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Abstract

Background: Mental health problems are registered as leading cause of disability in Western
societies, with a rising proportion due to long-term mental health problems among young
people. Employment is generally considered health-promoting, an important source of
economic independence, and a human right. Participating in work is a key goal for individuals
with severe mental health problems, and the vocational rehabilitation approach Individual
Placement and Support (IPS) has proven effective. However, implementation has been

challenging.

Aims: The dissertation explores possible barriers to IPS implementation through three

research questions:

1. Is IPS efficacy generalizable across countries and context? (Paper I)

2. Do public employment service (PES) employees have attitudes compatible with the
principles of IPS? (Paper II)

3. Will IPS implementation have a measurable effect on employment outcomes at a

societal level? (Paper III)

Method and results: A systematic review and meta-analysis show IPS doubles employment
rates compared to traditional vocational rehabilitation, with robust efficacy across countries

and only marginally affected by strong legal protections against dismissals.

To study PES employees' attitudes, we use a cross-sectional study design and conduct a
survey at two time points, investigating PES attitudes towards IPS principles. PES employees
in municipalities with IPS have significantly more IPS-compliant attitudes compared to those
without IPS. Attitudinal changes over time are minimal and do not significantly differ

between regions

A difference-in-differences design using longitudinal registry data is used to compare the
number of workdays per year for young adults receiving a temporary health-related
rehabilitation benefit in a municipality where IPS is implemented versus ten municipalities
without IPS. We find a significant positive impact on employment outcomes at the societal

level.



Findings and conclusion: The dissertation conclude that IPS maintains efficacy even in
generous welfare societies, PES employees have attitudes consistent with this way of
working, and cross-sectoral collaboration shows promising effects on employment outcomes
for young adults at a societal level. The conclusion is that IPS should be implemented as part

of routine clinical practice.
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1 Mental health and work - introduction

Being employed is the norm in our society. Modern perspective on employment underline
that work is considered to be meaningful, foster important friendships, and ideally be both
enjoyable and a space for self-realization (1). Being an employee is central to our self-
understanding, identity and well-being, and paid work is central to economic independence,

and integration into society (2).

Although employment is the norm for most people, this norm is often reversed for those with
severe mental health problems (3-11). Unemployment or disablement from employment
appears to be the standard, making it one of the leading causes of living with disability

according to the World Health Organization (WHO) (12).

In this thesis the terms "work" and "employment" are utilized somewhat interchangeably but
are understood and defined in a narrow way as contractual paid work. This typically entails a
formal contractual arrangement with terms and conditions established by the employer,
involving both an employee and an employer. In other contexts, “work” could also refer to
other productive activities such as volunteer work or household chores. This does not mean
that other types of defined work are less important, but it is a delineation of the issue being

investigated in this thesis.

Contractual working arrangements can vary widely, both in terms of the nature of the work,
as well as working conditions. This can include factors such as working hours, salary
conditions, the content of the work, the degree of control over one's tasks, perceived stress or
collegial support, and the work environment in general. Poor working conditions can also be a
cause of or contribute to health problems (13). Some have argued for a continuum perspective
on employment rather than a dichotomous perspective (employed—unemployed). This
includes research on individuals who work less than they desire (underemployment), those
who are paid insufficiently to make a living, and skilled individuals in low-skilled jobs (14).
This thesis primarily focuses on contributing to enabling people to get into employment, not

conditions within employment.

The concept of mental health problems is used in this thesis to describe conditions that fulfill
the criteria of a diagnosis from the classifications systems mostly used. This encompasses all

diagnosable mental health problems according to established international classification



systems. The concept of mental illness is primarily classified according to two major
international classification systems: The world Health organizations’ International
Classification of Diseases (ICD) version 11, chapter six (mental, behavioural or
neurodevelopmental health problems) (15), and the Diagnostic and Statistical Manual of
Mental health problems (DSM) from the American Psychiatric Association (16). Mental
health problems classified within these systems are “characterized by clinically significant
disturbance in cognition, emotion regulation or behavior”. These classifications also
encompass various degrees of severity, with some diagnoses correlating the number of
symptoms with the severity of functional impairment. The relationship between severity and
functional outcome is however not always consistent and can vary depending on other

factors, such as cultural and social environment (17).

Given the involvement of primary healthcare services and general practitioners in applications
and justifications for welfare benefits, a third diagnostic system is also relevant: the
International Classification of Primary Care version (ICPC) (18). This classification was
created to better describe patients' own accounts of why they seek healthcare — their own

descriptions of complaints and symptoms (19).

A forth relevant classification system is The World Health Organization's International
Classification of Functioning, Disability and Health (ICF), which classifies functioning and
disability in relation to a health condition (20).

The relationship between mental health problems, disability, absence from work, and welfare
benefits can be viewed and understood from different perspectives. When discussing ill-
health, three terms are often used to describe different aspects of this concept. These are
disease, illness, and sickness (21). Disease is described as a pathological process, often
measurable objectively, and is frequently central to the medical perspective. Illness is often
described as a subjective experience, commonly associated with disease, but it can also be
present without a known cause or disease. The term sickness is described more as a social
role, often negotiated between the individual and society. However, this relationship is not
one-to-one, and in a cross-sectional survey of the working population in Sweden, little

overlap was found between these categories (22).

The main title of this thesis reflects that being able to engage in paid work can have ripple

effects on our life course. This thesis explores specific factors that may work as challenges to



the implementation, efficacy and effectiveness of the vocational rehabilitation approach
Individual Placement and Support (IPS) in a generous welfare society. Furthermore, it
evaluates employment outcomes at the societal level following the implementation of IPS

compared to areas not implementing IPS.

Aiming to increase work participation among individuals with severe mental health problems
can be driven by different rationales and might also influence whether an intervention is
implemented and sustained. A health rationale (23) that also includes demands for
interventions with proven efficacy, an economic and sustainability rationale (24) (with an aim
of reducing welfare dependency), a legal base rationale (UN Convention on the Rights of
Persons with Disabilities (UNCRDP) (25) but also a rationale based on violation of human
rights and moral arguments (26). Within these perspectives there are many factors that could

have been discussed. I have done a selection.

This thesis begins not at the individual level, but at the societal level. An emphasis on
individual-based risk factors and disease as a causal chain might risk overlooking significant
sociological processes and restricts the capacity to enhance health at a societal level (27). Our
mental health (and whether we achieve competitive employment) is influenced by factors that
are not only on the individual level but also by the conditions we encounter in the societies we
live. The thesis starts by briefly touch upon the subject of social determinants of health,

addressing structural conditions and how they might affect our health.

1.1 Social determinants of health
Social determinants of health (SDH) are structural conditions encountered throughout our
lives that influence our health. Frameworks for social determinants aim to understand how

health outcomes are shaped by the conditions in which people live and work (28).

Social determinants of mental health have been defined as different structural conditions such
as “income, employment, socioeconomic status, education, food security, housing, social
support, discrimination, childhood adversity, as well as the neighborhood social and physical
conditions in which people live, and the ability to access acceptable and affordable

healthcare” (29).

These social determinants can contribute to the development of physical and mental health
problems. One of the most consistent and well-established findings in public health is the

existence of health inequalities among individuals belonging to different social strata or layers

3



of society based on factors like income, education, occupation, and social status (28). The
existence of social inequality in health is characterized by the fact that individuals belonging
to lower social strata generally have significantly poorer health compared to those who are
more privileged (in terms of education level or income level) (30). People from lower
socioeconomic backgrounds may face greater exposure to adverse social conditions, such as
poverty, limited access to healthcare, and increased levels of stress. Even in highly developed
welfare states, socioeconomic health inequalities continue to persist (31), and these factors are
proposed as fundamental determinants of disease (32). Employment is one of three typical
dimensions when discussing important socioeconomical factors (the others being education

and money) (27).

The World Health Organization (WHO) convened in 2005 a commission of Social
Determinants of Health (CSDH) WHO (33). They created a platform that brought together
evidence on health inequalities across the world. One of their action areas in this document
state that a goal should be to “Make fair employment and decent work a central goal of
national and international social and economic policy-making”. The Nordic social democratic
welfare model embeds reduction of social inequalities (34) and the development of the
Norwegian welfare state have had this as an important political aim (35). Despite that Norway
as many of the other countries in the Western welfare states, experienced a shift in policies
already in the 1990s with an increased emphasis on activation-active measures aimed at
returning welfare recipients to work, those with disability have still markedly lower

employment rates than others (36-38).

1.1.1 Social causation or health selection?

The social gradient in health means that, generally, “the lower the individual’s socioeconomic
position, the worse their health” (39). The social gradient in health have been tried explained
through generic modes, but mainly through two competing hypotheses: social causation or
health selection (40-44). Social causation indicates that adversity and stress associated with
low social statuses leads to downward selection, whereas social selection or health selection
explain the downward mobility based on genetically predisposed individuals (42). The
association between work and good mental health can be attributed to the understanding that
individuals in good mental health are able to work, whereas mental health problems impede
one's ability to work well or maintain employment. Low workforce participation among

individuals with mental health problems can be attributed to a natural progression in which



the mental health problems is the explanation for the low participation in the workforce. This

would fall under barriers related to individual characteristics.

On the contrary, social causation claims that an individual's health outcomes are influenced
by social and economic factors that are socially stratified. Disparities in health can be
attributed to the unequal distribution of resources, opportunities, knowledge, behavior, and
power within society. Social causation highlights the impact of societal factors on health
disparities and underscores the importance of addressing social inequalities to improve the

overall well-being of the population.

The underlying causes of health inequality are intricate and multifaceted, making it difficult to
establish clear direction of causality and determine the extent to which it is health-related
selection or social causality that governs. These inequalities in health persist over time, also in

welfare states like the Nordic with generous welfare policies (45, 46).

1.2 Exclusion from a socially valued role

Mental health problems might emerge early and have long-lasting consequences. The average
peak for mental health problems is found through a large meta-analysis, to be 14.5 years, but
with great variation between diagnostic categories and variation between what different
studies report (47). Mental health problems are a risk factor for underachievement in school
and thereby also potentially for further transition to working life (48). Failing to complete
college or securing employment can increase the risk of experiencing worse economic
position and lower living standards, and even a shorter life expectancy (49-52). More recent
studies on young disability pensioners in Norway find that the majority of them are early
school leavers and have less previous labour force participation and experience (53, 54).
Exclusion from a socially valued role as being an employee might therefor start early and

have long lasting consequences.

A literature review from 2011 shows that between 10-20 percent of people with schizophrenia
are employed (3). This review comment that there are substantial methodological problems
when comparing different studies because they differ a lot regarding method of recruitment,
study setting, diagnostic practice and definition of what employment means. Still, other
studies also report employment rates among people with severe mental health problems
between 10-30 percent (4-7). For young individuals experiencing first episode psychosis

approximately 40-50 percent are unemployed when seeking help and many have not



completed their education (55). In a subsample from the national survey of individuals with
psychosis conducted in Australia, 22.4 % was currently employed, and this number has been

stable since last survey in 1997 (8).

Epidemiological and observational studies (9), national surveys (10) and national and
international registers of health-related social security benefits might also contribute to

understand how mental health problems are connected to participation in the workforce.

A systematic review of epidemiological observational studies found that diagnostic category
and severity are important factors to consider regarding their impact on labour force
participation. (9). The rate for participation in employment for the most severe (psychosis)
was 11.9 % to the least severe (affective disorders) 64.5 %. Studies included in this review

had strict inclusion criteria with confirmed and differentiated diagnostic categories.

In Nordic welfare states with comprehensive welfare policies, we can assume that individuals
with severe mental health problems, because of low rates of work participation, to a large
degree will receive some form of welfare benefits after they have been diagnosed with a
severe mental health problem (56). A longitudinal cohort study from Finland, which tracked
individuals before and after their first hospitalization for severe mental health problems,
found that only 14% of those hospitalized and diagnosed with schizophrenia were employed
at the end of the same year they received the diagnosis. Individuals with non-affective
psychosis or bipolar disorder had somewhat higher employment rates, at 33% and 43%,
respectively. They also found a clear decrease in employment between the first and the
second hospitalisation, but after that it was stabilised (56). A study from Norway that linked
national health and welfare registers and investigated prevalence of schizophrenia and rate of
employment during a 12-month period, found an employment rate of 9.8-10.5% percent for
people diagnosed with schizophrenia (56, 57). A nationwide study from Finland, which linked
individuals® personal identity numbers from the Hospital Discharge register with Employer-
employee Data over a 27-year period, found that the rate of unemployment was highest
among those with schizophrenia (ranging from 89-94 percent). The study concludes that
individuals with severe mental health problems experience substantial losses in earnings and

total income (11).

Individuals with mental health illness currently receive 45% more out-of-work benefits than

those without mental health illnesses, and Norway has the highest rate of sickness absence



and disability caseload in the OECD (58). Compared to the national average in Norway,
individuals with severe mental health problems experience a nine-fold higher rate of
unemployment (58, 59). In general, it does not appear that those suffering from mental health
problems benefit from a favourable labour market where unemployment rate decreases (58,

59). The OECD has expressed concerns and recommended reforms (60).

The substantial social and economic burdens attributed to severe mental health problems are
widely acknowledged, giving rise to detrimental consequences for individuals, their families,
and the broader societal context (51, 61). A UK study on the cost of schizophrenia reported
that an estimated 15.8% of carers had to take an average of 12.5 days off work per year, and

4.8% had ended their employment because of their caregiving role (62).

To sum up, individuals with severe mental health problems have a significantly low rate of
participation in the workforce, and longitudinal studies demonstrate that their social
functioning trajectories tend to be consistently low (63). The burden of mental health
problems on the individuals themselves, their families and society are profound, and mental
health challenges has been recognised as one of the leading causes of disease burden in
western societies which encompasses exclusion from work (64-66). What contributes to, as

well as maintains, this low rate of participation is complex.

1.2.1 Healthy enough to work? A clinical perspective.

A clinical perspective that might have influenced the low employment rates of individuals
with severe mental health problems is whether recovery or rehabilitation from mental health
problems is possible (and to what degree that influence work capability). The concept of
clinical recovery is based on objective measures on remission from clinical dimension (rating
of symptoms, rehospitalization) and social/functional dimensions (daily functioning, social
and vocational activities) within what is considered a normal range (67-69), although the
concept is still discussed (70). This perspective is mostly based on longitudinal studies

investigating recovery based on symptomatic remission (70, 71).

Historically, there has been a rather pessimistic view that might have created hopelessness in
terms of integration in society and filling valued roles. Kraeplin is mentioned as one of the
first to use the term “recovery” and “recovery with defect” in psychiatry (69). The concept of
recovery is defined as “restoration or return to health from illness, an injury” (72). Kraeplins

concept of dementia preacox was characterized as “a series of morbid pictures” with the



course (and remission) described as a downhill trajectory, albeit “frequently interrupted by

more or less complete remissions” ultimately leading to “terminal dementia” (73).

Today, we know that this pessimistic view is not right. In 1969, the World Health
organisation started the International Pilot Study of Schizophrenia (74), and after that, many
longitudinal studied have shown broad heterogeneity in results, both course and end state (75-

79). We now know that many recover (up to two thirds), either partly or fully.

The heterogeneity of reported outcomes from these studies still exists; a new systematic
review and meta-analysis that included observational and longitudinal studies investigated
clinical recovery after first episode’s schizophrenia and concluded with a 21% recovery rate
(69). Another systematic review, including only naturalistic and observational studies, found
that 57% of first episode psychosis experienced recovery (80). In a systematic review and
meta-analysis that exclusively considered studies with a follow-up period of 20 years or more,
researchers noted that the heterogeneity and range of measures utilized could reflect
variations in the use of scales, definitions, and cut-offs. This variability may contribute to the
diversity observed in outcomes (79). These studies show, as commented by Davidson and
Roe, differences in course and outcome, but also across domains of functioning (81). This is
important because it shows that there is no equivalence between symptom and function.
Experiencing a high degree of symptoms does not necessarily prevent one from being able to

work — conversely, mild symptoms don’t guarantee the ability to maintain employment.

There are different perspectives on what recovery means. Another perspective om recovery
will be presented under the heading: 1.3.2. Even in times of trouble, work matters: The

importance of employment for mental health.

1.3 Is work good or bad for mental health?

To start with the conclusion to this question: In general - those who work, have better health,
including mental health than those who do not work (27, 82). This positive association
between employment and good health has been reported consistently over time, across
contexts and socioeconomic statuses in systematic reviews and metareviews (23, 82-84).
Meta-analyses and longitudinal analyses of representative population samples also
demonstrate a clear association between unemployment and poor health (85, 86). Studies have
also found that when individuals move into work from unemployment, improvements are

seen in mental health (87, 88).



In addition to the well-established link between participation in the workforce and good
health, it has also been shown that participation in working life contributes to a more even
distribution of benefits and is believed to reduce inequalities in health and socio-economic
status in the population (89). The robust correlation between employment and good health
may lead to the hasty conclusion that work is inherently beneficial for health. However, a
deeper exploration/examination of the literature reveals that the relationship is significantly

more complex and not as straightforward as it initially seemed.

