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ABSTRACT 
Objective: People with disabilities find it harder to enter the labour market than people 

without disabilities and those with a mental illness are, in relation to people with other 

disabilities, employed at an essentially lower extent. Many are effectively helped by the 

vocational rehabilitation model Individual Placement and Support (IPS), but there are still 

many individuals left in undesired unemployment. This study investigates potential predictors 

of the vocational outcomes of a one-year follow up of IPS in the north of Sweden. 

Participants: The participants were 65 men and women, mostly younger than 30 years of age 

predominantly with a diagnosis of anxiety and/or depression.  

Methods: Baseline data related to sociodemographic and clinical characteristics of the client, 

the client’s own perceptions of everyday living and participation, self-esteem and quality of 

life, as well as  the quantity of employment support, were investigated using analyses of  

logistic regression.  

Results: Of three identified potential predictors, only psychiatric symptoms remained 

significant in the multivariate logistic regression analyses. A lower level of symptoms 

increased the odds with 5.5 for gaining employment during one year.  

Conclusions: Careful investigation of how psychiatric symptoms influence clients’ 

occupational performance is of importance. By understanding essential aspects of the 

relationships between the clients´ individual characteristics, the rehabilitation context and the 

vocational outcomes, more appropriate and effective interventions may be offered to the 

individual client.  

KEY-WORDS: psychiatric rehabilitation, social psychiatry, psychiatric symptoms, clients’ 

perceptions, vocational rehabilitation 
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1. INTRODUCTION 

In an occupationally just society all individuals are given access to occupations that are 

important and meaningful for them [1]. Participation in work is a desired and very important 

occupation among the great majority of people [2], but people with disabilities find it harder 

to enter the labour market than people without disabilities [3]. For people having a mental 

illness, the situation is even worse; they are employed at an essentially lower extent than 

people with other disabilities [4].  Needs for vocational rehabilitation are thus most prevalent 

in people with a mental illness [5]. The most common reason for receiving sickness benefits 

in Sweden in 2010 was a psychiatric diagnosis (34%), while musculoskeletal illnesses 

accounted for 25% [6].  

 

Although a number of people with mental illnesses are effectively helped by the vocational 

rehabilitation model Individual Placement and Support (IPS) [7], there are still many 

individuals who remain in undesired unemployment [8]. IPS is a widely used model and was 

already, in the beginning of the 21st century, evaluated as an evidence based practice for 

vocational rehabilitation for people with severe mental illness [9]. Among the basic 

assumptions in IPS is a strong belief in employment for everyone who is motivated for work 

regardless of age, diagnosis, education or earlier experiences of work [10]. The critical 

challenges are: the client’s motivation for work, a client-centred approach that guides a 

suitable match between the client’s preferences, the work place environment, the work tasks 

and an ongoing collaborative support that meets the client’s needs in his/her worker-role. A 

suitable ongoing support for the client can be created if the vocational service is integrated 

with the psychiatric services, thus providing an accessible and flexible psychiatric need-based 

support. IPS teams that more adhere to the IPS model, as measured by fidelity scales, have 

been shown to generate better vocational outcomes for their clients [11-12]. The vocational 
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outcomes are also influenced by a number of clinical and sociodemographic characteristics 

among clients [13].    

 

A number of studies have dealt with the relationship between background factors of 

psychiatric clients and their ability to become employed in the open labour market. Most of 

these studies have investigated people with severe mental illness (SMI). Among 

sociodemographic variables such as age, gender, ethnicity, education and marital status, there 

are contradictory results, but mostly no associations to vocational outcomes have been 

demonstrated [14-15]. However, Wewiorski and Fabian [16] found that younger age was 

associated with better employment outcomes and they assumed that this could partly be 

explained by the development of medication and change of treatment in psychiatric services. 

Burke-Miller et al. [4] confirmed that younger people are more likely to achieve employment, 

and they also found that higher levels of education predicted employment, which was 

confirmed by Tsang et al. [15]. A person’s previous work history is, on the other hand, 

viewed as a consistent predictor of employment [14-15] and is associated with opportunities 

of relevant life experiences, such as the ability to get along socially with others and adapt 

oneself in occupational related contexts.    

