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The ‘SPARKLERs’ process is a 
pioneering service that helps East 
Midlands health organisations 
synthesise research from multiple 
sources, providing the evidence 
on which to build rapid service 
improvements. 

The project is funded by the East 
Midlands Academic Health Science 
Network (EMAHSN) and coordinated 
by the EMAHSN Translating Research 
into Practice programme, which is 
hosted by Nottingham University 
Business School’s Centre for Health 
Innovation, Leadership and Learning 
(CHILL). 

The aim of the SPARKLER service is 
to provide support where member 
organisations need to compile 
evidence-based reviews but don’t 
have capacity themselves to pull 
together and summarise research 
from the many available sources. In 
addition to the commissioning agency, 
SPARKLERs are downloadable from 
our website: http://emahsn.org.uk/
sparks&sparklers – helping EMAHSN 
in its key aim of translating proven 
research into practice, spreading 
innovation widely and quickly and 
underpinning rapid improvements in 
healthcare for the East Midlands’ 4.5 
million residents and wider. 

SPARKLERs – which stands for 
‘Spreading Applied Research and 
Knowledge – Longer Evidence 
Reviews’ provide fuller reports on 
a particular and specific element of 
healthcare. They are created using 
rigorous academic methodology and 
are written for practice audiences with 

the aim of synthesising key evidence 
for impact and evidence-based 
decision making. SPARKLERs are not a 
systematic review and are not written 
for an expert academic audience or 
to advance theory development; they 
are an independent presentation of 
the evidence base designed for the 
managers and clinicians responsible 
for making the decisions on a day 
to day basis in our health and social 
care systems. They provide a summary 
of ’what is out there’ which may be 
sufficient in itself or may trigger further 
investigation using the information in 
the SPARKLER as a point of departure.

At all times we advise that SPARKLERs 
are read in conjunction with the 
relevant NICE guidance available 
at nice.org.uk. Sitting alongside 
SPARKLERs, SPARKs are shorter ‘at a 
glance’ summaries of research evidence 
intended to improve and enhance 
practice. 

We are happy to take commissions 
from all East Midlands organisations 
providing NHS funded care for 
SPARKLERs. To find out more, 
contact the EMAHSN project team 
at emahsn@nottingham.ac.uk. The 
SPARKLER remains the property of 
EMAHSN and will be widely circulated 
and available to download from the 
EMAHSN website: www.emahsn.org.
uk

SPreading Applied Research and Knowledge - 
Longer Evidence Review (SPARKLERs)
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IPS is a model of vocational rehabilitation for people with severe mental illness. The 
majority of people with mental illness would like to find work; IPS schemes aim to 
help them achieve early access or return to competitive employment facilitated by 
employment support specialists, which importantly is guided by the preferences of 
clients themselves.  The production of the evidence base for IPS has largely been 
driven by its initial developers in the US at the Dartmouth Institute for Mental 
Health Research. More recently, research has been carried out in non-US sites. 
Taken together this work suggests that IPS could be adopted widely as an 
alternative to traditional vocational services. 

The majority of published studies consist of randomised controlled trials comparing 
IPS with traditional vocational rehabilitation. Meta-analyses have consistently 
shown that IPS helps more people to achieve competitive employment when 
compared to conventional approaches.  Other measures of employment such 
as average earnings, working hours and length of tenure have all favoured IPS 
with the effects tending to be greater in the US than elsewhere.  The reasons 
for these international differences are unclear. However, differing economic and 
welfare landscapes, adoption of different measures of success, lack of faithful 
implementation of all key IPS principles and barriers to the transition of services 
from the traditional vocational models by some key professional groups may all 
play a part. 

Other effects of IPS have also been studied. There is some evidence for an effect 
of IPS on improving symptoms and wellbeing but this is weaker and less consistent 
than for employment outcomes. Many studies fail to show differences in symptom 
severity, self-esteem and global functioning although none have shown that 
employment is harmful to mental health for those recovering from illness. Finally, 
there is some evidence that IPS is associated with reduced need for inpatient care 
and reduced social service costs. Evidence from the UK remains inconclusive and 
high quality evaluations of service transformations are needed to confirm the US 
work measured using comparable outcomes of importance to funders and service 
users. 

Executive summary
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The current evidence regarding IPS can be summarised as follows: 

Who can benefit?

• IPS can deliver important benefits in employment outcomes for patients with 
severe mental illness regardless of age, illness type, duration and to some 
extent, level of impairment, compared to conventional approaches

• Motivation of participants appears to be more important than severity of illness 
in determining outcomes

• Previous employment history and educational achievement are important 
predictors of success

• Benefits counselling is a key component of successful schemes

• There is an increasing body of evidence that IPS delivered along with specific 
support for cognitive problems can yield positive employment outcomes to 
people with more severe impairments than IPS alone

• In the UK, many mental health service users who wish to access employment 
support services cannot currently do so

• There is currently no evidence regarding the potential impact of IPS on 
employment prospects for the much larger population of people with mild to 
moderate mental illness who struggle to gain or maintain employment

What are the likely benefits? 
• There is growing evidence of more sustained employment following IPS 

compared to traditional services and US evidence shows sustained increases 
in competitive employment (up to 10 years follow-up) for IPS compared to 
conventional care

• Most of those finding work through IPS gain part-time and possibly less secure 
positions on relatively low wages

• More evidence is needed from IPS service users, clinical staff and employment 
specialists themselves, as to why IPS does or does not work and for whom  

• The effect of IPS-derived employment on the income of participants is generally 
positive compared to conventional services

Is IPS associated with harm?  

• There is no evidence that employment leads to harm, as has sometimes been 
supposed

• Commissioners have a key role to play in insisting on robust monitoring of 
schemes they fund to ensure contractual compliance and good client outcomes

• When non-competitive and sheltered work income is included, the relative 
effect on personal income of IPS compared to conventional services is often 
eliminated

Executive summary
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Executive summary

Is there a financial case for IPS? 

• It has been estimated that widespread implementation of IPS in the UK would 
be associated with savings from reduced NHS and Department of Work and 
Pensions (DWP) costs

• The direct cost of IPS services are generally equivalent or lower than existing 
services at the client to specialist ratios suggested by IPS developers

• Client to specialist ratios are relatively high in IPS schemes situated within 
mental health services compared to some non-health sector employment 
schemes 

• Reductions in costs are dependent on substitution of IPS for existing services; 
duplication or overlap of provision would more than likely negate any cost-
benefit

• There is some evidence that the intensity of the required support may naturally 
decline over time but no UK studies of outcomes beyond 2 years have been 
published

What is needed to increase access to IPS?

• The performance of IPS services is largely dependent on close adherence to the 
eight key principles of the successful US model 

• Increasing employment for those with mental illness is a goal shared by welfare 
and health care services alike. This suggests that extending IPS services and 
widening access using primary care and/or improving access to psychological 
interventions (IAPT) programmes could improve the employment prospects for 
far larger populations than currently supported regardless of route of entry

• The implementation of IPS in the UK remains less widespread than in the US 
and many professional, social and welfare policy barriers may still exist

• Integration of IPS with clinical services is important for those with severe mental 
illness and collaborative ways of working should be mandated and facilitated 
between clinical and employment sectors and their respective providers 

• Further research is needed regarding the importance of employer factors 
such as prevailing attitudes to mental illness, as predictors of the success of 
IPS programmes given that negative attitudes and stigma towards those with 
mental illness are known to be important issues in the workplace

• Further pragmatic randomised trials i.e. high-quality studies of actual service 
deployment using clinically important and client-centred primary outcomes 
would create a stronger evidence base to justify more widespread adoption of 
IPS in the UK 
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Executive summary

Overall there is sufficient evidence to support wider implementation of IPS services 
in the UK given its effectiveness in supporting employment aims. There are some 
acknowledged weaknesses in the methodology of many of the published trials 
such as concealment of allocation and high rates of loss to follow-up. So caution 
should be exercised in predicting performance when services are implemented in 
‘real world’ settings. However, transformation of services could be achieved with 
little extra investment by repurposing of traditional rehabilitation services with 
collaboration between health and employment services being vital.  

Authors: Philip Miller, Louise Thomson and Lucy Sitton-Kent
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Background

Employment is widely thought of as a central component of inclusion in society, 
providing social interaction, income, self-esteem and independence (Wadell and 
Burton 2006, Waghorn 2013). Rehabilitation and a return to previous levels of 
wellbeing and quality of life after the resolution of acute episodes of mental illness 
can be difficult to achieve.  This is partly because dysfunctional lifestyles including 
lack of routine and purpose can easily become entrenched (Boycott et al. 2014). 
Left unaddressed, the future expectations of both service users and providers of 
what a person is capable of can decline and harden (Harvey et al. 2013).

Severe mental illness, including depression and psychotic illnesses, represents a 
significant health problem which affects a relatively young population compared 
with many other conditions. Lifetime disease burden for individuals with severe 
mental illness remains high, associated direct service costs are significant and 
indirect costs in terms of lost productivity and involvement on the criminal justice 
system are largely hidden (McCrone 2008). Also initial acute illness can become 
chronic disability where intervention is delayed (Rinaldi et al. 2008, Boycott et al. 
2014, van Stolk et al. 2014). 

The long-term trend has seen the employment rates for those with more severe 
and enduring conditions such as schizophrenia steadily fall in recent decades 
(Andrew et al. 2012) and is persistently low compared to other groups (Smith 
and Twomey 2002). The Equality and Human Rights Commission (Riddell 2010) 
published figures showing that people with mental illness have lower employment 
rates than those with physical disabilities or no disability (13 per cent, 49.9 per 
cent and 79.5 per cent respectively). 

