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Abstract Background Most people suffering from se-
vere mental illness (SMI) lack paid employment. This
study investigates the relationship between work status
and objective as well as subjective quality of life (QoL)
in people with SMI. Methods The sample consists of 261
subjects (102 women, 159 men) aged 35 (men) and 38
(women) years on average, of whom 158 suffer from a
schizophrenic disorder (ICD-10: F2) and 103 were diag-
nosed as having an affective disorder (ICD-10: F3). Sub-
jective QoL was assessed with the WHOQOL-BREF
scale. Results Subjects with an occupation in general
have a larger social network at their disposal and receive
more social support. With regard to income, few (12 %)
of the subjects with a job on the open labour market live
below the poverty level, but many (28-38%) of those
engaged in sheltered or other work-like activities do.
Occupation ameliorates satisfaction with life domains
referring to social integration (social relationships,
environment), whereas the individual’s well-being (psy-
chological, physical) is hardly affected. Social support is
an important mediator of the relationship between oc-
cupation and subjective QoL.Income is weakly and neg-
atively related to subjective QoL. Conclusions Supportive
relationships to colleagues at the workplace mainly ex-
plain the better subjective QoL of SMI people with an
occupation. When designing specific employment pos-
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sibilities for people with SMI, we should take notice of
the social support dimension at the workplace. Mentally
ill people have a substantial poverty risk, even when they
are working. In particular, payment for sheltered work
should be ameliorated.

Keywords employment - quality of life -
schizophrenia - affective disorder - social support

Introduction

Work is central to human existence: not only does it pro-
vide an income, but also a valued social position and
identity. Work is positively related to mental health by
promoting opportunities for skill development and
social contacts [1]. As research in the field of vocational
rehabilitation indicates, work ameliorates psychological
well-being and other aspects of life of mentally ill people
[2].

All the more striking are the figures of unemploy-
ment of people suffering from severe mental illness. A
recent report of the WHO and ILO [3] estimates an un-
employment rate of 90% within the group of persons
with a serious psychiatric background, and studies on
employment outcome of mentally ill persons arrive at
rates of 45 % to over 90 % of unemployment [4-6]. Men-
tally ill people are, as surveys indicate, strongly dissatis-
fied about not working and many express their desire for
competitive employment [3, 7]. If they are asked what
constitutes a good quality of life, psychiatric inpatients
suffering from chronic schizophrenia mention most fre-
quently social relationships and being employed [8, 9].

As the functions of work go far beyond economical
security and independence of the individual, investigat-
ing the consequences of unemployment must include a
broad area of measures. In this regard, quality of life
(QoL) is a useful concept. At least two slightly different
notions of QoL can be identified within the research lit-
erature [10]: (1) QoL in the sense of a subjective judge-
ment of one’s own physical, psychological and social



well-being,and (2) a more objective view concerning the
‘living conditions’ of a person as well as his or her phys-
ical, psychological and social functioning.

There is a debate on reasons for the often only mod-
erate correlations between subjective and objective
measures of QoL [11].Modest correlations between sub-
jective and objective measures of QoL may be a result of
the individual having adapted his or her aspirations to
the opportunities of the environment. Furthermore, re-
search indicates that if we consider different domains of
subjective QoL as well as objective living conditions in
these domains, substantial relationships show [12]. This
stresses the importance of a multi-area assessment of
QoL instead of only using global measures [10], and the
necessity of including both subjective and objective
measures of QoL.

Several studies investigated the relationship between
work and QoL in mentally ill people. Many related paid
employment on the competitive labour market to QoL.
Results indicate that having paid employment is associ-
ated with better subjective QoL, ameliorates social func-
tioning and reduces psychiatric symptoms [13-17]. As
one of the few, Bond etal. [18] compared different work
settings, i.e. competitive employment, sheltered work,
minimal work and a no-work condition, with respect to
the QoL in people with SMI. Results favoured competi-
tive employment, compared to minimal or no work, with
higher rates of improvement in symptoms, in satisfac-
tion with vocational services, leisure, and finances, and
in self-esteem. However, the sheltered work group did
not show such an advantage. Other authors also showed
beneficial effects of vocational rehabilitation and work
in a sheltered context for QoL [19, 20]. Thus, it seems
necessary to differentiate between different kinds of oc-
cupation encompassing besides competitive employ-
ment also work within a sheltered context and even un-
paid but work-like occupations such as caring for
children and housework.

The present study addresses the following research
questions: (1) What kind of work, including occupations
beyond competitive employment, are people with severe
mental illness (SMI) engaged in? And, how far are these
occupations related to measures of objective as well as
subjective quality of life (QoL)? (2) Is occupation related
to subjective QoL when controlled for mental illness?
and (3) How far is the relationship between occupation
and subjective QoL mediated by objective QoL, in par-
ticular by economical conditions and social network?

