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Objective: There has been growing interest in the dissemination of supported employment, but few studies have used a control group to examine
the benefits of multisite dissemination efforts for clients or have addressed
the needs of homeless persons with psychiatric disorders, addiction disorders, or both. This study examined a low-intensity training approach for
implementing the individual placement and support (IPS) model at nine
Department of Veterans Affairs (VA) programs and compared client outcomes before (phase 1) and after (phase 2) the program was implemented
(phase 1). Methods: Special funds and sustained training, which was based
primarily on teleconferencing, were used to support implementation of
the IPS model of supported employment at nine VA programs for homeless veterans. A comparison cohort (phase 1) (N=308) was recruited from
the nine sites before IPS was implemented. A postimplementation cohort
(phase 2) (N=321) was recruited at the same sites and offered IPS. Mixed
models were used to compare quarterly employment outcomes over two
years in phase 1 and phase 2, adjusting for significant baseline differences
(N=629). Results: Measures of both client-level service delivery and sitelevel fidelity to IPS suggest that implementation was successful at most,
but not all, sites. Overall, compared with veterans in the phase 1 group,
those in the phase 2 group had a better long-term work history at the time
of program entry. When the analyses controlled for baseline differences,
the mean number of competitive employment days per month over the
two-year follow-up period was 15% higher for veterans in phase 2 (8.4
days compared with 7.3 days; p<.001) and the mean number of days
housed during follow-up was also higher in phase 2 (34.1 days compared
with 29.8 days; p=.04), but there were no differences for other outcome
measures. Conclusions: A sustained training program can be used to implement IPS in systems that have had little past experience with this approach. This effort was associated with improved employment outcomes
and more rapid housing placement. (Psychiatric Services 58:325–333,
2007)

T

here has been growing interest in helping people with
mental illness participate in
competitive employment by using
approaches such as individual place-

ment and support (IPS) (1–3). IPS
emphasizes rapid job placement, a
focus on competitive jobs, ongoing
support without a time limit, client
choice of jobs, integration of voca-
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tional support and clinical care, and
openness to all who want to work, regardless of clinical status or past
work experience (4).
Experimental studies have robustly
demonstrated the effectiveness of IPS
for people with severe mental illness
(2,4), and several studies of real-world
implementation have shown significant cross-sectional correlations between employment success and fidelity to the IPS model (5–9). Experiences with IPS programs have stimulated broad efforts to disseminate evidence-based practices (10,11).
Although multiple dissemination
efforts are under way, analyses on
the benefits of efforts to disseminate
IPS have been on cross-sectional and
site-level data, rather than on longitudinal information on individual
clients. To implement IPS in health
care systems with limited previous
experience, sustained and individualized training programs may be
needed to realize potential client
benefits. Few studies have demonstrated that IPS, or other evidencebased practices for that matter, can
both be implemented in a system
that lacks prior experience with the
model and yield outcomes for comparable cohorts that are superior,
over several years, to those of a comparison group for which this intervention was not available.
In 1987 the Department of Veterans Affairs (VA) implemented a series of national programs for homeless veterans diagnosed predominantly as having substance abuse disorders, many of whom also have psychiatric disorders (12). Although
these programs did not include a vo325

cational component, VA’s compensated work therapy (CWT) program
has long provided veterans with an
opportunity to work in sheltered
workshops or in transitional employment programs either on VA grounds
or with community employers
(13,14). In contrast to IPS, CWT offers a limited choice of jobs; jobs are
“owned” by the program, not by the
veteran; and until recently, supported employment could not be provided because it did not fall with VA’s
statutory definition of medical care.
In 2000 a demonstration was implemented at nine VA programs for
homeless veterans. Funds were allocated to hire and train an employment specialist who would work
within each program to provide IPS
services to this population, which,
unlike IPS demonstrations in other
organizations, included substantial
numbers of clients with primary addictive disorders. Implementation
was evaluated both with client-level
service delivery and with programlevel fidelity measures. Individual
client outcomes were assessed with a
pre-post nonequivalent control group
design. A cohort of 30 veterans newly entering each program who expressed an interest in work was targeted for recruitment at each site
before the IPS employment specialist was hired and trained. These
clients (phase 1 cohort, N=308) were
followed and interviewed quarterly
for two years. After the employment
specialist was hired and IPS training
was completed, a second cohort of
veterans was recruited, offered IPS,
and followed quarterly for two years
(phase 2 cohort, N=321).
This article describes the training
approach and presents data on the
implementation of IPS. It also compares employment and other outcomes between the pre-IPS and IPS
cohorts (phase 1 and phase 2). Because group assignment was not conducted at random, we first compared
the groups at the time of program
entry on a broad range of baseline
measures and used multivariate
analysis to adjust outcomes for characteristics that were significantly different between the two cohorts at
baseline. The principal hypothesis
was that after the analyses adjusted
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for baseline differences, the cohort
that was offered IPS services would
have superior outcomes for days of
competitive employment, compared
with the comparison cohort.

