
Empowerment in supported employment 
research and practice: Is it relevant?

Ulrika Bejerholm1 and Tommy Björkman1,2

Abstract

Background: This cross-sectional study is aimed at describing and investigating empowerment and its relationships with 
level of engagement in daily activities and community life, experienced stigma, psychopathology, and quality of life among 
people with mental illness entering supported employment. 
Method: The following scales were administered to 120 persons: Empowerment Scale, Profiles of Occupational 
Engagement Scale, Manchester Short Assessment of Quality of Life Scale, Rejection Experience Scale and Brief Psychiatric 
and Rating Scale. 
Results: Higher scores of empowerment were associated with fewer symptoms and experienced stigma, a higher level 
of engagement in daily activities and community life, better quality of life and having work rehabilitation. Self-efficacy and 
self-esteem were in particular significantly correlated to depressive symptoms. Descriptive statistics enveloped the group 
of participants that said ‘Yes I want to work’ with a somewhat high mean score for empowerment, level of engagement 
and quality of life, but a low mean score with regard to both symptoms and experienced stigma. 
Conclusions: This study advocates the importance of evaluating empowerment in supported employment research and 
practice. The findings suggest the importance of taking into account not only monetary aspects of having a job but also 
social and psychological aspects such as empowerment, reduction in experienced stigma and community integration.
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Introduction
In supported employment (SE) research numerous high-
quality studies have shown that the Individual Placement 
and Support (IPS) model is effective for obtaining competi-
tive employment for the severely mentally ill (Bond et al., 
2008). In addition to vocational outcomes, personal charac-
teristics and process variables have been assessed to better 
understand the effects of SE (Burns et al., 2009; Catty et al., 
2008; Drake et al., 1996). However, empowerment has not 
yet been addressed. This gap in the research has provided 
the impetus to investigate empowerment and its relation to 
other mental health and illness-related variables among 
people entering SE. Another reason for investigating these 
relationships concerns the fact that choice and control and a 
supportive relationship constitute important aspects of SE 
(Paulson et al., 2002). Thus, eligibility in this study was 
based on participants’ own choices as well as willingness to 
try and achieve goals related to a working life.

Empowerment is a construct that has been evident in psy-
chiatric research over the last two decades (Hansson and 
Björkman, 2005; Lundberg et al., 2008; Rogers et al., 1997; 
Rosenfield, 1992). It has been shown to be related to quality 

of life, experienced stigma and psychopathology (Lundberg 
et al., 2008; Vauth et al., 2007), relationships which this 
study aimed to further explore in relation to the target group: 
people who say ‘Yes I want to work’. For people with severe 
mental illness, being empowered seems to play a key role in 
recovery (Corrigan, 2006; Lloyd et al., 2010; Warner, 2009). 
By this, empowerment is viewed as a subjective measure of 
recovery (Lloyd et al., 2010) and mental health (Nelson 
et al., 2001) and has been described as ‘internal strength 
combined with interconnectedness to yield self-help, advo-
cacy and caring about what happens to ourselves and others’ 
(Corrigan et al., 2004: 1035). However, empowerment is a 
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broadly defined concept and empowerment measures used 
have focused on different aspects (Castelein et al., 2008). 
The scale chosen for this study was the Empowerment 
Scale, defined as involving both interpersonal and societal 
dimensions. These dimensions are suggested as suitable 
for studying SE since eligibility is based on choosing to 
work and not on illness specificity (Castelein et al., 2008). 
Empowerment in this sense has not been studied in relation 
to SE research and thus neither in relation to people with 
severe mental illness saying ‘Yes I want to work’. 

