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Abstract.
BACKGROUND: While the Individual Placement and Support (IPS) model of supported employment has been shown to
improve competitive employment outcomes, randomized controlled trials have consistently failed to show improved nonvocational
outcomes for IPS participants compared to participants receiving traditional vocational services.
AIMS: This study evaluated the impact of IPS on nonvocational outcomes for clients with severe mental illness (SMI).
METHODS: A longitudinal analysis of data from a randomized controlled trial compared IPS to a stepwise vocational approach
on employment outcomes over two years. Nonvocational outcomes were symptoms, psychiatric hospitalizations, quality of life,
and social networks. Results: Although the total sample showed improvement in several nonvocational domains over time, there
were largely no differences between groups in nonvocational outcomes at follow-up or in their rates of improvement over time.
CONCLUSIONS: Participation in supported employment alone is not sufficient to positively impact most nonvocational outcomes
in people with severe mental illness.

Keywords: Supported employment, individual placement and support model, vocational services, nonvocational outcomes, severe
mental illness

1. Introduction

The Individual Placement and Support (IPS) model
of supported employment is a well-validated evidence
based practice that has been shown to successfully
assist people with severe mental illness (SMI) in find-
ing and maintaining work [1]. In an effort to understand
the broader impact of supported employment, stud-
ies have also examined whether these services may
impact nonvocational outcomes. Nonvocational out-
comes encompass those that are not directly related to
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employment or the workplace, including clinical and
social variables, well-being and quality of life, and
other important outcomes, such as the ability to live
independently and frequency of substance use.

Several published randomized controlled trials have
examined the impact of IPS on nonvocational outcomes
[7, 11–13, 16, 17, 22, 25, 29, 30]. With one recent excep-
tion, these studies have consistently found no differ-
ences between IPS and controls across a range of non-
vocational outcomes, leading to the conclusion that IPS
supported employment does not directly impact nonvo-
cational outcomes. However, using a sophisticated sta-
tistical modeling approach, Kilian et al. [19] found that
IPS participants had fewer days of psychiatric hospital-
ization across 18 months compared with participants in
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the control group receiving traditional vocational ser-
vices. An older retrospective study also warrants men-
tioning in that it also found that clients in the IPS group
had a lower number of psychiatric hospitalizations and
psychiatric emergency services visits as compared to
clients receiving traditional vocational services [15].

The current study sought to corroborate the general
finding of no impact on client outcome for IPS out-
side the employment domain; we examined an array of
nonvocational outcomes that are of central importance
to the overall well-being and functioning of partici-
pants, including psychiatric symptoms, overall quality
of life and quality of life sub-domains, and social net-
works. We also evaluated the impact of IPS supported
employment services on inpatient service utilization.
Considering the bolus of conclusions drawn from prior
studies, we hypothesized that participants assigned to
IPS would not differ over time in any nonvocational out-
comes compared with participants receiving a stepwise
vocational model.

2. Methods

2.1. Overall design

This study examines 2-year outcomes from a ran-
domized controlled trial comparing IPS to a stepwise
vocational model, the Diversified Placement Approach
(DPA). The study was conducted at a psychiatric
rehabilitation center in a large urban setting in the
midwest. The employment outcomes have been previ-
ously reported [6]. One hundred eighty-seven clients
with SMI enrolled in psychiatric rehabilitation ser-
vices and who expressed an interest in working and
had been unemployed for at least 90 days prior to
study entry. Other inclusion criteria consisted of atten-
dance to two informational sessions about the study, no
physical illness that would prevent two-year study par-
ticipation, and agreement to be excluded from services
provided in the non-assigned vocational program. Par-
ticipants with active substance use were not excluded
from study participation. Participants were then ran-
domly assigned to one of the two vocational programs
and began receiving employment services per the tenets
of the vocational model (IPS or DPA). Because the
intent was a fully randomized design, participants
were not matched across groups. Participants were
followed over two years and nonvocational outcomes
were assessed semi-annually (symptoms, quality of
life, social networks) and yearly (psychiatric hospi-
talizations). Interviews were conducted face-to-face at

baseline and every three months thereafter (as indi-
cated in the “Measures” section, some nonvocational
outcomes were collected every six months), collecting
comprehensive data, including employment outcomes,
nonvocational outcomes, and job satisfaction (after a
job start). Participants were paid $5 to $15 depending
on the duration of the interview (semi-annual interviews
were more lengthy) [6].

