 

psychosocial and rehabilitation and aftercare services) for 

substance use disorders

3.5.2: Harmful use of alcohol, defined according to the national 
context as alcohol per capita consumption (aged 15 years and 

older) within a calendar year in litres of pure alcohol.

Table 1. UN Sustainable Development Goals: Goal 3 – Mental Health Specific*

*Extracted from: https://sustainabledevelopment.un.org/sdg3
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Additional initiatives of note include the WHO’s Mental 

Health Gap Action Programme (mhGAP) [7], launched 

in 2008, which seeks to scale up support for mental, 

neurological and substance use disorders internationally, 

with particular emphasis among middle- to low-income 

countries for which the scale of burden is significantly 
higher, the Comprehensive WHO Mental Health Action Plan 

(2013-2020) [8], which seeks to implement strategies for 

promotion of mental health and “strengthen information 

systems, evidence and research for mental health,” among 

other objectives, and the Lancet Commission on Global 
Mental Health and Sustainable Development (2007-ongoing)

[9], which provides a global action plan for the expansion 

of health services to address the treatment gap in mental 

health service prevention and care. 

We begin this paper by presenting the public health and 

economic case for the promotion of mental health and 

prevention of mental illness in the workplace. We then 

present high-level obstacles and opportunities in the 

implementation of mental health and wellness policies and 

practices in the workplace, followed by a call to action. 
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Public Health Impact

Mental illness and substance use disorders are internationally prevalent.  

When accounting for all disease groups, mental illness is the leading cause of years 

lived with disability globally, making up over 10% of the global burden of disease 

[10]. Hit hardest are countries with lower social economic prosperity, where the 

concentration of burden among individuals living in low- and middle-income 

countries is as high as 80% [11]. 

The workplace presents an opportunity for change.  

Mental health promotion and mental illness prevention are broad-based public 

health initiatives in which the workplace can play a critical role. Individuals over the 

age of 18 are estimated to spend over 60% of their waking hours in the workplace 

[12]. Alarmingly, the leading cause of short and long-term work absences in high 

income countries due to sickness and/or disability are common mental illnesses such 

as depression and anxiety [13, 14].Over 300 million people, or 4.4% of the world’s 

population, are estimated to suffer from depression, and by 2020 depression is 
forecasted to become the second-leading cause of disability worldwide, rivaling heart 

disease [15]. The WHO has estimated that up to a $1.15 trillion USD is lost globally 

every year due to lost productivity linked to depression and anxiety. A lack of support 

for mental health promotion and delivery combined with concerns about stigma and 

discrimination means that many do not get the treatment they need to live healthy, 

productive lives or to contribute optimally to workforces.

Mental health and physical health are inseparable.  

If left unaddressed, poor physical health can lead to mental illness. Vice versa, poor 

mental health is also associated with adverse physical health issues [16-18]. For 

example, cardiovascular disease, obesity, coronary artery disease, stroke, diabetes, 

musculoskeletal disorders, and respiratory disorders are commonly comorbid with 

mental illness [19, 20].

With advances in scientific thinking and evidence we are now recognizing that the 
traditional definition of health must include mental health. To reduce the global 
burden of mental health and substance use disorders, we need to close the 

treatment gap between mental health and physical health conditions by increasing 

the scope of health care to include mental health treatment. Efforts to scale up 
resources and political will to bridge gaps in treatment and prevention vary across 

countries and regions. History, context, and economic prosperity, among other 

factors, may contribute to low prioritization of mental health. While efforts to address 
mental health are increasing worldwide, the low prioritization of mental health 

remains a challenge that is particularly striking in low and middle income countries [21].

10%

GLOBAL BURDEN OF MENTAL 

ILLNESS AND SUBSTANCE USE

80%

CONCENTRATION OF BURDEN 

AMONG LOW & MIDDLE 

INCOME COUNTRIES

60%

WAKING HOURS SPENT IN 

WORKPLACE (AGE 18+)
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Economic Impact

Inaction is costly.