Methods
Program design and training
Each of the nine VA medical centers
hired an employment specialist to
implement the IPS model of supported employment within a specialized program for homeless veterans.
A training program was developed in
accordance with research showing
that active approaches to shaping
provider behavior—such as social
modeling, individual case reviews,
feedback with timely performance
data, and demonstrations of top
management support—are more
likely to shape behavior than lectures
by experts and other passive approaches (15,16).
Training began with a one-day, onsite, face-to-face orientation for both
employment specialists and other VA
mental health staff that was led by a
social worker with experience training IPS specialists and conducting
IPS fidelity ratings. For the duration
of the project regular teleconferences continued providing weekly
individual case reviews for the first
three months, monthly individual
case review conferences, and monthly conference calls with all nine employment specialists jointly. A review
of ratings of model fidelity at six, 12,
and 18 months after program implementation was also performed with a
modified version of the IPS fidelity
scale (5,6). Training was provided by
a social worker with extensive experience disseminating the IPS model
in other research projects (17,18).
He was assisted by a VA occupational therapist with experience in supported employment. Monthly conference calls were also held with administrators responsible for program
implementation at each site.
Ongoing training and review of
progress was thus provided throughout the life of the program at three
levels: the employment specialists,
VA clinical staff working with IPS
clients, and facility administrators.
Training costs averaged $6,033 per
site.
PSYCHIATRIC SERVICES

Sample
A total of 308 veterans were recruited
during phase 1, starting in January
2001, when IPS was still unavailable
anywhere in the VA. An additional
321 veterans were recruited in phase
2, starting in July 2001, after the IPS
employment specialist had been
hired and trained, and were invited to
participate in IPS for at least two
years. Follow-up data collection continued through March 2005.
Veterans were eligible for either
phase if they were homeless and not
receiving VA health services, expressed interest in seeking competitive employment, and were diagnosed as having a psychiatric or substance abuse problem. Participants
were considered to be eligible under
the homeless criteria if they had slept
in a shelter or on the street in the previous 90 days. Interest in competitive
employment was assessed by asking
prospective participants, “Are you interested in working for pay in the
community—somewhere other than
at the VA?” Individuals were invited
to participate if they responded “yes”
to this question and were judged to
have a genuine interest in work.
Sources of data
Data were collected by independent
research assistants. Efforts were
made to collect outcome data on all
veterans, even if they discontinued
participation in IPS.
Clinical assessments. Patients gave
written informed consent to participate in the project and for their employment specialist to communicate
with their employers. They were paid
$10 for their time for each interview.
Institutional review board approval
was obtained at the authors’ parent
institution and at each of the nine
participating VA facilities.
Employment specialist activity
logs. Employment specialists used a
weekly log to document contacts
with clients at the VA and in the
community, contacts with VA mental
health staff, and client employment
status. Annualized per-client costs
for employment specialist services
averaged $2,063 (site range of $1,400
to $2,700).
Fidelity ratings. IPS fidelity ratings
were conducted three times, at six,
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12, and 18 months, after program implementation by using a shortened
version of the IPS Fidelity Rating
Scale (5,6), which excluded three
staffing items (staffing and caseloads
were documented at the individual
client level and were constant across
sites) and rated several items on 3point scales rather than on 5-point
scales. Fidelity assessments were conducted by an IPS trainer-rater with
extensive experience using the IPS
Fidelity Rating Scale. The assessments were based on telephone interviews with employment specialists
and administrators, and they used information from ongoing teleconference supervision, data logs, and a review of clinical progress notes and
treatment plans for five current cases
selected at random. Feedback on the
fidelity scores with a written explanation of the scores for each item was
integrated into the ongoing training.
Client-level measures
Employment status. Employment was
assessed with three measures representing the number of days in the past
30 of competitive employment, noncompetitive employment (for example, transitional employment in VA’s
CWT program), casual or volunteer
work, and any type of employment
(that is, the sum of the previous three
measures). The proportion of clients
who indicated working one or more
days in competitive employment was
also calculated along with the proportion of clients who worked at a noncompetitive job or in any job. Employment data were based on client
interviews.
Health status. Diagnoses were
based on clinical assessments by
homeless outreach staff. Subjective
distress was measured with 30 items
from the 90-item Symptom Checklist–Revised (19). Alcohol and illicit
drug problems were assessed by using composite indices from the Addiction Severity Index (ASI) (20).
The Medical Outcomes Study 12item Short Form (SF-12) was used
to assess mental and physical health
status (21).
Community adjustment and housing status. Housing status was measured by questions concerning sleeping arrangements during the previPSYCHIATRIC SERVICES