Subjects and methods

Design and selection of subjects

This study was carried out between January 2000 and March 2001 in
the inpatient facilities of the two largest mental hospitals of the Swiss
canton of Zurich, the Psychiatric University Hospital and the ‘Psychi-
atrie-Zentrum Hard’. The University Hospital is responsible for the
mental health care of the city of Zurich and a part of its suburbs,
whereas the clinic ‘Hard’ guarantees the care of the northern part of
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the canton Zurich called ‘Unterland’ and containing further suburbs
of the city of Zurich as well as a large rural area. The two health care
regions represent half (52 %) of the canton’s population.

Because of the target population of this study, i.e. people with
SMI, and good accessibility of possible participants, we have chosen
a psychiatric inpatient sample. The sample might not represent an
ideal population to investigate our research questions. However, for
most of the people with SMI, inpatient treatment encompasses rela-
tively short periods of time. The median length of stay in mental hos-
pitals in the canton Zurich was 24 days in the year 2000.

Inclusion criteria for the study were being aged between 20 and 50
years, main diagnosis of schizophrenic or delusional disorder (ICD-
10 F2) or affective disorder (F3), and sufficient knowledge of the Ger-
man language. Recruitment of subjects was completed over several
steps: (1) on entering hospital, every fourth inpatient fulfilling inclu-
sion criteria was selected as a potential study participant (n=1168);
(2) in most of these cases (79 %), the treating doctor allowed contact
with a selected inpatient with regard to his/her mental state; (3) with
half (45 %) of all the selected inpatients, contact could be established
by the research team; and (4) finally, a structured interview was com-
pleted with a quarter (24 %) of the selected subjects after their writ-
ten informed consent had been obtained, i. e. with 282 inpatients (114
women, 168 men). In general the interview took place in the second
or third week after treatment entry. The main reasons for subjects’
dropout of the study were: (a) premature discharge (59 %) before any
contact could be established with the inpatient (cf. step 3 and step 4);
(b) denial of participation by the inpatient (29 %) (step 4); (c) refusal
by the doctor (21 %) because of severity of illness as mentioned above
(step 2); or (d) other reasons (5%).

We compared the interview sample with the population of all ad-
missions fulfilling inclusion criteria as well as study dropouts con-
cerning the distribution of sex, age, education, living, employment, di-
agnosis and severity of illness (CGI) [21] assessed by the treating
doctor. In both cases, compared with all admissions as well as with
dropouts, the study sample differs significantly only in sex. Thus, in
our sample men are over-represented with a quota of 62 % compared
to 53 % in all admissions ()?=4.6, p=0.03, $ =-0.06) as well as 53 %
in dropouts (}?>=4.0, p =0.04, 6 =-0.08).

Instruments

Subjective QoL was assessed by the German version of the WHOQOL
instrument [22]. We used the short version of this instrument, the
WHOQOL-BREF covering four QoL domains: physical health, psy-
chological well-being, social relationships, and environment [23]. For
the subscale ‘social relationships’, we used all items of the WHOQOL-
100. The subjects’ ratings were given on a five-point scale. The relia-
bility of the subscales assessed by Cronbach’s alpha was fairly good
for psychological well-being (0.=0.79) and social relationships
(00=0.75), and sufficient for physical well-being (0.=0.68) and qual-
ity of environment (o= 0.65).

As a measure for social support, the LUNST scales [24] were used.
The scales are currently employed in the Swiss Household Panel [25].
The social support scale has been adapted from the Social Support
Questionnaire of Schaefer etal. [26]. It assesses perceived support by
different groups of individuals (partner, friends, working mates, rela-
tives, children aged over 15) on a five-point scale (0: no support to 4:
strong support). Furthermore, the instrument allows for differentiat-
ing between emotional support (as spending time, showing under-
standing) and instrumental support (as helping, giving advice).

Further measures of objective QoL included housing (private res-
idence, institution, no home), main source of living (own income, fi-
nancial support by partner, social welfare), and income (net income
per month in Swiss Francs).

The occupational situation of subjects was assessed by seven
items covering: (1) employment on the competitive labour market;
(2) sheltered workplace within the competitive labour market; (3)
employment within a sheltered workshop; (4) occupation in a hospi-
tal-based rehabilitation unit; (5) educational activities; (6) unpaid
home- or family work; and (7) no occupation of the kind mentioned
above. Subjects were asked for how many months during the last year
before the present hospitalisation they had followed one or more of
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these occupations. For further analysis, we grouped subjects based on
their main occupation. This was defined as the activity that subjects
carried out for most of the time during the last year. In case of two or
more occupations with the same duration of engagement, the prox-
imity of an activity to competitive employment was decisive for the
subject’s grouping. Thus, competitive employment was preferred to
sheltered work, sheltered work to education, education to unpaid
housework, and the latter to no occupation.