There are enormous costs associated with mental illness, from both direct costs of medical care and indirect costs (see 

inset). Approximately 33% of the costs associated with mental health burden are due to the indirect costs associated with 

mental illness [22, 23]. These costs include increased absenteeism (off work because of illness), presenteeism (working 
while sick), lost productivity (underperformance and unrealized outputs), safety incidents and injuries, disability claims, 
overtime and overstaffing (to cover absenteeism) and other associated stress imposed on team members, turnover and 
associated recruitment and retention, grievances and complaints, and legal considerations [24, 25]. 

$16.3  

trillion USD

12  

billion  

work days

The cumulative global impact of mental illness in terms of lost 

economic output between 2011 and 2030 [26].

Or 50 million work years. Workplace productivity loss due to 

unaddressed depression and anxiety of the 36 largest countries in 

the world [27].

Beyond the profound impact of mental illness on individuals and their families, there are significant implications and costs 
to employees, employers and society. Table 2 lists examples of the prevalence, burden and economic impact of mental 

illness as it relates to the workforce in several APEC economies. These data provide an overview of the economic urgency of 

committing to improving mental health in the workplace.
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Table 2. Selected examples of the economic burden and costs of mental disorders.

Region Selected Statistics and Estimates (all costs in USD)

Canada • Approximately 500,000 individuals are absent from work per week due to a mental illness [28].

• Mental illness costs almost $40 billion a year [29].

• In the workplace, on average, 30% of disability claims and 70% of disability costs are attributed 

to mental illness [29].

China • Mental illness is predicted to cost an estimated $9.4 trillion between 2012-2030 [30].

• Younger adults are significantly affected by mental illness. 

• Depression rates are particularly high for university students, especially those studying 

abroad, with 45% reporting depression compared with 11.7% reported by their peers who 

remained in China [31].

• Suicide is the second leading cause of death for university aged students [32].

Japan • Total costs in 2005 were estimated as $18.5 billion for depression [33], $20.5 billion for 

anxiety disorders [34], and $23.7 billion USD for schizophrenia [35].

• Rates of absenteeism and presenteeism were reported to be 51% and 12% of total costs of 

depression [36]. 

Republic 

of Korea

• 21% of workers reported “high job strain,” which was experienced by 7% of workers with heart 

disease, 7% with strokes, 14% with major depressive disorder, and 4% with death by suicide [37].

• The rate of mental illness attributed to factors related to work increased 354% compared to a 

decade ago [37].

Table 2. Selected examples of the economic burden and costs of mental disorders.
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Malaysia • The burden of mental illness is disproportionately high among younger working-age adults. 

• For individuals between the age of 20 and 30 years, mental illness accounts for 51% of 

Disability Adjusted Life Years (DALYs) [11].

• In 2010, a total loss of $10.6 billion was attributed to mental health related illness [11].

• This loss is projected to increase to $24.3 billion by 2030 [11].

Singapore • 2.3% of workers report having experienced at least one mental health disorder in the last 

year, with 0.5 days per month of work days lost to absenteeism. This amounts to an estimated 

0.3 million productivity days lost each year [38].

• 72% of workers report that workplace stress and mental health issues were affecting their 
productivity [39].

• Estimated cost per person living with a mental disorder is approximately $7,638 per year [40].

• Indirect costs represent 81% of total costs; approximately half are associated with lack of 

productivity due to absenteeism and unemployment [40]. 

United 

States

• The cost of major depressive disorder alone was $210 billion in 2010, up 21.5% from 2005 [41].

• The costs attributable to absenteeism in 2010 were $23.3 billion and to presenteeism were 

$78.6 billion [41].

• Employees with depression report productivity levels at 70% of their peak performance [42]. 

• In a 3-month period, employees with depression miss an average of 4.8 workdays and have 

11.5 days of reduced productivity [43].

• Depression accounted for 400 million disability days per year [41] and cost employers $44 

billion in lost productivity time [44].

Viet Nam • Surveys on mental health and stress across several employment sectors (e.g. air traffic 
control, healthcare services, university staff and factory employees) found a prevalence of 
stress and/or anxiety ranging from 14% to 28% [45]. 
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Challenges and Opportunities

Stigma remains widespread.

Internationally, it is estimated that up to 70% of individuals experiencing mental health 

issues do not receive any treatment. This may be attributed to several factors, including low 

help seeking as a result of [46, 47]: 

1. lack of knowledge around symptoms of illness and poor treatment access, 

2. negative personal and/or social attitudes towards mental illness, and 

3. fears (perceived and/or validated) of acts of discrimination against people 

experiencing mental health issues. 

