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Abstract

Young adults who are not in education, training or employment (NEET) represent an
international challenge that causes worry due to the potentially harmful health-effects
of unemployment, and the economic costs for society. The NEET population includes
those who are temporarily unemployed or inactive, as well as more marginalized
groups at high risk of prolonged or lifelong disengagement. Being excluded from the
labor market in early adulthood can have severe consequences for later work
participation, and the diversity of the NEET population implies a need to focus on
specific subgroups. In Norway, the share of young adults receiving permanent
disability benefits has increased considerably during the last years. The main reason
for early disability benefits in Norway are mental and behavioral disorders, and risk
factors include socioeconomic factors such as low educational attainment. There is
however little knowledge about the individuals who are at high risk, but have not yet
reached the point of more permanent exclusion from the labor market. This thesis
focuses on young adults with impaired work capability who are at risk of early work

disability due to various social and health-related challenges.

Studies of vocational rehabilitation of NEETS are scarce, and existing knowledge is
insufficient to guide policy-makers and other stakeholders in efforts for this group.
Furthermore, policies aimed at NEETs in general may be more appropriate for those
who are ready to work, while failing to reach the most vulnerable groups. Individual
Placement and Support (IPS) is a high-contact approach that is effective for patients
with severe mental illness. It is based on clearly defined principles with a main focus
on ordinary paid employment in the competitive labor market. IPS is effective across
a range of demographic and clinical subgroups with severe mental illness, but there is

limited evidence about the effectiveness of IPS in non-psychiatric populations.

The aim of the thesis was to generate knowledge about young adults at risk of early
work disability in Norway, and to investigate whether the Individual Placement and
Support (IPS) model of supported employment may help this group enter the labor

market.
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The aim of paper [ was to plan and design a randomized controlled trial to evaluate
the effectiveness of repurposing IPS to young adults at risk of early work disability
due to various social or health-related problems. The trial was named Supported
Employment and preventing Early Disability (the SEED-trial), and compared IPS to a
control group that received traditional vocational rehabilitation using traineeships in
sheltered businesses. Participants were NEETS, aged 18-29 years old, receiving
temporary benefits, and had been considered eligible for traineeships in sheltered
businesses. The primary outcome was competitive employment, defined as any paid
employment in the competitive labor market during the first year after enrollment.
Secondary outcomes included physical and mental health, health behaviors, and well-
being. Survey data were collected at baseline, 6, and 12 months. The trial design also
included long-term follow-up using register data for benefit recipiency, income, and

education for five years after inclusion in the study, and a cost-benefit analysis.

The aim of paper Il was to investigate social and health-related characteristics in
young adults at risk of early work disability in Norway, and what they believe may
have caused their illness. The paper used baseline data from the 96 participants who
were included in the SEED-trial. The majority were male, single, childless, and
nearly half were living with their parent(s). Participants had relatively low
educational attainment, and more than half reported hazardous drinking or active
alcohol use disorders. The prevalence of psychological distress was high, which
coincides with previous knowledge about the major reasons for early work disability
in Norway. The most noteworthy findings with important implications for efforts
targeting this group were however related to psychosocial stressors, including a high
prevalence of bullying and exposure to violence. When participants who considered
themselves to have an illness were asked about the reasons for their illness, the most
common responses were also related to non-medical causes, especially relational

problems such as loneliness and isolation.

The aim of paper IIl was to evaluate the effectiveness of IPS versus traditional
vocational rehabilitation for young adults at risk of early work disability, on
outcomes of competitive employment, and physical and mental health and well-being.

Findings showed that significantly more participants in the IPS group (48%) obtained
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competitive employment compared to participants in the control group (8%) during
12-month follow-up. The groups did generally not differ on health-related outcomes
in unadjusted analyses, with a few exceptions. However, when adjusted for baseline
and missing observations in post hoc analyses, the IPS group reported significantly
better outcomes in anxiety, subjective health complaints, pseudoneurology,
helplessness, hopelessness, and drug use at 6-month follow-up, and in level of
disability, subjective health complaints, optimism about future well-being,

helplessness, hopelessness, and drug use at 12-month follow-up.

The findings of this thesis have several implications. In addition to underlining the
importance of preventive measures to reduce social exclusion by bullying and early
dropout, the findings suggest that there is need for a broader focus on psychosocial
aspects in vocational rehabilitation of young adults at risk of early work disability.
The findings that IPS was superior to the control condition in increasing competitive
employment among this group of NEETs, and that IPS may also have beneficial
effect on health, furthermore indicate that vocational rehabilitation for this group
should be redirected from traditional sheltered approaches to individualized support
in competitive work settings. The SEED-trial is also the first to show that IPS can be
successfully repurposed to this new and vulnerable target group at risk of being

excluded from working life before having established themselves on the labor market.
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1. INTRODUCTION AND THEORETICAL FRAMEWORK

1.1. Introduction

1.1.1.0verview of the thesis (mind-map)

This thesis concerns a randomized controlled trial of vocational rehabilitation
interventions, evaluating the effect of the Individual Placement and Support (IPS)
model of supported employment in a Norwegian context and for a new group of
participants, namely young adults at risk of early work disability due to various social
and health-related problems. The three papers included in the thesis concern the
planning and design of the trial (paper I), social and health-related characteristics of
the important yet relatively unknown target group (paper II), and the effect of IPS on

competitive employment and health-related outcomes (paper III).

Vocational rehabilitation touches upon a range of large societal topics, including
individual and public health and well-being, economy, policy, and culture. In the
following pages, I will go into depth to provide a summary of the literature and
theoretical framework forming the backdrop for the research, and discuss the
methodology, results and implications of the thesis. The mind map in figure 1
provides a visual overview of its context, setting the scene for the upcoming chapters.
Although the overview is not exhaustive, these interrelated topics and their branches

illustrate the vastness of the field, all surrounding its core subject: Employment.



yoseasal aimny pue suoneoldw|
SuonRIaPISUOD [e21BojopoYIBIN

1X31U0D S}l PUE SIS3Y1 BY3 JO MBIAIBAO [BNSIA :T 3InSi4

Buidod pue Buiures| ‘ssans
uoneAnoN
annoadsiad A1anooday
Aioayl
<

18110
aansnl reuw)
saabnjoy

suaned ured sdnolo

uoISsSnasIp
SUOIRIBPISUOI [BINBI08Y | 9 SINsay
sBuipui
SuONRIaPISUOD [edIY1T
sasAleuy
salnseap
suonuaAIau|
S2INpadoid
siuedionied
ubisap Apnis
poyisiN
uoisnjoul aoe|dxiom pue ewbns
Aanjod ‘uonelsiba) ‘walsAs JosewW Joger]
IX21U09 [eINYND Z

sIoIARYaq YiesH
uonesNed "SA UONJ3ISS

yireay eaisAyd <
ea uawAojdw
TS wreay 1 |dw3

Aouaidioal jauag
Awouod3

yieay algnd

SNJels 21WOU0280100S

£19100s 7 JuswAojdw3g

le)-g33s ayL sunpe Bunoa

Sssaul|l [eIusN

Sd| ‘wawAoidw3 pauoddns

urel-uayi-aoe|d u\

aoe|d-uayj-urel

> 5
uonel|igeyas [eUoeIoA

0 Je 981} 10} apeuwl

oyBhoo




1.1.2.Health

The etymology of the Old Norse word heill (healthy), from Proto-Germanic hailitho
and hailaz (whole), provides us with some insight into our ancestors’ understandings
of health as the intact and unbroken, but also as the complete and entire (1). While
some thousand years have passed, these positive and negative approaches to the

concept of health are still relevant as a contemporary topic for discussion.

In 1948, the founders of the World Health Organization (WHO) defined health as “a
state of complete physical, mental and social well-being and not merely the absence
of disease or infirmity” (2, p. 1). The holistic approach of the WHO definition
contrasted sharply with a more traditional and biomedical definition of health as the
absence of disease, in which disease is generally perceived as specific and
diagnosable (3, 4). While maintaining support among many health researchers and
practitioners (e.g. 5, 6), the WHO definition has been the source of controversy,
criticized for being utopian and unattainable in the sense that most people might
never attain a state of health based on such requirements (7). The Ottawa Charter
proposed an adaption focusing on social and personal resources as well as physical
capacities, and further defined health promotion as “the process of enabling people to
increase control over, and to improve, their health” (8, p. 1). Similarly, international
health experts have suggested that definitions lay more emphasis on the individual’s
ability to cope with social, physical and emotional challenges (9). Focusing on
adaption and self-management of symptoms, these perspectives align with
contemporary changes in demography and the nature of disease in modern health care
systems; where improvements in conditions such as sanitation and nutrition have
been followed by a shift toward noncommunicable or chronic illness as the main
disease burden (9, 10).

Coping-oriented approaches to health further challenge the dualistic approach to mind
and body, and are exemplified in treatments such as cognitive behavioral therapy
(CBT) for various chronic symptoms including e.g. musculoskeletal and
gastrointestinal illness (11, 12). Separating physical and mental health into two

linguistic entities in the literature—including this thesis—may imply that we have



failed to recognize the brain as a physical organ connected to the remainder of our
bodies. While recognizing that such a division is artificial, it can help to provide
structure in lack of more accurate terms. It is however important to emphasize that
physical and mental health are viewed as mutually dependent aspects, where borders
can be blurred or even nonexistent, and that interventions targeting either may be

similarly relevant to the other.

1.1.3.Employment and health

The relationship between employment and health, especially mental health, is well-
documented in the international literature (13). Questions about causality and
directional issues are however common problems in the interpretation and discussion
of this relationship. According to a social selection hypothesis, the association is
explained by good health being a necessary condition for employment, causing
individuals with poor health to have more difficulties in finding and keeping a job
(14). A social causation hypothesis, on the other hand, states that employment leads

to health benefits and/or that unemployment is harmful to health (14).

While studies show that selection effects do occur, evidence from systematic reviews
and meta-analyses suggest that social causation mechanisms play an equally or
perhaps more important role: A meta-analysis of 16 longitudinal studies found that
job loss and unemployment were associated with increased mental distress, while re-
employment reversed the negative effects of unemployment on mental health (15).
The results were supported by a large meta-analysis of 237 cross-sectional and 87
longitudinal studies, suggesting that unemployment is not only caused by mental
health problems, but also causes them (16). Moderator analyses revealed that mental
distress by unemployment was stronger among men, blue-collar workers, and those
who had been unemployed longer, as opposed to women, those with white-collar
jobs, and short-term unemployed persons (16). Similarly, a systematic review looking
at 18 longitudinal studies investigating transitions between unemployment and
employment, found selection effects to unemployment as well as support for a
beneficial health effect of returning to work (17). The authors suggest that selection

and causation are mutually reinforcing processes, that work together in shaping the



individual trajectories over time, while the evidence for causation was somewhat
stronger than that for the selection effect (17). The study included both physical and
mental health outcomes, but was not able to distinguish between these in the results
(17). Another systematic review of 33 longitudinal studies which also looked at both
physical and mental health, found strong evidence for a protective effect of
employment on depression and general mental health, but results for general health,
physical health, and mortality were deemed to be insufficient (18). Correspondingly,
a meta-analysis of 104 studies looking at mental and physical well-being during
unemployment, showed a negative association between unemployment and mental
health, generally supporting a causal relationship (19). The study found that more
than three quarters of the studied correlations involved mental health, resulting in
insufficient or low sample sizes on non-mental variables. In their review project from
2006, Waddell & Burton found strong associations between unemployment and
reductions in both mental and physical health, as well as strong associations between
re-employment and improvements in both areas (13). Although they used a
systematic search strategy, their review included studies that were excluded from
most other reviews and meta-analyses, such as policy-papers and cross-sectional data,
which may explain why others have not reproduced their findings on physical health
variables (18). Some studies have however found associations between
unemployment and mortality, including a large meta-analysis and meta-regression
that showed a substantially increased risk of death among unemployed, especially

among young individuals, with limited support for a health selection effect (20).

While the literature has established strong relationships between employment and
health, and especially mental health, the mechanisms behind the relationships are
relatively unknown. In her classic book from 1982, Jahoda discussed several
important employment-related functions to well-being from a social psychological
stance, arguing how having a job can provide structure of time and organize daily
activity, create social identity, provide social contact, and a collective effort or
purpose (21). Employment furthermore makes the individual part of the “working
society,” receiving paychecks as opposed to benefit checks, and provides answers to
otherwise dreaded questions related to occupation that commonly arise in social

settings. Studies investigating stigmatization among the unemployed have suggested



that anticipated stigma may be a contributor to the relationship between

unemployment and increased psychological and somatic symptoms (22).

Mechanisms of health behaviors such as alcohol and substance abuse, diet and
physical activity, may further explain part of the relationship between work and
health. For instance, unemployment has been found to be a risk factor for unhealthy
behaviors such as alcohol misuse (23, 24), and it has been suggested that although
some selection of alcohol disorders to unemployment does occur, the high prevalence
of harmful drinking among this group is mainly a result of the unemployment rather
than vice versa (25). There is however conflicting evidence of the impact of
unemployment on health behaviors, and these mechanisms are likely to vary
according to socioeconomic status as well as type of exit from work (13, 26). Another
possible mechanism includes the link between stress and health. Lack of coping with
challenges such as unemployment and reduced income, may lead to prolonged stress
and health problems through pathophysiological processes (27). This has been
described as an “allostatic load” that can accumulate over time and have adverse

effects on e.g. immunological responses and accelerate disease processes (28).

1.1.4.Employment in a societal perspective

The relationship between employment and health as discussed above illustrates the
importance of facilitating work participation, not only at the individual level, but in a
broader social perspective. Employment and socioeconomic status are the main
drivers of social gradients in health and mortality, and there are both economic,
social, and moral arguments for promoting employment as means to improve well-
being (13). Substantially poorer health among groups of lower socioeconomic status
has been found throughout Europe (29), and inequalities in mortality are larger in
Norway than in many other European countries (30, 31). Socioeconomic differences
explain about three quarters of the regional variance in mortality in Norway (32),
amounting to as much as eight years in life expectancy between different districts in
the capital Oslo (31). In his book “The Status Syndrome: How Social Standing
Affects Our Health and Longevity,” Marmot recommends efforts to promote

autonomy and social participation to increase overall public health (33), along with



policies to improve opportunities for work and reduce the health consequences of
unemployment (34). Efforts targeting education and employment among the
disadvantaged can be a strategy to reduce social inequalities in health and increase
life expectancy (31), and labor market participation may thereby be viewed as a

public health concern.

The economic aspect of exclusion from the labor market is another important side of
the matter, representing a burden for the society in terms of lost productivity and
economic growth, and tax funded social expenditures. Public spending on sickness
and disability benefit programs represents a considerable societal cost across OECD
countries (35), and the Norwegian Labor and Welfare Administration administers one
third of the Norwegian national budget through benefit programs including

unemployment, sick leave, disability, and pensions (36).

1.1.5.Work disability in Norway

A Norwegian employee who gets ill will receive 100% financial compensation from
the first day and up to one year, of which the first 16 days are covered by the
employer. If the worker’s earning capacity remains impaired by at least 50% after the
one-year period, he or she is eligible for work assessment allowance for up to three
years (in some cases with a possible extension of up to two years), providing 66%
compensation of income. Compensation is not offered for income that exceeds six
times the national insurance basic amount. In 2018, the national insurance basic
amount equaled approx. €10°000 per year. Unemployed persons with at least 50%
impairment are also eligible for work assessment allowance, in which cases the
compensation is calculated based on a minimum rate of two times the national
insurance basic amount. While receiving work assessment allowance, the individual’s
work ability is assessed, and he or she is required to participate in creating and
keeping to an activity plan which may involve ongoing treatment or participation in
various employment schemes (37). If the time-limit has passed without the earning
capacity exceeding 50% (in certain circumstances 60-70%) due to permanent illness
or injury, the next step may involve application for partial or full disability benefits.

Corresponding to the work assessment allowance, full disability benefits normally



cover 66% of the worker’s average income, and are calculated based on a minimum
rate for individuals with low or no income (38). Those aged younger than 26 at the
time of impairment can apply for entitlement as a “young disabled person,” to receive
a higher rate compensating for lack in previous earnings of supplementary pension
(39). The scheme for young disabled persons was introduced in 1981 and has been
revised several times, including a revision in 1998 enforcing stricter requirements to

severity and documentation of the injury or illness (40).

1.1.5.1. Levels and trends
The percentage of the working population (aged 18-67) receiving disability benefits
over the last ten years has been relatively stable at an average of 9.3-10.0%, with
women ranging 2.9-3.8 percentage points higher than men (see figure 2). The
numbers from 2009-2010 include temporary disability benefits, which were removed

when work assessment allowance was introduced in 2010 (41).
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Figure 2: All recipients of disability benefits in Norway, percentage of the population aged 18-67 as
per December 31st 2009-2018. Based on data from the Norwegian Labor and Welfare Administration

online statistics database (41).

Out of these, 35% receive disability benefits due to mental illness and 28% due to
musculoskeletal illness, while the remaining share is scattered across other conditions

(42).



1.1.5.2. Young adults and early disability
The term young adults as used in this thesis focuses on the age group between 18-29,
incorporating the age of majority in Norway and the transition phase into adulthood.
This coincides with the life stage described as emerging adulthood in developmental
psychology (43), and the Norwegian classification of young disability recipients (44).
It includes transitions between different levels of education, and from education into
the labor market—vulnerable phases that are not always linear and smooth, but may

increase the risk of dropping out of school or becoming unemployed (45).

While the overall percentage of disability recipients has remained relatively stable,
there is a trend toward decreasing levels of older disability recipients, while the share
of young disabled persons (aged 18-29) has increased during the same period (see
figure 3) (46). The gender differences are smaller yet reversed as compared to the
average levels presented in figure 2, with more young men receiving disability
benefits as compared to their female counterparts. Levels have increased for both
genders, from 2.6-5.3% of all disability recipients, with men ranging 1.5-2.9

percentage points higher than women.
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Figure 3: Young recipients of disability benefits in Norway (aged 18-29), percentage of all recipients
of disability benefits in Norway as per December 31st 2009-2018. Based on data from the Norwegian

Labor and Welfare Administration online statistics database (41).
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The distribution of diagnoses also looks different for this age group than for disability
recipients in general, with 63% of beneficiaries in the mental illness category alone,
with the remaining being related to congenital malformations and chromosomal
abnormalities (13%), nervous system disorders (11%), and all other conditions such
as e.g. injuries, poisoning and violence (2%), musculoskeletal illness (1%), and
tumors (1%) (42).

A registry study of the different age categories within young disabled in Norway
showed that the most important medical causes for disability in the youngest group
(aged 18-19) were intellectual disabilities, congenital malformations and
chromosomal abnormalities, e.g. Downs syndrome (44). The increase for the group
aged 20-29 is however mainly due to other mental illness, including schizophrenia,
pervasive developmental disorders, behavioral and personality disorders, and
affective and anxiety disorders (44). Improved medical treatment of children with
chromosomal abnormalities, and decrease in infant mortality among children with
congenital disorders is believed to account for some of the increase in the youngest
group. The increase in young disabled per se is however not likely to be attributable
to these factors alone. A closer look at the dataset in Brage & Thune (44) shows that
the proportional increase in young disabled from 1977 to 2012 does not decrease
when these patient groups are removed, on the contrary, it increases in all groups (see

table 1) (S. Brage, personal communication, March 19th, 2015).

Table 1: Comparison of disability rates (per 100'000) in 1977 vs. 2012, including and excluding
congenital disorders (intellectual disability, congenital malformations and chromosomal

abnormalities) (S. Brage, personal communication, March 19th, 2015).

1977 2012 Percentage increase

Including congenital disorders

16-19 years 72.4 491.5 579%

20-24 years 65.1 1411 117%

25-29 years 100.3 232.7 132%
Excluding congenital disorders

16-19 years 25.2 245.8 875%

20-24 years 42.5 105.8 149%

25-29 years 81.3 217.5 168%
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Young people with reduced working capacity in Norway are characterized by lower
educational attainment and work experience than their peers (47), characteristics
which are also among the strongest determinants of work disability for people aged
younger than 40, along with difficult social and family relations including single

status and teenage parenthood (48).

A qualitative study of 30 young Norwegian disability recipients, including their
caseworkers and other stakeholders, indicated that the young adults could be divided
into three main categories (49). The first involved social and/or mental problems,
expressed by adjustment difficulties, including early alcohol debut, drug use, anxiety,
eating disorders, self-harming and/or suicidal behavior. These individuals were
further characterized by difficult childhoods, neglect, difficulties in school, and
bullying. The second category was described as young adults with unspecific
problems and many symptoms, including fatigue, fibromyalgia, and musculoskeletal
illness, characterized by withdrawal and difficulties coping with challenges. These
individuals’ situations were not characterized by neglect, but rather by dysfunctional
over-protection, and a family history of benefit recipiency. The third, and smallest,
category involved young adults with clearly defined and often somatic diagnoses,
including congenital and chromosomal disorders, sustained injuries e.g. due to
accidents, and severe illness or disease (49). Based on the findings regarding non-
medical and childhood factors, a follow-up study was conducted, emphasizing
deficiencies in the preventive system for children at risk as an important problem

among this group (50).

Early withdrawal or exclusion from the labor market represents long remaining lives
spent outside the working society, with lower income and the added risk factors of
unemployment as discussed in section 1.1.3. The increasing rates of young disability
recipients becomes especially relevant when seen in the context of the aging of the
Norwegian population (51), causing worry about the available workforce and the
need of work capacity in the upcoming years. The public debate in Norwegian media
has targeted the increase of young disabled from different angles, ranging from
discussions of blame to calls for social and political responsibility. This was

illustrated by an opinion piece by the Norwegian prime minister in 2017, answering
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to criticism toward the government’s efforts to tackle early disability and stating that
the issue is being taken seriously though increased efforts, such as establishment of
lifelong rights to upper secondary education and prioritizing unemployed youth in

vocational rehabilitation interventions (52).

The high prevalence of mental and behavioral disorders and early exclusion from the
labor market is not unique in a Norwegian context. Neuro-psychiatric disorders,
mainly unipolar major depression, are in general the main cause for years lost to
disability among youth worldwide (45%), especially in high income-countries (68%)
(53). Youth unemployment is increasing across Europe (54), and the growing amount
of young people who are neither in employment, education, or training, abbreviated
as NEET, cause worry about societal costs, as well as behavioral and health-related

effects on the individual (55).

1.1.6.Young people not in employment, education, or training
(NEET)

The term NEET emerged in the UK in the mid-90s and was formally introduced at
the political level in 1999 (56), after which it quickly gained popularity in the
European policy vocabulary. As a broad measure of the population of young people
who are not accumulating human capital through formal channels, the term was a
more clarified and perceivably less derogative alternative to previous terms (57).
NEETS are a heterogeneous population, including subgroups with different
characteristics and needs, reasons and motivations. While some are conventionally
unemployed and inactive for shorter periods of time, others represent more vulnerable
groups at higher risk of prolonged or even lifelong disengagement. Different
classifications of subgroups exist, but the following seven categories have been

suggested based on data from the EU Labor Force Survey (57):
1) Re-entrants (have been hired or enrolled and will soon enter employment, education,
or training)
2) Short-term unemployed (unemployed and seeking work for less than a year)

3) Long-term unemployed (unemployed and seeking work for more than a year)
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4) Unavailable due to illness or disability (not seeking work due to health problems)

5) Unavailable due to family responsibilities (not seeking work due to care for children
or other family responsibilities)

6) Discouraged workers (believe there are no work opportunities and have given up
efforts to seek work)

7) Other inactive (residual heterogeneous category)

Risk factors for NEET status are similar to that of early disability benefits, and
demographic and socioeconomic factors are especially important. The most important
individual risk factor is low educational attainment, followed by immigrant
background, living in remote areas and small cities, and poor self-perceived health
(45). Several important risk factors are also related to family background, including
having parents with low levels of education, divorced parents, parents who have
experienced unemployment, and low household income (45). Frequent cannabis use,
repeated disruptive behaviors, and persistent common mental disorders, are also
associated with NEET status (58). Furthermore, increasing individualization of
school-to-work trajectories and a breakdown of traditional class-based routes to
secure employment in the modern labor market has made the individual more
responsible for navigating their way through transitions to work (59). Having
uncertain aspirations about future employment, or having aspirations that exceed
educational expectations, has been associated with broken transition phases and
increased likelihood of becoming NEET, and this is especially true for young men

with low socioeconomic status (59).

Having NEET status in early adulthood can have severe consequences for later
participation and attachment to working life, both on the short- and long-term. A
Swedish birth cohort study found that being NEET was associated with future
exclusion from the labor market (60). The study utilized propensity score matching to
account for a large number of risk factors, involving health indicators, geographical
location, family and living conditions, cognitive ability, educational achievement and
behavior, and found that the effect of NEET status was not primarily driven by

previous resource deficiency but seems to have an independent effect for both
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genders (60). The effect was larger in the younger cohorts, and was especially visible
among the men. A longitudinal Scottish study also showed that being NEET was a
strong marker of later negative occupational outcomes, and that these “scarring

effects” were variable between genders and different levels of education (61).

Rates of NEET status for people aged 15-29 averaged at 14.8% across the European
Union in 2015, with the highest rates observed in Greece and Italy (57). Norwegian
rates are around 7-9% (62, 63), which is comparable to the lowest scoring EU
countries, namely Sweden, Denmark, Luxembourg and the Netherlands, which are
generally characterized by lower unemployment rates (64). Meanwhile, it is estimated
that one in five Norwegian NEETs still hold NEET status five years later, out of
which 40% are receiving health-related benefits (62). When looking closer at those
who remain NEET for five consecutive years and are receiving health-related
benefits, 94% are still receiving these benefits after the five-year period (62). While
treatment aiming to reduce symptoms is important for improving functioning,
symptom reduction alone does not appear to be sufficient for reengagement of
NEETs, and holistic services that integrate vocational support are needed in order to

promote participation in employment or education (65, 66).

Various re-engagement programs targeting NEETs have been investigated, including
basic or social skills training, educational classroom-based training, vocational
training, counselling or one-to-one support, internships or placements, on-the-job
training, financial incentives, case management, and individually tailored support
(55). When looking at the effect of such programs on employment outcomes, Mawn
et al. (55) found that common features for successful interventions were that they
were multi-component and high-contact approaches, with inclusion criteria targeting
deprived individuals. The amount and quality of evidence is however limited and
insufficient to generalize, leaving policy-makers with an inadequate basis for

planning and prioritizing efforts targeting the NEET population (55).
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1.1.7.Vocational rehabilitation

1.1.7.1. Train-then-place
Efforts to increase the labor market participation among various groups have
traditionally followed a train-then-place approach, with stepwise services that focus
on prevocational training (67). Individuals are to be trained and prepared in work-
related tasks and/or job-seeking before attempting to enter the competitive labor
market. Services may involve interview training, help writing résumés and job
applications, unpaid or subsidized apprenticeships, make-work jobs, job clubs, or
sheltered workshops. These approaches have long dominated the field of vocational
rehabilitation, based on a common—and perhaps intuitive—belief that people need to
be supported before they are ready to enter the competitive labor market (68).
Artificial work or practice settings have however been criticized for being
unmotivating and to rarely match peoples’ interests (68). The prevocational training
may translate poorly to actual work settings, and the low success rates of such
traditional services in the existing literature (69) indicate that they are unsuccessful in

reaching the last step of the stepwise process, namely competitive employment.

Traineeships is sheltered businesses represent a classic traditional train-then-place
approach in Norway, that is only offered to individuals with particular challenges and
impaired work capability that requires close and broad follow-up (70). This indicates
that eligible participants have a relatively high risk of work disability, and when
taking a closer look at merged data from national population registers (71), we see
that 20% of young adults aged 18-30 who received sheltered traineeships in the
county of Hordaland in 2011 (mean age 24 years, 59% men) had obtained disability

pension three years later.

1.1.7.2. Place-then-train
The Supported Employment (SE) model was developed for people with severe
developmental disabilities in the 1980s (72), as a reaction to the stepwise approaches
to vocational rehabilitation (68). Following a place-then-train approach, the SE model
instead sought to minimize the prevocational training and focus on integrated work

settings, while providing time-unlimited support (73). SE focuses on achieving more
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direct placement into relevant paid work, matching the individuals’ interests,
avoiding artificial work training settings. The rationale is that one cannot predict the
specific skills needed without knowing what type of employment a person will gain
at a later point (68). In a place-then-train approach, the relevant skills and support can
be identified and adjusted while the person is in an actual competitive job setting with

real-life demands for performance (68).

1.1.8.Supported Employment (SE)

While a range of different employment schemes have been associated with the
generic term “SE,” some have still depended on traditional stepwise measures
(including non-competitive work), thereby contradicting the model. In Norway, one
example is Work with Assistance (“Arbeid med bistand”) (70, 74), where subsidized
work and traineeships are frequently used in the vocational rehabilitation. The need
for standardization of the SE methodology led to the development of the Individual
Placement and Support (IPS) model, which is now the most extensively described
and studied approach within SE. It is not viewed as distinct to SE, but rather as a
standardization and clear description of SE principles, facilitating scientific

evaluation and evidence-based interventions of the model (75).

1.1.8.1. Individual Placement and Support (IPS)
IPS was developed by researchers at the Dartmouth Psychiatric Research Center,
Dartmouth College (now at the IPS Employment Center, Rockville Institute, Westat).
It was originally developed for people with severe mental illness (SMI), defined as
psychotic disorders such as schizophrenia, or severe forms of mood disorders such as
bipolar disorder, and the method integrated competitive employment as a part of the

treatment for this group (68).

The key person in the intervention is the IPS specialist. When a person is enrolled in
IPS, he or she is assigned to a trained IPS specialist who knows the local labor market
well and provides close follow-up. The IPS specialists spend most their time outside
the office, being out and about at workplaces building networks, meeting the clients
where they are, and helping them actively to seek out potential jobs. While the role of

a IPS specialist may involve new challenges and a level of follow-up that exceeds
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many traditional vocational rehabilitation services, the caseload for a full-time IPS
specialist includes a maximum of 20 clients. The IPS specialist works as part of an
IPS team consisting of at least two full-time IPS specialists and a team leader, who
meet regularly to discuss their clients, share job leads, and cover for each other’s

caseloads when necessary (76).

The approach is strictly manualized and follows eight principles (76). Fidelity to the
model is measured using the Evidence-based IPS Supported Employment Fidelity
Scale, where programs are rated using specified scores ranging from 1-5 on questions
related to staffing, organization and services (76). In the current 25 item version,
programs with a score < 73 are not considered to be IPS. Studies have shown that
adherence to the manual is associated with better outcomes, with high fidelity
programs achieving higher competitive employment rates (77, 78). Others have
however found that differences between studies are small and that IPS has a clear

effect regardless of fair vs. good vs. exemplary fidelity (69).

The eight principles of IPS emphasize zero exclusion, competitive employment, rapid
job search, client preferences, long-term support, integrated services, systematic job
development, and benefits counseling (79). The two latter principles are the newest

additions to the model.

1. Eligibility based on client choice (zero exclusion)
Any client who expresses a desire to work is eligible for IPS. This means that
clients are not excluded because of factors such as evaluation of work readiness,
poor work history, legal history, substance use, homelessness, symptoms of
mental illness, or personal presentation (79). This principle is supported by
research showing that IPS services are effective across client characteristics
including work history, clinical and sociodemographic factors (80), and that
practitioners are generally unsuccessful at predicting which clients will succeed in
employment (68). Rather than evaluating their job readiness, clients should be
encouraged to work, in line with a recovery-perspective on employment as a way

for the individual to promote control in their life (81).
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2.

S.

Focus on competitive employment

IPS focuses on competitive employment, that is, regular jobs in the ordinary labor
market, that pay regular wages. These are jobs that anyone can apply for
regardless of disability status, and exclude make-work jobs, subsidized, volunteer,
or sheltered work (68).

. Rapid job search

IPS specialists and clients should be actively searching for jobs soon after
program entry, making face-to-face employer contact within one month of joining
the program. While rapid job search does not necessarily translate to rapid job
placement, it ensures that the job search process is initiated without delay and
conveys that the IPS specialist believes in the client and takes his or her goals

seriously (68).

Attention to client preferences

Choices and decisions about work and what kind of support is needed are
individualized and guided by client preferences. The IPS specialist and client
spend the first weeks getting to know each other, and discuss the clients’ interests,
any strengths or experiences, and what he or she thinks is most important in a job.
Key factors may include work schedule, location, level of supervision, and type of
work environment (79). Finding the right job for the individual may require some
creativity, and the goal is not to push the client into any job that may be available,
but rather to find a good job match. The focus on client preferences is derived
from the shared decision making perspective (82, 83), and is supported by
research of associations between jobs that match individual preferences and

longer job tenure (84, 85).

Long-term individualized support

The support from the IPS specialist usually starts with weekly contacts which are
reduced after employment and stabilization, but the support continues as long as
the person wants assistance (76). Clients who get employed and later lose or quit
their job, can go back to their IPS specialist and draw up a new plan to try again
elsewhere. The support may also be related to practical, social, or symptom-

related problems at the workplace, and may involve contacting other practitioners,
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family members, coworkers, or supervisors in supporting the person and help
them to continue working (68). Some clients need long follow-up periods before
positive effects emerge (86), and the ongoing support has been indicated as a

primary factor for success as perceived by clients (87).