Webber and colleagues used British Household Panel Survey (BHPS) data to show 
that those with self-reported mental health problems were less likely to move into 
employment and more likely to become unemployed than healthy groups (Webber 
et al. 2015). In addition to negative impacts on transitions to and from work, the 
likelihood of being in low-paid or temporary employment was found to be far 
greater even after adjustment for educational qualifications, skills and training. 
The probability of remaining employed for those reporting mental health problems 
was 4.5 per cent less than those describing good health. Only 17 per cent and 35 
per cent of those reporting “mental illness, phobias, panics or nervous disorders” 
or “depression, bad nerves or anxiety” respectively, were in employment in 2012. 
The report suggests that greater emphasis on the integration of mental health and 
employment services is needed. 
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Background

Evidence from the USA puts this rate of those with poor mental health who wish 
to find competitive employment as high as 70 per cent (Marshall et al 2014).  
Similarly in the UK, paid competitive employment is a goal for many but many 
cannot access specialist employment services (Rinaldi et al. 2010a, Bond and 
Drake 2014, Bond 1998, Care Quality Commission (CQC) 2014) and a CQC report 
has reported that 43 per cent of mental health service users wanted to work but 
did not receive help to find or retain a job (CQC 2014). These figures have been 
challenged as biased or optimistic estimates of those with such goals (Essen 2012) 
and that competitive employment can be seen as a narrow goal representing a 
normative view of what constitutes wellbeing. Such concerns may have resulted in 
the long-standing preference amongst some professional groups and patients for 
‘safe’ environments for non-competitive vocational rehabilitation.

Until the 1990s, accepted wisdom was that ‘train and place’ service models best 
suit the needs of people recovering from severe mental illness (Drake and Bond 
2011, Luciano et al. 2014) aimed at sheltered occupational goals preparing clients 
by providing support and training alongside clinical care. These approaches have 
been challenged as paternalistic and creating a culture of long-term dependency 
and low-expectations as a result, (Bond 1998, Bond et al. 2001, Bond and Drake 
2014, Crowther et al. 2001). It has been suggested that the lack of specific 
employment goals along with the possibility of extending training indefinitely, 
fail to address the problems of social exclusion and isolation. This has led the 
traditional approach to be seen as the path of least resistance (Boycott et al. 2014).

The instinct to provide protection for a vulnerable group may also contribute 
to the popularity of traditional non-competitive employment goals amongst 
mental health care providers. Contrary to this view there is little evidence that 
employment is harmful to those with poor mental health. Kukla and Bond (2013) 
found that non-vocational and hospitalisation outcomes were similar for those 
finding employment whether through IPS or a step-wise vocation model termed 
the diversified placement approach (DPA). Various client-centred outcomes 
were measured on validated scales and interview schedules such as positive and 
negative symptoms, quality of social networks and quality of life at 6 month 
intervals and hospitalisation was assessed at yearly intervals. Levels of competitive 
employment were greater in the IPS group but there were no differences in clinical 
outcomes at any time-point with both groups enjoying some improvement in non-
employment outcomes over time. 
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Despite barriers there has been a shift in emphasis toward rapid return to 
competitive work after episodes of mental illness in recent years, especially in the 
US with ‘train and place’ giving way to ‘place and train’. In such service models, 
efforts are made to assist people into competitive employment with the ongoing 
support of specialist employment advisors very soon after an acute episode 
of illness has begun to resolve. The most clearly defined manifestation of this 
approach is termed individual placement and support (IPS). Originally conceived at 
the Dartmouth Centre for Psychiatric Research in the US, IPS has been evaluated 
in a variety of trials comparing it to conventional care. Evidence has accumulated 
that competitive employment goals are achievable for those with a variety of types 
and severity of mental illness, relatively early in the course of recovery (Bond et al. 
2012a, Crowther et al. 2001, Drake et al. 2009, Drake et al. 2012, Luciano et al. 
2014).

The following report sets out the main evidence supporting and critiquing IPS 
and examines its effects from a variety of perspectives with an emphasis on its 
application in the UK. The report is intended for a wide audience interested in 
the evidence-based improvement of rehabilitation services for those with severe 
mental health problems. The report discusses the available evidence concerning 
definitions of IPS, the need for IPS services, who can benefit from IPS, the various 
outcomes that have been studied, the perspectives of service users, cost-benefit 
estimates, evaluations of implementation, the use of measures of fidelity to the 
original principles of IPS and more recent additions and refinements of the model 
to improve the impact of IPS which form the basis of future research efforts.

Background
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Background

Following discussion with stakeholders at an awareness raising event for the East 
Midlands on IPS, EMAHSN was asked to produce a SPARKLER based on the current 
evidence for IPS. The scope of the review was agreed on 19/06/15 and there was 
dialogue with Dr Louise Thompson Head of Research and Evaluation, Institute of 
Mental Health, The Nottingham of University on progress. The final report was 
delivered on 24/08/15. The turnaround time (from commencement of review to 
SPARKLER delivery) was 9 weeks. 

The initial search was conducted using the phrase ‘individual placement and 
support’ to restrict the scope of papers to addressing this particular, well defined 
model of care. Initial searches were conducted using EMBASE, MEDLINE, Psych 
INFO and Google Scholar. Key papers and non-academic works were identified and 
then an iterative citation mapping approach was adopted to ensure that evidence 
was incorporated where directly related and therefore of likely interest to the 
target readership (see Contandriopoulos et al. 2010).

Priority was given to evidence relating to:

• Evidence from the UK where available

• The range of outcomes and effects studied

• Cost / benefit data where presented

• Barriers and drivers for implementation

• Refinements and extensions of the IPS model

Selection criteria were:

• English language

• Published from 2010 onwards, unless cited multiple times in later publications

• Relevant ‘policy’ documents from sources including Department of Health, NHS  
England and NHS Trusts, Kings Fund and key non-governmental sources.

• Supplemented by contextual data extracted from websites and national 
databases e.g. NIHR clinical trials

A total of 613 records were found in the original search, which was reduced to 
226 after restriction to the years 2010 and later and removal of duplicates. A 
further 54 papers were identified from reference lists and web searches (e.g. non-
peer reviewed reports, non-systematic reviews and high quality ‘grey’ literature). 
This SPARKLER evidence review draws upon 69 of the most relevant records.
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One author was responsible for searching and selecting key literature within 
the scope of the project. Articles were evaluated for methodological quality and 
relevance to a UK commissioner and provider audience. Initial drafts were reviewed 
iteratively by another member of the team and a final draft was co-produced. In 
addition the authors wish to thank Eric Wodke (IPS Developmental Manager) for 
his comments and suggestions on the main text and targeted extracts for specific 
interest groups (Appendices 2 and 3). 

Background



13

SP8V1

What is individual placement and support?

IPS originated as a method of delivering rehabilitation services locally in New 
Hampshire, in the US.  It has since been tested, refined and implemented at other 
US sites as well as increasingly adopted at vanguard sites in a number of other 
high-income countries (Luciano et al. 2014).  8 key characteristics of IPS have been 
proposed, see box below.

This emphasis on key components has aided the creation of an evidence base 
by allowing a clear and measurable distinction between the care received by 
intervention and control groups in research. The principles are also a basis for 
measuring the degree to which separate schemes adhere to the original aims of 
the model. The specific study of “fidelity” to IPS principles has arisen out of a 
realisation that implementation is of paramount importance as with all complex 
health interventions. Local variations in service delivery can be a significant barrier 
to establishing and maintaining effective new services if they result in attenuation 
of the features of the original model actually responsible for favourable outcomes.  
The validated “fidelity” scale is a useful tool for training, project implementation, 
service evaluation and as a benchmark key performance indictor and for 
contractual compliance (Bond et al. 2012b, Bond et al. 1997, Bond et al. 2011a, 
Becker et al. 2001).  

Key characteristics of IPS

1. Inclusion of all clients who want to work
2. Integration of supported employment with clinical services
3. Explicit aim of competitive paid employment as early as 

possible 
4. Rapid job search with or without vocational skills training; 

“place and train”
5. Ongoing support for job search, acquisition and retention by 

an employment specialist
6. Adherence to client preferences about desired work and 

disclosure of mental illness to prospective employers 
7. Benefits counselling
8. Individualised and open-ended support after a job is obtained
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IPS was found to be associated with improved employment outcomes in all of the 
client subgroups examined in a meta-analysis of US randomised controlled trials 
(Campbell et al. 2011) and a further systematic review by Kinoshita et al. (2013). 
Table 1 summaries the evidence from studies of different subgroups who have 
received IPS services in both the UK and US (the latter are included because of a 
lack of UK data to allow subgroups to be compared reliably).

Table 1 Summary of benefits by subgroups in UK and US IPS studies

Who can benefit from IPS?