Even though empowerment holds both interpersonal and 
societal dimensions of a person’s life, empowerment has 
not actually been studied in relation to engagement in daily 
activities and community life – i.e. what people with men-
tal illness actually do, how they do it, where and with whom 
they spend their time, and how they experience it. How-
ever, time use among people with mental illness, and its 
relationship to health and well-being, has been gaining 
increased attention in psychosocial research (Eklund et al., 
2009). For example, time use studies concerning people 
with schizophrenia have shown a higher level of engage-
ment to be significantly related to better quality of life, 
increased sense of self, fewer symptoms, experience of 
accomplishment, independent housing, working or study-
ing, and having activity balance – i.e. a good match between 
abilities, activities performed and environmental demands 
(Bejerholm, 2009, 2010; Bejerholm and Eklund, 2007). 
Despite the fact that the research mentioned was limited in 
scope and research design, the importance of assessing time 
use to understand mental health seems clear. In this study it 
was assumed that engagement in daily activities and com-
munity life increases or decreases along a continuum and 
seems to vary in a systematic way, perhaps reflecting dif-
ferent stages of empowerment and thus recovery. In this 
respect, time use-based estimations that measure engage-
ment in daily life activities and community life may shed 
light on the constituents of empowerment, along with qual-
ity of life, experienced stigma and psychopathology. 

In summary, despite the evidence in favour of SE in terms 
of obtaining competitive employment, no research has gener-
ated a valid hypothesis for using empowerment in relation to 
SE research. This study aims to describe empowerment and 
investigate whether empowerment is associated with engage-
ment in daily activities and community life, experienced 
stigma and psychopathology among people with mental ill-
ness entering a SE programme. The continuous aim was thus 
to generate a hypothesis on the understanding of empower-
ment of relevance to future SE research and practice.

Method

Participants and procedure

The cross-sectional study is part of a larger ongoing SE RCT 
trial in Malmoe, Sweden. One hundred and twenty (120) 

persons entered the trial and this study. Eligibility was based 
on expressing an interest in working. Another criterion was 
having a severe mental illness, which involved having psy-
chiatric disabilities on a long-term basis, mostly with a diag-
nosis of psychosis. The participants were recruited from five 
outpatient centres, national and private. The age range of 
participants was 20–65, corresponding to the general idea of 
the working age. They had not worked during the preceding 
year and were capable of providing informed consent and 
communicating in Swedish. Since the persons were recruited 
for the SE RCT trial, the prospective participants had 
to attend an SE introductory meeting. Having physical 
disabilities meant exclusion from the study. 

Initial contact was made by case managers who supplied 
SE leaflets and informed participants on when, how and 
why introductory meetings were to be held. In general the 
meetings occurred every third week. Prospective partici-
pants, their friends and relatives and their case manager 
were invited. The meetings targeted the SE content, research 
design, procedure and ethical considerations and half of the 
time was spent discussing issues raised by the persons 
invited. When an individual had decided to take part in the 
study, he or she signed an informed consent and was invited 
to a baseline interview lasting about two hours, from which 
the data for this study was taken.

The study was approved by the regional ethical review 
board in Lund, Dnr 202/2008. 

Measures
Sociodemographic variables were collected by means of an 
interview-based questionnaire.

Empowerment was measured by a 28-item Empower-
ment Scale, Making Decisions, developed by Rogers et al. 
(1997). The items consist of statements responded to using 
a four-point agreement scale (1 = ‘strongly agree’, 4 = 
‘strongly disagree’). The original scale has five factors 
measuring self-efficacy and self-esteem, power and power-
lessness, community activism, righteous anger and opti-
mism toward and control over the future. The scale as a 
whole has shown satisfactory reliability in terms of internal 
consistency (Lloyd et al., 2010; Rogers et al., 1997) and a 
good construct validity (Hansson and Björkman, 2005). No 
convergent validity could be ascribed when compared to 
two other empowerment measures (Castelein et al., 2008).

Quality of life was measured by the Manchester Short 
Assessment of Quality of Life (MANSA), which is a short 
version of the Lancashire Quality of Life Profile (LQOLP). 
It has 16 questions, four investigating objective quality of 
life and 12 concerning satisfaction of life as a whole – i.e. 
job, financial situation, friendships, leisure activities, hous-
ing, personal safety, living situation, family and health. Sat-
isfaction is rated on a seven-point scale (1 = ‘could not be 
worse’, 7 = ‘could not be better’) from which an overall 
score of subjective quality of life can be calculated. MANSA 
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has been tested for concurrent and construct validity with 
LQOLP and shown satisfactory psychometric properties 
(Björkman and Svensson, 2005). The Swedish version 
used in this study showed a good internal consistency  
(Cronbach’s a = 0.85).