Factors 2 and 3 taken together can be defined as stigma, a significant barrier to the 

implementation and uptake of mental health promotion, and mental illness treatment 

and prevention in and outside of the workplace [48]. Canada’s Chief Public Health Officer 
reported that stigma contributes to worsening health outcomes and impedes access to 

social determinants of health such as housing, income generation and health care [49].

There exists considerable systemic or structural prejudice against people with mental 

illness. A US public survey reported that 30% of respondents would not be willing to 

socialize with an individual diagnosed with depression, and 47% would not be willing to 

work with someone with depression [50]. A 2008 survey found that 55% of Canadians 

said that they would not engage in a romantic relationship with an individual managing a 

mental illness, and 42% were unsure whether they would continue interacting with a friend 

managing a mental illness [51]. Another survey reported that only 50% of Canadians would 

tell friends or co-workers that they have a family member with a mental illness, compared 

to 72% who would discuss a diagnosis of cancer and 68% who would disclose a family 

member with diabetes [52, 53]. An individual’s belief of root cause of mental illness may 

influence the stigma associated with the illness. For example, in Japan, individuals believing 
mental illness was caused by “personality,” versus as a result of trauma or a virus, were 

more likely to endorse a “weak-not-sick” stigma [54]. 

Social or structural forms of stigma can be internalized, potentially contributing to “self-

stigma.” Self-stigma can be associated with shame and lower self-esteem in individuals 

experiencing mental health issues, as well as reluctance about disclosing symptoms or 

diagnoses to friends, family or colleagues [55]. Self-stigma in turn may be associated with 

physical symptoms that make it difficult to access mental health care [56]. 

Lack of organizational reporting is also a cause and reinforcer of stigma. In Canada, 39% 

of respondents stated that they would not tell their supervisors at work if they had a 

mental health related problem [51]. In Chile, an important source of stigma is the poor 

management of complaints regarding workplace harassment and discrimination, aggravated 

by the lack of a legal definition of harassment [57]. A person facing mental health problems 

may be blamed for their predicament, and face being removed from work duties [57].

Challenges

70%

DO NOT RECEIVE ANY 
TREATMENT

47%

NOT WILLING TO WORK 
WITH SOMEONE WITH 

DEPRESSION

50%

WILL NOT TELL FRIENDS 
ABOUT MENTAL ILLNESS 

IN THEIR FAMILY
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Socio-economic disparity is linked to mental health. 

Generally, higher socioeconomic status is associated 

with greater access to health care and lower risk 

of factors associated with mental disorders, such 

as increased exposure to stress and lack of social 

supports [63]. Individuals with mental disorders and 

low socioeconomic status also have higher rates of 

disability [64] and poorer prognosis [65]. 

Gender inequality influences mental wellness.  
Gender differences influence the response and 
treatment of individuals in the workplace. For 

example, workplace bullying has been linked to 

an increase in risk of cardiovascular disease and 

depression [66]; men reported experiencing abusive 

work conditions more frequently than women, 

whereas women reported emotional abuse and 

incidents of professional discredit more frequently 

than men [67, 68]. The reporting of bullying incidents 

may also vary based on level of seniority. Women in 

management positions report more bullying than 

men, but men in non-managerial positions report 

more bullying than women [69].

Work culture may also influence mental wellbeing. 
In some economies, specific employment sectors may 
experience distinct challenges. For example, teachers in 

some regions may be placed under immense pressure 

based on student performance on examinations, as the 

outcome of their students’ success are considered a 

reflection of their own performance. Highly-skilled workers 
in white-collar urbanized professions (for example, 

lawyers, bankers, accountants, technology engineers, etc.) 

may face highly competitive environments with long work 

hours. China, for example, has seen exponential growth 

within the technology sector, and typically supports a 

demanding work culture of “9-9-6” (work 9am to 9pm, 6 

days a week), or even fostering a “0-0-7” work schedule 

(work from midnight to midnight, 7 days a week) [61, 62]. 

Workplace health and wellness may be influenced by 
factors external to the work environment. 