Subgroup variable Findings Source

Work history and 
work seeking 
behaviour

Previous employment  
and active work-seeking 
behaviour prior to 
enrolment improved 
outcomes

(Campbell et al. 2011, Catty 
et al. 2008, Drake et al. 1999, 
Schneider et al. 2007)

Disease type and 
severity

Employment success in IPS 
is independent of illness 
burden

(Campbell et al. 2011, Catty 
et al. 2008, Bond and Drake 
2008)

Race

Non-white race was an 
independent  predictor of 
lower employment rates in 
some UK studies but not in 
the US

(Schneider et al. 2009b, 
Schneider et al. 2007, 
Howard et al. 2010, Heslin et 
al. 2011, Catty et al. 2008)

(Campbell et al. 2011) 

Illness type
IPS is effective for those 
with Schizophrenia and 
affective disorders

(Campbell et al. 
2011,Twamley et al. 2012)

Rural vs urban 
setting

1 US study found no 
relationship between 
rurality and the relative 
success of IPS programmes

(Haslett et al. 2011)
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Considered separately, there is insufficient evidence from UK studies is to 
understand the impact of IPS on such subgroups in the main. Non-randomised 
and uncontrolled studies conducted in the UK have found some evidence that 
those from non-white backgrounds, with poorer educational attainment and lower 
previous work experience or job-seeking behaviours may be less likely to achieve 
employment outcomes despite receiving high-fidelity IPS (Schneider et al. 2007). 
There is evidence that IPS services enhance employment and educational goals for 
younger clients with first episode psychosis (FEP) with one study finding that 81 
per cent gained or retained open employment and education after early access to 
IPS (Rinaldi et al. 2010b). This raises the possibility of large and sustainable benefits 
for this group given the impact of educational attainment on life-time earnings 
and employability. Further UK evidence is required from integration of IPS into FEP 
services to demonstrate effectiveness when aiming for non-employment goals such 
as education.  

Boycott and colleagues note that clients of community mental health teams have 
longer illness duration and tend to be older than those seen by FEP teams and 
that greater habituation, lower levels of self-confidence and lower expectations 
of professionals could all contribute to poorer outcomes (Boycott et al. 2014).  
Further evidence of the benefits on IPS for these sub-groups in the UK would 
also strengthen the case for extending IPS to non-acute and lower severity 
illness groups in any roll-out as IAPT or self-referral IPS services to reach a wider 
population in need. There is an urgent need to understand who can benefit from 
IPS in the UK to ensure the needs of all clients are addressed effectively should IPS 
services become the norm (See Current and planned research 46-47).  

The next section of the review considers the outcomes of IPS in terms of service 
user perspective, employment, health and cost benefit analysis.

Who can benefit from IPS?
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Service users’ perspectives

The experiences and views of users and potential users of IPS services should form 
an important aspect of developing an evidence base for this model of employment 
intervention, yet is rarely an integral part of research designs. Indirect participant 
information comes from Solar (Solar 2015) who interviewed 20 voluntary 
inpatients on a mental health unit in Australia about their views of a proposed 
implementation of a supported employment service within the unit. The areas of 
support most commonly requested by these acute service users was for self-esteem 
and social skills training as well as practical assistance with job-seeking such as 
the provision of mobile phones and suitable clothes. Altogether, a majority (70 
per cent) expressed a desire for some support towards gaining employment and 
many thought this was possible and would be of use to them whilst they were still 
inpatients on the mental health unit. Only a minority (n=3) expressed concerns that 
people on the unit might be “too sick” to work. The researcher did not propose 
a specific intervention such as IPS and the degree to which participants were 
motivated to actually look for work was not explored.  

A qualitative study of the experiences and assessments of service users in a 
Swedish IPS scheme was undertaken by Areberg in Sweden (Areberg et al. 
2013). They reported that most participants felt that the IPS providers valued 
their personal goal of finding work in comparison to their previous experiences 
of vocational training.  In addition, they rated the support of their personal aims 
for employment received from clinical teams as very important. Clients said they 
valued the clinical knowledge and skills of the employment specialists but some 
felt that the jobs targeted were too often “public sector” when private sector 
employment had been their personal goal. 

Information from the UK is limited but suggests that service users did express 
similar views. A study of qualitative data from participants in a recent randomised 
trial of IPS vs IPS with vocational counselling demonstrates the difficulty 
experienced by clients in finding work at a particular period of high unemployment 
in the local setting and also the high value the service users placed on the 
support of employment specialists in that difficult context (Schneider and Akhtar 
2012). Miller et al. (2014) reports data from a small number of staff and service 
users which reveals that participants reported favourably on interactions with 
employment specialists and valued the close and individualised relationships which 
developed especially given the varying nature of each individual’s needs.
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Service users’ perspectives

Schneider (Schneider et al. 2007, Schneider et al. 2009b) compared self-reported 
measures of hope and self-esteem for employed and unemployed clients after 
a year within a supported employment scheme. No pattern in the changes 
or relative scores emerged between baseline and follow-up.  Schneider also 
asked participants to rate the employment support service and found that for 
unemployed and employed groups combined there was a small but significant 
reduction in satisfaction at 1 year with those not in employment after the 
intervention.  Specialist mental health agencies were more highly rated than those 
catering for all disabilities but again the differences were not large. Evidence from 
a service user “activist” reported by Boycott and colleagues (Boycott et al. 2014) 
indicates that those who gain employment through IPS may wish to distance 
themselves from other mental health service users and suggests that clients may 
take the opportunity to “gain a new social identity” through work. Though in 
apparent contradiction to the overarching aims of reducing stigma, this may 
actually reflect existing societal attitudes and for this individual, represent a process 
of “normalisation”. 

Benefits counselling is an important ingredient in IPS schemes and financial 
benefit to the individual is likely to be an important element of the acceptability 
of enrolment and job-seeking. UK evidence of a positive effect of IPS on personal 
income is currently weak.  1 Randomised Controlled Trial (RCT) of IPS vs treatment 
as usual in the UK showed a significant difference in median income per hour in 
favour of controls at both 1 and 2 year follow-up (1 year median control £7.73 
vs IPS £6.00), (2 year - median control £8.81 vs IPS 6.00 per hour), (Heslin et al. 
2011, Howard et al. 2010) after inclusion of earnings from non-competitive work.  
Another study in the UK using an uncontrolled before and after design, showed an 
increase in mean weekly income after 1 year of supported employment (increase 
in mean weekly earnings from £145.03 to £171.39), (Schneider et al. 2009b). 
Estimates of cost-benefit for the public purse are reported in the section on cost-
benefit analysis.
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Service users’ perspectives

Given the limited but broadly positive data from participants in IPS schemes it 
is worth comparing those impressions to data from non-health service schemes 
with similar aims.  MIND, the mental health charity has recently published work 
examining data from people claiming the Employment Support Allowance and 
how the Work Capacity Assessment process and efforts to get people with 
mental health problems back into paid employment, affects those using such 
services (MIND 2014). The report finds a very high level of dissatisfaction with the 
current system and potentially significant impacts on mental wellbeing. There are 
concerns that the assessment process is flawed and takes insufficient account of 
mental illness. The report also identifies that the employment support offered is 
inadequate, generic and ineffective and in some cases can worsen mental illness by 
increasing stress levels and fears regarding loss of benefits (“sanctions”) for failure 
to undertake prescribed activities. 

The MIND report also notes DWP figures for 2014 to that show “Work Choices”, 
an individually tailored scheme for assisting people back into work with some 
similarities to the IPS model, has very high success rates (van Stolk et al. 2014). Of 
650 people with severe mental illness 240 (36.9 per cent) gained employment and 
of 11,020 with “mild-moderate” illness 4,490 (40.7 per cent) gained employment. 
These success rates exceed some of the reported outcomes for UK IPS trials. The 
MIND report suggests that currently, Work Choices is targeted at those who 
already have a good chance of gaining employment whereas those with greater 
barriers receive only generic support within an arguably punitive regime. This may 
limit the generalisability of these findings but the inclusion of a proportion of 
people with severe illness is encouraging for the potential utility of this approach in 
a population from a welfare, rather than health service population. MIND suggests 
that those with mental illness currently claiming Job Seeker’s Allowance or 
Employment Support Allowance should all be given access to a proposed IPS style 
service which might be situated within IAPT teams or accessible via primary care.  
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Employment outcomes

Two recent reviews of randomised trials of IPS vs conventional rehabilitation have 
demonstrated that IPS is the superior intervention across a variety of employment 
outcomes. Randomised trial evidence is important as it limits the unmeasured 
differences between comparison groups enabling the effect of the intervention 
to be more accurately assessed although many of the included studies suffered 
from potential biases and the adoption of many different primary outcomes makes 
comparative interpretation of effectiveness difficult.

A recent non-systematic review (Bond et al. 2012) included evidence from 15 
trials, 9 from the US and 6 from other countries with a total of 2,180 participants 
(1 from the UK (Howard 2010), 1 from 6 European countries including 1 further 
UK site (Burns 2007)). Follow-up periods ranged from 6 to 30 months with the 
majority lasting from 12 to 24 months and outcomes included comparisons 
of numbers securing a job, length of employment and time taken to gain 
employment. The mean competitive employment rate for US studies was 65 per 
cent for IPS vs 25 per cent for controls, and for non-US studies, 50 per cent and 20 
per cent respectively. IPS delivered a shorter delay in acquiring a job and a greater 
proportion of participants working more than 20 hours per week compared to 
controls (the UK-only study was excluded from both comparisons). The authors 
conclude that IPS has a strong evidence base from “high-quality” trials. They 
suggest further research is needed to identify which subgroups might best benefit 
from the intervention and what societal, professional and policy barriers to 
successful implementation exist especially outside the US. 