2.2. Sample characteristics

Participants were 187 adults with SMI including 92
participants in the IPS group and 95 in the DPA group.
Most participants had a schizophrenia-spectrum disor-
der (N = 105, 56.1%) or an affective disorder (N = 77,
41.2%). Just over 30% of participants in each group had
a substance use disorder [6]. Participants were mostly
male (N = 119, 63.6%) and African American (N = 95,
50.8%) or white (N = 68, 36.4%). The total sample had a
mean age of 38.8 (SD = 9.56) years. The majority of par-
ticipants had a high school education or above (N = 154,
82.4%). Most participants had worked competitively
for at least a year in the past (N = 133, 71.1%).

2.3. Vocational programs

IPS has been well described in the literature [1] and
its effectiveness improving competitive employment
outcomes has been well established [3, 13]. The compo-
nents of the model include integration of mental health
treatment with employment services and an exclusive
focus on competitive employment only (rather than
noncompetitive work). Other central principles of IPS
include a rapid job search with a de-emphasis on prevo-
cational activities, a focus on client choice and abilities,
on-the-job training when necessary, a focus on com-
petitive work (i.e., vocational workers do not spend
their time on non-work related tasks such as case man-
agement), small caseload sizes, and time-unlimited,
ongoing follow along support provided by the voca-
tional worker. On-going follow along support means
that the vocational worker will engage in activities with
the client, such as the teaching of job tasks, training of
co-workers and supervisors addressing effective ways
of working with the client, modification of the work
environment to meet client’s needs and address the
limitations set forth by his/her disabilities throughout
their tenure at a job. Employers made accommoda-
tions for employees when necessary (e.g., arranging a
work schedule that is flexible, allowing time to attend
provider appointments, etc.) [2].
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In order to determine the extent to which the pro-
gram models were implemented as intended, fidelity
was measured. The main reports describes high fidelity
to the IPS model across the study, with the excep-
tion of lower fidelity reported at one of the two
study sites on the IPS team at baseline (IPS fidelity
at this site rebounded to higher levels as the study
progressed and early problems were resolved) [6].
Several fidelity components are worthy of note. For
instance, IPS vocational workers made a strong effort to
match participants’ occupational preferences with jobs.
In addition, vocational workers maintained fidelity to
the programmatic element featuring consistent follow-
along support; participants engaged in services received
a mean of approximately two follow-along contacts
from vocational specialists per month. Mean number of
follow-along contacts in a quarter predicted the number
of weeks worked in the subsequent quarter [28].

The Diversified Placement Approach (DPA) is a
highly regarded employment model of psychiatric reha-
bilitation. DPA originated out of the clubhouse model
and was developed at Thresholds, a psychiatric reha-
bilitation center in Chicago, Illinois. This model is
characterized by an emphasis on paid employment,
offering a broad array of employment opportuni-
ties, including not only competitive employment, but
also noncompetitive positions in sheltered employ-
ment, work crews, and agency-run businesses. Clients
often begin in a group placement that is less threat-
ening than an individual placement and brings the
opportunity to increase vocational outcomes, such as
work-related skills, and nonvocational factors, such as
social networks. These placements may be permanent
or temporary and vary in duration, with job movement
made at the discretion of the client and team in accor-
dance with his or her progress, limitations, and the
availability of jobs. In other words, clients typically
progress through a series of job placements spanning
from a less independent position to a completely inde-
pendent competitive job at a rate commensurate with
factors such as their comfort level, work skills, symp-
tom severity, and transportation availability. However,
it is important to note that DPA is flexible enough to
allow for movement in the other direction, from more
independent to less independent job placements when
appropriate. In addition, other noteworthy tenets of
DPA include small case loads (15 clients or less), an
emphasis on communication between team members,
prevocational activities and formal assessment aimed
at gauging the client’s readiness for work, broad job
development that takes advantage of disability hiring

initiatives and may involve placing several clients at
the same community business, on the job training, and
indefinite, on-going follow along support [20]. More-
over, across the study period, all DPA sites averaged
fidelity ratings above a 4.0 on the DPA fidelity scale,
indicating high fidelity and thus proper implementation
of the DPA program model [6].