. IPS integrated with treatment

Being originally developed for people with SMI, IPS integrates employment as a
part of mental health treatment. While mental health and vocational services have
traditionally been separated (68), the principle of a multidisciplinary team
approach is derived from the Assertive Community Treatment (ACT) model (88,
89). The IPS specialist works in cooperation with a mental health treatment team
including case managers, therapists and psychiatrists, who meet weekly, and
ideally share office space (76). The team discusses their individual clients together
to reach agreements on how to move forward. Coordinated services are important
to avoid contradicting advice and efforts, and to ensure that services are integrated

and working together toward a mutual goal.

. Benefits counseling included

IPS also incorporates comprehensive and personalized benefits planning. This
includes information about work incentives and how employment may affect
receipt of benefits, in order for the client to make informed decisions about
starting to work and what changes it might involve for their financial situation
(76). Benefits counseling was rated as a critical ingredient in SE services in a
study of opinions among experts and practitioners (90), and has been associated

with increased earnings among recipients of social security disability in the US

o1).

. Systematic job development

IPS specialists should not rely on searching for jobs online, but work to develop a
network with local employers. Systematic job development involves making
multiple visits in person, to understand the individual business’ needs and the
employer’s hiring preferences. The aim is to make a good job match that benefits
both the employer and job seeker, and may include introducing job seekers before

job openings are advertised (76). While this principle is the most recent addition
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to the model, it is grounded in early research illustrating that people with SMI
have difficulty with self-directed job searches and that most clients may need
direct assistance in the process of finding a job and making contact with

employers (73).

The IPS principles communicate an ideology that everyone with an expressed desire
to work can find a regular work somewhere in the community, and that no one should
be deprived of the opportunity to do so. It is based on a belief that people with severe
psychiatric diagnoses can hold a normal job in the competitive labor market, as long
as one finds the right job and work environment for the individual (92). The approach
thereby challenges common assumptions that people with SMI cannot or should not
work outside sheltered environments before recovery from symptoms and assessment
of readiness (67). The large and growing evidence-base for IPS has shown that
patients with SMI can indeed achieve work in competitive employment, without
detrimental effects on health and well-being (93). IPS is more successful at achieving
competitive employment for people with SMI than treatment as usual, and there is
emerging evidence that the model may be generalized to target new groups (94, 95).
In the following, I will describe the existing studies on the effectiveness of IPS,
which to date include 26 randomized controlled trials (RCTs) on IPS for people with
SMI, and studies looking at IPS for various subgroups with SMI as well as new

populations.

1.1.8.2. Existing research on the effect of IPS for people with severe
mental iliness

The majority of RCTs evaluating the effect of IPS for patients with SMI have been
conducted in North America (96-108), although a growing amount of trials have been
conducted in European countries (109-114), along with a few in Australia (115-117),
and Asia (118-121). Figure 4 provides an overview of the competitive employment
rates found in these studies, that is, the percentage employed at any time in each
study condition. It shows consistently higher competitive employment rates for IPS
than control conditions, at 55% vs. 24%. Control conditions are mainly traditional
vocational rehabilitation services and treatment as usual, and follow-up points range

from six months to five years. European trials have shown somewhat lower mean
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rates than those in the US context, namely 44 vs. 20% in favor of IPS compared to 61
vs. 28%, respectively. The overall effectiveness of IPS has however been

demonstrated independently of geographic location and unemployment rates (122).
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Figure 4: Employment rates of RCTs comparing IPS vs. control conditions for people with SMI,

adapted from the IPS Employment Center, 2018 (123).

In addition to the studies included above, the first Norwegian IPS-trial which was
recently published (124, 125), represents an exception to the remaining studies in
figure 4 as it included patients with moderate mental illness in addition to SMI. The
study was a large (N=410) multicenter RCT in six Norwegian counties, and found
significant positive effects in favor of IPS (125). Using objective register data,
competitive employment rates were 36.6% for IPS and 27.1% for high-quality usual
care at 12-month follow-up. Self-reported employment rate was also measured in
order to compare the results to previous trials, and showed rates of 41 vs. 28%
respectively. The study found no difference between the diagnostic subgroups of
moderate and severe mental illness. Although Norwegian labor and disability
regulations are characterized by factors which may reduce the relative efficacy of IPS
(126), the study shows that IPS is also effective in the Norwegian context with high

job security and a generous welfare system (125).
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While the existing research provides strong evidence for the effectiveness of IPS on
competitive employment rates, this outcome has commonly been criticized for being
a simplistic measure too crude to capture the many aspects of employment (127).
Although the measure of competitive employment rate is the most widely used
outcome in IPS studies, other common vocational outcomes include job acquisition
(which in addition to employment rate includes time from enrollment to first job), job
duration (duration worked in any job, or tenure in the longest-held job), job intensity
(average hours worked per week, or ever working > 20 hours per week), and total
hours or wages (127). Reviews have found that IPS is consistently favored across the
different outcomes, and that the competitive employment rate—although simple and
imperfect—is a useful general-purpose measure working as a proxy for other

employment measures (127, 128).

Information about the long-term effects of IPS is however limited, and the need for
extended follow-up studies has been pointed out in the literature (128). A couple of
interview-studies have looked at the 8 and 12-year course of participants previously
enrolled in IPS (86, 87), and although findings appear positive, these studies are not
controlled and there are several limitations to generalizability. More recently,
evidence has begun to emerge from studies comparing IPS to control groups on long-
term follow-up, showing beneficial effects of SE or IPS on vocational outcomes with
follow-up periods ranging from 5 to 8 years (112, 129). The evidence-base for long-
term effects is however still scarce, and more studies are needed to provide insight
into the trajectories of participants over time and to see whether the results from the

exiting long-term studies hold up.

1.1.8.2.1. Non-vocational outcomes
Some trials have looked at non-vocational outcomes of competitive employment for
patients with SMI. Gaining employment has been consistently associated with
improved self-esteem in three out of three studies and reductions in use of outpatient
services or mental health service costs in four out of four studies, and inconsistently
associated with improvements in mainly psychiatric symptoms/mental health, but
also in function, medication use, life satisfaction, and psychiatric hospitalization (93,

113, 130). The studies did not find any effect on other non-vocational outcomes
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including substance abuse and living situation, but none of the studies showed

negative effects of employment on any of the outcomes (93).

While these results concern effects of employment—rather than intervention group—
a few IPS-trials have analyzed the effect of the IPS-intervention itself on such non-
vocational outcomes. Most have been unable to find any such differences between the
IPS and control groups (97, 100, 101, 106, 109, 111, 113, 120, 131, 132). There are
several plausible explanations to the general lack of between-group effects on non-
vocational outcomes in studies of IPS. Such effects are more likely to be related to
employment rather than to the IPS services themselves (128, 133), and although IPS
produces higher employment rates than control conditions the participation in IPS
alone may be insufficient to have effect on non-vocational outcomes. Furthermore,
beneficial effects on non-vocational outcomes may not occur on the short term, but
rather as a result of working steadily in a competitive job over time (133, 134). A few
studies have however found some positive results favoring IPS on non-vocational
outcomes. Latimer et al. (104) found an increase in self-esteem in the IPS group, but
no significant differences in functioning, symptoms, social network, quality of life,
and substance abuse during 12-month follow-up. Drake et al. (102) found greater
improvements in mental health and life satisfaction, but not physical health, among
participants receiving IPS combined with systematic medication management and
other behavioral health services during 24-month follow-up. Burns et al. (110) found
the IPS group less likely to be admitted to hospital and to spend less time in hospital
during 18 months, and Hoffman et al. (112) similarly found that IPS group had fewer
and shorter admissions in hospitals and psychiatric hospitals at five-years, but no
significant differences in recovery attitudes or quality of life. Meanwhile, the recently
finalized Norwegian trial also measured a range of non-vocational outcomes
including physical and mental health, disability, health-related quality of life and
global well-being, and found positive results in favor of IPS on all of these outcomes
(125).

1.1.8.3. IPS targeting new groups
A meta-analysis investigating a wide range of subgroups within patients with SMI,

showed that IPS was effective across various subgroups defined by work history,
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sociodemographic, and clinical variables (80), including e.g. gender, race/ethnicity,
education level, substance abuse, homelessness, type of diagnosis, symptomatology,
and type of disability benefit recipiency. The existing IPS trials have also shown
effect in different groups of people with SMI, such as people with criminal justice
involvement (97), veterans with PTSD (98, 99), middle aged and older adults (108),
and young adults with early psychosis (135), and secondary analyses of pooled
samples from previous RCTs have suggested that IPS may be highly effective for
young adults (136). The large evidence-base for IPS, along with the findings that IPS
is effective regardless of demographic, clinical, and employment characteristics
within patients with SMI (80), provides rationale for investigating whether the

methodology is effective across new and different patient and social groups.

The evidence for IPS in non-psychiatric populations is however scarce, and
repurposing the methodology to new populations involves making relevant adaptions
to the evidence-based model, which in turn may reduce generalizability of the effect
(137). Meanwhile, a few studies have implemented IPS for various new patient
groups. These include Reme et al. which found that CBT supplemented with IPS for
participants requesting job support was effective in increasing competitive
employment among people with common mental disorders (138, 139), and a study by
Hellstrom et al. (140) which did not find significant results using a modified IPS
intervention for a similar patient group. A study by Bejerholm et al. found (141) that
IPS enhanced with motivational interviewing and cognitive strategies was effective
for people with affective disorders, and studies by Lones et al. (142) and LePage et al.
(143) found that IPS and modified IPS was effective for people with substance use
disorders. Finally, Ottomanelli et al. (144) found IPS to be effective compared to
treatment as usual for veterans with spinal cord injuries and traumatic brain injury. A
recent systematic review of IPS for new populations concluded that the evidence is
generally positive and appears encouraging, although it is limited by few studies and
generally low sample sizes (95). Meanwhile, we await results from several ongoing
Norwegian studies implementing IPS for new patient groups, including patients with
chronic pain (145) which showed promising results in a pilot study (146), and newly
arrived refugees (147), while the current thesis focuses on young adults at risk of

early work disability due to various social and health-related problems.
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1.2. Theoretical framework

While the principles of IPS draw on various perspectives and models, they are
ultimately empirically based. Most studies on IPS implementation are also
empirically driven, and lack a clear theoretical underpinning (148). Meanwhile,
discussing these services in the context of relevant theories can help facilitate the
understanding and discussion of factors that influence individuals’ experiences and

behaviors in the process of vocational rehabilitation.

The theoretical framework of the thesis incorporates elements from the recovery
perspective and ecological systems theory, and psychological theory of motivation,
learning and coping. The theories and perspectives are interrelated, and come
together with the literature reviewed in the previous chapter to form the basis for the

aim of the thesis.

1.2.1.The recovery model and IPS

From a medical viewpoint, recovery from a health problem may involve the
elimination of symptoms, and a return to the state of functionality existing before the
onset of an illness or disease (81, 149, 150). While such a conceptualization may be
suitable to describe acute conditions, it is insufficient to describe more chronic health
problems (81). For instance, it does not account for cases where symptoms may be
substantially reduced while the health problem still exists, or where the health
problem has caused permanent impairment but there may still be room for improved
function (81). Historically, this has been particularly relevant in the understanding of
psychiatry, and especially schizophrenia, traditionally characterized by a focus on
psychopathology and viewed as a deteriorative condition (151). These traditional
views were challenged by the recovery or consumer-survivor movement which
gained momentum in the 1980s and 1990s, combined with emerging evidence from
the first long-term studies demonstrating positive outcomes in symptoms and
psychosocial functioning among individuals with SMI (81, 152). In a recovery
perspective, the emphasis is placed on the process of managing illness and pursuing a
personally meaningful life in the community (150), making recovery possible even

without cure or return to the premorbid level of functioning (81). The possibility of
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recovery in illness offers a more inclusive and complimentary perspective to recovery
from illness, and emphasizes the individual’s right to self-determination and inclusion
in community in spite of symptoms (153). Recovery can be defined as “a process of
change through which individuals improve their health and wellness, live a self-
directed life, and strive to reach their full potential” (154, p. 3), and does not only
concern clinical and physical recovery, but also existential recovery related to hope
and empowerment, functional recovery such as obtaining and maintaining
employment and education, and social recovery involving meaningful relationships
and integration (149). As a resource for consumers, policy-makers, providers, and
other stakeholders involved in the management of mental and substance abuse
disorders, the American Substance Abuse and Mental Health Services Administration
(SAMHSA) developed ten guiding principles of recovery, stating that: Recovery
emerges from hope; is person-driven; occurs via many pathways; is holistic; is
supported by peers and allies; is supported through relationship and social networks;
is based on respect; is culturally based and influenced; addresses trauma; and

involves individual, family, and community strengths and responsibility (154).

Recovery is thereby not limited to the individual, but involves relationships with the
community and wider society. This can be viewed in context of a social ecological
model, as proposed by Bronfenbrenner in the ecological systems theory (155).
According to the ecological systems theory, environmental systems surrounding the
individual can be classified as the microsystem (the immediate environment that the
individual interacts with directly, such as family, friends, school and workplace); the
mesosystem (the interrelations between microsystems); the exosystem (the
interrelations between settings that the person is not directly involved in and his or
her immediate environment, such as local policies and the quality and characteristics
of educational, health, and social systems); and the macrosystem (overarching
patterns of the culture or subculture, of which the micro-, meso-, and exosystems are
concrete manifestations) (155). The ecological environment is thus a nested set of
environmental structures, much like a Russian matryoshka doll, with the individual at
the innermost level (155). The theory was later modified and expanded to what is
now known as the bioecological model, with more focus on processes over time and

human development during the life course (156). The symbiotic relationship between
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the individual and its environmental systems does however remain essential, viewing
the person as a dynamic entity that is not only impacted by the environment, but also
interacts with, affects, and restructures his or her own surroundings (155, 156). It
corresponds to the view of recovery as a process in which the developing person
improves in existential, functional, and social recovery, though participation in
society and with the influence of environmental factors such as culture and social

networks (149, 154).

Recognizing a recovery model has implications for treatment and rehabilitation,
because it views traditional top-down approaches as unhelpful and calls for self-
determination and autonomy, a focus on individual strengths and responsibility, and a
holistic view on recovery, in order to help the person develop a sense of control over
treatment as well as other aspects of life (81). IPS is a recovery-oriented approach
that incorporates principles of recovery into its principles, by regarding the
individual’s preferences and choices, pursuing meaningful employment in ordinary
work settings, providing individualized and long-term support, and making
employment part of an integrated treatment approach. While IPS services were
originally developed for patients suffering from SMI, these recovery-oriented and
person-centered elements can be seen in connection with broader concepts relevant

across different patient and social groups, related to motivation, learning and coping.

1.2.2.The self determination theory of motivation

The self-determination theory (SDT) is an empirically based theory of motivation
(157), that has been widely applied within different life domains such as family and
relationships (158, 159), education (160, 161), work and organization (162, 163), and
health care (164). Rather than focusing on amount of motivation, SDT is concerned
with #ype of motivation, distinguishing between autonomous and controlled
motivation. The former involves both intrinsic motivation (e.g. performing an activity
because it is enjoyable and interesting in itself) and those types of extrinsic
motivation that the individual has identified with or integrated into his or her sense of
self (e.g. studying to achieve results that are considered important for personal desires

and wellbeing, or because doing well aligns with personal beliefs and values).
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Controlled motivation, on the other hand, involves external regulation such as reward
or punishment, and introjected regulation which is driven by approval motives,
avoidance, shame, or ego-involvements (165). Studies have consistently shown
autonomous motivation to be associated with greater well-being, and positive
outcomes related to affect, performance, and persistence (165). The SDT further
postulates that humans have three basic psychological needs—the needs for
competence, autonomy, and relatedness—and that social contexts that facilitate
satisfaction of these needs promote autonomous motivation (165). The need for
autonomy concerns the need to self-regulate one’s own experiences and actions,
where behaviors are self-endorsed or congruent with the individual’s interests and
values, as opposed to being regulated by external forces or nonintegrated aspects of
the individual’s personality (166). The need for competence is related to feeling
mastery and to be able to operate effectively within important contexts of life (166),
and is an inherent striving that energizes behaviors from play and exploration to the
pursuit of skills and achievements (167). The need for relatedness involves feeling
socially connected, and includes being cared for by others, as well as belonging in the

sense of feeling significant to others and contributing to social groups (166).

Findings that autonomous motivation is related to more effective performance, well-
being, and healthy development than controlled motivation, and that frustration of the
basic needs can undermine motivation and negatively affect performance and well-
being (168, 169), have led to application of SDT in organizational settings. In this
context, SDT is used to facilitate profitability and support well-being of employees,
but also offers important implications for vocational rehabilitation efforts. For
instance, the need for autonomy can be supported by acknowledging the individual’s
perspective and offering opportunities for choice in the vocational rehabilitation
process, as well as pursuing work settings that provide autonomy support and are in
agreement with the individual’s integrated sense of self (163). Perceived competence
can be thwarted by challenges that are not matched to the individual’s capacities
(167), as situations that are too challenging relative to skill level may lead to anxiety
and disengagement, while too simple and undemanding situations may lead to
boredom and alienation (170). Furthermore, studies of task significance and

motivation have shown the importance of having a job in which the employee
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understands how the work benefits others, facilitating the need for relatedness (171).
According to a SDT perspective, services aiming to motivate and assist clients in
attaining employment should thereby be designed to promote internalization and
autonomous behavior and support the basic psychological needs of autonomy,
competence and relatedness (163), by offering relevant and socially meaningful work

that matches the individual’s interests and capabilities.

1.2.3.Stress, coping and outcome expectancies

Entering or returning to employment after having been outside the labor market
involves adaption to change and exposure to what may be stressful situations. The
concept of stress is ambiguous and may refer to different types of challenges, to how
the individual responds to these challenges, or to the following consequences. Hans
Selye, who is generally acknowledged for the development of the stress concept,
therefore differentiated between stressor as the acting agent, and stress as the
nonspecific response (172). He also distinguished between eustress, experienced as
agreeable or beneficial, as opposed to the negative form of stress termed distress
(172).

This distinction is recognized in the Cognitive Activation Theory of Stress (CATS)
which does not necessarily regard exposure to stress as negative, but as a natural
process necessary for training and survival, depending on whether the individual
copes with the situation (27, 173). Stress is defined by four main aspects: the stress
stimuli or stressor; the stress experience, where the stimuli is evaluated or filtered by
the brain; the stress response, which involves an increase in arousal and activation;
and the feedback from the stress response to the brain. The CATS is built upon
learning theory and puts particular emphasis on the individual’s expectancies, namely
his or her expectations to the stress stimuli (based on classical conditioning), and
expectations to the outcome of responses available for coping with it (based on
operant conditioning). Response outcome expectancies can be positive (which is
defined as coping, e.g. “I will be able to solve this”), negative (defined as
hopelessness, e.g. “anything I do will make things worse”) or none (defined as

helplessness, e.g. “nothing I do will make a difference”). When considering the
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responses to and consequences of stress, the theory places the importance on these
perceived relationships between response and outcome, rather than on the

“objectively” true probability (27).

Other coping theories deal with similar phenomena, but focus on different aspects of
coping. One such influential theory was introduced by Lazarus and Folkman (174)
and concerns coping strategies, measured by the ways of coping checklist (175).
While CATS focuses on whether the individual copes or not, Lazarus and Folkman
focus on how individuals cope, differentiating between problem-focused and
emotion-focused coping strategies (174). According to CATS, behavioral coping
strategies do however not predict the internal state of the individual, and therefore do
not predict the potential health effects of stress (27). CATS argues that coping only
predicts relations to health and disease when defined as response outcome
expectancies, and that lack of coping can lead to a sustained arousal which poses a
potential health risk through pathophysiological processes (27). The concept of self-
efficacy, introduced by Bandura, concerns the individuals’ own perception of "how
well one can execute courses of action required to deal with prospective situations"
(176, p. 122), and is closely related to CATS. Self-efficacy is however most
commonly specific, that is, related to one particular context or situation, while CATS
concerns expectancies that are generalized across different contexts and situations
(27). When generalized (177), self-efficacy becomes identical to the concept of
coping in CATS (27).

Being grounded in learning theory, the CATS cognitively reformulates learning as the
acquisition of expectancies (27). Positive experiences with facing stress stimuli and
coping with them can be generalized and form the basis for positive expectancies
when facing future challenges. From a traditional vocational rehabilitation
perspective, competitive employment has however been treated as a stressor from
which patients should be sheltered while they undergo treatment, or prevocational
training and preparation. Communicating that recovery and training are prerequisites
to employment, may promote negative expectations for work in the individual by
suggesting that he or she is not ready, or that ordinary employment may conflict with

treatment for their illness. Conversely, the ideology behind IPS aligns well with
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several points in the CATS. Encouraging people with severe diagnoses to take part in
the ordinary labor market as a part of the recovery process, while providing support
when needed, communicates that work is not dangerous. Exposing people to real-life
work-experiences that are matched to the individual’s interests and capabilities may
further facilitate positive experiences and thereby promote both motivation and

coping.

Based on the existing literature on IPS and the theoretical framework of the thesis
concerning promotion of recovery, motivation, and coping, there is reason to believe

that the principles of IPS may be applicable across different patient and social groups.
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2. AIM AND OBJECTIVES

The overall aim of the thesis was fo generate knowledge about young adults at risk of
early work disability in Norway, and whether the Individual Placement and Support
(IPS) model of supported employment may help this group enter the ordinary labor

market.
The specific objectives for each of the included papers were as follows:

» To design and prepare a randomized controlled trial to evaluate the effectiveness of
repurposing IPS to young adults at risk of early work disability due to various social
or health-related problems (paper I).

» To investigate social and health-related characteristics in young adults at risk of early
work disability in Norway, and what they believe may have caused their illness
(paper II).

» To evaluate the effectiveness of IPS versus traditional vocational rehabilitation for
young adults at risk of early work disability, on outcomes of competitive

employment, and physical and mental health and well-being (paper III).
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3. DESIGN, MATERIAL AND METHODS

3.1. Design

The data in this thesis is based on the project Supported Employment and preventing
Early Disability (the SEED-trial). It is a two-arm randomized controlled trial (figure
5), comparing an intervention group receiving IPS to a control group receiving

traditional vocational rehabilitation, for young adults at risk of early work disability.

\ Invitation, inclusion, consent

)

\ Baseline assessment (survey + register data)

)

\ Randomization \

‘ Traditional Vocational Rehabilitation ‘ ‘ Individual Placement and Support (IPS) ‘
\ 6 months assessment (survey + register data)

l

\ 12 months assessment (survey + register data)

Figure 5: The study design

The project was funded by the Research Council of Norway (RCN) (program for
Sickness Absence, Work and Health) in 2013 and the project period lasted to July
2018, while long-term follow-up using register data will continue in the upcoming

years.

3.2. Participants and sample size

Participants were young adults aged 18-29 at year of inclusion, who were not in
employment or education, were receiving temporary benefits from the Norwegian
Labor and Welfare Administration due to various social or health-related problems,
and who were considered by their caseworker to be eligible for the traditional

vocational rehabilitation intervention “traineeship in a sheltered business.” Eligibility
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for this employment scheme implies that the person has considerable challenges, as it
is only offered to those with impaired work capability who have particularly
uncertain professional abilities, and who require close and broad supervision and
assistance (70). The study invited all eligible referrals from nine local labor and
welfare offices in and around Bergen, Norway, during the inclusion period (June
2014 through December 2016). Exclusion criteria were insufficient language skills to
answer questionnaires in Norwegian, and no expressed interest in help to obtain
work. There were no exclusion criteria regarding type of social or health-related

problems or diagnosis.

Sample sizes differed between the three papers. In paper I, an estimated sample size
of 124 participants was proposed based on sample size calculations. Paper II had a
sample size of 96 participants who fulfilled the inclusion criteria, were included in the
study, and answered questionnaires at baseline. Paper III included 69 respondents at
6-month follow-up, followed by 83 respondents to the primary outcome and 61

respondents to the secondary outcomes at 12-month follow-up.

3.3. Recruitment and randomization

Eligible participants were referred to information meetings by a senior advisor at the
central labor and welfare office, by their caseworkers in the local labor and welfare
offices, or by staff at a secondary care district psychiatric center with subsequent

follow-up at the local labor and welfare office.

The information meetings were arranged upon referral of new eligible participants
throughout the recruitment period, usually every other week. The meetings lasted
approximately an hour, and were arranged as joint or individual meetings, based on
individual preferences. At the information meetings, the project coordinator provided
detailed verbal and written information about the SEED-trial, and an invitation to
participate in the study. Those who expressed interest to join, where asked to read and
sign an informed consent form, and the project coordinator recorded their personal
information (name, contact details, and national identification number) and provided

each participant with a consecutive ID-number.
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After the meetings, the ID-numbers were randomized by staff at Uni Research
Health, using premade computer-generated lists with a 1:1 randomization ratio. The
randomization ratio was changed to 2:1 favoring IPS for a period of three months, in
order to enable sufficient case-loads in the IPS intervention. Information about the
outcome of the randomization was communicated by e-mail to the relevant
caseworker at the local labor and welfare office, who contacted their client and the

relevant vocational rehabilitation organization.

3.4. Interventions

The interventions that are compared in the SEED-trial represent classical
interventions within the place-then-train and the train-then-place approach,

respectively:
Individual Placement and Support (IPS)

The first group was referred to the vocational rehabilitation organization Fretex Vest-
Norge, who offered IPS by two trained IPS specialists who were appointed
specifically to work with participants in the SEED-trial, in addition to an IPS team
leader. Based on a place-then-train approach, the follow-up was directed toward
finding a good job match for the participant followed by continuous support after
employment, without the use of stepwise prevocational training, subsidized or unpaid
work. The intervention aimed to follow the principles of IPS (see section 1.1.8.1.),
and the team was advised by an external IPS trainer who conducted biannual fidelity
reviews using the Evidence-based IPS Supported Employment Fidelity Scale (76).
Because the current study included a range of different social and health-related
problems, the principle regarding integration with mental health treatment was not
included in the follow-up by the IPS specialists in this trial. However, IPS specialists
could contact various health care providers when relevant. Meanwhile, the fidelity
reviews were conducted using the original fidelity scale, giving the lowest possible
score on questions related to integration of services. The measurements thereby
provide conservative measure in order to see whether the quality of implementation

was sufficient to fulfill the criteria for IPS and be comparable to other IPS trials.
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IPS was offered for up to a maximum of three years, with intensity and duration

depending on individual needs and preferences.
Traditional Vocational Rehabilitation

The second group was referred to a traditional vocational rehabilitation organization,
to receive a traineeship in a sheltered business. This intervention acted as a control
condition and represented “service as usual” for the participants, who had all been
considered eligible for this service. Traineeships in sheltered businesses involve work
capability testing and preparatory work training in a sheltered environment, where the
participant gets the opportunity to test different forms of work that are adapted to his
or her skills and challenges, with close follow-up from an advisor and department
supervisor. The services were delivered by different sheltered businesses in the
municipality, offering work training in various departments such as canteens and
catering, car repair, day-care services, upholstery and interior decoration, transport,
laundry services, welding, and warchouse handling. Participants were allocated to the
various departments according to the usual practice at the Norwegian Labor and
Welfare Administration, which is based on the caseworker’s description of individual
interests and goals, combined with considerations regarding availability and waiting
lists. The goal of the intervention is to improve the opportunities for finding work,

and involves follow-up aimed toward finding a job (70).

The traditional vocational rehabilitation was offered for up to a maximum of two
years depending on the participant’s options on the labor market, according to usual
practice. The usual intensity is full-time, with a minimum requirement of 50% of full-
time (70).

3.5, Measures

The primary outcome of the SEED-trial was competitive employment during the first
year after enrollment, while secondary outcomes involved physical and mental health
and well-being, in addition to variables related to coping, social support, and health
behaviors. Information was collected using survey data at baseline, 6 and 12-month

follow-up.
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Background information (papers I, 11, and I11)

Background measures related to demographics and social variables were included at
the beginning of the baseline questionnaire, including gender, age, marital status,
living arrangements, country of birth, number of children, education, reading and
writing difficulties, treatment history, and history with work or vocational
rehabilitation services. Follow-up questionnaires included questions about education

or treatment history for the last six months.
Competitive employment (papers I and 111)

Competitive employment was measured by a single item asking how many weeks,
days, or hours the participant had worked in ordinary paid employment during the
first 12 months after enrollment. Competitive employment was defined as ordinary
paid work in the competitive labor market, at usual wages and with regular
supervision. The competitive employment rate was the percentage of participants
working at any time during the follow-up period. In addition, standardized indicators
for rate of job acquisition, job duration, job intensity, and total hours worked, were

included in the questionnaire to measure success in employment.
Alcohol and drug use (papers 1, 11, and 111)

Alcohol use was measured with the Alcohol Use Disorders Identification Test
(AUDIT-C) which consists of three items scored on 5-point scales from 0-4, forming
a total sum-score ranging from 0-12 (178). It is a brief screening test for hazardous
drinking and active alcohol use disorders, with cutoff-scores of > 4 for men and > 3

for women.

Drug use was measured with the Drug Use Disorders Identification Test (DUDIT)
(179), which consists of eleven items forming a total sum-score ranging from 0-44.
Items 1-9 were scored on 5-point scales from 0-4, and items 10-11 were scored on 3-
point scales as 0, 2, and 4. The test screens for drug-related problems, with cutoff-
scores of > 6 for men and > 2 for women. The follow-up questionnaires (used in
paper III) only included the four first items measuring consumption (DUDIT-C)

forming a total sum-score ranging from 0-16 (179, 180).
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Bullying (papers I and II)

An eight-item questionnaire was developed in collaboration with researchers within
the fields of bullying in school (Dan Olweus) and working life (Jorn Hetland) to
measure experiences with bullying among individuals who are not currently involved

in employment or educational activities.

Bullying victimization was measured with five single items, asking if the participant
had been bullied by students or teachers during his/her time spent in school (2 items),
by colleagues or leaders during his/her time in working life (2 items), and in any
other social arenas (1 item). The items were preceded by a description of bullying
according to the Olweus definition (181), stating that bullying included direct and
indirect verbal and physical bullying, a perceived power imbalance or difficulty
defending oneself, and that friendly teasing, fights or arguments between equal parts,
was not defined as bullying. Items were scored on a 5-point scale from 0 (never or
almost never), 1 (one short period (a few weeks)), 2 (several shorter periods), 3 (one
long period (several months)), to 4 (several longer periods of my time in
school/working life/other social arenas). Values within each arena (school, working
life, other social arenas) were added together, and values > 2 were coded as bullying
in that arena, indicating bullying in at least several shorter periods. Based on these
dichotomous variables for each arena, an overall dichotomous variable for bullying

victimization in any arena vs. bullying in no arena was created.

Bullying perpetration was measured with three single items, corresponding to the
items and scale for victimization as described above, but asking whether the
respondent had bullied others in school (1 item), in working life (1 item), or in other
social arenas (1 item). Values > 2 were coded as bullying in that arena, indicating
bullying perpetration in at least several shorter periods. Based on these dichotomous
variables for each arena, an overall dichotomous variable for bullying perpetration in

any arena vs. no arena was created.

Coping (papers I, 11, and 11I)
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Coping was measured with the Theoretically Originated Measure of the Cognitive
Activation Theory of Stress (TOMCATS) (182), which consists of seven items
forming three mean subscales: Coping (1 item), helplessness (3 items), and
hopelessness (3 items). Items were scored on a 4-point scale from 1 (completely true)
to 4 (not true at all), and items were reversed in order for higher scores to reflect

higher degrees of coping, helplessness, or hopelessness.
Disability (papers I, II, and I1I)

Disability was measured with the self-administered WHO Disability Assessment
Schedule 2.0 (WHODAS 2.0), which consists of 12 items based on six domains of
life: Cognition (2 items), mobility (2 items), self-care (2 items), getting along (2
items), life activities (2 items), and participation (2 items), forming a total sum-score
(183). Items were scored on a 5-point scale from 0 (none) to 4 (extreme or cannot
do). We used the simple scoring strategy without weighting of individual items, and
the total sum-score ranged from 0 (no disability) to 48 (full disability). In paper II,
cut-off scores of > 10 for significant disability were used based on the top 10% of the

population in normative data (184).
Fatigue (papers 1, 11, and I1I)

Fatigue was measured with the Chalder Fatigue Questionnaire (CFQ) which consists
of 11 items forming two subscales: Physical fatigue (7 items) and mental fatigue (4
items), and a total sum-score (185). Items were scored on a 4-point scale from 0 (less
than usual) to 3 (much worse than usual). In paper 11, an additional binary global
fatigue score from 0-11 was created by scoring responses of 0-1 on each item as 0,
and responses of 2-3 on each item as 1, with cut-off scores of > 4 representing severe
fatigue (185, 186).