1.3.1 Models to understand the link between health and work
The relationship between work and health has been examined for a long time across various

traditions, methods, and populations (27).

Several models can be applied to describe this relationship. An attempt to compile some
conceptual models has been made by Berkman, Kawachi and Glymor (27). They have
combined knowledge from a longitudinal cohort study from Janlert and Hammarstrom with a
review done by Bartley (90) and propose four potential models on Zow employment can affect
health: through non-financial benefits of work, economic deprivation models, stress models
and social support models. These models often combine elements from the different research
traditions like sociological traditions, biomedical traditions (physiological and biological
mechanism, mostly physical health), and a psychological tradition focusing on how

unemployment influences mental health through individual possibilities and differences (91).

Starting within the sociological tradition, one of the most influential early studies was
conducted in 1929 during the Great Depression. Maria Jahoda and her colleagues conducted
the Marienthal study (92), and tried to describe what happened in a society that experienced
massive unemployment. They used a mix of methods (participant observations,
documents/written material, statistics, diaries, questionnaires) and identified several essential
factors related to work that play significant roles in leading a fulfilling life and maintaining
good health. This study shed light on both social and psychological consequences of
unemployment, emphasizing that not only manifest factors like income influence health, but
also more subtle, latent functions. Employment provides structure in daily routines, fosters
social connections, and offers meaningful tasks that impact others. It enables individuals to be
active participants, with their actions carrying meaning. The Marienthal study (92) give
examples of non-financial benefits of work. Within the non-financial benefits models,

adequate compensation for the financial loss resulting from unemployment may not
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necessarily fully compensate for all the consequences of being out of work as economic

deprivation models would argue.

Stress models, often stemming from the psychological or biomedical traditions, describe
unemployment as a trigger/catalyst for stress mechanisms. For instance, meta-analysis
demonstrate that systemic inflammation as a plausible mediator of the association between
unemployment and health (93). Interventions could encompass stress-releasing individual
interventions (both psychological and biomedical). Additionally, if stress is recognized as a
cause of poverty — direct financial support to alleviate the issue would represent a political

intervention aimed at solving the problem.

The social support models builds on classical theories like Durkheim (94) and psychoanalyst
John Bowlby on attachment theory who explores the bonds between individuals and society

and members of society (95). Social support refers to the psychological or material resources
provided to an individual by others within a social relationship, and they might have a direct

effect on outcomes or a more buffering role between other stressors and health outcomes (96).

These examples are used to briefly illustrate the complexity and multifaceted nature of the
relationship between health and work, and the rationale for implementing various

interventions based on these models of understanding.

1.3.1.1 Mental health and work

Studies investigating the relationship between work and health differentiate in the choice of
health outcomes and how they are measured. For instance, some studies examine the
association between job loss and mortality (97, 98), while others investigate outcomes such as
suicide or other non-fatal health incidents (hospitalizations, accidents, myocardial
infaRCTions and strokes) (99). In studies specifically investigating mental health outcomes,
definitions of what they define as mental health varying ranging from well-being and
psychological distress (85) to mental health problems assessed through diagnostic criteria

(23).

One meta-analytic study (85) incorporated both cross-sectional studies comparing employed
individuals with the unemployed and longitudinal studies investigating the consequences of
unemployment and reemployment transitions. The authors concluded that there is a strong
relationship between unemployment and adverse effects on mental well-being. However, this

study did not control for mental health at baseline.
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A systematic review, which encompassed both cross-sectional and cohort studies, particularly
focusing on unemployment among young people, also discovered a positive association
between unemployment and mental well-being, stress levels, and diagnostic conditions (100).
The authors noted that the association weakened in cohort studies when controlling for

baseline mental health status.

Studies defining health based on the diagnosis of common mental health problems, have also
identified positive associations between the advantages of employment and mental health. A
systematic meta-review of reviews investigated the potential mental health benefits of
employment (23). This study included 11 reviews (reviews, meta-analysis, narrative reviews,
qualitative synthesis, cohort-studies, longitudinal studies and cross- sectional studies). The
result from the study indicates that work overall seem to be beneficial to employee’s mental
health. In the introduction to this paper, the authors highlight that "paid employment not only
provides financial security but also offers daily structure, a sense of worth, and regular

supportive social engagement" (23).

This echoes some of the issues raised in the classic Jahoda study from the 1920s, albeit
examined in a different context and under different societal conditions, and through very
different methods. However, they both highlight the complexity in understanding the link
between employment and health. The authors of the meta-review highlight that the positive
association found in their review could be due to the process of working, associated factors
such as daily structure and financial reward, or a combination of these elements. They
emphasize the complexity of this relationship, noting that mental ill-health can both result

from and lead to changes in employment status (23).

Lastly, two studies especially focusing on the link between severe mental health problems and
employment will be briefly mentioned. The first is a quasi-experimental study with a novel
prospective design following individuals longitudinally through observational data.
Individuals included in the study received public mental health services in a defined region,
and their employment status and mental health status were periodically measured and
collected as a routine part of care. The aim of this study was to measure causal effect of
employment on mental health status using longitudinal data and represents the only study
found using this method examining the link between severe mental health problems and
employment. This study demonstrated positive effects between employment and various

mental health measures and reduced cost associated with mental health spending (101).
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The second paper to be mentioned in this regard, is a systematic review of more traditional
longitudinal observational data on cohorts with severe mental health problems, comparing
outcomes for those that achieved employment versus those who did not. The authors did not
find clear evidence of reduced psychiatric symptoms, however, conclude that employment is
not harmful to health or functioning of people with severe mental health problems (102). But

can work conditions also be a risk factor contributing to worse mental health problems?

1.3.1.2 Work-place and mental well-being

We know that mental health problems are a significant cause of absenteeism from the
workforce contributing to both sick leave and disability, and it has been questioned whether
employment and certain work conditions also contributes to more common mental health
problems (13, 103-105). Some studies have concluded that jobs with poor quality might
deteriorate health in an equal manner as being unemployed (106-108). In a national panel
survey from Australia, respondents who had jobs that scoring low on psychosocial quality,

experienced greater decline in mental health than those who were unemployed (107).

The most known model to describe the relationship between the workplace and mental well-
being is Karasek's stress-management model of job strain (109). This model highlights the
interaction between job demands placed on the worker and to what extent the employee can
control the demands from work. The model describes that some combinations of job demand,
job control, and social support are associated with higher strain and thereby reduced well-
being than others. A systematic meta-review from 2017 summarizing reviews and meta-
analyses from the period from 1990 and onwards, proposes a model with three clusters of risk
factors in the workplace associated with higher rates of common mental health problems.
These are imbalanced job design, occupational uncertainty and a lack of value and respect in
the workplace. The paper concludes that some work situations are associated with increased
risk of common mental health problems, and that appropriate interventions should be

developed to promote good mental health (13).

To conclude, while work can be detrimental under certain conditions, (understanding factors
connected to work and work-conditions is therefore also vital) but in general, work is

considered to be beneficial for mental health and wellbeing (82).
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1.3.2 Even in times of trouble, work matters: The value of employment
Another perspective for understanding the relationship between health and work is to shift the
focus from symptoms and dysfunction to the value work holds to the individual. To do this,
we take an alternative route through the concept of personal recovery. This perspective on
recovery, differs from what’s defined as clinical recovery, and originates from the
Independent Living and Civil Rights Movements of the 1960s and 1970s. It challenges the
notion that recovery entails being symptom-free or conforming to conventional norms of

'normal’ living (110).

“It is inertia which paralyzes the will to do and to accomplish because there is no hope. It is

being truly disabled, not by a disease or injury, but by despair”.

Patricia E. Deegan (111).

Mental health problems are viewed as merely one facet of a person, and recovery is about
getting out of the conditions that being a mental patient has created for you: poverty,

unemployment and loss of identity (81).

An often-used definition of recovery is that of Anthony (1993) “...described as a deeply
personal, unique process of changings one's attitudes, values, feelings, goals, skills, and/or
roles. It is a way of living a satisfying, hopeful, and contributing life even with limitations
caused by illness. Recovery involves the development of new meaning and purpose in one’s

life as one grows beyond the catastrophic effects of mental health problems”(112).

This way of seeing recovery, and the influence of the recovery movement is a paradigm shift
in how severe mental health problems is conceptualized and treated (111, 113-116). Recovery
stories emphasize other aspects than the clinical perspective, underlining personal
responsibility and taking charge of one’s life, hope for the future and meaningful activities

(117).

These perspectives stem from first-person narratives and qualitative studies exploring the
experiences of individuals who have navigated their own paths of recovery, offering insights
into how they personally define and evaluate the concept of recovery. This is often termed
personal recovery (81). Personal recovery refers to what a person self considers to be vital for

their growth and living a meaningful and fulfilled life (118).
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“The goal of recovery is not to get main-streamed. We don’t want to be main-streamed. We
say let the mainstream become a wide stream that has room for all of us and leaves no one

stranded on the fringes.”
Patricia Deegan (119)

1.3.2.1 Work as part of everyday life

Several studies have investigated the recovery process and found work to be important in
several ways, including as part of our normal everyday life (120-124). A Norwegian social
anthropologist has highlighted two aspects of the concept of everyday life: the daily
organization of various tasks, and the experience of everyday life as a life-world, where
people strive to find meaning in their lives (125). Work contributes to daily routines and
structure, helps in managing symptoms, and provides economic independence. Being
employed can build self-efficacy and self-esteem, a sense of purpose and a feeling of making
meaningful contributions and improve social and other skills (126, 127). It fosters a sense of
belonging to a social community and instills a sense of pride and accomplishment in what one
contributes (124). Engaging in activities unrelated to one's own issues is described as
important (128). These last-mentioned studies primarily explore subjective experiences

through qualitative interviews.

Given that personal recovery is inherently subjective, a general description is difficult.
Through a systematic review and narrative synthesis of 97 papers, a conceptual framework
has been created to support further research and has been given the acronym CHIME (129).
CHIME stands for connectedness; hope and optimism about the future; identity; meaning in
life; and empowerment. A collaborative paper involving experts from seven countries
representing perspectives from personal experience with mental health problems, as well as
clinicians, researchers and policymakers have identified ten pro-recovery approaches for
mental health services. The inclusion criteria were that the interventions should target
recovery outcomes such as the CHIME framework and be based on empirical investigation.
Individual placement and support were one of the ten pro-recovery approaches recommended

to be provided in a recovery-oriented mental health system (130).

Other designs and methods have also given insight to what role work play in our lives during
contact with mental health care. A recently published study systematically reviewed and

conducted a meta-analysis of the literature on the employment preferences of individuals with
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mental health problems (131). This study included unemployed or individuals on sick leave,
and competitive employment also included job training, education and participating in
supported employment. The definition of mental health problems varied across the studies,
but a part of the studies specifically included individuals with severe mental health problems.
They found that over 60 percent of participants across the sample desired competitive
employment, with preferences varying according to support setting - for example, lower in
vocational rehabilitation services than inpatient and outpatient psychiatric treatment settings.
The authors also noted differences between world regions (highest in Asia and Australia) and

indicated that socio-economic and cultural factors could affect job preferences.

In an interview study from 2011, young individuals (mid-twenties) hospitalized for first
episode psychosis in the United States (132), was asked about their life and treatment goals.
This study investigated, through open ended questions, thoughts about both life and treatment
goals and what mental health professionals could be helpful with. Securing employment
(53%) and pursuing education (38%) were identified as important goals, with 80 %
responding positively when queried about their interest in receiving support from mental
health professionals to obtain employment or pursue education (75%). It is noteworthy that
initially, the youths' life goals regarding work and education weren't reflected into their
reported treatment goals. However, when directly asked about their interest in receiving
assistance with these goals from healthcare professionals, they confirmed. This could imply a
disconnect between expectations regarding the scope of healthcare assistance and the

inclusion of such life goals.

In this life phase, amidst education and transitioning into adulthood, there is opportunities to
support a critical phase that might be pivotal for long-term outcomes involving also

completing education and embarking on a career (133).

In a qualitative interview study involving slightly older individuals experiencing a first
episode psychosis in Canada, the significance of work identity and financial stability emerged
as central themes pivotal for their recovery (134). In this study, one of the respondents
reported that they believed financial worries also played a role in triggering their psychosis
(reported at page 316 in the paper). A large naturalistic cohort study of people with psychotic
disorder conducted in the Netherlands showed that between one-fifth and one third of
reported dissatisfaction with their financial situation, a markedly higher proportion compared

to the general population (135). Financial dissatisfaction is a predictor of poorer quality of life
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(136), potentially shaping daily stress and might limit the possibility to participate in social

activities.

There are several studies that use community samples with individuals diagnosed with severe
mental health problems. Two studies from Germany will be reported; one observational cross-
sectional study by Giihne and colleagues (137) that investigated desire for employment in
individuals experiencing severe mental health problems. The individuals in this study had a
mean age of 42.7 and considerable psychosocial impairments. Still, 59.8% had a strong
preference for competitive employment and 65 % of the individuals specifically unemployed,
had a strong preference for work. Another interview study that included a sample of
community resident individuals diagnosed with schizophrenia or schizoaffective disorders,
found that 85 % wanted work as a goal for the future (138). Some of them were already
employed (34%) and additional 51% wanted to be employed. These studies included both
individuals who had spent extended periods in psychiatric wards, as well as individuals with
diverse diagnoses and employment statuses such as unemployment, disability, and permanent

employment.

The different understandings of the concept of recovery (clinical and personal) shows that
recovery might be seen as both an outcome and a process. A systematic review and meta-
analysis investigated the strength of the relationship between personal and clinical recovery
among individuals diagnosed with schizophrenia spectrum disorders and found a substantial
heterogeneity across studies (139). The correlation between clinical recovery and personal
recovery was smallest among persons with psychotic symptoms. They conclude that a focus
on reducing positive symptoms might not contribute to improved personal recovery and

outcome measures in clinical practice should focus more on personal recovery.

Even though the perspectives on clinical recovery and personal recovery are different, they
have something in common. Results from both types of studies support that a focus on work
has its rightful place. The results both from longitudinal studies focusing on clinical recovery,
from studies investigating the subjective experiences of what is important or surveys asking
individuals about goals — all support the prospects of positive futures despite experiencing
severe mental health problems (71). But, importantly, although these concepts sometimes
might overlap, yet a person can undergo one without necessarily experiencing the other (130)

Clinical recovery should not be a necessity for pursuing competitive employment.
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When I first started, [ was quite convinced that the connection between work and health
would become clearer to me. The link between work and good mental health is indeed fairly
evident, but understanding the mechanisms, interactions, causes, and direction has grown in

complexity, along with a respect for how challenging this field of research is.

1.4 Right based perspectives

A report published in the Lancet in 2011 stating that violations of the Human rights of people
with mental and psychosocial disabilities is “an unresolved global crisis” (140). This paper is
concerned about violations in low- and middle-income countries, but the message from
respondents is universal: human rights is the possibility to be allowed to live a decent life

within society.

1.4.1 A human rights perspective
“From a moral-practical standpoint, I am treating a human being as a mere thing if I do not
take him as a person...Likewise, | am not treating a human being as a subject of rights if [ do

not take him as a member of a community founded on law, to which we both belong.”

These words belong to Edmund Husserl from his book Ideas II (quote from Davidson 2003
(141)).

Work is a fundamental human right (142) — the right to be an active citizen, a contributor, and
a valued member of society. The Universal Declaration of Human rights, article 23 declares
that “everyone has the right to work, to free choice of employment, to just and favorable
conditions of work and to protection against unemployment”. The Human rights are designed
to safeguard and prioritize the welfare of the most vulnerable groups in society, people
exposed to discrimination and violence. Article 23 also comments on discrimination and the
right of equal pay for equal work (142). Work is seen as a way of exercising freedom, a
possibility to live a decent life with fair income, personal growth, and integration in society.
The United Nations Convention on the rights of persons with disabilities state that: “the right
of persons with disabilities to work on an equal basis with others” (25). Decent work for all is
also part of the United Nations sustainable overarching developmental goals (143). Together,
this represents a framework for justice, equality, and sustainable development in our society.
They underscore the importance of international cooperation, legal protection, and collective

actions to achieve a better and more just world.
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Based on employment rates for people with severe mental health problems, it seems that this
right is not fulfilled. The reasons are likely multifaceted, but addressing stigma, prejudice and
discrimination could serve as a pivotal starting point. Originally the term stigma from the
Greeks, refereed to bodily signs — usually visual, as advertisement of a status — someone to
avoid — at traitor or a criminal. Stigma, as described by Ervin Goffman (144) is defined by
attributes - a characteristic — something that indicates being different from others. In a paper
by Thornicroft and colleagues they defined stigma as an overarching term that includes three
elements: “problems of knowledge (ignorance), problems of attitudes (prejudice), and
problems of behaviour (discrimination)” (145). Unemployment or not being able to or
included into work, is not a visual stigma, but might still play out in a similar way through
ignorance, prejudice and discrimination. If people with severe mental health problems is
perceived as unable to work because of their illness, this influences our interactions, shapes
our expectations, and impacts the way we organise our services. Is there a genuine need for
services if competitive employment is not a viable or attainable option? Ignorance, prejudice
and discrimination towards people with severe mental health problems exist and influence
both the possibility to get a job, but also how people function at the workplace and influence
job searching behaviours as a double stigma (146-149). This applies to both employers, but
also clinicians, frontline workers in public employment services and the patient themselves
through self-stigma (150). Stigma can have far-reaching consequences. Studies from the
United States using national panel surveys and national health surveys have investigated job-
related discrimination and wage differentials between individuals with mental health
problems compared to nondisabled individuals. They found that stigma and discrimination
can have direct economic consequences such as lower wages, and especially for those with
severe mental health problems (151, 152). In a cross-sectional survey in 27 countries
participants with schizophrenia was interviewed about their experiences with stigma, and
many reported anticipating stigma in relation to applying for work, training or education and

wanted to conceal their diagnosis (153).