ous 90 days in each of 12 types of
places and used to calculate days of
independent housing (whether in
their own place or with others).
Attitudes toward rehabilitation
and employment. Client interest in
both conventional vocational rehabilitation and IPS was assessed with
brief vignettes describing each type
of service and questions asking how
appealing the client found each approach and how willing he or she
would be to participate in it. Ratings
ranged from 0, no interest, to 100,
maximum interest.
Broader attitudes toward work
were assessed by using a 21-item
measure used in the Social Security
Administration’s Project NetWork in
1991 (22). A factor analysis of these
21 items (varimax rotation) produced five component measures reflecting attitudes toward work that
can be summarized as “I can’t work,”
“I want to work,” “Work helps me
cope with problems,” “I don’t like
the jobs I can get,” and “Others expect me to work” (23).
Analyses
Participants in phase 1 were compared with participants in phase 2 on
baseline characteristics by using chi
square tests and t tests. All available
participants were included in all
analyses whether or not they were
currently participating in IPS. Mixed
models were then used to compare
outcomes between the phases over
the two-year follow-up period, controlling for baseline differences, using
the MIXED procedure of SAS, with
the alpha set at <.05.

Results
Baseline characteristics
Tables 1 and 2 show the baseline sociodemographic and clinical characteristics. The sample was similar to
other populations of homeless veterans (12) but was less likely than
participants in IPS research studies
to be diagnosed as having severe
mental illness and more likely to be
diagnosed as having substance use
disorders (2–4).
Comparison of participants in the
two phases on baseline measures
showed that participants in phase 2
had fewer lifetime years of homeless-

♦ ps.psychiatryonline.org ♦ March 2007 Vol. 58 No. 3

ness, were more likely to have worked
in the previous three years (but not in
the previous 30 days), and had fewer
psychiatric symptoms and better
physical health. However, the groups
did not differ in major psychiatric diagnoses or substance abuse problems
(Tables 1 and 2).
Compared with clients in the phase
1 group, participants in the phase 2
group reported less interest in vocational rehabilitation and more interest in supported employment. Also,
participants in the phase 2 group
scored lower on the “I can’t work” attitudinal factor but not on other attitudinal measures. These significant
differences suggested a greater disposition to work among veterans in
phase 2 and were included as covariates in subsequent analyses.
Follow-up rates
Overall follow-up rates across all
time points averaged 70% (1,730 of
2,464 possible interviews) for the
phase 1 cohort and 72% (1,858 of
2,568 possible interviews) for the
phase 2 cohort (Table 2). Examination of more than 90 baseline characteristics showed none that were significantly associated (p<.01) with
higher follow-up rates for veterans in
either phase.
IPS retention
Data from client interviews show that
substantial but declining proportions
of veterans reported involvement in
IPS. Altogether, 82% (N=263) of all
veterans in the phase 2 group reported contact with the employment specialist during the first three months of
the program, and of these 68%
(N=218) were still participating at six
months, 56% (N=180) were still participating at nine months, 53%
(N=170) were still participating at 12
months, 41% (N=132) were still participating at 15 months, and 28%
(N=90) were still participating at 24
months. The median participation
rate, as reported by the clients at follow-up interviews, was thus 13
months among those with any reported participation in IPS.
Data from employment specialist
administrative records show substantially higher rates of involvement, with
94% (N=302) of clients in the phase 2
327

Table 1

Baseline sociodemographic characteristics of homeless veterans with a substance abuse or psychiatric problem who
expressed interest in seeking competitive employment before (phase 1) and after (phase 2) an individual placement and
support program was implemented
Total sample
(N=629)

Phase 1
(N=308)

Phase 2
(N=321)

Characteristic

N

%

N

%

N

%

Test
statistic

df

p

Age (M±SD)
Male
Marital status
Married
Divorced
Single
Race or ethnicity
White
Black
Hispanic
Native American, Asian–Pacific
Islander, or other
Years of education (M±SD)
Veterans Affairs (VA) service-connected
disability
VA pension
Years of homelessness (M±SD)
Duration of current episode of
homelessness
<6 months
6–12 months
>12 months
Social support (M±SD number of
relationships)
Ever arrested and charged with a crime
Number of convictions (M±SD)
Years of incarceration (M±SD)
Usual employment in past 3 years
Regular job
Casual or part-time
Unemployed
Other (retired or disabled)
Employed at all during the past 30 days
Number of days worked in competitive
employment in the past 30 days (M±SD)
Hour worked per day of work (M±SD)
Average hourly wage (M±SD)
Income in the past 30 days (M±SD)
Employment income
Public support income (public assistance, pension, Social Security,
or disability)
Total income
Housing in the past 90 days (M±SD days)
Housed (own place or other’s place)
Institution (VA hospital, halfway
house, or jail)
Homeless
Other