Sample

For the present study, we only included those subjects in the analysis
who had valid data for all of the interesting variables. Thus, the final
sample consists of 261 (102 women, 159 men) subjects aged between
35 (men) and 38 (women) years on average. With regard to psychiatric
diagnosis, 158 inpatients (111 men, 47 women) suffer from schizo-
phrenia, schizotypal or delusional disorders (ICD-10: F2) and 103
subjects (48 men, 55 women) were diagnosed as having an affective
disorder (ICD-10: F3). The diagnostical subgroups within the F2-cat-
egory are F20 (n=103), F23 (n=29), F25 (n=23) and others (n=3).
The main subgroups of affective disorders are F32 (n=39), F33
(n=25), F31 (n=24) and a heterogeneous group of other F3-diag-
noses (n=15). The subjects’ median age at onset of disorder was 23
years (25" percentile =22, 75% percentile = 35 years) and age at first
psychiatric treatment was 27 (22-35) years. Subjects reported on
average (median) a total number of 6 (3-9) former psychiatric
admissions. Around half of the inpatients (57 %) had not been in
psychiatric inpatient treatment the year prior to the present hospital-
isation, a quarter (27%) report one admission and another 16%
report up to six admissions during the last year. Subjects with one
admission last year stayed on average 17 (5-72) days in a mental
hospital, subjects with more than one admission stayed 53 (10-118)
days in hospital.

Statistical analysis

Chi-square tests and ANCOVA were used for exploratory analysis.
The four QoL scales are substantially intercorrelated (between
r=0.40 and r = 0.65).It is useful to take these correlations into account
and then investigate the unique effects of predictor variables on QoL
domains. Furthermore, some of the effect of occupation on subjective
QoL might be mediated by more objective life conditions. Therefore,
we used Structural Equation Modelling (SEM) with latent variables as
a tool for further analysis of data. For most parts of the statistical
analysis, we used SPSS 10.0. The path model was estimated with
LISREL 8.3.

Results
Types of occupation

In the present study, a subject’s main occupation is de-
fined as the activity that he/she carried out for most of
the time during the last year prior to present psychiatric
hospitalisation. Around half of the subjects were in a
paid employment on the competitive labour market as
their main occupation (n=114; 44 %). Another 13% of
subjects (n=31) were employed in a sheltered context,
such as a sheltered work place within the competitive
labour market, employment within a sheltered work-
shop or occupation in a hospital-based rehabilitation
unit. A similar number of the interviewed mentally ill
persons, i. e. 16 % (n = 43) were engaged in unpaid work-
like activities encompassing education (n = 16; 6 %), car-
ing for children (n=14; 5%), housework (n=11; 4%)
and other work-like activities (n=2; 1%). Finally,

around a quarter of the subjects had no occupation of
any kind mentioned above (n=73; 28 %).

Most of the subjects followed their main occupation as
mentioned above throughout the whole year, i.e. 68 % of
persons with competitive employment, 81 % with shel-
tered employment, and 75 % of those without any occu-
pation. An exception is the group of subjects engaged in
unpaid work, with only 40 % following this kind of occu-
pation the whole year round. The majority of persons
with ruptures in their working life during the last year
were without any occupation for the rest of the time,
which usually encompassed a few (less than 6) months.
This was the case for 86 % of subjects working in a com-
petitive job for less than one year, 83 % of people in shel-
tered work and 50 % of persons with unpaid work. How-
ever,subjects who were unoccupied for less than one year
most oftenreported having worked in competitive (66 %)
or sheltered settings (44 %) for some months.

lliness-related variables

Several illness-related variables have been assessed,
such as age at onset of disorder, age at first psychiatric
hospitalisation, number of psychiatric admissions dur-
ing lifetime as well as during last year, days hospitalised
last year, psychopathological symptoms (SCLGSI), or di-
agnosis. We conducted one-way ANOVAs with type of
occupation as independent and illness characteristics as
dependent variables. Results indicate that the type of
occupation is significantly related to variables of the
treatment career, i.e. number of psychiatric admissions
during lifetime (F=5.4, p=0.001; Scheffé’s multiple
comparisons test [00<0.05]: competitive employment
<sheltered work), number of admissions last year
(F=3.2, p=0.025; Scheffé: competitive employment
<without occupation) and days hospitalised last year
(F=9.8,p <0.001; Scheffé: competitive employment, un-
paid work < without occupation). Furthermore, diagno-
sis is related to occupation (y?=14.1,p=0.003,$ =0.23):
inpatients with schizophrenia or delusional disorder are
over-represented in sheltered work, whereas a higher
number of inpatients suffering from an affective disor-
der were found in unpaid work. However, competitive
employment as well as a lack of any occupation is hardly
dependent on psychiatric diagnosis.

Measures of objective quality of life

Type of occupation is significantly linked to variables of
objective QoL such as housing, living, income and social
network (Table 1). Thus, whereas the majority (75 %) of
subjects with competitive employment report support-
ing themselves on their own income, most of the other
subjects are on welfare (64-90 %) or - in the case of in-
patients with an unpaid occupation - being supported
by their partner (29 %).

