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MI L E S R I N A L D I A ND R ACHEL P ER K I N S

Implementing evidence-based supported employment

AIMS AND METHOD

We evaluated the impact of imple-
menting the individual placement
and support (IPS) approach within
eight community mental health
teams (CMHTs) in two London bor-
oughs. Demographic, clinical and
vocational data were collected
enabling a comparison of the

number of people supported in
work/education and individual client
outcomes at 6 and12 months.

RESULTS

Following the integration of employ-
ment specialists there were signifi-
cant increases in the number and
proportion of clients engaged in

mainstream work or educational
activity at 6 months and12 months.
The employment specialists sup-
ported 38% in open employment at
6 months and 39% at 12 months.

CLINICAL IMPLICATIONS

The results support the use of IPS in
clinical practice in CMHTs.

Most people with mental health problems want to work,
and employment is extremely important in maintaining
and enhancing the health and social functioning of people
with serious mental health problems and promoting their
social inclusion (Royal College of Psychiatrists, 2002;
Social Exclusion Unit, 2004). There is increasing research
evidence which demonstrates that the ‘individual place-
ment and support’ (IPS) approach, also known as
evidence-based supported employment, is effective in
enabling a substantial proportion of people with serious
mental health problems to gain and sustain open
employment (Bond et al, 2001; Crowther et al, 2001;
Bond, 2004).

Individual placement and support involves inte-
grating employment specialists into community clinical
teams and ensuring vocational issues are a core compo-
nent of the care planning process. The approach requires
that there is a primary focus on helping people to gain
jobs in open employment, in line with their preferences,
as quickly as possible, without protracted pre-vocational
training. Support is provided to anyone who wishes to
work, without any selection based on their ‘employability’
or ‘work readiness’; advice on welfare benefits is
provided and time-unlimited ongoing support enables
people to maintain employment and develop their
careers. Within some services, supported education is
delivered concurrently to enable people with severe
mental health problems to access, participate and
succeed in postsecondary education (Mowbray et al,
2003).

Much of the evidence for the effectiveness of IPS
comes from the USA (Bond, 2004). There is little evidence
of the impact of such approaches in routine clinical
settings in the UK. Studies of supported employment

focus on enabling people to gain jobs once they have lost

them; however, it is equally important to prevent people

from losing their jobs in the first place (see Royal College

of Psychiatrists, 2002; Rinaldi et al, 2004).
This paper reports an evaluation of the impact of

introducing IPS in community mental health teams

(CMHTs) in two London boroughs. The naturalistic aspect

of the design is strengthened by the fortuitive differential

introduction of IPS across these two boroughs and the

absence of its introduction in CMHTs in a neighbouring

borough. A comparison of the number of people

supported to work or study in mainstream settings

offered the opportunity to observe the impact of the

introduction of IPS within these CMHTs.

Method

Data

The CMHTs involved in this study were all within South

West London and St George’s Mental Health Trust; there

were four from Kingston and four from Merton where

IPS had been introduced and four from Sutton where

there was no IPS in place. Demographic and clinical data

were collected on all clients who received a vocational

intervention between January 2002 and June 2005 across

the 12 CMHTs. These included age, gender, ethnicity,

diagnosis, care programme approach level, duration of

contact with the team and professional providing voca-

tional support. Information on vocational status was

collected on first contact with each client and thereafter

on a monthly basis.
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Intervention

The initial vocational model adopted by the trust did not
involve fully implemented IPS. Occupational therapists
were designated as clinical vocational leads in the CMHTs.
Care coordinators were expected to provide vocational
support to clients on their case-load supported by the
occupational therapists and a single employment specia-
list working across the four CMHTs in each borough. All
three London boroughs involved started with this ‘occu-
pational therapist supported by a shared employment
specialist’ model in 2002 (Davis & Rinaldi, 2004).

As resources became available, the number of
employment specialists increased to the point where
there was a full-time specialist in each of the four King-
ston CMHTs in September 2003, thus enabling the provi-
sion of IPS achieving high model fidelity (Bond et al,
1997). The resources to provide an employment specialist
in the four Merton CMHTs were obtained a year later,
with IPS implementation in January 2005. Fully imple-
mented IPS was not introduced in the four CMHTs in
Sutton: the ‘occupational therapist supported by a shared
employment specialist’ model continued, with access to a
sheltered workshop run by the voluntary sector with a
supported employment service attached to it.