The stigma associated with mental health problems, along with its consequences, can cause us
to undervalue human rights and neglect the need to adapt our services to overcome the
barriers faced by individuals with mental health problems. Human rights violations of people
with mental health problems, including the discrimination in employment, is seen as an

unresolved global crisis (140).
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1.4.1.1 Citizenship - belonging to a community

The concept of citizenship has also been introduced regarding mental health problems and
how the state can fulfill its commitments to citizens suffering from mental health problems
(154, 155). Citizenship and what it means to be a citizen has been under philosophical debate
since Aristoteles (156). Citizenship can be defined as “a person’s strong connection to the 5
Rs of the rights, responsibilities, roles, resources and relationships that a democratic society
makes available to its members” (157). In a paper by Rowe and Davidson, they argue that
citizenship could be a means of pursuing recovery within the context and goal of community
life, a dimension that the concept of personal recovery does not necessarily encompass (157).
The concept of recovering citizenship was developed as a response to the tendency of
adopting a narrow perspective that places the sole responsibility of recovery on the individual.
Recovering citizenship encompasses both personal journeys of individuals and the provision
of effective clinical services that enable active participation in society. Employment and
labour market involvement are closely connected to citizenship, social inclusion, and good

mental health (158-161).

WHO underlined in their guidance on community mental health services that supporting
person-centred and right based approaches should be a core priority of mental health services
(162). WHO has even included being able to work well as part of the definition of good

mental health:

“Mental health is a state of mental well-being that enables people to cope with the stresses
of life, realize their abilities, learn well and work well, and contribute to their

community.”(163)

This describes a link between good mental health and being able to work. WHO's highlights
that health is individual, personal, and relative. We come into the world with different starting
points and conditions. We grow up under various circumstances and contexts and are affected
differently by life circumstances. We are all quite different in how we cope with stress, realize
abilities, and learn well, and every individual must therefore assess their own potential and
determine their goals. The path to good mental health will thus be personal and vary between
individuals. Good mental health is however not easily definable or confined to the degree of
experienced symptoms. It is an interaction between many factors. While our journey across

the life course is personal, addressing health inequalities and inequities influenced by social
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determinants, remains a societal obligation and as WHO ‘report of the commission on social

determinants of health says: “social justice is a matter of life and death” (33).

1.4.2 Perspectives on disability

As mentioned in the introduction: mental health problems are one of the leading causes of
living with disability, also for young people in European countries (12, 164, 165). Disability
is a broad term; it does not differentiate based on etiology, and we cannot infer disability in

different life areas (ex in education or employment) from a medical diagnosis alone (166).

However, the concept of disability is not straightforward. Disability has been defined quite
differently over time, and a universal concept, definition and measurement is not agreed upon
(167). The World Health Organization's International Classification of Functioning, Disability
and Health (ICF) (20) classifies functioning and disability in relation to a health condition.
According to this definition, disability has three dimensions: Impairment, activity limitation
and participant restrictions (20). It is defined within a biopsychosocial model that integrates
two different models of disability: the social model and the medical model (168, 169). The
medical model describes impairments as cause for disability, while the social disability model
claim that disability is caused by social circumstances — a radically different view (170). The
social model builds historically on central principles from discussions between the Disability
Alliance and the Union of the Physically Impaired Against Segregation and was outlined in
the Fundamental Principles of Disability in 1975 (171, 172). How disabling something is, is
conditioned by disabling barriers in society (169, 170). Disability in this way of thinking re-
direct the attention - move it from being a medical issue, towards a social and political issue.
This perspective changes the focus from cure and therapeutic care to overcome discrimination
through political and social solutions (170). It also questions the role of health personnel in,

for example, access to welfare services such as education or different allowances (170).

The social model is described as taking various forms, including a more Nordic type — the
Nordic social relative model of disability (171). This model is placed within a more
salutogenetic approach, rejecting a dichotomy between illness and health (173). The Nordic
model recognize that functional aspects of impairment is seen as interacting with the
environment on a continuum, and is described as more in alignment with WHOs definition
(171). WHO's combining of these two disability models is described as instrumental in

shifting the focus from symptom-oriented approaches to an emphasis on the degree of health
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and a focus on coping, where participation in society and the understanding that contextual

factors might acts as barriers or facilitators for individuals (174).

The ICF was endorsed in 2001 and the UN Convention on the Rights of Persons with
Disabilities (UNCRPD) was ratified in 2006. This Convention importantly defined that
disability was a situation, not an attribute with the person, and this situation emerge as result
of interaction between different factors (25, 174, 175). The UN Convention on the Right of
Persons with Disabilities was the first legally binding document that stated that individuals
with disabilities have the same rights as everyone else and that “the right of persons with
disabilities to work, on an equal basis with others; this includes the right to the opportunity to
gain a living by work freely chosen or accepted in a labour market and work environment that

is open, inclusive and accessible to persons with disabilities” (25).

The understanding of 'disability' varies and will impact both the attitudes and expectations
encountered, as well as the rights it triggers regarding financial benefits or expectations of
workforce participation. Entitlement to various welfare benefits such as disability benefits is
determined based on criteria established by legislation, policies, or guidelines applicable in a
specific country or context. These criteria may encompass medical or physical conditions,
social or environmental factors, or legal regulations. How these criteria are formulated and
how our welfare policies facilitate participation will likely influence opportunities for

workforce inclusion among individuals experiencing mental health problems.

1.5 Welfare policies

The latest report from OECD on disability, work and inclusion underline that the employment
rate of persons with disability remain stubbornly low (176). The OECD reports that the
employment rate is 20 percent less for individuals with a mental health condition than for
those without (30 percent less in Norway) (66). This gap has increased in recent years so that
there are now approximately a third of those with mental health problems outside the
workforce. In addition, a pay gap of 17 percentage is reported between people with mental
health conditions and people without in the workforce across countries (66). It is estimated
that the direct and indirect costs associated with mental health problems probably exceed 4
percentage of gross domestic product (66, 177). These costs are estimated based on among
other societal cost in the form of lost work productivity, sickness absence, unemployment,
and disability (64, 178). This employment gap is considered a public health problem, since

employment is considered to improve mental health and well-being (23), and it is reducing
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the income to the state through taxes. Such high expenses challenge the sustainability of the
welfare state. The impact of mental health problems needs to be addressed broadly by social
welfare policies focused on lifestyle opportunities and social inclusion (2). Mental health has
over time increasingly come onto the agenda both in Europe and globally (2). After several
studies confirming the burden of illness and the impact these problems have on employment
and dependency of welfare benefits (12, 164), this has been among key issue on the agenda
within the Organisation for Economic Co-operation and Development (OECD) for over a
decade [86, 87]. In 2022 the EU president Ursula von der Leyen announced a new initiative
on mental health which puts mental health as a “multi-stakeholder approach” that involves

many policy areas and include employment as one of the central areas (179).

The World Health Organization (WHO) has highlighted the social determinants of mental
health (180) and the Joint Action on Mental Health in Europe has promoted “Mental Health in
All Policies” to increase focus on mental health in areas outside health like welfare and
employment (181). OECD has recommended a holistic “mental-health-in-all policies”
approach with special emphasis on delivering services in a timely and integrated manner and
involving frontline actors actively. In their recommendations, they emphasize that this
challenge is not solely the responsibility of the healthcare sector. Changes should be
incorporated into multiple systems, involving frontline personnel, and promoting a language
that reduces stigma and encourages participation and involvement (66, 176). The OECD
highlights the shift from small-scale projects and trials to the implementation and scaling of
proven effective interventions. This challenge, the transition from evidence-based knowledge
to the implementation and scaling of effective interventions, requires more than just having

proven efficacy.

1.5.1 Work and mental health policies in the OECD

In 2012, OECD launched the report Sick on the Job? Myths and Realities about Mental
Health and Work (182). This report was the first in a series of reports on mental health and
work from the OECD and reflects a recognition of the huge impact mental health problems
also has on employment and the welfare- and health systems. The report questioned myths
about mental health and work, identified knowledge gaps and commented that “little is known
about the connection between mental health, disability and employment” and how this vary
by severity (182). The report also questioned the role of policy and system design. The OECD

has, in addition to nine specific country reports on mental health and work, published two
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central key publications. The report Fit mind, Fit job — From Evidence to Practice in Mental
Health and Work (89) underline among other things the need for policy change, more
integration between sectorised services (integrated policy approaches across different
domains and sectors) and better timing of interventions. The second report Fitter mind, Fitter
jobs (66) assess the implementation of their recommendations on integrated mental health,
skills and work polices that the previous report set forth, and conclude that the policy changes

have not translated itself into better labour market outcomes.

1.5.1.1 Generosity of welfare benefits and integration policies

One of the main challenges in labour and welfare policy is finding the right balance between
promoting high employment and maintaining a generous benefits system. The economic
burden and cost for benefit systems are high, and one of the barriers that quite early was
discussed in OECD reports was the incentives and disincentives for labour market integration
for individuals with disabilities (183). Disability policies balance between two aims that
might potentially contradict each other: support integration of disabled citizens but at the
same time compensate and give income security to those unable to work (167). Welfare
policies aim to manage the balance between incentivizing and motivating as many people as
possible to participate in the workforce. At the same time, they should aim to ensure dignified
lives with sufficient financial support for those who, for various reasons, are unable to
participate (184). This balance is addressed in very different ways across Europe, without a
definitive answer to what is the most appropriate approach (185, 186). To attempt
comparative analysis between countries with differing balances of these two aims, the OECD
has developed a Disability Policy Typology that classify and cluster countries according to
their policy approach (167). Two dimensions are central, compensation and integration.
Simply put, the compensation dimension describes the main disability benefit scheme,
including coverage, disability levels, minimum disability levels, permanence of benefits, and
more. The integration dimension covers the entire range of employment and rehabilitation
measures, such as assessment structures, supported employment program coverage, and the
timing of vocational programs and more. Their policy conclusions from this empirical
analysis made them recommend some key messages. One of them being that disability status
should be recognised independent of work and income situation and that societies need to
change how they think about disability and work ability. They also recommended new
obligations and conditionality connected to benefits, like participation in employment,

vocational rehabilitation, or integration measures. This would also put more demands of the
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gatekeepers in the public employment sectors to promote access to all available interventions
both benefits but also more active employment measures (167). OECD recommended more
active labour market policies to avoid medicalization of what is labour markets problems but

could end up as increased disablement from work (176, 183, 184).

1.5.2 Norwegian context

The OECD report on mental health and work in Norway, published in 2013, was part of the
series of nine OECD reports. It highlighted that one-fifth of the Norwegian population
received income support due to health issues and noted that the country's expenditure on
disability and sickness benefits amounted to 5% of its GDP, the highest among OECD nations
(58). Norway’s sick-leave and disability benefit is described as comprehensive and with fewer
reforms that reduce entitlements or improvements of work incentives measures compared
with other countries (38, 187). In addition the public spending on disability and sickness far
exceeds the OECD average (38). The expenditures to healthcare are also high in Norway
compared to other countries. Norway has a universal tax-financed healthcare system and one

of the highest per capita health expenditures in the world (188).

Recent statistics and a new OECD report confirms that Norway still has a significant
proportion of their working age population receiving health-related benefits (sick leave, work
assessment allowance, and disability benefits). 10.7% of the working age population receives
disability benefits (38, 189). Data from the Norwegian Directorate of Labour and Welfare
Administration (NAYV) indicates that the dominant diagnostic group among young people
receiving these benefits is mental health problems, which constitute 66% of the cases (190).
In the Nordic countries, but especially in Norway, health related benefits are primary source
of income for joblessness (191). Joblessness is here defined broadly and encompass different

groups with different barriers towards employment, education or training (191).

A high share of young individuals categorized as having a disability, rely on health-related
disability benefits, as opposed to social support which is more common in many other
European countries (176). A Norwegian study utilizing interviews and surveys of both young
service users and service providers identified several barriers to participation in work and
education. It cautioned that mental health problems might camouflage social problems (192).
In addition, a report from OECD comment that unemployment is disguised by the high

dependency on health-related benefits (193). Despite many reforms in Norway, the outflow
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from disability benefits of young people has not changed or been effective in leading to

regular employment (194).

1.5.2.1 Active and passive labour market programs

The design of welfare benefits and activation policies through active labour market programs
can differently impact groups receiving health-related benefits. In 2006, Norway allocated
around 1% of gross domestic product (GDP) to active and passive labour market programs,
with training being the most utilized (193). In a Norwegian report (prepared at the request of
an expert committee working on a Norwegian Official Report (NOU) (195) which aimed to
analyze the trends in employment and income support and propose measures to enhance
workforce participation) it was noted that, on average, 19 to 29 percent of regular job seekers
and individuals with reduced work capacity participated in such measures in 2022 (196). This
report concluded that these measures play an important role in the Norwegian labour market
policy, and have a positive impact on employment (196). The increasing effort towards active
labour markets policies towards disadvantaged’s citizens increased the needs to integrate
different services, both social services and then also between welfare and health (197, 198).
This has also been the case in Norway (199, 200). A meta-analysis (not peer reviewed)
including studies from all around the world concluded that active labour market programs
work positively (after two years) in regard to employment outcomes, but that the impact
varied influenced by contextual factors, type of labour market programs, and the group
receiving them (201). To what extent labour market policies explain employment disability
gaps, is still debated (160), but geographical variation between countries in the disability
employment gap, is perhaps less likely to be due to health problems, but more to differences
in institutional and labour market policies (160). Some argue that the welfare regimes of the
Scandinavian countries are better equipped to protect those affected by illness from
unemployment, especially those with low education (202, 203). The recently published
review of inequalities in health and wellbeing in Norway comment that there is a lack of
knowledge of which type of measures and follow-up work that work best for individuals with
reduced work capacity (46). Some describe policymaking targeting social inequality in health
as complex, and often with political conflicts so that policies might have a tendency to reduce
social inequalities to simpler problems with solutions often to be solved by the health sector

(35, 204).
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1.5.2.2 Work-place policies: A more inclusive working life and the working
environment act (IA-agreement)

In a European context, Norway is perceived as having a well-functioning labour market, low
unemployment, and a large proportion of the working-age population employed, all genders
(38). The Norwegian working life model is often defined as an interaction between economic
policy, organized labour and comprehensive public welfare benefits. This interaction is rooted
in a tripartite collaboration at societal level (Letter of intent regarding a more inclusive
working life) in Norway between the employers, the employees, and the authorities, and have
an overarching goal that as many as possible can participate in the workforce for as long as
they can (205). There is a strong focus on workplace conditions and the workplace is the main
area for the inclusive work life. The Working Environment Act in Norway applies to all
undertakings that engage employees, and its purpose is to secure a working environment as a
basis for a healthy and meaningful working situation. It regulates, among other things, job
security, working environment, and protection against discrimination (206). According to data
from the European working conditions survey (207), 94% reports satisfaction with
psychosocial working conditions in Norway. Job security is high, and three out of ten report
that their health is positively affected by work (compared to one out of ten in the EU), and
eight out of ten report that their health condition is good (also higher than the general rate in
the EU). Since implemented, the [A agreement have not met the goals of reducing sickness
absence in Norway (208-212), and no evidence as to my knowledge can confirm more
inclusion of individuals outside of the labour market. The IA-agreement might have positive
impacts for individuals already working with frequent sickness absence rather than for
individuals outside the workforce (213). The latest OECD Economic report on Norway from
OECD underline that public spending on disability and sickness far exceeds the OECD
average, and call Norway the “OECD public spending champion” (38).

1.5.2.3 Health and work strategies

In 2006, the Ministry of Health and Care Services (HOD) in Norway emphasized the
importance of employment in their national escalation plan for mental health. They focused
particularly on individuals with severe mental health problems, aiming to empower patients to
manage their own lives, reduce hospital stays, and enhance both the quantity and quality of
mental healthcare provided by municipalities (214). This was supported by a Coordination
reform that contributed to upgrade the municipality health service (215, 216). New services
like community-based assertive treatment teams for people with severe mental health

problems were established, but measures like Supported Employment (SE) was not
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implemented as part of this new treatments at the time (217). Supported employment is
defined by the European Union for Supported Employment as “a provision of support to
people with disabilities or other disadvantaged groups to access and maintain paid

employment in the open labour market” (218).