With regard to finances, a large number of subjects
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Table1 Occupation, living conditions and social

network of psychiatric inpatients (N = 261) Occupation
| I 1l v Statistical
Competitive ~ Sheltered  Unpaid No analysis
(N=114) (N=31) (N=43) (N=73)
Housing (2 missing)? N (%) N (%) N (%) N (%) ¥2 = 25.3%**b
Private residence 105 (93) 21 (68) 41(95) 54 (74)
Institution 3(3) 10 (32) 0(0) 13(18)
No home 4(4) 0(0) 2(5) 6(8)
Living® N (%) N (%) N (%) N (%) ¥2 = 135.9%**b
Own income 86 (75) 1(3) 3(7) 4(5)
Partner 6(5) 2(7) 12(29) 8(11)
Social security and others 22 (20) 28(90) 27 (64) 61(84)
Income N (%) N (%) N (%) N (%) x2 = 40.7%**d
< 2000 sFr per month 24 (21) 16 (52) 16 (37) 36 (49)
2000-2999 sFrper month 21 (19) 9(29) 13(30) 24 (33)
3000-4999 sFr per month 46 (40) 5(16) 10 (24) 9(12)
>5000 sFr per month 23 (20) 103) 4(9) 4(6)
Social network N (%) N (%) N (%) N (%)
Partner (y/n) 43 (38) 6(19) 20 (46) 23(31) x2=6.6"
Friends (y/n) 105 (92) 25(81) 36 (84) 54 (74) ¥ =114%P
Colleagues, mates (y/n) 104 (91) 27 (87) 15 (35) 25 (34) ¥2 = 89.2%*b
Relatives (y/n) 99 (87) 25 (81) 33(77) 48 (66) x2=11.9%b
Child(ren) (y/n) 24.(21) 6(19) 23 (53) 22 (30) ¥ =17.6%**b
Social (emotional) support® M (SD) M (SD) M (SD) M (SD)
Partner 1.1(1.6) 0.6 (1.3) 13(1.8)  0.8(1.5) F=1.5f
Friends 27(1.2) 1.9(1.3) 23(1.6) 1.8(1.5) F=6.0%**
I > IVFf
Colleagues, mates 1.8(1.4) 1.6(1.3) 0.7(1.4)  0.5(1.0) F=19.2%**
I, 10> 111, v
Relatives 2.2(1.4) 2.0(1.3) 1.9(1.6) 1.6 (1.5) F=29*
I > IVFf
Child(ren) 0.2(0.8) 0.2 (0.5) 0.6(1.1)  0.1(0.4) F=3.5*%
1> IvFf

M mean; SD standard deviation

2 for statistical analysis variable dichotomized home vs. other; ® Pearson Chi-Square; < for statistical analysis vari-
able dichotomized own income vs. other; ¢ Kruskal-Wallis-Chi-Square; ¢ 5-point Likert-scale: 0 (no support) — 4
(strong support); f ANOVA, multiple comparisons with Scheffé adjustment

without employment on the open labour market report
living on less than 2000 sFr (1364 Euro, February 2003)
per month. Finances refer to the net income of the sub-
ject’s household. According to the guidelines of the Swiss
Conference on Social Welfare (SKOS), around 12%
(n=14) of subjects with a job on the open labour mar-
ket would have to be defined as poor. For the other pa-
tient groups the respective proportions are 29% (n=29)
of subjects with a sheltered workplace, 28 % (n=12) of
inpatients with an unpaid occupation and 38 % (n=28)
of inpatients without any occupation. In the canton of
Zurich, the region of this research, around 7% of the
population lived below the poverty level in 2001 [27]. Ac-
cording to the SKOS-guidelines, the poverty level lies at
1110 sFr for a single person and at 2380 sFr for a family
with two children.

Occupation is also related to the social network of
subjects: with the exception of having a partner, the fre-
quency of all other relationships is related to occupa-
tional status. Subjects with competitive employment are
those with the most frequent regular contacts to several
persons as they are friends, colleagues and relatives. On

the other hand, subjects without any work-like occupa-
tion have the smallest social network with compara-
tively few contacts to close friends, colleagues and
relatives. Inpatients with a sheltered or an unpaid occu-
pation report few contacts to a single group of persons,
but these few contacts might be compensated by the re-
lationships to other groups, e.g. only a few of the sub-
jects with a sheltered workplace have a partner, but they
often have close friends and (work) mates.

Analysing emotional support as perceived by sub-
jects clarifies the correlation between occupation and
social network. In general, subjects receive most emo-
tional support from relatives and close friends, but per-
sons with competitive or sheltered employment also re-
port their colleagues at the workplace to be an
important source of emotional support. Results of in-
strumental support not listed in Table 1 resemble those
of emotional support by indicating similar differences
between the occupational groups.
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Subjective quality of life

Occupation is related to three of the four assessed do-
mains of subjective QoL, i.e. physical well-being, social
relationships and environment. This even holds true
when controlling for illness variables (diagnosis, symp-
toms, admissions during lifetime, days in psychiatric in-
patient treatment last year) in an ANCOVA model
(Table2).