A more recent Cochrane review (Kinoshita et al 2013) selected 14 studies (of 
which the same 2 were from the UK) with 2,265 participants in total. The authors 
selected the number of days in competitive employment as their primary outcome 
of interest and this was significantly higher for the IPS participants than controls. 
IPS participants were more than twice as likely to secure a competitive job at any 
point during follow-up. The authors of this systematic review were more cautious 
in their appraisal of the evidence than other systematic and narrative reviewers. 
They urge the adoption of standardised outcomes of importance to services users 
and commissioners.  They note that despite removing the results of poorer trials 
the positive findings for employment outcomes remain significant (see Limitations 
section page 35) but that many outcomes are not supported by sufficient robust 
evidence. 
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Employment outcomes

A key factor underlying the more positive findings in the US studies may be the 
focus on the primary endpoint of employment for more than 1 day. By contrast, 
the UK studies also report the more stringent outcome of employment for more 
than 1 month and therefore the results are more mixed. The randomised SWAN 
study showed that the IPS group was no more likely than chance to get a job 
(defined as competitive employment for more than a month) when compared 
to controls (Burns et al 2007, Howard et al. 2010, Heslin et al. 2011). Non-
randomised UK trials have been conducted. An uncontrolled before and after 
study (Schneider et al. 2009b) found that 1 year of supported employment led to 
an increase in paid employment (defined as more than 1 day). Using employment 
of more than 1 month as an outcome, van Veggel et al (2015) reported that IPS 
was superior to the previous vocational service which it had replaced and the 
programme raised the fidelity to IPS principles at most sites studied. In both of 
these latter studies the risk of bias is high although they do report outcomes from 
more typical settings than many RCTs. Further pragmatic randomised trials i.e. 
high-quality studies of actual service deployment using clinically important and 
client-centred primary outcomes would create a stronger evidence base to justify 
more widespread adoption of IPS in the UK. 

Luciano et al. (2014) has identified that the lack of long-term follow-up data 
on sustained employment is a key weakness in the current evidence base for 
IPS. Most studies report follow-up phases of 2 years or less. There are a small 
number of studies where longer term follow–up data are available. In general 
they demonstrate a sustained effect of ongoing support. Hoffman revisited a 
cohort of people randomised to IPS or vocational training in Switzerland 5 years 
after initial recruitment (Hoffmann et al. 2014). Sustained benefits were found 
in terms of employment rates, income and hospital use and length of stay for 
those randomised to IPS compared with controls. The overall time employed was 
greater in the IPS group compared to controls with 43.5 per cent vs 11.1 per cent 
in competitive employment for at least half of the follow-up period.  A further 
important finding was that only a third of the IPS group continued to need support 
at 5 years suggesting that open-ended support does not translate into spiralling 
costs in the longer term.  A 10-year follow-up study in the US also reported a 
sustained benefit of IPS vs controls (Becker et al. 2007) but this was for a small 
cohort in a rural settings and data from urban settings and non-US programs 
is still lacking (Luciano et al. 2014). In the Netherlands, Michon conducted a 
large randomised trial with a 30 month follow-up period which demonstrated a 
sustained improvement for gaining competitive employment for those using IPS 
vs vocational services of 44 per cent versus 25 per cent respectively (Michon et al. 
2014). Similar to UK studies there was a considerable drop-out rate in both groups 
by the end of the study. No long-term outcome data are currently available from 
published UK randomised trials or implementation studies. 
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Health outcomes

The potential to improve the health and wellbeing of people with severe mental 
illness is an important driver for the implementation of IPS in the US and UK. 
However, there is less evidence for improvements in clinical symptoms and 
measures of wellbeing for IPS service users than there is for straightforward 
employment outcomes. 

Some indirect US evidence suggests that people with mental health problems who 
gain “steady employment” experience a reduction in outpatient mental health 
service use and associated costs over a 10 year follow-up period but the study 
does not distinguish the type of supported employment used by participants and 
US hospitalisation rates are different from those in the UK (Bush et al. 2009). 
Burns conducted a large pan-European randomised controlled trial of IPS, the 
EQOLISE study (Burns et al. 2009, Burns et al. 2007) and found that participants 
randomised to IPS were 60 per cent less likely to have been admitted over the 
final 6 months of follow-up. The same dataset demonstrated that being in work 
for more than 90 days was associated with a reduction of 18 per cent in the 
likelihood of being admitted as an inpatient onto a mental healthcare ward. 
Catty and colleagues (Catty et al. 2008) reported health and symptom data for 
participants in the same study.  They found no differences between IPS and control 
groups in terms of assessments of functioning, social disability, positive or negative 
symptoms and quality of life at 18 months. People receiving IPS were 10 per cent 
less likely to report remission in the final 6 months of the study but in general 
clinical symptoms were shown to improve slightly for those in employment in both 
groups and the chances of being in remission doubled from baseline. At follow-
up, 11 per cent fewer participants in the IPS group had been admitted to hospital 
and time in hospital was 4 per cent shorter over the preceding period. Kilian et al. 
(2012) re-analysed data from the EQOLISE study and found an association between 
competitive employment and reduced symptoms and hospital use as measured at 
subsequent time points suggesting a causal link. The results show a relationship 
between employment outcomes and subsequent clinical scales (positive and 
negative symptom scales) and rehospitalisation data (days as an inpatient since 
proceeding assessment) at succeeding 6 month time-points. The interpretation 
presented is that a higher level of symptoms causes a “selection” effect reducing 
hours worked but that a distinct causal effect can be shown whereby periods in 
work independently reduce subsequent symptom levels and days in hospital. 

Analysis of the SWAN study (Howard et al. 2010, Heslin et al. 2011) found no 
significant between group differences in clinical outcome scales for items such as 
social and care needs, psychiatric symptoms, self-esteem, or functional outcomes. 
The study also found that there were no significant differences between those 
participants allocated to IPS compared to controls for any service costs with both 
groups having a high level of service use. 
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Clinical outcome
Findings for IPS service 
users

Study (date)

Hospitalisation

There was a reduction in 
risk of hospitalisation which 
was greater than chance in 
the EQOLISE study 

No reduction in risk of 
hospitalisation 

Working in the previous 
6 month period was 
associated with fewer days 
of hospitalisation at 6, 12 
and 18 month time-points 

(Burns et al. 2007)

(Howard et al. 2010 and
Heslin et al. 2011)

(Kilian et al 2012)

Psychiatric 
assessment scales

No differences between IPS 
and controls were found for 
any measures of illness in 
UK studies

Working in the prior 
6 month period was 
associated with a reduction 
in the severity of symptoms 
at 6, 12 and 18 month 
time-points

(Heslin et al. 2011, Howard 
et al. 2010, Burns et al. 2007)

(Kilian et al 2012)

Health outcomes

The evidence of clinical and wellbeing outcomes from UK studies of IPS is 
summarised in Table 2 below.

Table 2 Health services use, costs and measures of clinical outcomes from UK studies 

Observational evidence from the SESAMI study of 6 supported employment 
schemes showed a reduction in mental health services use from baseline to follow-
up (Schneider et al. 2009a). Although such non-randomised study evidence does 
not demonstrate a causal link given the impact of biases and confounding the real-
world setting and inclusion of a number of differing projects adds to the limited 
UK evidence supporting implementation.

Despite the lack of conclusive evidence in relation to health outcomes, it is the 
case that those clients seeking employment have a better chance of achieving it by 
accessing IPS and that the balance of economic and other benefits combined with 
the absence of evidence of harm strongly favours that choice even if subsequent 
improvements in measures of wellbeing are not as consistently detected by 
research methods. Greater effort to collect qualitative data from clients could fill 
this gap in understanding of such benefits which are difficult to measure and yet 
of great importance to participants.
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Cost-benefit analysis

Economic data has been reported in the research literature on IPS but this is limited 
and has not been a significant focus in many studies (Andrew et al. 2012). Data 
from the EQOLISE study (2007) has been used to derive estimates of cost benefit 
and financial impacts of IPS on tax revenues and mental health costs scaled up 
to reflect the potential of widespread implementation in the UK (Andrew et al. 
2012). The UK study centre cohort was more likely than the other European 
centre cohorts to suffer from a “benefit trap” effect reducing the apparent 
effectiveness of IPS. It is not clear how important such factors are. Andrew argues 
that the relative penalties of gaining employment in the US, such as possible loss 
of or increased direct costs of healthcare access, are arguably higher than those 
experienced in the UK. Table 3 sets out a summary of published cost-benefit 
findings. 

Table 3 Summary cost estimates from various UK sources

Metric Findings Source (date)

Cost-benefit ratio £1 spent equals £1.41 saved
(van Stolk et al. 2014)

Cost of IPS per client

IPS  £2,086 vs Vocational Service 
£3,234

IPS £5,819 vs Work Programme 
place vs £13,700 for each ESA 
claimant 

(Knapp et al. 2013, 
MIND 2014)

Reduction in health 
and social care costs 
per client

£319 saved (range £-2781 to 
£2336)

(Knapp et al. 2013)

Potential UK 
government saving Saving of £120m to £350m

(Andrew et al. 2012)

Net per annum 
saving per 
vocational specialist

£43,913 saved 

(van Stolk et al. 2014)

Heath and Social 
care costs savings 
per IPS participant

Mental Health £8.85 reduction 
per week

NHS Secondary care £4.38 
increase per week

All costs including  local authority 
and primary care £5.48 reduction 
per week

(Schneider et al. 
2009a)
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Cost-benefit analysis

Andrew et al. (2012) estimates that the gains from an hypothetical wide scale UK 
implementation of IPS that helped 50 per cent of people with schizophrenia to 
work 20 hours per week paid at the minimum wage would see benefits to the 
public purse of £120m and society in general of £350m. Using data regarding 
employment outcomes and health service use along with benefits and tax revenue 
assumptions Andrew and colleagues estimate that savings per individual enrolled 
in IPS over an 18 month period are as follows:

• NHS savings of £5,193 per person
• An additional £308 in tax revenues (indirect)
• A further £1,408 in societal benefit from increased production

The majority of these savings were realised within the first 6 months and declined 
over the longer term. Hoffmann et al. (2014) found that the costs of IPS compared 
to control interventions were similar in Switzerland. At the end of a 5 year follow-
up only a third of IPS participants required continuing support suggesting that 
over the longer term IPS may be increasingly cost-effective. There is currently no 
published evidence from long term follow-up of IPS participants in the UK.