Policy changes directed towards work and mental health has been introduced gradually in
Norway, and the leadership for new more “integrated services” was early on directed towards
the public employment sector. Measures directed towards employment outcomes were funded
from the health budget but directed to the public employment sector in order to retain a focus
on employment outcomes and as a response to a need to increase knowledge about mental
health and work in the public employment sector (219). A specific work-oriented project
called “Where There’s a Will — focus on work and mental health” was established in 2004,
intended to build a bridge between the public employment sector and the mental healthcare
sector. New efforts supporting individuals into work was tested (220), as in contrast to
previous efforts mainly focused on maintaining contact with an already existing workplace or
the workplace itself (221). In 2007 the first national plan for work and mental health was
launched (222) This plan was followed by a follow-up plan (223) and a revision of the
strategy for work and health (224). This revised strategy notes that it builds on the already
strengthened cooperation between the public employment and health sectors and now moves
on to other strategic goals and measures. The strategy includes five main pillars: 1) Provide
effective services, 2) Take impactful measures early, 3) Invest in local actors, 4) Integrate
services and create flow, and 5) Utilize the potential of digital tools. The measures that the
directorates will use include digital solutions, financing that stimulates prevention and early
intervention, developing standardizing products, regulations that facilitate collaboration,
establishing educational opportunities that provide expertise in the field, and creating

common frameworks, direction, and goal achievement through clear guidelines.

It is noteworthy that there has been a shift in policy language over the years. While previous
policies focused on the most disabling conditions and employed specific strategies for mental
health, recent policies have seen a move toward broader strategies encompassing work and
health (not specified to mental health) and towards mental health problems, leaving the
concept of illness. The policies have moved towards a broader scope and preventive measures
to avoid illness or disconnection from education and employment (224). The strategic plans in
Norway are highly ambitious, but they lack clear guidance on how regional and local
stakeholders should act to achieve the goals in the national strategic plans (225).
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1.5.2.4 Frontline workers in the Norwegian public employment sector (PES/NAV)

The 'mental-health-in-all policies' approach has also influenced the Norwegian context,
directly shaping how frontline personnel in public employment sector engage with individuals
facing more complex issues. Several major reforms have been implemented in the labour and
welfare policy over the past decades, both in terms of organizational structure and in the
design of the labour market measures/programs used. In recent years the public employment
sector has undergone changes that have influenced the development of services for
individuals experiencing mental health problems. Two of them will be mentioned here, and

both influence the work role for frontline workers in the public employment sector.

The biggest reform was the merging of the employment and national insurance
administrations (226), which can be seen as a “whole-of-government” initiative (227). One of
the aims was to increase the ability to solve complex problems that span across policy
administrations and government levels (199). New measures was also introduced to help
strengthen employment and inclusion of individuals who were outside the labour market
(228). Another change occurred in 2015, when the public employment sector launched a
white paper which determined that previously outsourced services (like SE) could now be
conducted in-house (229). This was further strengthened by relocating funding from private
sector to the public employment sector specifically to strengthen IPS (230). But policy
formation and policy implementation at street level is not necessarily a top down-process or
happens automatedly (231, 232). Traditionally the public employment sector has used train
and place approaches and implementations of new policies might create tension as reported in

studies from several Scandinavian countries, including Norway (233-236).

A meta-ethnographic review and synthesis of qualitative studies referred that the approach
IPS designed specifically to individuals with mental health problems, did not fit the rules and
regulations in the public employment sector (237). Social workers in this sector were
sceptical to whether the IPS process towards competitive employment could be too fast and
be harmful, and that a prevocational rehabilitation approach was needed focusing on
preparation and training. Investigating how new activation policies are implemented and the
attitudes in front line workers in the public employment sector are still important (238).
Frontline personnel may find themselves in situations where they must decide alone on
striking the right balance between income and employment support — and which active labour
market they should choose. Their attitudes and knowledge regarding work for individuals

with severe mental health problems might be important.
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1.6 Are there effective means for supporting people with
severe mental health problems in obtaining employment?

The specialist health services are supposed to use methods, medical equipment, procedures,
and organizational measures that are quality-assured and based on best possible evidence. At
the time the implementation of IPS was beginning in Bodg, one of the questions asked was
whether we had methods based on enough research evidence to support people with severe

mental health problems in obtaining employment.

1.6.1 The history of vocational rehabilitation in psychiatry

The use of work as part of the treatment for patients with mental health problems is not a new
phenomenon. In Norway, the first state asylums were established in the mid-19th century,
with significantly improved material conditions and care. The idea of state responsibility and
operation of large institutions was not unique to patients with mental health problems; it also
applied to orphaned children, criminals, and the poor (239). The institutions were
characterized by "moral treatment" paradigms until the late 1800s when a more biologically
oriented psychiatry was introduced. The asylums had what they called "work therapy," which
included farming, kitchen services, various handicrafts, or activities like mending fishing nets,
as seen in the "Renvig sindsygeasyl" locally in Bode (240). The primary goal of the asylums
may not have been rehabilitation for work specifically, but rather achieving as normal a life as
possible within the institution's walls. Although the field became more professionalized with
the involvement of occupational therapists and the establishment of industrial workshops, as
well as the introduction of step-by-step rehabilitation toward employment, much of the old
thinking from the large institutions was maintained. A protective atmosphere, gradual
rehabilitation, low stress levels, and extensive training were implemented in sheltered
workshops in the community. The development of vocational rehabilitation mirrors the same

trends seen in general psychiatric rehabilitation (241).

Vocational rehabilitation for individuals with mental health problems is influenced by
changes in several areas: workforce demographics, politics and various public health and
welfare policy documents. The field is characterized by being multidisciplinary, involving
different professions and sectors, both public and private. The rise of Supported Employment
(SE) was part of a larger movement in society with a focus on independence and participation.
The emphasis shifted from sheltered and segregated environments to active engagement in
regular arenas and the mastery of everyday life. SE differs from traditional rehabilitation in

several aspects, and some have described SE as a contrast to the medical model of psychiatric
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rehabilitation where training on a range of skills is needed before you can handle real-world
demands (242). Traditional rehabilitation involved training in segregated facilities, with
guidance and assessment of one's abilities and tolerance for stress. People with mental health
problems were treated based on the assumption that they were vulnerable, in need of
protection, and training in segregated facilities. SE emphasizes the use of integrated jobs in
community settings—a shift from a 'train and place' approach, where training is required to

prepare for real life, towards integration into regular employment with a regular salary (242).

1.6.2 Individual Placement and Support

After the deinstitutionalization of the mental health services and a change in the perspectives
of what people with severe mental health problems wanted and needed, the focus on
recovering normal functioning as part of the society became stronger. This was advocated
from patients and family members, but also clinicians that saw the need of delivering new
types of services to better support the needs of people with severe mental health problems. A
stronger focus that can be placed within the ideology of recovery based on other values was
emerging (112), and IPS with its focus on shared decision making and a goal to improve
community functioning in people with severe mental health problems share many of the same
values although it grew out of a movement towards evidence-based care (243). In evidence-
based medicine and when assessing medical interventions, there has traditionally been a
hierarchical approach to methodological evaluations (244, 245). This was originally based on
evaluations of new pharmacological products (246). The hierarchy typically starts with ideas
and then build further with case reports, case series, case-control, cohort studies with
historical controls, non-randomized controlled studies, prospective RCT's, systematic reviews
and meta-analyses both of them preferably based on RCT (247, 248). The concept of
evidence-based medicine (EBM) is defined as “the ability to track down, critically appraise
(validity and usefulness) and incorporate the body of evidence into clinical practice” (249,
250).

IPS was developed to achieve employment for people with severe mental health problems.
The approach was developed in the division of mental health in New Hampshire in North
America and has since spread throughout the world (251-253). The approach can be described
through eight basic principles based on empirical evidence (117, 254).

1. Goal of competitive employment

2. Zero exclusion and eligibility based on clients’ choice
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3. Rapid job search

4. Integration of rehabilitation and mental health treatment
5. Personalised benefits counselling

Job search based on preferences and choices

Targeted job development

Sl IS

Individualized, long-term support

1.6.2.1 Goal of competitive employment

The goal of competitive employment might sound obvious but contradict or stands in contrast
to a treatment paradigm suggesting that patients with severe mental health problems require
seclusion, tranquility, and minimal stress. Medical and clinical models have focused on
managing and reducing symptoms. Symptoms are often seen as the primary cause of
disablement and thus must also be managed or cured before addressing other life goals (242).

A perspective that aligns with a medical models understanding of disability.

Employment in the regular workforce has often been categorized as harmful stress, but studies
investigating non-vocational outcomes of competitive employment do not confirm these
worries (255, 256). This also bears similarities to much of the general occupational medicine
research, which has similarly focused on identifying adverse factors in the workplace. The
first natural experiments testing the model that later became known as IPS, involved
converting day centers into supported employment programs. It was demonstrated that more
individuals went directly into regular employment without the detour of gradual training or
testing in sheltered work settings (257). In addition to favorable employment outcomes, both
family members and recipients of the program reported high levels of satisfaction. Several of
those who received services in this pilot study were followed up ten years later, and it was
found that the improved effects from IPS also persisted over time (258). Some of the initial
studies also clearly showed that pre-qualification as the control condition did not seem to

yield better outcomes for job seekers (259).

1.6.2.2 Zero exclusion and eligibility based on client’s choice
The motivation and desire for employment by the job seeker should determine whether
support for employment is provided. In a wayi, it's difficult to envision the opposite.

Nevertheless, this likely reflects the uneven relationship between healthcare professionals and
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patients, where healthcare professionals are assumed to have the best understanding of what is
needed for the improvement of the mental health of those with severe mental health problems.
This occurs both in individual interactions and on a societal level in terms of available
interventions. This principle thus stands in clear contrast to a more paternalistic approach
where the clinician or the public employment service assesses whether the client is ready for
work based on their diagnosis, history, or symptoms burden. The factors most highlighted as
positive individual factors include previous work history and short durations of
unemployment (260-262). A lower level of symptom severity (262, 263) and a personal desire
and belief that one can attain employment is also considered important individual factors
(264). But no clear predictors of who succeeds and who fails in obtaining employment are
established. Neither diagnosis, severity of symptoms, demographic factors, nor work history
have consistently shown clear findings over time in accurately predicting who will succeed
(265-267).
1.6.2.3 Rapid job search for ordinary employment, rather than training and
assessment
If the objective is to secure a job, and you are both motivated and enthusiastic, what happens
when you are placed in training or assessment, and others decide whether you are ready or
not? The training situation might not even resemble the type of work you prefer, or the work
hours might not be adapted to your health situation. This principle emphasizes the importance
of focusing on regular employment when that is the goal of the individual, as well as the
individual's right to decide for themselves when they are ready for this step. Two
ethnographic studies illustrate the importance of learning while in work, solving problems and
learning about strengths and weaknesses along the way (268, 269). A rapid search and
placement into work support the patient’s goals. An early study on limiting the length of time
in prevocational training by accelerating their journey increased the rate of competitive
employment among people in rehabilitation, and this was also shown in a study with patients
with severe mental health problems (270, 271). To date, the literature on IPS does not provide
any evidence that training is more effective in securing employment than direct job

placement.

1.6.2.4 Integration of employment support into clinical teams
One of the fundamental principles of IPS is the integration of vocational rehabilitation and
mental health treatment within the same team or setting. Work should be integrated on an

equal footing with other interventions offered by the healthcare system and should be part of
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the treatment plan for anyone seeking employment. In the book "A Working Life for People
with Severe Mental health problems," this concept is elaborated upon (117). The book
describes that, in the past, there was an emphasis on delivering rehabilitation and clinical
services separately and in parallel. This approach aimed to maintain a non-stigmatizing,
mastery-oriented rehabilitation process distinct from the psychopathological focus of
treatment. So, intentions were good. Through empirical evidence and experimentation, it was
demonstrated that integrated services worked better (272-274). Integrated services not only
refer to being co-located but also involve sharing a common medical record system and
conducting joint meetings. Through integration, challenges arising from differing
philosophies or attitudes towards treatment and rehabilitation can be discussed and resolved
through scheduled or ad hoc meetings because professionals are working together. In the
treatment of psychosis, the Zubin and Strauss stress-vulnerability model is frequently utilized
(275). For healthcare professionals, the stress associated with participating in employment-
related work can easily be categorized as something that should be limited or avoided. Close
collaboration between the job seeker, employment specialist, and healthcare personnel will
make it easier to maintain a shared plan and support all parties in feeling secure in their
respective roles and assessments (276). This way of organizing services has many advantages.
It counteracts conflicting attitudes and messages from separate services, improves
communication, and prevents dropout from services because the clients themselves must
coordinate (277, 278). Additionally, it is easier to manage resources and reach agreement on
which target groups should be prioritized both organizationally and financially. A previous
study has also shown that if vocational services are accessible and integrated within

healthcare services, the proportion of individuals obtaining employment will increase (279).

1.6.2.5 Professional benefit counselling to understand the consequences of
employment on other welfare benefits

This principle is perhaps particularly relevant to the structure of the welfare system in the
United States, but it addresses a general topic — namely, how welfare benefits impact people's
willingness to work. There are both fears and uncertainties regarding how finding
employment may affect the welfare benefits individuals already receive, or how it will affect
the inflow into benefits. The perspectives on these matters might be different seen from the
USA context were giving up welfare benefits or the right to health insurance can be highly
risky. However, similar locking effect might occur in generous welfare states, just maybe
through other mechanisms. At one-point, specialized benefits counseling services were

introduced in the USA to complement vocational services. The purpose was to assist
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individuals in making informed choices about work participation based on information. Some
research has shown a positive impact on increased earnings, but the effects on employment

outcomes are not yet fully established (280).

1.6.2.6 Job search is targeted according to individual preferences

IPS emphasizes that job search should be guided by the individuals’ job preferences. Several
studies have found that following the individuals’ preferences lead to longer job tenure and
higher satisfaction with the jobs obtained. It appears that people are aware of what they want
and are quite realistic about their preferences (281, 282) (!). The principle of prioritizing
preferences regarding all rehabilitation goals has been advocated for a long time. Preferences
can be based on several factors, and it is the task of the employment specialist to identify what
is important for each individual and work accordingly. Preferences may include work hours,
type of work, economic stability, and other job quality dimensions. A recent study from Japan
examined five job preferences domains (occupation type, weekly work, commute time, illness
disclosure and monthly income) and found that when matching three of four match levels —
job tenure increased compared to only matching one domain (283). This enhances the
importance of employment specialist’s role in finding jobs that align with several domains of
an individual's preferences. In general, job preferences are said to beneficial both for work

motivations and well-being (284).

1.6.2.7 Systematic and targeted job development

The employment specialist works methodically to establish networks among employers and to
target specific employers depending on the individual's interests and desires. This claim is
supported by studies suggesting that many individuals with severe mental health problems
may exhibit symptoms and behaviors (retreat) that can complicate the job search process.
Furthermore, employment specialists with more employer contacts are more likely to obtain

competitive employment than those with fewer employer contacts (285-287).

1.6.2.8 Time-unlimited support

This is a fundamental principle in IPS: providing individualized and ongoing support based
on the individual's own assessment of their needs. Severe mental health problems can be both
long-standing, and highly fluctuating in nature. Some studies have shown that job tenure is

correlated with frequent contact with the employment specialist (288, 289).

Many of these principles represent a change to what has been standard practice in both health

and employment sector. Already with the first basic principle of competitive employment
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being the goal, there is an apparent discrepancy between actual employment rates for this
population and the goal of this intervention. The employment rate is low, and the most
common source of income is through welfare benefits. The attitudes of practitioners in both
sectors are likely quite influenced by the factual reality of the low employment rate of people
with severe mental health problems and might attribute this to both unwillingness to work, or
that the burden of symptoms hinders the ability to work (290).

These principles can be summarized as follows: To achieve and sustain employment is the
main goal of IPS, and relevant employers should be contacted face to face within 30 days
after someone is referred to an IPS service. Employment is defined securing a job that anyone
can apply for, not set aside jobs with lower wages. A person-centred approach with shared
decision making to achieve the persons own goals is a fundamental prerequisite and is shown
through several of the principles in the approach. Eligibility based on client’s choice
underlines that clinicians should not exclude employment support on basis of diagnosis,
symptom severity, substance misuse, level of disability or even homelessness. Employment
specialist should work according to the individuals’ preferences when it comes to steer job
search, job development and for how long they need support to stay in their job. Whether the
individual chooses to disclose the support they receive or reveal their diagnosis or mental

health problems to their employers is ultimately their own decision/at their own discretion.