2.4. Measures

Nonvocational outcomes were collected via inter-
view and objective records. The research team
interviewed clients regarding symptoms and quality of
life at baseline, 6, 12, 18, and 24 months. Using the Pos-
itive and Negative Syndrome Scale (PANSS) [18], we
obtained measures of total symptoms and five symp-
tom subscales (positive, negative, cognitive, hostility,
emotional discomfort). In the current sample, inter-
rater reliability coefficients were as follows: 0.90 for the
total scale; 0.81 for the Positive syndrome; 0.63 for the
Negative syndrome; 0.94 for the Emotional Discomfort
scale; 0.54 for the Hostility scale; 0.74 for the Cogni-
tive scale. These intra-class coefficients were based on a
random sampling of 71 PANSS interviews rated by two
trained raters [6]. Furthermore, based on established
standards, a total score of 58 was considered mild ill-
ness, 75 moderate illness, 95 marked illness, and 116
severe illness [26].

Overall quality of life, satisfaction with leisure activ-
ities, and satisfaction with finances were assessed with
an abbreviated version of Lehman’s Quality of Life
Interview [23]. In community samples of people with
severe mental illness, the QOLI has been found to have
adequate reliability and validity [24]. Quality and quan-
tity of social networks was assessed at baseline, 3, 9, 15,
and 21 months using a newly developed social network
scale adapted from several standardized scales [8]. In
the current study, the SNA had good baseline internal
consistency (alpha coefficient = 0.82) and modest test-
retest reliability (r values ranging from 0.36 to 0.56).
Hospitalization data were collected yearly (including
the year prior to the study) through participant self-
report, case manager reports, client charts, and hospital
discharge records; these data were verified through
Medicaid claims (for participants who were Medicaid
clients).

2.5. Data analyses

Differences between vocational programs (indepen-
dent variable) on continuous nonvocational outcomes
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(dependent variable) across the study (i.e., symp-
toms, quality of life, social networks) were examined
using mixed effects regression modeling to determine
changes over time and differences between vocational
groups independent of baseline differences. Because
nonvocational outcomes did not vary according to
demographics or participant background characteristics
[6], no covariates were included in the model. When
significant differences were found in mixed effects
regression analyses, t-tests were then conducted to
determine the specific follow-up period(s) at which
the groups differed. Hospitalization data were analyzed
using nonparametric Mann Whitney tests due to the
positively skewed sampling distribution. All p signifi-
cance levels were set at 0.05, two-tailed.

3. Results

Complete competitive employment outcomes
including weeks worked, hours work, wages earned,
etc. are reported in the main paper. Overall, partici-
pants who obtained a job worked on average over 20
hours per week and over 40 weeks in total out of the
study period. In addition, between groups analyses
demonstrate significantly better employment outcomes
for IPS as compared with DPA. Amongst participants
who gained competitive work across the study, total
earnings did not significantly differ according to
employment group. Participants in both groups who
obtained competitive employment during the study
period earned an average of approximately $7000 total
and an average of over $8.00 per hour worked [6]. As
stated earlier, efforts were made to match participant
preference with type of job. The majority of participants
preferred and worked in clerical or service positions.

Overall, participants in the two employment pro-
grams had comparable nonvocational outcomes across
24 months, as shown in Table 1. The IPS and DPA
groups did not significantly differ on symptoms or
symptom domains at baseline or during follow-up;
both groups reported mild to moderate symptom lev-
els across the study period. Similarly, the groups did
not differ on days of psychiatric hospitalization, overall
quality of life, or quality of life domains at base-
line or any follow-up periods. Participants in the IPS
group reported significantly better social networks than
DPA participants at baseline, t(183) = 2.60, p = 0.01 and
3 months, t(167) = 2.94, p = 0.00. The groups did not
differ on social networks at subsequent follow-up peri-
ods. The overall results did not change when excluding

participants with missing data at the 24-month follow-
up period.

Both vocational groups had significantly fewer
hospitalization days, F(1,185.0) = 62.6, p = 0.00, and
reported significantly improved overall quality of life,
F(1,170.3) = 6.86, p = 0.01; satisfactions with finances,
F(1,170.3) = 27.0, p = 0.00; and stronger social net-
works, F(1,165.3) = 72.5, p = 0.00 over the 24-month
follow-up period.