45.4±6.9
582

93

45.8±7.1
287

93

45.0±6.6
295

92

t=1.3
χ2=.23

626
1

ns
ns

37
410
181

6
65
29

17
208
83

6
68
27

20
202
98

6
63
31

χ2=.15
χ2=1.35
χ2=1.03

1
1
1

ns
ns
ns

245
345
22

39
55
3

112
177
11

36
57
4

133
168
11

41
52
3

χ2=1.78
χ2=1.56
χ2=.01

1
1
1

ns
ns
ns

group having documented contact
with an employment specialist, of
whom 90% (N=289) were still involved at six months, 77% (N=247)
were still involved at 12 months, and
49% (N=157) were still involved at 24
months, with a median participation
328

15
13.0±1.7

2

8
13.1±1.7

3

7
13.0±1.7

2

χ2=.11
t=.39

1
625

ns
ns

89
14
2.5±3.8

14
2

45
10
2.9±3.9

15
3

44
4
2.1±3.7

14
1

χ2=.10
χ2=2.87
t=2.65

1
1
626

ns
ns
<.01

3
329
77
215

<1
52
12
34

4
163
34
106

1
53
11
34

3
166
43
109

1
52
13
34

χ2=1.67
χ2=.16
χ2=.76
χ2=.03

619
1
1
1

ns
ns
ns
ns

t=1.14
χ2=.68
χ2=–.24
χ2=.98

627
1
626
627

ns
ns
ns
ns

2.7±1.8
500
3.4±6.5
1.4±2.4
396
123
65
45
350

79

63
20
10
7
56

2.8±1.9
249
3.3±7.1
1.5±2.4
174
68
44
22
169

81

56
22
14
7
55

2.6±1.8
251
3.4±6.0
1.3±2.3
222
55
21
23
181

78

69
17
7
7
56

χ2=10.81
χ2=2.44
χ2=10.17
χ2=.00
χ2=.15

1
1
1
1
1

<.01
ns
<.01
ns
ns

5.1±8.6
4.2±4.1
$5±$5

5.1±8.7
4.1±4.0
$4±$5

5.1±8.6
4.2±4.1
$5±$5

t=.03
t=.44
t=.15

627
627
627

ns
ns
ns

$567±$867

$586±$923

$549±$810

t=.52

627

ns

$102±$277
$850±$1,084

$121±$341
$864±$1,039

$84±$195
$837±$1,127

t=1.69
t=.32

627
627

ns
ns

34.3±32.7

35.1±31.9

33.6±33.4

t=.57

627

ns

29.3±29.2
20.5±27.7
5.8±17.2

28.3±28.0
21.4±28.6
5.3±16.2

30.3±30.3
19.7±27.0
6.2±18.2

t=.84
t=.79
t=.67

627
627
627

ns
ns
ns

rate of just under 24 months. Thus administrative records suggest substantially greater involvement than self-report data from follow-up interviews,
although both sources suggest more
prolonged involvement than in realworld “high-fidelity” programs (24).
PSYCHIATRIC SERVICES

One percent (N=2) of veterans in
the phase 1 group reported any contact with an employment specialist.
Face-to-face contacts between employment specialists and veterans
were more intensive during the first
three months, averaging 86 minutes
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Table 2

Baseline clinical characteristics and work attitudes of homeless veterans with a substance abuse or psychiatric problem who
expressed interest in seeking competitive employment before (phase 1) and after (phase 2) an individual placement and
support program was implemented

Characteristic
Diagnosis
Schizophrenia
Schizoaffective or bipolar disorder
Major affective disorder
Posttraumatic stress disorder
Personality disorder
Alcohol abuse or dependence
Drug abuse or dependence
Alcohol or drug abuse or dependence
Health status (M±SD score)
Psychiatric composite scorea
SCL-90, for 30 symptomsb
SF-12 physical componentc
SF-12 mental componentd
Substance abuse
Used any alcohol (past 30 days)
Used any drugs (past 30 days)
Number of days used alcohol (M±SD)
Number of days used drugs (M±SD)
Alcohol use composite score (M±SD)e
Drug use composite score (M±SD)f
Self-esteem (M±SD score)g
Overall quality of life (M±SD score)h
Interest in treatment approachesi
Case management
Vocational rehabilitation
Individual placement and support
Number of close relationships
Attitudes toward work (M±SD score)j
I can’t work
I want to work
Work helps me cope with problems
I don’t like the jobs I can get
Others expect me to work
Positive employment attitude (M±SD
score)k
Receiving disability benefits
Number of jobs in the
past 90 days (M±SD)
Left a competitive job in the past
90 days
Percentage of follow-up
interviews completed (M±SD)
a
b
c
d
e
f
g
h
i
j
k