Although these factors fall outside the scope of this paper, 

their acknowledgement is important, as the pressures 

associated with these factors may manifest themselves 

within the workplace as well. Examples raised by the 

working group include government policy (example: 

effects of the one-child policy in China), domestic violence, 
sexual harassment and lack of elderly care or welfare.

“Establishing a culture of health and well-being at work creates an environment where employees 

feel valued, supported, and stimulated to perform their best in work they find meaningful [59]”.

There is significant underfunding of mental health prevention and treatment internationally [58].

High income countries spend an average of USD $50/person on treatment and prevention of mental illness, and low and 

middle income countries spend an average of USD $2/person [59]. In all cases, need for treatment and prevention services 

does not currently match supply or service availability.
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Despite these challenges, there are significant opportunities to advance workplace mental health and wellness. 

There is an untapped business case for investing in mental health. 

Evidence supports treating anxiety, depression and other mental health conditions as an affordable and cost-effective way to 
promote wellbeing and prosperity. The WHO-commissioned investment analysis for scaling up mental health treatment in 36 

countries found strongly favourable benefit-to-cost ratios, ranging from 2.3-3.0 to 1 when only economic benefits are considered, 
and 3.3-5.7 to 1 when value of health benefits are included [27]. The average annual costs to scale up investment over 15 years 

and close the treatment gap for depression and anxiety were low, regardless of level of country income (Figure 1) [27].

Opportunities

Figure 1. Average annual cost in USD to scale up investment over 15 years to close the treatment gap for depression 

and anxiety

Every additional $1 USD spent on treatment for depression and anxiety results in  

 a return on investment of $4 USD in better health and ability to work [27]. 

$3.89  

/person

$1.12  

/person

$0.34 
/person

High income countries

Upper-middle income countries

Lower-middle and low income countries

 

“There is a growing body of evidence demonstrating both the efficacy and 

cost-effectiveness of key interventions for priority mental illness in countries at 

different levels of economic development [58].”

A 2019 case study of a Canadian telecommunications company, Bell Canada, found investment in mental health programs 

over seven years [670] led to a 20% reduction in short-term disability claims and an annual return on investment of CAD $4.10
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Research is proliferating in workplace settings. 

Public and private sector support for the development 

and dissemination of academically rigorous research 

is imperative in order to promote individual, 

organizational, and systemic change. Programs that 

focus research on workplace mental health and 

wellness, such as the Canadian Occupational Health 

and Safety Futures Program, which is inclusive of private 

sector involvement and engagement, can support more 

efficient translation of research findings into business 
practice.

New technologies as tools to support mental health. 

These include programs or applications (apps) for 

use on computers, tablets or smartphones, wearable 

wireless health trackers, and virtual reality programs. 

These technologies offer new approaches in health 
promotion and new avenues for reaching individuals on 

a wide range of sensitive health topics including mental 

health. These new technologies can take live health data 

and personalize it for the user, to better self-manage 

care. Headspace and Calm are examples of apps that 

support mindfulness and stress management.

Several apps in China support mental wellbeing 

including WeChat, a messaging, social media, and mobile 

payment mobile application with over 1 billion monthly 

active users. Psychological support features through 

WeChat include the popular Jian Dan Xin Li, a platform 

for online and in-person psychotherapy services, and 

Know Yourself, which organizes offline workshops and 
talks in addition to online articles. A start-up in Thailand, 

Ooca, offers online employee assistance programs and 
video-consulting by psychiatrists to its employee and 

corporate clients. A Canadian app, IncludeMe, focuses on 

workplace mental health. Using game play and evidence-

based resources, IncludeMe helps business owners and 

supervisors to learn more about mental health and how 

to include and accommodate people with mental health 

concerns at work. 



18      White Paper on Workplace Mental Health and Safety

Example Policies and Programs

Several successful policies and programs are being implemented throughout the APEC region to promote and support 

mental health and safety in the workplace. Below we provide some examples that, while not exhaustive, demonstrates best 

practices from across the region which can help to inform enhanced action and investment across APEC economies. 