Global well-being (papers 11, and 111)

Global well-being was measured with a 10-point Cantril Ladder Scale (187), which
ranged from 1 (the worst life possible) to 10 (the best life possible). The scale asked
respondents to indicate on which step of the ladder they felt they stood “right now,”

on which step they would say they stood “one year ago,” and where they believed
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they would be “one year from now.” This measure was used as a replacement for the
EQ-5D measuring quality of life which was described in paper I, in order to shorten

the questionnaire.
1lIness perceptions (papers I and I1I)

Illness perceptions were measured with the Brief Illness Perception Questionnaire
(BIPQ), which consists of 9 items, each measuring a different dimension of illness
perceptions: Consequences, timeline, personal control, treatment control, identity,
concern, coherence, emotional representation, and a causal attribution item (188).
Items 1-8 were scored on 11-point scales from 0-10, with higher scores reflecting
increasingly negative illness perceptions. Item 9 was open-ended and concerned self-
perceived causal attribution: “Please list in rank-order the three most important
factors that you believe caused your illness.” Due to the characteristics of the study
sample, the items were preceded by a comment telling participants who did not have

any illness to skip this questionnaire.
Psychological distress (papers I, II, and 1)

Psychological distress was measured with the Hopkins Symptom Checklist (HSCL-
25), which consists of 25 items forming two mean subscales: Anxiety (10-items) and
depression (15-items), and a mean sum-score (189, 190). Items were scored on a 4-
point scale from 1 (no symptoms) to 4 (severe symptoms). In paper II, a cut-off score

of > 1.75 for psychological distress was used based on previous studies (191).
Sleep problems, insomnia (papers I and 11)

Three single items were developed in collaboration with Mari Hysing, researcher
within the field of mental health and sleep problems, to measure sleep problems
according to the diagnostic criteria for insomnia in the Diagnostic and Statistical
Manual of Mental Disorders, fifth edition (DSM-5) (192). The items addressed
problems related to falling asleep, waking up at night, and/or waking up too early.
Respondents were asked to indicate on a scale from 0-7 how many nights during a
typical week they experienced each problem. In cases where any sleep problems were

reported, respondents were asked to indicate how long the problems had lasted (less
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than a month, 1-3 months, more than 3 months), and how many nights a week the
problems affected their daily life. A dichotomous variable for insomnia was
computed based on whether sleep problems had lasted more than 3 months vs. not,

and whether sleep problems affected daily life vs. not.
Social support (papers I and I1)

Social support was measured with 11-items of the Nondirective and Directive
Support Survey (193) as suggested by Qyeflaten et al. (194), forming two mean
subscales: Directive social support (4 items) and nondirective social support (7
items). Items were scored on a 5-point scale from 1 (not at all typical) to 5 (very
typical). Directive social support is instructive and involves taking charge of the
situation in order to help, while nondirective social support is more cooperative and

accepting toward the recipient’s own thoughts and choices (194).
Subjective health complaints (papers I, 11, and I1])

Subjective health complaints were measured with the Subjective Health Complaints
Inventory (SHC), which consists of 29 items forming five subscales: Musculoskeletal
pain (8 items), pseudoneurology (7 items), gastrointestinal problems (7 items),
allergy (5 items), and flu (2 items), and a total sum-score (195). Items were scored on
a 4-point scale from 0 (no complaints) to 3 (serious complaints). Subscales for allergy

and flu were not included in the analyses.
Violence (papers I and II)

Violence was measured with a single item asking whether participants had ever been
the victim of violence inflicted by one or several other persons, excluding accidents
and common childrens’ fights. If yes, participants were further asked to indicate what
types of violent acts they had experienced (being hit, robbery/assault, sexual
abuse/violence, deprivation of liberty, severe threats, or other), and whether incidents

were single or repeated.

Fidelity and process measures (IPS intervention only, paper 1)
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Adherence to the IPS model was assessed in five fidelity reviews conducted regularly
throughout the project period by an external IPS trainer. Each review lasted for two
days, and involved document review, calendar review, observations, and interviews
of the different stakeholders. The program was scored on all 25 fidelity items of the
standardized IPS fidelity manual (76), which ranges from 25 (minimum score) to 125

(exemplary fidelity). Scores of 73 and below do not fulfill the criteria for IPS.

Participants in the IPS group were presented with additional questions in the follow-
up questionnaires, regarding adherence, barriers and facilitators, and satisfaction with
the intervention. At 6-months, participants were asked whether or not they had
initiated at least one of the goals they had set with their IPS specialist before the next
meeting (to find references, draft their CV or job applications), and to indicate
barriers and helpful factors for participating in the intervention. At both 6- and 12-
months, participants were asked to indicate how satisfied they were with the
intervention in general, how satisfied they were with their IPS specialist, and how

useful it had been to participate in the intervention, on a 5-point scale.
Register data (paper 1)

In addition to survey data, the SEED-trial includes register data on variables related
to benefit recipiency, labor market participation, and educational activity, which will
provide the basis for long-term follow-up for up to five years after enrollment as well
as a cost-benefit analysis. These data do however have a time-lag and are not

included in the thesis.

3.6. Data collection and management

Baseline questionnaires were completed at the information meetings and were
available in both electronic and paper format. Participants had assistance throughout
the process and received help and clarification upon request. In a few cases, the
questionnaire was completed as an interview. Electronic responses were collected
using iPads with secure survey software (Qualtrics, Provo, UT), and stored in a
secure online database. Responses in paper format were entered manually after the

meetings and sent to the same database, while the paper copies were stored in a
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locked filing cabinet. The identifier containing personal information and contact

details for the participants, was stored in a locked and fireproof safe.

Follow-up questionnaires at 6 and 12 months were distributed via mail or e-mail,
depending on the participant’s preference. Electronic responses were collected using
links to the same secure survey software as used for baseline questionnaires. Paper
responses were returned using prepaid envelopes. Participants who did not respond to
follow-up questionnaires or who provided ambiguous responses to the primary
outcome, were contacted via telephone, text messages and e-mail in order to increase
the response rate, and all who returned their questionnaires received two scratch
lottery tickets as a small reimbursement for their time. In cases where information on
the outcome of competitive employment remained missing, log-books from the IPS
specialists were used to provide information on this outcome for participants in the

intervention group.

3.7. Statistical methods

Statistical procedures were performed using IBM SPSS Statistics version 24 (196)
(papers II and IIT) and StatalC version 15 (197) (paper III). Sample size calculations
were performed using the Hmisc library in the in the statistical package R (198)

(paper I).
3.7.1.Paper|

In paper one, sample size calculations were performed using input-data from previous
IPS studies, with a competitive employment rate of 61% for IPS and 23% for control
groups (199). Calculations were based on a 5% significance level and a power of

90%, and accounted for stratified analyses to enable comparisons of two subgroups.

Paper I also contained an analysis plan for the SEED-trial. For investigation of
treatment effects, the plan included t-tests for comparison of groups on continuous
outcome variables and chi-square tests for comparison of groups on categorical
outcome variables. Logistic regression analysis was planned to investigate whether

there was a moderating effect of e.g. gender. For register data on e.g. sick leave, the
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analysis plan included the possibility of generalized estimation equations (GEE) for

repeated measures over time, to account for correlated data.

A strategy for cost-benefit analyses was also described, using a combination of
survey and register data. Based on the outcome of the analyses of treatment effects,
the cost-benefit analyses will be performed using a standard cost-benefit formula
(200-202) as used by Hagen et al. (203). Costs will be measured by intervention costs
and costs related to follow-up outside the intervention in both groups, and survey data
on health and use of health-services. Benefit will be measured by any increase in
labor market participation, and the productivity gains from employment as opposed to

benefic recipiency.

The analysis plan stated that all analyses would follow the intention to treat (ITT)

principle.
3.7.2.Paper i

In paper 11, descriptive statistics on demographic, social and health-related variables
were calculated for the total sample, and for each gender. Differences between
genders were analyzed using chi square tests for dichotomous variables and

independent t-tests for continuous variables.

Responses to the open-ended item in the brief illness perception questionnaire, which
regarded participants’ self-perceived causal attribution of illness, were categorized
using thematic analysis as described by Joffe & Yardley, 2004 (204). Patterns within
the responses were identified, and the data was categorized using a descriptive and
inductive approach. Each category was defined and described in a coding manual (see
supplementary material to paper II). The categorization was performed independently
by a second author (SER), and inter-rater reliability was measured using Cohen’s
Kappa. In cases where categorizations differed, the relevant responses were discussed

until consensus was reached.

Based on suggestions in the peer review process, two additional analyses were
removed in order to reduce the comprehensive length and span of the paper. This

included a multiple linear regression to investigate to what degree various health-
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related risk factors were associated with variance in level of disability, and whether
adverse social experiences offered any additional explanation in the variance. A
mediation analysis, investigating whether an association between bullying
victimization and level of disability was mediated through level of psychological
distress, was also removed for the same reason. We plan to present these analyses in a

separate paper.

3.7.3.Paperlll

The analyses in paper 111 corresponded to the analysis plan described in the study
protocol, and available data was analyzed according to the randomized groups
regardless of compliance per protocol. A diagram of participant flow was prepared to
illustrate the enrollment and allocation of participants, and the response rate at

baseline and follow-up.

Descriptive statistics on baseline demographic and health-related variables were
calculated for the total sample and the two study groups. Baseline differences
between the groups were analyzed using chi square tests for dichotomous outcomes
and independent t-tests for continuous outcomes. Baseline differences between

respondents and non-respondents to follow-up were also analyzed.

Differences between the study groups on the primary outcome at 12-month follow-up
were analyzed using chi square test to compare crude employment rates, and odds
ratio was calculated. Rates of participants working at least 20 hours in one week
during follow-up were compared using the same procedure. Effect sizes for
differences between proportions were calculated using the arcsine formula (205), to
make them comparable to that of continuous variables. Total number of hours worked
were compared using independent t-tests. Due to insufficient data, analyses on weeks
from enrollment to first job and weeks worked at longest-held job were not

conducted.

Differences between the study groups on secondary outcomes at 6- and 12-month
follow-up were analyzed using independent t-tests. Due to multiple observations for

participants at baseline, 6 and 12 months, and the lower response rates on secondary
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outcomes at follow-up, we also conducted post hoc mixed effect regression analyses
with maximum likelihood estimation (MLE). In the mixed effect models with MLE,
the estimated intra class correlation (ICC) is applied to adjust for missing
observations. Using this approach accounts for complex structures of data missing at
random (206).

Investigations of potential moderating effects were not included in paper 111, but will

be analyzed along with other potential predictor variables in a separate paper.

3.8. Ethical considerations

The SEED-trial was considered to not fall under the Health Research Act and thereby
to be outside the remit of the Norwegian Regional Committees for Medical and
Health Research Ethics (REC), who exempted the project. The project plan, including
the methodology, study procedures, data collection, privacy and research ethics, was
reviewed and approved by the Norwegian Social Science Data Services (project
#38271). The study was registered in the international trial register ClinicalTrials.gov
(NCT02375074) and the protocol paper was published in an international peer-
reviewed journal, to provide a detailed account of design and methodology and make
the ongoing research visible to the public. The study adheres to the ethical principles
of the Declaration of Helsinki, and all participants signed a written informed consent
form prior to enrollment. This included information about the project, all data that
would be collected, and participants rights to confidentiality and to withdraw from

the study at any time.
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4. SUMMARY OF RESULTS

4.1. Paper |

The aim of paper [ was to design and prepare a randomized controlled trial to
evaluate the effectiveness of repurposing IPS to young adults at risk of early work

disability due to various social or health-related problems.

The results of paper I were the development of the design, methodology and
procedures for the SEED-trial, the first RCT to investigate the effectiveness of IPS
for young adults at risk of early work disability due to various social or health-related

problems.

The published study protocol provided a detailed account of the intensions for the
study during the recruitment period and in advance of follow-up data collection, to

ensure transparency, reproducibility, and visibility to the public.

4.2. Paper

The aims of paper Il were to investigate social and health-related characteristics in
young adults at risk of early work disability in Norway, and what they believe may

have caused their illness.

A total of 96 participants who fulfilled the inclusion criteria were included in the
study and answered baseline questionnaires. The mean age of the sample was 24
years, and the majority were male, single, and childless. About half of the participants
lived with their parent(s). One third reported having reading and writing difficulties,
and 40% reported primary or lower secondary school as their highest level of
education. The same amount had never held a job, and 64% had previously
participated in vocational rehabilitation. More than half of participants (53%)
reported hazardous drinking or active alcohol use disorders. Fifteen percent reported

using any drugs, while 10% scored over the cut-off for drug-related problems. Men
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had higher levels of coping, while women received more nondirective social support

from the person they turned to for support.

According to validated cutoff-values, 52% of participants had psychological distress
and 42% were severely fatigued, while 32% had a severe level of disability. Women
generally had more physical and mental health problems than men, and men more
often reported non-health related reasons for unemployment. Half of participants had
received treatment from a psychologist and/or psychiatrist during the last 6 months,
and more women had received treatment than men. Women also had a higher belief
in treatment being helpful for their illness and reported worrying more about their

symptoms than did men.

The majority of participants reported adverse social experiences. Two thirds had

experienced victimization by bullying, and 39% had been victims of violence.

While the response rate to the baseline questionnaire in general was complete for all
participants, 75% percent responded to the BIPQ, indicating that they perceived
themselves to have an illness. Open-ended responses about self-perceived causal
attributions of illness were categorized into 15 categories, and the inter-rater
reliability for the categorization was high (i = .91). Causal attributions were mainly
related to relational problems (e.g. loneliness, isolation, lack of adequate care, or loss
of love or friendship). This was followed by health behaviors (e.g. “used various
types of drugs”), heredity/genetics (e.g. “genetics”), and external environmental

factors (e.g. “living situation”).

4.3. Paper Il

The aim of paper Ill was to evaluate the effectiveness of IPS versus traditional
vocational rehabilitation for young adults at risk of early work disability, on

outcomes of competitive employment, and physical and mental health and well-being.

Competitive employment rates were 48% in the IPS group versus 8% in the control
group, and the difference was statistically significant. Participants in the IPS group

also reported working significantly more hours compared to the control group, and a
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significantly higher proportion of participants in the IPS group had worked more than

20 hours in one week during the past 12 months.

There were a few significant differences between the study groups in the unadjusted
analyses on secondary health-related outcomes. At 6-month follow-up, participants in
the IPS group reported significantly lower levels of subjective health complaints and
lower levels of helplessness compared to the control group. At 12-month follow-up,
participants in the IPS group reported significantly less hopelessness than participants
in the control group. When adjusted for baseline and missing observations using
mixed effects regression models with MLE, participants in the IPS group reported
significantly less anxiety, subjective health complaints, pseudoneurology,
helplessness and hopelessness, and drug use, compared to the control group at 6-
month follow-up. At 12-month follow-up, effects on subjective health complaints,
helplessness, hopelessness and drug use were maintained, and participants in the IPS
group also showed significantly lower levels of disability and more optimism about

future well-being compared to the control group.
Fidelity and process measures

The IPS program scored below the cut-off for IPS on two out of five fidelity reviews,
but had a general increase up to a score of 77 at the last review, which is above the
cut-off and signifies fair fidelity (76). Main issues with fidelity were explained by
minimum scores on items measuring integration with mental health treatment, but
were also related to poor scores on time-unlimited follow-along supports, assertive
engagement and outreach, agency focus on competitive employment, and the
proportion of time that IPS specialists spent on providing non-vocational services.
Most participants in the IPS intervention reported having initiated the goals they had
set with their IPS specialist after the first meetings, and were generally satisfied with
their IPS specialist and the intervention. The main challenge for participation in IPS
were challenges with illness, and the most helpful factors were the availability of the
IPS specialist, and having the choice of whether or not to disclose their illness to

employers or others.
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5. DISCUSSION

The thesis aimed to generate knowledge about young adults at risk of early work
disability in Norway, and whether the IPS model of supported employment may help
them enter the ordinary labor market. This was done by investigating various social
and health-related characteristics and comparing two contrasting vocational
rehabilitation approaches, in a sample of NEETs with impaired work capability.
Results showed a predominantly male group characterized by a high level of adverse
social experiences, with mental health and relational problems emerging as especially
relevant factors. IPS was more effective than traditional vocational rehabilitation in
helping participants attain any competitive employment during 12 months after
enrollment, and was also associated with improvements in some health-related

outcomes.

5.1. Discussion of main findings and novel contributions

5.1.1.Social and health-related characteristics

Participants in the SEED-trial were young adults who were NEET and receiving
temporary benefits due to impaired work capability, and had been considered by their
individual case manager to be eligible for a sheltered intervention that implies
particularly severe challenges. Based on these preconditions, the findings of health-
related challenges among participants presented in paper I do not appear surprising.
More than half of participants reported psychological distress exceeding the
recommended cut-off signifying mental disorder (191), which corresponds to the
most common reason for early work disability in Norway (42). The high prevalence
of psychological distress, along with the gender distribution and low educational
level, suggests that the sample is well aligned with those who have already reached
the point of more permanent exclusion (41, 42, 48, 207). However, the more
noteworthy findings are related to psychosocial stressors. The measure of bullying
developed for use in this thesis concerns previous experiences with bullying across

various social arenas, and is therefore difficult to compare to previous studies
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designed to measure recent bullying among individuals who are currently in
employment or education. Nevertheless, the prevalence of bullying appeared
exceptionally high, at 66% compared to 8% among the Norwegian school population
(208). Experiences with violence, especially sexual violence among women, were
also common. Previous findings from a Norwegian cross-national study have shown
that youth who have weak attachments to their parents, friends, or school, are more
likely to be bullied and to have depressive symptoms (209). Relational problems also
emerged as prevalent among participants in the SEED-trial. Most participants who
considered themselves to have an illness attributed it to relational factors, such as
being lonely, isolated, lacking adequate care, or loosing love or friendship. Additional
related categories of causal attributions that emerged in the results included bullying,
childhood factors, and traumatic life events. While previous qualitative research has
emphasized the importance of these factors among young disability recipients in
Norway (49), the current study is the first to illustrate this aspect in quantitative terms
for our target group. Such adverse social experiences are associated with a multitude
of long-term consequences, including depression (210), psychosomatic problems
(211), internalizing and externalizing problems (212, 213), aggression and violence
(214). Youth who have experienced bullying or violence are also more likely to be
unemployed later in life, when controlled for socioeconomic status (215). Some
participants also reported bullying perpetration, or the combination of victimization
and perpetration, which is considered an especially vulnerable group associated with

problem behavior and adjustment problems (216, 217).

The level of alcohol consumption among participants was high, and more than half of
participants reported hazardous drinking or active alcohol use disorders. Similar rates
have been found among Norwegian college and university students (218), which may
indicate that the excessive consumption is a societal problem, although it has
previously been argued that cut-off levels for student populations may be too low to
have predictive value for adverse consequences (218). High alcohol consumption
may however be more worrying among individuals who are inactive in terms of
education or employment. In addition to having harmful effects on health, substance
abuse among NEETs can make it more difficult to obtain and hold a job (45),

especially in cases of concurrent mental health problems (219). Early unemployment
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is associated with general high-risk behavior (220, 221), including drug use which
was five times more prevalent among participant in the current study compared to
normative data (222). Poor health-behaviors, such as using drugs, was also the second

most common causal attribution of illness reported by participants.

The gender differences found in coping, social support, illness perceptions, and
treatment seeking, may be viewed in light of previous research showing that women
are somewhat more prone to ruminate over symptoms and distress compared to men
(223), and that genders differ in terms of how beliefs about illness relate to coping
(224). Women received more nondirective social support than men, which might be
because they seek this type of cooperative and accepting support to a larger degree, or
because their support person considers this form of support to be more relevant for
their situation than directive and instructive supports. Along with the finding that
women reported more health problems while men more often reported non-health
related reasons for unemployment, this may indicate different needs in the vocational

rehabilitation process among men and women.

5.1.2.Effectiveness of IPS versus traditional vocational rehabilitation

The findings presented in paper 11l showed that IPS was superior to the control
condition (traditional vocational rehabilitation) in increasing participation in
competitive employment among this group of young adults at risk of early work
disability. Participants in the IPS group also worked more hours, and more often
worked at least 20 hours per week. The findings are in line with previous studies
investigating the effectiveness of IPS for patients with SMI on vocational outcomes
(122, 225). They also align well with findings from a recent systematic review which
showed that tailored SE interventions have a positive impact on competitive
employment outcomes among young adults with chronic disabling health conditions
(226). In addition to strengthening the evidence-base for IPS in general, the study
provides several novel contributions to the literature. Firstly, the results—including
the fidelity and process measures—show that the IPS methodology can be
successfully repurposed to young adults at risk of early disability due to social or

health-related problems that do not necessarily involve mental illness. Secondly, the
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study investigated a range of non-vocational outcomes and produced interesting
findings on some health-related variables. Thirdly, previous systematic reviews have
pointed out a need for studies specifically investigating IPS for young adults (69), as
well as for interventions to target the more marginalized NEET subgroups in order to
investigate what works for whom (55). Each of these points will be discussed in more

detail below.

While the IPS methodology was originally developed for patients with SMI, previous
studies have shown that IPS is effective across a range of sociodemographic and
clinical subgroups within this patient group (80). The overall evidence of the
effectiveness of IPS for SMI (see section 1.1.8.2.) opens up for questions about
whether the methodology can be applicable for other groups who do not necessarily
have mental illness. The current study shows that IPS can be successfully repurposed
to young adults at risk of early work disability due to social or health-related
problems in Norway, which suggests important implications for the focus of
traditional vocational rehabilitation efforts targeting this group. Being the first trial to
investigate IPS for this new target group also implies that there is need for future
research to see whether the results can be reproduced in other studies, as well as long-
term follow-up using register data to see if the results hold up in the years to come.
The possibility of repurposing IPS to other non-psychiatric target groups is a new and
growing field of research with large potential, and we are currently investigating
whether IPS can be successfully repurposed to newly arrived refugees in the city of
Bergen (147), as well as patients with chronic pain in Oslo (145). Using the
methodology to target new groups does however involve making relevant adaptions
to the evidence-based IPS model, which may reduce generalizability (227).
Meanwhile, measuring fidelity to the IPS model can determine to what degree
interventions adhere to the standardized methodology and can be compared with
previous IPS-trials. Although the IPS intervention in the SEED-trial was above the
cut-off for IPS, the program scored low compared to fidelity levels attained in
previous IPS-trials. Beside the expected poor scores related to integration with mental
health services, the program had low scores on providing long-term follow-up,
assertive engagement and outreach for clients who missed appointments, agency

focus on competitive employment, and the share of time spent on vocational services
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by IPS specialists. We recommend that future efforts to provide IPS to this population
consider these issues, and investigate the possibilities of establishing more structured
routines to integrate any relevant health services with the intervention. This is
regardless of whether the relevant services are within mental health care or in other
sectors of the health care system (e.g. the individual’s general practitioner or
physiotherapist). Higher fidelity has previously been associated with better
employment outcomes (77, 78), which may also be true for the population
investigated in the SEED-trial, but this cannot be demonstrated until a high fidelity

IPS program is first evaluated.

Previous reviews have described a lack of studies investigating health-related
outcomes among NEETs (55), and significant findings on non-vocational outcomes
of IPS in previous studies are scarce (see section 1.1.8.2.). The findings suggesting
that IPS had beneficial effects on some health-related outcomes in the current study
are therefore interesting. When adjusted for baseline and missing observations,
participants who received IPS had more favorable results on level of disability,
subjective health complaints, drug use, helplessness and hopelessness, and
expectations about future well-being, compared to the control group. The findings on
subjective health complaints and disability are in line with a recent Norwegian IPS-
trial for moderate and severe mental illness (125). The findings on drug use are
however unique in the IPS literature, along with the positive effect of IPS on
helplessness, hopelessness, and expectations for future well-being which will be
discussed in more detail below. Meanwhile, there was a general lack of findings on
outcomes related to mental health, with the exception of subscales on anxiety and
pseudoneurology (e.g. sleep problems, dizziness, and sadness/depression) which were
only significant at 6-month follow-up. This may be partly due to the clinical
characteristics of the study sample, who did not necessarily have mental illness and
therefore had lower mean symptom severity on these outcomes compared to
participants in the previous Norwegian IPS-trial (125). The inconsistency of the
results, and the fact that most outcomes did not reach statistical significance prior to
adjustment, does however suggest that the findings on secondary health-related
outcomes should be interpreted with caution. This methodological issue is further

addressed in section 5.3.2. In the meantime, IPS was not associated with detrimental
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health effects compared to the control group in any of the analyses, which is in line

with previous research (128).

The heterogeneity of the NEET population suggests a need for efforts to target
specific subgroups (57). Policies such as youth guarantees, guidance, counselling or
parental engagement, may be most appropriate for individuals who are closer to
work, while overlooking or failing to reach more marginalized groups (45). The
SEED-trial addresses an established need of interventions for the most disadvantaged
NEET subgroups (55) by targeting a particularly marginalized group of NEETSs at
risk of early work disability. The finding that IPS can help this group enter the
competitive labor market implicates that policymakers should redirect their focus
from sheltered approaches to individualized follow-up aimed toward the competitive

labor market, in vocational rehabilitation efforts for this important and vulnerable

group.

5.2. Theoretical considerations

When looking back to the theoretical framework of the thesis, there appear to be clear
lines between the findings discussed above and the relevant theories of coping and

motivation.

In light of a recovery perspective, the findings provide support to the notion that
functional recovery is a part of the process rather than an end-point which is to be
preceded by treatment and training. Many individuals who were considered by their
caseworker to be in need of a stepwise and sheltered approach, were able to access
the competitive labor market more directly through follow-up with IPS. Participants
who received this type of follow-up did not show any detrimental effects on coping or
health-related outcomes, although faced with the prospect of pursuing competitive
employment directly rather than following their original plan of sheltered
traineeships. On the contrary, participants who received IPS showed some beneficial
effects in these areas, such as higher optimism about future well-being and lower
levels of helplessness and hopelessness than their peers in the control group who

followed their prearranged path of vocational rehabilitation. These findings relate
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directly to the cognitive activation theory of stress (CATS) (27), and show that IPS
may promote more positive response outcome expectancies than traditional
vocational rehabilitation. The SEED-trial is, to our knowledge, the first study to
investigate this relationship, and the findings suggest that coping-related measures
may be highly relevant outcomes for future studies. The effect was found when
comparing the two groups, but the relatively high employment rate in the IPS group
raises the question of whether the effect was merely a consequence of employment,
or whether it was due to the type of follow-up received in the process. Based on the
CATS, various components of the [PS model are likely to promote the individual’s
expectations of being able to cope, by communicating that competitive employment
is an attainable goal along with exposure to the competitive labor market with close
and individualized support. Experiences with actually finding a job and being able to
work alongside other members of the competitive labor market will facilitate positive
outcome expectancies, that according to the CATS may be generalized across other

contexts and situations.

Although within-group changes over time were not tested for significance in paper
I, levels of helplessness and hopelessness at both follow-up points increased from
baseline levels among the control group while they declined somewhat in the IPS
group. While it is possible that IPS promoted positive response outcome expectancies
to some extent, this suggests that the traditional sheltered approach may rather have
had have a negative impact on participants’ expectations of coping, by
communicating that there is need for prevocational training and to shelter the
individual from competitive work settings. This is illustrated by the various items
from the TOMCATS questionnaire, such as "I wish I could change my life, but it’s
not possible" (helplessness) and "It’s better that others try to solve my problems than
for me to mess things up and make them worse" (hopelessness). In the meantime, it is
uncertain how expectancies among participants in the IPS group who did not attain
employment may have been affected. It seems likely that individuals who did not
attain employment despite receiving IPS may have developed more helplessness
and/or hopelessness than those who were successful. The analyses in paper III do
however not provide answers to this, and further investigations comparing those who

gained employment vs. those who did not are warranted.
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According to the self-determination theory of motivation, interpersonal contexts that
support the individuals’ needs for autonomy, competence, and relatedness, will have
a more beneficial impact on autonomous motivation (165). The IPS principles that
base eligibility on client choice rather than evaluations of job readiness, and pay
attention to client preferences in the job search process and subsequent follow-up, are
likely to facilitate the individual need for autonomy. Having a chance to take part in
competitive employment situations with real-life demands for performance, enables
the person to experience competence in settings that match the persons’ skill level
while support can be provided where necessary. Furthermore, being an integrated part
of the ordinary labor market instead of being placed in sheltered training settings may
also promote feelings of relatedness, as the individual becomes a part of a working
community and contributes to society in terms of taxes and work capacity. The three
needs can be viewed separately or together as a composite, but the need for autonomy
may play an especially important role as employees who have a sense of autonomy
may also feel more connected to and effective in the work place (163). While
traditional vocational rehabilitation services may also support the basic psychological
needs, the limited types of available sheltered work settings cause some clear
restrictions to autonomy. Finding a good job match for the individual is an important
aspect of IPS that may often require a certain creativity in the job search process,
whether it concerns the personal goals of the client and what he or she enjoys, or
practical things such as working hours, location, and level of payment. Furthermore,
the social context in sheltered businesses is characterized by colleagues who are also
participating in work training due to impaired work capability. This limits any
possibility of making choices about disclosure of these things, and having the
informed choice of whether or not to disclose their illness was considered as one of

the most helpful factors by participants receiving IPS in the SEED-trial.

In addition to individual coping and motivation, vocational rehabilitation is ultimately
related to all the various environmental systems from the micro to the macro levels
(155), which all contribute in shaping its course. These do for example include
attitudes toward work among friends, family, and health practitioners, quality of
health and social services, labor market characteristics, legislation, and cultural

beliefs. While acknowledging these contexts, IPS is primarily an individual approach



61

that may have limited opportunities to change the context itself. Various barriers,
such as stigma or employer willingness to include different groups (228-233), may
complicate the process of entering the competitive labor market despite support from
an IPS specialist. IPS does however focus on the individual’s personal preferences
and needs for support in the interactions with the various environmental systems.
This may involve contact with the individual’s employers and health practitioners,
and guidance on matters related to the labor market and benefit systems. By using a
holistic approach to recovery, the importance of contextual factors can be
acknowledged, while the individual is encouraged to be an active agent in his or her

own process of recovery.

5.3. Methodological considerations

5.3.1.Design and quality of evidence

The randomized controlled design is a major methodological strength in papers I and
III. RCTs are the most rigorous way to determine whether there exist causal
relationships between intervention and outcome, and to directly compare the
effectiveness of interventions (234, 235). The randomization minimizes allocation
bias, and reduces confounding due to unequal distribution of both known and

unknown factors between the study groups (234).

While biases related to performance and assessment in RCTs can be minimized by
blinding participants, data collectors, and data analysts to the group allocation (236),
blinding of participants was not feasible in the SEED-trial due to the different nature
of the interventions. Participants’ knowledge of allocation and potential
disappointment by being placed in the control group (which represented treatment as
usual for the participants) is therefore a limitation in the study. Meanwhile, the
information given to all participants emphasized that both interventions involved
close follow-up, and that there was no previous knowledge as to which intervention
was superior for the current group and context. Apart from the intervention, the
participants received the same follow-up, and outcomes for both groups were

standardized. Because the trial coordinator performed the recruitment of participants
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as well as the collection, handling and analysis of data, adequate blinding was not
obtained for this person after allocation. But while blinding after allocation is not
always feasible, allocation concealment before and until the interventions are given is
always recommended (235). The randomization sequence was therefore created by a
statistician who had no contact with the participants, and participants were not
randomized until after the information meetings had taken place. The randomization
was mainly carried out by staff who were not involved in the study, with a few
exceptions where the trial coordinator performed the randomization while pursuing
concealment. Also, intervention groups were coded in the data file, and the code was
concealed to the researcher responsible for repeating and controlling the data

analyses.