4. Discussion

The findings of this study complement the pat-
tern of results from prior randomized controlled trials
demonstrating that IPS generally has no direct effects
on improvements or deterioration in nonvocational
domains across time. The finding that participation in
high expectation employment programs are associated
with worse nonvocational outcomes [14] simply has not
received support in the current study or in prior stud-
ies of IPS [4]. Moreover, one possible interpretation for
our finding that both IPS and DPA accumulated fewer
days of hospitalization across the two-year follow-up is
consistent with a recent finding suggesting a beneficial
impact of IPS services on reduced psychiatric hospital-
izations. Specifically, Kilian and colleagues [17] found
an advantage for IPS compared with a control group of
traditional vocational services; the difference between
our findings (i.e., no group differences between IPS and
DPA in hospitalizations) and the Kilian et al. [19] study
may be explained by the use of a stronger control group
in the current investigation. In addition, we found that
both employment groups reported improved quality of
life and social networks over time, probably reflect-
ing the impact of enrollment in the overall psychiatric
rehabilitation program. The only significant differences
found between IPS and DPA were in social networks
at baseline and three months. These group differences
did not hold up over time and thus they do not indicate
treatment effects.

The findings suggest that enrollment in IPS is
not sufficient to enhance client outcomes outside the
competitive employment domain, with the possible
exception of psychiatric hospitalizations. Future study
is needed to fully understand the impact of IPS services
on hospitalizations over time. Moreover, our working
hypothesis is that working extended periods of time
in competitive employment may be the critical ingre-
dient associated with improvements in nonvocational
domains over time [5, 21]. Using data from this study,



M. Kukla and G.R. Bond / Supported employment and nonvocational outcomes 95

Table 1
Descriptive statistics and hypothesis testing

Variables IPS N = 92 DPA N = 95 df Tests of fixed Mann p
M SD M SD effects, F Whitney

PANSS total symptoms 1,182.3 1.40 0.24
Baseline 59.24 13.84 61.56 15.83
6 months 58.15 16.61 61.56 16.11
12 months 52.00 25.14 51.16 28.64
18 months 50.07 28.30 47.32 31.98
24 months 59.90 15.97 62.95 19.16

PANSS positive subscale 1,184.2 3.61 0.06
Baseline 12.16 5.22 13.68 6.26
6 months 12.35 4.97 13.71 6.14
12 months 12.78 5.17 12.83 6.09
18 months 12.47 6.14 13.13 5.93
24 months 13.43 5.82 13.45 6.33

PANSS negative subscale 1,182.0 0.03 0.88
Baseline 14.84 5.07 15.18 5.54
6 months 14.65 5.81 14.58 5.73
12 months 14.95 5.57 14.52 5.44
18 months 14.42 5.76 14.91 5.58
24 months 14.20 6.29 15.87 8.00

PANSS cognitive subscale 1,182.0 0.14 0.99
Baseline 36.65 4.76 36.68 4.75
6 months 34.92 5.96 34.18 6.94
12 months 34.36 6.27 34.71 7.23
18 months 34.82 7.11 33.79 7.45
24 months 34.54 6.27 35.74 7.15

PANSS emotional discomfort subscale 1,183.3 0.68 0.41
Baseline 10.54 4.43 10.66 4.97
6 months 10.54 4.95 11.35 4.71
12 months 8.66 7.65 8.38 8.34
18 months 8.07 8.52 7.22 9.25
24 months 10.88 4.99 10.71 4.52

PANSS hostility scores 1,178.3 0.60 0.44
Baseline 5.89 2.34 6.13 2.32
6 months 6.06 2.14 6.26 2.36
12 months 5.85 1.95 6.41 2.34
18 months 5.92 2.40 6.18 2.24
24 months 6.09 2.26 6.26 2.25

Hospitalization days
Hospitalizations year prior 14.90 25.39 13.74 25.97 −1.34 0.18
Hospitalizations year one 4.86 12.71 8.32 22.60 0.42 0.67
Hospitalizations year two 5.59 13.31 9.69 24.24 0.67 0.50

Overall quality of life 1,182.1 0.59 0.44
Baseline 4.57 1.60 4.39 1.72
6 months 4.71 1.48 4.58 1.64
12 months 4.76 1.55 4.80 1.62
18 months 4.96 1.45 4.82 1.61
24 months 4.70 1.54 4.71 1.47

Satisfaction with finances 1,170.3 0.20 0.65
Baseline 3.20 1.48 3.30 1.46
6 months 4.11 1.73 3.55 1.48
12 months 4.05 1.63 3.94 1.41
18 months 4.01 1.63 3.98 1.52
24 months 3.91 1.50 3.82 1.51

Satisfaction with leisure activities 1,164.4 0.16 0.69
Baseline 4.77 1.16 4.56 1.24
6 months 4.86 1.08 4.73 1.16
12 months 4.67 1.18 4.64 1.02
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Table 1
(Continued)

Variables IPS N = 92 DPA N = 95 df Tests of fixed Mann p
M SD M SD effects, F Whitney