Engagement in daily activities and community life was 
assessed by means of the Profile of Occupational Engage-
ment Scale (POES) (Bejerholm and Eklund, 2006; 
Bejerholm et al., 2006). The first part of POES concerns a 
24-hour yesterday diary completed by the participants. The 
diary sheet comprises four columns each providing separate 
rows representing one-hour intervals. The columns corre-
spond to the personal, environmental and activity factors 
related to performance in daily activities (Law et al., 1996). 
A supplementary interview is performed to ensure data 
validity. The second part of the scale assesses time use data. 
Nine items are rated by the assessor on a four-point scale: 
daily rhythm of activity and rest; variety and range of occu-
pations; place; social environment; social interplay; inter-
pretation; extent of meaningful occupations; routines; and 
initiating performance. For research use the total score indi-
cates the level of engagement in daily activities. The third 
part of the scale assesses under-occupation or balance in 
terms of a good match between abilities, activity and envi-
ronmental demands. The POES has been shown to have ini-
tial satisfactory construct and content validity, and good 
inter-rater agreement and internal consistency (Bejerholm, 
2010; Bejerholm and Eklund, 2006; Bejerholm et al., 2006).

Stigma experiences were measured by the Swedish ver-
sion of the Rejection Experience Scale (Björkman et al., 
2007). It includes 11 questions: six from the Rejection Expe-
riences Scale (Link et al., 1997) and five from the Consumer 
Experiences of Stigma Questionnaire (Wahl, 1999). Each 
question has a five-point response scale (1 = ‘never’, 5 = 
‘very often’). In one item the scoring is reversed to create the 
total score. Overall the questions address issues of whether 
the respondent is being treated differently, as less competent 
or as someone people avoid due to mental illness. The scale 
shows satisfactory content validity and internal consistency, 
however, is not assessed against other measures since it ema-
nates from two different scales (Björkman et al., 2007).

Psychopathology was assessed by the Brief Psychiatric 
Rating Scale (BPRS). It consists of 18 items which are 
rated on a seven-point scale on the basis of an interview and 
observed behaviour. A high score indicates a higher level of 
symptoms. The items include disorganization, disorienta-
tion, depressive symptoms and hostility, and allow for anal-
ysis into positive, negative and depressive symptoms and 
general psychopathology. Good inter-observer and intra-
observer reliability has been demonstrated (Kolakowska, 
1976; Overall and Gorham, 1962).

Two experienced interviewers were trained with regard 
to construct, content and usage of measures. The Rejec-
tion Experience Scale and the Empowerment Scale, Mak-
ing Decisions, were administered as questionnaires but 

complemented with an interview to increase interpretation 
and accurate responses among the participants. The BPRS 
and the POES are interviewer-assessed measures, thus 
training was provided. BPRS training involved video-
taped interviews where the interviewers could assess, 
compare, discuss and reach consensus and inter-rater 
agreement in the assessment. The POES training meant 
assessing engagement in daily activities and community 
life based on several previously completed time use dia-
ries of the target group, with heterogeneous content. 

Data analysis
Statistical analysis was conducted in several ways. The 
overall empowerment score and empowerment subscales 
were compared to age, psychopathology and mental health 
variables by means of the Pearson product-moment correla-
tion test. Differences within gender groups, marital status, 
ethnicity, living situation, work history, current rehabilita-
tion and psychiatric diagnosis were investigated by means 
of the student’s t-test. 