1.6.2.9 Fidelity

The IPS approach is well described, but delivering services according to its principles requires
demanding premises or assumptions for both the service and the employment specialist. It is a
complex intervention that challenges service delivery across sectors, the actions of front-line
workers and clinicians, and the collaboration between services (234, 291, 292). To support
implementation, manuals and materials have been developed (293). Additionally, a fidelity
scale has been developed to monitor and assess program fidelity, concretizing the eight core
principles of IPS (294, 295). This fidelity scale aids in establishing and implementing IPS
services while providing guidance to maintain service quality. Studies have consistently
shown that high fidelity leads to better employment outcomes for those receiving the service,

with a positive association between employment outcomes and fidelity ratings (296-299).

1.6.3 Does IPS work in all contexts?
IPS has experienced a widespread growth and expansion (300, 301) although a
disproportionally low percentage of the population that could benefit from it, actually receives

it (302, 303). Since 1993, IPS has been studied through randomized controlled trials, (259,
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304-332) and the number of systematic reviews and meta-analysis of randomized controlled
trials (RCT) has grown steadily (256, 333-338). Beyond the population of severe mental
health problems, populations with first episode psychosis and Veterans with PTSD are the
other groups with trial evidence (339), and other target groups are tested (313, 335, 339-343).

1.6.3.1 When is the evidence base good enough to incorporate into practice?

During the preparation period for the implementation of IPS in Bode there was conducted
several randomised controlled trials (259, 314, 316, 318-320, 322, 329-331, 344) quasi-
experimental trials (257) and two meta-analyses (333, 338). The overarching finding was that
IPS was showing advantage compared to treatments as usual for unemployed people with
severe mental health problems. The approach was also recommended as evidence based

practice (345).

But, most of the trials had been conducted in the United States (314, 320, 322, 329, 331),
some in Australia (318, 344) and two in Hong Kong (327, 346). One multisite randomised
trial from 2005 tested the model by recruiting from existing clinical populations in seven
different states in USA and showed effectiveness also under different service delivery models
(347). Even though the service models were diverse, there were still some common
characteristics:

1. They all provided integrated services through a multidisciplinary team and served

patients with defined severe mental health problems.

2. Most of the evidence came from a north American context.
Before 2015, IPS had not been tested in Scandinavia welfare states. Scandinavian welfare
states are characterised by generous entitlements, low unemployment, and high levels of
labour force participation with welfare and labour market policies quite different from the US
(34). In 2007, the Eqolise study conducted a multisite randomized controlled trial in six
European centres, affirming IPS's efficacy in European countries with different labour
markets and welfare and health systems compared to North America (330). However, two of
the sites reported no difference between the groups in the study (Groeningen and Ulm) and
local unemployment rates were significantly associated with variations in IPS efficacy. In
addition, higher long-term unemployment rates, lower risk of benefit trap and higher GDP per
capita growth were significantly associated with getting a job. The “benefit trap”, in this study
referred to IPS workers' perceptions of their client group's risk of income reduction if they

took on a job.
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Although the Eqolise study did not establish significant effects of the "benefit trap" on IPS's
variations in effectiveness, they indicated that it could serve as a barrier to overall successful
vocational rehabilitation for this group, and maybe especially in more generous welfare states.
So, uncertainties also after this European multisite trial remained regarding IPS's suitability in
countries such as the Scandinavians, known for their generous and active welfare states (348).
In the UK context, several significant barriers to the implementation of IPS have been
identified. These include attitudinal barriers stemming from different stakeholders; contextual
factors linked to the welfare system and structure of the labour market; and factors related to

organisation within mental health services and fidelity to the IPS model (290).

1.7 Implementation of IPS in routine clinical practice

The process of translating scientific discoveries into clinical applications and eventually
reaching patient care can be envisioned, not only hierarchical but also like a pipeline (349). It
starts with preclinical research, progresses through efficacy and effectiveness research, and
concludes with implementation research before demonstrating any significant public health
impact (349). While randomised controlled trials are seen as the gold standard in evaluation
of effects, effectiveness of an intervention can be defined as beneficial effect under “real

world” clinical settings (350).

But can we always imply that research moves from efficacy and then translates itself int

routine clinical practice as a linear pathway?

1.7.1 Bridging the gap between research and practice

An example commonly used to demonstrate the gap between scientific evidence and its
practical use, is what is called the first controlled trial and relates to the discoveries of James
Lind on treating scurvy. Even though James Lind conducted his famous first controlled trial
in 1747, demonstrating the effectiveness of citrus fruits in treating scurvy, orange juice did
not enter in the British Navy's diet until 1795. Later studies have shown that it takes about 17-
20 years to implement innovations in clinic into routine use (351). It is now well established
that it is a challenge bridging the gap between research demonstrating efficacy and the actual
implementation of those findings into clinical services. Centuries of experience have
demonstrated that merely establishing the efficacy of a clinical innovation is inadequate to
ensure its widespread adoption. In the 1960s, spread of interventions was described as a social
process where factors beyond evidence play a significant role in determining the extent to

which an intervention is implemented and scaled (352). Over time, the field known as
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implementation science has evolved, and one definition states: «...the scientific study of
methods to promote the systematic uptake of research findings and other evidence-based
practice into routine practice and, hence, to improve the quality and effectiveness of health

services...”(353).

Unlike randomized controlled trials, the objective of this research is not to assess the direct
effect of an intervention. Instead, the aim is to investigate factors that influence the adoption
of an intervention and to develop strategies that account for these factors to increase the

uptake of the intervention.

Translation of innovations towards implementation has been recognised as an important field
to study (354) as well as understanding the organisational and policy context level (355).
Glasgow and colleagues argued in 2003 that it is essential to place greater emphasis on
documenting interventions reach, adoption, implementation, and maintenance both in efficacy
and effectiveness studies to support translation of research into practice (356). In research
involving complex health interventions, particularly those dependent on multiple factors and
collaborations among various actors and sectors, documenting these factors becomes
especially crucial (357). Additionally, in effectiveness research, avoiding a type III error. By
this, it means drawing conclusions about the effect of an intervention without knowing what
is implemented — or whether the intervention has been implemented with good quality.
Evaluating the effect of an intervention inadequately implemented requires careful
consideration on multilevel factors (358) and good descriptions of context. Implementation
science strives to improve the incorporation of evidence-based practices leading to a greater
impact on public health-services (351, 359-362). The question of application of research
findings, the lack of adoption and implementation of evidence-based practices for people with
severe mental health problems (363) and a translation of efficacy research to effectiveness
research and implementation is called for to close the gap between research and practice (349,

356, 364).

1.8 Aims

The thesis introduction highlights that many individuals with severe mental problems aspire
mainstream employment, yet integration into employment remains inadequate. Although an
effective intervention like IPS exists, its integration into standard healthcare services is

incomplete. IPS, with its values and working methods, challenges both us and our systems,
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including our welfare system, on multiple levels. Its success may also hinge on factors such as

unemployment rates and the structure of the welfare system.

This thesis investigates some challenges that could potentially hinder the effectiveness of IPS
within a generous welfare society. Our first concern is whether the efficacy of IPS, compared
to traditional vocational rehabilitation, remains equally robust when implemented in countries
with more generous disability welfare benefits, integration policies, and stricter regulations on
hiring, firing, and regulating temporary work. Secondly whether attitudes among frontline
workers involved in gatekeeping active labor market policies are in alignment with IPS
principles and whether they change over time with IPS exposure compared to frontline
workers without exposure to IPS. Third, we examine whether the implementation of IPS
within a municipality affects employment outcomes for all young adults receiving temporary
health-related rehabilitation welfare benefits, measured at the societal level. This is compared

to municipalities that do not implement IPS.

These questions cannot be fully resolved within this thesis; nevertheless, I aim to contribute to

further research through my three specific objectives.
1. Is IPS efficacy generalizable across countries and context? (Paper I)

2. Do public employment service employees have attitudes compatible with the principles of

IPS? (Paper II)

3. Will IPS implementation have a measurable effect on employment outcomes at a societal

level? (Paper 1)

2 Method

IPS is complex due to its multifaceted nature. It is not an injection or a pill. It involves
different stakeholders, frontline workers, new ways of approaching unemployment among

people with severe mental health problems and necessitates cross-sectoral collaboration.

2.1 Implementation

The three papers are situated within an implementation framework called the Exploration,
Preparation, Implementation, and Sustainment (EPIS) (365, 366). This framework provided a
systematic and structured approach to understanding the interplay between inner and outer

context, bridging factors as well as aspect with the intervention itself. EPIS was developed
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with a focus on implementation in public sector settings and describe the interplay between

factors and movement between different stages.

The first aim of generalizability across contexts and countries, helps us understand how outer
context through labour market conditions and regulations in welfare policies might influence

the generalizability of IPS efficacy.
The second aim investigates individual characteristics as part of the inner context.

The third aim explores whether IPS implementation within a municipality can affect
employment outcomes at the societal level for young people dependent on a temporary
health-related rehabilitation welfare benefit. The framework was crucial to help me structure
what was often a chaotic reality and collaboration between partners. It also helped understand
the possible mechanisms by which local implementation efforts directed at services and users

could lead to changes at a societal level.

The quasi-experimental design and the longitudinal registry data follow the implementation
happening in the intervention municipality from 2010-2019. In figure 1 the overarching

strategies and outcomes are visualised on a timeline with the EPIS stages.
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Figure 1 Timeline for the EPIS stages and quasi-experimental design with outcomes and main strategies.

Epis stage Exploration | Preparation/ Implementation/ Sustainment
Study Pre exposure Intervention and post-experiment period
period period
Timeline 2005-2009 2010-2012 2013-2016 2017-2019
Outcomes Short and intermediate Long-term
Service and Formal agreement, financial agreement Workdays**
Societal Fidelity (2013, 2014, 2015) **
level Scaling of service** Scaling of service**
Staft level ES employed™** ES employed™**
Attitudes (2013)* Attitudes (2017)*
IPS user Employment outcomes™** Employment
level Subsample (diagnosis, different clinical outcomes™**
measures)***
Strategies Build Financial strategies | Financial strategies
at service coalition Needs assessment Interagency work groups
level between Formal agreements Educational meetings/conferences,
stakeholders | Early adopters Organization feedback on barriers and
Education/ facilitators
conferences Early adopters
Community- Education (stakeholders, personnel, ES)
academic Learning networks, inter-organizational
partnership networks
Building a purveyor organization
Facilitate uptake/implementation in the
organizations based on outcome data and
experiences in the organizations.

*Paper II. ** Paper III. ***Unpublished data

2.2 Is IPS efficacy generalizable across countries and context?
(Paper I)

Numerous randomized controlled trials have been carried out in various welfare contexts.

Instead of planning a new RCT in a Northern Norwegian context, we used the variation in the

trials already conducted to find answers to the question of whether efficacy holds across

contexts. We investigated whether specific variables connected to welfare set-up, integration

policies, labour market conditions and employer regulations affected the efficacy of IPS. We

did this through three steps: First, a systematic review selecting randomised controlled trials

based on predefined criteria (Figure 2). Secondly, we combined the findings from these

selected studies and calculated an overall effects size, providing a quantitative summary of the

collective evidence regarding the impact of IPS. Third, meta-regression was employed to

examine the extent to whether welfare set-up, integration policies, labour market conditions

and employer regulations influenced the efficacy of IPS.
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2.2.1 Inclusion and exclusion
The search involved using a combination of keywords such as mental health problems,
individual placement and support, and randomized trials, and the inclusion and exclusion

criteria was predefined (Figure 2).

Figure 2 Inclusion and exclusion criteria

Population Persons with mental health problems and without
employment.
Age above 18 years old

Intervention Individual placement and support
Fidelity reported

Comparison group Traditional vocational services, ex sheltered workshops,

courses, pre-employment training

Services as usual (could be ordinary health services without
any employment intervention at all)

Outcome Paid competitive employment open to anyone. Not set
aside jobs.
Study-design Randomised controlled trials.
Quality evaluated through Black and downs
Publication year From 1993 — date for latest search (sept 10 2019)
Countries/Context No limits
Language English

We excluded studies with modified versions of IPS, without reports of fidelity towards IPS

and one trial done separately with opioid users.

The search is described at page 209 in the published paper.

2.2.2 Appraisal of quality

In assessing quality of studies before inclusion, we used the Black and Downs Checklist
(367). The checklist is to be used for both randomized and non-randomized trials. The
checklist is organized into five sections evaluating study quality, external validity, study bias,
confounding, selection bias and power of the study. It generates an overall score, and studies
scoring below 12, were excluded. We excluded questions about blinding and concealing
allocation. As for all psychosocial interventions, blinding is very difficult if not impossible for
participants and for those administering the intervention. We know this is a risk for
exaggerating treatment effects, but we wanted to include studies not able to blind or conceal

allocation.
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2.2.3 Moderators

One of the recurring questions is whether IPS can have an equally strong effect in countries
with active and generous welfare benefits. Can active and generous welfare benefits create
lock-in effects that hinder the transition to regular employment? If so, we might encounter
difficulties in making a model like IPS work in the Norwegian context. In addition to active
integration measures and generous welfare benefits there are also significant differences in
workers' rights. In the Norwegian labour model, we have strong trade unions and robust
employee rights. Mis-hiring’s are considered highly costly, and terminating employment that
is not working out is challenging. Could this also contribute as a barrier to employment for
those who are already outside the workforce? We employed moderators from the OECD and
World Bank to examine several factors that we believed may influence whether IPS has

efficacy or not. The moderators are comprehensively described in the paper at page 209-211.

2.2.4 Statistical methods

Random effects meta-analysis and meta-regression were performed. This was to allow the
true effect to vary between studies. The studies included have somewhat diverse population
compositions (see page 212 in the paper), take place in different contexts, and we assumed
that there is not just one true effect, but that the different studies would show some
differences. The random effect model provides us with an average estimate of the effect
across studies, and typically provides slightly wider confidence intervals than a fixed model.
A binary competitive employment rate was main outcome. A single meta-analysis, including
all studies, was conducted to determine the overall efficacy of IPS compared to traditional
vocational rehabilitation. Meta-regressions were conducted in the primary analysis to examine
the associations between IPS efficacy, and the four indexes developed by the OECD, which

capture the characteristics of disability policies and employment regulation.

The statistical analysis is further described on page 211 in the paper.

2.3 Do public employment service employees have attitudes
compatible with the principles of IPS? (Paper Il)

In the preparatory phase before hiring IPS employment specialists, we spent time establishing
common values and a knowledge base that would apply across sectors. Our closest
collaboration was with the healthcare sector since the employment specialists were to be hired
there. The collaboration with the public employment service was not as close at the case

worker level, and we know they can play pivotal roles in the rehabilitation trajectory and are
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gatekeepers to activation measures. As such, we wanted to examine their attitudes towards
IPS core values through a survey to gain early insight into local barriers in the inner context.
To do this we used a cross-sectional study design and conducted a survey at two different
timepoints (2013, 2017) in Nordland County. The survey included a vignette and statements
related to it, and we used independent samples t-test and multiple linear regression to analyse

the data.

2.3.1 Survey

No pre-existing questionnaires suitable for addressing our research inquiries regarding PES
employee attitudes towards the key principles of IPS were available. Consequently, we
constructed a vignette (Vignette Line, appendix), and devised a survey rooted in the vignette
to address this gap. The questions were piloted in two rounds; one to detect flaws in content,
format, or grammar. This was done among colleagues. The second piloting was testing the
questioning to two local experts on IPS working in PES. They were asked to categorise the
questions to which key principles they thought they represented. In this round we took out
three (3) questions which we got feedback was difficult to categorise. The survey consists of
eight statements mirroring the attitudes within the eight key principles of IPS. One side of the
Likert scale in alignment with the attitudes inherent in IPS, and the other mirroring attitudes

more opposing attitudes within IPS (Figure 3 Questionnaire).
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Figure 3 Questionnaire

We must emphasize Line’s wishes. Line
should be allowed to try and gain competitive
employment.

000000

We must be realistic. Line has experienced
many defeats and should be offered a new
supported work position before a possible
application for a permanent disability
pension is sent

Health professionals should complete both
their assessments and treatment of Line
before the public employment office can help
her get a job

000000

There is no reason to wait for further
medical assessments and treatments. The
Public Employment office must, in close
collaboration with the health sector,
facilitate the process of looking for
competitive employment.

I think competitive employment should be
the goal for Line as long as that is what she
wants.

000000

Usually, it is not realistic for people with
serious mental health problem such as Line,
to function in a competitive job.

Line has been dependent on social welfare
financial support/benefits for a long time and
she is understandably scared of losing this.
She will need advice and support in order to
try competitive employment.

000000

If Line really wants to work, the financial
support from the Labour and Welfare
administration will not hinder her. Financial
advice will not be deciding factor in Line
getting a job or not.

Line wants to work now. This means that the
job search should start as soon as possible.

000000

We need adequate time for work
preparation and treatment before looking
for competitive employment.

To help Line get employment her contact
person must make direct contact with
potential employers.

000000

The Labour and Welfare Administration has
the country’s largest register of vacant jobs
in Norway. Line can apply for one of these.