Total sample
(N=629)

Phase 1
(N=308)

N

%

N

%

N

%

Test
statistic

29
44
226
37
192
402
391
514

5
7
36
6
31
64
62
82

13
24
110
20
109
187
199
254

4
8
36
6
35
61
65
83

16
20
116
17
83
215
192
260

5
6
36
5
26
67
60
81

χ2=.21
χ2=.57
χ2=.02
χ2=.40
χ2=6.91
χ2=2.86
χ2=1.43
χ2=.16

.3±.3
1.0±.7
48.1±8.6
43.2±13.2
359
316
9.3±12.0
8.4±11.6
.3±.3
.2±.1
.6±.3
4.0±1.4

Phase 2
(N=321)

.3±.3
1.1±.8
47.0±9.0
41.9±13.5
57
50

180
165
8.8±11.7
9.0±11.8
.3±.2
.2±.1
.6±.3
3.9±1.5

.3±.3
.9±.7
49.1±8.0
44.5±12.7
58
54

179
151
9.7±12.2
7.8±11.3
.3±.3
.2±.1
.7±.3
4.1±1.4

56
47

df

p
1
1
1
1
1
1
1
1

ns
ns
ns
ns
<.01
ns
ns
ns

t=3.02
t=3.60
t=3.01
t=2.47

618
627
626
626

<.01
<.001
<.01
<.05

χ2=.46
χ2=2.68
t=.94
t=1.29
t=.85
t=1.25
t=2.40
t=1.43

1
1
627
627
627
625
627
627

ns
ns
ns
ns
ns
ns
<.05
ns

86.1±21.8
70.9±36.2
92.2±18.0
2.7±1.8

86.1±22.3
78.2±31.5
89.1±22.6
2.8±1.9

86.1±21.3
63.8±38.9
95.2±11.2
2.6±1.8

t=.02
t=5.12
t=4.31
t=1.14

627
627
627
627

ns
<.001
<.001
ns

1.7±.4
3.6±.4
3.2±.5
2.4±.7
2.4±.6

1.7±.4
3.6±.4
3.2±.5
2.4±.7
2.4±.6

1.6±.4
3.6±.4
3.2±.5
2.3±.7
2.4±.6

t=2.92
t=1.64
t=.48
t=1.48
t=.75

625
625
625
625
625

<.01
ns
ns
ns
ns

t=2.30
χ2=.33

625
1

<.05
ns

t=1.55

627

ns

χ2=.19

1

ns

627

ns

3.20±.30
87

14

.6±1.2
228
71±32

3.17±.30
45

15

.7±1.5
36

109
70±33

3.23±.30
42

13

.5±.8
35

119
72±32

37

t=.81

As measured by the Addiction Severity Index. Possible scores range from 0 to 1, with higher scores indicating more serious problems.
As measured by the 30-item Symptom Checklist–Revised. Possible scores range from 0 to 5, with higher scores indicating greater subjective distress.
As measured by the physical component subscale of the Medical Outcomes Study 12-item Short Form. Possible scores range from 0 to 100, with higher scores indicating better health.
As measured by the mental component subscale of the Medical Outcomes Study 12-item Short Form. Possible scores range from 0 to 100, with higher scores indicating better health.
As measured by the Alcohol Composite Score on the Addiction Severity Index. Possible scores range from 0 to 1, with higher scores indicating worse
problems.
As measured by the Drug Composite Score on the Addiction Severity Index. Possible scores range from 0 to 1, with higher scores indicating worse
problems.
As measured by the Rosenberg Self-Esteem Scale. Possible scores range from 1 to 4, with higher scores indicating greater self-esteem.
As measured by the Lehman overall quality-of-life question. Possible scores range from 1, terrible, to 7, delighted.
As measured by questions developed for this study. Possible scores range from 1 to 100, with higher scores indicating greater interest in each
treatment.
As measured by questions developed for this study. Possible scores range from 0 to 5, with higher scores indicating stronger endorsement of each
attitude.
As measured by questions developed for this study. Possible scores range from 1 to 4, with higher scores indicating greater interest in employment.
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Table 3