Workplace Mental Health and Safety Policies 

Government recognition, action, and enforcement of mental health promotion, prevention and 

treatment, as well as protective legislation and policy to combat mental health targeted stigma, prejudice, 
and violence, are essential to protecting the rights of people with mental illness and to promoting 

economic and social prosperity. Below are several examples of positive government action from the 

APEC region to support workplace mental health and safety.

Over the last decade, Canada has experienced an accelerated movement in the area of workplace 

mental health due to significant developments in legislation and standards, improved education and 
training, positive shifts in media coverage, increased research and growing business leadership [71]. 

Labour and health-related legislation has been enacted across multiple Canadian jurisdictions that 
provides additional protection and compensability for workplace mental illness or injury, including in 
relation to bullying, harassment, and post-traumatic stress disorder (Figure 2). 

Figure 2. Examples of Canadian legislation addressing workplace mental illness or injury

Workers Compensation Amendment Act 
 

2011

Workers Compensation Amendment Act 
(Presumption re Post-Traumatic Stress Disorder and Other Amendments)

2015

Sexual Violence and Harassment Action Plan Act 
(Supporting Survivors and Challenging Sexual Violence and Harassment)

2016

Supporting Ontario’s First Responders Act 
(Post-Traumatic Stress Disorder)

2016

Japan, following a partial amendment to the Industrial Health and Safety Act, initiated an economy-wide 

occupational health policy in 1995: the Stress Check Program [72]. The policy focuses on raising awareness 

and preventing workplace stress-related illnesses with an emphasis on providing psychologically healthy 

workplaces. The program’s Stress Check survey has been both evaluated and validated [73] and provides 

employees indicating high levels of stress with the opportunity to consult with a physician. Under the 

policy all workplaces with more than 50 employees are mandated by law to participate.
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Standards, Guidelines and Measures 

Developing free and voluntary guidelines, tools and resources can help guide organizations to successfully implement 

evidence-supported policies that support mental health and prevent mental illness.

In 2012, the Mental Health Commission of Canada, in partnership with the Canadian Standards Association (CSA Group) 

and the Bureau de normalisation du Québec (BNQ), championed the development and release of the National Standard 

for Psychological Health and Safety in the Workplace (the Standard), a set of guidelines, tools and resources that seek to 

support mental health and prevent mental illness [74]. The free and voluntary guidelines seek to mobilize action around 13 

workplace psychosocial factors impacting employee mental health (Table 3) [75]. Monitoring these factors and providing 

support accordingly is important to support workplace mental health. 

Shortly after the launch of the Standard, Assembling the Pieces: An Implementation Guide to the National Standard for 

Psychological Health and Safety in the Workplace was released. This practical, hands-on guide helps organizations to 

implement the Standard in their workplace [76]. To date, this Standard has been downloaded more times than any other 

standard developed by the CSA Group. In a survey of over a thousand organizations, 26% of unionized workplaces, and 23% 

of non-unionized workplaces indicated that their organization was actively involved in the implementation or maintenance 

of the Standard [71].

1. Psychological Support: an environment that is supportive of employees’ psychological and mental health 

concerns, and which responds appropriately.

2. Organizational Culture: a work environment characterized by trust, honesty, and fairness.

3. Clear Leadership & Expectations: effective leadership and support that helps employees know what they 
need to do, how their work contributes to the organization, and whether there are impending changes.

4. Civility & Respect: workplace interactions are respectful and considerate.

5. Psychological Competencies & Requirements: a good fit between employees’ interpersonal and emotional 
competencies and the requirements of the position.

6. Growth & Development: encouragement and support for the development of employee interpersonal, 

emotional and job skills.

7. Recognition & Reward: appropriate acknowledgement and appreciation of employees’ efforts in a fair and 
timely manner.

8. Involvement & Influence: employees are included in discussions about how their work is done and how 

important decisions are made.

9. Workload Management: tasks and responsibilities can be accomplished successfully within the time available.

10. Engagement: employees feel connected to their work and are motivated to do their job well.

11. Balance: there is recognition of the need for balance between the demands of work, family and personal life.

12. Psychological Protection: psychological safety is ensured, workers feel able to ask questions, seek feedback, 

report mistakes and problems, or propose new ideas without fearing negative consequences.