Employment specialist role
The employment specialist role within the team was
threefold:

. They worked directly with clients in a case manage-
ment approach: engaging them, assessing their vo-
cational needs, proactively helping them to gain and
retain work/educational courses, provided welfare
benefits advice (in relation to work/education), and
ensured that support needs were met, including any
adjustments necessary to enable clients to retain
work/education.They did not have a care coordina-
tion role, but only held vocational responsibilities and
were fully integrated as an equal member of the
CMHT.

. They worked indirectly, providing information, advice,
guidance and support to care coordinators to help
them support their clients in work/education and en-
sure that vocational needs were addressed. A key role
for the employment specialist was to coordinate vo-
cational plans with the relevant CMHTstaff and to
ensure clients’ vocational goals were given a high
priority in the care planning process. Much of the on-
going support to retain employment/education was
provided by care coordinators, with both direct and
indirect assistance from the employment specialist.

. They also developeda goodknowledge of local labour
markets and employment opportunities and worked
directly with, and provided support for, employers,
Jobcentre Plus, employment agencies, Connexions,
colleges, other mainstream training providers, and
specialist employment/training services for people
withmental health problems run by other agencies.
This sort of liaison and support increased the capacity
of these organisations to accommodate people with
mental health problems.

Results
The number of people supported in open employment,
mainstream education and mainstream work experience/
voluntary work in the CMHTs in each of the three
boroughs is shown in Figs 1-3. Although the design used
does not allow confident statements about causality, a
comparison of the outcomes does suggest that the
introduction of IPS had a marked positive impact on the
number of people supported in open employment.

The initial ‘occupational therapist supported by a
shared employment specialist’ model had a limited effect
in all boroughs. With the introduction of a half-time
employment specialist into the Kingston CMHTs in
October 2002, the number of people supported in work/
education rose (Fig.1) but did not increase in Merton (Fig.
2) or Sutton (Fig. 3). When full, high-fidelity IPS was
implemented in Kingston, the most striking impact was
on the number supported in open employment, which
rose from 36 in September 2003 to 128 in June 2005.
Over the same period, the number supported in main-
stream education/training more than doubled from 26 to
69, and the number supported in mainstream voluntary
work/work experience rose from 16 to 23.

After an initial limited increase with the introduction
of the ‘occupational therapist supported by a shared
employment specialist’ approach in Merton, vocational
outcomes plateaued until February 2004 when an
employment specialist was introduced into three of the
four CMHTs. However, the major increase in the number
supported in open employment, education and work
experience/voluntary work, which was observed in
Kingston, was not observed in Merton until full, high-
fidelity IPS was introduced in January 2005. The number
of people supported in open employment almost doubled
from 45 to 89 in the 6 months between December 2004
and June 2005 (Fig. 2). There was also just under a 50%
increase in the number supported in mainstream educa-
tion/training (from 14 to 24) and mainstream work
experience/voluntary work (from 18 to 27).

In Sutton, where full IPS was not introduced, the
increases in number of people supported in open
employment, mainstream education and mainstream
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Fig. 1. Number supported in open employment, mainstream edu-
cation and/or training and mainstream work experience and/or
voluntary work across the four community mental health teams
in Kingston.
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work experience/voluntary work which were associated
with the introduction of full IPS were not observed
(Fig. 3).

Data for 6-month follow-up were available for 451
clients who received a vocational intervention either
directly from the employment specialist or from other
care coordinators within the CMHTs supported by the
specialist. Data for 12-month follow-up were available for
210 clients. The remaining 241 clients had either not
received a vocational intervention for 12 months or had
left the service between 6 and 12 months.

Table 1 shows the demographic and clinical data for
the 451 clients. Mean age was 39 years (s.d.=11.2, range
18-68 years). The majority of clients had more serious
mental health problems: 57% had some form of
psychotic diagnosis, 86% were on the enhanced level of
care planning and 67% had been in contact with the
CMHT for a year or more.

Table 2 shows the vocational status of those people
for whom 6-month outcome data were available. These
results suggest that the combined efforts of the
employment specialist and care coordinators had a
significant impact on vocational status. At the start of the

intervention, 30% were working/studying in a main-
stream setting, but by 6 months this had risen to 56%.
The proportion in open employment rose from 18 to 30%
whereas the proportion who were unemployed and had
no structured day time activity fell from 48 to 21%
(w2=385.1, d.f.=16, P50.001).

Table 3 shows the vocational outcomes for the 210
people for whom 12-month follow-up data were avail-
able. A smaller proportion of this group (24%) were
working or studying in a mainstream setting at the start
of the intervention, and a larger proportion were unem-
ployed and without any structured day time activity
(58%). However, by 12 months their vocational status had
improved significantly: 63% were working/studying in
mainstream settings and 16% were unemployed and
without any structured day time activity (w2=89.5,
d.f.=16, P50.001).