Fidelity ratings of the individual placement and support (IPS) programs and
least-square mean days worked per month in competitive employment, by site
Least-square mean days of competitive
employment per montha
Variable

Fidelity
ratingb

Phase 1

Phase 2

Difference
(phase 2–phase 1)

Site
A
B
C
D
E
F
G
H
I

21
21
19
18
18
18
16
14
10

9.2
8.8
7.2
10.3
4.5
8.7
4.4
5.6
9.1

9.9
10.9
8.2
10.4
5.0
9.2
4.3
6.7
10.5

.7
2.1
1.1
.1
.5
.5
–.1
1.1
1.4

a
b

Analyses adjusted for significant baseline differences identified in Tables 1 and 2.
As measured by the modified IPS fidelity scale. Possible scores range from 0 to 25, with higher
scores indicating greater fidelity to the IPS model. Correlation with fidelity score (Pearson’s r): all
sites, .16 with phase 1, .14 with phase 2, and .02 with change in employment. Correlation with fidelity score (Pearson’s r): excluding site “I,” .61 with phase 1, .66 with phase 2, and .42 with change
in employment.

per week and then plateauing at an
average of 34 minutes per week from
six months to 24 months.
During the first three months of
participation, when many veterans
were in residential treatment facilities, only 27% of contacts took place
in community settings. The proportion of community contacts rose to
35% at six months and averaged 46%
thereafter, demonstrating substantial
emphasis on community-based services delivery, one of the hallmarks of
IPS.
Employment specialists also documented contacts with mental health
clinicians. All nine employment spe-

cialists had at least one such contact
during the first three months, declining to 72% from nine to 12 months
and 49% from 21 to 24 months. They
also documented face-to-face contacts with veterans’ employers, ranging from 66% of all veterans involved
in the first three months, 33% from
nine to 12 months, and 23% from 21
to 24 months.
Fidelity ratings. Fidelity ratings
(Table 3) were used to classify sites as
having no fidelity (8% of all 27 ratings
over all three assessment periods),
low fidelity (23% of ratings), acceptable fidelity (35% of ratings), or excellent fidelity (35% of ratings). Dur-

Figure 1

Mean days of competitive employment before (phase 1) and after (phase 2) an
individual placement and support program was implementeda
14

Phase 1
Phase 2

Mean days

12
10
8
6
4
2
0
Baseline

3

6

9

12

15

18

21

Months
a

Overall least-square means=8.4 days versus 7.4 days; F=16.5, df=1 and 496, p<.001
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24

ing the final two rating periods only
one site (22%) had “no” or “low” fidelity, while the rest (78%) were “acceptable” or “excellent.”
Outcomes. In mixed models without baseline covariates that used all
completed follow-up interviews, days
of employment were substantially
greater for the IPS group (leastsquare means=8.8 days for the IPS
group compared with 5.6 days for the
control group, a 57% difference).
However in mixed models that also
controlled for significant baseline
characteristics that were different between the two phases, veterans in
phase 2 had only 15% more days per
month of competitive employment on
average (least-square means [that is,
adjusted for baseline differences]=
8.4 days compared with 7.3 days;
F=14.0, df=1 and 496, p<.001) along
with 32% significantly fewer days of
noncompetitive employment (for example, CWT) (least-square means=
1.5 days compared with 2.2 days;
F=8.6, df=1 and 583, p=.004) (Figure
1). Veterans in the phase 2 group had
5% more days per month of any kind
of employment, which was not significantly greater than the number of days
for the phase 2 group (least-square
means=11.6 days compared with 11.0
days; F=2.8, df=1 and 548, p=.09).
Site-level results show small differences in days of competitive employment favoring IPS at eight of nine
sites (Table 3). An exploratory analysis of bivariate correlations (Pearson’s
r) of fidelity ratings and employment
outcomes across all sites revealed
small correlations (that is, less than
.20). However, the site with the lowest fidelity rating (site “I” in Table 3)
showed a relatively high level of competitive employment in phase 2 and
of improvement from phase 1 to
phase 2. Because the number of sites
in the sample was small, we reexamined these exploratory relationships
with this site excluded. We found a
substantial association between fidelity ratings and days of competitive employment in phase 2 (r>.6) and between fidelity ratings and improvement in days of competitive employment (r>.4), although the sample was
too small to allow meaningful significance testing.
Paralleling the findings for days
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Figure 2

Initial employment sequences in cohorts identified before (phase 1) and after
(phase 2) an individual placement and support program was implemented
(unadjusted percentages)
100
Competitive employment (CE) and
compensated work therapy (CWT)
(transitional employment) began in the
same quarter
CE began before CWT
CE only
CWT began before CE
CWT only
Never worked