  

Clinical variables such as psychiatric diagnoses and symptoms are frequently included as 

potential predictors, however with contradictory results [13-15]. This is partly due to the small 

spectrum of psychiatric diagnoses investigated and the vague definitions given to psychiatric 

symptoms. Several studies have nevertheless concluded [17-19] that having a diagnosis of 

schizophrenia, especially for persons with predominantly negative symptoms (low motivation, 

social withdrawal, etc.), is associated with poorer vocational outcomes and that persons with 

non-psychotic disorders are more likely to find employment. The occupational consequence 
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of various psychiatric symptoms can thus be seen to be of some importance for vocational 

outcomes.  

 

Cognitive functioning is also associated with vocational outcomes. There is mostly a negative  

association between cognitive deficits in schizophrenia, in particular concerning span of 

attention, and employment [20]. The areas of perception, interpretation and processing of 

social information are also of importance, since there is an association with social skills [21].  

Cognitive functioning was found to be the most intensively researched variable and was 

identified as a significant predictor of employment for people with schizophrenia [15]. 

Attention and working memory were the areas of cognitive functioning which gained the 

strongest support as significant positive predictors for employment.    

 

Over and above the sociodemographic and clinical variables that have been the focus of 

investigation for many decades, recent research has highlighted more the personal 

characteristics of the clients, as well as features in the rehabilitation process. Cunningham, 

Wolbert and Brockmeier [22] showed that clients’ self-perception of illness, attitudes to work 

and coping-styles were crucial for obtaining and maintaining employment. Similar findings 

were described by Johannesen, McGrew, Griss and Born [23] investigating the relationship 

between self-perceived barriers to employment and vocational outcomes, where mental illness 

and an inability to concentrate constituted the greatest barriers. Catty, Lissouba, White, et al. 

[24] showed that a lower number of met social needs was a significant predictor for entering 

employment when participating in IPS-programs, which was assumed to be an expression of a 

motivation for change. It was also found that a good working alliance between the client and 

the job-coach was predictive of getting a job. Schneider, Slade, Secker, et al. [25] confirmed 

the importance of motivation for successful vocational outcomes. The clients in their study 
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who had visited a job centre in the 3 months preceding the baseline interview, were seen as 

being close to the labour market and the job seeking behaviour was interpreted as an 

expression of motivation.  

 

Still, confusion exists as to the functions and interactions of different factors influencing the 

outcome of work rehabilitation interventions. The distinction between moderators and 

mediators, usually seen as variables that can postulate when or for whom an intervention is 

successful, respectively explaining the process of why and how an intervention works, has 

been put forward as a way to move beyond basic questions of predictors [26]. According to 

this approach, our study mainly concerns moderators. A recent study [27] of client predictors 

of employment outcomes in high-fidelity IPS-programs, which does not mention the 

distinction between moderators and mediators, found work history to be the only significant 

predictor for job acquisition for clients with severe mental illness. This would support the 

basic assumption, in the model IPS, of the compensating function of the vocational 

rehabilitation approach, where IPS may moderate the relationship between client 

characteristics and employment outcomes.  

 

In summary, a great number of potential predictors have been investigated for vocational 

success or failure among people with mental illness and in particular regarding people with 

SMI. Like all other human activities, a person’s ability to engage in productive work and to 

get employed in the labour market can be profoundly affected by his or her mental illness, 

disability, self-perception and a range of contextual factors in the person’s occupational 

performance context [5, 28].   
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In an earlier part of a current study of individual placement and support in the north of 

Sweden, during a 1-year follow up, we have shown that 18% of the participants enrolled in 

IPS entered employment [29]. This is a considerably lower employment rate than in other 

European studies [30] investigating IPS employment outcomes. To this must be added that 

10% entered mainstream education and 45% moved on to unsalaried practice at a mainstream 

place of work for a prolonged period of time in our study. Being as the existing research of 

vocational outcomes for people with mental illness is still diversified and growing, it is of 

importance to identify what client characteristics are predictors of vocational outcomes, in 

order to make vocational rehabilitation through IPS more effective. The present paper aims to 

investigate characteristics and perceptions of the client and also the quantity of employment 

support per client, predicting employment. The purpose was to examine conditions that 

influence clients’ gaining employment during a 12-month period in an IPS-programme. 

Examined conditions were: 

* Sociodemographic; age, gender, marital status, educational level and total amount of work   

   experience. 

* Clinical; psychiatric diagnosis, psychiatric symptoms and global psychosocial functioning.  

* Clients’ perceptions; self-esteem, quality of life, perceived occupational competence and  

   assessment of occupational performance and also perceived participation in everyday life.   