Table 4 shows the difference between outcomes for
the clients who received a vocational intervention directly
from the CMHT employment specialist and those who
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Fig. 2. Number supported in open employment, mainstream edu-
cation and/or training and mainstream work experience and/or
voluntary work across the four community mental health teams
in Merton.

Fig. 3. Number supported in open employment, mainstream edu-
cation and/or training and mainstream work experience and/or
voluntary work across the four community mental health teams
in Sutton.

Table 1. Demographic and clinical characteristics of the 451 clients
who received a vocational intervention between January 2002
and June 2005

Clients
n (%)

Gender
Male 231 (51)
Female 220 (49)

Ethnicity
White 329 (76)
Mixed 21 (5)
Asian or Asian British 36 (8)
Black or Black British 41 (9)
Other ethnic group 9 (2)

Diagnosis
Schizophrenia 145 (33)
Bipolar disorder 68 (16)
Other psychosis 33 (8)
Depression 137 (31)
Anxiety-based problems 14 (3)
Other 40 (9)

Contact with community mental health
teams 41 year at baseline

300 (67)

Enhanced care programme approach 378 (86)

Table 2. Vocational status of clients at 6 months (n=451)

Vocational status

Clients at
start
n (%)

Clients at
6 months1

n (%)

Open employment 83 (18) 136 (30)
Mainstream education/training 28 (6) 66 (15)
Mainstream voluntary work/work
experience

25 (6) 48 (11)

Other structured activity (sheltered
work, day service, etc.)

97 (22) 104 (23)

Unemployed and/or unoccupied 218 (48) 97 (21)

1. w2=385.1, d.f.=16, P50.001.
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received it from care coordinators supported by the
employment specialist as necessary. Employment specia-
lists appear to have been significantly more successful in
enabling people to obtain and/or keep open employment
than were other care coordinators. At 6 months, 38% of
people receiving a vocational intervention from an
employment specialist were being supported in open
employment compared with 12% supported by other care
coordinators (w2=34.9, d.f.=4, P50.001). At 12 months,
39% of people receiving a vocational intervention from
an employment specialist were being supported in open
employment compared with 10% of those supported by
a care coordinator (w2=19.2, d.f.=4, P50.001).

In order to explore the extent to which clients’
vocational status had improved at 6 and 12 months, the
vocational categories used were ranked. As open
employment was the primary focus of IPS, this was
ranked ‘1’; mainstream education was ranked ‘2’ and
mainstream work experience/voluntary work was ranked

‘3’; structured occupation in segregated, specialist mental

health settings was ranked ‘4’ and inactivity was ranked

‘5’. A person was considered to have improved if they

moved from a lower to a higher ranked vocational cate-

gory. Results showed that the proportion of people

whose vocational status improved was greater for those

supported by an employment specialist. Six months after

the start of the intervention the vocational status of 46%

of those supported by an employment specialist had

improved compared with 30% of those supported by a

care coordinator (Fisher’s exact test P=0.001). Twelve

months after the start of intervention this gap had

widened: the vocational status of 62% of those

supported by an employment specialist had improved

compared with 37% of those supported by a care

coordinator (Fisher’s exact test P=0.002).
At the start of the intervention a higher proportion

of women compared with men were in open employment

(24 and 13% respectively; w2=9.7, d.f.=4, P50.05). This

difference was maintained after 6 months: 37% of

women and 24% of men were in open employment

(w2=19.5, d.f.=4, P50.001). However, it was no longer

evident at 12 months (w2=5.3, d.f.=4, P=0.259). There
was also a difference between the proportion of people

from different ethnic groups who were in open employ-

ment. A higher proportion of Asian/Asian British clients

were in open employment (31%) compared with White

(17%) or Black/Black British clients (12%) (w2=32.5,
d.f.=16, P50.01). However, after 6 months there was no

longer a significant difference between ethnic groups

(w2=14.2, d.f.=16, P=0.582) or at 12 months (w2=22.4,
d.f.=16, P=0.131).

