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Employment is central to mod-
ern human existence. A paid
job provides an income, a val-

ued social position, and a personal
identity, and by promoting opportuni-
ties for skill development and social
contacts, it is also positively related to
mental health (1). Many people with
severe mental illnesses identify em-
ployment as crucial to their recovery
process (2). Obtaining and maintain-

ing competitive employment, howev-
er, continues to be a major challenge.
A report of the World Health Organi-
zation and the International Labor
Organization (3) estimates a global
unemployment rate of 90% among
persons with severe mental illnesses.
Nevertheless, most of these individu-
als have a desire to work, and they
nearly always prefer competitive em-
ployment over sheltered work (4–6).

In the Netherlands, a small western
European country with 16 million in-
habitants, persons with severe mental
illnesses consistently have the worst
employment outcomes of all disability
groups; only 12% are enrolled in com-
petitive jobs (7). The Dutch approach
to vocational rehabilitation for this
group has been a cautious one, mainly
encompassing prevocational training,
sheltered employment, volunteer
work, or trainee placements in regular
businesses (8). Many clinicians in the
Netherlands believe that competitive
employment is too ambitious or too
stressful for clients with severe mental
illnesses. Clients are offered work
tasks in segregated settings to prepare
them for competitive employment,
but the progression from sheltered to
competitive jobs is not substantial (9).
Another feature of Dutch practice is
the parallel organization of mental
health services and vocational servic-
es, based on the belief that this segre-
gation enables employment specialists
to focus solely on vocational issues
without causing any stigma. Although
some services do focus on competitive
employment, their results are mostly
modest. A major difficulty of these
services is the lack of collaboration be-
tween care providers and employ-
ment specialists (10).

Other vocational services—that is,
generic vocational agencies that work
on a profit basis with unemployed
people in general—are difficult to ac-
cess by persons with severe mental ill-
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ing problems, insufficient time for program leaders, and inadequate co-
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were the skills and commitment of the vocational team members and
the integration of vocational and mental health staff. Conclusions: To
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will require changes in financing, organizational structures, attitudes,
cultural beliefs, and labor and disability regulations. (Psychiatric Ser-
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nesses. The main reason for this is that
these services provide limited supervi-
sion and relatively brief, time-limited
reintegration pathways, whereas per-
sons with severe mental illnesses often
need intensive and long-term supervi-
sion and guidance (7).

The individual placement and sup-
port model, which represents a stan-
dardization of supported employ-
ment for persons with severe mental
illnesses (11,12), compensates for
most of the shortcomings of conven-
tional vocational programs (13). Indi-
vidual placement and support focuses
on several key features: securing
competitive employment of at least
minimum wage, rapid job search, pri-
oritizing the consumer’s preferences,
providing long-term support, and in-
tegrating supported employment
with mental health services. This in-
tegrated approach makes it easier to
reach consumers and improves coor-
dination between vocational services
and other services (13).

On the basis of several systematic
reviews and meta-analyses, supported
employment is considered an evi-
dence-based practice (12,14,15).
Stimulated by the positive outcomes
in the United States, practitioners in
Europe have become interested in
adopting the individual placement
and support model. Whether this
model will also be successful for
clients in Europe remains an open
question. The first randomized con-
trolled trial of supported employment
in Europe, a study in six countries
(England, Bulgaria, Germany, Italy,
the Netherlands, and Switzerland),
has recently been completed (16).

In Europe, especially for jobs that
pay at the lower end of the labor mar-
ket, the unemployment rates are
high. Also, the “benefit trap” (finan-
cial disincentives to return to work)
seems to be an impediment to suc-
cessful vocational rehabilitation in
some European countries. Therefore,
socioeconomic conditions and the in-
dividual placement and support mod-
el itself may need to be modified for
the European context. For this rea-
son, we conducted a multisite imple-
mentation study to determine the fea-
sibility of supported employment in
the Dutch context and to identify ob-
stacles that may need to be overcome.

The Dutch implementation study
reported here has been closely linked
with the research program in the
United States called the National Im-
pementing Evidence-Based Practices
Project (17–19). The U.S. demonstra-
tion program addresses the imple-
mentation of five evidence-based
practices in 53 routine mental health
settings across eight states.

The main objective of the Dutch
study was to determine whether the
individual placement and support
model of supported employment
could be implemented in the Nether-
lands. We sought to answer the fol-
lowing questions: what is the level of
fidelity of the implementation, what
are the employment outcomes in the
four sites (client outcomes and job
characteristics), what are the barriers
to implementation, and what strate-
gies to overcome these barriers are
successful?