* Employment support; the quantity of support given to each individual 

 

2. METHOD 

This paper is part of a current study of IPS in the north of Sweden, designed as a two-year 

follow-up of clients included into two IPS-services for people with a mental illness. Clients 

were included from March 2007 to November 2008. An earlier paper reported vocational and 

non vocational outcomes during a one–year follow up [29], based on interview 
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questionnaires, reports from job coaches and several standardized assessment tools described 

later in the paper. The collected quantitative data will be used in the present study, which  was 

approved by the regional research ethics committee at Umeå University (Dnr 07-030M). 

 

2.1 Participants 

Ninety-one IPS-clients were eligible for inclusion in the study and 65 of these were willing to 

participate and gave informed consent. The reasons for declining to participate mainly 

concerned matters of personal integrity, a wish to safeguard privacy. Table 1 provides details 

regarding the demographics and characteristics of participants. Most of the participants were 

below 30 years of age and lived alone. The gender distribution was relatively even, while the 

level of education, as well as work experience and diagnosis varied among the participants. 

The most common category of psychiatric diagnosis was depression and anxiety disorders. 

Five participants did not complete their participation in the IPS service and the study from 

baseline to follow up at 12 months. 

Table 1 about here! 

2.2 Settings  

The two IPS services are situated in small to medium size towns in northern Sweden. Both 

teams are organized as time limited projects. They are financed by a co-ordinating 

organization, where representatives of the employment office, social insurance bureau, 

psychiatric services and the local social services are represented. An important issue for 

enabling people with mental illness to enter the labour market is to promote cooperation 

between the service providers in all relevant parts of the welfare sector. One team started to 

implement Supported Employment (SE) in 2006 and the other in 2007. The staffing in one 

team consisted of five full time job-coaches and in the other team there were three coaches 
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working full time. Both teams were assessed as having a fair level of SE implementation 

according to the Individual Placement and Support fidelity scale [31].  

 

2.3 Data collection procedure 

The clients were contacted by the first author as soon as possible after inclusion, and given 

opportunity to choose a place where the interview could be held, this usually took place at the 

SE office. In most cases the interview for data collection lasted between 60 and 90 minutes. 

When needed, the clients received explanations of the statements in the self rating 

assessments in accordance with the manuals. The data about vocational outcomes and 

quantity of support, was continuously documented and then reported by the job-coaches every 

second month. 

 

2.4 Instruments     

Most of the instruments used in the present study are the same as in an earlier study 

investigating vocational outcomes from the follow up study in the northern Sweden [29] and 

are described in more detail there. In the present study data were collected using the following 

methods and instruments: 

    Sociodemographic data -  collected using an interview-based questionnaire. 

 

    Vocational outcomes - type of work-related activities were continuously documented and 

were reported for each participant by the job coaches every second month. 

 

    Employment support - the number of hours assigned to the individual participant were 

continuously documented and were reported for each participant by the job coaches every 

second month. 
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    Symptoms were assessed with the 18-item version of the Brief Psychiatric Rating Scale 

(BPRS) [32]. The scoring ranges from 1, indicating absence of symptoms, to 7, where the 

symptom is extremely severe. The participant is asked about their experience of each of the 

symptoms and the rater also observes the behaviour of the participant.  

 

    Self-esteem was measured by using the Rosenberg self-esteem scale [33]. The scale is a 

self-report questionnaire and consists of 10 items, where five of them are negatively 

formulated and five positively, and to which respondents answer using a 4-point scale: I 

strongly agree (1), I agree (2), I disagree (3) and I strongly disagree (4). A higher score 

indicates greater self-esteem.   

 

    Subjective quality of life was rated on the Manchester Short Assessment of Quality of Life 

(MANSA) [34]. On the MANSA, patients rate their satisfaction with life in general as well as 

satisfaction regarding 12 different life domains. Ratings are done on Likert-type scales 

ranging from 1 (couldn’t be worse) to 7 (couldn’t be better). The mean score of all 12 

satisfaction ratings is taken as the indicator of subjective quality of life. The MANSA also 

include four items about objective quality of life, but these last items were not included in the 

present paper.  