Knapp et al. (2013) analysed data from the EQOLISE trial examining financial 
indicators such as the relative cost of IPS compared to established vocational 
interventions. Using “willingness to pay” estimations per unit improvement in 
outcomes, IPS was cheaper per client than vocational services in 5 of the 6 EU 
study sites including the UK. The cost benefit analysis indicated that the cost of 
treatment outweighed the value of the employment gained but this equated to 
-£9,440 for IPS but by -£25,151 in the vocational training group. This measure 
excludes savings from reduced treatment costs and any non-monetary benefits to 
individuals such as improved quality of life.

Schneider examined the input costs of supported employment agencies involved 
in the SESAMI research study (Schneider et al. 2009b, Schneider et al. 2009a). The 
median cost of the services per client per week was £15.75 although the sample 
consisted of a high proportion of agencies within London suggesting this figure 
may be an overestimate.  Those gaining employment had a net reduction in overall 
public service costs at 12 months compared with baseline (£40.00 to £30.34 per 
week; p=<0.01) with most of the savings arising from lower mental health services 
costs. As might be expected, the costs of employment support services increased 
significantly for those gaining employment (mean increase £40.56) whilst falling 
for those already in employment or who remained unemployed reflecting  the 
greater intensity of support required during the transition to employment. 
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Cost-benefit analysis

A recent report by RAND Europe (van Stolk et al. 2014) used existing evidence 
from the UK to estimate a benefit-cost ratio for IPS; for every £1 spent £1.41 
in government spending was saved. Of note is the underlying assumption that 
an “employment outcome” was defined as a person moving from sickness or 
unemployment benefits into paid employment for “a period of 6 months”, a much 
higher threshold than that used to define outcomes in much of the academic 
papers on IPS. A further assumption is that approximately 50 per cent of those 
referred would be successful in gaining employment in any given year based on 
data from a small number of pilots of IPS within IAPT services in England (van Stolk 
et al. 2014, p42). In addition they estimate that scaling up to provide a service for 
just over 80,000 people would cost £62.9m which could be funded from joint 
commissioning by the DWP and clinical commissioning groups 

The current health economic data for IPS is limited. Small studies are subject to 
the effects of “outlier” participants with particularly long admissions or high or 
low service use and selection biases resulting from selective access arrangements 
and high drop-out rates reduce the reliability of findings (Kinoshita et al 2013). 
Changes to complex benefit regimes could also make comparisons and projections 
unreliable. The effectiveness of better targeting and time-limited restriction of IPS 
support are likely to increase productivity and thus cost-benefit impacts and tactics 
to increase relative efficacy and reduce costs are being studied currently (See 
“Current and planned research” Appendix 1). 
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Implementation

As with any complex health or social care intervention, the approach to 
implementation is central to the achievement of the expected benefits. Evaluating 
implementation accurately should incorporate individual client and staff 
perspectives as well as process and contextual issues. The originators of IPS have 
suggested that poorer fidelity to the original IPS principles is associated with 
lower employment outcomes and explains the low success rate in the UK SWAN 
study (Howard 2010) as well of poorer performing “outlier” sites in the US (Bond 
2012a). Currently there are no randomised or adequately controlled and analysed 
before and after studies of large scale UK service evaluations in the published 
literature and so the effectiveness of IPS as an intervention remains unclear.

Significant practical challenges to both the uptake of IPS by mental healthcare 
providers and the implementation of programmes have been described in the 
literature (Larson et al. 2011, Harvey et al. 2013, Boycott et al. 2014, Bond and 
Drake 2014, Bond et al. 2001, Boardman 2013).  Some data from a large-scale 
roll-out of IPS in the UK has been published using fidelity and outcome data to 
measure effectiveness. Van Veggel and colleagues report the implementation 
of IPS schemes at 17 sites, 3 of which were able to provide data from before 
implementation for comparison (van Veggel et al. 2015). The study included 
people with goals other than competitive employment which, though violating 
a central principle of IPS, may be more likely to reflect large-scale deployment.  
They also reported a reduction in the proportion of people referred who actually 
received assistance from pre-to post-IPS services (63.1 to 41.4 per cent) suggesting 
a significant selection bias in operation. The challenges encountered included 
those commonly associated with any non-research context such as lack of 
resources for training, staff redeployment as a consequence of implementation 
itself, lack of supervision at some sites and cultural barriers and failure to integrate 
with existing clinical teams. Rinaldi amongst others has noted that some mental 
health clinicians have very low expectations of the prospects of paid work for their 
clients and this may be contribute to lower participant as motivation is known 
to be a key predictor of success (Rinaldi et al. 2010b). At an organisational level 
there may also be reluctance to accept that IPS, and the rehabilitation results it can 
deliver, are part of the “core business” of clinical services as noted by practitioners 
in New Zealand (Lockett and Bensemann 2013) for example.
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Implementation

A qualitative study of implementation of a number of supported employment 
schemes (not exclusively high fidelity IPS) in various Canadian provinces has 
been conducted (Menear et al. 2011).  The study team adopt an organisational 
change perspective to understand efforts to shift services from tradition vocational 
training to supported employment models. The findings suggest that IPS is 
valued as a possible approach but has not found universal favour nor uniformly 
faithful implementation across the various sites studied. Unfortunately there is 
no consideration of implementation from service user or clinician perspectives. 
In commenting on Menear, Bond (Bond et al. 2011b) and colleagues note that 
dissemination as it is described, is “evolutionary” and they contrast this with 
the “systematic and planned” dissemination seen in the US suggesting that this 
difference may account for the findings of lower uptake. This contrast has been 
termed “diffusion” vs “dissemination” (Contandriopoulos et al. 2010). Drake 
points to the important effect of the establishment of a “learning collaborative” 
in the US on IPS implementation. This has seen 127 sites implement IPS across 
13 states and the collaborative continues to monitor fidelity and outcomes in all 
of them. Bond proposes the widespread replacement of existing “ineffective” 
services with IPS whilst limiting any local adaptations. Such wholesale service 
transformation probably requires central planning and fragmented services in the 
US and increasingly Canada and the UK may make this more challenging. 

The existence of funding “silos” are a major contextual challenge to 
implementation of IPS.  Widespread implementation of high-fidelity IPS requires 
close integration of employment and mental health services but likely positive 
outcomes reported in the literature suggests impacts beyond health services on 
benefit expenditure and social care cost savings. This may make justification of IPS 
schemes problematic on simple health outcome driven cost-benefit grounds alone. 
Druss (2014) suggests that adoption of IPS across the US remains inconsistent and 
that barriers concerning funding arrangements create the highest hurdles and have 
yet to be overcome in many states with varying funding models of funding such as 
health maintenance organisations. Alignment of objectives between employment 
and health funders and providers may be the key to wider adoption in the UK. This 
may require arguing and evidencing the case that the unemployed are in many 
cases also mentally unwell and require coherent support for both problems.   
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Implementation

Barriers to transformation of existing services have been identified, some of 
which are arguably higher in the UK than elsewhere (Boycott et al 2014). 
The choice of professional group to lead implementation may be important. 
The preparedness of occupational therapy staff for prioritising “constructive 
activity” has been suggested as a reason for an apparent greater openness to 
IPS within this professional group. Differences in uptake between community 
mental health teams compared to early intervention for psychosis teams, with 
the latter appearing less resistant, are harder to explain. Other challenges 
identified by the Boycott study included uncertain and short-term funding 
horizons, contemporaneous service reconfigurations and difficulty in maintaining 
a consistent delivery of employment specialist resources sufficient to achieve 
productive relationships with participants and employers, as seen in more 
successful US programmes. 
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Once implemented, monitoring of the continued performance of IPS schemes 
is essential to ensure that expected benefits suggested by clinical trials are 
delivered in practice. Pilot data monitoring systems have been developed by a 
partnership of organisations. This was undertaken to assess the ability of diverse 
IPS providers to generate key performance indicators and other datasets necessary 
to monitor performance (Sainsbury Centre for Mental Health 2009).  In the UK, 
local employment data is available from longitudinal labour force surveys such as 
NOMIS.

As in many health services, outcome measures were generally found to be the 
more difficult to collect than process measures. Generating such data requires 
investment, specification and incentives from funders. Service providers at 
the pilot sites studied demonstrated a range of responses to the challenge of 
providing such data. Some sites could not submit data at all (11 of 17) and 
information technology, both its lack and presence, were frequently cited reducing 
organisations ability to present useful data. Some sites employed dedicated audit 
staff and many expressed surprise at the ease with which data could be submitted 
once they had done so for the first time suggesting transferring experience form 
successful sites could be important. In general, sites only supplied data where 
this was mandated as part of the commissioning process and where practical 
support was given. Useful outcome measures could be the proportion of all mental 
health clients in IPS schemes, the proportion in employment, the number of job 
applications and job starts, and the proportion failing to engage or dropping out. 
Such data captured longitudinally could be used to assess trends in performance 
and outcome measures could be compared to local external data such as local 
employment figures or mental health service use.  

Rinaldi has demonstrated 1 example of how combining longitudinal data can shed 
light on services (Rinaldi et al. 2011). Although the data points are too infrequent 
to allow a robust analysis, the data indicates that the service had an impact which 
to some extent bucked the employment trends in the catchment areas studied. It is 
possible to monitor performance from routinely gathered information, for example 
on a more responsive monthly basis, allowing analysis of trends, the effects of 
process measures and external or internal factors e.g. service reorganisation, on 
performance. 