Methods
To the greatest extent possible, all
methods replicated those used in the
U.S. National Implementing Evi-
dence-Based Practices Project (20).

Setting
In 2003 four Dutch mental health
agencies began to implement individ-
ual placement and support programs
of supported employment. Employ-
ment specialists from vocational serv-
ices (such as generic vocational agen-
cies, sheltered workshops, and reha-
bilitation centers) were assigned to
mental health teams delivering com-
prehensive treatment and care for
persons with severe mental illnesses.
The employment specialists were to
assist people in getting jobs, offer fol-
low-along supports after job place-
ment, and spend most of their time in
the community. They maintained
close contact with the mental health
clinicians and regularly attended
team meetings. Clients were in-
formed about the program by letter
and leaflet, by their clinician, or dur-
ing an information meeting. They
could be self-referred or referred by
their clinician. All clients who were
18 years and older and expressed in-
terest in competitive employment
were eligible.

Table 1 shows the characteristics of

the sites. Sites were selected on crite-
ria including a case manager–client
ratio of at most 1:30, a client popula-
tion of at least 240, regular contacts
with vocational services, and willing-
ness to provide funding.

Training and consultation
The sites followed a Dutch transla-
tion of the supported employment
implementation resource kit (or
toolkit), developed in the National
Implementing Evidence-Based Prac-
tices Project (21). The toolkit consists
of a user’s guide, a manual for em-
ployment specialists, two videotapes,
information for all stakeholders,
client outcome measures, a fidelity
scale, and PowerPoint presentations.

Employment specialists participat-
ed in nine training sessions that in-
cluded the following subjects: barri-
ers to implementation, communica-
tion skills, assessment, job finding,
follow-along supports, Social Security
system, employment integration poli-
cy, and integration in mental health
teams. An expert trainer provided the
sessions and consultation to program
leaders on site-specific implementa-
tion barriers. Leaders of the four pro-
grams exchanged information on
their experiences regularly.

The Dutch sites also were support-
ed by training sessions from Ameri-
can experts. In addition, Ms. Becker,
one of the originators of individual
placement and support and the lead-
ing expert in assessment of its fidelity,
participated in telephone confer-
ences to discuss implementation
problems. Finally, a Dutch delegation
of supported employment practition-
ers visited successful programs in the
United States.

Measures
Data were collected from April 2003
to April 2005. Program-level fidelity
was assessed at zero, 12, and 24
months with the 15-item Individual
Placement and Support Fidelity Scale
(22). This scale consists of three sec-
tions: staffing (three items), organiza-
tion (three items) and services (nine
items). Possible scores range from 1 to
5, with higher scores indicating closer
adherence to the model. Higher-fi-
delity programs attained high scores
(4.0 or higher) on most items, where-
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as lower-fidelity programs had some
major problems on specific items.

The assessments were based on
multiple interviews (with program
leaders, employment specialists,
clients, and family members), direct
observation of team meetings, and
agency records.

Researchers monitored the imple-
mentation process at zero, 12, and 24
months using semistructured inter-
view schedules developed for the Na-
tional Implementing Evidence-Based
Practices project. Data on barriers to
and facilitators of implementation
and data on strategies used to over-
come barriers were collected through
direct observation, examination of
records, and interviews with program
leaders, clinical leaders, managers,
and the trainer.

Employment specialists collected
client-level information using a struc-
tured form containing three sections:
intake (data on client characteristics),
services (data on services by employ-
ment specialists), and job (data on
competitive jobs).

Data on employment outcomes of
the four sites were collected by the
program leaders (100% response). A
form with clearly defined outcomes
(regular paid job, paid job in a shel-
tered setting, volunteer job in a com-
munity setting) was administered.

Data analysis
Two researchers independently cod-
ed the same transcripts of the inter-

views and additional data by using the
qualitative data analysis computer
program winMAX (version 97) (23). A
comprehensive coding framework
was developed that comprised cate-
gories representing main program
and practice areas. To ensure consis-
tency and reliability in results, the
two researchers cross-checked each
other’s results. A high degree of
agreement was found between the
two researchers in terms of fidelity
ratings and identifying barriers to and
facilitators of implementation. Dis-
crepancies in fidelity ratings were dis-
cussed by the researchers to arrive at
consensus.