It was anticipated that depressive symptoms, stigma 
experience and engagement in daily activities and commu-
nity life would be related to how the participants scored 
empowerment and thus these were treated as independent 
variables influencing empowerment. However, a cause-
and-effect relationship was not assumed, only a mutual 
relationship between empowerment and quality of life. 
Stepwise multiple regression analysis was used in this part 
of the analysis. The level of significance was set at ≤ 0.05.

Results

Background characteristics

The majority of participants (n = 120) were single, lived alone, 
had no children and owned or rented their apartment/house 
(Table 1). Men were in the slight majority. Over 90% were 
diagnosed with schizophrenia or some other psychosis. The 
age range was 21–58 and the mean age for first contact with 
psychiatry was 24. Sixty four percent of the participants origi-
nated from Sweden, with the rest almost evenly distributed 
between Europe and Asia/ Middle East/Africa. Thirty three 
percent had participated in work activities in the previous five 
years. However, no participant had had a real job during the 
past 12 months, as specified in the inclusion criteria. Almost 
all (110) participants relied on benefits, mainly from the Social 
Insurance Agency with a few from the Social Welfare or Pub-
lic Employment Service. About half of the participants had no 
current rehabilitation. Among the 31 participants who reported 
having work-related rehabilitation, 14 were individually sup-
ported towards a working goal by staff on a psychiatric team, 
eight took part in a Social Insurance Agency project, seven in 
a Fountain House project, and two in a programme provided 
by the Public Employment Service. 
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Empowerment and background characteristic 
variables
No significant relationships were found between empower-
ment and age, gender, marital status, ethnic origin, living 
situation, work history or psychiatric diagnosis. However, 
participants in current work-related rehabilitation reported 
a higher overall score of empowerment (80.5 ± 7.7 vs. 77.2 
± 7.8, p = 0.05) and a higher score of empowerment sub-
scale self-efficacy/self-esteem (3.0 ± 0.5 vs. 2.8 ± 0.5,  
p = 0.04) compared to those with no rehabilitation. No 

significant difference was found between the two other 
groups of current rehabilitation. 

Descriptive characteristics of the group
Descriptive characteristics in the shape of means and stand-
ard deviations for psychopathology and mental health vari-
ables were calculated (Table 2). The participants’ mean 
empowerment scores were somewhat higher than the 
midpoint for the Empowerment Scale. With regard to 
psychopathology the group as a whole did not show symp-
tom severity. The participants’ engagement levels in daily 
activities and community life was quite high, still with a 
standard deviation of 0.68.

Empowerment and psychopathology variables 
The overall score of empowerment showed significant 
negative correlation with psychopathology variables in 
BPRS (Table 3). However, only two of the five empower-
ment subscales showed significant negative correlation 
to psychopathology variables. Namely, the self-efficacy/
self-esteem and optimism/control subscales were found to 
be negatively correlated to general, negative and depressive 

Table 1.  Background characteristics (n = 120) 

Characteristic n %

Age mean (range)   38 (21–58)
Age at first psychiatric contact (n =118) 
mean (range)

  24 (15–49)

Gender 
Male   67 56
Female   53 44
Marital status (n =119)
Single   98 82
Married/Partner   21 18
Having children (n =117)   39 33
Living situation
Owned or rented apartment/house 105 88
Sheltered housing/Second hand/Parent   15 12
Ethnic origin 
Native Swede   77 64
Immigrant Europe   19 16
Immigrant Africa/Asia/the Middle East*   21 18
Other     3   2
Diagnosis (n =119)
Schizophrenia   51 42
Other psychosis/Bipolar   43 36
Other   25 21
Income (n =118)
State benefits 110 92
Family support/Other     8   7
Work history (n = 91)
Work activities the past five years   40 33
No work activities the past five years   51 42
Current rehabilitation (n = 115)
Work-related rehabilitation   31 27
Other rehabilitation   21 18
No rehabilitation   63 55

*approximately equal distribution among the regions

Table 2.  Descriptive characteristics (n =120)