Multiple comparisons indicate that mentally ill per-
sons with competitive employment as well as persons
engaged in unpaid work-like activities report better
subjective QoL than subjects without any occupation in
the domains of social relationships and environment.
Moreover, subjects in unpaid work are more satisfied
with their physical well-being than subjects lacking an
occupation. Mentally ill people with sheltered occupa-
tion differ in their subjective QoL neither from subjects
engaged in competitive or unpaid work nor from per-
sons lacking work-like occupation. However, this find-
ing might be a result of small group size. Concerning ill-
ness variables, ANCOVA indicates significant (negative)
effects of psychopathological symptoms and of diagno-
sis (affective disorder) on subjective QoL.

Occupation, objective and subjective quality of life

With regard to subjective QoL our data indicate that in
particular the situation of subjects without any work-
like occupation seems to be serious. Therefore, for fur-
ther analysis of subjective QoL, we collapsed the variable
occupation into two groups: with and without any work-
like occupation. We then investigated to what degree the
differences in subjective QoL can be explained by more
objective conditions, such as the economic background
and the social relationships of subjects, as well as the ill-
ness-related variables diagnosis and psychopathological
symptoms.

We accomplished this multivariate analysis by using
Structural Equation Modelling (SEM) with latent vari-
ables. As software tool, we used LISREL 8 [28]. Fig. 1 il-
lustrates the construction of latent endogenous vari-
ables.Based on the evaluation of measures of data fit, the
construction of two latent dimensions of subjective QoL
was recommended: Satisfaction with Health and Satis-
faction with Social Ties. The latent construct Social Sup-
port consists of the observed variables instrumental and
emotional support. Living is represented by the observed
variables income per month in sFr and the proportion of
living that can be assured by own earnings. The three ex-
ogenous observed variables are no occupation, affective
disorder and psychopathological symptoms.

Fig.2 represents the structural model linking the
variables of interest. The overall fit of the model is satis-
fying with an almost significant y2-value (x%=38.34;
p =0.092), thus indicating that the hypothesised model
does not differ significantly from the data. The ‘root
mean square error of approximation’ (RMSEA) is a mea-
sure of discrepancy between the model and the popula-
tion. A RMSEA of 0.050 or lower indicates a close fit. The
present model had a RMSEA = 0.038. Additional fit sta-
tistics indicate a good model fit, as the ‘adjusted good-
ness of fitindex’ (AGFI = 0.94) and the ‘normed fit index’
(NFI=0.96) show.It is important to note that the present
model allows the errors of some observed variables to
correlate, namely the error of the WHOQOL-BREF scale
‘satisfaction with social relationships’ with the errors of
the scales ‘instrumental social support’ and ‘emotional
social support’. Without incorporating this error corre-
lation, the model would be misspecified ()2=53.34;
p=0.005; RMSEA =0.055). Correlated errors of ob-
served variables indicate the existence of a common fac-
tor that is not assessed. In the present case, this could be
a general satisfaction factor. It does not seem to be a
method factor: support and QoL items are presented at
quite different moments during the interview, and the
wording of the items is also different.

Table2 Subjective QoL, occupation and illness vari-
ables of psychiatric inpatients (ANCOVA)

Subjective quality of life domains? (est. means)

Physical Psychological  Social Environment  Total®

Occupation

| Competitive (N = 114) 58.5 522 60.5 66.6 583

Il Sheltered (N = 31) 60.8 52.9 524 63.4 55.9

Il Unpaid (N = 43) 60.1 54.0 59.8 64.5 58.8

IV Without any (N = 73) 52.0 50.3 50.3 55.7 51.7
Multiple comparisons® > v - LISV L1V 1> 1V
Effects (ANCOVA, F)

Occupation 3.4% 0.4 5.1%* 7.0%%* 4.6%*

Diagnosis (affective disorder) 2.1 13.5%%% 7.9%* 5.7% 8.8**

Occ. x Diag. 0.6 0.2 0.9 2.1 0.3

Symptoms¢ 108.35%**  950%** 25.2%%* 11 8%** 92.3%**

Admissions lifetime 0.4 0.3 0.4 0.5 0.1

Days hospital last year 0.5 <0.1 <0.1 0.3 0.1

N = 261; estimated means

2 WHOQOL-BREF; ® sum of subscales; < multiple comparisons with Bonferroni adjustment; 4 SCLGSI
***n<0.001; ** p<0.01; * p<0.05



Fig.1 Indicators (observed variables) of latent vari-
ables: Living, Social Support, and two dimensions of
subjective Quality of Life, Satisfaction with Health

—®

691

and Satisfaction with Social Ties | income/month |

| own earnings |

| physical QoL | \

|psycho|ogica| QoL|

0.52

0.76

Social Support

0.85 077
Satisfaction with
Health

Satisfaction with
Social Ties

Y
ay17 Jo Aujend amndafgns

Fig.2 Structural equation model predicting subjec-
tive quality of life of psychiatric inpatients from men-

Affective
disordera

tal illness, occupation, social support and living con-
ditions i
\ -005

| No occupationb

018"/
/

" Psychopathological
Symptoms

0.28"**

2417 40 Ayfenp anndafgng

Satisfaction with
Social Ties

N = 261; % = 38.34; df = 28; p = 0.092; RSMEA = 0.038; AGFI = 0.94; NFI = 0.96; *** p <0.001; ** p <0.01;
* p < 0.05; standardized path coefficients (thickness of paths correspondends to p); a) reference group:
schizophrenic disorders; b) reference group: competitive, sheltered or other work-like occupation

With regard to the relationships between the selected
variables, the model indicates that having no work-like
occupation is strongly and negatively related to Living
as well as Social Support. Social support in turn exerts
substantial positive effects on both dimensions of sub-
jective QoL, Satisfaction with Health and Satisfaction
with Social Ties. Living is not related to Social Ties, but
exerts a negative effect on Health.