Line must follow the rules from the Labour
and Welfare Administration and regulations
and normal follow-up period. If she later
needs further help, the case can be
reopened.

000000

Line should receive follow up from the
Labour and Welfare Administration for as
long as she wishes and needs it. This can
mean in long term follow-up, without any
formal end, independent of whether she
gets a job or not.

Line’s interests and preferences should first
and foremost guide the search for
employment.

000000

The vocational rehabilitation advisor has
valuable expertise and experience, which
must first and foremost guide the job
search.

2.3.2 Sample

All employees within public employment services in Nordland were convened for two

seminars in 2013 and 2017. IPS was not included on the agenda for these seminars. The

gatherings provided a convenient opportunity to collect data from as many PES employees as

possible. Attendance was mandatory and supported by the county-level PES, aiming to

minimize selection bias. We only have data on respondents' workplace locations, enabling
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comparison between employees in the intervention municipality Bode and similar

municipalities.

2.3.3 Statistical methods
We treated the scale as an interval scale with equal distance between the items. The items are
viewed as measuring different underlying aspects of IPS, and that they combined through an

aggregated mean show the attitude towards the underlying concept of IPS.

To check whether PES employees in Bode had different attitudes than the other PES offices,
we computed independent samples t-test and compared the means scores in Bode compared
to means from merged data from the other offices. Scores for each of the statements, as well
as a sum score for overall attitude towards the IPS principles were computed at two

timepoints and compared between Bode and areas without IPS exposure.

Multiple linear regression was used to test the hypothesis that attitudes toward IPS changed

over time dependent on whether training and concrete experience with IPS had happened.

2.4 Will IPS implementation have a measurable effect on
employment outcomes at a societal level? (Paper lll)

We sought to explore whether a comprehensive implementation process could yield results in
terms of employment outcomes at a societal level beyond those directly receiving the
intervention. To address effectiveness on employment outcomes at a societal level, this study

employed a quasi-experimental design utilizing the difference-in-differences method.

Additionally, the study incorporated secondary data on the implementation process.
Administrative and descriptive data describing the inner context was actively used by the
implementation team/change agents to enhance and promote adaption and sustainability of

IPS during the implementation period.

In this thesis, the section 2.4.1. titled 'Setting and IPS Implementation' is expanded compared
to the published paper to include additional information relevant to the implementation. This
is done to describe the inner setting in the intervention municipality thoroughly, illustrate the
implementation process, and better understand its potential influence on the primary outcome
and the applicability of that result. I have also chosen to place administrative IPS
implementation data in the results section of the thesis, whereas in the published article, these

were presented in the methods section for clarity and focus on the primary outcome—societal
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employment outcomes. The administrative data outcomes for the target population, turnover
rate among employment specialists, and quality data are presented as results to emphasize the
importance of understanding the inner context and implementation outcomes that might
influence the primary outcome measure of employment outcomes within the study population
at societal level. These outcomes were key targets of change during years of preparation,

implementation, and sustainability.

2.4.1 Setting and IPS implementation

Early in the exploration and preparation phase of implementation, we investigated local care
pathways for individuals with severe mental health problems and engaged with leaders in
both primary and specialist healthcare services. We recognized the necessity of involving
both specialized and primary mental healthcare services to encompass our target population
with severe mental health problems as the target population requires services spanning
different healthcare levels and social domains. The implementation took place within the
standard routine service setting and emphasized a cross-sectoral collaboration. The partners
encompassed both specialized and primary mental healthcare and the public employment

service, each with distinct mandates and funding sources.

The municipality of Bode is the second largest in Northern Norway with a population of
about 50 000 inhabitants. The city has a specialist mental health service consisting of a
hospital with tertiary services for elderly, acute, security, eating disorders and patients with
psychosis. In addition, it also consists of a local Community Mental Health Center (CMHC)
and substance misuse treatment (TSB) both with inpatients and outpatient care. The municipal
mental health service is multifaceted, encompassing general practitioners (GPs), substance
abuse treatment, and mental health treatment. The municipality operate across a wide
spectrum, serving a diverse target group that includes both preventive services and those
tailored for individuals with severe mental health problems. Health services in Norway are
universally with almost free access, mainly funded through taxes, and private medical
insurances are very limited. In addition to the healthcare services, the local labour and welfare
administration responsible for social and financial security and transitions into work, was part

of this collaboration.

Bode was chosen as one of the pilot locations in Norway to receive funding from the Health
Directorate for piloting IPS. We explicitly requested exclusion from the planned Norwegian

RCT by the authorities for the pilot programs. Our primary motivation for this decision was
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the intent to be able to test whether we could implement IPS with good fidelity within routine
clinical practice. We believed the method had proven its efficacy at individual level, and that
different methods and perspective was needed to move the field forward. Another perspective
deemed to be a prerequisite for randomised trials is the concepts of equipoise - that patients
and clinicians do not have preference for treatment (247). The groundwork had resulted in a
consensus among our key stakeholders, particularly healthcare clinicians. They were clearly
reluctant to randomize patients into traditional services, citing ethical challenges based on
existing research and knowledge in the field. They did not want to give their patients a less

effective service.

2411 |Inner setting

An early decision was to fully integrate the IPS employment specialist into healthcare. This
means being employed and paid through the healthcare system — vocational rehabilitation
integrated within mental health. The requirement was that this role should be an equal partner
to other more common professions in healthcare, document in official patient records,
participate in treatment that also include patients not referred for employment support. The
employment specialist should not be an add-on but contribute to healthcare teams integrating
work and education as a natural part of their assessment, treatment, and rehabilitation. From
the Community Mental Health Centre, we engaged a psychosis team consisting of 13 diverse
healthcare professionals, including nurses, social workers, psychologists, and psychiatrists.
This team served a varied clientele, encompassing individuals at high risk of their first
psychotic episode and those prone to recurrent problems. On average, each clinician managed

approximately 20 patients.

From primary mental healthcare, we incorporated a general referral-based mental health
service. This involved minor adaptations to the intervention due to the absence of team
structures and case management within primary mental healthcare. The service was
responsible for approximately 600 patients, each with varying functioning levels, needs, and
diagnoses. It operated with about 36 healthcare professionals working in shifts. The service

dedicated specific time during morning meetings to address work-related topics.

From the public employment service, the department responsible for supporting users with
Work Assessment Allowance (WAA) was engaged as partners. The project also established
regular weekly meetings for the employment specialist with this department in PES hosting

the meetings.
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We added personnel (employment specialists) and provided training to all staff. The aim was
to establish a solid knowledge base and shared values and goals among involved stakeholders.
Visits to the originators of IPS was arranged, conferences, networks established, and
discussions with stakeholders at local and national levels on funding and strategies to

implement IPS. This happened both during preparation and implementation of the trial.

2.41.2 Flexibility in deliverance, adherence, and recruitment
The involved mental healthcare services delivered their services as usual. Patients would be
recruited through their regular interactions with their clinicians and followed up as usual

within the healthcare service, but the collaboration between health and PES was strengthen.

Our inclusion criteria of severe mental health problems created some need for further
elaboration about what constitutes severe mental health problems. In numerous instances,
healthcare professionals in primary mental healthcare are unaware of the patients' specific
diagnoses. The inclusion criteria were elaborated to help employees understand the concept of

severity for mental health problems (Figure 4).

Figure 4 Elaboration of how to understand the concept of Severe mental health problems

“Individual placement and support (IPS) is an approach designed for people with
severe mental health problems. The definition of serious mental health problems often
includes three conditions:

1. Diagnoses within the schizophrenia spectrum, mood disorders, anxiety disorders or
pervasive developmental health problems

2. Duration of treatment of 2 years or more

3. Psychosocial dysfunction — major difficulties in functioning in social, work or
school settings

...we do not use the term "severe mental health problems" as a strict inclusion
criterion in the sense that a diagnosis such as schizophrenia, bipolarity or severe
depression is necessary. If a patient within the service experiences substantial and
persistent impairments in various aspects of their life due to a mental health problems,
they would be considered a suitable candidate for IPS support, even if their diagnosis
does not meet the formal criteria for severity. This would also encompass patients
receiving early intervention for conditions like first episode psychosis, a group for
which there is evidence of IPS effectiveness.

2.4.1.3 Quality - Fidelity
Quality routines were established during the implementation phase in response to emerging

issues and collected administratively.
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Independent fidelity review was measured by external reviewers using the IPS-25 Fidelity
Scale (294), and further used for quality improvements. The scale has shown good predictive

validity and has been used in three Scandinavian IPS trials (304, 305, 313).

2.4.1.4 Employment specialist turnover rate and IPS users’ employment outcomes.
Administrative data on employment periods and weekly reporting’s of employment outcomes
from the employment specialist. The project management had weekly meetings to monitor

and supervise regarding compliance to the IPS method as a regular supervisor role in IPS.

2.4.2 Target population for IPS and eligibility

The target population was all patients receiving treatment in the chosen services with severe
mental health problems, but with certain limitations that was initially discussed between the
collaborating partners and researchers. The inclusion criteria were age between 18-40 and at

the same time they had to receive the temporarily health related benefit work assessment

allowance (WAA).

All the participating stakeholders could agree to adopt a preventive perspective rather than a
rehabilitative one. It was easy to agree upon an upper age limit of 40 years of age with the
limited resource of employment specialist. The criteria of receiving WAA sparked
considerably more debate. This was mostly due to the substantial caseload of individuals with
permanent disabilities within the healthcare system who seek assistance in reintegrating into
the workforce. This also challenged the zero exclusion in IPS. Clinicians argued that we
should refrain from assuming inability to work among people on disability and support their
development with a belief in their potential for regular employment. For the healthcare
system, the welfare benefits patients receive have no bearing on the healthcare services they
are entitled to receive. However, for PES, welfare benefits determine the services individuals
are eligible for, and they aimed to prioritize those with temporary benefits to prevent

permanent disability in the form of long-term welfare assistance.

We received feedback from the employment specialists that this criterion was not strictly
enforced because it was deemed necessary to go beyond the parameters to be accepted by
healthcare professionals and the patients they perceived as needing the most help. This
involved enrolling patients older than 40 and on other welfare benefits like disability pension,
social benefits, or no benefits at all. The project leadership did not object to this but had

regular conversations with the employment specialist to remind them of the research design.
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2.4.3 Study population and variables

The study population consisted of Norwegian inhabitants aged 18-40 with the temporary
health-related benefit Work Assessment Allowance (WAA) in the intervention municipality
and in ten control municipalities from 2010 to 2019. Variables included year of birth, gender,
country background, marital status, WAA, diagnoses as the basis for WAA (classified either
according to ICD or ICPD), workdays per quarter, and workdays per month.

2.4.3.1 Control municipalities

The ten municipalities were included a-priori based on five criteria (Figure 5).

Figure 5 Inclusion criteria for control municipalities.

Criteria Data retrieved from
Comparable population size and economic Statistics Norway has developed a municipal
framework grouping based on the population size and economic

framework conditions of the municipalities

(KOSTRA)**
Municipalities close to big cities excluded. Research group.
No funding* to do IPS Directorate of Health.
No registration of fidelity checks. Directorate of labour and welfare (NAV).
No registration of IPS activity in the relevant time- Regional county coordinators for work and health
period. (NAV).

*From the Directorate of Health. ** https://www.ssb.no/en

2.4.4 Study design

The implementation of IPS in Bode occured through a natural collaborative implementation
process carried out over several years. The implementation was not initiated with a purpose of
research, and when evaluating different study design, we opted for a quasi-experimental
design that could contribute to estimate an impact of this implementation effort on workdays
in the study population at societal level. We utilized reliable registry data from NAV (PES)
that tracks individuals in the years 2010-2019 both in the intervention municipality Bode and
in ten other comparisons municipalities. We observe workdays per person over time, both
before and after the implementation of IPS. This allows for pre- and post-tests as well as

analyses of trends (368).

2.4.41 Difference in Difference (DID) method
Although we observe changes over time in registry data both in Bode and the comparison

municipalities, this could have several causes.
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Merely measuring the difference in workdays within the study population in Bode and
comparing it to workdays in the study population in the comparison municipalities would not
be convincing. This way, we have no information about how the difference was before IPS
was implemented. To claim that the implementation of IPS has an effect, measuring workdays
per person before and after implementation is also not sufficient. Perhaps Bode had higher (or
lower) employment participation figures for young adults that stood out even before IPS was
implemented compared to others. The method we employed in this study, Difference-in-
Differences (DID), combines two different differences to try to infer a causal relationship. It
involves the difference in outcome (workdays per year) between the study population in Bode
and the study population in comparison municipalities before the implementation of IPS
(2009-2012) and afterward (2017-2019). Hence the name difference in difference. There are
two dimensions: time (before and after) and treatment (whether IPS implementation is
occurring or not). This gives us an estimation of an Average Treatment Effect on the Treated
group (ATET), where the treated group is the study population in Bode. This effect was
estimated repeatedly to track the development over time and is visualized in the paper (Figure
2) page 5. The control municipalities in our study act as counterfactuals — our comparison
group to what would have been the outcome (workdays per year) in Bode if IPS was not

implemented.

The Difference-in-Differences (DID) method is based on two critical assumptions: the
Parallel Trends Assumption and the absence of time-varying 'shocks' that impact the
intervention municipality and the control conditions differently. A 'shock' in this context
refers to unforeseen and impactful events or factors that could influence the studied outcomes
of workdays per year. A shock could, for example, be a major cornerstone company going
bankrupt in Bodg, leading to significant unemployment or a shift resulting in many
individuals transitioning to health-related disability benefits. This could impact the outcome
measure of workdays per year in the treated group and create a bias compared to the
comparison group. General changes that may occur, such as alterations in how access to
WAA is regulated or a financial downturn in Norway, would presumably affect Bode in the

same way as the other ten comparison municipalities.

To establish the Parallel Trends Assumption, we require baseline data on the same outcome
from at least two time points before the implementation of IPS in Bode. Once this assumption
is met, the method relies on the continuation of these parallel trends. The absence of time-
varying shocks, referring to unanticipated events affecting the studied conditions, is not
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something that can be directly tested. See page 2-5 in the published paper for a detailed

description.

2.5 Ethics

All three papers have approval with reference number 2012/2239, obtained from the Regional
Committee for Medical and Health Research Ethics (REC) Region North, Norway. Paper 111
also had approval from the Data Protection Officer at Nordland Hospital to use administrative
data, notes, meeting minutes, fidelity reports from the implementation of IPS in Bode

(2019/8551), projectnr. 38. All data is stored in secure data facilities at Nordlandssykehuset.

These papers are part of three different projects with funding from the Research Council of

Norway:

1. Interventions for reduced sickness absence and disability benefits (Bode IPS I)
(#227097)

2. There is strong evidence that patients with severe mental health problems can be
successfully employed. Is the effect sustainable long-term? (Bode IPS II) (# 280589)

3. We know Individual Placement and Support (IPS) works in clinical trials. Can it
improve outcomes for patients in the real world? (IPSNOR) (#273665).

Paper I use available data from OECD:
e Disability welfare benefit receipt rate, employment by educational attainment rate,

time series data for employment regulation indexes and their individual indicators

(http://www.oecd.org/employment/emp/oecdindicatorsofemploymentprotection.htm)

e The data in the indexes (https://data.oecd.org/ )

e Time series data for the compensation and integration index, along with their

individual indicators, were provided by the OECD upon request.

In addition, data on GDP and the unemployment were gathered from the World Development

Indicators (World Bank) online database (http://data.worldbank.org/)

Data for the generosity of welfare disability benefits index for Hong Kong and Bulgaria were

extracted from another paper by Metcalfe et al (369).
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2.5.1.1 Conflict of interest. Paper Il and Il
The author of this thesis oversaw the project of implementing IPS that is being examined in
Paper III. The responsibility also involved funding for the positions and training of IPS

employment specialist.

The sample in Paper II included the public employment office also located in the intervention

municipality.

In conducting research connected to an intervention for which I am responsible, I recognize
the potential for a conflict of interest. While I have no financial hardship, I could have a
personal interest after years of investment in the intervention’s success and sustainability. For
paper II, I ensured that the respondents in the PES offices was unaware of my role in the
survey. In paper III the data concerning the societal effectiveness was collected from

registries and all the data analysis were done by the authors Wittlund and Lorentzen.

2.5.1.2 Use of Al

I have used Chat GPT's latest free version to translate some sections in this thesis between
Norwegian and English.
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3 Results

3.1 Is IPS efficacy generalizable across countries and context?
(Paper I)
The systematic review identified and analysed a total of 27 randomized controlled trials from
Asia, Australia, North America, and central and northern Europe, with a total sample size of
6651. The studies had sample sizes from 37 to 2055 persons, and which a majority included
patients with severe mental health problems (between study variance 12, was 0.06). The
employment rates exhibited an increase in IPS interventions when compared to controls (RR
2.07,95% C1 1.82-2.35). The effectiveness of IPS was found to be slightly influenced by the
index for legal protection against employment dismissals (log(RR) =-0.15,CI 95% -0.28 to -
0.02, P-value = 0.025). However, the regulation of temporary employment, level of disability
benefits, integration policy approach, GDP, unemployment rate, and employment rate among
individuals with lower education did not demonstrate any significant moderating effect on the

efficacy of IPS interventions.