Variables (measures) Range Mean SD

Empowerment (Empowerment Scale) 1–4 2.80 0.27
Self-esteem/Self-efficacy 1–4 2.84 0.51
Power/Powerlessness 1–4 2.50 0.41
Activism and autonomy 1–4 3.28 0.38
Optimism and control over future 1–4 2.84 0.51
Righteous anger 1–4 2.49 0.60
Psychopathology (BPRS) 1–7 1.50 0.35
General 1–7 1.62 0.56
Positive 1–7 1.32 0.39
Negative 1–7 1.38 0.62
Depressive 1–7 2.42 1.03
Stigma experiences 
(Rejection Experience Scale)

1–5 1.97 0.70

Engagement in daily activities and 
community life (POES)

1–4 3.04 0.68

Quality of Life (MANSA) 1–7 3.97 0.80

Table 3.  Correlations between empowerment and psychopathology variables (n = 120)

Empowerment Self Power Activism Optimism/Control Anger Overall

Psychopathology -0.35*** -0.11 -0.06 -0.23* -0.17 -0.32***
General -0.41*** -0.04 0.08 -0.35*** 0.09 -0.29**
Positive -0.04 -0.08 -0.12 -0.09 -0.13 -0.13
Negative -0.20* -0.14 -0.06 -0.08 0.16 -0.18
Depression -0.48*** -0.08 0.06 -0.20* -0.03 -0.36***

* p < 0.05, ** p < 0.01, *** p < 0.001
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symptoms. In particular, the depressive symptom variable 
was moderately correlated to self-efficacy/self-esteem. 

Empowerment and mental health variables
The overall score of empowerment showed significant posi-
tive correlation to the level of engagement in daily activities 
and community life and quality of life, and negative correla-
tion with regard to the stigma experienced by participants 
(Table 4). Notably, the engagement variable was found to be 
significantly correlated only to self-efficacy/self-esteem. 

Variables associated to empowerment
Regression analysis resulted in a model in which depressive 
symptoms, stigma experiences and engagement in daily 
activities and community life together explained 22% of the 
variance in empowerment (Table 5). Depressive symptoms 
explained 15% of the variation.

Discussion
Higher scores of empowerment were associated with less 
severe symptoms, reduced experienced stigma, a higher 
level of engagement in daily activities and community life, 
and a better quality of life. In particular, self-efficacy and 
self-esteem and having confidence in managing daily life 
situations accurately and successfully, were significantly 
associated with having depressive symptoms. Previous 
research has also shown that empowerment is associated 
with symptom severity (Castelein et al., 2008) and depres-
sion (Lloyd et al., 2010). 

Regarding this connection, the authors argue that there 
might be a transactional relationship between the variables 
since diminished self-esteem and self-efficacy can be assumed 
to nurture depressive symptoms and vice versa. However, this 

could be a case of two sides of the same coin: two different 
ways of labelling or measuring the same construct. In this 
sense, depressive symptoms can be viewed as a mental illness 
variable or outcome and low self-esteem/self-efficacy as a 
mental health outcome. Nevertheless, it is valuable to perform 
research on either perspective as they involve understanding 
the person with mental illness as well as the context.