Evaluation and monitoring 

Essential data to evaluate an IPS service:
1. Background data on employment locally
2. Details of clients to assess “cherry picking” and enable targeting
3. Process measures, primarily IPS fidelity scales
4. Outcome measures - employment, health, service use
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A key process factor may be the relative performance of employment specialists 
themselves given the centrality of the role in IPS. Glover and Frounfelker (2013) 
used observational data to examine the practices of employment specialists. They 
report that successful employment specialists demonstrated more efficient working 
practices, formed egalitarian relationships with clients and were more able to form 
strong collaborative relationships with partners such as employers and clinical 
teams. Combined with service user views reported above this suggests that the 
abilities and motivation of employment specialists are a key determinant of success 
and could be improved by training and support to improvement or maintain the 
performance of services. Other qualitative work suggests key requirement for 
the success for employment specialists include “initiative”, “persistence” and 
“hardiness” as well as passion for the role and its aims, a “team approach” and a 
high degree of professionalism (Whitley et al. 2010). 

A recent evaluation study of IPS in North Belfast used semi-structured interviews 
and survey data to assess a recently developed IPS service (Byrne 2013). Client 
feedback is reported suggesting that service users are universally positive about 
the new service with no survey data reporting negative views suggesting possible 
selection bias. The authors identify some key “lessons learnt”. They include the 
need to employ the “right” employment specialists and ensure that they are 
integrated into and supported by the mental health team although components 
of these factors were not clearly defined. By contrast, some clients tended to 
emphasise the separation of the employment specialist from the mental health 
team as giving them confidence. Other important factors were reported as the 
use of the IPS-Fidelity Scale for ongoing quality assurance and close working 
relationships between mental health, occupational therapist and third sector 
organisations.  

Ideal data to monitor effectiveness of IPS after implementation would present 
monthly proportions of service users gaining and retaining competitive 
employment along with other key performance indicators such as non-vocational 
outcomes, hospitalisation rates and contextual factors such as local employment 
rates. Such a panel of indicators would not only assess performance against 
contract but would increase understanding and the ability to intervene where 
relative performance was on concern. A methodological approach allowing 
reasonable comparisons by accounting for natural variation should be adopted in 
preference to crude thresholds or ranking of providers which ignore contextual 
explanatory factors.

Evaluation and monitoring 
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The development of IPS has been accompanied by the creation of validated fidelity 
measurements ideally suited to assess and compare service provision and these 
should be incorporated in any evaluation. The first IPS Fidelity Scale (IPS-FS (15), 15 
item instrument) was originally developed by US researchers (Becker et al. 2001) as 
part of a wider programme to create fidelity scales for 6 evidence-based practice 
interventions to promote rehabilitation and return to paid employment in the US 
(Bond et al. 2011a). The core components of fidelity assessment have remained 
unchanged at least for most research studies although an extension to the original 
fidelity scale has now been developed, see table 4 below.

The original IPS fidelity scale has been used in both “discriminant” evaluations to 
distinguish between schemes and “predictive” evaluations to demonstrate that the 
scale can predict differences in outcomes between sites. The scale has successfully 
distinguished schemes with stated adherence to IPS principles from those with a 
looser model of supported employment in an evaluation of 123 separate schemes 
(Bond et al. 2011a). Predictive performance of the scale has also been moderately 
good as demonstrated by a positive correlation between the scale and competitive 
employment outcomes and no negative correlations suggesting that the scale can 
be used reliably for monitoring and quality improvement processes in established 
schemes.  

Fidelity scales in evaluation

Essential components of fidelity assessments:
1. Generally two assessors undertake a planned visit to a scheme 
2. Assessors use a combination of interviews (typically the 

programme leader and two or more employment specialists and 
a selection of clients) review records and observe team meetings 
and community contacts with employers 

3. Each assessor rates their findings separately and then differences 
are reconciled by consensus to arrive at a final measure  

4. IPS fidelity scales have been developed which correlate well with 
employment outcomes
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Fidelity scales in evaluation

Despite this weight of evidence and development work, the original scale fails to 
capture some aspects for IPS schemes adequately according to respondents drawn 
from staff and client groups. Employment specialists reported that IPS-FS(15) failed 
to measure benefits counselling, supported education and cultivating employers 
all thought to be important indicators of success (Evans and Bond 2008 cited in 
Bond 2011a). Bond also reports other findings that service users rate the quality 
of employment specialist-client relationships and practical job acquisition support 
are seen as important. These elements are not well measured by IPS-FS but may 
be captured by observations or interviews during full scale fidelity reviews. To meet 
some of the above limitations and objections identified in the literature the IPS-
FS(25) has been developed by professional consensus and Delphi-like processes 
(Bond et al. 2012b: http://www.dartmouth.edu/~ips/page19/page19.html). The 
internal validity of the new scale remains high, the predictive performance of 
some items correlated strongly with employment outcomes and the whole scale 
performance was similar to the original scale (Bond et al. 2012b). 

As the authors suggest, the strength of correlation with employment outcomes 
is related to the sample of IPS schemes in each study i.e. is likely to be stronger 
where more low-fidelity and poor outcome sites are included artificially increasing 
the contrast in favour of IPS. This limits the utility of correlation as an audit or 
monitoring measure. This is because successful efforts to improve IPS validity 
will tend to reduce the correlation with outcomes as different sites’ performance 
converges. Bond also suggests that IPS-FS(25) may be of more use than the 
original scale in remediation and quality improvement exercises by specifying 
feedback more directly. 

Bond reports that within the US, IPS-FS(25) has been used to support accreditation 
for funding purposes  (Bond et al. 2012b) suggesting that it could be used as 
an assessment for “Qualified Provider” accreditation and monitoring of contract 
delivery by commissioners. Van Veggel and colleagues used the scale to assess the 
quality of implementation of the IPS model across UK sites to enable interpretation 
of the relative success of different sites (Van Veggel 2015). Fidelity measurement 
demonstrated a moderate improvement after implementation but most sites only 
achieved a “fair” degree of fidelity using the IPS-FS (25) which may help explain 
the study outcomes.  
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More recently it has been suggested that IPS outcomes could be improved with 
the addition of other concurrent interventions. These adjuncts may aim to improve 
cognitive functioning of people with more severe disease rather than relying 
on the standard combination of clinical care and individualised employment 
support alone.  Existing data suggest that though an improvement on traditional 
interventions, IPS may still not serve those with more significant mental health 
disabilities as well as it might. Lim et al. (2014) reviewed the evidence for IPS for 
schizo-affective disorders and found that though IPS was less effective for people 
with those disorders the addition of “neurocognitive enhancement therapy” 
and “work therapy” improved outcomes for this subgroup. Even within this 
more severely ill cohort, baseline characteristics such as employment history and 
educational attainment remained significant predictors of success suggesting 
targeting interventions to those most likely to benefit might remain fruitful and 
improve cost-effectiveness even where IPS is combined with other interventions.   
A recent rapid review (Boycott et al. 2012) has identified a number of additions 
to IPS which have been tested against stand-alone IPS in recent years. They 
discovered 6 separate studies of IPS in combination with skills training (3 studies) 
and cognitive rehabilitation (3 studies), see Table 4.

Table 4 Additions to IPS

IPS combined with skills training was superior to IPS alone in helping participants 
achieve competitive employment and IPS combined with NET achieved a borderline 
significant increase competitive employment compared to IPS alone. IPS combined 
with “Thinking Skills for Work” (TSfW) had a large effect but the study had low 
precision due to small sample size. Arbesman and Logsdon (2011) found that the 
efficacy of IPS was enhanced when combined with “social skills” and cognitive 
educational programmes. Allott reports evidence that some aspects of neuro-
cognitive functioning are predictive of employment and educational participation 
at 6 months and this also suggests that targeted interventions to improve 
functioning could help some individuals benefit from employment support (Allott 
et al. 2013).

IPS combined with other interventions

Skills training
Cognitive skills training 
supplements to IPS

Verbal and non-verbal communication Neurocognitive enhancement therapy 
(NET)

Appearance Errorless learning

Assertiveness and problem solving 
skills to deal with stressors, symptoms 
and health concerns

“Thinking Skills for Work” (TSfW) 
program
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IPS combined with other interventions

Targeting such interventions at people who have not benefitted from employment 
support alone has been studied directly. McGurk and colleagues randomised 
people with severe mental illness who had “not responded” to a standard 
supported employment scheme or the standard scheme plus TSfW (McGurk et al. 
2015). Of the 107 people included 60 per cent of the IPS + TSfW group obtained 
competitive employment over the 2 year follow-up compared to 36 per cent of 
controls. The IPS + TSfW groups also worked more weeks (23.9 vs 9.2) and earned 
more (£2,737 vs £1,382).  Implementation of such a scheme would require an 
initial selection of those likely to require such enhanced support. UK trial of IPS 
compared to IPS plus a vocational cognitive behavioural therapy intervention 
(Schneider et al. In Press) failed to show any difference between groups. Poor 
recruitment and high loss to follow-up meant that the study was underpowered 
to distinguish important outcome differences beyond chance and so it is important 
that further studies are conducted to understand that utility of these approaches.

It has been suggested that negative attitudes towards the IPS model amongst 
clinical teams has reduced not only adoption of the intervention but might also 
account for the reduced effect sizes seen in non-US studies. This has led to the 
idea that specific training for clinical staff could overcome the effects of such 
attitudes within clinical teams and improvement outcomes for service users. Craig 
et al. (2014) reports on a cluster randomised trial of motivational interviewing 
training for clinical teams delivered as part of existing IPS schemes as part of 
early intervention programmes at four UK sites. Clinical care coordinators were 
randomised to receive 3 days of initial training in motivational interviewing 
followed by 2 supplementary sessions in the following 3 months and a 2 day 
refresher training course during the second year of the study. All clinical staff were 
encouraged to take part in the training session at intervention sites. 