3.2 Do public employment service employees have attitudes
compatible with the principles of IPS? (Paper Il)

The response rate was 86% in 2013 and 68% in 2017. Attitudes were generally in line with
IPS principles compared to the current practices among public employment offices. The
municipality exposed to IPS showed more favorable attitudes (p=0.01). Changes in attitudes
were minimal over time and did not differ between regions (p=0.287). The attitudes of PES

employees were aligned with the principles of IPS and even more so if exposed to IPS.

3.2.1 Will IPS implementation have a measurable effect on
employment outcomes at a societal level? (Paper lll)

3.2.1.1 Setting and IPS implementation

The employment specialists were employed in healthcare, accessed and wrote in patient
records, and participated in treatment meetings. The primary healthcare services that did not
have team structures or case management had to find solutions for integration and struggled

more to find natural meeting points internally in the service.

3.2.1.2 Quality - Fidelity

Fidelity was measured three times by external reviewers, and both health teams reached good

quality during the implementation period (Table 1, page 3 in the published paper). The items
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that scored lowest were primarily due to personnel shortage and lack of documentation. The
only central theme that the project struggled with across all three years was being stable in

having six face-to-face weekly employer meetings.

Many topics emerged, including collaboration between healthcare partners and cooperation
with PES. Additionally, it became necessary to develop detailed descriptions for the new role
of the IPS employment specialist within the healthcare system. See Figure 6 for some

examples of new quality routines.

Figure 6 Overview over quality routines

Quality routines in the IPS services | Specifications

IPS critical incidents Change of IPS employment specialist

Handling aggression in meetings

Handling collaboration with childcare-protection

Suicide-risk

IPS leadership IPS evaluation, fidelity

Access for employment specialist to systems in health

Agreement on duty of confidentiality for ES from PES

Confidentiality and self-declaration for ES

For health personnel What does IPS entail?

How to refer to IPS

To start a conversation about work with patients

IPS ES — description

IPS supervisor - description

Integration in health — what does it mean?

IPS routines in general To start up with IPS and search for jobs

Follow- up after new job

Feedback to PES

Access for employment specialist to health systems

Agreement on duty of confidentiality for ES

Confidentiality and self-declaration for ES

Termination of IPS

IPS teams

Presentations of case in employment team

ES- registration of work

Regulations about confidentiality, obligations to

documentation
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3.2.1.3 Employment specialist turnover rate and IPS user’s employment outcomes
Administrative data revealed that around 200 individuals received the service during
implementation, with approximately 49% transition rate to regular employment. During the
same period, the team of three employment specialists, representing an average figure,
experienced a significant turnover rate of 94%. Four out of the six individuals who held the
positions remained relatively stable after the project's first year, but establishing new roles
working across three organizations was challenging. Following the uncertainty in 2016-2017
regarding the future of the IPS initiative, a completely new team had to be assembled during
the post-exposure period. In the subsequent years, up to 2019, the turnover rate remained
high. Six out of the eight individuals who left these positions secured similar roles within the
same professional domain, either in different departments of the same organizations or within

the local community.

Expansion: In 2020 there were six employment specialists working with four different
healthcare teams. Four out of these five were employed in the healthcare sector, and one in

PES.

3.2.2 Employment outcomes on a societal level

The Difference in differences (DID) analysis revealed a positive and significant impact of
implementing IPS on the outcome of workdays at a societal level. The ATET due to IPS
implementation was an increase of 5.6 workdays per year per individual (p=0.001). This
corresponds to an increment of 12.7 years of work for the IPS-affected group in Bodg,

considering the country's standard of 248 workdays per year.

The treatment effect also exhibited an increase over time, and three years after the initial IPS
exposure, residents of Bode worked approximately 10.5 more days per person per year. This
is equivalent to an increase of 23.8 years of additional work compared to the control
municipalities. Difference-in-difference-in differences (DiDiDi) suggested that individuals
that received WAA due to mental health problems had a greater effect of this implementation

(page 4 in the published paper).
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Further details regarding study sample, granger plots, and sensitivity checks can be found in

the published paper on page 5.
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4 Discussion

The three aims of this thesis were whether IPS efficacy was generalizable across countries
and context (Paper I), if public employment service employees have attitudes compatible with
the principles of IPS (Paper II) and whether IPS implementation will have a measurable effect

on employment outcomes at a societal level (Paper III).

The main goal with this thesis is to contribute to actionable causal inference. Something that
can support decisionmakers regarding how to think about implementation and scale up of IPS.
I believe Paper III is the paper that contributes the most novelty in that regard, and therefore, I

will discuss this paper more thoroughly than the others.

4.1 What is novel?

4.1.1 Is IPS efficacy generalizable across countries and context? (Paper
1)
Paper I was motivated by our belief that it might be unnecessary to test IPS through
randomized trials in every single country. Our impression was that there was a concern that
contextual factors related to the labour market, labour legislation, and the generosity of the
welfare state could reduce or eliminate the effect of IPS. In Norway, for example, we have
strong employment protection, generally low unemployment, and very generous welfare
benefits. This could suggest that IPS would be less effective than, for example, in the USA.
We could check this with an RCT here as well (which has been done by others (305) ), but
our idea was to assess whether these three possible effect moderators had any impact on the
effectiveness of IPS across many countries. We did this in a meta-review with interaction
terms for these three potential effect moderators, using RCTs from countries with quite
different context as the data basis, supplemented with data from the OECD on these three
effect moderators. We found some support for our concern; the index for legal protection
slightly reduced the efficacy of IPS, but the impact is marginal and have no practical
significance. We did not either find an association between IPS efficacy and GDP growth,

which contrast a previous meta-analysis (369)

4.1.2 Do public employment service employees have attitudes
compatible with the principles of IPS? (Paper Il)

Paper II was motivated by our belief that the attitudes potentially could become a challenge or
barrier to the implementation of IPS or lead to adjustment of the methods. This could be

attitudes among PES, clinicians, employers and maybe also among jobseekers. Attitudes
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among healthcare professionals have previously been examined (290, 370-372) as well as
stigma, both in the form of self-stigma and stigma from providers and employers regarding
the employment of individuals with severe mental health problems (373, 374). A less
explored perspective was the attitudes of employees in the public employment sector. We did
not find a suitable questionnaire, so we developed one that we believe has relatively good face
validity. The results from Paper II suggest that PES employees support the core principles of
IPS, even more so in municipalities with training and practical experience with an IPS

service.

4.1.3 Will IPS implementation have a measurable effect on employment
outcomes at a societal level? (Paper lll)

Paper I1I was motivated by a twofold desire. First, the act of carrying IPS into routine clinical
practice (making competitive employment a real opportunity) and use this opportunity to
research the feasibility of the model. Would we be able to implement it in through a cross
sectorial collaboration, support people into jobs, and achieve acceptable fidelity? And,
secondly the most ambitious goal, could this investment show any effect at societal level
compared to municipalities not implementing IPS? If we could demonstrate an effect at the
societal level, this would be novel and contribute beyond merely reproducing another RCT. I
consider Paper III in this thesis to provide the most substantial contribution. It combines
administrative data from implementation with registry data at societal level, demonstrating
that a combined effort through cross sectorial collaboration might influence a societal level

employment outcome.

4.2 Strengths and limitations

The three papers have different strengths and limitations.

4.2.1 Paperl

IPS has been evaluated through randomized controlled trials in countries with varying
generosity of welfare benefits, integration policies, employment regulations, and labour
market conditions. Our aim was to assess the generalizability of IPS efficacy across these
countries and contexts, thus avoiding the necessity of conducting RCT's of IPS in every
country. Meta-analysis has as one of its strengths that is increases the sample size and the
power, in this case the ability to study overall efficacy across context and whether moderators

challenged the efficacy. But such analysis also has its limitations often summarized into how
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studies are identified, the heterogeneity of the results, availability of data and how the data are

analyzed (375).

4.21.1 Strengths

Identifying and including studies: This paper utilizes a predetermined method for literature
search based on PRISMA criteria and use inclusion criteria and quality assessment previously
used in meta-analysis on IPS (334). We have been meticulous in only including studies that
report quality according to the IPS quality scale, and all included studies was assessed by two

individuals.

The data used come from highly diverse contexts from different countries but are collected
from OECD and the World Bank and possess good internal and external validity. We
extracted data based on the median follow-up time in all studies, effectively reflecting the

context during the period of experimentation in each study.

4.21.2 Limitations
Identifying and including studies: As in all meta-analysis, publication bias is an issue, and the
funnel plot indicated asymmetry indication bias in favor of positive findings. See page 213 in

the published paper for details on this matter.

The included studies had services ranging from early interventions for people with first
episode psychosis and veterans with PTSD to populations requiring disability insurance and
those with criminal involvement. There were also variations in the control conditions, from
high-quality supported employment to treatment as usual. Such differences can lead to a
strengthening of the null hypothesis. However, direction is not always easy to guess - a meta-
analysis investigating the impact of active control conditions, found more positive effects
favouring IPS (340). The studies included in this meta-analysis exhibit variations in effect

sizes, that might prompt consideration of whether a consistent pattern exists among them.

We did not check for participant blinding before inclusion. Blinding in studies investigating
complex psychosocial interventions is difficult but can be maintained when assessing

outcomes. Lack of blinding could introduce a systematic bias that reduces confidence.

The comparative dataset from the OECD on the indexes is derived from a combination of
quantitative and qualitative data. The process of data collection may vary across countries,

potentially introducing reliability issues. These variations in data collection methods between
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countries could result in existing differences not being detected, thereby creating uncertainty
regarding our ability to identify impact on IPS efficacy. Consequently, both the reliability and
validity of using these data could be called into question. Another factor is that the sub-
dimension in the indexes we use might be a bit arbitrary put together but are all given the
same weight and score range (184). The definition of policy types based on these
subdimensions might not be as clear cut as it seems. We should therefore be cautious to put

weight on the secondary analysis on sub-components in the indexes.

4.2.2 Paperll

4.2.21 Strengths

This paper took advantage of an opportunity to conduct a survey during mandatory gatherings
with all employees in the public employment sector in the municipality implementing IPS, as
well as in the surrounding region. Additionally, local offices forwarded completed
questionnaires from those who did not attend the meetings. The questions were designed by
researchers familiar with the IPS model and the local context. Prior to administration, the
questions underwent multiple quality checks by public employment staff well-acquainted
with the IPS concept from international literature. Additionally, they helped ensure that the
questions would be understood by the employees in the sector. I believe the conceptual

validity to attitudes within IPS is upheld through the formulation of our survey questions.

4.2.2.2 Limitations

The main limitation in this study is the self-developed questionnaire with unknown
psychometric properties. The surveys question might not cover all inherent meanings within
the IPS core principles, although face validity is good, we can’t be sure that concept validity

is good - that it measures the attitudes in the IPS model.

Sampling and generalizability: The questionnaire was made with the purpose of measuring
the attitudes with public employment personnel within and the generalizability to others
might be limited. Another issue is using aggregated means to report results from our results.
Some argue that ordinal data and Likert scales should not be used in this way because the

assumption of equal distance between categories is not fulfilled (376).

It also appears to be a ceiling effect, possibly showing social desirability. Despite individual
placement and support not being in use in public employment offices in general in 2013, the

enthusiasm for more supported employment-oriented interventions had gained significant
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attention as a contrast to the train and place approach. The positive attitudes might be a result

of this.

While we examined attitudinal support among PES employees through a survey, it could have
also been explored using ethnographic or narrative methods to understand the culture and
context the PES employees operate under. Observing frontline workers and whether their
knowledge and positive attitudes toward the idea that work is possible for individuals with
severe mental health problems become reality in the form of decisions made in meetings and

other decision-making processes.

Qualitative interviews could also have delved deeper into these attitudes, trying to understand
how these attitudes would play out — would they lead to any practical implications in direct
work with clients? Such studies could contribute to how evidence-based practice work and
influence effectiveness. Since IPS was implemented within the healthcare services, it would

also have been interesting to explore attitudes among healthcare workers.

4.2.3 Paper lll

4.2.3.1 Strengths

Despite high internal validity of RCTs, their external validity is limited (377), both in terms of
the clinical groups typically seen in clinics, the context, and organizations of the services, and
in whether services are motivated to implement the intervention given the extra workload it
entails. The primary strength of this papers design is external validity. The design aligns with
real-world conditions and address questions regarding feasibility and acceptance among key
partners and outcomes relevant for the target population and key stakeholders. IPS is
implemented within the natural existing clinical structure, across healthcare levels (specialist
and primary healthcare) and although the inclusion is set to be severe mental health problems
— all patients belonging to the services were IPS was implemented, was introduced to the

mindset of IPS and a new collaboration between health and public employment services.

The outcome aggregated at societal level lean on registry data gathered for administrative
purposes assuring people their rights to welfare benefits. The Norwegian registry data have
high reliability concerning our outcome of registered workdays, and no risk of recall bias to
what people report. Most RCT studies on IPS rely on reported work experiences from
individuals. The use of administrative registry data removes the risk of losing data, and the

longitudinal design make it possible to analyze changes over time. The method difference in
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difference is mostly used in economic and social sciences and contributes with a novel angle
in the IPS literature. One studies from the Netherlands also uses DID, in combination with a
matched sample (311). The combination of the DID method with detailed contextual data on

the implementation of IPS is not, to the best of our knowledge, used before in IPS research.

4.2.3.2 Limitations
This study used a quasi-experimental design. One main shortcoming in this design is due to

the lack of randomization and risk of bias and confounding factors.

Is the study population a representative sample of the target population?

If the individuals in the study population differ to much from those the intervention was
intended to affect, it could introduce bias in estimating the intervention's impact.

The study population was chosen based on the outcome of interest: competitive employment/
number of workdays in competitive employment for young individuals aged 18-40 dependent
on work assessment allowance. The inclusion criteria for the study population were much
broader than for the target population, and the dosage of IPS in the intervention municipality

might be homeopathic, increasing the risk of a Type II error.

To avoid selection bias between the study population in the intervention municipality and the
control municipalities, we included only individuals who received WAA for the first time
during the implementation years in the study population. This decision may have led to a
study population less representative of the target population receiving direct employment
support from employment specialists, and therefore inadvertently might have increased the
risk of not finding an effect because the study population was less representative of the target

population — could lead to a Type II error.

Control municipalities and selection bias.

There were some small differences between the study population in Bode compared to control
municipalities. The most notable, was the diagnostic criteria that determine eligibility for
receiving the first WAA (A slightly lower proportion due to non-organic mental health
problems and slightly higher somatic disorders in the intervention municipality) (Table 1,
Appendix Table A). We don’t believe that the difference in diagnostic category for receiving
first time WAA between the intervention municipality and the controls cause a selection bias
in our sample, but perhaps represent a provider preference in which diagnosis are used in

some areas when applying for WAA from the general practitioners.
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4.3 Let's say the results from the three papers are true.

Let's say the results from the three included papers are true: IPS efficacy is generalisable
across countries and context, PES employees have attitudes comparable with the principles of
IPS and even more in a municipality implementing IPS. Additionally, IPS implementation
through a cross sectorial collaboration cause a positive societal impact on workdays for young
adults on WAA in the intervention municipality compared to control municipalities. The
positive attitudes presented in paper II could be interpreted as indicating increased awareness
and knowledge to appropriate approaches, identifying jobs based on individuals' preferences
and support integration into mainstream employment. National policy efforts in the field of

work and health might have successfully elevated the understanding of this topic.

A convincing argument of the efficacy across context is that the meta-regressions demonstrate
consistency and strength of association over time and across context. Meta-analyses enable
the synthesis of evidence, providing a comprehensive overview by summarizing and
calculating data from over 6000 participants across various contexts in randomized controlled
trials (RCTs). The use of meta-regressions allows us to investigate moderator variables,
enhancing our confidence in the generalizability of results without the need for repetitive and
resource intensive RCTs. The moderator variables are based on solid data from the OECD
and World Bank. Paper III employs an unconventional, and rather new method (DID) in this
field of research, and the trial's design, with the goal of demonstrating effectiveness at the
societal level, is quite ambitious. The risk of a Type II bias is probably higher than the risk of
finding an effect where there is none (Type I). The trust in the results from Paper II might be
weakest due to the self-made questionnaire, but could it perhaps still be telling us something

important about the mechanisms driving the effect we observe in Paper 1117

4.3.1 Mechanisms

The analysis used, depending on whether one accepts the premises, demonstrates a causal
relationship. However, it cannot specify which mechanisms lead to this effect. Here, I will
attempt to explore two possible mechanisms influencing a societal effect: attitudes and spill

over.