The study was judged exempt from
review by an institutional review board
and did not require informed consent.

Results
Program fidelity
Fidelity ratings for the four sites were
assessed at zero, 12, and 24 months.
At the baseline assessment, the mean
fidelity rating of 1.8±.5 (range
1.1–2.2) indicates that the implemen-
tation of supported employment was
in a nascent stage. At 12 months, the
mean±SD fidelity score increased to
3.8±.2 (range 3.5–4.0). At 24 months,
the mean score was 4.1±.3, and dif-
ferences among the four sites became
apparent. Sites 2 and 3 attained a
score of 4.3 (referred to as higher-fi-
delity programs), and sites 1 and 4
reached scores of 4.0 and 3.6 (re-
ferred to as lower-fidelity programs).

All four sites reached only moder-
ate scores on two fidelity items,
namely finding permanent jobs and
providing services in the community.
This finding implies that job finding
and follow-along support should be
provided in community settings.
However, instead of building rela-
tionships with employers in face-to-
face contacts, employment specialists
mainly used telephone, e-mail, and
Internet to do so.

Client outcomes
Table 2 shows characteristics of the
233 clients (74% of sample) for whom
a monitoring form was completed (of
a total of 316 who received supported
employment services). The study
group was predominantly male, the
mean age was 35±10, and most
clients were living independently. At
intake 107 participants (46%) did not
perform any vocational activities. The
most common diagnoses were schizo-
phrenia and related psychotic disor-
ders. On average, participants had re-
ceived 8±7 years of mental health
services.

The population of sites 2 and 3 in-
cluded fewer clients with a primary
diagnosis of schizophrenia or other
psychotic disorders and more clients
with vocational activities at baseline
than the population at site 4. Chi
square tests were run for three of the
four sites (site 1 was excluded be-
cause of the small sample). Differ-
ences between sites were significant
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Baseline characteristics of sites that implemented an individual placement and support model of supported employment,
by team typea

Site 3 Site 4
Site 1 Site 2

Characteristic (CM) (CM) EP CM CM EP

Number of teams 1 4 1 5 2 1
Total clients served by the site 440 600 250 500 300 53
Employment specialists

(full-time equivalents)b 1 1.3 1.1c — .3c —
Program leadersb

(full-time equivalents) 0 .3 0 0 0 0
Admission criteria None None None None None None
Area Urban Semiurban Semiurban Semiurban Urban Urban

a CM, case management team; EP, early psychosis program
b The full-time equivalents of employment specialists and program leaders indicate the formally allocated hours at the start of the project. In reality they

spent more hours on the program.
c Total full-time equivalents for the EP and CM teams together
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on primary diagnosis (χ2=13.2, df=2,
p=.001) and vocational status (χ2=
22,4, df=4, p<.001).

More than one-third of all partici-
pants (122 participants, or 39%)
dropped out of the supported em-
ployment programs. Some clients left
the program prematurely because
they changed their minds about seek-
ing competitive jobs (preferring vol-
unteer or sheltered jobs), some suf-
fered relapses, and some were ex-
cluded from the program because of
nonattendance.

Of the 316 total participants, 56
(18%) obtained competitive jobs.
Sites 2 and 3 had the highest compet-
itive employment rates (25% and
19%), whereas sites 1 and 4 achieved
lower rates (14% and 16%). Differ-
ences in employment outcomes be-
tween the sites were not significant.

All competitive jobs (44 jobs total)
were in a community setting, and
clients earned at least minimum
wage. Most jobs were entry level,
such as cleaner, factory worker,
warehouse worker, or caterer. Most
of the jobs were temporary, although
seven clients obtained a permanent
position. Most jobs were part-time,
with an average of 22±13 hours per
week (range 1–40 hours). At the end

of the research period, clients had
worked 27±18 weeks on average.
The main reasons for job termina-
tions were ending of contracts and
quitting. Two clients were fired from
their jobs.

Facilitators, barriers,
and strategies
Table 3 shows the key barriers to and
facilitators of the four sites. Imple-
mentations at all four sites were im-
peded by loss of employment special-
ists, program leaders, or both. In ad-
dition to temporary dropout because
of illness, six employment specialists
quit their jobs. They left the program
for various reasons: some didn’t like
the job, others moved abroad or had
to quit because their organization (a
vocational agency) withdrew from the
program. Two sites succeeded in
overcoming these problems by quick-
ly replacing staff.