 

    Occupational competence was assessed by the Occupational Self Assessment (OSA) [35], 

which is an instrument where clients report their perceived competence and assessment of 

everyday living activities and how different aspects in their environment are functioning. The 

Swedish version (1.0) “Min Mening” was used. It has a three-point rating scale (Hellsvik, 

2000), where perceived competence is assessed as:  
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1) Does not function so well, 2) Does function quite well, 3) Does function well.  

Perceived value is assessed as; 1) This is not so important, 2) This is important, 3) This is 

extremely important. Data from the environmental section was not analysed in this paper, but 

will be investigated in a future paper. Total or mean scores for all items have not been used, 

individual items will be analysed separately. The psychometric properties of the English 

version of the instrument were evaluated using Rasch analysis [36] and it provided 

preliminary evidence for the instrument’s validity and reliability. The person separation, 

according to the analysis, was on a lower level than would be desired, but was considered 

acceptable.  

 

    Occupational participation was assessed by a self rating instrument which is under 

development, based on the dimensions in “activity and participation” of the ICF [37] and 

adjusted for the target group. It has been constructed by occupational therapists (Personal 

communication, ass. Prof. Maria Larsson Lund, 20th febr. 2007) working in Sweden with 

clients, who have some impairment in cognitive capacity. The clients are expected to evaluate 

to what extent they perceive that their health or disability is a problem for their participation 

in different aspects of their daily life situation. The instrument consists of 33 statements in 

total and is divided into two sections: 

Section 1 contains 27 statements about daily activities such as using public transportation, 

focusing attention on specific activities, and coping with stress. A five-point rating scale is 

used: 0= no problem, 1= little problem, 2= moderate problem,  

3= serious problem, 4= very serious problem.  

In section 2 the clients perceived participation is summarized and consists of six statements 

such as “Performing activities and tasks on my own is…”, “ Being engaged in activities and 
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tasks that are meaningful for me is…”, “My possibilities to participate in my life situation 

are…”. 

The same rating scale as above is used in section 2.  

Total or mean scores for all items have not been used, individual items will be analysed 

separately. 

 

    Global psychosocial functioning was assessed with the Global Assessment of Functioning  

(GAF) at the end of each interview [38]. The Swedish version was used [39]. The scale has a 

possible range between 0 and 100, where higher scores reflect better social, occupational and 

psychological adjustment.  

 

2.5 Statistics  

The first step was to find and select potential predictors among all variables available in the 

data including sociodemographic and clinical factors, the clients’ own perceptions, as well as 

the impact of quantity of employment support during follow-up. Chi-square tests were 

performed for the dichotomized variables and an independent sample t-test was used for the 

only continuous variable. The 50th percentile was used as the cut-off value for assessments 

having a total sum score. The following variables were selected for analyses;  

    Sociodemographic: age (<26=1, >26=0), gender, education level (>high school=1, <high 

school=0), marital status (married/cohabiting=1, no partner=0) and total amount of work 

experience (>12 month=1, <12 month=0). 

    Clinical: diagnosis (depression/anxiety=1, all others=0), psychiatric symptoms (<30=1, 

>30=0), and global psychosocial functioning (>55=1, <55=0).  

    Clients’ perception: self esteem (>2,4=1, <2,4=0), quality of life (>4,5=1, <4,5= 0), all 

items regarding occupational competence (3=1, 1-2=0), assessment of occupational 
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performance (2-3=1, 1=0) and all items regarding participation in everyday life (0-1=1, 2-

4=0).  

    Employment support: the quantity of received support as a continuous variable. 

 

In the analyses, three variables showed a significant association with getting a job at the p <  

0.1 level. These were selected for the next step. In a second step, the identified potential 

predictors were first analysed by using univariate binary logistic regression (see Table 2). In 

the third step these variables were put into a multivariate binary logistic regression analysis. 

Next, a stepwise manual backward selection was used to eliminate non-significant predictors 

from the model and to retain only the variables that were significant to the outcome at issue p 

< 0.05. The logistic model was tested using the Hosmer-Lemeshow Goodness of Fit Test. 

Version 18.0 of the PASW statistical package was used for data analysis.  

 

3. RESULTS   

Three variables fulfilled the criteria of p < 0.1 and were identified as potential predictors:  

a) Psychiatric symptoms (BPRS) <30, b) Quality of Life (MANSA) >4.5, c) No or minor 

problems (0-1) with initiating and performing a couple of tasks in order or at the same time 

(Participating in your life situation).  See Table 2. 

Table 2 about here! 