13. Protection of Physical Safety: appropriate action to protect the physical safety of employees.

Table 3. The 13 factors of psychological health and safety in the workplace [75]:
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Singapore’s Health Promotion Board (HPB), a governmental organization, developed and implemented the Singapore Mental 

Wellbeing Scale based on extensive research with local stakeholders [77]. The scale is reflective of Singaporean values and 
beliefs about mental wellbeing (Table 4). The mental wellbeing factors informed the Treasure Your Mind program, a series of 

seminars and skills-based workshops that targeted improving employee mental health. After participation in Treasure Your 

Mind, employees had access to additional resources while employers were offered guidelines to support mental wellbeing 
in the workplace, including leadership training and information on helping employees to access services. 

Table 4. The Singapore Mental Wellbeing Scale

Five aspects that define mental wellbeing among Singapore residents:

Self-esteem 

Believing in your potential and engaging in lifelong growth and development

Social connectedness

Nuturing a good social support network

Emotional intelligence 

Appreciating and understanding self, others and circumstances

Resilience 

Handling life’s challenges by being optimistic

Cognitive efficacy
Realistic thinking; thinking clearly and rationally

Extracted from: https://www.hpb.gov.sg/article/health-promotion-board-develops-first-mental-wellbeing-scale-reflective-of-asian-values-and-beliefs
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Training, Education and Awareness Programs

There are several successful examples of training, education and 

awareness programs taking place in APEC member economies. 

Mental Health First Aid (MHFA), is an Australian-developed program that is 

now available in multiple APEC economies. It is an example of a successful 

training program that seeks to enable individuals and workplaces to 

support people experiencing mental health crises. MHFA, like physical 

first aid, trains individuals with tools to support a person experiencing a 
mental health crisis until medical treatment can be obtained, or until the 

crisis is appropriately resolved. MHFA Australia offers tailored workplace 
courses that include online and face-to-face training components and 

offers a program to promote the inclusion of MHFA officers in workplaces. 
It also has an MHFA Skilled Workplace program, which offers three levels 
of formal recognition to organizations for their commitment to promoting 

mentally healthy workplaces and implementing MHFA. 

In Canada, several free in-person and online evidence-supported 

workplace mental health resources, including educational opportunities 

such as webinars, workshops, online university certificates, have been 
developed over the last decade. For example, Not Myself Today and 

The Working Mind are education-based programs designed to increase 

awareness of mental health among the workforce and decrease stigma. 

These programs equip workers with tools and resources to manage and 

support themselves and employees who may be experiencing mental 

health issues. More than 450 companies have participated since 2013. 

Not-for-profit organizations, as well as patient and support advocacy groups, play an important role in the reduction 
of stigma and health promotion. The Green Ribbon Campaign for example, run by the Obsessive-Compulsive Disorder 

(OCD) & Anxiety Support Group based in Hong Kong, seeks to raise awareness of mental health in workplaces. The aim 

of the campaign is to wear green or a green ribbon to show support for individuals and families managing mental health 

conditions, with the hope of reducing social stigma, as well as supporting the development of confidence and community 
for those experiencing mental health issues. 

The Singapore HPB provides a range of programs to help employees cope effectively with stress and build their mental 
wellbeing. This includes experiential workshops such as mindfulness, sleep management and activities such as playing 

music to effectively manage stress. A workplace wellness roadshow is also available for companies, where employees can 
assess their individual stress levels and learn practical stress management tips. To encourage a supportive workplace for 

employees, HPB also conducts a training workshop for managers and human resource personnel to help them better 

support staff at work. Participants are taught to recognize signs and symptoms of common mental health conditions and 
burnout, and how to approach staff who may be in need to encourage them to seek help early.



22      White Paper on Workplace Mental Health and Safety

Public and Private Sector Programs

Public and private sector leadership and endorsement is essential to the effective development, promotion, 
implementation, and enforcement of workplace mental health and safety programs and policies. Several initiatives led by 

both public and private sectors are underway in the APEC region. 

The City Mental Health Alliance Hong Kong (CMHA-HK) is an extension of the City Mental Health Alliance that originated in the 

UK. The CMHA-HK is a collaboration of business leaders in Hong Kong, with the goal of promoting a positive mental health 

culture for workers in Hong Kong, of sharing best practices in workplace mental health and increasing awareness of mental 

health issues. The CMHA-HK is “business led and expert guided”, with activities that include research and data collection, 

training sessions to corporate staff, toolkits and resources on workplace mental health, support to member organizations in 
the development and implementation of a workplace mental health strategy, and advocacy and media engagement. 