Funding problems presented a
critical barrier at three sites. Only
one site was financed by the public
mental health authority. At the other
three sites, employment specialists
had to apply for reintegration bene-
fits for their clients through the local
government or the Social Security
agency. These application proce-

dures were often complicated and
time consuming.

Another barrier was the lack of
time for program leaders to manage
the supported employment program.
Only one program leader was formal-
ly allocated time (12 hours per week)
for the program. The other three had
to direct the program while perform-
ing their regular duties.

Inadequate cooperation between
the mental health organizations and
vocational services, especially the
profit-based vocational agencies,
proved to be a challenge. The ap-
proaches of these services often inter-
fered with the principles of supported
employment.

Cultural values, disability policies,
and the labor market were ubiquitous
barriers. The Dutch Social Security
system is built upon the “solidarity
principle,” which means that all peo-
ple in the community will be cared
for. For employers in the Nether-
lands, hiring an individual with a dis-
ability presents a major risk. Once a
person is hired, an employer can have
a difficult time attempting to fire this
employee (24). People with disabili-
ties who are dependent on Social Se-
curity benefits risk the “benefit trap”
and may be faced with financial disin-
centives to return to work. Also, the
Dutch labor market offers few oppor-
tunities at the lower end of the labor
market: there is high unemployment
among low-skilled workers.

The most important facilitators of
the implementation process were
strong personal commitments by pro-
gram leaders and the skills of the vo-
cational team members. Without
time allocations, program leaders
were required to manage the new
programs, provide supervision, and
also arrange financing for the pro-
gram. Those who succeeded were
highly valued because of their dedica-
tion and enthusiasm.

Successful integration of employ-
ment specialists in the mental health
teams was an important facilitator at
two of the four sites. Success was
mainly attributable to the teams’ at-
titudes toward supported employ-
ment. Specific strategies to stimulate
integration included assigning case
managers with special responsibili-
ties for supported employment,
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Client characteristics at baseline by individual placement and support site

Site 1 Site 2 Site 3 Site 4 Total
(N=12) (N=83) (N=53) (N=85) (N=233)

Characteristic N % N % N % N % N %

Male 7 58 67 81 43 81 56 66 172 74
Living situation

Independent (alone or 
with partner, 7 58 46 55 30 57 50 59 135 58
children, or both)

Sheltered living 1 8 13 16 8 15 2 2 23 10
Psychiatric hospital 3 25 5 6 2 4 18 21 28 12

Social Security benefits 10 83 59 71 53 100 77 90 198 85
Vocational status

Not working 7 58 22 27 25 47 53 62 107 46
Sheltered and volunteer work

or in-school education 5 42 54 65 28 53 27 32 114 49
Primary diagnosis

Psychotic disorder 11 92 50 60 43 81 73 86 177 76
Affective disorder 1 8 3 4 8 15 1 1 14 6
Other diagnosis 0 — 30 36 2 4 11 13 42 18

Age (M±SD) 34± 34± 35± 37± 35±
9 10 8 12 10

Years of mental health service 
(M±SD) 6±4 7±4 8±5 8±8 8±7
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physical colocation of the employ-
ment specialists with mental health
teams, and regular team meeting
discussion of clients’ employment
opportunities.

Finally, local leadership teams
played an important role at two of
the four sites. These teams were of-
ten helpful in making changes to pol-
icy, financing, and organizational
structure.

Discussion
The application of qualitative and
quantitative methods and the use of
multiple sources of information pro-
vide confidence in the accuracy of
the findings. By comparing two high-
er-fidelity programs with two lower-
fidelity programs, we identified sev-
eral factors that affected the imple-
mentation process in a positive or
negative way. However, the relative
weight of these factors remains un-
known.

Several findings from our study
warrant emphasis. First, the Dutch
sites in our study reached lower lev-
els of fidelity than the U.S. sites in
the National Implementing Evi-
dence-Based Practices Project (20).
At 24 months, the mean fidelity
score of the Dutch sites was 4.1,
compared with 4.4 of the supported
employment sites of the U.S. project
(20). However, the mean baseline fi-

delity score of the U.S. sites (2.8)
was also higher than that of the
Dutch sites (1.8), which implies that
the rate of change in fidelity during
the two years was higher in the
Netherlands.