 
The multivariate logistic regression analyses showed that only one of these potential 

predictors remained significant in the model. A lower level of symptoms (symptoms below or 

at a score of 30 as assessed by BPRS) increased the odds ratio to 5.5 for gaining employment 

during a 12-month period. The variables not remaining in the model: subjective quality of life 

of 4.5 or more, and no or minor problems with initiating and performing a couple of tasks in 

order or at the same time, were significantly associated with each other and with psychiatric 



 13 

symptoms but did not alter the odds of psychiatric symptoms as a predictor. These results 

indicate that all three variables are intercorrelated and influence each other.  

     
According to the Nagelkerke R Square analysis, the multivariate logistic model explained 

about 19% of the total variance. The Hosmer-Lemeshow Test showed a p-value of 0.603, 

which implied that there was a good correspondence between the observed and predicted 

values and thereby the logistic model was acceptable.   

 

4. DISCUSSION 

The purpose of this paper was to examine conditions that influenced clients’ gaining 

employment during a 12-month period in IPS-programmes not integrated with psychiatric 

services in Sweden. The focus was on a population with different levels of anxiety and 

depression, but also included individuals with neuropsychiatric disabilities, and some with 

SMI. In order to identify potential predictors, the participants’ sociodemographic 

characteristics, clinical state and own perceptions about their everyday competence and 

participation were examined. The results showed that only psychiatric symptoms could be 

identified as a significant predictor for entering employment. This is in line with the review of 

Drake and Bond [40], where they identified mental illness, cognitive deficits and co-occurring 

physical health problems as barriers to employment. Similar findings were shown in a study 

concerning employees sick-listed due to minor mental disorders [41], where the main negative 

predictor for employment was severity of problems, which implied a long duration of life 

problems and high baseline somatisation, anxiety and depression. It has also been shown in 

earlier studies, that clients’ self-perception of illness were crucial for obtaining and 

maintaining employment [22-23].  
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It is important to discuss the results of a BPRS-score of <30 , what this really implies, and in 

what way it contributes to enabling employment. Leufstadius and Eklund, [42],  showed that a 

high degree of general psychiatric symptoms (depression, anxiety, guilt feelings, stress etc.) 

as assessed by BPRS, increased the risk for spending less time in occupational activities and 

for having an imbalance in daily activities. This entails that the activity cycles that form the 

daily rhythm can be affected, thus jeopardizing the individual’s mastery of his/her symptoms 

and adaptation to a challenging working day [43-45].  

 

It will also be of importance to consider cognitive disabilities known to be related to anxiety 

disorders [46] and to vocational outcomes [15], being as symptoms of anxiety are frequent in 

the studied population. Essential aspects of executive functions like planning and adjusting 

behaviour in relation to changeable situations are found to be affected by anxiety in general, 

and may contribute to difficulties entering employment [46]. In our study one example of 

cognitive functioning related to executive functioning, the ability to initiate and perform a 

couple of tasks in order or at the same time, was identified as a potential moderator at the 

p<0.1 level. This ability makes great demands on attention, planning, organisation of time and 

tasks, and also endurance, which all impact occupational performance. 

 

The other potential moderator at the p<0.1 level was a higher level of quality of life. In the 

literature, this is associated with lower levels of psychiatric symptoms, especially symptoms 

of depression and anxiety [47-49], which is confirmed in our results.   

    

In earlier studies of IPS [24, 27], where the SE programmes had high levels of fidelity and the 

participants involved in most cases met the criteria of SMI, the strongest predictor was 

previous work history, i.e. having worked within the last three to five years. How this variable 
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positively influences the employment outcomes is important to investigate, because it is 

unclear if it is the working experience in itself or other factors that explain the outcome.  In 

another study using IPS, but with both integrated and non integrated services [25], where the 

inclusion criteria was the presence of severe and enduring mental health problems, the only 

significant predictor found was visiting a job centre in the 3 months preceding the baseline 

interview. This was judged by the researcher as an expression of behaviour indicating a 

proximity to the labour market and it was assumed to also express motivation for work. It 

would be interesting, and in line with the discussion above, to investigate what this behaviour 

accounts for in terms of, for example, perceived psychiatric symptoms, quality of life, 

occupational competence and participation.  