The Korea Workers’ Compensation & Welfare Service 
implemented an Employee Assistance Program (EAP) 

in 2009 to support workers’ psychological difficulties in 
collaboration with EAP institutions through the ‘workers’ 

welfare net’. In addition, any worker in a company 

under 300 employees may sign up on WorkDream.net 

and receive online mental health services including a 

bulletin board, question-answer telephone and online 

consultations, as well as individual, group, and company-

wide in-person consultations.

Additionally, Korea has a Comprehensive Intervention 

for Mental health promotion in workplaces (CIM Care), 

a three-phase intervention program for prevention 

management, early response and treatment, and post-

treatment management. Phase 1 consists of online and 

offline education, guides and classes for maintaining 
mental health, and CIM Care mental health evaluation. 

Phases 2 and 3 consist of online and offline education, 
screening for high-risk individuals, crisis intervention, 

and industrial mental health consulting. 

“We wish for mental health to be recognised as a boardroom issue and considered essential 

to maximise business performance, critical to managing business risk and vital to safeguarding 

organisations’ people responsibilities. We believe that prevention should be recognised as equally as 

important as treatment to address mental health problems.”

- City Mental Health Alliance Hong Kong 

The Government of Canada’s Joint Task Force on Mental 

Health, established in 2015 and comprised of an equal 

number of employer and employee representatives, 

released several reports to address mental health and 

to address challenges and opportunities for improving 

psychological health and safety in the workplace across 

the federal public service. The objective is to encourage 
federal organizations to align with the National Standard 

for Psychological Health and Safety in the Workplace. In 2017, 

the Centre of Expertise on Mental Health in the Workplace 

was launched to facilitate easy access to resources and 

tools for organizations, managers and employees.

The United States company Deliotte has taken several 

steps to promote workplace mental health. In 2015 the 

company hired a Chief Well-Being Officer, who launched 
a Mental Health at Work campaign, which provides 

Mental Health First Aid training along with resources and 

educational opportunities to support employee mental 

and physical health and well-being. The company also has 

a podcast called Work Well that explores topics related to 

well-being, including destigmatizing mental health.
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Next Steps

This overview of model policies and workplace mental health and safety programs from the APEC region provides a 

snapshot of the innovative ways in which government, workplaces, community organizations and individuals can support 

and promote improved mental health in the workplace. 

Existing programs can serve as best practice examples to inform the expansion of workplace mental health and safety 

programs in other jurisdictions. As awareness of the essential role of mental health in workplace wellness and economic 
productivity increases, several opportunities exist for further enhancement of these approaches. Digital technologies 

have emerged as an effective and accessible way to deliver mental health interventions and could be similarly effective to 
promote workplace mental health and safety. 

Public and private sector support for the development and dissemination of academically rigorous research is imperative in 

order to promote individual, organizational, and systemic change. Programs that focus research on workplace mental health 

and wellness, such as the Canadian Occupational Health and Safety Futures Program, which is inclusive of private sector 

involvement and engagement, can support more efficient translation of research findings into business practice. Research 
in this area from across the APEC region continues to grow, and enhanced research from all economies, including low- and 

middle-income economies, is essential. 
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Call to Action

The greatest asset we have is our people, and their mental and physical wellbeing are critical to our collective wellbeing as 

a global community. Concerted international effort is critically needed to support the dismantling of existing preventable 

barriers to improved workplace mental health. 

We acknowledge that:

There is no health without mental health.  

Mental and physical health and wellbeing are intimately connected and cannot be 

viewed as separate priorities. 

Maintaining the current course is not sustainable.  

As it stands, 25% of us will suffer from a mental illness in our lifetime but more than 
50% of us will not seek or receive help. Left unaddressed, workplace environmental 
factors that contribute to mental health degradation have the potential to do 

serious harm. At $16 trillion USD (2011 to 2030) globally in lost economic output, 

this critical gap is too costly to ignore [26]. 