The participants’ empowerment mean score (2.80) was 
somewhat higher than the midpoint of the scale. It was the 
same mean as found in a study of 172 outpatients with 
schizophrenia (Vauth et al., 2007) but higher than that 
in two other studies which included 283 (Wovra and 
McCarter, 2007) and 161 outpatients (Lloyd et al., 2010). 
Furthermore, the descriptive characteristics showed that the 
study participants experienced stigma to a lesser extent, 
which may reflect the nature of this group of participants, 
people who say ‘Yes I want to work and try out SE’. This 
can mean that people who want to try something new and 
challenging do not see themselves as being stigmatized as 
much, an assumption that is corroborated by the results in 
another study showing that avoiding life situations was a 
risk factor associated with stigma (Vauth et al., 2007). As a 
consequence, people who avoid situations to avoid experi-
encing stigma may not be the ones who would enter an SE 
programme in the first place. Corrigan et al. (2009) have 
stressed this, that people with mental illness who experi-
ence stigma may avoid entering evidence-based practices 
that help achieve their personal goals. In addition, psychia-
try staff, friends and handling officers at the Social Insur-
ance Agency and Public Employment Service may even 
sustain the low self-efficacy, thus no positive reinforcement 
concurs with experienced stigma. In this respect it seems 
vital to address experienced stigma and increase awareness 
and motivation and thus empower people with mental illness 
who have an innate wish to work. It can therefore be sug-
gested that motivational interviewing (Miller and Rollnick, 
2002) could help capture people’s true aspirations about 
work and help overcome experienced stigma, depressive 
thoughts and diminished self-esteem and self-efficacy. 
Motivational interviews could in this manner become a 
good starting point for challenging experienced stigma in 
those who have a desire to work but do not express them-
selves by trying out SE. Consequently, if motivational 
interviews were added to the recruitment procedure in the 
present study, persons who had previously experienced a 
greater degree of stigmatization might have been included.

Table 4.  Correlations between empowerment and mental health variables (n = 120)

Empowerment Self Power Activism Optimism/Control Anger Overall

Stigma experienced -0.23** -0.00 -0.19* -0.22* -0.15 -0.25**
Engagement 0.22* 0.22 0.14 0.14 0.04 0.28**
Quality of life 0.36*** 0.22 0.62 0.30** 0.02 0.41***

* p < 0.05, ** p < 0.01, *** p < 0.001

Table 5.  Impact of variables on empowerment (n = 120)

Beta R2 change F change Sig. F change

Depressive -0.38 0.148 19.4 0.001
Stigma experienced -0.21 0.044   6.0 0.016
Engagement 0.18 0.029   4.2 0.044
Total explained variance 0.221

Stepwise forward multiple regression analysis. Dependent variable: 
Empowerment

 at LUND UNIVERSITY LIBRARIES on February 12, 2015isp.sagepub.comDownloaded from 

http://isp.sagepub.com/


Bejerholm and Björkman	 593

Time use-based assessment by means of the POES was 
used to estimate the level of engagement in daily activities 
and community life. This was a novel approach to investi-
gating aspects of community integration among the partici-
pants and there is no singular way to address this assessment 
area. Lloyd et al. (2010) attended a study (Salter et al., 
2008) where community integration was suggested to con-
tain three parts –meaningful activities, relationships with 
others and daily life independence – with all parts definable 
in the POES measure. According to the Empowerment 
Scale and the POES calculations, the participants in the 
present study who had higher scores of self-efficacy and 
self-esteem were more engaged in their lives and spent time 
in a variety of different meaningful activities, social envi-
ronments and community contexts, and interpreted their 
daily life experiences to a higher degree than those without 
such traits. It is therefore thought important to include this 
measure for assessing community integration in future. 
Furthermore, it is emphasized that community integration 
is a key part of empowerment (Nelson et al., 2001). 

Another interesting observation about the relationship 
just mentioned is that the self and its resources seem to con-
stitute an engine for engagement in daily life. This assump-
tion is in line with previous research among people with 
schizophrenia that showed that self-variables, such as locus 
of control and mastery, were moderately to highly signifi-
cantly correlated to engagement in daily activities and com-
munity life (Bejerholm and Eklund, 2007).

Limitations 
The study has some methodological issues. With regard to 
external validity, the empowerment results in this study 
were corroborated by similarities in mean empowerment 
scores of participants in previous studies (Lloyd et al., 
2010; Vauth et al., 2007; Wovra and McCarter, 2007) that 
are in favour of generalization of study results. In the 
present study, it should be noted that as well as the criterion 
of being mentally ill outpatients, the participants also had to 
possess the motivation to work. Nonetheless, at the same 
time it can be anticipated that people who say they want to 
work do not reflect a certain group, which was evident in 
the present study. The participant group comprised people 
with different diagnoses, from both private and national 
health outpatient centres, with origins from different 
regions of the world, and living in different kinds of resi-
dential areas in Malmoe.