Second, we identified numerous
barriers to implementing supported
employment within the Dutch sys-
tem. Supported employment repre-
sents a new service approach that re-
quires new attitudes and expectations
regarding clients’ recovery, a new or-
ganizational structure, extensive
training, and new mechanisms of fi-
nancing. It may also necessitate
changes in employment and disability
laws, which currently serve as barriers
to reintegrating people with disabili-
ties into the workforce. A new service
like individual placement and support
certainly needs tailoring and contex-
tual study for successful transfer to a
different culture.

Third, several factors differentiat-
ed higher-fidelity programs from
lower-fidelity programs. Higher-fi-
delity programs had more facilitators
and experienced fewer financial and
organizational barriers than lower-fi-
delity programs, as is shown in Table
3. Furthermore, the client popula-
tion of the higher-fidelity programs
included fewer clients with a primary
diagnosis of schizophrenia or other
psychotic disorders and more clients

with vocational activities at baseline
than the lower-fidelity programs.
However we found no statistically
significant association between fi-
delity and employment outcomes,
unlike findings in previous U.S. stud-
ies (25,26). This finding could be at-
tributed to the relatively small differ-
ence in fidelity between the sites, as
well as to the small samples.

Fourth, the employment rates that
we observed (14%–25%) were con-
siderably lower than those reported
in the U.S. studies (12). Lower em-
ployment rates could be a result of
the characteristics of the Dutch sys-
tem described above. Lower compet-
itive employment outcomes of sup-
ported employment have also been
found in Canada (27) and in other
European countries (16). The avail-
ability of alternatives for regular paid
work in the Netherlands (including
social firms and sheltered work) could
be a reason for a diminished attrac-
tiveness of competitive employment
for clients and probably also accounts
for their high dropout.

Moreover, our study sites had great
difficulty acquiring permanent jobs,
which is largely due to Dutch regula-
tions. In the Netherlands, employees
often start a new job with a half-year
or one-year contract. After this first
contract, two more temporary con-
tracts can follow or the contract can
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Results at 24 months of four sites that implemented an individual placement and support model of supported employmenta

Measure Site 1 Site 2 Site 3 Site 4

Fidelity scoreb 4.0 4.3 4.3 3.6
Competitve employment

N 10 16 10 20
Rate 14% 25% 19% 16%

Key barriers Loss of ESc Loss of ESd Loss of ESd Loss of program leaderc

Lack of supervisionc Funding problemsd Lack of program Lack of supervisionc

Funding problemsc Inadequate interagency leader’s timed Inadequate integrationd

Inadequate interagency cooperationd Lack of knowledge of in mental health teams
cooperationc Social Security systemd Poor commitment to IPSd

Key facilitators Skills of ESd Skills of program leaderc Skills of program leaderc Skills of program leaderd

Integration in mental Integration in mental Strong commitment to Successful interagency
health teamsd health teamsc IPSc cooperationd

Commitment to IPSd Strong commitment Successful interagency
to IPSc cooperationd

a ES, employment specialist; IPS, individual placement and support
b Fidelity was measure on the Individual Placement and Support Fidelity Scale. Possible scores range from 1 to 5, with higher scores indicating closer

adherence to the model.
c Major barrier or facilitator
d Minor barrier or facilitator
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be converted into a permanent job.
Compared with the U.S. labor mar-

ket, the Dutch labor market allows
for a small number of entry-level jobs
that are more elastic and less vulnera-
ble to economic downturns (11).
These jobs, which are considered part
of the secondary labor market (28),
have historically been used to absorb
young workers, unskilled and poorly
educated workers, immigrants, and
persons with disabilities. As described
before, the Dutch Social Security sys-
tem offers more security for people
with disabilities than the U.S. Social
Security system does. Consequently,
in the Netherlands, these persons ex-
perience less financial incentive to
work for wages.

This pilot study addressed imple-
mentation at only four sites—all early
adopters—and occurred in the con-
text of minimal organizational, train-
ing, and financing supports. Future
attempts to implement and study the
effectiveness of supported employ-
ment in the Netherlands will have to
address many of the barriers identi-
fied here.

Conclusions
At 24 months, the four sites reached a
fidelity score of 4.1, indicating that
the individual placement and support
model is indeed practicable in the
Netherlands. However, our results
suggest that the implementation of
this model can succeed only under
certain conditions. Solid project man-
agement will require changes in fi-
nancing and organizational struc-
tures. At a community level, changes
in cultural beliefs and attitudes are
needed. At a policy level, changes in
labor and disability regulations will be
necessary.
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