80
Percentage

employed each month, the proportion of clients with any competitive
employment at follow-up interviews
was greater for the phase 2 group
(44%, compared with 40%; F=15.5,
df=1 and 469, p<.001), as was the
proportion with any employment
(65% compared with 63%; F=3.3, df=
1 and 557, p<.04). Smaller percentages of veterans in the phase 2 group
participated in noncompetitive employment (10% compared with 14%;
F=9.9, df=1 and 578, p=.002). There
were no significant between-group
differences in hourly wage ($8.52 in
the phase 2 group compared with
$8.10 in the phase 1 group) or monthly earnings ($1,242 in the phase 2
group compared with $1,150 in the
phase 1 group). Average annualized
employment income among all participants was $1,299 greater for those
in the phase 2 group ($8,889 compared with $7,590; F=4.5, df=1 and
596, p=.01).
Although at follow-up veterans in
phase 2 had a greater average number
of days housed than veterans in phase
1 (least-square means=34.1 days
compared with 29.8 days; F=4.2, df=
1 and 644, p=.04), there were no significant differences in other clinical
outcomes on any other measure
(mental health status, psychiatric
symptoms, substance abuse, general
health, and social support).
Relationship to transitional employment. Because the VA is a system
in which transitional employment was
previously well established, we compared employment sequences of
transitional employment and competitive employment in phase 1 and
phase 2 (Figure 2). According to
these unadjusted figures, 23%
(N=71) of veterans in the phase 1
group never worked, compared with
only 12% (N=39) in the phase 2
group. It is notable that there were
similar proportions who were involved in transitional employment
only, in transitional employment followed by competitive employment,
and competitive employment followed by transitional employment.
The greatest difference between
phase 1 and phase 2 was in the proportion who worked in competitive
employment only (102 clients, or
33%, in phase 1, compared with 177

60
40
20
0

Phase 1
(N=308)

Phase 2
(N=321)

clients, or 55%, in phase 2). Thus,
even when IPS was available, although most veterans went directly
into competitive employment, some
veterans entered transitional employment before or after entering competitive employment.
Analysis of vocational outcomes by
diagnostic subgroups showed that
among clients with diagnoses of substance use disorders without psychiatric comorbidity employment gains
for persons in the IPS group were significantly greater than those in the
control group (least-square means=
9.6 days per month for the phase 2
group compared with 8.5 days per
month for the phase 1 group), a 14%
difference favoring IPS (F=6.8, df=1
and 435, p=.01; N=194). Among patients with diagnoses of serious mental illness, either with or without substance abuse, benefits for IPS in days
of competitive employment were
slightly smaller, with a statistically significant increase of 9% in days of
competitive work per month (leastsquare means=7.4 days per month for
the phase 2 group compared with 6.8
days for the phase 1 group; F=5.0,
df=1 and 688, p=.025, N=194).

Discussion
This VA study suggests that IPS can
be implemented in an organization
with no previous experience with this
model through a modestly intensive,
but sustained, training effort guided
by an outside expert in the implementation and fidelity assessment of
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IPS. By using an array of measures
available at the time that the study
was initiated and by using judgment
of an experienced IPS rater-trainer,
the model appears to have been successfully implemented at most sites.
Increases in days of competitive employment were observed at eight of
nine sites and were statistically significant overall. However, these gains
were substantially smaller than those
reported in other studies (2,3). In
Bond’s (2) IPS review, almost 2.9
times as many clients in the IPS
groups were employed, as compared
with those in the control groups (56%
compared with 19%), whereas in a
study on the Employment Intervention Demonstration Program (3), 1.6
times as many clients in the supported employment group (experimental
model) were employed as clients in
the control group (55% compared to
34%). These are much larger effect
sizes than the 15% gain in days competitively employed found in this
study. Perhaps more intensive on-site
training would have led to greater
gains in competitive employment.
A major difference between this VA
IPS demonstration and initiatives in
other systems is that veterans served
in both phases of this initiative were
more likely to have substance abuse
problems than severe mental illness
and had higher rates of past, although
not recent, employment. It is possible
that these differences in the target
population reduced the potential
gains for veterans in the phase 2
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group. However, further analysis of
diagnostic clients with diagnoses of
substance use disorders without psychiatric comorbidity showed significant employment gains for persons in
the IPS group, compared with those
in the control group. These gains
were similar in magnitude to those
observed for clients with serious
mental illness. Diagnostic differences
thus do not seem to explain our relatively small IPS effects.
It is also notable that this program
was implemented in a system with a
strong tradition of transitional employment assistance through VA’s
CWT program and that opportunities for transitional employment may
have competed with supported employment. One site (site “I” in Table
3) in particular had very close ties
with local employers and thus had
positive employment outcomes despite having a low IPS fidelity score.
Some veterans worked in transitional employment before entering competitive employment, and some went
back to transitional employment after their first competitive job. It is
not clear whether the combination of
opportunities for supported and
transitional employment offers useful flexibility and broadening of
client options or results in the lowering of expectations for competitive
employment.
It should also be noted that unlike
other IPS research studies, there was
only one IPS employment specialist
assigned to each VA homeless program, rather than several, and most
veterans were not treated by a structurally unified treatment team. Consistent with other studies (5), however, moderate correlations were observed between the modified IPS Fidelity Rating Scale and employment
outcomes after one anomalous site
was excluded.
Several methodological limitations
require comment. First, veterans recruited for IPS were significantly different from veterans in the comparison group at the time of program entry, especially in that they had a better
long-term work history (even though
they did not differ in their recent employment), lower levels of psychiatric
symptoms, and a less negative attitude toward work on one of five
332