Overall, 30 per cent of client participants achieved competitive employment but 
the majority were in the centres providing motivational interviewing training 
although including non-competitive job outcomes eliminated the differences 
between groups. There were no differences in job tenure nor hours worked per 
week and clinical outcomes are not reported suggesting the likely effects were 
not large. Despite these developments Bond has suggested that greater fidelity to 
IPS may be equally effective and that therefore should be unnecessary (Bond et al. 
2012a). The superiority of these 2 approaches has not been clearly demonstrated. 
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Limitations of the evidence

The “quality” of research evidence promotes significant debate in academic circles. 
Only some of this debate has relevance to policy and implementation contexts. The 
issue for policy makers and commissioners of services is different. The likelihood of 
research findings being replicated in services as they are delivered by providers to 
the populations who need them, is the key consideration when choosing between 
alternatives. 

Most research trial evidence is generated by specific research teams in the context 
of significant planning, training and resourcing. In addition screening and consent 
processes may restrict access and introduce bias. Finally significant efforts to 
ensure engagement and retention may introduce further systematic differences 
with everyday service implementation settings. Generalisation to actual health care 
contexts then is often characterised by reductions in effect sizes from combinations 
of dilution of the intervention itself, resource scarcity, conflicting priorities and 
heterogeneity of participants (Rothwell 2006).

These problems for translation of IPS studies into similarly high-performing 
services are likely to be important. Screening and recruitment for many US studies, 
for example, involved attending briefing meetings, sometimes on more than 1 
occasion, which may have put less motivated people off taking part in the study. 
Heslin et al. (2011) don’t report using no such screening methods and suggest this 
may account for their lower effect estimate in their UK study. This opens up the 
possibility of significant selection bias operating in some key studies reducing the 
likelihood of their generalisability to the UK context. Loss of apparent impact from 
controlled research to pragmatic implementation settings is common and has been 
described as the move from efficacy to effectiveness studies (Singal et al. 2014). 
The study dropout rate IPS studies varies considerably but is generally lower for 
IPS groups than controls suggesting that IPS is an acceptable intervention but that 
such losses reduce the reliability of the findings as those dropping out are likely to 
differ from those remaining in important ways. Where higher dropout rates have 
been reported e.g. (Schneider et al. In Press, van Veggel et al. 2015) this may be 
evidence that appropriate targeting and referral processes in the UK are less well 
understood or developed at present given the absence of evaluative evidence from 
large, pragmatic schemes.



36

Limitations of the evidence

The current document draws heavily on existing reviews of individual trials. With 
the exception of the Cochrane review by Kinoshita et al (2013), there is a lack 
of critical assessment of the IPS literature for such elements as publication bias, 
threats to external validity, clinical and participant assessments of the importance 
of chosen outcomes, lack of observer blinding and losses to follow-up leading 
to attrition biases. Sensitivity analyses and other techniques recommended in 
CONSORT guidelines for the reporting of trials were generally lacking. In future, 
rigorous and published evaluations of schemes are needed to ensure that the full 
potential benefits of IPS are achieved in the UK. In general, the studies included in 
the reviews were rigorous in reporting of all outcome measures and some process 
measures allowing for an estimation of the relative importance of their results.

There has been considerable debate about the generation of cost-benefit vs cost-
effectiveness measures for employment interventions for those with mental illness 
and what benefits and expenditure they should include.  Salkever (Salkever 2013) 
argues that the cost of IPS programs, any healthcare or criminal justice spending 
plus the cost of other “consumption” of IPS clients net of the impact on the 
person’s income and assets, represents the true “social cost”  for individuals of 
employment interventions. This should then be off-set against any reductions in 
health, criminal justice and traditional service costs which are generally equal to or 
greater than IPS (Salkever 2013, Andrew et al 2012).  Salkever notes that existing 
literature suggests the cost of employment specialists individually is relatively 
uniform across programs. This has been estimated at around £75k when on costs, 
overheads and facilities are included (van Stolk et al 2014). Other factors such 
as employment specialist case-loads may vary considerably and therefore have 
large effects on productivity. These differences are likely to be more pronounced 
if comparison with similar schemes with non-healthcare providers is made where 
client-specialist ratios may be higher. For example an increase from 13.9 clients 
per employment specialist to 20 (still below the maximum of 25 recommended 
by the originators of IPS) reduced per client costs by 40 per cent (op. cit.p.113). 
Evaluations of actual projects could generate better evidence of the relationships 
between resources and effectiveness in practice. Salkever suggests that there is 
limited evidence of IPS reducing subsequent treatment costs and European studies 
report mental health admission rates higher than in the US making interpretation 
difficult. Where employment is associated with lower clinical care needs it is still 
difficult to ascribe a causal relationship given the limited evidence that IPS reduces 
symptoms or burden of disease directly. 
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Conclusions

IPS is widely considered to be an evidence-based intervention to improve 
employment outcomes for people with severe and acute mental illness without 
resulting deterioration in health and wellbeing. Results from randomised clinical 
trials have consistently demonstrated improved employment rates are possible 
even for those participants with severe illness who may not have been encouraged 
to seek competitive employment in the past. This literature is augmented with 
supporting evidence relevant to successful implementation. This includes fidelity 
scales which can be used to ensure that the complexity of the intervention is 
not a barrier to successful large-scale deployment. The evidence from both non-
US settings and from large scale pragmatic “effectiveness” trials is currently less 
comprehensive or consistent. There is currently no high-quality quasi-experimental 
study or pragmatic trial evidence available from evaluations of IPS schemes in the 
UK.

Studies in the UK often use alternative or more stringent primary outcome 
measures. This complicates interpretation and systematic attempts to combine 
trial data have not been possible for many of the secondary outcomes important 
to clients and commissioners because of this complex landscape of competing 
measures. The value to clients and commissioners of common outcome measures 
used in IPS trials such as competitive employment “for at least 1 day” is open to 
question.  Where more stringent outcomes are chosen performance of the IPS 
model is more muted but still favourable compared to usual treatment in most 
US studies.  Evidence that IPS can significantly improve clinical and quality of life 
measures is lacking particularly in the UK.  The cost-benefit data supporting IPS 
schemes is somewhat stronger suggesting IPS costs are comparable to or less 
than, treatment as usual but this is still based on limited study populations. There 
is some evidence form the US that in the longer-term the requirement for support 
declines as clients retain jobs and reductions in mental health treatment costs may  
also be  sustained. Again there is no UK evidence from follow-up periods of more 
than 2 years demonstrating a sustained impact of the intervention.  

The literature suggests a residual importance of baseline characteristics regarding 
previous employment and job seeking behaviour of successful clients on IPS 
schemes. These findings may indicate that targeting or selection may be an 
important component of the relative performance of IPS against treatment as 
usual. More recent and planned studies may show that combing IPS with therapies 
designed to address directly cognitive and social problems could be beneficial for 
harder to help groups.
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Conclusions

The relative failure of some studies in the UK has been blamed on the lower 
intensity of the support provided or lower overall fidelity to the original model. 
These problems may be best tackled by ongoing monitoring and remediation by 
regional trainers or scheme coordinators as well as commissioners. Similarly the 
cultivation of employers is likely to be an important factor. This may be difficult 
to assess and may rely on the ability of individual employment specialists rather 
than generic features of schemes. Plus, there is very little research into the role or 
characteristics of employers and none from the UK. 

There has been considerable interest from outside of health care in assisting 
people with more common or less severe forms of mental illness to retain or attain 
employment given the large proportion of those claiming disability benefits have 
a mental illness. The impact of increasing access to IPS schemes and their location 
within IAPT services, primary care, Job Centres or third sector organisations 
remains unclear. However, the important overlap between health and welfare 
policy aims has been recognised and creates an ideal policy landscape to enable 
the further adoption of IPS. The lack of evidence for the effectiveness and cost 
effectiveness of IPS for those with milder and more common mental health 
problems remains a barrier to the extension of IPS to these groups. The importance 
placed in the research literature, on the desirability of the competitive employment 
as opposed to clinical or wellbeing measures may be of great relevance to welfare 
policy-makers and funders. So there is an urgent need for a recognition of the 
shared objectives of employment and mental health services which demands closer 
collaboration to deliver integrated support to all those who could benefit.
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Appendix 1: Current and planned research

This short review found references to a number of studies which although 
apparently completed, had yet to be published.
  
Lecomte and colleagues have published preliminary results from a trial of 
supported employment vs supported employment with an additional group CBT 
component aimed at improving cognitive skills for the workplace (Lecomte et al. 
2014). Initial results from a small number of participants (n=24) are encouraging 
with approximately 50 per cent in both groups achieving competitive employment 
and the eventual sample size of 160 participants should deliver a robust 
conclusion. 

Searching the NIHR Portfolio database for trials of IPS, IPS with adaptions or 
controlled quasi-experimental implementation trials found no work being currently 
undertaken. A search of the WHO ICTRP Portal revealed that IPS and in particular 
adapted IPS is still an active research area.  A trial of IPS for clients drawn from 
community forensic psychiatry with an offending record is due to recruit from July 
2015 (NCT02442193 clinicaltrial.gov) and is based in Nottingham. This will further 
shed light on extension to the populations who may benefit from IPS. 
3 studies are registered and ongoing in the Netherlands. One study comparing IPS 
to IPS combined with “Wellness Recovery Action Planning” is being undertaken 
at 4 centres (ISRCTN97969491).  A second study is recruiting people with mental 
health problems who are long-term unemployed and less than 50 years of 
age and assessing the effectiveness of IPS in this subgroup. The study explicitly 
excludes those with “severe” mental health problems but could demonstrate the 
possibilities for extending IPS to less disabled and therefore larger populations 
as discussed above (NTR3920). A third Dutch study is comparing the effect of 
supported employment and educational interventions in younger people with First 
Episode Psychosis (NTR3996). In Germany a study is underway to assess the effect 
of Supported Employment (“supported employment PLUS”) on job retention for 
those currently in employment within an IPS initiative (ISRCTN02422335).  Again 
this extension of the evidence base will allow evaluation of the possibility that IPS 
programs could have much wider impact.
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A study of conventional IPS with IPS “LITE” (up to 9 months support or greater 
than 13 weeks continuous employment) has been completed (The IPS –LITE trial; T 
Burns; University of Oxford; ISRCTN28876952). The protocol for this trial has been 
published. The protocol describes a structured withdrawal of IPS after it appears 
either effective (>13 weeks employment) or ineffective (unemployed at 9 months) 
at the level of the individual client. 