Strangely, the empowerment subscales were not associ-
ated with psychopathology and mental health variables in a 
consistent manner. For instance, the power, activism and 
anger subscales showed no significant correlations with the 
other variables. The interpretation of these findings may be 
that the concept of empowerment includes psychological as 
well as social dimensions, suggesting that psychopathology, 
stigma experiences, engagement and quality of life are 

concepts that affect psychological rather than social factors. 
The finding of correlation between the subscales of empow-
erment measuring optimism/control, self-esteem/self-
efficacy, psychopathology and mental health variables 
seems to support this interpretation. However, similar ten-
dencies in results related to empowerment subscales have 
been shown in another study (Sibitz et al., 2009) where 
overall empowerment, self-efficacy, and optimism/control 
over the future were clearly scored higher than the subscales 
of power, activism and anger. Rogers et al. (1997) found the 
factor solution was only satisfactory and it is suggested to 
use just the overall score of obtained by the Empowerment 
Scale. Moreover, a cross-sectional study such as this is lim-
ited and should be followed up by experimental and longitu-
dinal research design studies. This study did not reveal 
directions of associations between scores nor concluded 
whether the results should be interpreted by another mediat-
ing factor than empowerment. However, it can be estimated 
that the results provide enough evidence for building a rel-
evant hypothesis of value for evaluating SE. 

Empowerment: Is it relevant?
The present study shows that SE can offer choice and con-
trol for people with mental illness heading towards work; it 
can increase community integration and, through support, 
improved access to employment opportunities. For instance, 
the participants who were in current work rehabilitation, 
experienced less stigma, were more engaged in daily activi-
ties and community life, had less severe symptoms and a 
better quality of life were more empowered, which indi-
cates that those who had not yet achieved such a level of 
empowerment, at baseline, may gain mentioned aspects of 
mental health through SE participation. This is in line with 
a study that showed that participants who had paid employ-
ment scored higher in terms of empowerment in compari-
son to those who received social benefits (Lloyd et al., 
2010). These findings are interesting because they focus on 
the importance of taking into account not only monetary 
aspects of having a job but also social and psychological 
aspects. Additionally, the descriptive statistics demonstrated 
that the participants were not fully empowered although 
they had taken a step towards a working life by entering SE. 
In this respect the Empowerment Scale seems appropriate 
for estimating empowerment outcomes in SE research, 
since there is margin for different scoring between measure 
points and the ceiling effect is not reached. 

With regard to the SE practice, the authors conclude that 
in addition to regular IPS fidelity assessments, it is impor-
tant to evaluate other key process variables such as empow-
erment, experienced stigma and engagement in daily activities 
and community life. However, this is not a novel idea and it 
has been stressed before that the IPS Model Fidelity Scale 
should include variables that target choice since this is an 
important component of SE (Paulson et al., 2002). It should 
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be noted that the present results do not suggest that 
empowerment forms a criterion for inclusion in SE or 
whether a person is fit or ready to work. The eligibility is 
based simply on the individual’s stated choice. Instead, 
empowerment can be viewed as a product of interactions 
between the individual and the social environment. This 
suggests that empowerment evaluation could help to encir-
cle interpersonal and societal dimensions of SE participa-
tion, in both research and practice.

Overall, SE participation appears to involve an empower-
ment process, which according to Lord and Hutchison (1993) 
involves sensing an identity, developing valued social roles 
and increasing community integration. Furthermore, empow-
erment has been identified as a mediator to a positive process 
between self-stigma and behaviours in pursuit of life goals 
(Corrigan et al., 2009). Consequently, the present study sug-
gests that empowerment will change along with participation 
in SE and it is important that future research evaluates 
empowerment from longitudinal perspective. 

Conclusions
The findings of this study are promising and emphasize the 
importance of evaluating empowerment in SE research and 
practice. In addition to regular IPS fidelity assessments, it 
is important to evaluate other key process variables such as 
empowerment, experienced stigma, and engagement in 
activities and community.
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