 

Schneider, et al. [25] point out that a large number of the participants, who were not placed in 

work (work practice), probably had such needs that the IPS service alone could not satisfy 

their needs and concluded that a closer liaison with mental health services, could address 

some of the barriers to work. The IPS-teams investigated in our study were not integrated 

with the psychiatric services. As symptoms level was found as a predictor for work, it can be 

assumed that a closer collaboration with the psychiatric services might have meant better 

outcomes for some of the participants. 

     

There are several limitations in this study and one of the most important is the small sample 

size. Although the results are inconclusive, they indicate that further exploration is warranted 

in integrated and non-integrated settings of IPS for people with psychiatric disabilities other 

than severe mental illness. It is important, as mentioned in the introduction, to also investigate 

the rehabilitation process, but in the present study it is only the quantity of the IPS-services 

that was available for analysis, which was a clear limitation. The selected instruments for data 
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about the participants’ self-perception of everyday life and participation do not produce total 

sum scores, thus the need for separate item analyses. This may have resulted in too low levels 

of person separation, thus making it difficult to identify possible differences between 

participants entering or not entering employment. Another limitation was that no assessment 

was used to examine the clients’ social interaction skills, which is found to influence the 

ability to enter into the labour market [50].  

 

5. CONCLUSION  

Vocational rehabilitation is a complex process and the outcomes are thus influenced by 

several conditions. Among the variables examined in this study, psychiatric symptoms 

appeared to be the only significant predictor, which indirectly provides some support for an 

integration of the vocational and psychiatric services. This result indicates, however, that 

careful investigation of how psychiatric symptoms influence clients’ occupational 

performance, and development of individual strategies for adaptation, is of importance. As the 

result only explains some aspects of the whole variance of the vocational outcome, a case-

study, where it is possible to investigate different kinds of rehabilitation processes among the 

participants by combining both quantitative and qualitative data, would be useful for also 

identifying crucial rehabilitation- and macro level system factors for entering employment. By 

understanding essential aspects of the relationships between the clients´ individual 

characteristics, the rehabilitation context and the vocational outcomes, more appropriate and 

effective interventions may be offered to the individual client. According to article 27 in the 

United Nations Enable (51), work and rehabilitation to work is a human right for people with 

disabilities who want to participate in work and earn one’s living. Consequently, individuals 

with mental illness need access to the labour market, adequate support and resources for 

desired engagement in a working life.  
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Table 1. Characteristics of the participants  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 n=65   (%) 
Age 
   19 – 24 year 
   25 – 30 year  
   31 – 36 year  
        > 36 year           

 
23       (35.4) 
23       (35.4) 
10       (15.4) 
  9       (13.8) 

Gender 
   Men 
   Women 

 
35       (53.9) 
30       (46.1) 

Marital status 
   Single 
   Married/partner 

 
45       (69.2) 
20       (30.8) 

Education 
   Not completed compulsory school 
   Compulsory school 
   High school 
   University 
   Residental adult college 
   Vocational school 

 
  1         (1.5) 
24       (36.9) 
28       (43.1) 
  6         (9.2) 
  5         (7.8) 
  1         (1.5) 

Work experience 
   No experience 
   0,5 – 12 months 
    13 – 24 months 
    25 – 36 months 
    37 – 48 months 
      5 - 10 years 
        > 10 years 

 
  8       (12.3) 
22       (33.9) 
  6         (9.2) 
  8       (12.3) 
  6         (9.2) 
  8       (12.3) 
  7       (10.8) 

Psychiatric diagnosis 
   Depression, GAD (F32-F34, F40-F42) 
   Neuropsychiatric disorder (F84.5, F90) 
   Personality disorder (F60-F61) 
   Bipolar disorder (F31) 
   Psychosis (F20-F29)  
   Eating disorder (F50) 
   Post traumatic stress disorder (PTSD) (F43.1) 
 

 
26       (40.0) 
11       (16.9)   
10       (15.4) 
  8       (12.3) 
  7       (10.8) 
  2         (3.1) 
  1         (1.5) 
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Table 2. Crude OR of the three identified potential predictors of gaining employment. 
Variable Exp B 

OR 
95% CI 

Lower       Upper 
P 

Psychiatric symptoms (BPRS) <30 
 

5.52 1.08           28.25 0.040 

Quality of life (MANSA) >4.5 
 

3.87 0.91           16.39 0.066 

No or minor problems with initiating and performing a couple of tasks  
in order or at the same time (Participation in your life situation) 

3.70 0.96           14.32 0.058 
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