measures. The baseline covariate
with the greatest effect on the adjusted results was the client’s history of
regular employment in the previous
three years (Table 1). As a result, we
cannot be sure that raw outcome results are entirely attributable to the
IPS intervention, because differences
in the populations at baseline may
also have contributed to differences
in study outcomes at follow-up. To
minimize the influence of such selection biases, we used multiple regression analysis to adjust our assessment
of outcomes for baseline differences,
as noted above. The risk of selection
bias may be an unavoidable hazard of
studying outcomes in real-world projects to change systems, because random assignment is often not practical
when the primary goal of a project is
dissemination.
Differences between veterans in
the phase 1 and phase 2 groups are
also of substantive interest because
they suggest that, despite the IPS
principle of openness to all who want
to work regardless of clinical status or
past work experience, some selectivity appears to have been at work, because veterans with greater employment potential were recruited for
phase 2. It is difficult, under any circumstances, to objectively measure
interest in employment, and it would
not be surprising if the employment
specialists, new as they were to this
kind of work, were more encouraging
to veterans whom they thought would
have greater vocational success. It is
also possible that their awareness of
ongoing monitoring of client outcomes led them to select veterans
whom they thought would be more
successful workers. Selection of
clients according to any assessment of
their interest in working is inconsistent with the IPS model.
A second major limitation was that
only 71% of scheduled follow-up assessments were completed. This is
not surprising in a two-year follow-up
of clients who were recently homeless
at the time of program entry. It is
somewhat reassuring that follow-up
rates were not different between participants in the two phases of the
study and were not associated with
any baseline characteristics.
Third, we used a shortened version
PSYCHIATRIC SERVICES

of the IPS Fidelity Rating Scale.
However, the rater who developed
the brief version has extensive experience with the full scale, and the
spread of scores was substantial, with
a range of 10 to 22 out of a maximum
of 25. After the exclusion of one site
with anomalous findings in this small
sample, the fidelity scale showed nonsignificant but moderate correlations
both with days of competitive employment in IPS and with change in
competitive employment from phase
1 to phase 2. However, our failure to
use what has become the gold-standard rating scale for evaluating fidelity to IPS remains an important limitation of the study. It is further notable
that although rates of continuation in
IPS approach 100% in highly controlled research studies, in a study of
12 “high-fidelity” supported employment programs, as demonstrated by
scores of 70 to 75 on the IPS Fidelity
Rating Scale, Latimer and colleagues
(24) found that service episodes
ranged from an average 103 to 254
days (3.4 to 8.5 months) across sites,
substantially less than the 13-month
median reported here. Data on coordination with other VA professionals,
on coordination with employers, and
on community-based contacts and
sustained involvement are consistent
with the IPS model.
Because the study focused on a
real-world implementation, data were
not collected on clients who were
judged to be ineligible or who refused
to participate, and quantitative data
on delivery of the training intervention were not obtained.

Conclusions
This dissemination effort appears to
be one of the first to evaluate both
site-level model fidelity data and twoyear longitudinal outcome data that
included information from an untreated comparison group. It provides
evidence that a sustained training
program based on teleconferencing
can be used to implement IPS with
apparently good model fidelity at
most, if not all, sites in a system that
has no past experience with the approach. Although significant improvement was observed in rates of
competitive employment as well as in
independent housing, 20% of sites
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did not achieve acceptable model fidelity, and the degree of improvement in employment was smaller
than that found in more conventional
research studies. More intensive, onsite training and performance monitoring may be needed to optimize dissemination of IPS and other evidence-based practices.
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