5.3.2.Sample size and generalizability

The sample size in papers II and III was lower than the aim described in paper I,
which precludes further analyses within subgroups, increases the risk of false
negative findings (type Il errors), and may reduce the generalizability of results.
However, based on the inclusion criteria combined with the long recruitment period,
there is reason to believe that the sample is representative of young adults at risk of
early work disability in Norway, despite the small sample size. The group of young
adults aged 18-29 with work disability is relatively small compared to older age
groups, and there is no reason to believe that there are systematic reasons for not
being invited or declining participation in the study. This will be discussed in more

detail below.
Challenges in recruitment

In spite of the broad invitation which included everyone in the target group attending
nine local labor and welfare offices in one of the largest counties in Norway,
difficulties in obtaining a sufficient number of participants led to an extension of the
recruitment period, which lasted for a total of two years and seven months. Of those
who attended the information meetings, 41% did not wish to participate or were
ineligible for participation in the study (see figure 1 in paper II). The majority of

declinations were due to individuals already having established plans for traditional
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vocational rehabilitation with their case worker, in some cases to the point where they
had already visited the businesses they were planning to attend. To avoid this, the
recruitment strategy was later decentralized from taking place at the central labor and
welfare office to involve information meetings at the local offices involved in the
project. Meetings with staff at the local offices were first held to inform managers
and case workers about the trial, and case workers were instructed to refer eligible
participants to the trial coordinator who would arrange local information meetings on
an as-needed basis. Meanwhile, this led to problems with lack of referrals from
caseworkers to the information meetings, and cases where potential participants went
straight to traditional vocational rehabilitation without being offered to participate in
the trial. During the recruitment period, there has also been an increasing knowledge
of place-and-train approaches due to a large concurrent study of IPS for people with
mental illness (125), and a general trend in the Norwegian Labor and Welfare
Administration toward avoiding the use of sheltered approaches for young adults
when possible. While this is likely to have affected the number of available
participants fulfilling the inclusion criteria (i.e. being considered eligible for sheltered
training by the individual caseworker), it may also have led to an increased share of
more severely challenged, and thereby particularly relevant, individuals in the

sample.
Expressed desire to work

The principle of zero inclusion in IPS states that individuals should not be screened
on job readiness or other factors, only on the desire to work. Having an expressed
desire to work is an inclusion criteria in most IPS studies (68), and participants in the
SEED-trial were asked whether they were interested in services aimed at helping
them obtain work. This is a less strict application of the inclusion criteria than what
was described in the study protocol, and it is possible that some of the participants
were not interested in entering competitive employment directly. This may have led
to a less motivated sample than what would have been achieved by enforcing a more
precise inclusion criteria of expressed interest in competitive work. This can be
considered both as a limitation and as a strength in this thesis: In paper II, it may have

increased representability for young adults at risk of early work disability; yet in
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paper III it might have led to lower employment rates, as previously observed in an
IPS trial by Lehman et al. (105), which did not use expressed interest in employment

as an inclusion criteria.
Exclusion and declined participation

Possible bias in participation leading e.g. more vulnerable individuals to decline are
generally important to bear in mind when interpreting results of all trials where
participation is voluntary (237). It is possible that those who declined due to having
already established plans for traditional vocational rehabilitation or preferring
sheltered employment, may represent a more vulnerable group. Meanwhile, several
individuals also declined participation due to ongoing or established plans for

employment or education, indicating that the opposite might be true in other cases.
Response rate and missing data

While baseline data was complete for all participants, the reduced response rate at
follow-up represents a risk for attrition bias (238). Efforts to increase the response
rate included contacting non-respondents to remind them of the questionnaires, and
all participants who were reached by phone were also asked verbally about the
primary outcome. In cases where telephone contact could not be obtained, log-books
from the IPS specialists were used to provide information on this specific outcome
for participants in the IPS group (n=7). Since we did not have the possibility to
retrieve the equivalent information from the various service providers in the control
group, this is a possible source of bias. The difference in response rate between the

groups on the primary outcome was however not significant.

Following these efforts, the response rate on the primary outcome at 12 months was
increased to 86%, but response rates to questionnaires including secondary outcomes
at 6 and 12-month follow-up were 72% and 64%, respectively. Furthermore, due to
problems in the data collection, measures of weeks from enrollment to first job and
weeks worked at longest-held job were insufficient to report, which represents a

limitation to the study.
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Several comparisons to investigate systematic differences in missing responses were
analyzed, including differences in response rates between the two study groups,
baseline characteristics between respondents and non-respondents, and baseline
characteristics between the reduced samples of respondents to follow-up in each
study group. Some differences were found (paper III), showing that data was not

missing completely at random (MCAR).

Ignoring missing data involves assuming that data are MCAR, and is problematic as
it may lead to biased, unreliable, and underpowered parameter estimates (239).
Although robust methods for handling missing data have been developed, the
application and reporting of these methods has been insufficient in RCTs on patient-
reported outcomes, and inappropriate methods for missing data are a concern (240).
Recommended approaches include multiple imputation (MI) and maximum
likelihood estimation (MLE) (241). In order to handle missing data on secondary
outcomes in the current trial, analyses were adjusted for missing data in mixed effect
regression models using MLE. Unlike MI, MLE does not impute data, but instead
uses the available values of each case to compute maximum likelihood estimates
(242, 243). MLE therefore always produces the same result for the same set of data
because it does not involve random draws (244). The approach accounts for complex
structures of missing data (206), but assumes that missing values would conform to
patterns in the nonmissing values (242). Baseline differences between the groups or
differences in attrition will therefore not affect the results, as long as intra class
correlation is consistent within each group. This implies that MLE in mixed effect
regression models can produce biased results if there are differences in the effect of
those who become non-respondents compared to respondents in the two groups. For
example, if IPS participants did not respond because they had a beneficial effect,
while participants in the control group did not respond because they had an
unfavorable effect, this would have led to bias. On the other hand, this would also be
true for unadjusted analyses, and the results from the unadjusted analyses also stand
the risk of bias due to ignoring missing observations, and increased risk of type-II

error caused by lack of power.
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In the current study, it was decided to report findings from both unadjusted and
adjusted analyzes, in order to aid the interpretation of results and increase

transparency.

5.3.3.Questionnaires

The questionnaires in the SEED-trial included vocational outcomes used in previous
literature on IPS in order to ensure comparability to previous studies, in addition to
background and social variables, and various standardized measures of physical and
mental health and well-being. While the combination of a wide range of vocational
and non-vocational outcomes represents a strength, many outcomes of interest are
also lacking, such as more precise information on education, family factors such as
parent’s education or unemployment, and childhood factors including contact with
child protective system. The design of the questionnaire package did however need to
take the amount of time needed to complete it and the potential burden on
respondents into account. A few questionnaires, including the Health-related quality
of life and visual analogue scale (EQ-5D) were excluded from the questionnaire to
reduce its length. The questionnaire for the SEED-trial was developed in parallel with
the questionnaire for a multicenter trial of IPS in patients with moderate to severe
mental illness, and involved collaboration with a user representative who provided
input on the length, design and formulation of the questionnaire. One of the changes
made as a direct consequence of her input were the insertion of a pause in the middle
of the questionnaire suggesting that the respondent could take a short break to e.g. go
to the restroom, have a cup of coffee, or gather his or her thoughts, before continuing.
Nevertheless, there is reason to believe that the length of the questionnaire might
have affected the response rate, as our online survey metadata showed that the

follow-up questionnaires in some cases took well over an hour to complete.

5.3.4.The use of self-reported measures

Results in paper II and I1I are based on data provided through self-report, and thereby
subject to the potential pitfalls of self-reporting bias related to e.g. social desirability
and recalling past events (245). Self-reported data may however be the best

measurement method available for outcomes that are not necessarily externally
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observable, providing information directly from the participant without interpretation
by others (246, 247). This is especially relevant for the social- and health-related
outcomes in papers II and III. Meanwhile, the primary outcome in paper I11
(competitive employment) may be biased if participants e.g. do not recognize the
difference between competitive and non-competitive work settings. It is also
uncertain whether reports of employment concern short spells of work or types of
work that are not subject to reporting to employment registries (minor jobs below the
threshold of 1000 NOK, or freelance and self-employment). This will be followed up
with objective registry data from the Norwegian Labor and Welfare Administration,
which will provide a more conservative, yet objective and complete measure of
employment for all participants. There is reason to believe that results from registry
data will show somewhat lower employment rates than those found using self-report,
as was found in the previous trial of patients with mental illness in Norway (125).
The register data will be collected for up to five years after enrollment in the SEED-

trial, and will be reported in a subsequent paper.

5.3.5.Comparison group — are we comparing apples to oranges?

The two conditions compared in the thesis represent contrasting approaches within
vocational rehabilitation, as IPS is a classic place-then-train approach while
traditional vocational rehabilitation in sheltered businesses is a correspondingly
traditional train-then-place approach. The substantial difference between the
approaches and their focus on competitive work may be criticized for comparing two
incomparable interventions with a biased primary outcome measure. On the other
hand, both interventions are vocational rehabilitation services stating that their goal is
to find work; both are offered to people with severe disabilities; and all participants in
the trial were considered by their caseworker to be eligible and intended for
traditional vocational rehabilitation in sheltered businesses. The latter indicates that
there was a perceived need for sheltering and that participants were not considered
ready to pursue competitive employment directly—at least not yet. The results
presented in paper III showed that this was not the case for many, who were able to
attain competitive work through IPS. The criticism of unfair comparison can in

principle be raised toward any trial using treatment as usual as a control condition to
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a new and promising intervention, but was considered ethically acceptable as IPS has
not been tested for this group before, and since the control condition is an active

rather than a passive control condition.

5.3.6.Visibility, transparency, and reproducibility

The SEED-trial was registered in an international trial register and the study protocol
was published in a peer-reviewed journal. Publishing detailed accounts of the study
design, methodology and procedures in open access before the recruitment process is
finalized and prior to analysis, is a methodological strength that has several
advantages. Providing information about ongoing research may reduce the risk of
duplication of research effort, and improves the reproducibility of findings. It is also
important in reducing the risk of publication bias (withholding negative results from
publication), or outcome reporting bias (selecting which outcomes to report based on
their results), the impact of which is believed to be under-recognized, and to represent
a substantial problem that may lead to significant overestimation of treatment effects

and affect the conclusions in meta-analyses of the research literature (248, 249).

5.4. Implications and directions for future research

Young adults who stand outside the labor market are an important challenge in
Europe, and it has previously been pointed out that there is little knowledge about
what may help to reengage this group. There is an established need of high-quality
evidence of what works for different subgroups of NEETs, and this is especially true
for the most marginalized groups, as current approaches may not be designed to cater
to the more disadvantaged individuals (45). In the meantime, there has also been a
growing interest in the literature regarding the possibility of expanding the IPS
methodology to new target populations (94, 95), such as youth with more common
diagnoses (69). The papers in this thesis aimed to provide some pieces to the puzzle
by targeting young adults at risk of early work disability with various social and
health-related problems, and investigating the effect of repurposing IPS to this group.
The findings underline the need for attention to psychosocial factors, and also show

that providing close and individualized support aimed toward competitive
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employment settings is a more viable way to achieve employment than a traditional
train-then-place approach. IPS may have the potential to forestall early entry into the
disability system, which implies that policymakers should consider making IPS
services available for this group. IPS services have previously been shown to be
effective across geographic areas and local unemployment rates (122). In addition to
concern Norwegian policy and practice, this new information also has implications
for a problem that is relevant across other countries in their work to integrate young

adults into the competitive labor market.

Meanwhile, this is the first study investigating IPS for young adults at risk of early
work disability, and there is need for further research to replicate these results,
preferably with larger sample sizes, before stronger conclusions can be drawn. It is
also uncertain whether the positive effects of IPS will hold up in the long term, and
when using objective register data, which will be investigated in a future follow-up
paper. The register data will also provide information about how many of the
participants went on to receive permanent disability benefits, and whether IPS was

successful in preventing early disability among participants in the SEED-trial.

The results showed that very few participants in traditional vocational rehabilitation
obtained any competitive employment during follow-up. While this implies that the
approach was ineffective in increasing labor market participation, it may also be due
to a "lock-in effect” where the focus on work training leaves participants with less
time for job search activity during participation. The long-term follow-up with
register data will provide more information about to what degree these participants

will be able to find a job in the subsequent years following the intervention.

Experiences from the fidelity measurements illustrate that there are several challenges
that should be addressed in future efforts to implement IPS for such non-psychiatric
populations. These for example include establishing better routines for the integration
of relevant health services in the intervention, and reaching out to clients who miss
appointments and who are difficult to obtain contact with. The latter may be more
challenging without the interdisciplinary collaboration with stakeholders involved in
the health treatment of the individual, and represent an example of challenges that

may arise when expanding IPS to new populations. The finding that IPS was
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successfully applied to a new target group in the SEED-trial does however suggest
that efforts to expand the scope of IPS services to new populations hold much
promise, and have the potential to aid people with various challenges on their way to

becoming an included member of the working society.
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6. CONCLUSIONS

All in all, this thesis shows that:

Individual Placement and Support (IPS) can be successfully repurposed to young adults
who are at risk of early work disability due to various social and health-related problems
in Norway.

This group is characterized by high levels of psychological distress, alcohol use, and
psychosocial problems related to bullying and violence. Those who have an illness
mainly believe it to be caused by relational problems such as loneliness, isolation and
lack of adequate care.

IPS was superior to traditional vocational rehabilitation in helping this group attain
competitive employment. Findings also indicated that IPS may have more beneficial
effects than traditional vocational rehabilitation on health-related outcomes such as level

of disability, subjective health complaints, drug use, and coping-related measures.

These findings have the following implications:

There is need for a broader focus on non-medical and psychosocial aspects in vocational
rehabilitation for young adults at risk of work disability.

The focus of vocational rehabilitation for this group should be redirected from traditional
sheltered work training to IPS providing individualized support in the competitive labor
market.

There is need for future research to investigate whether the results can be replicated and
to evaluate long-term effects. The results also encourage investigations of whether IPS
can be repurposed to further patient groups at risk of permanent exclusion from the labor

market.
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Er-at madr alls vesall, A man is not bereaved of all,
Dbott hann sé illa heill; although he is ill of health;
sumr er af sonum scell, some are blessed with sons,
sumr af freendum, some with friends,
sumr af fé cernu, some with wealth,
sumr af verkum vel. some in working well.
Haltr rior hrossi, The halt rides on horseback,
hjord rekr handar vanr, the one-handed drives a herd,
daufr vegr ok dugir, the deaf fights and is useful,
blindr er betri to be blind is better
en brenndr séi, than to be burnt on the pyre,
nytr manngi ndas. there is nothing the dead can do.

Havamal, Poetic Edda (stanzas 69 and 71)
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Abstract

Background: Early withdrawal or exclusion from the labor market leads to significant personal and societal costs. In
Norway, the increasing numbers of young adults receiving disability pension is a growing problem. While a large
body of research demonstrates positive effects of Supported Employment (SE) in patients with severe mental
iliness, no studies have yet investigated the effectiveness of SE in young adults with a range of social and health

conditions who are receiving benefits.

Methods/design: The SEED-trial is a randomized controlled trial (RCT) comparing traditional vocational
rehabilitation (TVR) to SE in 124 unemployed individuals between the ages of 18-29 who are receiving benefits due
to various social- or health-related problems. The primary outcome is labor market participation during the first year
after enrollment. Secondary outcomes include physical and mental health, health behaviors, and well-being,
collected at baseline, 6, and 12 months. A cost-benefit analysis will also be conducted.

Discussion: The SEED-trial is the first RCT to compare SE to TVR in this important and vulnerable group, at risk of

being excluded from working life at an early age.

Trial registration: Clinicaltrials.gov, registration number NCT02375074. Registered on December 3rd 2014
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Background

Early disability

The number of young adults receiving permanent dis-
ability pension in Norway has recently accelerated.
While the overall percentage of disability pensioners in
the population has remained steady for the last decade,
there has been an increase in the proportion of young
disability pensioners (between 18 and 29 years old) and
a continuous decline in older disability pensioners
throughout the same period [1, 2]. From 2006 to 2015
there was an increase of 77 % in young disability pen-
sioners [3] while the population in the same age group
increased by 23 % [4], making the development evident
even when population growth is accounted for. Add-
itionally, during the same period, an increased rate of
labor immigration (mainly young males) has inflated the
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number of working young adults, which may have sup-
pressed the percentage growth and led to an underesti-
mation of the development [1].

Musculoskeletal and common mental disorders ac-
count for about 2/3 of sickness benefits and disability
pensions issued in Norway [5, 6], but within the sub-
group of disability pensioners aged 18-29, 59 % are re-
ceiving disability pensions due to mental illness and
behavior disorders alone [7]. This type of early with-
drawal or exclusion from the labor market leads to vast
personal and societal costs, especially when seen in con-
text with the aging of the Norwegian population causing
a disparity between the supply of available workforce
and the need of work capacity [8]. Furthermore, the im-
portance of work for health and well-being is well-
documented [4-6], and evidence shows that unemploy-
ment is not only caused by mental health problems, but
also causes them [7, 8].
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Long-term sickness absence is a risk factor for unemploy-
ment and permanent disability that goes beyond the effect
of health status, suggesting that long-lasting absence may
itself initiate a process of marginalization from the labor
market [9]. Few recipients of long-term sickness benefits
return to working life, seemingly due to mechanisms other
than age, diagnosis, gender and public health [10]. This
may be particularly relevant for young people in need of
special assistance to obtain work, who are at risk of being
excluded from working life before having had the chance to
establish themselves on the labor market. Previous studies
document that a small percentage of the population ac-
counts for the majority of sickness absence, and that broad
interventions targeting the workforce as a whole may not
reach these small but high-risk groups [11]. Focusing on
the group of young people who are receiving temporary
benefits, but have not reached the point of more permanent
disability pensions, thus appears to be a viable way to move
forward.

Perspectives in vocational rehabilitation

Vocational rehabilitation has traditionally been charac-
terized by a train-then-place principle, involving prevo-
cational training in sheltered environments before
attempting to enter the open labor market [12]. In the
train-then-place approach, clients try different forms of
work adapted to their skills and challenges, while under-
going a stepwise process of targeted training to prepare
them for competitive employment. Training is usually
provided in group settings along with other workers with
challenges or disabilities, and with close follow-up from
an advisor. While the goal is to improve clients’ oppor-
tunities for obtaining work, the approach has been criti-
cized for promoting dependency and demoralization
[13], and for having a negative effect on different stake-
holders expectations of the clients’ work ability and
productivity [14].

In the 1980s, rehabilitation leaders in the U.S. intro-
duced an approach based on the place-then-train
principle, with a main goal of competitive employment
and immediate work integration, without prevocational
training [12]. This approach challenged common as-
sumptions about people with serious disabilities being
able to work only in workshops or other sheltered envi-
ronments. Approaches within this perspective are known
as Supported Employment (SE), and the evidence-based
and manualized methodology of SE is called Individual
Placement and Support (IPS). The model was originally
developed for people with severe mental illness (SMI),
and is supported by evidence from randomized con-
trolled trials (RCT’s) in the US [15-24] as well as inter-
nationally [25-37], showing SE to be effective in this
disability group on a range of vocational outcome mea-
sures. IPS involves individual support from a trained job
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specialist, incorporating eight evidence-based principles:
focus on competitive employment in ordinary paid posi-
tions; rapid job search, starting the job search on average
within one month after program entry; attention to the
client’s choices and preferences; integrating work with
mental health treatment; personalized benefits counsel-
ing; systematic job development; individualized long-
term job support; and eligibility based on the client’s
choice [38]. The latter involves a zero exclusion criteria,
which states that everyone who has an expressed desire
to work should have access to IPS services regardless of
factors such as previous employment history, history of
violent behavior, personal presentation, or substance
abuse, and that the service does not screen for work
readiness [39].

Evidence-based knowledge of the effectiveness of the
services being offered through public agencies is of vital
importance in future planning of vocational rehabilita-
tion of young adults. Although there is a large and grow-
ing body of research demonstrating the effectiveness of
the IPS approach in other populations, no studies have
yet examined the effectiveness of IPS specifically for
young adults at risk of becoming permanent disability
pensioners.

Methods/Design

The study is conducted by Uni Research Health, in
collaboration with the Norwegian Labor and Welfare
Administration (NAV).

Aims and objectives

The aim of the project Supported Employment and pre-
venting Early Disability (SEED-trial) is to compare two
interventions to increase labor market participation in
young people at risk of early work disability: Traditional
Vocational Rehabilitation (TVR) versus Supported Em-
ployment (SE).

Background measures

Each participant will be asked to complete question-
naires including background information on demograph-
ics and employment history.

Outcome measures
Primary outcome: competitive employment
The primary outcome of the SEED-trial is competitive
employment at any time during the 12 months after en-
rollment in the study. Competitive employment is here
defined as working in a job on the competitive labor
market, at usual wages, with regular supervision.
Additionally, success in employment will be defined
using a range of standardized indicators of employment
outcomes used in IPS studies [40], including rate of job
acquisition, amount and duration of work, total wages,
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and number of days from enrollment in the study to em-
ployment. Information about receipt of social security
benefits (sickness and disability benefits, unemployment,
work assessment allowance), income, financial assist-
ance, and educational activity (started or completed edu-
cation), will also be collected.

We will use three sources of information for competi-
tive employment: Survey data for hours worked and suc-
cess in employment; register data from the NAV for
receipt of social security benefits and income; and regis-
ter data from Statistics Norway (SSB) for financial assist-
ance and educational activity.

Secondary outcomes: self-reported health and well-being
Questionnaires distributed to all participants will further
measure a range of secondary and non-vocational out-
comes related to health and well-being, including inter-
ventions and treatment received for the last 6 months,
experiences with bullying and violence, sleep problems,
and the following variables:

— Alcohol and drug abuse will be measured using the
3-item Alcohol Use Disorders Identification Test
(AUDIT-C) [41] screening for problem drinking,
and the 11-item Drug Use Disorders Identification
Test (DUDIT) [42] screening for drug-related prob-
lems and drug dependence.

— Coping will be measured using the 7-item Theoretic-
ally Originated Measure of the Cognitive Activation
Theory of Stress (TOMCATS) [43], consisting of 3
subscales: coping (1 item), helplessness (3 items),
and hopelessness (3 items).

— Disability will be measured using the 12-item
version of the WHO Disability Assessment Schedule
2.0 (WHODAS 2.0), measuring functioning in 6 do-
mains of life: cognition (2 items), mobility (2 items),
self-care (2 items), getting along (2 items), life
activities (2 items), and participation (2 items) [44].

— Fatigue will be measured using the 11-item Chalder
Fatigue Questionnaire (CFQ) consisting of 2 sub-
scales: physical fatigue (7 items) and mental fatigue
(4 items) [45].

— lllness perceptions will be measured using the 9-item
Brief Illness Perception Questionnaire (B-IPQ) [46],
measuring 9 dimensions of illness perceptions: conse-
quences (1 item), timeline (1 item), personal control
(1 item), treatment control (1 item), identity (1 item),
coherence (1 item), emotional representation (1 item),
and concern (1 item), in addition to an open-ended
item concerning causal factors (1 item).

— Mental health will be measured using the 25-item
Hopkins Symptom Checklist (HSCL-25) [47], con-
sisting of 2 subscales: anxiety symptoms (10 items)
and depression symptoms (15 items).
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— Social support will be measured using a revised 11-
item version of the Social Support Inventory [48, 49]
using 2 subscales as suggested by Qyeflaten et al.
[50]: directive social support (4 items) and nondirec-
tive social support (7 items).

— Subjective health complaints will be measured using
the 29-item Subjective Health Complaints Inventory
(SHC), consisting of 5 subscales: musculoskeletal
pain (8 items), pseudoneurology (7 items), gastro-
intestinal problems (7 items), allergy (5 items), and
flu (2 items) [51].

— Quality of life will be measured using the 5-item
EuroQol questionnaire (EQ-5D) including a visual
analogue scale (EQ-VAS) [52].

Participants and randomization

Inclusion and exclusion

Eligible participants will consist of unemployed individ-
uals aged <30 years old, who are receiving temporary
benefits due to various social- or health-related prob-
lems. Attending employment services overseen by the
NAV is a requirement for recipients of these benefits,
and we will invite all those who are intended for the spe-
cific traditional employment service called “traineeship
in a sheltered business”. The only additional exclusion
criteria are that participants must have an expressed de-
sire to work and sufficient language skills to answer
questionnaires in Norwegian.

Recruitment and randomization

Nine local NAV-offices throughout the Hordaland County
are involved in the project. Caseworkers at each office will
refer all eligible participants to general information meet-
ings organized by researchers at Uni Research Health in
collaboration with NAV. The meetings include detailed in-
formation about the project and invitation to participate in
the study. Interested individuals will be asked to read and
give informed consent, and researchers will record their
personal information (name, contact details, and national
identification number) and provide each participant with
an ID-number on the spot. ID-numbers will be randomized
at Uni Research Health after the meetings, using premade
computer-generated lists with a 1:1 randomization ratio. In-
formation about randomization outcome will be communi-
cated by e-mail or telephone to the relevant caseworker at
NAYV, who contacts their client and the relevant vocational
rehabilitation organization.

Data collection and data management

Survey data will be collected at baseline, 6 and 12 months.
Baseline questionnaires will be administered at the informa-
tion meetings, and participants complete their information
electronically on iPads with secure software (Qualtrics®), or
in paper format if preferred. Follow-up questionnaires will
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be administered electronically to participants providing
their e-mail address at baseline, or in paper format via regu-
lar mail.

Data collected using iPads will automatically be elec-
tronically transferred to and stored in a secure online
database. Data collected in paper form will be entered
manually by the data manager at Uni Research Health
and sent to the same database, after which the original
questionnaires will be stored in a locked filing cabinet.

Register data will be collected retrospectively for
3 years before baseline, and for a 5-year period after en-
rollment date. The information will be de-identified and
merged with survey data, while the identifier is secured
in a locked and fireproof safe.

Study design

The SEED-trial is designed as a randomized controlled
trial (RCT), and participants are randomly assigned to 1
of 2 interventions (Fig. 1).

Interventions

Both interventions in this trial are offered by VR organiza-
tions overseen by the NAV, and are part of the various
employment schemes offered to people on temporary
benefits in Norway. Participants continue to receive tem-
porary benefits while attending the services, which are
normally offered for up to two or three years, depending
on the specific intervention and individual needs.

Traditional Vocational Rehabilitation (TVR) The first
group will be referred to a TVR organization, where
they will receive a traineeship in a sheltered business
with follow-up from trained advisors and department
supervisors.

This intervention is service as usual for the study par-
ticipants, and is currently offered to clients who are con-
sidered by their caseworker to have need for special
assistance to obtain work. The specific approach falls
within the train-then-place principle, and participants
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receive preparatory work training in a sheltered environ-
ment before pursuing employment. The goal of the
intervention is to improve the participant’s work skills
and opportunities for entering the labor market, and in-
cludes follow-up geared towards finding a job. The train-
eeships are offered by various sheltered businesses in the
area with a range of departments including canteens and
catering, car repair, day-care services, upholstery and in-
terior decoration, transport, laundry services, welding,
and warehouse handling. The distribution of participants
to the various departments will follow usual practice,
and is conducted at NAV based on the individual case-
worker’s description of the client’s interests and goals, as
well as availability and waiting-lists.

Supported Employment (SE) The second group will be
referred to the vocational rehabilitation organization Fretex
Vest-Norge, where they will receive SE by trained job spe-
cialists following the evidence-based principles of IPS SE.

The intervention is based on the place-then-train
principle, aiming to help people with health problems or
other challenges participate in the competitive labor
market, without the use of prevocational training, step-
wise and sheltered approaches, or make-work jobs. It
aims to find a good job match for the individual
followed by on-the-job support after employment, and is
based on a belief that anyone who wants to work can
hold a job in the normal labor market as long as it is the
right job and work environment for that individual.

Adaptions to the IPS SE model

As the manualized intervention of IPS SE was originally
developed for patients with SMI, job specialists will need
to make some adjustments to the services offered based
on the individual participant’s challenges. One necessary
adjustment concerns the principle of integrating employ-
ment services with mental health treatment, as that will
not be applicable for participants that do not suffer from
mental illness. In cases where participants are receiving

Traditional Vocational Rehabilitation (TVR)

Fig. 1 Study design

Invitation, inclusion, consent

Baseline assessment (survey + register data)

Randomization

6 months assessment (survey + register data)

12 months assessment (survey + register data)

Supported Employment (SE)
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treatment for other health problems, job specialists will
establish contact with their respective health practi-
tioners instead.

The implementation will be led by an experienced IPS
trainer, who will also be in charge of the fidelity reviews,
using the IPS fidelity scale [53], which is a standardized
and validated scale for measuring adherence to the IPS
model [54]. Fidelity reviews will be conducted using docu-
ment review, calendar review, observations, and interviews
of the different stakeholders, in order to determine to
what degree the SE intervention fulfills the criteria for IPS
SE. These evaluations will be used for quality improve-
ment of services throughout the study period, aiming to
adhere to the manualized and evidence-based treatment
in spite of the necessary adaptions.

Sample size calculation

Our estimates of sample size are based on international
input-data from previous IPS-studies where a mean
competitive employment rate of 61 % has been found
for IPS and 23 % for controls [55]. If we use 61 and
23 % as possible employment rates, we will need 31 par-
ticipants in each group in order to obtain a statistical
significant difference (with a 5 % significance level and
power of 90 %). In order to enable stratified analyses to
investigate treatment effects for sub-groups (e.g. for gen-
der), we aim at including a total of 124 participants. The
inclusion period will last for up to 2 years and close
when the targeted number of participants has been
reached.

Statistical analyses

Assessment of treatment effects will be analyzed using
standard statistical methods, including t-tests for con-
tinuous data and chi-square tests for categorical data.
Logistic regression will be performed to study potential
moderators of treatment effects. For repeated measures
over time (e.g. for sick leave), the statistical analyses may
be extended to generalized estimation equations (GEE),
to account for correlated data. All analyses will follow
the intention to treat principle.

Cost-benefit analysis

Economic returns will be calculated based on treatment
effects obtained from the statistical analyses, and will be
evaluated using a standard cost benefit formula [56-58],
as used by Hagen et al. [59].

Benefit will be measured in terms of increases in the
net present value of production, as indicated by an in-
crease in labor market participation. This is calculated as
the product of the treatment effect, i.e. the increase in
labor market participation and the productivity gains for
the society when a person is employed as opposed to re-
ceiving social security benefits. Cost of the intervention
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is measured by treatment cost and costs related to
follow-up outside the intervention in the different treat-
ment groups. Health care utilization will be measured
using survey data from the participants providing infor-
mation about health and use of health services.

Discussion

The SEED-trial will provide new knowledge about the effect
of TVR versus SE in increasing labor market participation
among young unemployed with various social- and health
related problems. It will be the first RCT to look at SE for
this important and vulnerable group at risk of being
excluded from the labor market even before they have had
the chance to establish themselves on the labor market.
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Abstract

wding chi-square and t-tests.

and should be fllcwed up in fture studies.

Background: Young adults that are not in education, training or employrment represent a problem across European
countries. While some are cases of termporary transitions o short-term inacthity, others represent a more vulnerable
group at risk of early work disability. Early exclusion from the labor market represents long lives exposed o detrimental
effects of unemployment on heatth and welHbeing, and constitutes an economic burden for sockety. There is need for
mone knowledge about young adults who are at risk of eardy work disability but have not yet reached the point of
e permanent exclusion. This study aims o investigate sl and health-related problems in a Nonsegian sample of
young adults at risk of eary work disability, and their self-perceived causes of illness.

Methods: Baseline data from participants in the SEED-trial i = 9€), a randomized controlled trial comparing indhvidual
placernent and support to raditional vocational rehabilitation in young adulis at risk of early work disability, were
analyzed. Background, health behaviors, adverse social experiences, disability level, physical and menital health, social
sUpport, axping, and self perceived causal attributions of fllness were measured. Gender differences weare analyzed

Results: Mean age was 24, and 68% were men. One third reported reading and wiriting difficutties, and 40% had less
than high-school education. The majority had expenenced bulking (56%) or viclenae (39%), and 53% reported hazardous
daohd use. Psychological distress was the most prevalent health problern (5239), and women generally had more physical
and mental health protlerns than men. Seff-perceived causal attributions of iliness were mainly related to relational
problerns, follwed by hedth behaviors, heredity'genetics, and externa environmenital factors.

Conclusions: The study provides a deeper insight into avulnerable group with substantial challenges related to adverse
wcial experiences, peychological distress, and alochol use, who emphaszed relational problems as the main causal factor
for ther fliness. Findings suggest a need for broader foous on psydhological and sodal fadors in vocational rehabilitation
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Background

Young people who are not in employment, education, or
training (MEET) represent a problem across Europe [1],
causing worries about the potentially detrimental effects
of unemployment on health and well-being [2, 3], as well
as the economic burden for the society [4]. It has been es-
tirmated that 14.2% of young adults aged 15-29 In Europe
were MEET in 2016 [5]. MEETs are a heterogeneous
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population, and while some are in between activities or
short-term unemployed, others represent a more vulner-
able group of individuals who have given up efforts in
education and employment or remain unemployed for
prolonged periods of time. The main risk factors for
MEET status include poor selfperceived health, but
non-medical factors such as low educational attainment
and immigrant status have an even stronger impact [4].
Family background factors such as having parents who
have little education or have experienced unemployment,
further increase the likdihood of becoming MEET [4].
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Uncertain or misaligned employment aspirations are also
associated with future NEET status, especially among
young men with low socioeconomic status, leading to
broken transition phases for youth in a changing and
increasingly individualized labor market [6]. Being outside
education or employment can have significant ramifica-
tions on later participation and attachment to working life,
and NEET status in early adulthood is associated with a
clear and long-lasting risk of future social exclusion,
including work disability [7].

The Nordic countries are generally characterized by
low unemployment rates [8], and are among the coun-
tries with the fewest young adults having NEET status.
While Norway has a relatively low NEET proportion of
7%, approximately half of Norwegian NEETs receive
health-related benefits, and one in five remain in the
same situation 5 years later [9]. The number of young
adults aged 18-29 receiving permanent disability bene-
fits in Norway has more than doubled during the last 10
years [10], while the population in the same age group
has increased by 20% [11]. Risk factors for permanent
disability benefits among young adults in Norway are
similar to those of NEET status, and mainly concern so-
cioeconomic factors such as lower education or income,
poor social and family relations, and a weak connection
to working life [12, 13]. Qualitative research on young
disability recipients in Norway has furthermore under-
lined the importance of non-medical factors involving
difficult childhoods, adjustment problems, and adverse
social experiences related to abuse and bullying [14],
although this remains to be investigated in larger
follow-up studies.