18 months 4.70 1.25 4.72 1.23
24 months 4.81 1.20 4.79 1.14

Social Networks 1,184.4 9.38 0.00∗
Baseline 19.82 3.16 18.54 3.55
3 months 21.99 2.74 20.51 3.70
9 months 21.74 2.76 20.94 3.83
15 months 21.97 3.03 21.32 3.01
21 months 21.99 3.37 21.28 3.04
∗p < 0.01.

we found that consumers with schizophrenia who were
steady workers had decreases in negative symptoms
and improvements social networks over time compared
with unemployed consumers. This study also found evi-
dence of a beneficial impact of work on lower inpatient
service utilization [21].

Service providers should consider such results as
they organize and provide psychiatric rehabilitation
services. Specifically, IPS programs that maximize
competitive employment opportunities and provide
assistance in obtaining and maintaining jobs are crucial.
That is, strong vocational outcomes via high quality
services may be the key to bolstering functioning and
improving social networks and quality of life in the SMI
population. In addition, vocational workers and leader-
ship involved in planning vocational services should
note these findings as indication that simply enrolling
persons in services is insufficient to facilitate recov-
ery from mental illness. Other interventions should be
considered to enhance well-being in consumers who
cannot find and maintain community work (or who do
not wish to work) and are at risk for the most negative
outcomes (e.g., evidence-based psychotherapy may be
useful). Moreover, further studies should focus on ways
to improve vocational functioning (thereby indirectly
improving nonvocational functioning), especially for
consumers who struggle with vocational functioning
in the community despite the assistance of supported
employment, either through a refinement of current
employment services or through the addition of inter-
ventions designed to complement existing SE services
and address employment barriers. For instance, it has
been suggested that cognitive-based approaches may be
a useful adjunct to supported employment services [9];
additional study should seek to understand the impact
of these services on the nonvocational functioning
of consumers with severe mental illness. Lastly, ser-
vice providers should consider the impact of consumer

preference when providing employment services (e.g.,
many consumers prefer programs that assist them to
find competitive jobs in the community rather than
noncompetitive work programs), as consistent with the
recovery movement and the emerging emphasis on
shared decision making in mental health care [10].

Study limitations should be noted. The sample was
consistent of African American and white persons in a
large urban area. It is unclear the extent to which the
findings will generalize to persons with mental illness
in other demographic groups and settings. In addition,
because this was a secondary analysis, we were con-
strained regarding the variables that were collected.
Specifically, variables with importance to the function-
ing and recovery of persons with mental illness were
unmeasured, e.g., self esteem, self efficacy, hope, and
optimism. The possibility also exists that unmeasured
variables impacted differential program effectiveness
[27]; that is, while the IPS and DPA groups did not differ
on background characteristics and clinical variables at
baseline [6], it is possible that they did differ on impor-
tant unmeasured variable(s) influencing outcomes of
interest. Another potential limitation of this study is the
risk of Type II error. Hence, it may be that the lack of
differences between IPS and DPA simply reflects a lack
of statistical power and an inability to detect real dif-
ferences. However, the sample size was sufficient and
our use of mixed effects regression modeling ensured
statistical power greater than that of end point analyses.
Combined with the findings from similar RCTs compar-
ing employment programs, we can be confident in our
conclusion that participation in supported employment
services alone does not impact change in most nonvo-
cational outcomes in people with SMI. Moreover, our
conclusion is strengthened considering that results of
the longitudinal analyses did not change when exclud-
ing participants with missing data at the 24 month
follow-up period (i.e., there were still no differences in
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nonvocational outcomes between IPS and DPA in the
completer sample). Secondly, the parent study found
that the majority of participants in each group continued
receiving services after the first six months of the study
period (IPS = 82.3%; DPA = 65.3%). Thirdly, both IPS
and DPA had adequate to good program fidelity across
the study period [6]. These findings help to exclude
lack of participation in the program and poor program
implementation as explanations for the lack of a rela-
tionship between enrollment in vocational services and
nonvocational outcomes.

In conclusion, importantly, while IPS substantially
increases competitive employment outcomes, this study
found that IPS services do not affect nonvocational out-
comes over time in persons with SMI, with the possible
exception of psychiatric hospitalizations. Psychiatric
rehabilitation providers should consider these findings
when planning, organizing, and providing services.
Future research should seek to better understand the
specific influence of work and other important variables
on nonvocational outcomes over extended periods.
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