Luciano (2014) notes that another new avenue for research is in the use of 
technology and in particular mobile platforms to deliver IPS. These systems allow 
self-referral to increase accessibility, facilitate remote training of IPS employment 
specialists and monitoring of program fidelity and make possible the combination 
of anonymised data from many sites to allow researchers to assess long-term 
outcomes across many sites at minimal marginal cost. This review did not find 
reports of any trials of technology as applied to IPS in either the academic literature 
or current trial registers.
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Appendix 2: Commissioner perspective

Severe mental illnesses represent a significant health problem resulting in high 
and long term health and social care costs. Long-term trends have seen the 
employment rates for those with mental illness continue to fall in recent decades 
leading to great costs for individuals, government and society. Figures from 2010 
estimate:

• 13% employment for people with mental illness

• 49.9% employment for people with physical disabilities

• 79.5% employment for people with no disability

Evidence on IPS Effectiveness

Individual Placement and Support (IPS) provides a highly structured approach 
to employment support for those with severe mental illness and evidence 
demonstrates its effectiveness compared to other approaches:

• in US studies, employment rates are 65% for IPS vs 25% for traditional 
vocational support

• in non-US studies, employment rates are 50% and 20% respectively

The cost effectiveness of IPS has also been tested. It has been estimated that a 
national IPS intervention in the UK helping 50% of people with schizophrenia 
working 20 hrs per week paid at the minimum wage, would achieve savings to the 
public purse and society in general of £120m and £350m respectively. A report by 
RAND Europe used evidence from the UK to estimate for every £1 spent on IPS, 
£1.41 was saved in government spending. More details on the research evidence 
for IPS is available from the EMAHSN Sparkler1.

Metric Findings

Cost-Benefit Ratio £1:£1.412

Cost of IPS per client

IPS  vs Vocational Service = £2,086 vs 
£3,2343

IPS  vs Work Programme place for ESA 
claimant = £5,819 vs £13,7004 

Reduction in Health & Social Care 
Costs per client £-319 (£-2781 to £2336)3

Potential for UK government 
expenditure of national roll-out

Saving of £120m to £350m5

NHS savings of £5193 per person (over 
18 months)5

Net per annum saving per 
Vocational Specialist £-43,9132
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Implementation and Monitoring

Implementation of IPS needs to be effectively resourced and supported by senior 
management. Factors which are critical to implementation include:

• Staff training in IPS principles training

• Sufficient numbers of suitably skilled employment specialists

• Organisational restructuring to integrate employment support with mental 
health teams

• Supervision and monitoring of IPS services

• Regular fidelity reviews to measure delivery against

An IPS “Fidelity Scale”6 can be used to measure adherence to aspects of 
implementation thought to be important in ensuring success. IPS Fidelity Scales 
could also form an important evaluation tool for commissioners in assessing 
“Qualified Provider” status and monitoring of contract delivery. Fidelity Reviews of 
an IPS service should comprise of:

• Two trained assessors undertake a planned visit to a scheme 
• Assessors use a combination of interviews, record reviews and observe team 

meetings and community contacts with employers. 
• Each assessor rates their findings separately and then differences are reconciled 

by consensus to arrive at a final measure.  
• The fidelity review is developed into an action plan for further development of 

the IPS service.

Data to monitor effectiveness after implementation should present monthly 
proportions of service-users in competitive employment (allowing for natural 
variation) along with other key performance indicators such as non-vocational 
outcomes, hospitalisation rates and contextual factors such as local employment 
rates. Evidence from the UK suggests that providers may need support to provide 
such data and that this should therefore form a central requirement of contracting. 
Care must be taken to ensure that adequate support remains for those for whom 
competitive employment is not achievable. 
1EMAHSN, Current evidence around Individual Placement Support (IPS), 2015 http://emahsn.org.uk/
resource-hub/sparks-and-sparklers-reports-and-summaries/
2van Stolk, C., Hofman, J., Hafner, M. & Janta, B. (2014) Psychological Wellbeing and Work: 
Improving Service Provision and Outcomes. RAND Europe ed.
3Knapp, M., Patel, A., Curran, C., Latimer, E., Catty, J., Becker, T., Drake, R.E., Fioritti, A., Kilian, 
R., Lauber, C., Rössler, W., Tomov, T., van Busschbach, J., Comas-Herrera, A., White, S., Wiersma, 
D. & Burns, T. (2013) Supported employment: cost-effectiveness across six European sites. World 
Psychiatry, 12(1), 60-68.
4MIND (2014) We’ve Got Work To Do: Transforming employment and back-to-work support for 
people with mental health problems. MIND, London.
5Andrew, A., Knapp, M., McCrone, P., Parsonage, P. & Trachtenberg, M. (2012) Effective 
Interventions in schizophrenia: the economic case. Personal Social Services Research Unit, LSE, 
London,UK.
6The IPS Fidelity Scale. Centre for Mental Health. http://www.centreformentalhealth.org.uk/the-ips-
fidelity-scale
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Train and Place vs Place and Train

Until the 1990s, accepted wisdom was that ‘train and place’ models best suit the 
needs of people recovering from severe mental illness.  Such services aimed for 
supportive and sheltered employment provision running alongside clinical care. 
However, due to the lack of specific employment goals and the possibility of 
extending “training” indefinitely, it has been argued that such services contributed 
to a culture of long-term dependency, low-expectations and exclusion.

Recently, there has been a shift in emphasis toward rapid return to competitive 
work after episodes of mental illness. As a result ‘train and place’ has been 
increasingly replaced by ‘place and train’. In this model aspirations and practices 
are radically altered. Very soon after an acute episode of illness has begun to 
resolve, efforts are made to assist people into competitive employment with the 
ongoing support of specialist employment advisors. The most clearly defined 
incarnation of these programs is termed ‘Individual Placement and Support’ (IPS).

The IPS Approach

Listed below are the 8 essential ingredients of IPS, which have been used to define 
whether services comply with the model. As with all complex interventions, fidelity 
of implementation is paramount. Local variation in services can be a significant 
confounder in establishing the effectiveness of IPS. More details on the research 
evidence for IPS is available from the EMAHSN Sparkler1. 

To this end the core principles of IPS have been developed into a validated 
“fidelity” scoring tool2 which can be used during training, implementation, service 
evaluation and as a benchmark for key performance indictors and contracting 
purposes.

Key Characteristics of IPS
1. Inclusion of all clients who want to work;
2. Integration of supported employment with clinical services;
3. Explicit aim for competitive paid employment as early as possible;
4. Rapid job search with or without vocational skills training; “place 

and train”;
5. Ongoing support for job search, aquisition and retention by an 

employment specialist;
6. Adherence to client preferences about desired work and 

disclosure of mental illness to prospective employers;
7. Benefits counselling;
8. Individualised and open-ended support after a job is obtained
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Funding and Implementing IPS 

Widespread implementation of high-fidelity IPS requires an integration of 
employment and mental health services. There is good evidence that IPS can 
improve employment rates but less evidence of any benefits on mental illness or 
wellbeing directly. Given employment outcomes impact on benefit expenditure and 
social cost savings outside of health, making a case for schemes on narrow health 
service cost-benefit grounds alone is challenging. Alignment of objectives between 
employment and health organisations may be the key to wider adoption and 
understanding that the unemployed and mentally unwell are often one and the 
same and coherent support for both problems is likely to be more effective.   
Barriers to implementation of IPS through transforming of existing services include: 

• Lack of professional openness to IPS principles - Occupational Therapists (OTs) 
appear to be the professional group most open to the IPS approach due to 
their prioritising “constructive activity”

• Uncertain and short-term funding horizons 

• contemporaneous service reconfiguration 

• Having sufficient numbers of suitably skilled employment specialists - key 
requirements include “initiative”, “persistence” and “hardiness”, a passion for 
the role and its aims, and a team approach

• Difficulty in maintaining consistent delivery of employment specialist resources 
to achieve productive relationships with participants and employers. 

• Insufficient supervision and monitoring of IPS services

A fully integrated service monitor effectiveness through a combination of local 
employment data, primary care registry and mental health service data from 
local providers to assess the target population, monitor fluctuations in referral 
rates and measure what proportion of clients who could benefit from IPS actually 
take up the intervention and achieve employment as intended. Validated fidelity 
measurements, combined with measures staff and client acceptability, should be 
incorporated in ongoing evaluation. Providers may need considerable support to 
supply useful monitoring data but these are clearly essential to understand the 
impact of health or welfare spending in this area.  

1EMAHSN, Current evidence around Individual Placement Support (IPS), 2015 http://emahsn.org.uk/
resource-hub/sparks-and-sparklers-reports-and-summaries/
2The IPS Fidelity Scale. Centre for Mental Health. http://www.centreformentalhealth.org.uk/the-ips-

fidelity-scale
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