Mental and behavioral disorders are among the leading
causes for years lost to disability among youth in
high-income countries [15], and are also the major rea-
sons for early work disability in Norway, constituting the
main diagnosis in 63% of cases [16]. Data from Norwe-
gian registries show that while the increase in work dis-
ability among those aged 18—19 is mainly due to various
intellectual and congenital disorders, the increase among
those aged 20-29 is mainly due to other mental illness,
including schizophrenia, pervasive developmental disor-
ders, behavioral and personality disorders, followed by
affective and anxiety disorders [17]. The gender distribu-
tion among young disabled contrasts with that of disabil-
ity beneficiaries in the remaining population, with the
majority (56%) being young men.

The Norwegian Labor and Welfare Administration
provides work assessment allowance (WAA) for individ-
uals with impaired working capacity who are
unemployed or have exceeded the maximum duration of
1 year on sickness leave [18]. WAA is a temporary bene-
fit that can be received for a maximum of 4 years, and if
the earning capacity remains impaired, the next step
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may be to apply for permanent disability benefits. While
receiving WAA, the individual is required to keep up to
an activity plan involving ongoing treatment or partici-
pation in various employment schemes, while his or her
work ability is being assessed. While employment
schemes that focus on ordinary employment have gained
international popularity [19], traineeships in sheltered
businesses is a Norwegian employment scheme that is
only used in cases of particularly uncertain professional
abilities and impaired work capacity, that requires close
and broad supervision and assistance [20]. While the im-
paired work capacity may be primarily caused by illness,
it may in other cases be primarily due to social problems
[21]. Young adults who are receiving temporary benefits
and considered eligible for participation in sheltered
traineeships represent a specifically challenged group of
NEETs, at risk of early work disability and exclusion
from working life at an early age.

Early exclusion from working life is subject to consid-
erable societal interest and attention in Norway as well
as other European countries, but there is little know-
ledge about the individuals who are at high risk but have
not yet reached the more permanent point of disability
benefits. There is need for further investigation to pro-
vide insight into who this group is in terms of social and
health-related problems, and what they believe may have
caused their illness.

Aim

The aim of the study was to investigate the prevalence
and level of various social and health-related problems
and health behaviors in young adults at risk of early
work disability in Norway, and to analyze possible gen-
der differences. A secondary aim was to investigate to
which factors participants who perceive themselves to
have an illness attribute the cause of their illness.

Methods

Data and design

This study is based on baseline survey data on social and
health-related variables from the randomized controlled
trial “Supported Employment and preventing Early Dis-
ability” (the SEED-trial) [22]. The SEED-trial is an ongoing
randomized controlled trial investigating the effect of indi-
vidual placement and support vs. traditional vocational re-
habilitation in individuals at risk of early work disability in
Norway. For additional information about the trial, study
design and procedures, see Sveinsdottir et al. 2016 [22].

Participants and recruitment

Ninety-six individuals (65 men (68%) and 31 women
(32%)) with a mean age of 24 (SD = 3.25), participated in
the study. Participants were young adults aged 18-29 in
the year of inclusion, were not in employment or
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undergoing education, were receiving temporary benefits
(mainly WWA, or employment scheme benefits), and
were considered by their caseworkers at the Norwegian
labor and welfare administration to be eligible for train-
eeships in sheltered businesses. Traineeships in sheltered
businesses are only offered to those with impairment
and particularly uncertain work capabilities requiring
close follow-up. During June 2014 through December
2016, new eligible clients at one central and nine local
labor and welfare offices in and around the city of
Bergen, Norway, were referred to meetings to receive in-
formation about the study. Referrals were also made by
a secondary care district psychiatric center in Bergen,
with subsequent follow-up at the local labor and welfare
office. At the information meetings, eligible participants
were screened on two additional inclusion criteria, be-
fore being invited to participate in the trial: 1) Sufficient
language skills to answer questionnaires in Norwegian,
and 2) interest in receiving help to obtain ordinary work.
There were no exclusion criteria based on diagnosis, and
participants with any type of social and/or health-related
problems were invited. A total of 163 participants
attended the information meetings, whereof 67 were
excluded or declined participation (Fig. 1).

Data collection
Questionnaires were administered to all participants at
the information meetings, either electronically or in
paper format. Participants received help and assistance
to answer the questionnaires upon request.

Electronic responses were collected using iPads with
secure survey software (Qualtrics, Provo, UT), and
stored in a secure online database. Responses in paper
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format were stored in a locked filing cabinet. Personal
information and contact details were stored separately
from the collected data, in a locked and fireproof safe.

Questionnaire and instruments

In the first part of the questionnaire, information on
self-reported background and social variables were col-
lected. Dichotomous variables were computed for educa-
tion level (less than high school vs. other), reading/
writing difficulties (yes vs. no), marital status (single vs.
other), living arrangements (living with parents vs.
other), number of children (none vs. other), immigrant
background (immigrants and Norwegian-born to immi-
grant parents vs. not), previous participation in employ-
ment scheme (yes vs. no), previous employment (yes vs.
no), and reasons for unemployment (psychological prob-
lems vs. not, other health problems vs. not, and other
non-health-related reasons vs. not). Participants were
also asked to list whether they had received treatment
during the last 6 months, and whether they had received
consultations by general practitioners, psychiatrists,
psychologists, physio—/manual therapists, chiropractors,
or other therapists. Dichotomization of continuous back-
ground variables was based on visual inspection of the
distributions.

Disability level

Disability level was measured using the 12-item
self-administered version of the WHO Disability Assess-
ment Schedule 2.0 (WHODAS 2.0), consisting of a
sum-score (Cronbach’s o =.87) based on six domains of
life: Cognition, mobility, self-care, getting along, life
activities, and participation [23]. Each item was scored

Attended information
meetings at the labor and
welfare office (n=141)

Final sample
(N=96)

Completed questionnaires
(N=96)

Fig. 1 Flowchart of recruitment of participants

Attended information
meetings at the district
psychiatric center (n=22)

Reason for exclusion or declining participation (n=67):

- established plan for traditional vocational rehabilitation (n=19)
- only wanted sheltered employment (n=13)

- established plan for education or employment (n=7)

- lacked sufficient language skills (n=2)

- ongoing education program (n=2)

- ongoing employment agreement (n=1)

- did not wish to participate in research (n=1)

- unknown or no reason given for declining (n=22)
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on a 5-point scale ranging from 0 (none) to 4 (extreme
or cannot do). A simple scoring strategy without weight-
ing of individual items was used, ranging from 0 (no dis-
ability) to 48 (full disability). In cases of up to five
missing items, the mean of the remaining items was cal-
culated and multiplied by 12. In addition to the
sum-score, cut-off scores of =10 for significant disability
were used based on the top 10% of the population in
normative data [24].

Health behaviors: Alcohol and drug use

Alcohol use was measured using the 3-item Alcohol Use
Disorders Identification Test (AUDIT-C) [25]. Items
were scored on 5-point scales ranging from 0 to 4, with
higher scores indicating higher frequency and quantity
of alcohol consumption. Based on a sum-score, validated
cutoff-scores of >4 for men and>3 for women were
used to indicate hazardous drinking or active alcohol
use disorders [26].

Drug use was measured using the 11-item Drug Use
Disorders Identification Test (DUDIT) [27]. Items 1-9
were scored on 5-point scales ranging from 0 to 4, and
items 10-11 were scored on 3-point scales as 0, 2, and
4, with higher scores indicating more severe drug use.
Based on a sum-score, validated cutoff-scores of 26 for
men and>2 for women were used to indicate
drug-related problems [28].

Bullying

A new eight-item questionnaire was developed in collab-
oration with Dan Olweus and Jern Hetland, researchers
within the fields of bullying in school and bullying in
working life, respectively. The new measure was specific-
ally developed in order to measure lifetime experiences
with bullying victimization and bullying perpetration in
different social arenas, for respondents who are cur-
rently not in employment, education, or training. The
items were preceded by a description of bullying accord-
ing to Olweus’s definition [29], describing that bullying
can be direct and indirect as well as verbal and physical,
and that it involves a perceived power imbalance or diffi-
culty defending oneself. It was emphasized that friendly
teasing, and fights or arguments between equal parts
were not regarded as bullying.

Bullying victimization was measured using five sin-
gle items, concerning three arenas: School (2 items,
bullied by other students or teachers), working life (2
items, bullied by colleagues or leaders), and other so-
cial arenas (1 item). The items were scored on a
5-point scale ranging from 0 (never or almost never),
1 (one short period (a few weeks)), 2 (several shorter
periods), 3 (one long period (several months)), to 4
(several longer periods of my time in school/working
life/other social arenas). Values >2 within each arena
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were coded as bullying in that arena, and an overall
dichotomous variable was created for bullying
victimization in any arena vs. bullying in no arena.
This is in line with the Olweus definition emphasizing
repeated incidences over time rather than the length
of an incidence [29], and coincides with how bullying
has been categorized in other studies [30].

Bullying perpetration was measured with three single
items, corresponding to the method and scale used for
bullying victimization as described above. The questions
concerned whether the participant him/herself had bul-
lied others in three arenas: School (1 item), working life
(1 item), and other social arenas (1 item). Values >2
within each arena were coded as bullying in that arena,
and an overall dichotomous variable was created for
bullying perpetration in any arena vs. bullying in no
arena.

An additional dichotomous variable was created for
those who reported that they were both victims and per-
petrators of bullying (bully-victims).

Violence

Violence was measured using a single item concerning
whether participants had been the victim of violence
inflicted by others (not counting accidents and common
children’s fights). If yes, participants were further asked
to indicate what types of violent acts they had experi-
enced (being hit, robbery/assault, sexual violence,
deprivation of liberty, severe threats, or other), and
whether incidents were single or repeated.

Psychological distress

Psychological distress was measured using the 25-item
Hopkins Symptom Checklist (HSCL-25), consisting of
two subscales: An anxiety dimension (10-items, o =.82)
and a depression dimension (15-items, a=.91), in
addition to a mean score (a=.93) [31]. Each item was
scored on a 4-point scale ranging from 1 (no symptoms)
to 4 (severe symptoms). In addition to the mean score, a
validated cut-off score of >1.75 was used for psycho-
logical distress [32, 33].

Fatigue

Fatigue was measured using the 11-item Chalder Fatigue
Questionnaire (CFQ) consisting of two subscales: Phys-
ical fatigue (7 items, a =.88) and mental fatigue (4 items,
a =.67), in addition to a sum-score (a =.86) [34]. Each
item was scored on a 4-point scale ranging from 0 (less
than usual) to 3 (much worse than usual). In addition to
the sum-score, a binary global fatigue score ranging
from 0 to 11 was calculated and validated cut-off scores
of >4 were used for severe fatigue [34, 35].
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Sleep problems (insomnia)

Three single items were developed in collaboration with
Mari Hysing, researcher within the field of mental health
and sleep problems in children and adolescence, to serve
as a simple proxy for the diagnostic criteria for insomnia
according to the Diagnostic and Statistical Manual of
Mental Disorders, fifth edition (DSM-5) [36]. The first
item concerned problems with falling asleep, waking up
at night, and/or waking up too early. Respondents were
asked to indicate how many nights they experienced
each problem during a typical week, on a scale ranging
from 0 to 7. If any sleep problems were reported,
respondents were asked to proceed to the second and
third items, indicating how long the problems had
lasted, and how many times a week the problems
affected daily life. A dichotomous variable for insomnia
was computed based on whether or not one or more
sleep problems exceeded three nights a week, had lasted
more than 3 months, and affected daily life for more
than 3 days a week.

Subjective health complaints

Subjective health complaints were measured using the
29-item Subjective Health Complaints Inventory (SHC),
consisting of five subscales: Musculoskeletal pain (8 items,
a =.78), pseudoneurology (7 items, « =.73), gastrointestinal
problems (7 items, o =.64), allergy (5 items, o = .48), and
flu (2 items, « =.56), in addition to a sum-score (« =.82)
[37]. Each item was scored on a 4-point scale ranging from
0 (no complaints) to 3 (serious complaints).

Global well-being

Global well-being was measured using a 10-point Cantril
Ladder Scale [38], ranging from 1 (the worst life pos-
sible) to 10 (the best life possible), asking respondents to
indicate on which step of the ladder they feel they stand
today, on which step they would say they stood a year
ago, and where they believe they will be a year from
now.

Social support

Social support was measured using 11-items of the Non-
directive and Directive Support Survey [39] as suggested
by Qyeflaten et al. (2010), using two subscales: Directive
social support (4 items, a =.73) and nondirective social
support (7 items, a=.84) [40]. The directive subscale
involves instructive support and taking charge of the
situation in order to help the recipient, while nondirec-
tive support is of a more cooperative nature and involves
acceptance of the recipients own thoughts and choices
[40]. Each item was scored on a 5-point scale ranging
from 1 (not at all typical) to 5 (very typical). The survey
also instructs respondents to indicate the specific person
to whom they turn for support, and whether this is their
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doctor, spouse/partner, or “other” including an open re-
sponse. An additional dichotomous variable was created
based on a categorization of whether the support pro-
vider was a professional (e.g. doctor, psychologist) vs.
personal (e.g. partner, family, friend).

Coping

Coping was measured using the 7-item Theoretically
Originated Measure of the Cognitive Activation Theory
of Stress (TOMCATS) [41], consisting of three sub-
scales: Coping (1 item), helplessness (3 items, a=.65),
and hopelessness (3 items, o=.66). Each item was
scored on a 4-point scale ranging from 1 (completely
true) to 4 (not true at all). [tems were reversed in order
for higher scores to reflect higher degrees of coping,
helplessness, or hopelessness. Mean scores were calcu-
lated for the helplessness and hopelessness subscales.

lliness perceptions

Illness perceptions were measured using the 9-item Brief
Illness Perception Questionnaire (BIPQ), where each
item measures a different dimension of illness percep-
tions: Consequences—how much the illness affect your
life; timeline—how long you believe the illness will last;
personal control—how much control you feel over the
illness; treatment control—how much you think treat-
ment can help the illness; identity—how much you ex-
perience symptoms from the illness; concern—how
concerned you are about the illness; coherence—how
well you understand the illness; emotional response—
how much the illness affects you emotionally; and a
causal attribution item [42]. Items 1-8 were scored on
11-point scales ranging from 0 to 10, with higher scores
reflecting an increasingly threatening view of the illness.
Item 9 was open-ended and concerned causal attribu-
tion: “Please list in rank-order the three most important
factors that you believe caused your illness”. Participants
who did not perceive themselves as having any illness,
were told to skip this questionnaire.

Data analyses

Descriptive statistics were calculated for the total sam-
ple, and by gender. Gender differences were analyzed by
chi-square tests for the dichotomous variables and inde-
pendent t-tests for the continuous variables.

Responses to the open-ended item in the BIPQ regard-
ing causal attribution were categorized using thematic
analysis, as described by Joffe & Yardley [43]. Themes
were identified and data was categorized into coding
categories using a descriptive and inductive approach. A
coding manual including category definitions was
prepared (Additional file 1), and categorization was
performed independently by two authors to determine
inter-rater reliability. In cases of inconsistency,
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categorization was discussed until consensus was
reached.
In order to maintain the anonymity of respondents,
values with fewer than five respondents are not reported.
Statistical analyses were performed using IBM SPSS
Statistics, Versions 24.0 and 25.0. The significance level

was set to o =.05.

Results

Background, alcohol and drug use

The majority of participants were male, single, childless,
and nearly half were living with their parent(s). Forty per-
cent had less education than high-school and 33% re-
ported reading or writing difficulties (see Table 1 for more
background information). Fifty-three percent of partici-
pants reported hazardous drinking or active alcohol use
disorders, while 15% reported any drug use and 10%
scored above the cut-off for drug-related problems. Men
were more often single than women and more often re-
ported non-health-related reasons for unemployment.
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Adverse social experiences

Among the participants, 66% reported that they had ex-
perienced bullying, with school being the most common
arena. Fourteen percent reported having bullied others,
and 8% were both victims and perpetrators of bullying.
A total of 39% of participants reported that they had
experienced violence, of which 67% reported repeated
incidences. Being hit was the most common type of vio-
lence for both genders, and 29% of women reported sex-
ual abuse. There were no gender differences in exposure
to either bullying or violence (Table 2).

Health, coping and social support
With the exception of gastrointestinal complaints and
global well-being, women consistently reported more
physical and mental health problems than men (Table 3).
Men also reported higher levels of coping, while women
received more nondirective social support than men.
According to predefined cut-off values, 52% of partici-
pants reported psychological distress, 42% had severe

Table 1 Background, alcohol and drug use. Total score and comparison of genders

Total (N=96) Men (n=65) Women (n=31) p-value
n % n % n %

Education

Less than high school 38 (40) 28 (43) 10 32) 311

Reading/writing difficulties 32 (33) 24 (37) 8 (26) 280
Marital status

Single 68 (71) 53 (82) 15 (48) <.001
Living arrangements

With parent(s) 44 (46) 32 (49) 12 (39) 333
Children

None 62 (86) 41 (87) 21 (84) 7307
Country of birth

Immigrant background 15 17) 10 (16) 5 (17) 1.000%
Employment

Previous employment scheme 59 (64) 41 (67) 18 (58) 387

Previous employment 56 (59) 35 (55) 21 (68) 225
Reason for unemployment

Psychological problems 51 (53) 32 (49) 19 61) 268

Other health problems 33 (34) 23 (35) 10 (32) 763

Other, non-health-related 32 (33) 26 (40) 6 (19) .045
Alcohol use

Over gender cutoff 51 (53) 33 (51) 18 (58) 503
Drug use

Any drug use 14 (15) 9 (14) 5 (16) 7652

Over gender cutoff® 10 (10) - - - - -

1 cell had an expected cell count less than 5. Exact p value (Fisher's exact test significance) was used
b Values for groups with fewer than five respondents in either group are not reported
All values in boldface in the p-value column are statistically significant at the 0.05 or 0.001 level
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Table 2 Adverse social experiences, total score and comparison of genders
Total (N =96) Men (n=65) Women (n=31) p-value
n % n % n %
Bullying, victim 63 (66) 41 63) 22 (71) 447
School 56 (58) 36 (55) 20 (65)
Work® 9 16 - - - -
Other social arenas® 23 (24) - - - -
Bullying, perpetrator® 13 (14) - - - -
Bullying, victim and perpetrator® 8 (8) 8 (12) - -
Violence 37 (39) 23 (35) 14 (45) 357
Been hit 27 (28) 17 (26) 10 (32)
Severe threats 14 (15) 9 (14) 5 (16)
Sexual abuse/violence® - - - - 9 (29)
All other 15 (16) 9 (14) 6 (19)
Violence, repeated incidences 24 (67)° 13 (59 1 (79)
2 Values for groups with fewer than five respondents are not reported
b Percentage of those who had previously worked (n = 56)
¢ Percentage of those who had experienced violence and reported frequency (n = 36)
Table 3 Health, coping, and social support. Total score and comparison of genders
Total (N=96) Men (n=65) Women (n=31) p-value
Mean + SD Mean = SD Mean £ SD
Disability, 0-48 860 + 7.54 7.56 + 698 1080 + 8.29 .048
Psychological distress, 1-4 1.85 + 0.55 1.74 + 047 2.09 + 063 .007
Depression, 1-4 195 + 0.64 1.84 £ 0.58 218 +0.73 014
Anxiety, 1-4 1.70 £ 049 1.58 + 041 1.96 + 0.55 .001
Fatigue, 0-33 1343 £ 582 1241 £528 1564 + 640 011
Physical, 0-21 868 + 440 806 + 4.22 1001 + 457 .045
Psychological, 0-12 475 £ 222 434 £ 190 563 + 262 .019
Subjective health complaints, 0-87 1457 + 9.54 1202 +7.28 19.75 + 1145 .001
Musculoskeletal, 0-24 416 + 395 320 + 321 6.12 + 459 .003
Pseudoneurology, 0-21 5.76 + 393 499 + 343 735 + 446 012
Gastrointestinal, 0-21 240 + 287 191 £ 207 337 +390 059
Global well-being, 1-10
Today 485+ 1.79 479 £ 1.66 500 + 2.07 593
Past (1 year) 400 £ 223 405 £ 205 390 + 259 767
Future (1 year) 702 213 693 + 2.26 722 £185 544
Social support
Nondirective support, 1-5 3.87 + 085 3.70 + 087 423 £ 067 .004
Directive support, 1-5 3.09 + 095 3.10 £ 096 307 £ 094 874
Coping
Coping, 1-4 263 +0.72 2.77 + 068 233+ 071 .006
Helplessness, 1-4 234 + 069 233 +070 236 +0.70 857
Hopelessness, 1-4 228+ 074 221 +£069 244 + 082 176

All values in boldface in the p-value column are statistically significant at the 0.05 or 0.01 level
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fatigue, and 32% reported severe disability. Twenty-eight
percent of participants reported sleep problems corre-
sponding to the DSM-5 criteria for insomnia [36].

Most participants had received treatment during the
last 6 months (79%), mainly by their general practitioner
(56% of all participants) or by a psychologist/psychiatrist
(50% of all participants), while 10% of participants had
received treatment by physiotherapist/manual therapist
and/or chiropractor, and 14% of participants reported re-
ceiving other treatment. More women reported receiving
treatment than men (p=.017), which was mainly ex-
plained by more women receiving treatment by psychol-
ogists and/or psychiatrists (p = .016).

lliness perceptions and causal attributions
Only participants who perceived themselves as having
an illness were told to fill out the BIPQ, and a total of 72
participants (75%) responded (Table 4). Women had a
higher belief in treatment being helpful for their illness,
and reported that they worried more about their symp-
toms, than men.

Among those who perceived themselves to have an ill-
ness, 51 participants (71%) provided a total of 111 differ-
ent open-ended responses to the causal attribution item.
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The most common categories were relational problems,
followed by health behaviors, heredity/genetics, and ex-
ternal environmental factors (Table 4). Inter-rater reli-
ability for the categorization, as measured by Cohen’s
Kappa, was high (k =.91).

Discussion

Main findings showed a group of NEETs at risk of early
work disability, with substantial challenges related to ad-
verse social experiences. Participants also reported high
levels of psychological distress and alcohol use, and em-
phasized relational problems as the main causal factor
when asked about their illness perceptions. Women gen-
erally reported more physical and mental health prob-
lems than men, while men more often reported
non-health-related reasons for unemployment.

The low educational attainment found among partici-
pants is in line with major risk factors for NEET status
and early work disability [4, 12]. Correspondingly, levels
of reading and writing difficulties were approximately
four times higher than that of a representative sample of
Norwegian adolescents [44]. Furthermore, the rate of
participants reporting hazardous drinking or active alco-
hol use disorders appears exceedingly high. It is however

Table 4 lliness perceptions, total score and comparison of genders; and causal attributions, response categories and examples

Total (N=72) Men (n = 48) Women (n = 24)

Continuous items, 0-10 Mean + SD Mean + SD Mean + SD p-value
Consequences 585+3.08 548 +297 6.58 +£3.22 153
Timeline 738+321 769 £3.15 6.78 £3.33 275
Personal control 569+3.18 536+3.17 633+3.17 226
Treatment control 4.28+298 488 +£295 321+£278 .026
Identity 566+281 520£2.70 6.50+2.87 069
Concern 4.63+301 411+278 563+3.24 .045
Coherence 382£323 345£3.16 4.54+330 178
Emotional response 6.18+3.09 6.09 +2.96 6.38+3.39 71

Causal attribution, open-ended Number of responses®

Relational 20
Health behavior 16
Hereditary/genetic 13

External environment 11
Bullying

Childhood
Psychological
Self-control/coping

Traumatic life events

(52, BV, B e e N}

Unknown

Other categories® 18

Example of response

"Loneliness”

“Used various types of drugs”

“Genetics”

“Living situation”

“Bullied in childhood”

"A lot of moving [.] during my first 7 years"
“Social anxiety”

“Bad choices”

“Sexual abuse”

"Cause not explained”

51 participants provided 111 open-ended responses

bCategories with fewer than five respondents (somatic, injury, pressure/demands, financial, fate/fortune) are not reported
All values in boldface in the p-value column are statistically significant at the 0.05 level
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comparable to that of Norwegian college and university
students [45], indicating that the level of consumption is
not specific to the group of NEETSs at risk of early work
disability, but may rather indicate a problem on a soci-
etal level. Meanwhile, it could be argued that high levels
of alcohol consumption may represent a more worrying
problem when observed in a population not involved in
employment or educational activities. Being unemployed
after leaving school is associated with higher risk-related
behavior, including substance abuse and dependence
[46]. This coincides with the findings from the current
study, as drug use was five times more prevalent than
what has been found in normative data [28].

The findings of adverse social experiences in this group
were considerable. Among those who had experienced vio-
lence, the majority reported repeated incidences, and a
large proportion of female participants had been victims of
sexual violence. Two in three participants reported being
bullied in their past. Levels of bullying are difficult to com-
pare directly to other studies, due to participants being out-
side of education and employment, which rendered existing
measures inappropriate in this setting. However, although
the measure used in the current study is broader than pre-
vious that of conventional studies of recent bullying in
school, the level still appears substantial as compared to a
prevalence of 8% in the Norwegian school population [47].
Victimization by bullying has been associated with a range
of physical and psychological health problems, relational
problems, and lower educational achievement [48]. It can
be said to throw a long shadow across the lives of its vic-
tims [48], having long-lasting detrimental effects on the in-
dividual. Although issues of direction and causality remain
unclear, longitudinal designs controlling for pre-existing
risk-factors such as earlier symptoms suggest that victims
of school bullies have a higher prevalence of psychotic ex-
periences in later adolescence [49], and are at higher risk of
depression up to 36 years later [50]. The proportion of
bullying perpetration also appeared large, as 14% reported
having bullied others, while 3-4% in the general population
agree to have bullied others in school [47]. The antisocial
behavior of bullying perpetration has previously been asso-
ciated with negative childhood factors such as high levels of
disruptive behavior disorders and social/family hardships
[51], and is a strong predictor for future criminality [52].
Furthermore, 8% of participants reported the combination
of both bullying victimization and perpetration, a group re-
ferred to as bully-victims. Bully-victims have been associ-
ated with poorer social and emotional adjustment as seen
in victims, in addition to the problem behaviors associated
with perpetration, and may represent an especially
high-risk group [53].

Levels of coping were lower than that seen in a healthy
Norwegian working population [54], which may be ex-
pected in a marginalized group at risk of early work
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disability. The finding that men experienced higher cop-
ing than women is however interesting. This can be seen
in combination with the findings that women reported
worrying more about their symptoms, had a higher be-
lief in treatment being helpful for their illness, and more
often sought treatment than men. Patterns of social sup-
port also differed between genders, as women reported
more nondirective social support than men, and more
often had a partner. Comparable studies on NEETs con-
cerning coping and worrying are scarce, but the litera-
ture in general suggests that women may be more prone
to rumination over symptoms and distress than men,
which may contribute in explaining the greater rates of
depression among women [55]. Higher rates of treat-
ment seeking among women have been shown in previ-
ous studies of e.g. depression [56, 57] and generalized
anxiety [58], and genders are likely to differ in how ill-
ness perceptions influence coping strategies such as
seeking treatment and social support [59]. When asked
to indicate one or more reasons for their unemployment,
most participants stated psychological problems to be
the main cause, while other health-problems and
non-health-related problems were equally common.
Men did however more often report non-health-related
reasons than women, while women experienced more
physical and mental health problems.

While NEET status may be a result of poor health,
being NEET can also have severe individual conse-
quences on mental and physical health [4]. About one
in three had significant levels of disability as opposed
to one in ten in normative data [24], and participants
displayed high levels of various mental health symp-
toms including substantial psychological distress and
fatigue compared to the general population [32, 60].
Accordingly, severity of pseudoneurological complaints
such as tiredness, sadness and anxiety was also high, while
musculoskeletal and gastrointestinal complaints were
comparable to that of the general population aged youn-
ger than 30 [61]. The findings correspond to the diagnoses
of young adults that are already receiving disability bene-
fits in Norway, in which mental health problems is the
major contributor [16].

The importance of psychological distress and the high
prevalence of bullying in this group was further illus-
trated by participants’ self-perceived causal attributions
of illness, which mainly concerned different psychosocial
factors. The most common causal attribution was rela-
tional problems, which included repeated accounts of
loneliness, isolation, lack of adequate care, or loss of love
or friendship. Additional attributions were directly made
to bullying, childhood, and traumatic life events. Few
attributions were made to somatic problems or injuries.
The exception were hereditary or genetic causal factors,
which coincides with register studies showing that
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intellectual and congenital disorders are common among
the youngest group of people with work disability in
Norway [17].

While global well-being is generally high in the Nor-
wegian population [62], participants rated their global
well-being below the center of the ten-point scale. Albeit
low, participants estimated that their level of well-being
had been poorer 1 year earlier, and expectations about
the future revealed a certain optimism among the partic-
ipants, as participants on average predicted an increase
to 7 in the next year which is closer to the Norwegian
population mean at 7.8.

Implications

Given the heterogeneity of the NEET population in Europe,
there is need for research and policy measures to target
specific subgroups [1, 63], and the current study focuses on
a particularly vulnerable group of NEETs at risk of early
work disability in Norway. The findings of health-related
challenges within the group of young adults in this study
are not unexpected when considering the inclusion criteria;
all participants were NEETs receiving temporary benefits
related to impaired working capacity and were considered
to need special assistance with close follow-up. While levels
of psychological distress were high, they correspond to pre-
vious knowledge about the major reasons for early work
disability in Norway [16]. The more notable findings with
important implications for measures targeting this group
are related to psychosocial factors, including the high
prevalence of bullying and exposure to violence. Even
though only individuals who considered themselves to have
an illness were told to respond to questions related to
self-perceived causal attributions, the most common re-
sponses were related to non-medical causes, especially rela-
tional problems such as loneliness and isolation. In addition
to preventive measures to reduce social exclusion by bully-
ing [64] and early dropout [65], the findings call for a
broader focus on social as well as psychological factors in
vocational rehabilitation efforts for NEETSs at risk of early
work disability. Furthermore, the needs of women versus
men may vary and cause need for gender-specific tailoring
in vocational and treatment approaches.

Strengths and limitations

Due to the low number of participants, and multiple com-
parisons of the large number of outcome measures in-
cluded in the study, results from analyses comparing
gender should be interpreted with caution.

Participants who did not perceive themselves to have an
illness were told not to answer the BIPQ, which was
reflected in the response rate to this questionnaire (75%).
The Norwegian translation of the BIPQ translates illness to
a term which may insufficiently emphasize the subjective
feeling of illness and may be interpreted as “disease”. The
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distinction between disease, illness, and sickness found in
the English language is less defined in Norwegian, which
may have led participants who did not perceive their illness
as an objectively defined disease to not respond. The find-
ing that one in three participants also answered “non-heal-
th-related” when asked about their reasons for
unemployment, does however indicate that participants
may indeed have not responded to the BIPQ because they
perceived their problems to be unrelated to their health.

The broad invitation to participate in the information
meetings in the current study included everyone in the tar-
get group attending the majority of local labor and welfare
offices in the second-largest city in Norway. However, the
total number of invitations issued is unfortunately not
known. Attrition due to missing invitations or invited par-
ticipants not attending the information meetings can there-
fore not be determined. While it is possible that more
vulnerable individuals may have missed invitations or de-
clined participation in some cases, several declinations or
exclusions of participants were due to ongoing or estab-
lished plans for employment or education, indicating that
the opposite may be true in other cases. Based on these
considerations, combined with the long recruitment period
and complete response rate among participants, we believe
that the sample represents an important segment of young
adults at risk of early work disability in Norway, namely
those who are on the path towards permanent disability,
but who still have a hope of gaining employment.

Conclusions

The results of this study provide a deeper insight into a
vulnerable group of NEETs who are at risk of early work
disability. Findings of substantial challenges related to
bullying, psychological distress, and alcohol use, com-
bined with participants’ own causal attributions of ill-
ness, emphasize the importance of psychological and
relational factors in vocational rehabilitation efforts tar-
geting this important and marginalized group, who are
at risk of being permanently excluded from the labor
market at an early age. Furthermore, gender-specific ap-
proaches may be warranted, and should be followed up
in future studies.
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Coding manual

Coding manual for self-perceived causal attributions of illness (open responses to the Brief
Illness Perception Questionnaire).

1. Relational
This category includes all responses focusing on relational problems, including loneliness
and isolation, end of relationships or friendships, family problems, and lack of social
support and care. This includes relational problems in childhood, but excludes bullying,
pressure, and violence, which should be placed elsewhere.

2. Bullying
This category involves all responses mentioning bullying in any arena as a causal factor.

3. Childhood
Responses that emphasize upbringing and childhood, including living situation during
childhood, are placed here. This does however exclude accounts of bullying, violence, and
relational/family problems, although occurring in childhood, which should be placed in
their respective categories.

4. Psychological
Causal attributions to psychological complaints and symptoms of mental illness, such as
anxiety and depression, should be placed here. This includes e.g. fear and insecurity, but
excludes attributions to coping responses characterized as poor by the respondent.