Diagnosis (affective disorder) and psychopathologi-
cal symptoms show strong negative effects on both
dimensions of subjective QoL. Moreover, diagnosis is
significantly related to standard of living: subjects
suffering from an affective disorder report better eco-
nomical background than subjects with schizophrenic
disorders.

The model indicates that occupation is significantly
related to only one of the two latent variables of subjec-
tive QoL, namely to the subjects’ satisfaction with Social
Ties. The investigation of effects listed in Table 3 clarifies
the nature of this relationship.

On the one hand, occupation affects inpatients’

Satisfaction with Social Ties indirectly via Social Sup-
port. On the other hand, occupation also exerts a direct
effect.

In other words, the relationship between occupation
and subjective QoL can to some part,but not fully, be ex-
plained by social support deficits. However, economic
deprivation does not explain the lower life satisfaction
in SMI subjects having no work.

Discussion

The present study investigates the relationship between
occupation and quality of life (QoL) in a sample of 261
mentally ill persons (102 women, 159 men) suffering
from a schizophrenic (n=158) or affective disorder
(n=103). We used a broad meaning of occupation en-
compassing not only employment on the competitive
labour market, but also sheltered work and unpaid
work-like activities (mainly family work and educa-
tion). During the year prior to present hospitalisation,
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Table3 Direct and indirect effects of
occupation on subjective quality of life

Subjective quality of life (latent variables)

(results of SEM) Satisfaction with Health Satisfaction with Social Ties
Model variables direct indirect direct indirect
Diagnosis = affective disorder -0.24 (0.05)***  -0.03 (0.02) —0.20 (0.06)*** -
Psychopathological symptoms (SCLGSI) ~ —0.62 (0.06)*** - -0.32(0.06)*** -
No occupation -0.13 (0.07) 0.01(0.04) -0.18 (0.07)** -0.13 (0.04)**
Social support 0.26 (0.06)***  —0.06 (0.03) 0.36 (0.09)*** -
Living -0.20 (0.09)* = = =
R2 0.61%** 0.40%**

N = 261; Standardized path coefficients, standard errors in parentheses; fit indices presented in Fig. 2

*xp <0.007; ** p<0.01; * p <0.05

almost half (44 %) of the subjects had paid employment
on the competitive labour market. The rate of competi-
tive employment in our sample lies within the range re-
ported by other studies [3-6]. However, not having com-
petitive employment does not mean these persons are
inert. This study indicates that many Swiss people with
SMI, although not having competitive employment, are
engaged in other work-like occupations. Only around a
quarter (28 %) of the subjects reported that they had no
work-like occupation at all. The other subjects either
worked in a sheltered context (13 %) or followed unpaid
work-like activities (16 %).

Occupation is clearly related to QoL in mentally ill
persons. With regard to the objective living conditions,
the economic situation of a large group of subjects must
be judged as precarious. Around a quarter (24 %) live be-
low the poverty level defined by the Swiss Conference on
Social Welfare (SKOS) compared to 7% of the popula-
tion of the geographical area of this study. It is not sur-
prising that having paid employment on the regular
labour market mainly influences the financial situation
of people with SMI. Thus, with regard to the economical
life circumstances, only the QoL of those mentally ill
persons with competitive employment can be judged as
satisfactory. This result stands in line with the broad lit-
erature on the relationship between mental illness and
economic deprivation [29]. It is important to note that
many (29 %) of those subjects employed in sheltered oc-
cupations figure among the working poor. Living in
poverty even when working is not only the fate of peo-
ple with SMI. Nevertheless, from an ethical as well as
medical standpoint, this fact is problematic as we know
that financial strain is an important risk factor for the
onset and maintenance of mental disorders [30].

With regard to other measures of QoL, it is not a spe-
cific work setting that seems to matter, but having some
kind of work-like occupation. Subjects following an oc-
cupation have a larger social network and report more
social support by others. They do so because in particu-
lar colleagues at the workplace are perceived as an im-
portant source of emotional support. Moreover, work-
mates seem to be of similar importance as close friends.
Thus, occupation is a context for establishing and main-
taining not only instrumental but also intimate relation-

ships to men and women that cannot easily be replaced
by other contexts.