In relation to clinical variables, there was no differ-

ence between the proportion of people with psychotic

and non-psychotic diagnoses who were in open employ-

ment either at the start (w2=2.7, d.f.=4, P=0.613) or at
6 (w2=2.8, d.f.=4, P=593) or 12 months (w2=3.7, d.f.=4,
P=0.450). However, although there was no difference in

the employment rates for people on enhanced and stan-

dard care programme approach (w2=2.3, d.f.=4, P=0.674)
or for people who had been in contact with the CMHT

for longer periods (w2=6.3, d.f.=8, P=0.614), there was a

difference at 6-month follow-up. Those on standard care

were significantly more likely than those on enhanced

care to be in open employment at 6 months (44 and 28%

respectively, w2=9.7, d.f.=4, P50.05). However, this

difference had disappeared at 12-month follow-up

(w2=6.5, d.f.=4, P=0.162). Similarly, at 6-month follow-up

those who had been in contact with the CMHT for more

than 1 year were less likely to be in employment than

those who had been in contact for 6-12 months, or less

than 6 months (41, 32 and 27% respectively, w2=15.0,
d.f.=8, P50.05). However, again, this difference had

disappeared at 12-month follow-up (w2=8.2, d.f.=8,
P=0.412). This suggests that people with more complex

needs and those who have been in contact with services

for longer periods might require a longer period of

support if they are to secure open employment.
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Table 3. Vocational status of clients at 12 months (n=210)

Vocational status

Vocational
status at
start
n (%)

Vocational
status

achieved
in first 12
months1

n (%)

Open employment 24 (11) 68 (32)
Mainstream education/training 12 (6) 34 (16)
Mainstream voluntary work/work
experience

14 (7) 31 (15)

Other structured activity (sheltered
work, day service etc.)

39 (19) 44 (21)

Unemployed/unoccupied 121 (58) 33 (16)

1. w2=89.5, d.f.=16, P50.001.

Table 4. Vocational outcomes for clients of employment specialists
and other care coordinators at 6 and 12 months

With
employ-
ment

specialist

With
other
team

member

Open employment, n (%)
6 months 118 (38) 18 (12)
12 months 63 (39) 5 (10)

Mainstream education/training, n (%)
6 months 36 (12) 30 (21)
12 months 23 (14) 11 (22)

Mainstream work experience/
voluntary work, n (%)
6 months 34 (11) 14 (10)
12 months 25 (16) 6 (12)

Working/studying in mainstream
integrated settings, n (%)
6 months 188 (61) 62 (43)
12 months 111 (69) 22 (44)
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Discussion
The results reported in this naturalistic study support the
use of IPS in clinical practice in CMHTs. During the period
from January 2002 to June 2005, the number of people
supported to obtain and/or keep open employment,
mainstream education and voluntary work/work experi-
ence rose substantially after the introduction of IPS in
Kingston and Merton. The naturalistic aspect of the
design is strengthened by the fact that IPS was intro-
duced at different times in these two London boroughs
and was not introduced at all in the neighbouring
borough of Sutton.

Modifying the role of occupational therapists to
enable them to dedicate designated time to vocational
issues, and providing limited support from an employ-
ment specialist outside the CMHT, did increase the
numbers of people supported in work and education.
However, by introducing a full-time employment specialist
into the CMHT and fully implementing IPS, the increases
were far more striking, especially in relation to open
employment. The former approach enabled 14 people in
Kingston, 23 in Merton and 16 in Sutton to be supported
in open employment. However, the introduction of IPS
caused these figures to rise dramatically. In February
2004, 6 months after the full implementation of IPS
across the Kingston CMHTs, 60 people were being
supported in open employment but only 26 in Merton.
However, in June 2005, 6 months after the introduction
of IPS in Merton, 89 people were being supported in
open employment. Eighteen months after the full imple-
mentation, 128 people were being supported in open
employment in Kingston. The positive impact of IPS is
further reinforced by the absence of such increases in
Sutton where IPS was not implemented and the number
supported in open employment plateaued at between 25
and 30.

Six-month follow-up data showed a significant
increase in the proportion who were working or studying
in mainstream settings (from 30 to 56%) and from those
supported in open employment (from 18 to 30%). The 12-
month follow-up data showed in this cohort a smaller
proportion were working or studying in mainstream
settings at the start of the intervention, but after 12
months this figure had increased to 63%.

The results obtained here indicate the importance of
specialist employment expertise. O’Brien et al (2003)
failed to demonstrate any significant impact on employ-
ment of providing training for existing clinical staff in
vocational issues. It is noteworthy that the present
results show that outcomes for those people who were
directly supported by an employment specialist were
significantly superior to those supported by their care
coordinator, even though these care coordinators had
access to the advice and support of the employment
specialist. Of those people for whom 6-month follow-up
data were available, 38% of those receiving an interven-
tion from the employment specialist were in open
employment compared with 12% of those supported by
their care coordinator. Of those for whom 12-month

follow-up data were available, the comparable figures
stood at 39 and 10% respectively.