The workplace is an optimal location for mental and public health interventions. 

We spend almost 60% of our waking hours and most of our lives working. 

Additionally, there is significant evidence to support that employment in a 
healthy environment can foster physical and mental health and wellbeing, while 

unemployment is correlated with poor health outcomes.

Mental illness prevention and health promotion will not only improve the quality of 

life and health of employees, it can also improve your bottom line.  

Supporting the mental health of employees can increase productivity and staff 
retention, while lowering presenteeism, ultimately decreasing costs associated with 

health care provision [42].

“Work can be therapeutic and reverse the adverse health effects of unemployment…

The provisos are that account must be taken of the nature and quality of work and 

its social context; jobs should be safe and accommodating [78].”  
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APEC Digital Hub for Mental Health calls upon 

leaders from all sectors to: 

Be a champion for change. 

Demonstrate sustained visible and active leadership, so that others can mirror your 

commitment and resolve. It is a journey of continual improvement that requires 
ongoing leadership, clear communication, and embedding the concepts of mental 

health and wellness into day to day decision making.

Provide the pathway for others to follow. 

Identify the business, as well as moral, case for acting and provide others with tools 

to support long-term transformation. Take stock of what already exists, review and 

analyse data and evidence, and build the case for why this is a priority. 

Be evidence-informed. 

Seek evidence-based information about the effectiveness, feasibility and 
affordability of interventions that reduce mental illness and promote a mentally 
healthy work environment. 

Empower cross-sector involvement. 

Strengthen cooperation across private and public sectors, and across local, regional 

and international levels of government. Join innovative partnerships and common 

mandates to support workplace mental health. Address complex challenges 

through multi-sector alignment and collaboration. 
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Recommendations for Workplace Leaders

Inspire others within your organization.  

No matter what your role at an organization or in society, you can motivate others to take 

action. Be a trailblazer and leader, and share your journey, approach and successes to drive 
widespread impact. 

Talk openly about mental health in the workplace. 

Clearly communicate the importance of mental health for the organization. Ensure that 

employees understand that everyone experiences challenges in maintaining their mental 

health. 

Raise awareness about existing benefits, services and supports. 
Offer help for those who are struggling or at risk for mental health issues. Promote the use 

of supports such as Employee Assistance Programs to increase access to services. 

Support employees’ efforts to get help. 
Make it clear at all levels of the organization that the organization supports employees’ 

efforts to take care of their mental health the same way they take care of their bodies. This 
may include flexible work arrangements, taking a mental health day, and ensuring that 
people are not penalized for taking care of their mental health. 

Combat the stigma. 

Help to normalize mental health by talking about stress management, self care, and mental 

health in meetings and communications. Encourage those in leadership roles who have 

experience with mental health issues to share their stories openly. 

To support leaders and organizations in their efforts to raise awareness and spark 

dialogue around workplace wellness and resilience, we make these recommendations:
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Recommendations for Workplace Organizations

Demonstrate commitment. 

Clearly communicate that mental health is a priority. This may include adding the 

enhancement of workplace mental health as a key performance indicator for the 

organization, dedicating human and financial resources to advance this priority, writing a 
policy statement or some form of communication to all employees in support of workplace 

mental health, and supporting senior leaders in sharing their own personal stories. 

Identify the organizational need. 

Develop a good analysis of the situation in the organization and where improvement is 

needed. Review relevant data and information, and gather feedback from employees to 

ensure the organization has a clear baseline on which to set objectives and track progress. 

Develop a strategy for a mentally healthy workplace.

Provide a clear plan and framework to promote workplace mental wellbeing, minimize 

workplace risks, support those who are experiencing mental health issues and reduce 

stigma. 

Educate supervisors. 

Train supervisors to identify the signs of mental health problems and how to appropriately 

respond. Ensure supervisors and managers have the literacy, tools and competencies to 

effectively support their employees. 

Implement effective, evidence-based programs.
Invest in programs that are evaluated and address the key issues of your unique workplace. 

These can include awareness campaigns, education, anti-stigma and literacy programs for 

employees, and training for supervisors and managers about psychological health and safety. 

Review, enhance and expand health services and supports for employees (e.g, increase 

health benefits and add peer-support programs). 
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