Mentally ill persons with an occupation also report
better subjective QoL even when controlling for illness
characteristics such as diagnosis, psychopathology and
number of psychiatric admissions during lifetime. This
finding is confirmed by other studies relating work to
subjective QoL of people with SMI [13-16]. However, in
this study, occupational status primarily affects satisfac-
tion with social relationships and with possibilities for
societal participation, i.e. the mentally ill person’s feel-
ing of belongingness, but having work is hardly related
to the subjects’ well-being.

Furthermore, we investigated whether the relation-
ship between occupation and subjective QoL is medi-
ated by work-related measures of objective QoL. Results
indicate that the better life satisfaction of working sub-
jects is mainly a result of enriched social network and
social support, but not of better income. A structural
equation model reveals that half of the total effect of oc-
cupation on subjective QoL can be explained by sup-
portive social networks. The finding further stresses the
importance of supportive social relationships at the
workplace. Research in the field of vocational rehabilita-
tion indicates that supportive networks at the workplace
facilitate job retention for clients with SMI [31].

Income is not positively related to the subjective QoL
of people with SMI in the present study. This finding
might be surprising because having no (paid) occupa-
tion is obviously related to economic deprivation. The
finding stands in line with the often reported weak cor-
relations between objective and subjective measures of
QoL [11,32]. Nevertheless,a conclusion like “occupation
but not payment is important for mentally ill persons’
QoL” would be a dangerous oversimplification, because
one explanation of these weak correlations may be res-
ignative adaption to adverse life circumstances. The
same holds true for the negative relationship between
economic background and the well-being dimension of
subjective QoL. The finding is difficult to interpret. Ac-
cording to Lehman [33], such counterintuitive results
may not be caused by insufficient measurement, but
rather reflect the mentally ill persons’ specific views and
values (cf. also Katschnig [34]).



Finally, some remarks on limitations of the present
study are necessary. First, we defined the subject’s main
occupation as the activity that he/she carried out for
most of the time during the last year. Although a minor-
ity, some persons reported ruptures in their working life
during that period of time. As some working subjects ex-
perienced periods of unemployment, so were not-work-
ing subjects engaged in work-like activities for a couple
of months. This might produce a certain bias in the re-
sults of this study due to the fact that for some subjects
it was perhaps the work history rather than the main oc-
cupation which affected their QoL. Second, our study
uses a cross-sectional and naturalistic design. There-
fore, the causal interpretation of correlations between
occupation and social network/support should be made
with caution. They may reflect the socialising effect of
work, but they might also be the result of better social
skills of mentally ill people following employment.
Third, it is important to note how far scales of subjective
QoL and variables such as social support and psy-
chopathological symptoms overlap in content. The sup-
port measures used in this study and the QoL scale ‘so-
cial relationship’ seem to have some unknown factor in
common, as the finding of correlated errors of SEM in-
dicated. Nevertheless, social support and subjective QoL
clearly differ in content with regard to the wording of
items.

Conclusions

Not a specific work setting but having some work-like
occupation seems to be of importance for the QoL in the
mentally ill people participating in this study. This does
at least hold true for their social network, perceived so-
cial support and life satisfaction, although not for their
income. Many of the mentally ill without competitive
employment rank among the working poor. In particu-
lar, the use of pay incentive within the context of shel-
tered work should be investigated in detail. Supportive
relationships with colleagues at the workplace mainly
explain the better subjective QoL of mentally ill people
with an occupation. Thus, when designing specific em-
ployment possibilities for people with mental disorders,
we should consider the social support dimension at the
workplace.

Acknowledgements This research was supported by the Swiss Na-
tional Science Foundation (grant no. 32-57211.99). Thanks are due to
Dr U. Frick for critically reviewing a preliminary version of this pa-
per.

References

1. Tausig M (1999) Work and mental health. In: Aneshensel CS, Phe-
lan JC (eds) Handbook of the sociology of mental health. Kluwer
Academic/Plenum Publishers, New York, pp 255-274

2. CookJA,Razzano L (2000) Vocational rehabilitation for persons
with schizophrenia: recent research and implications for prac-
tice. Schizophr Bull 26:87-103

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

693

Harnois G, Gabriel Ph (2000) Mental health and work: Impact, is-
sues and good practices. World Health Organisation, Interna-
tional Labour Organisation, Geneva

Marneros A, Steinmeyer EM, Deister A (1993) Long-term out-
come of schizoaffective and schizophrenic disorders. Eur Arch
Psy Clin N 238:135-139

Muntaner C, Pulver AE, McGrath J, Eaton WW (1993) Work en-
vironment and schizophrenia: an extension of the arousal hy-
pothesis to occupational self-selection. Soc Psych Psych Epid 28:
231-238

Gureje O, Herrman H, Harvey C, Morgan V, Jablensky A (2002)
The Australian National Survey of Psychotic Disorders: profile of
psychosocial disability and its risk factors. Psychol Med 32:
639-647

Bengtsson-Tops A, Hansson L (1999) Clinical and social needs of
schizophrenic outpatients living in the community: the relation-
ship between needs and subjective quality of life. Soc Psych
Psych Epid 34:513-518