5. Self-control/coping
This category includes causal attributions to poor coping responses or lack in self-control,
such as motivational problems and poor choices in life.

6. Health behavior
Responses concerning substance abuse (both alcohol and drugs), sleep, diet, lifestyle,
physical activity or inactivity, are placed here.

7. Somatic
This category includes physiological health complaints, pain, and somatic factors that are
attributed as the causal factor. Injuries caused by accidents are excluded.

8. Injury
All references to accidents, e.g. fractures and physical trauma. Deliberately inflicted
injury, e.g. violence, is however excluded.

9. Hereditary/genetic
Responses stating genetic and hereditary causal factors are placed here. This includes
congenital illness.



10.

11.

12.

13.

14.

15.

External environmental

This category concerns external factors related to the society or environment that the
person is living in. This includes references to society, institutions (e.g. penal or
educational institutions), living conditions and general life situation.

Financial
This category involves all responses concerning personal economy and financial
problems.

Pressure/demands
This category includes pressure, demands, and general stress, whether the source is
external or internal, e. g. pressuring oneself too much.

Traumatic life events

All traumatic life events belong in this category, such as accounts of abuse, violence, and
rape. This also includes experiences where the nature of the event is not specified, but
where an unnamed event is emphasized as the causal factor.

Fate/fortune
Reponses concerning a predetermined course of events due to destiny or fate, along with
attributions to uncontrollable factors determined by bad luck or fortune, are placed here.

Unknown
This category concerns responses where causal factors are stated as none, or unknown, or
not understood.
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Sveinsdottir V, Lie SA, Bond GR, Eriksen HR, Tveito TH, Grasdal AL, Reme SE. Individual placement and support for young
adults at risk of early work disability (the SEED trial). A randomized controlled trial. Scand J Work Environ Health - online first.
doi:10.5271/sjweh.3837

Objectives Individual placement and support (IPS) is an effective approach for helping people with severe mental
illness gain employment. This study aimed to investigate if IPS can be effectively repurposed to support young
adults at risk of early work disability due to various social and health related problems.

Methods A randomized controlled trial including 96 young adults (18-29 years; 68% men) was conducted in
Norway. Participants were not in employment, education, or training, received temporary benefits due to social
or health-related problems, and were eligible for traditional vocational rehabilitation (TVR). Participants were
randomized to IPS (N=50) or TVR (N=46). Self-reported data were collected at baseline and at 6- and 12-months
follow-up. The primary outcome was obtaining any paid employment in the competitive labor market during follow-
up. Secondary outcomes were physical and mental health, well-being, coping, alcohol consumption, and drug use.

Results Significantly more IPS participants obtained competitive employment compared to TVR participants
during 12-months follow-up (48% versus 8%; odds ratio 10.39, 95% confidence interval 2.79-38.68). The IPS
group reported significantly better outcomes than the TVR group in subjective health complaints, helplessness,
and hopelessness. In post hoc analyses adjusted for baseline and missing data, the IPS group reported signifi-
cantly better outcomes on these measures in addition to level of disability, optimism about future well-being,
and drug use.

Conclusions IPS is effective for young adults at risk of early work disability. IPS was superior to TVR in increas-
ing competitive employment and promoted improvements in some non-vocational outcomes. IPS services should
be offered to improve employment rates in this vulnerable group.

Key terms health; intervention; NEET; RCT; supported employment; vocational rehabilitation; work.

High rates of young people who are not in employment,
education, or training (NEET) represent an important
international challenge (1). The NEET population is
diverse, and includes individuals who are short-term
unemployed or in temporary transition-phases, as well
as other more vulnerable groups at higher risk of lifelong
disengagement (2).

Exclusion from the labor market is associated with
adverse health effects (3, 4) and leads to considerable
societal costs (1). In Norway, disability benefits are
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offered as income compensation for individuals with
permanently reduced earning capacity. During the last
decade, there has been a shift in disability benefits
toward younger recipients, and the share of young adults
aged 18-29 has increased considerably (5). This group
differs from the older beneficiaries as the majority (56%)
of young recipients are male compared to 42% across all
age groups. In addition, 63% of the disability determina-
tions in the 18-29-year-old age group are attributed to
mental and behavioral disorders compared to 35% across
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IPS for young adults at risk of disability

all age groups. The dominant role of mental and behav-
ioral disorders is not unique in a Norwegian context but
is among the leading causes for years lost due to dis-
ability among youth in most high-income countries (6).

Given the heterogeneity of the NEET population,
efforts to integrate young people into employment
should target specific subgroups. Existing policies bear
the risk of being more appropriate for those who are
work-ready while failing to reach more disadvantaged
groups (1). A recent systematic review found limited
evidence for effective re-engagement interventions
for NEET, and emphasized that existing knowledge is
insufficient to guide policy-makers in the planning and
implementation of new programs (7).

The individual placement and support (IPS) model of
supported employment is an evidence-based intervention
that is effective in improving competitive employment
outcomes for patients with severe mental illness (8).
While IPS generally does not directly improve non-voca-
tional outcomes (9), competitive employment has benefi-
cial effects, including reduced symptoms and increased
self-esteem (10). The IPS model is based on eight prin-
ciples emphasizing focus on competitive employment,
rapid job search, no exclusion due to evaluation of work
readiness or other reasons, attention to client preferences,
long-term individualized support, integrated services,
systematic job development, and benefits counseling (11).
While the model was originally developed for patients
with severe mental illness, recent studies suggest that it
may be effective for other disability groups (12). No pre-
vious studies have however investigated the effectiveness
of IPS for young adults at risk of early work disability due
to various social and health-related problems, that may or
may not involve mental illness.

The project “Supported Employment and preventing
Early Disability” (SEED) aimed to investigate whether
IPS can be repurposed to serve NEET at risk of early
work disability in Norway. The SEED trial also aimed
to evaluate the effectiveness of IPS compared to tradi-
tional vocational rehabilitation (TVR) on outcomes of
competitive employment as well as physical and mental
health and well-being.

Methods

Trial design

SEED was a two-armed randomized controlled trial
(RCT) comparing IPS to TVR. The trial was inves-
tigator-initiated and funded by the Research Council
of Norway. The Norwegian Regional Committees for
Medical and Health Research Ethics exempted the
project as it did not fall under the Health Research Act

2 Scand J Work Environ Health - online first

(13) and referred it to the Data Protection Services at the
Norwegian Centre for Research Data, which approved
the project (project #38271). All participants gave writ-
ten informed consent before study inclusion, and the
ethical principles of the Helsinki declaration were fol-
lowed. The project was registered in ClinicalTrials.gov
(registration #NCT02375074), and the study protocol is
available online (14).

Eligibility criteria

The eligibility criteria for SEED included: (i) age 18-29
at year of inclusion; (ii) not in employment or education;
(iii) receiving temporary benefits from the Norwegian
Labor and Welfare Service (NAV), and thereby required
to keep up to an activity plan involving treatment and/
or vocational rehabilitation while work ability is being
assessed; (iv) considered eligible for and expected to
participate in the TVR intervention “traineeship in a
sheltered business” by the individual’s caseworker at
NAV. Eligibility applies to individuals with impaired
work capability that require close and broad supervision
and assistance (15).

Exclusion criteria were not expressing interest in
getting help to obtain competitive work upon inclusion
and insufficient language skills to answer questionnaires
in Norwegian. There were no exclusion criteria based
on diagnosis, and individuals with any type of social or
health-related problem were invited to participate.

Recruitment, randomization, and blinding

The recruitment period lasted from June 2014 through
December 2016. Eligible participants were referred to
information meetings by staff at one central and nine
local labor and welfare offices in and around the city
of Bergen, or at a secondary care district psychiatric
center with subsequent follow-up at the local labor and
welfare office. Eligible participants were given verbal
and written information by the project coordinator and
invited to participate.

After participants agreed to participate and com-
pleted the baseline questionnaire, they were randomly
assigned to one of two conditions using a computer-
generated randomization sequence with a block size
of 8 and a 1:1 randomization ratio to the two groups.
The ratio was temporarily changed for a period of
three months to 2:1 (with two participants assigned to
IPS for every one assigned to TVR), in order to enable
sufficient caseloads for the job specialists. Staff at
Uni Research Health carried out the randomization
and communicated the results to the individual’s case-
worker at NAV by email. Created by a statistician who
had no contact with the participants, the randomization
sequence was concealed from participants, service



providers, and the researcher responsible for control-
ling the data analyses. The researcher responsible for
quality control of the data analyses was blinded for
intervention assignment.

Interventions

Both IPS and TVR were offered by vocational rehabilita-
tion organizations overseen by the NAV, which provides
employment services to temporary benefit recipients in
Norway.

Individual placement and support (IPS). IPS participants
were referred to an organization with two trained job
specialists. The specialists sought to follow the IPS
principles (11) and find a good job match while avoiding
the use of prevocational training or subsidized or unpaid
work. Unlike traditional vocational approaches, IPS
focuses exclusively on competitive employment, clients
are not screened for job readiness, client preferences
guide choices and decisions, and job specialists continue
to provide ongoing support after clients attain employ-
ment. An IPS team leader supervised the job specialists,
and an external IPS trainer advised the team. Because
the study population had various social and health-
related challenges that did not necessarily involve men-
tal illness, the IPS principle of integrating services with
mental health treatment was not implemented, although
job specialists contacted health personnel involved in
the treatment of individual participants in cases where
this was applicable and accepted by the participant. The
intervention was offered for up to three years, and the
duration and intensity depended on individual needs
and preferences.

Traditional vocational rehabilitation (TVR). The TVR group
was referred to an organization offering a traditional
employment scheme called “traineeship in a sheltered
business”, aiming to improve the opportunities for find-
ing a job (15). This intervention represented treatment
as usual and served as an active control condition. The
traineeships involved testing work capability and pro-
viding preparatory work training adapted to the indi-
vidual’s challenges and skill level, in a sheltered setting
with close follow-up. According to usual practice, par-
ticipants were allocated to various sheltered businesses
in the area providing different types of work settings,
including food and catering, child care, mechanic ser-
vices, transportation services, and warehouse handling,
based on individual interests and goals as well as avail-
ability. The intervention was offered for up to two years,
and the duration was customized to the individual’s
options on the labor market. The usual intensity of the
intervention is full-time, with a requirement of >50%
of full-time (15).

Sveinsdottir et al

Data collection

Data were collected using questionnaires distributed
at baseline, and 6 and 12 months after enrollment. For
more information about data collection and manage-
ment, see the study protocol (14). In order to increase the
response rate to the primary outcome, non-respondents
were contacted by telephone, text message, and e-mail.
Participants who provided ambiguous responses to
the primary outcome in the questionnaire were also
contacted by telephone for clarification. In cases where
contact was not obtained, log-books from the job spe-
cialists were used to provide information on the primary
outcome for IPS participants (N=7).

Qutcomes

Primary outcome: competitive employment (12-months
follow-up). The primary outcome was any competitive
employment during the 12-months follow-up. Competi-
tive employment was defined as paid employment in the
competitive labor market, and thus did not include sub-
sidized or unpaid work. It was measured by self-report
using a single item asking the participants to indicate the
number of weeks, days, or hours worked in competitive
employment during the first 12 months after enrollment.
A dichotomous variable indicating any competitive work
versus no competitive work was created.

Secondary employment-related outcomes (12-months and
long-term follow-up). Additional standardized indicators of
successful employment (16) during 12-months follow-
up included percentage of participants ever working >20
hours per week, total number of hours worked, weeks
from enrollment to first job, and weeks worked at longest-
held job, were also included in the questionnaires.

Register data on benefit recipiency and income from
NAV, and financial assistance and educational activity
from Statistics Norway, will also be collected during
long-term follow-up for up to five years after enrollment.

Secondary health-related outcomes (6- and 12-months
follow-up). Secondary outcomes were level of dis-
ability, using the World Health Organization Dis-
ability Assessment Schedule (WHODAS) 2.0 (17);
psychological distress, using the Hopkins Symptom
Checklist (HSCL-25) (18, 19); severity of subjec-
tive health complaints, using the Subjective Health
Complaints Inventory (SHC) (20); fatigue, using the
Chalder Fatigue Questionnaire (CFQ) (21); coping,
helplessness and hopelessness, using the Theoretically
Originated Measure of the Cognitive Activation Theory
of Stress (TOMCATS) (22); alcohol consumption,
using the Alcohol Use Disorders Identification Test
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consumption questions (AUDIT-C) (23); and drug use,
using the Drug Use Disorders Identification Test con-
sumption questions (DUDIT-C) (24, 25). Global well-
being was measured using a 10-point Cantril Ladder
Scale (26) ranging from 1 (worst life possible) to 10
(best life possible) asking about the current situation,
the situation one year ago, and one year in the future.
This measure replaced the EQ-5D measuring quality
of life described in the study protocol (14), in order to
shorten the questionnaire. Higher scores on each scale
indicated higher levels of the respective outcome. Mea-
sures of social support and illness perceptions, which
were also included in the study protocol (14), will be
investigated in a future paper examining moderators
of treatment effects.

Fidelity and process measures for the IPS intervention. To
assess the adherence to the evidence-based IPS Supported
Employment Fidelity Scale (27), the external IPS trainer
regularly conducted fidelity reviews throughout the project
period. Each review was conducted over two consecutive
days and involved document and calendar review, obser-
vations, and interviews of the different stakeholders. The
scale consists of 25 items rated on a 5-item behaviorally
anchored scale with total scores ranging from 25-125;
scores <73 do not fulfill the minimal criteria for IPS.

IPS participants received additional questions at
follow-up related to adherence to and satisfaction with
the intervention. At 6- and 12-months follow-up, par-
ticipants were asked to indicate on 5-point scales how
satisfied they were with the intervention in general;
how satisfied they were with their job specialist; and
how useful it had been to participate in the intervention.
In addition, IPS participants were asked at 6-months
follow-up whether or not they had initiated at least one
of the goals they had set with their job specialist dur-
ing their first meetings (eg, finding references, drafting
their CV), and to indicate barriers and helpful factors
for participation.

Sample size

A required sample size of 124 participants was estimated
based on input data from previous IPS studies with a
mean competitive employment rate of 61% for IPS and
23% for control groups (28). Calculations were per-
formed using the Hmisc library in the statistical package
R (29), based on a 5% significance level and a power
of 90%, accounting for stratified analyses to investigate
treatment effects for two sub-groups (eg, gender).

Statistical analysis

Descriptive statistics on demographic and health-related
characteristics were calculated for the total sample and
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each intervention group at baseline. Baseline differ-
ences between the groups, and between respondents and
non-respondents at follow-up, were analyzed using chi
square tests for dichotomous variables and independent
t-tests for continuous variables.

Analysis on the primary outcome was conducted using
chi square test comparing crude employment rates of
participants in each group. The odds ratio (OR) was also
calculated. Rates of working >20 hours per week were
compared with the same method, and number of hours
worked were compared using t-tests. In order for effect
sizes to be comparable across dichotomous and continuous
outcomes, the effect size for differences between propor-
tions was calculated using the arcsine formula (30).

For the secondary health-related outcomes, unad-
justed differences between groups at each follow-up
point were compared using t-tests. However, due to mul-
tiple observations for participants, at baseline and 6 and
12 months, and to adjust for missing observations and
baseline ratings on each outcome, post hoc analyses with
mixed effects regression models were also applied. In
the mixed effect model, maximum likelihood estimation
(MLE) will robustly adjust for missing observations.
Using this approach accounts for complex structures of
missing data (31).

All analyses followed the intention-to-treat (ITT)
principle according to the randomized groups, regard-
less of compliance per protocol. The significance level
was 0=0.05. Analyses were performed using IBM SPSS
Statistics version 25.0 (IBM Corp, Armonk, NY, USA)
and StatalC version 15 (StataCorp. College Station,
TX, USA).

Results

Participant flow

A total of 98 participants were included and random-
ized (50 to IPS and 46 to TVR). Two participants were
excluded before intervention and follow-up due to
ineligibility according to the inclusion criteria (figure
1). The final sample consisted of 96 participants [68%
male, mean age 24 (SD 3.25) years].

The response rate for the primary outcome (main
analysis) was N=83 (86%), and there was no signifi-
cant difference in response rate between the groups
(P=0.098). The response rate on questionnaires with
secondary outcomes was 72% at 6-months follow-up,
dropping to 64% at 12-months follow-up. There was
a significant difference in response rate between IPS
and TVR groups at 6-months follow-up (¥*(1)=7.59,
P=0.006, Cohen’s d=0.57) but no significant difference
at 12-months follow-up (P=0.602).



Attended information meetings
at the labor and welfare office

Attended information meetings
at the district psychiatric center

(N=141) =2:
P
[ Excluded or declined participation (N=65):
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- only wanted traineeship in a sheltered business (N=13)
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- lacked sufficient language skills (N=2)
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(N=96)
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(N=50) (N=46)

Baseline questionnaire, N=50 (100%)
6-months follow-up, N=42 (84%)
12-months follow-up, N=33 (66%)
Primary outcome, N=46 (92%)

6-months follow-up, N=27 (59%)
12-months follow-up, N=28 (61%)
Primary outcome, N=37 (80%)

Baseline questionnaire (N=46, 100%)

‘ Main analysis (N=46)

‘ ‘ Main analysis (N=37) ‘
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Figure 1.Participantflowthrough-
outthetrial. [IPS=individual place-
mentandsupport; TVR=traditional
vocational rehabilitation.]

Table 1. Baseline demographic and health-related characteristics and comparison of groups. [IPS=individual placement and support; TVR=traditional
vocational rehabilitation; SD=standard deviation; WHODAS=World Health Organization Disability Assessment Schedule; HSCL=Hopkins Symptom
Checklist; CFQ=Chalder Fatigue Questionnaire; SHC=subjective health complaints; TOMCATS=theoretically originated measure of the cognitive
activation theory of stress; AUDIT=Alcohol Use Disorders Identification Test; DUDIT=Drug Use Disorders Identification Test.]

Variables IPS (N=50) TVR (N=46)
N % Mean SD N % Mean SD P-value

Age atinclusion 23.96 3.46 23.85 3.04 0.867
Gender (male) 32 64.00 33 71.74 0.418
Education (less than high-school) 24 48.00 14 30.43 0.079
Previously held a job 27 54.00 29 64.44 0.301
Previously attended employment scheme 31 63.27 28 65.12 0.853
Reasons for unemployment 2

Psychological problems 25 50.00 26 56.52 0.522

Other health problems 18 36.00 15 32.61 0.727

Non-health related problems 18 36.00 14 30.43 0.563
WHODAS (0-48) 8.18 8.12 9.07 6.92 0.566
HSCL (1-4) 1.81 0.58 1.89 0.52 0.468
HSCL depression (1-4) 191 0.69 2.00 0.59 0.464
HSCL anxiety (1-4) 1.67 0.47 1.73 0.52 0.525
CFQ(0-33) 12.93 5.60 13.96 6.07 0.394
CFQ physical (0-21) 8.40 4.19 8.98 4.65 0.524
CFQmental (0-12) 4.53 2.20 4.98 2.25 0.329
SHC (0-87) 13.96 9.71 15.23 9.41 0.522
SHC musculoskeletal (0-24) 3.88 4.02 4.46 3.89 0.480
SHC pseudoneurology (0-21) 5.45 3.56 6.11 4.32 0.412
SHC gastrointestinal (0-21) 2.64 3.33 2.12 2.27 0.375
Global well-being, current (1-10) 4.69 1.58 5.03 2.00 0.363
Global well-being, past (1-10) 4.15 2.17 3.83 2.31 0.487
Global well-being, future (1-10) 6.83 2.18 7.23 2.08 0.378
TOMCATS coping (1-4) 2.63 0.76 2.62 0.68 0.944
TOMCATS helplessness (1-4) 2.36 0.66 2.31 0.73 0.730
TOMCATS hopelessness (1-4) 2.33 0.79 2.23 0.67 0.490
AUDIT-C (0-12) 3.30 2.40 3.39 2.56 0.857
DUDIT-C (0-16) 0.47 1.46 0.37 0.97 0.698

2 Participants could choose more than one option.

Scand J Work Environ Health - online first 5



IPS for young adults at risk of disability

Baseline characteristics

There were no significant differences between the groups
on demographic or health-related variables at baseline
(table 1). For more information on baseline characteris-
tics, see Sveinsdottir et al. (32).

There were no significant baseline differences
between respondents and non-respondents at 6-months
follow-up. Respondents at 12-months follow-up were,
however, more likely than non-respondents to be female
(x¥(1)=5.78, P=0.016, Cohen’s ¢=0.54) and to have more
than a high school education (y*(1)=7.10, P=0.008,
Cohen’s d=0.55), but did not differ significantly on
health-related variables.

When comparing baseline differences between the
reduced samples of respondents in the IPS and TVR
groups, respondents to 6-months follow-up in the TVR
group reported higher baseline global well-being (mean
5.73, SD=1.96, N=22) than respondents in the IPS group
(mean 4.71, SD=1.69, N=35), #(55)=2.07, P=0.043,
Cohen’s d=0.55. There were no significant baseline dif-
ferences between respondents to 12-months follow-up
in the IPS and TVR groups.

Primary and secondary employment-related outcomes

Compared to the TVR group, a significantly higher pro-
portion of the IPS group obtained competitive employ-
ment at any time during the 12-months follow-up period
(table 2). A significantly higher proportion of the IPS
group had also ever worked >20 hours per week, and
participants in the IPS group worked more hours on
average, compared to the TVR group (table 2).

Due to problems in the data collection of weeks from
enrollment to first job, and weeks worked at longest-held
job, data on these outcomes were insufficient and are
not reported.

The register data with long-term follow-up have a
time lag, and will be reported after they are available.

Secondary health-related outcomes

Unadjusted analyses. Groups did generally not differ in
secondary outcomes in the unadjusted analyses, with
some exceptions in favor of the IPS group in severity
of subjective health complaints and helplessness at
6-months follow-up, and in hopelessness at 12-months
follow-up (table 3).

Adjusted post hoc analyses. In the adjusted post hoc analy-
ses, participants in the IPS group reported significantly
more positive effects on secondary outcomes of anxiety
(P=0.045), subjective health complaints (P=0.001), pseu-
doneurology (P=0.033), helplessness (P=0.002), hope-
lessness (P=0.029), and drug use (P=0.043) compared to
the TVR group at 6-months follow-up. With the exception
of anxiety and pseudoneurology, effects were maintained
at 12 months, for subjective health complaints (P=0.017),
helplessness (P=0.017), hopelessness (P=0.006), and drug
use (P=0.036). Participants in the IPS group also showed
significantly lower levels of disability (P=0.038) and
more optimism about future well-being (P=0.038) at 12
months compared to the TVR group.

Fidelity to the IPS model and participants’ experiences with
the intervention. Five fidelity reviews were conducted
in June and December of 2015 and 2016 and in July
2017, coinciding with the time period of recruitment and
12-months follow-up. Due to the adaptions made to the
IPS intervention noted above, fidelity items concerning
integration with mental health treatment were rated as 1
(lowest score). The total score for the first review started
at a low point of 47, and there was a general increase up
to a score of 77 at the last review. Three of five reviews
were above the cut-off for “fair” fidelity (29).

At 6-months follow-up, most participants in the [PS
group (N=36, 95%) reported having initiated at least
one of the goals they had set with their job specialist.
At 6-months follow-up, N=30 (77%) were quite or very

Table 2. Primary and secondary employment-related outcomes, and comparison of groups. [SD=standard deviation; OR=o0dds ratio; Cl=confidence
interval; IPS=individual placement and support; TVR=traditional vocational rehabilitation.]

Variables Group N % Mean SD P-value Cohen'sd OR 95% Cl
Primary outcome
Competitively employed IPS 22 47.83 <0.001 0.96 10.39 2.79-38.68
TVR 3 8.11
Secondary outcome
Ever worked >20 hours per week ® IPS 14 33.33 0.002 0.77 8.75 1.83-41.75
TVR 2 5.41
Hours worked ¢ IPS 140.02 249.36 0.002 0.70
TVR 13.95 55.48

2 Data for competitive employment were available for N=83 (86% of the total sample, IPS N=46, 92% and TVR N=37, 80%).
b Data for working 220 hours per week were available for N=79 (82% of the total sample, IPS N=42, 84% and TVR N=37, 80%).
¢ Data for hours worked were available for N=80 (83% of the total sample, IPS group N=43, 86% and TVR group N=37, 80%).
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satisfied with their job specialist, N=28 (72%) were
quite or very satisfied with the intervention, and N=26
(68%) reported that participation had been quite or very
useful. At 12-months follow-up, N=20 (63%) were quite
or very satisfied with their job specialist, N=19 (59%)
were quite or very satisfied with the intervention, and
N=16 (50%) reported that participation had been quite
or very useful. Challenges with illness was the most
common barrier for participating in the intervention
(N=18, 53%) followed by the content of the intervention
not meeting expectations (N=7, 21%) and transportation
challenges (eg, meeting the job specialist or potential
employers) (N=7, 21%). The most commonly reported
helpful factors were the availability of the job special-
ist (N=30, 83%), having the choice of whether or not
to disclose their illness to employers or others (N=29,
83%), regular follow-up from the job specialist (N=25,
81%), and having specific steps in the individualized job
search plan during the process (N=25, 76%).

Discussion

The SEED trial compared two contrasting vocational
rehabilitation approaches for young adults assessed as
having impaired work capability and who were not in
education, employment, or training. IPS was superior to
TVR in increasing participation in competitive employ-
ment among this group.

Sveinsdottir et al

Participants who received IPS were more likely to
be competitively employed during one year follow-up
compared to participants receiving treatment as usual in
TVR. Additionally, IPS participants worked more hours,
and more often worked >20 hours per week. These
results, together with the fidelity and process measures,
show that the IPS methodology can be applied to young
adults at risk of early disability due to social or health-
related problems that do not necessarily involve mental
illness. The findings are in line with previous literature
of IPS for patients with severe mental illness, showing
that IPS is more effective than control conditions in pro-
moting competitive employment (33). The employment
rates of 48% versus 8% are similar to findings from a
recent Swedish IPS study (34).

Only 8% of TVR participants obtained any competi-
tive employment during follow-up. Although the TVR
intervention involves prevocational training with close
follow-up aimed at finding a job (15), the sheltered nature
of the approach may preclude competitive employment
by placing participants in a training situation outside the
labor market and in an environment with others who are
in the same situation. Although the current study does not
have data on the duration and intensity of the interven-
tion for the individual participants, the results indicate
that participation in TVR may have left little time for
efforts aimed toward attaining competitive employment.
The results strongly suggest that providing direct sup-
port to finding and keeping competitive jobs rather than
preparing clients in sheltered training settings is a more

Table 3. Secondary health-related outcomes for each group at 6- and 12-months follow-up, and comparison of groups (unadjusted analyses).
[IPS=individual placement and support; TVR=traditional vocational rehabilitation; WHODAS=World Health Organization Disability Assessment
Schedule; HSCL=Hopkins Symptom Checklist; CFQ=Chalder Fatigue Questionnaire; SHC=subjective health complaints; TOMCATS=theoretically
originated measure of the cognitive activation theory of stress; AUDIT=Alcohol Use Disorders Identification Test; DUDIT=Drug Use Disorders

Identification Test.]

6-months follow-up

12-months follow-up

IPS TVR IPS TVR

N Mean SD N Mean SD P-value Cohen'sd N Mean SD N Mean SD P-value Cohen'sd
WHODAS (0-48) 37 1037 947 24 983 864 0820 006 31 9.70 7.31 25 1330 8.19 0.088 0.6
HSCL total (1-4) 38 174 059 24 195 054 0165 037 30 179 063 26 200 0.60 0220 0.33
HSCL depression (1-4) 38 184 072 24 204 056 0254 031 30 189 074 26 215 0.72 0.183 0.36
HSCL anxiety (1-4) 38 160 049 24 182 060 0115 041 30 165 053 26 177 0.55 0403 0.23
CFQtotal (0-33) 38 1405 634 24 1473 474 0656 012 30 1419 599 26 1452 507 0823 0.06
CFQ physical (0-21) 38 932 477 24 986 350 0631 013 30 955 430 26 9.42 3.80 0903 0.3
CFQmental (0-12) 38 474 237 24 483 188 0810 006 30 463 240 26 508 2.00 0460 0.20
SHC total (0-87) 36 1244 1015 24 1813 11.58 0.049 052 27 14011035 25 1805 10.63 0.172 0.38
SHC musculoskeletal (0-24) 36 347 368 24 499 473 0167 036 28 400 411 26 560 3.89 0.149 0.40
SHC pseudoneurology (0-21) 37 532 486 24 7.83 487 0055 051 28 584 419 25 6.85 449 0397 0.23
SHC gastrointestinal (0-21) 37 261 356 24 265 246 0958 001 27 285 344 25 2.67 3.18 0846 0.05
Global well-being, current(1-10) 36 456 1.73 22 514 249 0344 027 30 483 190 25 472 213 0.836 0.06
Global well-being, past (1-10) 36 336 174 22 391 197 0274 029 31 365 176 25 420 235 0317 0.26
Global well-being, future (1-10) 35 6.36 2.58 22 677 256 0555 016 30 8531087 25 6.06 261 0272 0.31
TOMCATS coping (1-4) 39 277 078 23 283 049 0725 009 29 279 062 25 276 0.88 0872 0.04
TOMCATS helplessness (1-4) 39 234 077 24 279 069 0021 062 29 240 071 26 2.67 0.69 0.167 0.38
TOMCATS hopelessness (1-4) 37 218 0.66 24 245 067 0124 041 29 208 075 25 252 0.83 0.046 0.55
AUDIT-C (0-12) 38 308 255 26 362 348 0479 018 31 281 240 26 358 293 0280 0.29
DUDIT-C (0-16) 37 014 059 26 085 217 0114 045 30 027 087 24 104 274 0194 038
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effective way to reintegrate vulnerable NEET into the
competitive labor market.

Although participants were generally satisfied with
the IPS intervention, the program scored low on fidel-
ity. The quality of the implementation was thus below
fidelity benchmarks attained in many prior IPS studies.
One continuing weakness in IPS implementation was
the lack of integration between employment and health
care services. Other issues were low scores on providing
follow-up after employment, assertive engagement and
outreach for clients who missed appointments, agency
focus on competitive employment, and job specialists
spending too much time on non-vocational services.
Previous studies have shown that higher fidelity is asso-
ciated with better employment outcomes (35, 36), which
may also be true for this population, but this cannot be
demonstrated until a high fidelity IPS program has been
evaluated. These issues should therefore be considered
in future efforts to provide IPS to non-psychiatric popu-
lations and may, for example, require the establishment
of more structured routines to integrate any relevant
health services in the intervention.

Participants mainly reported psychological problems
as a reason for unemployment at baseline, which mir-
rors the statistics of youth in high-income countries (6)
as well as young disability benefit recipients in Norway
(37). Other health or non-health related reasons were
however also common, which illustrates the sample’s
diversity in terms of type of social and health-related
problems compared to previous IPS trials. Baseline
characteristics among the participants are discussed in
more detail in a previous paper (32), showing that the
prevalence of adverse social experiences (ie, bullying
and violence) was highly prevalent, while more than half
of participants also reported scores above predefined
cut-offs for psychological distress as well as alcohol
use, and about one third reported severe disability. Find-
ings on secondary health-related outcomes at follow-up
were inconsistent, but indicated that IPS also had more
favorable effects on some non-vocational outcomes.
Unadjusted analyses showed few significant findings,
but the loss to follow-up resulted in reduced power and
possibly increased risk of type-II error. In the adjusted
analyses, participants in the IPS group had significantly
less disability, subjective health complaints, drug use,
helplessness and hopelessness, and a more optimistic
view on future well-being, compared to the TVR group.
The findings provide an interesting addition to the exist-
ing IPS literature, which has generally not found effects
on non-vocational outcomes (9). The finding that par-
ticipants felt more helpless and hopeless after receiving
TVR compared to IPS, indicates that traditional shel-
tered interventions may preclude individual’s feelings
of control and promote the belief that the actions they
take may not have any effect on their situation, or even
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make it worse (38). The current study is also the first to
demonstrate positive outcomes of IPS on drug use and
optimism about future well-being. Findings on disability
and subjective health complaints are however in line
with a recent Norwegian trial of patients with moderate
and severe mental illness (39) but appear weaker and
more inconsistent on outcomes related to mental health.
This may be partly explained by characteristics of the
sample in the current study, who generally had less
severe psychiatric symptoms than IPS participants in
previous trials. It is however also important to note that
participation in IPS was not associated with any negative
impact on health, even though participants represented a
vulnerable group qualified for sheltered work training.
This aligns with the previous research on IPS (40) and
suggests that concerns for potential detrimental health
effects of non-sheltered approaches for this group may
be unsubstantiated.

Strengths and limitations

The main strengths of the current study include the
rigorous RCT design and the investigation of IPS for a
new and important target group. The study addresses an
established need in the literature for effective interven-
tions to help NEET enter the labor market (1) and indi-
cates that IPS may have the potential to forestall entry
into the disability system for this group.