These outcomes are in line with those achieved in
randomised controlled trials of IPS in the USA (Drake et al,
1996; Lehman et al, 2002; Meuser et al, 2004). They
suggest that IPS can also be effective in the UK and in
routine clinical practice as well as research trials. These
results also replicate previous research findings that there
is no relationship between diagnosis and the outcomes of
supported employment. However, they do suggest that,
although there is no relationship between complexity or
duration of problems and outcomes at 12 months, those
who are on the enhanced care programme approach and
those who have been in contact with services for a
longer period might require slightly longer periods of
support if they are to be successful in gaining open
employment.

Research data from the USA consider only those
people who were assisted to gain employment. Those
with more serious mental health problems are even more
likely to become unemployed (Perkins & Rinaldi, 2002).
The current results suggest that IPS might be equally
effective in enabling those who were already in employ-
ment to retain this employment where it was jeopardised
by the person’s mental health difficulties. In those CMHTs
where IPS was fully implemented, 88% of those who
were employed at the start of their intervention remained
in employment in June 2005.

In conclusion, this naturalistic study supports the use
of IPS in clinical practice in UK CMHTs, as recommended in
the Department of Health commissioning guidance
(Department of Health, 2006).
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Dialectical behaviour treatment: implementation and
outcomes

AIMS AND METHOD

Dialectical behaviour therapy is an
evidence-based treatment for people
with borderline personality disorder.
We describe implementation and
outcomes of a new service.

RESULTS

Hospital use and frequency of self-
harm were reduced dramatically with
dialectical behaviour therapy.
Moreover, the therapy can be imple-
mented successfully
in a relatively short time at modest
costs.

CLINICAL IMPLICATIONS

Dialectical behaviour therapy
provides a useful model of
treatment for people with borderline
personality disorder and/or self-
harm in community mental health
settings.

Borderline personality disorder is a common and often
severe mental health problem with a median prevalence
from nine epidemiological studies of 1.6% (De Girolomo &
Dotto, 2000). The main clinical challenge in centres that
treat the disorder is managing chronic suicidality (Paris,
2005). At least three-quarters of people with the
disorder attempt suicide and approximately 3.0-9.5%
eventually complete suicide (McGlashan, 1986; Stone,
1993). Emerging evidence about positive treatment
outcomes challenges widely held doubts about whether
borderline personality disorder is treatable. The Depart-
ment of Health (2003) paper Personality Disorder: No
Longer a Diagnosis of Exclusion outlines effective treat-
ments for personality disorders and lists dialectical beha-
viour therapy (Linehan, 1993) as one of the few evidence-
based treatments. Blennerhassett & O’Raghallaigh (2005)
recently considered whether dialectical behaviour therapy
could be translated to community mental health settings
given the limited resources and shortage of trained staff.
They predicted that this therapy would be confined to
specialist settings. We describe the evolution of a small
service for dialectical behaviour therapy in Newham, East
London, since its inception in 2003.We present the
structure of the programme, demographic data, treat-
ment outcomes and costs.

Method
The Newham project is a comprehensive treatment
service for people aged 18^65 years with borderline
personality disorder and/or frequent self-harming beha-
viour and/or chronic suicidality. The project offers stan-
dard out-patient dialectical behaviour therapy according

to Linehan (1993). The project provides care coordination
according to the care programme approach (CPA;
Department of Health, 1999), including consultant
responsibility and medication management. To achieve
adherence to the original dialectical behaviour therapy
model the team participated in accredited dialectical
behaviour therapy training in the USA. The team meets
weekly for peer supervision, arranges regular consulta-
tion with expert dialectical behaviour therapy trainers
and, subject to consent, individual sessions are video-
taped and reviewed.

The data for this study were obtained from routine
documentation and specific programme records, such as
the service user’s weekly diary card which tracks among
other things self-harming behaviour. The individual thera-
pist transfers the information on the diary card to an
outcome data sheet which is then entered into a data-
base containing information on behavioural changes in
terms of self-harm and hospitalisation. Referrals to the
service are accepted from all parts of local mental health
services (mainly community mental health teams, wards,
psychiatrists and psychotherapists), but not directly from
primary care. Two clinicians assess each person referred in
two 1-hour sessions. Assessment includes a detailed
history of self-harm, service use, history of trauma, Axis 1
comorbidity and substance misuse.

All people referred are interviewed with the Struc-
tured Clinical Interview for DSM-IV Personality Disorders
(SCID-II; First et al, 1997). The service does not exclude
people with psychotic disorders, substance misuse
disorders, other Axis 1 disorders or mild intellectual
disabilities. People with antisocial personality disorder are
not accepted. They can, however, be referred to the
Department of Health Forensic Pilot Project for Severe
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