Angermeyer MC, Holzinger A, Matschinger H (1999) Lebens-
qualitdt, das bedeutet fiir mich... Ergebnisse einer Umfrage bei
schizophrenen Patienten (Quality of life, that means to me...
Results of a survey on patients with schizophrenia). Psychiat
Prax 26:56-60

Réssler W, Salize H, Cucchiaro G, Reinhard I, Kernig C (1999)
Does the place of treatment influence the quality of life of schiz-
ophrenics. Acta Psychiatr Scand 100:142-148

Katschnig H (1997) How useful is the concept of quality of life in
psychiatry? In: Katschnig H, Freeman H, Sartorius N (eds) Qual-
ity of life in mental disorders. John Wiley and Sons, Chichester,
pp 3-16

Warner R (1999) The emics and etics of quality of life assess-
ment. Soc Psych Psych Epid 34:117-121

Lehman AF (1988) A quality of life interview for the chronically
mentally ill. Eval Program Plann 11:51-62

Van Dongen CJ (1996) Quality of life and self-esteem in working
and nonworking persons with mental illness. Community Ment
HItJ 32:535-548

Priebe S, Warner R, Hubschmid T, Eckle I (1998) Employment,
attitudes toward work, and quality of life among people with
schizophrenia in three countries. Schizophr Bull 24:469-477
Mueser KT, Becker DR, Torrey WC, Xie H, Bond GR, Drake RE,
Bradley JD (1997) Work and nonvocational domains of func-
tioning in persons with severe mental illness: A longitudinal
analysis. ] Nerv Ment Dis 185:419-426

Kager A, Lang A, Berghofer G, Henkel H, Schmitz M (2000) The
impact of work on quality of life for persons with severe mental
illness. Nervenheilkunde 19:560-565

Eklund M, Hansson L, Bejerholm U (2001) Relationships be-
tween satisfaction with occupational factors and health-related
variables in schizophrenia outpatients. Soc Psych Psych Epid 36:
79-85

Bond GR, Resnick SG, Drake RE, Xie HY, McHugo GJ, Bebout RR
(2001) Does competitive employment improve nonvocational
outcomes for people with severe mental illness? ] Consult Clin
Psych 69:489-501

Wancata ], Gasselseder M (1997) Sheltered work increases qual-
ity of life among chronically mentally ill. Qual Life Res 6:416-416
Holzner B, Kemmler G, Meise U (1998) The impact of work-re-
lated rehabilitation on the quality of life of patients with schizo-
phrenia. Soc Psych Psych Epid 33:624-631

CIPS (Collegium Internationale Psychiatriae Scalarum) (1986)
Internationale Skalen fiir Psychiatrie (International Scales for
Psychiatry). Beltz, Weinheim

Angermeyer MC, Kilian R, Matschinger H (2000) WHOQOL-100
und WHOQOL-BREF: Handbuch fiir die deutschsprachige Ver-
sion der WHO-Instrumente zur Erfassung der Lebensqualitit
(WHOQOL-100 and WHOQOL-BREF: Handbook of the german
version of the WHO-instruments assessing quality of life).
Hogrefe, Gottingen

Harper A, Power M (1998) Development of the World Health Or-
ganization WHOQOL-BREF quality of life assessment. Psychol
Med 28:551-558



694
24.

25.

26.

27.

28.

29.

Meyer P, Budowski M (1995) Effects of organizing voluntary help
on social support, stress and health of elderly people. Clin Soc
Rev 13:106-119

Budowski M, Zimmermann E, Wernli B, Scherpenzel A, Gabad-
inho A (2001) The Swiss Household Panel 1999-2003: Data for
research on micro-social change. ZUMA-Nachrichten 49:
100-125

Schaefer C,Coyne JC,Lazarus RS (1981) The health-related func-
tions of social support. ] Behav Med 4:381-406

Dupuis M, Rey U (2002) Armut und Armutsgefihrdung im Kan-
ton Ziirich 1991-2001 (Poverty and poverty risk in the Canton of
Zurich 1991-2000). Statistik Info 15:3-22

Joreskog KG, Sérbom D (1996) LISREL 8 User’s reference guide.
Scientific Software International, Chicago

Link BG, Phelan J (1995) Social conditions as fundamental
causes of disease. ] Health Soc Behav 80-94:80-93

30.

31.

32.

33.

34.

Weich S, Lewis G (1998) Poverty, unemployment, and common
mental disorders: population based cohort study. BMJ 317:
115-119

Rollins AL, Mueser KT, Bond GR, Becker D (2002) Social rela-
tionships at work: Does the employment model make a differ-
ence? Psychiatr Rehabil J 26:33-42

Réder-Wanner U-U, Priebe S (1998) Objective and subjective
quality of life of first-admitted women and men with schizo-
phrenia. Eur Arch Psy Clin N 248:250-258

Lehman AF (1996) Measures of quality of life among persons
with severe and persistent mental disorders. Soc Psych Psych
Epid 31:78-88

Katschnig H (2000) Schizophrenia and quality of life. Acta Psy-
chiatr Scand 102:33-37