The study also has several limitations. The relatively
small sample size precluded subgroup analyzes and
may reduce generalizability. Although findings on the
main outcome were strong, the confidence interval was
large, indicating that there is need for larger replication
studies to confirm the results. The power calculation
was only performed for the primary outcome, and the
small sample size reduces the chance of reaching statis-
tical significance, in particular for secondary outcomes
with missing data at follow-up. Differential attrition at
6-months is a threat to internal validity. This was miti-
gated by applying mixed effects models (with MLE),
which is a recommended approach to handle complex
structures of missing data (31). Due to the considerable
number of secondary outcome measures included in the
study, alpha inflation is a concern, suggesting caution in
interpreting these findings.

The dichotomous primary outcome is a simplistic
measure, which may be too crude to capture the many
aspects of employment (16). It is however the most
commonly used outcome in previous IPS studies and
serves as a useful general-purpose measure (16), which
was supplemented with data on ever working >20 hours
per week and the continuous measure of hours worked.
Due to problems in the data collection we were however
unable to collect sufficient data on further indicators of
successful employment, which represents a limitation



to the study. The use of self-report data for competitive
employment may also increase the risk of bias, and it
is also uncertain whether the effects will hold up in the
long-term. This will be followed up in a subsequent
paper with objective register data from the NAV, which
will provide a more conservative, yet reliable and com-
plete measure of labor market participation for up to
five years after enrollment. These data will also form
the basis for a cost-benefit analysis.

Data on potential harms was not collected in the
study. There were routines for reporting and handling
any harms/adverse effects reported directly to the project
group or to the job specialists, but there were no such
reports.

Concluding remarks

The results showed that IPS can be successfully applied
to NEET with impaired work capability due to various
social or health-related problems. IPS was superior to
TVR in increasing participation in competitive employ-
ment among this group, and also promoted improve-
ments in level of disability, subjective health, feelings
of helplessness and hopelessness, and drug use, when
adjusted for missing observations. Based on the results
from the current study, we recommend that IPS services
should be offered to improve labor market participation
among young adults at risk of early work disability.
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Prosjektvurdering - Kommentar

Prosjektnr: 38271

SEED-studien er en randomisert kontrollert studie der malet er & evaluere to ulike tiltak som tilbys av NAV for
a forebygge uferhet og oke arbeidsdeltakelse blant unge som star i fare for 4 falle ut av arbeidslivet. Deltakerne
fordeles tilfeldig til de to ulike arbeidsrettede tiltakene: Arbeidspraksis i skjermet virksomhet (APS) eller
Supported Employment (SE).

SEED-studien vil bidra med ny kunnskap om effekten som de ulike tiltakene har med tanke pa:
* Sykefraver, mottak av stenad og uferetrygd (registerdata)

* Fysisk og psykisk helse, funksjon og mestring (sperreskjemadata)

* Kostnadseftfektivitet av tiltakene (kost/nytte-analyse).

Utvalget bestéar av 200-400 personer mellom 18-29 &r som faller innunder NAV-lovens § 14a med behov for
spesielt tilpasset innsats. Forstegangskontakt foretas via saksbehandler i NAV, som videreformidler
informasjon om prosjektet med invitasjon til allmeter i regi av Uni Helse i samarbeid med NAV.

Informasjonsskrivet av 06.05.14 er godt utformet.

Data samles inn via standardiserte og validerte sperreskjema om livsstil, funksjon, symptomer og helsetilstand.
Deltakelse inneberer a fylle ut sperreskjema for oppstart av tiltak, samt etter 6 og 12 maneder. I tillegg
innhentes det samtykke til at registerdata for drene 2011-2021 kan innhentes om den enkelte. Folgende
registerdata inngér:

- Alder og kjenn

- Bruk av gkonomisk sosialhjelp

- forlepsdata for utdanning (type, start- og eventuelt sluttdato, heyeste oppnadde niva)

- forlepsdata for arbeidsforhold (start- og evt. sluttdato, neringskode)

- forlepsdata om sykefraveaer (start- og evt. sluttdato, diagnose, prosentandel)

- forlepsdata for tiltak og ytelser (start- og evt. sluttdato for dagpenger, arbeidsavklaringspenger, belep)
- forlepsdata for uferetrygd (start- og evt. sluttdato, uferegrad)

- arlig pensjonsgivende inntekt

Ombudet anser at konfidensialitet og frivillighetsaspekt er ivaretatt pa en god méte. Hvorvidt man deltar i eller
trekker seg fra studien, far ingen konsekvenser i forhold til deltakelsen i tiltakene og oppfelgingen fra NAV.
Den enkeltes besvarelse vil heller ikke veere tilgjengelig for ansatte i NAV.

Fremgangsmaéten rundt informasjonssikkerhet er som foelger:

Forskergruppen mottar navn og personnummer fra NAV pa dem som har samtykket til deltakelse i studien.
@vrige kontaktopplysninger (adresse, e-post adresse, evt. mobilnummer) innhentes direkte fra deltakerne.
Koblingsnekkelen for registerdata oppbevares hos SSB, mens den opprinnelige koblingsnekkelen for
sporreskjemadata for kobling med registerdata oppbevares i brannsikkert skap med tallkode hos Uni Research.



Uni Research sletter sin koblingsnekkel sa snart skjemadata er ferdig innsamlet. Behandling og oppbevaring av

data skjer i avidentifisert form, pa sikker server, jf. telefonsamtale med prosjektleder av 14.05.14.

Ved oversendelse av data ma det i tillegg benyttes anerkjente krypteringsstandarder. Personvernombudet legger
til grunn at forsker etterfolger Uni Research sine interne rutiner for datasikkerhet. Det er kun autorisert
personell knyttet til prosjektet som har adgang til datamaterialet, og alle personer som er tilknyttet prosjektet har

taushetsplikt.

Sperreskjema fylles ut enten i papirformat eller elektronisk. Qualtrics er databehandler for prosjektet. Uni
Research AS skal inngé skriftlig avtale med Qualtrics om hvordan personopplysninger skal behandles, jf.
personopplysningsloven § 15.For rad om hva databehandleravtalen ber inneholde, se Datatilsynets veileder:
http://www.datatilsynet.no/Sikkerhet-internkontroll/Databehandleravtale/.

Forventet prosjektslutt er 01.12.2025. Ifelge prosjektmeldingen skal innsamlede opplysninger da anonymiseres.
Anonymisering innebzrer & bearbeide datamaterialet slik at ingen enkeltpersoner kan gjenkjennes. Det gjores
ved &:

- slette direkte personopplysninger (som navn/koblingsnekkel)

- slette/omskrive indirekte personopplysninger (identifiserende sammenstilling av bakgrunnsopplysninger som
f.eks. bosted/arbeidssted, alder og kjonn)

Vi gjer oppmerksom pa at ogsa databehandler ma slette personopplysninger tilknyttet prosjektet i sine systemer.

Dette inkluderer eventuelle logger og koblinger mellom IP-/epostadresser og besvarelser.






Uni Helse Uni Health
besoksadresse K

uni Helse telefon +4 0 telefaks +47 55 58 98 78
no/helse epost helse@unino
organisasjonsnummer 985 827 117 mva

Forespgrsel om deltakelse i forskningsprosjektet SEED

Bakgrunn og hensikt

Dette er en forespgrsel til deg om a delta i SEED-studien, der hensikten er 8 sammenlikne to
arbeidsrettede tiltak for a fa bedre kunnskap om hva som kan hjelpe unge mennesker a
komme i arbeid og hindre utstgting fra arbeidslivet. Prosjektet drives av Uni Helse, og er
finansiert av Norges Forskningsrad. Ansvarlig for prosjektet er prosjektlederne dr. Silje E. Reme
og dr. Torill H. Tveito.

Hva innebaerer studien?

Dersom du velger & delta i forskningsprosjektet, vil du bli bedt om & svare pa en del spgrsmal
om bl.a. fysisk og psykisk helse og funksjonsevne. Hvis du gnsker det, vil du fa hjelp og
assistanse til utfyllingen av spgrreskjemaet. Deretter vil du bli tilfeldig trukket til en av to
grupper som vil motta ulike arbeidsrettede tiltak: Gruppe 1 far oppfglging med tiltaket
«Arbeidspraksis i skjermet virksomhet» (APS), som innebarer arbeidstrening og kvalifisering
med oppfglging med mal om a skaffe arbeid. Gruppe 2 far oppfglging med tiltaket individuell
jobbstgtte ved bruk av metoden «Supported Employment» (SE), som innebaerer aktivt jobbsgk
og hjelp til & finne arbeid. Hvilken gruppe du blir trukket ut til er helt tilfeldig og det er ingen,
hverken du selv eller noen du mgter i prosjektet, som kan pavirke eller som pa forhand vet
utfallet av trekningen.

Opplysninger fra offentlige registre

Vi gnsker a bruke informasjonen du har gitt oss i spgrreskjemaet sammen med informasjon fra
offentlige registre, og vi ber deg derfor om tillatelse til & hente informasjon om yrkesaktivitet
og inntekt, sykefravaer og diagnose, tiltak, trygder og stenader som du mottar fra NAV, og
gkonomisk sosialhjelp og utdanning fra Statistisk Sentralbyra (SSB) fra perioden 2011-2021. Vi
vil ogsa hente inn informasjon om hvilke tiltak du far under prosjektperioden, oppfalging og
oppmgte. Formalet med disse opplysningene er a undersgke om tilbudet du far har effekt pa
arbeidslivsdeltakelse og helse.

Hva skjer med informasjonen om deg?

Informasjonen som registreres om deg vil kun brukes slik som beskrevet i dette brevet. Som
deltaker i prosjektet vil du fa tildelt en individuell nummerkode. Denne koden vil knytte deg til
dine personlig gjenkjennende opplysninger (navn, personnummer og kontaktinformasjon)
gjennom en liste som oppbevares i lasbart og brannsikkert skap. All annen informasjon som
samles inn om deg vil ikke bli behandlet sammen med disse personlige opplysningene, og det
er kun en liten gruppe forskere som har adgang til denne listen. Verken NAV eller noen andre
utenforstaende kan finne ut hva den enkelte har svart. | tillegg har alle personer som er knyttet
til prosjektet (for eksempel saksbehandler og andre ansatte ved NAV, behandlere, forskere,
teknisk personale og kontorpersonale) taushetsplikt.

Uni Helse er en avdeling i forskningsselskapet Uni Research.
Avdelingen utfgrer og formidler forskning innen fagomrader som har betydning for helse, livsstil og arbeid.

Uni Health is a department of the research company Uni Research.
The department conducts and disseminates research in specialist fields relatina to health. lifestvle and work.



Innen utgangen av 2025 vil datamaterialet bli anonymisert ved at verken direkte eller indirekte
personidentifiserbare opplysninger fremgar, og navneliste og koblingsngkler med individuelle
nummerkoder vil bli slettet. Anonymiseringen innebaerer videre at spgrreskjema makuleres.
Det vil ikke veere mulig a identifisere deg i resultatene av studien nar disse publiseres.

Mulige fordeler eller ulemper
Deltakelse i prosjektet omfatter ingen risiko for din helse. Det innebaerer ingen kostnad for deg
a delta.

Frivillig deltakelse

Det er viktig & understreke at denne studien som utfgres av Uni Helse, er adskilt fra tiltaket
som tilbys fra NAV. Det vil si at mens NAV stiller krav til deltakelse i tiltaket, sa er det frivillig a
delta i selve studien. Du kan nar som helst og uten a oppgi noen grunn trekke tilbake ditt
samtykke til & delta i selve studien. Dette vil ikke fa konsekvenser for den vanlige oppfglgingen
du far av NAV, din fastlege eller andre behandlere. Dersom du trekker deg har du rett til 3 be
om at opplysningene som er samlet inn fra deg slettes fra prosjektet. Krav om dette ma
fremsettes fgr data er analysert.

Dersom du gnsker a delta, undertegner du samtykkeerklaeringen pa siste side. Dersom du
senere gnsker a trekke deg eller har spgrsmal til studien, kan du kontakte prosjektkoordinator
Vigdis Sveinsdottir pa e-post: seed@uni.no eller ringe prosjekttelefonen: 55 58 99 59.
Ytterligere informasjon om studien finnes i kapittel A

Ytterligere informasjon om personvern, gkonomi og forsikring finnes i kapittel B

Samtykkeerklaering fglger etter kapittel B.



Kapittel A- forklaring av hva studien innebarer:

For a delta i studien ma du som deltaker ha et gnske om @ komme i jobb og kunne norsk godt
nok til 3 forsta og svare pa et spgrreskjema pa norsk. Du velger om du vil bli med i studien
etter 3 ha deltatt pd et mgte der du far informasjon om hva det vil bety for deg a veere med.
Sier du ja til a delta, blir du trukket ut til & motta ett av to tilbud: enten et arbeidsrettet tiltak i
trdd med dine gnsker ved en attfgringsbedrift, eller personlig jobbstgtte fra en jobbkonsulent.
Det er helt tilfeldig hvilket tiltak du far, det er ingen som kan pavirke dette.

Gruppe 1 - Tilbud om arbeidsrettet tiltak i attfgringsbedrift

Blir du trukket ut til denne gruppen, vil du motta oppfglging med tiltaket ”Arbeidspraksis i
skjermet virksomhet” (APS) i en attfgringsbedrift. | dette tiltaket kan du for eksempel fa prgve
deg innen catering, kantine, barnehage, bilverksted, mgbelverksted, interigravdeling,
transport, klesvask, sveising og lagerarbeid. Du vil fa aktiv oppfglging av radgivere og
arbeidsledere ved de ulike bedriftene. Du vil fa anledning til & prgve ut arbeidsevnen din i et
skjermet miljg, giennom arbeid som er tilpasset det du kan og utfordringene dine. Dette
styrker mulighetene dine til 3 skaffe deg vanlig Ignnet arbeid.

Gruppe 2 - Tilbud om personlig jobbstgtte

Blir du trukket ut til denne gruppen far du tett oppfelging av en jobbkonsulent som har fatt
opplaering i en metode som kalles Supported Employment - personlig jobbstgtte. Denne
metoden er utviklet for & hjelpe folk med helseplager eller andre utfordringer til a delta i det
vanlige arbeidslivet. Tiltaket har fokus pa at du skal fa arbeide i en jobb du gnsker basert pa
dine interesser og ferdigheter. Du blir ansatt pa en vanlig arbeidsplass, uten langvarig
opptrening pa forhand. Jobbsgking starter sa fort som mulig og senest innen 1 maned. Dette
tiltaket innebzaerer aktivt arbeid for & skaffe deg en jobb. Du vil fa stgtte fra jobbkonsulenten
din ogsa etter at du er ansatt.

Som deltaker i prosjektet vil du bli bedt om a fylle ut totalt 3 spgrreskjema: ved start, samt 6
og 12 maneder etterpa.

Kapittel B - Personvern, gkonomi og forsikring:

Personvern

Opplysningene som registreres om deg er f@grst og fremst basert pa den informasjonen som du
selv velger a fylle ut i spgrreskjema. Heftet med spgrreskjema er satt sammen av utprgvde og
standardiserte skjema, og i tillegg gnsker vi & hente opplysninger fra offentlige registre slik som
beskrevet pa fgrste side. For a vaere sikre pa at informasjonen fra de 3 spgrreskjemaene dine
blir koblet til riktig person og at informasjonen vi henter fra registrene virkelig gjelder deg, vil
vi bruke personnummeret ditt (11 siffer). Vi vil ikke bruke personnummeret til noe annet, og vi
vil slette listen med kobling til alle personlig gjenkjennende opplysninger nar datasamlingen er
ferdig og data er analysert (senest ved prosjektslutt i 2025). Kobling av informasjon tilbake til
deg etter at disse opplysningene er slettet blir altsa ikke mulig.

Uni Helse, ved prosjektlederne Silje E. Reme og Torill H. Tveito er databehandlingsansvarlige.
Rett til innsyn og sletting av opplysninger om deg

Hvis du takker ja til & delta i studien, har du rett til a fa innsyn i hvilke opplysninger som er
registrert om deg. Du har videre rett til & fa korrigert eventuelle feil i de opplysningene vi har



registrert. Dersom du trekker deg fra studien, kan du kreve a fa slettet innsamlede
opplysninger, med mindre opplysningene allerede er inngatt i analyser eller brukt i
vitenskapelige publikasjoner.

@konomi og Forskningsradets rolle

Dette prosjektet har som hovedfokus & undersgke om, og i sa fall hvilken, effekt de to ulike
arbeidsrettede tiltakene har for malgruppen. Studien er finansiert gjennom forskningsmidler
fra Norges Forskningsrad (NFR), program for Sykefraveer, arbeid og helse. Uni Helse er en
uavhengig og selvstendig aktgr i forhold til NFR.

Forsikring

Alle deltakere i prosjektet vil fa tilbud om oppfglging gjennom to ulike arbeidsrettede tiltak,
som til enhver tid fglger det gjeldende regelverk og oppfyller det man har krav pa av
oppfalging fra NAV. Vi regner ikke at dette prosjektet innebaerer noen risiko for de personene
som deltar.

Informasjon om utfallet av studien

Du har til enhver tid rett til & trekke deg fra deltakelse i studien. Du kan ogsa be om
informasjon om utfallet av studien nar denne informasjonen er publisert. Informasjon om
utfall av studien vil ikke kunne identifisere enkeltpersoner, men vil kun vise hovedtendenser
basert pa generelle kjennetegn, slik som kjgnn, alder og informasjon basert pa de innsamlede
data.
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Samtykke til deltakelse i studien:

Jeg er villig til 3 delta i SEED-studien, og godtar innhenting av opplysninger fra offentlige
registre (slik som beskrevet pa fgrste side)

(Signert av prosjektdeltaker, dato)

Jeg bekrefter & ha gitt informasjon om SEED-studien

(Signert, rolle i studien, dato)

Dersom deltaker gnsker G beholde informasjonsskrivet
kan denne siden adskilles fra de foregdende sidene.
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Avdelingen utfgrer og formidler forskning innen fagomrader som har betydning for helse, livsstil og arbeid.
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SEED-studien:
«Supported Employment and Preventing Early Disability»

Hensikten med dette forskningsprosjektet er a fa kunnskap om ulike tiltak for a forebygge ufgrhet
og gke arbeidsdeltakelse blant unge mellom 18-29 ar. Prosjektet er finansiert av Norges
Forskningsrad, og drives av forskere ved Uni Research Helse. Ansvarlig for prosjektet er
prosjektlederne Silje E. Reme og Torill H. Tveito.

For a avgjgre om tiltakene som undersgkes virker, er det ngdvendig a spgrre ganske grundig om
hvordan du har det na fgr oppfglgingen igangsettes. Vi ber deg bl.a. om a svare pa spgrsmal om
fysisk og psykisk helse, utdanning, arbeidsevne og funksjon. Du vil bli bedt om a fylle ut et mindre
spgrreskjema om 6 og 12 maneder.

Det er mange sp@grsmal i skjemaet, og det er ingen riktige eller gale svar. Les spgrsmalene ngye og
forspk a beskrive det som passer best for deg. Bruk magefglelsen og svar det som umiddelbart
virker som det riktige svaret for deg. Noen spgrsmal ligner pa hverandre. Arsaken til dette er at
sporreskjemaet er sammensatt av flere standardiserte spgrreskjema som brukes i forskning
internasjonalt og ikke kan endres pa. Det er derfor viktig at du besvarer alle spgrsmalene.

Det utfylte skjemaet er konfidensielt, og vil ikke bli lest av NAV eller andre utenforstaende.
Resultatene vil ikke bli presentert pa en mate som gjgr det mulig a identifisere den enkelte
svargiver. Alle vi som er knyttet til prosjektet har taushetsplikt.

Dersom du har spgrsmal om prosjektet, ta gjerne kontakt med oss.

Pa forhand tusen takk for hjelpen!

Prosjektleder I: Prosjektleder II: Prosjektkoordinator:
Silje E. Reme Torill H. Tveito Vigdis Sveinsdottir
Silie.Reme@uni.no Torill.Tveito@uni.no Vigdis.Sveinsdottir@uni.no

908 65 267 918 06 809 555899 59

Uni Research Helse, Postboks 7810, 5020 Bergen
Prosjekttelefon: 55 58 99 59
Prosjekt e-post: seed@uni.no



Sporreskjema: Del 1

1. Kjgnn
Dl Mann |:|2 Kvinne

Si fra dersom du gnsker
hjelp til a fylle ut skjema.

2. Fgdselsar: 19

3. Har du lese- og/eller skrivevansker?

[1,)a L1, Nei

4. Hvordan foretrekker du @ motta spgrreskjemaene ved 6- og 12-maneders oppfolging?
|:|1 | papirform
Dz | elektronisk form, pa fglgende e-postadresse (vennligst skriv tydelig):

5. Sivilstand
|:|1 Singel
|:|2 Kjaereste (men bor ikke sammen)
|:|3 Samboer
|:|4 Gift/partnerskap

6. Boforhold
|:|1 Bor for deg selv
|:|2 Bor i kollektiv/hybel sammen med andre
1, Bor sammen med venn
|:|4 Bor sammen med kjaereste/ektefelle/partner
|:|5 Bor hos mor og/eller far
DG Annet, spesifiser:

7. Barn
a) Hvor mange barn har du?
b) Dersom du har barn, hvor mange barn bor hos deg n3/er i husholdningen?
Antall 0-3 ar: 4-7 ar: 8-16 ar: Over 16 ar:

8. Ditt fgdeland:

Mors fgdeland:

Fars fedeland:

9. Har du fgrerkort?

[1,)a (1, Nei



10. Hva slags utdanning har du? (Sett kryss ved den hgyeste utdannelsen du har)
DlGrunnskoIenivé (Barne- og ungdomsskole)
], Videregaende skole
D; Universitet/hggskole 1-4 ar
D4 Universitet/hggskole mer enn 4 ar
|:|5 Annet, spesifiser:

ARBEID

11. Har du tidligere deltatt i arbeidsrettede tiltak i regi av NAV?
Cl,sa L, Nei
Hvis ja, hvilke?
Tiltak: Periode
Tiltak: Periode
Tiltak: Periode
Tiltak: Periode

12. Hva er de viktigste arsakene til at du ikke er i arbeid?
D1 Psykiske plager
[, Arbeidskonflikt
D3 Andre helseplager
|:|4 Belastninger i hjemmesituasjonen

Ds Annet:
13. Yrke
a) Har du tidligere veert i arbeid? Dlja |:|2 Nei (Dersom nei, ga til punkt 14)
b) Hva er/var ditt hovedyrke:
c) Antall ariyrket stillingsprosent: %
d) Type bedrift:
e) Har du privat ufgreforsikring? |:|1Ja Dz Nei
BEHANDLING
14. Har du fatt behandling/oppfelging av helsepersonell i Igpet av de siste 6 manedene?
Dl Fastlege/bedriftslege antall konsultasjoner:
Dz Distriktspsykiatrisk senter antall konsultasjoner:
I:]g Psykolog antall konsultasjoner: ___
D4 Fysio-/manuellterapeut antall konsultasjoner:
Ds Kiropraktor antall konsultasjoner:

D6 Alternativ behandling (f. eks. homeopati, akupunktur) antall konsultasjoner:
D7 Annet, spesifiser: antall konsultasjoner:




Hva er du mest forngyd med av behandlingen/oppfelgingen du har fatt?

EGENVURDERINGER

15. a) Hvis du begynner i arbeid, hvilken effekt vil det ha pa dine plager?
DlForverre tilstanden
|:|z Forsinke helbredelsen
|:|3 Ikke noen effekt
|:|4 Litt gunstig effekt
|:|5 Sveert gunstig effekt

b) Ta standpunkt til denne pastanden:

Passer Passer Passer verken Passer Passer
(Sett kryss) - . -
svaert godt  godt godt eller darlig  darlig  sveert darlig
Jeg regner med a vaere i jobb i
|:I1 Dz I:‘g D4 DS

Igpet av noen uker

SOVN
16. a) Hvor mange ganger i uken har du vanskeligheter med a sovne?

|:|0 I:‘l Dz |:|3 I:]4 Ds De D7

Hvor mange ganger i uken har du nattlige oppvakninger?

., o, O, O, d, O O 0,

Hvor mange ganger i uken vakner du tidlig pa morgenen og har vanskeligheter med a fa
sove igjen?

., o, 0O, O, O, O O 0,

(Dersom du ikke har hatt noen av disse sgvnvanskene, ga til punkt 17)

b) Hvor lenge har disse sgvnvanskene vart?
D1 Mindre enn 1 maned Dz 1-3 maneder Dg Over 3 maneder

c) Hvor mange ganger i uken gar sgvnvanskene ut over privatliv eller jobb/skole?

I:lo I:‘l l:lz I:l3 I:‘4 l:ls I:ls I:‘7



MOBBING

Vi sier at en person blir mobbet ndr en eller flere andre sier eller gjgr vonde og ubehagelige ting
mot denne personen. Ved mobbing skjer disse tingene vanligvis gjentatte ganger, og den som blir
utsatt kan ha vanskelig for @ forsvare seg. Det er ogsG mobbing ndr en person med hensikt blir
stengt ute fra venneflokken, eller nar andre forteller Iggner eller sprer falske rykter om ham eller
henne. Om en person gjentatte ganger blir ertet pG en ubehagelig og sdrende mdte, er dette ogsa
mobbing. Men det er ikke mobbing ndr noen blir ertet pd en snill og vennskapelig mate, eller ndr to
omtrent like sterke (jevnbyrdige) personer sldss eller krangler.

17. Tenk tilbake pa skoletiden din:

a) Hvor ofte ble du mobbet av en eller flere andre elever?
|:|1 Aldri eller nesten aldri
Dz | en kort periode (noen uker)
|:|3 | flere korte perioder
|:|4 | en lang periode (over flere maneder)
|:|5 | flere lengre perioder av min skoletid

b) Hvor ofte var du selv med pa a mobbe en eller flere andre elever?
|:|1 Aldri eller nesten aldri
|:|2 I en kort periode (noen uker)
|:|3 | flere korte perioder
Llsten lang periode (over flere maneder)
|:|5 | flere lengre perioder av min skoletid

c) Hvor ofte ble du mobbet av en eller flere lerere?
|:|1 Aldri eller nesten aldri
Dz | en kort periode (noen uker)
|:|3 | flere korte perioder
|:|4 | en lang periode (over flere maneder)
|:|5 | flere lengre perioder av min skoletid

18. Tenk tilbake pa tidligere arbeidsplasser: (Dersom du aldri har veert i jobb, gd til punkt 19)

a) Hvor ofte ble du mobbet av en eller flere kolleger?
|:|1 Aldri eller nesten aldri
[, 1en kort periode (noen uker)
|:|3 | flere korte perioder
|:|4 | en lang periode (over flere maneder)
|:|5 | flere lengre perioder av min tid i arbeidslivet



b) Hvor ofte ble du mobbet av en eller flere ledere?
|:|1 Aldri eller nesten aldri
|:|2 | en kort periode (noen uker)
|:|3 | flere korte perioder
(i 1en lang periode (over flere maneder)
|:|5 | flere lengre perioder av min tid i arbeidslivet

c) Hvor ofte var du selv med pa a mobbe en eller flere kolleger?
|:|1 Aldri eller nesten aldri
|:|2 | en kort periode (noen uker)
|:|3 | flere korte perioder
|:|4 | en lang periode (over flere maneder)
|:|5 | flere lengre perioder av min tid i arbeidslivet

19. Tenk pa andre sosiale sammenhenger utenom skole og arbeidsliv (f.eks. vennegjeng,
famille og idrettslag):

a) Hvor ofte er du blitt mobbet i sosiale sammenhenger utenom skole og arbeidsliv?
|:|1 Aldri eller nesten aldri
|:|2 | en kort periode (noen uker)
|:|3 | flere korte perioder
Llaten lang periode (over flere maneder)
|:|5 | flere lengre perioder av mitt liv utenom skole og arbeidsliv

b) Hvor ofte har du selv vaert med pa 3 mobbe andre i sosiale sammenhenger utenom
skole og arbeidsliv?

|:|1 Aldri eller nesten aldri

|:|2 | en kort periode (noen uker)

|:|3 | flere korte perioder

|:|4 | en lang periode (over flere maneder)

|:|5 | flere lengre perioder av mitt liv utenom skole og arbeidsliv

20. Tenk pa alle de ulike arenaene nevnt ovenfor (bade skole, eventuelt arbeid og andre
sosiale sammenhenger)

a) Har du selv vaert utsatt for mobbing i Igpet av de siste 6 manedene?
[, Ikke i det hele tatt (g6 til punkt 20c)
Dz En sjelden gang

D3 2 eller 3 ganger i maneden
D4 Omtrent en gang i uken
|:|5 Flere ganger pr. uke



b) Over hvor lang periode har mobbingen foregatt?
|:|1 Kun noen uker
Dz Noen maneder
D; Mellom 6 mnd. og 1 ar
D4 Mellom 1 og 2 ar
D_c, Mer enn 2 ar

c) Har du selv vaert med pa a mobbe andre i Igpet av de siste 6 manedene?
[, Ikke i det hele tatt (g6 til punkt 21)
|:|2 En sjelden gang

52 eller 3 ganger i maneden
D4 Omtrent en gang i uken
|:|5 Flere ganger i uken

d) Over hvor lang periode har mobbingen av andre foregatt?
|:|1 Kun noen uker
[], Noen maneder
D3 Mellom 6 mnd. og 1 ar
E|4 Mellom 1 og 2 ar
Ds Mer enn 2 ar

VOLD

21. a) Har du pa noe tidspunkt vaert pafgrt vold av en eller flere andre personer?
(Uhell og vanlige barneslagsmal regnes ikke med)
Dlja Dz Nei (Hvis nei, gd til punkt 22)

b) I tilfelle vold, hva slags vold har du vart utsatt for?
L1, Blitt sl&tt
Dz Ran/Overfall
|:|3 Seksuell vold eller overgrep
E|4 Frihetsbergvelse
|:|5 Alvorlige trusler
|:|6 Annen form for vold:

c) I tilfelle du har vaert utsatt for vold, hvor ofte har dette skjedd?
|:|1 En enkelt hendelse
1, Flere enkelthendelser
|:|3 Regelmessig i 1 — 12 maneder
, Regelmessig i over ett ar



ALKOHOL, RUS OG LEGEMIDLER

22. Alkohol
a) Hvor ofte drikker du alkohol?

|:|1A|dri (Hvis aldri, ga til punkt 23)
Dz Manedlig eller sjeldnere

L1, To til fire ganger i maneden
|:|4To til tre ganger i uken

|:|5 Fire ganger i uken eller mer

b) Hvor mange alkoholenheter (en drink, et glass vin eller 1 liten flaske pilsnergl) tar du
pa en "typisk" drikkedag?
12
[1,3-4
[l,5-6
[1,7-9
|:|5 10 eller flere

c) Hvor ofte drikker du seks alkoholenheter eller mer?
L1, Aldri
|:|2$jelden
|:|3 Noen ganger i maneden
|:|4 Noen ganger i uken
|:|5 Nesten daglig

d) Nar du drikker, drikker du da vanligvis (sett ett eller flere kryss)
|:|1 @l eller cider
L1, vin

|:|3 Brennevin

23. Rusmidler
Her er noen spgrsmal om narkotiske stoffer og legemidler (rusmidler). Vi er takknemlige om du
svarer sa grundig og zerlig som mulig ved a8 markere det alternativ som gjelder for deg.

1. Hvor ofte bruker du andre rusmidler enn alkohol?
(Se liste over narkotiske stoffer og legemidler pa side 11)

Aldri (Hvis aldri, 1 gangimaneden 2-4 ganger i 4 ganger i uken
ga til punkt 24) eller sjeldnere maneden eller mer

L, L, L, L, L,

2-3 ganger i uken

2. Bruker du flere enn ett rusmiddel ved ett og samme tilfelle?

1 gang i maneden 2-4 ganger i 4 ganger i uken
eller sjeldnere maneden eller mer

L, L, L, L, L,

Aldri 2-3 ganger i uken



10.

Hvor mange ganger i Igpet av en typisk dag tar du stoff/legemidler, nar du tar rusmidler?

0 1-2 34 5-6 7 eller flere
L], L], L], L], L,
Hvor ofte blir du kraftig pavirket av rusmidler?
Aldri 2::1;;?::;:2:: Hver maned Hver uke nesDtaegr:iﬁvee”recriag
L], L], L], L], L]

Har du det siste aret opplevd at lengselen etter rusmidler har vaert sa sterk at du ikke
kunne sta imot?

Aldri Sjeldn.ereoenn en Hver maned Hver uke Daglig eller
gang i maneden nesten hver dag
L1, L, L, L. L,

Har det hendt at du i Igpet av det siste aret ikke kunne slutte a ta rusmidler nar du fgrst
hadde begynt?

Aldri SJeIdn.ereqenn en Hver maned Hver uke Daglig eller
gang i maneden nesten hver dag
L], L], L], L], L]

Hvor ofte i Igpet av det siste aret har du tatt rusmidler og sa latt vaere 3 gjgre noe som du
burde ha gjort?

Aldri SJeIdn_erenenn en Hver maned Hver uke Daglig eller
gang i maneden nesten hver dag
L, L, L, L. L,

Hvor ofte i Ippet av det siste aret har du hatt behov for a starte dagen med a ta rusmidler
etter stort inntak dagen fgr?

Aldri SJeIdn.ereoenn en Hver maned Hver uke Daglig eller
gang i maneden nesten hver dag
L, L1, L, L, L

Hvor ofte i Igpet av det siste aret har du hatt skyldfglelse eller darlig samvittighet fordi
du har brukt rusmidler?

Aldri SJeIdn_ereuenn en Hver maned Hver uke Daglig eller
gang i maneden nesten hver dag
R R L], L], L1,

Har du eller noen andre blitt skadet (psykisk eller fysisk) pa grunn av din bruk av
rusmidler?

Nei Ja, men ikke i Igpet Ja, i lppet av det
av det siste aret siste aret
1, 1, L,



11. Har en slektning eller venn, lege eller sykepleier, eller noen andre veart urolige for din
bruk av rusmidler, eller sagt til deg at du burde slutte med rusmidler?

Cannabis

Cannabis
Cannabisolje
Hasj
Marihuana

Legemidler regnes som rusmiddel nar du tar det:

Nei

L,

Ja, men ikke i lppet
av det siste aret

L,

Ja, i Igpet av det
siste aret

L,

LISTE OVER NARKOTISKE STOFFER (OBS. IKKE ALKOHOL)

Amfetamin,
sentralstim.

Amfetamin
Betelngtt
Concerta
Dexamin
Equasym
Fenmetralin
Khat
Metamfetamin
Metylfenidat
Modafinil
Modiodal
Ritalin

Kokain

Crack
Freebase
Kokablad
Kokain
Kokainbase
Kokapasta

Opiater

Heroin
Opium
Reyke-
heroin

Hallusinogener Lgsemidler GHB og gvrige
2C-B, DOB Bensin Amylniritt (poppers)
DMT (mimosa) Gass Anabole steroider
Ecstacy (MDMA)  Lim Antikolinergika
Fleinsopp Lgsemidler (Disipal, Akineton)
Ketalar/Ketamin Trikloretylen GHB, GBL

LSD Tynner Lystgass

Magic

mushrooms

Meksikansk sopp

Meskalin/Peyote

Muscat

PCP

Piggeple

Psilocybin

LEGEMIDLER

e Mer eller oftere enn legen har foreskrevet
e For a ha det moro, fgle deg bra, bli «hgy», eller prgve ut effekten av dem

e Og har fatt det av en slektning eller venn
e Og har kjgpt det «svart» eller stjalet det

Tabletter regnes IKKE som rusmiddel nar de er foreskrevet av lege og du tar dem slik legen sier at
du skal (bade mengde og hyppighet).

Beroligende legemidler og/eller
sovetabletter

Alopam
Aprazolam
Apodorm
Ativan
Barbital
Diazepam
Dormicum
Fenemal
Fenobarbital
Flunitrazepam
Flunipam
Heminevrin
Imovane

Karisoprodol
Klometiazol
Klonazepam
Lorazepam
Midazolam
Mogadon
Nitrazepam
Oxazepam
Rivotril
Rohypnol
Sobril
Somadril
Stesolid

Stilnoct
Valium
Vival
Xanor

Zolpidem
Zopiclone
Zopiklon

Xanor dep.

Smertestillende legemidler

Actiq

Anervan

Aporex

Apotekets sterke
hostesirup
Buprenorfin
Cosylan
Dekstropropoksyfen
Dolcontin
Durogesic
Etylmorfin

Fentanyl

Fortralin

Hydrokon
Hydromorfonklorid
Kapanol

Ketalar
Ketamin
Ketobemidon
Ketogan
Ketorax
Kodein
Leptanal
Matrifen
Meprobamat
Metadon
Morfin
Morfinscopolamin
Nobligan
Norspan
Oksykodon
OxyContin

OxyNorm
Pallodon
Paralgin
Paralgin forte
/major/minor
Petidin

Pinex

Pinex forte
/major
Solvipect Comp
Suboxone
Subutex
Temgesic
Tramadol
Tramagetic




24. Bruker du medisiner?
|:|1 Ja, daglig
|:|2 Ja, ved behov

L1, Nei

Hvilke medisiner bruker du?

Medikament:
Medikament:
Medikament:
Medikament:
Medikament:
Medikament:
Medikament:
Medikament:
Medikament:
Medikament:

Du er nd ferdig med farste del av sparreskjemaet.

Antall mg:

Antall mg:

Antall mg:

Antall mg:

Antall mg:

Antall mg:

Antall mg:

Antall mg:

Antall mg:

Antall mg:

Ta gjerne ta en pause dersom du gnsker det.
Del 2 starter pd neste side:
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Sporreskjema: Del 2

25. Helseproblemer siste 30 dggn

Nedenfor nevnes noen vanlige helseplager. Vi vil be deg om a vurdere hvert enkelt
problem/symptom, og oppgi i hvilken grad du har vaert plaget av dette i Igpet av de siste tretti
dggn, og antall dager du har veert plaget.

Eksempel
Hvis du fgler at du har veert en del plaget med forkjglelse/influensa siste maned, og varigheten av

plagene var ca. en uke, fylles dette ut pa fglgende mate:

Sett ring rundt tallet som passer best.

Ikke Litt Endel Alvorlig  Antall dager
Nedenfor nevnes noen alminnelige plaget plaget plaget plaget plagene varte
helseproblemer (omtrent)
1. Forkjglelse, influensa 0 1 @ 3 7

NB! Det er viktig at du fyller ut bade hvor plaget du har vaert, og omtrent antall dager du har
veert plaget siste tretti dggn.

Nedenfor nevnes noen alminnelige Ikke Litt Endel Alvorlig Antall dager
helseproblemer plaget plaget plaget plaget plagene varte
(sett ring rundt tallet som passer) (omtrent)
1. Forkjglelse, influensa.................... 0 1 2 3
2.  Hoste, bronkitt......ccocveeeerevereeennnns 0 1 2 3 s
3. ASEMA . 0 1 2 3
4. Hodepine ....ccccoveeeviecieeeciieeeieeenns 0 1 2 3
5.  Nakkesmerter .......ccceceevnineennnnn. 0 1 2 3 e
6. Smerter gverstiryggen................ 0 1 2 3
7.  Smerter i Korsrygg.....cccceeveeveveeennen. 0 1 2 3
8.  Smerteriarmer ......ccccceviiininiinnns 0 1 2 3
9. Smerteriskuldre ......ccccoonirinnnns 0 1 2 3 e
10. Migrene...coccceeeeeeeiieeeeeeee e, 0 1 2 3
11. Hjertebank, ekstraslag.................. 0 1 2 3
12. Brystsmerter.....cccccceeeeeiceeeeeenneen. 0 1 2 3
13. Pustevansker.......cccoceeenineneenne. 0 1 2 3 e
14 Smerter | fgttene ved 0 1 2 3 e

anstrengelser.......ccoceeeeeeecieeeennnn.
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Nedenfor nevnes noen alminnelige lkke Litt Endel Alvorlig Antall dager
helseproblemer plaget plaget plaget plaget plagene varte
(sett ring rundt tallet som passer) (omtrent)

15. Sure oppstgt, “halsbrann» ...........

16. Sug eller svie i magen ...................

17. Magekatarr, magesar ........ccceeu....

18. Mageknip ....coceeeveeecieeecieecieeeee,

19. «Luftplager®....cccecovvevecieecineceeennen,

20. Lgs avfgring, diaré ........................

21. Forstoppelse ....cccccceveeeerveercveeennnn
22, EKSEM..eiiiciiieiieeeeee e

23, Allergi.ccceeicieeeieeceeeee e

24. Hetetokter .....cccoevvvvvveeeeiieeeeieennnn,

25. Sgvnproblemer .......cccceveeneennnenne.
26. Tretthet ..

27. Svimmelhet.....cccccevevveeeieiiiieeeenns

28. ANGSt .

O O O O O O O O o o o o o o o
T S o =Y
N NN NN N NN NNNNNNN
W W W W W W w W W W w w w w w

29. Nedtrykt, depresjon.........ccccueeeeee.



26. Sosial stgtte

Vi er interessert i de typene av oppmuntring, assistanse og samarbeid du mottar fra den personen
som er viktigst for deg nar du trenger stgtte til 3 takle problemene dine (for eksempel din lege
eller behandler, en god venn eller din ektefelle/partner).

Hvert spgrsmal i denne undersgkelsen beskriver en mate mennesker kan stgtte deg pa. Markér
hvor typisk hvert utsagn er for den stgtten du mottar. Vaer snill & svare slik at vi kan se hvilke
utsagn som er virkelig typiske og hvilke som ikke er sa typiske for stgtten du mottar. Sett ring
rundt tallet som best markerer hvor typisk utsagnet er for typen av stgtte du mottar fra din
stgtteperson.

Stgttepersonen jeg har valgt er:

Dl Legen min |:|2 Ektefellen/partneren min |:|3Annet:
Slett ikke Sveert
typisk typisk
1 Viserinteresse for hvordan du har det................. 1 2 3 4 5
2 Lgser problemer for deg .....ccccevevvervineenienieenee. 1 2 3 4 5
3 Spgromdutrenger hjelp...cccoierieencieninieniieenne 1 2 3 4 5
4  Tarsegavdine problemer ......cccccovvieirieeninennnnen. 1 2 3 4 5

Gjgr det lett for deg a snakke om alt som du

SYNES € VIKEIZ .vveveieeiiieiiie e 1 2 3 4 5
6  Sier at du skal veere stolt av deg selv.................... 1 2 3 4 5
7  Samarbeider med deg for a fa ting gjort .............. 1 2 3 4 5
8  Presser degtil 3 gj@re ting ...cceceeveeveveneecienieniene 1 2 3 4 5
9  Spgrdeg hvordan du hardet.......ccoccvvvvveennnennneen. 1 2 3 4 5
10 Gir deg klare rad om hvordan du skal takle

ProblEMEN......ciiiieeee e 1 2 3 4 5
1 Gir deg informasjon slik at du forstar hvorfor

Lo [V =411 A= T 1 2 3 4 5
12 Forteller deg hva du skal gj@re.......ccocvevcvvevrennnns 1 2 3 4 5
13 Ertilgjengelig for samtale nar som helst .............. 1 2 3 4 5
14 Peker pa skadelige eller tapelige mater du ser 1 5 3 4 5

PA TINE Pt
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Slett ikke Sveert

typisk typisk
15 Tilbyr en rekke forslag.......ccccevvveiviieciiieciieciieens 1 2 3 4 5
16 Lar deg ikke dvele ved opprgrende tanker-........... 1 2 3 4 5
27. Mestring av problemer og utfordringer

Nedenfor finner du eksempler pa utsagn som beskriver hvilke muligheter man har nar man mgter
problemer og utfordringer i hverdagen. Vennligst sett ring rundt tallet som passer best for deg.
Det finnes ingen riktige eller gale svar.

Stemmer Stemmer Stemmer

Stemmer ganske ikke szerlig ikke i det
helt
bra bra hele tatt

De aller fleste vanskelige situasjoner klarer jeg a

1. 1 2 3 4
Igse med et bra resultat

5 Pe viktigste sakene i livet mitt har jeg egentlig 1 5 3 4
ingen kontroll over
Jeg skulle gnske at jeg kunne forandre

3. .7 . . o - 1 2 3 4
livssituasjonen min, men det gar ikke

4 Alle mnt\e forsgk pa a forandre min livssituasjon 1 ) 3 4
er meningslgse
Det er bedre at andre forsgker a lgse

5. problemene enn at jeg skal rote det til og gjgre 1 2 3 4
det verre
Jeg ville nok hatt det bedre hvis jeg ikke hadde

6. . . . 1 2 3 4
strevd sann med a Igse problemene mine

7 Alle mine forsgk pa a gjgre ting bedre gjgr det 1 ) 3 4

egentlig bare verre



28. Utmattelse og overskudd

Vi vil gjerne vite om du har fglt deg sliten, svak eller i mangel av overskudd den siste maneden.
Hvis du har fglt deg sliten lenge, ber vi om at du sammenligner deg med hvordan du fglte deg sist
du var bra. Vi gnsker at du besvarer alle spgrsmalene selv om du ikke har hatt slike problemer.

(Sett ett kryss pa hver linje)

Har du problemer med H Mindre H Ikke mer O Mer enn u Mye mer
at du fgler deg sliten? enn vanlig enn vanlig vanlig enn vanlig
. Nei, mindre Ikke mer Mer enn Mye mer
") ’
Trenger du mer hvile? L] enn vanlig L] enn vanlig L] vanlig L] enn vanlig
Fgler du deg s@vnig O Mindre n Ikke mer O Mer enn ] Mye mer
eller dgsig? enn vanlig enn vanlig vanlig enn vanlig
Har du problemer med a O Mindre H Ikke mer O Mer enn ] Mye mer
komme igang med ting? enn vanlig enn vanlig vanlig enn vanlig
Ikke i det Ikke mer Mer enn Mye mer
Mangler du overskudd?  [] L] . [l . O i
hele tatt enn vanlig vanlig enn vanlig
Har du redusert styrke i O Ikke i det H Ikke mer O Mer enn ] Mye mer
musklene dine? hele tatt enn vanlig vanlig enn vanlig
Mindre Som Mer enn Mye mer
Fgler du deg svak? ] . L] . L] . ] Y .
enn vanlig vanlig vanlig enn vanlig
Har du vansker med a Mindre Som Mer enn Mye mer
] N I o g Mveme
konsentrere deg? enn vanlig vanlig vanlig enn vanlig
Forsnakker du deg i Mindre Ikke mer Mer enn Mye mer
g [ O N I B g Mveme
samtaler? enn vanlig enn vanlig vanlig enn vanlig
Er det vanskeligere a Mindre Ikke mer Mer enn Mye mer
. L] O N I B [] :
finne det rette ordet? enn vanlig enn vanlig vanlig enn vanlig
Hvordan er Bedre enn Ikke verre Verre enn Mye verre
. o L] A I Rl [ ™vever
hukommelsen din? vanlig enn vanlig vanlig enn vanlig
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29. Hvordan har du det?

Nar smerter og andre plager har vart en tid, blir en gjerne sliten og oppgitt. Dette gir ofte slike
plager som nevnt nedenfor. Samlet blir disse her brukt som mal pa at en er legemlig og psykisk
presset. Vurder hvor mye hvert symptom har veert til plage eller ulempe for deg de siste 14
dagene (til og med i dag). Sett ring rundt tallet som passer best. Husk a sette en ring rundt aktuelt
tall for hver plage/hvert symptom.

(sett ring rundt tallet) I::Eitgftt Litt En god del Sveert mye
1. Plutselig skremt uten grunn 1 2 3 4
2. Fgler du deg engstelig 1 2 3 4
3. Fgler du deg svimmel eller kraftlgs 1 2 3 4
4. Nervgs eller urolig 1 2 3 4
5. Hjertebank 1 2 3 4
6. Skjelving 1 2 3 4
7. Fgler deg anspent eller opphisset 1 2 3 4
8. Hodepine 1 2 3 4
9. Anfall av redsel eller panikk 1 2 3 4
10. Rastlgshet, kan ikke sitte rolig 1 2 3 4
11. Fgler deg slapp og uten energi 1 2 3 4
12. Anklager deg selv for ting 1 2 3 4
13. Har lett for a grate 1 2 3 4
nteresselopplevele ! 2 : s
15. Darlig appetitt 1 2 3 4
16. Vanskelig for a sove 1 2 3 4
:;.;gli;e av haplgshet mht. 1 5 3 4
18. Fgler deg nedfor 1 2 3 4
19. Fgler deg ensom 1 2 3 4
20. Har tanker om a ta ditt eget liv 1 2 3 4
21. Fglelse av a veere fanget 1 2 3 4
22. Bekymrer deg for mye 1 2 3 4
23. Fgler ikke interesse for noe 1 2 3 4
24. Fgler at alt krever stor 1 ) 3 4

anstrengelse
25. Fgler at du ikke er noe verd 1 2 3 4



30. Funksjonsvurdering

Dette spgrreskjemaet handler om vanskeligheter du har pa grunn av din helsetilstand.

Helsetilstand omfatter sykdommer, andre kortvarige eller langvarige helseproblemer, skader,
mentale eller fglelsesmessige problemer, og problemer med alkohol eller narkotika.

Tenk tilbake pa de siste 4 ukene, og svar pa disse spgrsmalene om hvor mye vanskeligheter du har
hatt med a gjgre fglgende aktiviteter. For hvert spgrsmal, vennligst sett ring rundt kun ett svar.

I Igpet av de siste 4 ukene, hvor store vanskeligheter har du hatt med:

A :sta over lengre tid, som 30 Ingen Litt En del Store Sveert sFore/
minutter? klarte ikke
A ivareta de oppgavene du har ansvar . Sveert store/
.. . — Ingen Litt En del Store .
for i husholdningen? & klarte ikke
A lzere noe nytt, f.eks. hvordan & ) Sveert store/
- Ingen Litt En del Store .
komme fram til et nytt sted? klarte ikke
Hvor store problemer har du hatt med
a delta |°akt|V|Feter i Iokglsamfunnet Ingen Litt En del Store Sveert s'_core/
(f.eks. pa festlige tilstelninger eller klarte ikke
andre aktiviteter)?
Hvor stor har den fglelsesmessige
o - . . Sveert store/
pavirkningen av helsetilstanden din Ingen Litt En del Store Klarte ikke
veert for deg?
A konsentrere deg om & gjgre noe i 10
- - g 8o - Ingen Litt En del Store Sveert sFore/
minutter? klarte ikke
A g3 en lengre strekning, slik som én
.g & & Ingen Litt En del Store svaert s'Fore/
kilometer? klarte ikke
A vaske deg over hele kroppen? Ingen Litt En del Store Svaert store/
& BDEN: & klarte ikke
2 . . Sveert store/
?
A kle pd deg? Ingen Litt En del Store Klarte ikke
A ha med personer a gigre som du . Sveert store/
ikke kijenner? Ingen Litt En del Store klarte ikke
H . . S t st
A pleie vennskap? Ingen Litt En del Store vaer s_ore/
klarte ikke
Ditt daglige arbeid eller skolegang? Ingen Litt En del Store Svaert store/
glg Bang: & klarte ikke

Totalt sett i de siste 4 ukene, hvor mange dager var disse
vanskelighetene til stede?

For opp antall dager:

| de siste 4 ukene, hvor mange dager var du fullstendig ute
av stand til a utfgre vanlige aktiviteter eller arbeid pa grunn
av noe ved helsetilstanden din?

F@r opp antall dager:
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| de siste 4 ukene, uten a regne med de dagene du var
fullstendig ute av stand, hvor mange dager kuttet du ned pa
eller reduserte dine vanlige aktiviteter eller arbeid pa grunn
av noe ved helsetilstanden din?

F@r opp antall dager:

31. Sykdomsforstaelse

(Dette punktet handler om forstdelse av din sykdom. Dersom du ikke har noen sykdom, ga til punkt
32).

Vennligst sett en ring rundt det tallet som best samsvarer med din mening om de fglgende
spgrsmalene:

Hvor mye pavirker sykdommen livet ditt?

0 1 2 3 4 5 6 7 8 9 10
Ingen Voldsom
pavirkning pavirkning

Hvor lenge tror du at sykdommen din vil vare?
0 1 2 3 4 5 6 7 8 9 10

Sveert kort tid For alltid

Hvor mye kontroll fgler du at du har over sykdommen din?

0 1 2 3 4 5 6 7 8 9 10
Absolutt Sveert stor
ingen kontroll kontroll

Hvor mye mener du at behandlingen din kan hjelpe mot sykdommen din?
0 1 2 3 4 5 6 7 8 9 10

Ikke i det Sveert
hele tatt hjelpsom

Hvor mye opplever du symptomer fra sykdommen din?

0 1 2 3 4 5 6 7 8 9 10
Ingen Mange
symptomer i alvorlige
det hele tatt symptomer
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Hvor bekymret er du angaende sykdommen din?

0 1 2 3 4 5 6 7 8 9 10
Ikke bekymret Sveert
i det hele tatt bekymret

Hvor godt fgler du at du forstar sykdommen din?

0 1 2 3 4 5 6 7 8 9 10
Forstar ikke i Forstar
det hele tatt sveert godt

Hvor mye pavirker sykdommen din deg fglelsesmessig? (dvs gjor den deg sint, redd, urolig eller
deprimert?)

0 1 2 3 4 5 6 7 8 9 10
Ikke pavirket Sveert pavirket
fplelsesmessig folelsesmessig

i det hele tatt

Vennligst skriv ned i rekkefglge de tre viktigste faktorene som du tror forarsaket sykdommen
din.
De aller viktigste drsaker for meg:

1.
2.
3.
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32. Livets stige

Her er en figur som skal forestille livets stige. @verste trinnet representerer det beste liv du
kan tenke deg, nederste trinn er det verste liv du kan tenke deg.

10
9
Pa hvilket trinn synes du at du star akkurat na? 8
7
6
P3 hvilket trinn stod du for ett ar siden? 5
4
3
Hvilket trinn tror du at du vil sta pa om ett ar? 2
1

Tusen takk for hjelpen!



1980

1981

1982

1983

1984

1985

1986

1987

1988

Doctoral Theses at The Faculty of Psychology,

University of Bergen

Allen, H.M., Dr. philos.

Myhrer, T., Dr. philos.

Svebak, S., Dr. philos.

Myhre, G., Dr. philos.

Eide, R., Dr. philos.

Veernes, R.J., Dr. philos.

Kolstad, A., Dr. philos.

Lgberg, T., Dr. philos.

Hellesnes, T., Dr. philos.

Haland, W., Dr. philos.

Hagtvet, K.A., Dr. philos.

Jellestad, F.K., Dr. philos.

Aarg, L.E., Dr. philos.

Underlid, K., Dr. philos.

Laberg, J.C., Dr. philos.

Vollmer, F.C., Dr. philos.

Ellertsen, B., Dr. philos.

Kaufmann, A., Dr. philos.

Parent-offspring interactions in willow grouse (Lagopus
L. Lagopus).

Behavioral Studies after selective disruption of
hippocampal inputs in albino rats.

The significance of motivation for task-induced tonic
physiological changes.

The Biopsychology of behavior in captive Willow
ptarmigan.

PSYCHOSOCIAL FACTORS AND INDICES OF
HEALTH RISKS. The relationship of psychosocial
conditions to subjective complaints, arterial blood
pressure, serum cholesterol, serum triglycerides and
urinary catecholamines in middle aged populations in
Western Norway.

Neuropsychological effects of diving.

Til diskusjonen om sammenhengen mellom sosiale
forhold og psykiske strukturer. En epidemiologisk
undersgkelse blant barn og unge.

Neuropsychological assessment in alcohol dependence.

Leering og problemlgsning. En studie av den
perseptuelle analysens betydning for verbal laering.

Psykoterapi: relasjon, utviklingsprosess og effekt.

The construct of test anxiety: Conceptual and
methodological issues.

Effects of neuron specific amygdala lesions on fear-
motivated behavior in rats.

Health behaviour and sosioeconomic Status. A survey
among the adult population in Norway.

Arbeidslayse i psykososialt perspektiv.

Expectancy and classical conditioning in alcoholics’
craving.

Essays on explanation in psychology.
Migraine and tension headache: Psychophysiology,
personality and therapy.

Antisosial atferd hos ungdom. En studie av psykologiske
determinanter.



1989

1990

1991

1992

1993

1994

Mykletun, R.J., Dr. philos.

Havik, O.E., Dr. philos.

Braten, S., Dr. philos.

Wold, B., Dr. psychol.

Flaten, M.A., Dr. psychol.

Alsaker, F.D., Dr. philos.

Kraft, P., Dr. philos.

Endresen, I.M., Dr. philos.

Faleide, A.O., Dr. philos.

Dalen, K., Dr. philos.

Bg, I.B., Dr. philos.

Nivison, M.E., Dr. philos.

Torgersen, A.M., Dr. philos.

Larsen, S., Dr. philos.

Nordhus, I.H., Dr. philos.

Thuen, F., Dr. psychol.

Solheim, R., Dr. philos.

Johnsen, B.H., Dr. psychol.

Tennessen, F.E., Dr. philos.

Kvale, G., Dr. psychol.

Teacher stress: personality, work-load and health.

After the myocardial infarction: A medical and
psychological study with special emphasis on perceived
illness.

Menneskedyaden. En teoretisk tese om sinnets
dialogiske natur med informasjons- og
utviklingspsykologiske implikasjoner sammenholdt med
utvalgte spedbarnsstudier.

Lifestyles and physical activity. A theoretical and
empirical analysis of socialization among children and
adolescents.

The role of habituation and learning in reflex
modification.

Global negative self-evaluations in early adolescence.

AIDS prevention in Norway. Empirical studies on
diffusion of knowledge, public opinion, and sexual
behaviour.

Psychoimmuniological stress markers in working life.

Asthma and allergy in childhood. Psychosocial and
psychotherapeutic problems.

Hemispheric asymmetry and the Dual-Task Paradigm:
An experimental approach.

Ungdoms sosiale gkologi. En undersgkelse av 14-16
aringers sosiale nettverk.

The relationship between noise as an experimental and
environmental stressor, physiological changes and
psychological factors.

Genetic and environmental influence on temperamental
behaviour. A longitudinal study of twins from infancy to
adolescence.

Cultural background and problem drinking.

Family caregiving. A community psychological study with
special emphasis on clinical interventions.

Accident-related behaviour among children and young
adolescents: Prediction and prevention.

Spesifikke laerevansker. Diskrepanskriteriet anvendt i
seleksjonsmetodikk.

Brain assymetry and facial emotional expressions:
Conditioning experiments.

The etiology of Dyslexia.

Psychological factors in anticipatory nausea and
vomiting in cancer chemotherapy.

1I



1995

1996

Asbjgrnsen, A.E., Dr. psychol.

Bru, E., Dr. philos.

Braathen, E.T., Dr. psychol.

Johannessen, B.F., Dr. philos.

Sam, D.L., Dr. psychol.

Bjaalid, 1.-K., Dr. philos

Martinsen, ., Dr. philos.

Nordby, H., Dr. philos.

Raaheim, A., Dr. philos.

Seltzer, W.J., Dr.philos.
Brun, W., Dr.philos.
Aas, H.N., Dr. psychol.
Bjarkly, S., Dr. psychol.
Anderssen, Norman, Dr.

psychol.

Sandal, Gro Mjeldheim, Dr.
psychol.

Strumse, Einar, Dr. philos.

Hestad, Knut, Dr. philos.

Lugoe, L.Wycliffe, Dr. philos.

Sandvik, B. Gunnhild, Dr.
philos.

Lie, Gro Therese, Dr. psychol.

@ygard, Lisbet, Dr. philos.

Stormark, Kjell Morten, Dr.
psychol.

Structural and dynamic factors in dichotic listening: An
interactional model.

The role of psychological factors in neck, shoulder and
low back pain among female hospitale staff.

Prediction of exellence and discontinuation in different
types of sport: The significance of motivation and EMG.

Det flytende kjgnnet. Om lederskap, politikk og identitet.
Acculturation of young immigrants in Norway: A
psychological and socio-cultural adaptation.

Component processes in word recognition.

Cognitive style and insight.

Processing of auditory deviant events: Mismatch
negativity of event-related brain potentials.

Health perception and health behaviour, theoretical
considerations, empirical studies, and practical
implications.

Studies of Psychocultural Approach to Families in
Therapy.

Subjective conceptions of uncertainty and risk.

Alcohol expectancies and socialization:
Adolescents learning to drink.

Diagnosis and prediction of intra-institutional
aggressive behaviour in psychotic patients

Physical activity of young people in a health perspective:
Stability, change and social influences.

Coping in extreme environments: The role of personality.

The psychology of aesthetics: explaining visual
preferences for agrarian landscapes in Western Norway.

Neuropsychological deficits in HIV-1 infection.

Prediction of Tanzanian students’ HIV risk and
preventive behaviours

Fra distriktsjordmor til institusjonsjordmor. Fremveksten
av en profesjon og en profesjonsutdanning

The disease that dares not speak its name: Studies on
factors of importance for coping with HIV/AIDS in
Northern Tanzania

Health behaviors among young adults. A psychological
and sociological approach

Emotional modulation of selective attention:
Experimental and clinical evidence.
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1997

1998

1999

Einarsen, Stale, Dr. psychol.

Knivsberg, Ann-Mari, Dr. philos.

Eide, Arne H., Dr. philos.

Sarensen, Marit, Dr. philos.
Skjeeveland, Oddvar, Dr.
psychol.

Zewdie, Teka, Dr. philos.

Wilhelmsen, Britt Unni, Dr.
philos.

Manger, Terje, Dr. philos.

Lindstrgm, Torill Christine,

Dr. philos.

Skogstad, Anders, Dr. philos.

Haldorsen, Ellen M. Haland,

Dr. psychol.

Besemer, Susan P., Dr. philos.

Winje, Dagfinn, Dr. psychol.

Vosburg, Suzanne K., Dr.
philos.

Eriksen, Hege R., Dr. philos.

Jakobsen, Reidar, Dr. psychol.

Mikkelsen, Aslaug, Dr. philos.

Samdal, Oddrun, Dr. philos.

Friestad, Christine, Dr. philos.

Ekeland, Tor-dJohan, Dr. philos.

Bullying and harassment at work: epidemiological and
psychosocial aspects.

Behavioural abnormalities and childhood
psychopathology: Urinary peptide patterns as a potential
tool in diagnosis and remediation.

Adolescent drug use in Zimbabwe. Cultural orientation in
a global-local perspective and use of psychoactive
substances among secondary school students.

The psychology of initiating and maintaining exercise
and diet behaviour.

Relationships between spatial-physical neighborhood
attributes and social relations among neighbors.

Mother-child relational patterns in Ethiopia. Issues of
developmental theories and intervention programs.

Development and evaluation of two educational
programmes designed to prevent alcohol use among
adolescents.

Gender differences in mathematical achievement among
Norwegian elementary school students.

«Good Grief»: Adapting to Bereavement.

Effects of leadership behaviour on job satisfaction,
health and efficiency.

Return to work in low back pain patients.

Creative Product Analysis: The Search for a Valid Model
for Understanding Creativity in Products.

Psychological adjustment after severe trauma. A
longitudinal study of adults’ and children’s posttraumatic
reactions and coping after the bus accident in

Méabgdalen, Norway 1988.

The effects of mood on creative problem solving.

Stress and coping: Does it really matter for subjective
health complaints?

Empiriske studier av kunnskap og holdninger om hiv/aids
og den normative seksuelle utvikling i ungdomsarene.

Effects of learning opportunities and learning climate on
occupational health.

The school environment as a risk or resource for
students’ health-related behaviours and subjective well-
being.

Social psychological approaches to smoking.

Meining som medisin. Ein analyse av placebofenomenet
og implikasjoner for terapi og terapeutiske teoriar.
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2000

2001

2002

Saban, Sara, Dr. psychol.
Carlsten, Carl Thomas, Dr.
philos.

Dundas, Ingrid, Dr. psychol.

Engen, Liv, Dr. philos.

Hovland, Ole Johan, Dr. philos.

Lillejord, Selvi, Dr. philos.

Sandell, Ove, Dr. philos.

Oftedal, Marit Petersen,
Dr. philos.

Sandbak, Tone, Dr. psychol.

Eid, Jarle, Dr. psychol.

Skinstad, Anne Helene,
Dr. philos.

Binder, Per-Einar, Dr. psychol.

Roald, Ingvild K., Dr. philos.

Fekadu, Zelalem W., Dr. philos.

Melesse, Fantu, Dr. philos.

Raheim, Malfrid, Dr. philos.

Engelsen, Birthe Kari,
Dr. psychol.

Lau, Bjgrn, Dr. philos.

lhlebzek, Camilla, Dr. philos.

Brain Asymmetry and Attention: Classical Conditioning
Experiments.

God lesing — God lzering. En aksjonsrettet studie av
undervisning i fagtekstlesing.

Functional and dysfunctional closeness. Family
interaction and children’s adjustment.

Kartlegging av leseferdighet pa smaskoletrinnet og
vurdering av faktorer som kan veere av betydning for
optimal leseutvikling.

Transforming a self-preserving “alarm” reaction into a
self-defeating emotional response: Toward an integrative
approach to anxiety as a human phenomenon.

Handlingsrasjonalitet og spesialundervisning. En analyse
av akterperspektiver.

Den varme kunnskapen.

Diagnostisering av ordavkodingsvansker: En
prosessanalytisk tilnsermingsmate.

Alcohol consumption and preference in the rat: The
significance of individual differences and relationships to
stress pathology

Early predictors of PTSD symptom reporting;
The significance of contextual and individual factors.

Substance dependence and borderline personality
disorders.

Individet og den meningsbeaerende andre. En teoretisk
undersgkelse av de mellommenneskelige
forutsetningene for psykisk liv og utvikling med
utgangspunkt i Donald Winnicotts teori.

Building of concepts. A study of Physics concepts of
Norwegian deaf students.

Predicting contraceptive use and intention among a
sample of adolescent girls. An application of the theory
of planned behaviour in Ethiopian context.
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