4.3.1.1 Attitudes
Paper II demonstrates strong support for key principles among PES employees in Bode. |
believe this to be connected to both international and national trends (378), but also the local

commitment and preparation between three dedicated sectors. As part of the project's
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implementation strategy, personnel were trained during the preparation and implementation
phases. This training included clinicians working with individuals with mental health
problems and addiction issues, as well as PES employees directly serving those on WAA in
the municipality. The training aimed to foster a shared professional understanding that work
is a human right, its beneficial for health, and requires collaborative efforts from both sectors.
It facilitated direct connections and trust in sharing information among professionals, reduced
reliance on centralized communication methods, and facilitated the implementation. This also
aligns well with earlier research highlighting acceptance of the model and the inherent

attitudes that is important to implement IPS (379-381).
But Attitudes are just one of several pieces that must be in place to make IPS work.

4.3.1.2 Spill-over and social effects

Since Bode was one of the pilot sites of IPS in Norway, many people from services in this
municipality participated in national courses and training that involved frontline personnel,
leaders and employment specialists. We received support for fidelity evaluations and took
part in conferences where researchers from the national RCT funded by the Norwegian
Labour and Welfare Administration put forward their results. The local implementation
strategy was broad, involved meetings between the research group and
political/administrative decision-makers, frontline leaders and frontline personnel. Change
agents in each sector also worked with implementation support. I believe this broad
implementation strategy in the intervention municipality might have contributed to a spillover
and social effect between clusters of jobseekers, clinicians, frontline workers in PES, and
across sectors. This would have been a confounding factor if this was a randomized trial, but

during a natural implementation it is suitable as a context for analysis (382) (383).

Another local factor that might have influenced spill-over was the high turnover rate among
employment specialists in the intervention municipality. Many transitioned into other roles
directly involved in work rehabilitation for those receiving work assessment allowances in
different parts of the municipality. This likely disseminated some core values and methods of
IPS to other services not initially involved in its implementation in Bode. During the
sustainment phase (2017-2020), we also saw an increase in employment specialists, allowing
more health teams to provide IPS services to more users. The enthusiasm and engagement of
leaders and frontline personnel may have promoted new working methods, extending the

impact beyond those directly supported by employment specialists. IPS implementation could
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have worked through direct effects on individuals receiving employment support, spill-over
effects of IPS attitudes and methods within all collaborating services, and spillovers between

the involved services.

4.4 Relevance for practice and lessons learned

In our meta-analysis, we showed that IPS work across different countries and context — also
in active and generous welfare context. In the next two papers we found that IPS was
implemented with fair fidelity, individuals achieved employment, frontline workers in PES
showed attitudes in line with core principles in IPS, and we found a beneficial societal effect
on employment outcomes in the intervention municipality. This societal effect of

implementing IPS needs to be replicated, but as a first result, it is promising.

The societal effect of increased workdays we find in Paper III, do not occur context-free and
without some prerequisites. Implementing evidence-based practices within health can easily
fail (384). The project had an overall aim of implementing IPS as a cross sectorial
collaboration, with employment specialist fully integrated within mental health, both primary
and specialized services, achieve good fidelity and create an IPS service that would sustain
after the project funding was over. There are many factors both individual and organizational

that influence whether implementation fail or succeed (385).

So, when it comes to lessons learned, my experiences based on leading the local
implementation, are both positive and negative in nature, and my initially unequivocally
positive stance as a clinician may have cooled somewhat in the face of these years of
implementation. This is likely influenced by the fact that this project took place during the
implementation phase in Norway, when national guidelines and legal clarifications were not
yet established. Additionally, there was disappointment with some of the choices made in
Norway regarding the responsibilities and organization of delivering IPS. Good overarching
national guidelines, good attitudes and intentions and enthusiasts are not always easily

translated into actions and lasting change.
I will attempt to discuss why and derive further research questions from it.

4.4.1 Complex institutional context
The comprehensive mental health action plan (2013-2030) from the World Health
Organization (WHO) (386) emphasizes the need to create services that integrate mental health

and social services within the community. Collaboration and integration are asked for to
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support individuals that are described to have “complex and different social and health

problems”(197, 198). This collaboration and integration are not necessarily easy.

In 2024, a new health and collaboration plan was introduced in Norway (387). There has been
ongoing discussion about the inclusion of financial incentives for collaboration between, for
example, specialized health services and primary health services, but details are currently
vague. Funding to encourage collaboration, where the public employment sector (PES) is also
involved, do not currently exist, and therefore require extra effort for establishment.
Experiences from other Scandinavian countries also implementing IPS within the public

employment sector confirms cross sectorial collaboration challenges (235, 292, 385, 388).

The implementation of IPS in Bode had a shared mandate, supported by collaborating
partners aligning with their overarching goals. Operating within regular services, no
additional resources were provided, except for positions as employment specialists. However,
a significant amount of work hours and effort were allocated in all sectors to undergo training
in IPS and make it work. Collaboration complexity is often underestimated (389), especially
given that IPS initiated changes at multiple levels, impacting attitudes, behavior, and

interactions within and between organizations (385).

The IPS employment specialist role introduced new routines, necessitating internal
adjustments and inter-sectoral coordination (390). High turn-over among employment

specialist is one of the challenges we have experienced (391, 392).

During the four-phase implementation in the intervention municipality, employment
specialists were initially stable for three years, but uncertainty arose in the final year with
project funding. To navigate this, employment specialists were hired from a private
rehabilitation institution we collaborated with, requiring staff training. Health teams adjusted
to the new hires, yet the referral rate significantly dropped. The following years saw
ambiguity in national guidelines on IPS organization, funding responsibilities, and legal
regulations for integrated sectoral collaboration in Norway (378). Throughout all the years,
there were 17 employment specialists in these positions (a range between three to six

positions).

The employment specialist role in IPS is new to both healthcare and PES in Norway. During
the implementation phase in Norway, there has been a notable focus on how to execute the

role more than specifying formal requirements. Currently, there are no formal prerequisites or
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dedicated training beyond the courses offered by PES. Career prospects in this position
remain uncertain. The demands of the employment specialist role are substantial, often acting
as a liaison between different sectors and assuming significant responsibility for connecting
services and offering a comprehensive approach to individuals and their families. Being an
employment specialist involves shared decision-making with individuals with severe mental
health problems and their families, support in job tenure (393), and it should ideally involve
well-trained employment specialists. What they should be well trained in is a discussion to be
continued. High turnover rate is documented across Northern Norway (390), and could
probably be reduced through a clearer formalization of the role, competence requirements,

legal clarifications and educational/career opportunities (286, 390, 394).

Another consequence of the high turnover and uncertainty on how to collaborate between
sectors is diminished trust and a strained collaboration. The high turnover and uncertainty in
Bodg have had a long-lasting negative impact on the services, leading to their disintegration
for an extended period afterward. Collaboration involves navigating conflict arising from
differing mandates, goals, values, and cultures, and required continuous negotiation (385).
This requires a constant rebuilding of trust - both internally within organizations and between
sectors, and an understanding of each other's mandate and tasks. This is resource-intensive
and would have been made easier with a clear mandate, stable funding, legally clarified

collaboration structures, and defined interaction requirements between sectors.

Although paper II in this thesis found that attitudes among frontline workers in the public
employment sector might be positive towards the evidence-based principles of IPS, the
possibility to act upon them is another issue. A recent Norwegian interview study found that
frontline workers' ability to coordinate between the health and welfare sectors is constrained,
possibly due to administrative and organizational barriers (395). A recent Danish study
analyzed the governance of employment services in Denmark and found that managers are
'caught in a standstill.' The study also noted that cross-service collaboration, which relies on
trustful relationships, is both demanding and persistent and may be difficult to sustain in the

long term (396).

4.4.2 Integrated service models within health
In 2024, there have been some legal clarifications, including that the role of IPS employment
specialists is not considered a healthcare worker role and should not document in patient

records unless their work includes other (unspecified) health activities (397, 398). The
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expansion of positions is positive, but cross-sectoral collaboration is challenging. The health
sector's ownership may have diminished due to defining the IPS employment specialist role as
a clear responsibility of the PES sector. Reduced investment in health within IPS may lead to
a gradual shift in priorities, potentially favoring other target groups that do not require close
integration of vocational rehabilitation with mental healthcare. Besides cross-sector

collaboration, there should also be a push for integrated services within each sector (225).

In Northern Norway where this implementation has taken place, is a region with a small
population, sparsely populated but constitute 45% of the total land area in Norway.
Specialized services for low-frequency disorders are primarily located in the two largest cities
in the region and will become even more centralized in the future due to demographic
development and a health service in economic crisis. Efforts are underway to establish more
Flexible Assertive Community Treatment teams (FACT) teams; however, early intervention

teams for young people with severe mental health problems are scarce.

IPS for individuals with severe mental health problems should ideally be integrated within a
treatment structure and philosophy that many services do not have the requisite conditions to
provide. This may encompass an interdisciplinary, outward-focused, long-term, and recovery-
focused service approach. Perhaps rural areas might have better opportunities for wraparound
services with co-location and team-based approaches involving personnel from different

service levels, but the recruitment of qualified staff is a massive challenge.

4.5 Further research

An updated review of meta-analysis conducted after 2015, confirms better competitive
employment outcomes for individuals with severe mental health problems compared to
different control conditions across countries (301). They further comment that another review
of these studies would now be duplicative (301). When it comes to IPS for individuals with
severe mental health problems, we may have reached a point where it's appropriate to say
"enough" regarding efficacy for short-term employment outcomes, and to consider other

questions. What could be further investigated?

4.5.1 Effects at population level
With substantial government investments in IPS, as seen in Norway, and government facing

tight budgets, return of investment is crucial. There are some questions that still might be

asked?
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Do we know if IPS withstands the transition from efficacy studies to effectiveness when the
model is implemented as a standard part of our services? Could other designs than RCT be

conducted to investigate this?

Reliable administrative registry data, like in the Scandinavian countries, allow for linking
work- and health-related outcomes. This creates good opportunities for non-experimental
research following national scale up. Exploring causal modeling through counterfactual
methods and non-experimental approaches, such as Difference-in-Differences (DID) in Paper
II1, or propensity score matching and instrumental variable analysis, could be more
investigated. Using a difference-in-differences study design before full geographical exposure
to a policy change provides a valuable opportunity. This design ensures that time-dependent
changes do not influence the outcome, unlike what can occur in purely observational studies
with pre-posttests. This is also recommended in a OECD report advising impact evaluations
of labour market policies (399). It should also be studies with larger study-populations than
paper III in this thesis. Although it may be desirable to move away from designs that have
strong control over internal validity, it is still important to maintain a focus on context and

implementation.

4.51.1 Context

Investigating effects at the population level, also requires a focus on context and
implementation to better understand the results. Hybrid studies have been proposed as a way
to investigate both an interventions effectiveness, but also implementation through
effectiveness-implementation hybrid approaches (349, 400). Implementation research aims to
develop practical strategies to improve implementation processes, enhance equity and
efficiency, enable scalability, and ensure sustainability, all with the goal of improving

people's health. (401).

I will use the Norwegian context to illustrate why paying attention to contextual features and
implementation is important alongside investigating effectiveness at societal level. Norway
has undertaken a randomized controlled trial (RCT) (305) and has expanded IPS across the
entire country. Currently, there are over 100 services in Norway providing IPS, approximately
350 IPS employment specialist and 6500 individuals had received IPS services during 2022
(402). In this context, services are defined as teams of employment specialists offering IPS as
an Active Labour Market Policy (ALMP), collaborating with the health service. The strategic

decision to define IPS as an ALMP was probably crucial, enabling substantial scaling.
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However, this decision has resulted in some changes that may have compromised what is a
crucial prerequisite for determining when to act on evidence (403). By determining that
Individual Placement and Support (IPS) is part of Active Labour Market Policies (ALMP)
while simultaneously not changing the laws that regulate collaboration between health and
public employment services, some core elements of the IPS approach were sacrificed to

facilitate the scaling up of the approach.

So, what impact will such changes have on effectiveness? If one is to conduct an evaluation at
the population level, these contextual descriptions become crucial. Understanding the
relationship between the implementation of the intervention and the frameworks within which
it is provided helps us comprehend why the impact might vary, succeed for groups with

common mental health problems, or even fail at the population level.

There is also a need to find good models for how we can make IPS work and sustain under
the current conditions in Norway. ALMP are traditionally gatekept by frontline workers in the
public employment sector. We know through paper II that attitudes in frontline workers in
PES seem to be in alignment with key principles in IPS. But what when it comes to action?
The process of being offered ALPM is described as both an assessment of eligibility and
inclusion (404). A Norwegian cohort study following long term recipients of social benefits
found that self-reported psychological distress reduced the participants participation in
ALMPS, and the authors discuss a possible access bias toward people with mental health
problems (405). This could also be described as creaming (406), and in our interview study
investigating the implementation and development of IPS in Norway, this was expressed as
an explicit concern connected to the change making IPS a vocational scheme within the
public employment sector (378). One way of investigating this could be through comparative
case studies as part of larger mixed methods and hybrid studies. Dependent on the specific
research questions different sources of evidence might be relevant (documentation, archival

records, interviews, direct or participant observation and physical artifact) (407).

4.5.1.2 Long-term follow-up and economic evaluations

Some studies have investigated long-term outcomes of IPS (311, 317, 321, 408, 409), but
there still needs to be some caution regarding IPS-efficacy over long-term follow-up above 24
months. The meta-regression in paper I shows decreased effect size for employment above 12
months, but samples are smaller, so caution is warranted. Paper III is showing a steadily

increase in workdays up to 4 years after people received their first WAA in the intervention

72



municipality, but we can’t know whether we see transition to long term employment or a
transition back into disability benefit. Perhaps this indicates that employment in the regular
labor market is increasingly used as a measure during clarification in PES, but without
necessarily leading to permanent employment or stable work over time. More research is

warranted on these issues.

In a study done by our research group, we systematically reviewed economic evaluations of
IPS/SE (410). The conclusion is that there is a strong, but conservative case for the
implementation of programs, but there is a lack of long-term impacts. It's also not easy to
know what the alternative costs to IPS are. Taking the example from Norway - what has IPS
replaced? It's possible that RCTs provide an artificially heightened positive effect, and we
need more studies with alternative designs to further investigate this. Health economic should
also include measures on quality of life — preferably based on measures that might catch
important outcomes, maybe on other well-being and outcomes inspired from the personal

recovery process described in CHIME (411).

4.5.2 IPS for new populations?
If IPS is to be offered to new populations and in new organizational forms, should it be

prompted by new RCT"s?

4.5.2.1 What works for whom?

Examples of sub-populations within individuals with severe mental health problems include
patients sentenced to treatment or forensic patients, where recovery-oriented models of care
are beginning to be more embraced (412). Differences in organizational and legal principles,
along with the complexity of rehabilitation, might make it necessarily to improve contextual
fit. Modifications are often necessarily when implementing evidence-based practices (413),
and not necessarily requiring new RCT evidence. Fidelity to the approach is shown to be

important for positive outcomes, so careful implementation is important (414, 415).

What about other populations like unemployed individuals in general? A systematic literature
review (416) and meta-analysis (340) suggest that several other diagnostic groups may
experience some effect, albeit less than individuals with severe mental health problems, and
the number of studies is much lower. One reason why studies on common mental health
problems (CMHP) show less effect might be that there is less difference in effect between the
IPS and control groups (340). This could be because these groups also benefit from other

73



interventions, some of which are less resource intensive than IPS. Another explanation could

be that CMHP are not consistently defined (340).

In the latest external environment analysis from the Norwegian Labour and Welfare
Administration, it is stated that the expenses of the welfare state are to be reduced. Further,
that IPS has given positive experiences in collaborating with health services, but that the
approach is resource-intensive, and that structural barriers can limit further development

(417).

Public resources are constrained, both in the healthcare sector and in the welfare sector, and
costly interventions should be implemented where we know they have shown efficacy (418).
It is important to conduct thorough cost-benefit evaluations to ensure that resources are used
where they have the greatest impact. We know that early intervention and integrated services
can impact both course and how it impacts function (306, 419). To achieve this,
implementation needs to be guided and coordinated with the overall provision of services for

this target group.

Policymakers are pressured to show efficient use of resources, but at the same time capacity
for action towards the most pressing matters. From a public purse perspective in the field of
work and mental health, it seems logical to prioritize larger groups with common mental
health problems and muscle-skeleton since they constitute the largest proportion of those
dependent on health-related disability benefits. We see this reflected in the latest strategy for
heath and work in Norway (224). These are target groups where we still lack sufficient
evidence of effectiveness of IPS. The barriers experienced by individuals with more common
mental health problems might need other type of interventions. The widespread adoption of
evidence-based models (without taking account of what the evidence is based on) for target
groups with unknown effectiveness may turn out to be expensive measures, potentially even
medicalizing groups that don't require the extensive wrap-around support provided by IPS.
Adoptions should be described and tested before full up-scaling. This does not imply that the
central values in IPS must be tested before it applies to everyone — namely that all have the
right to decide for themselves whether work should be on the agenda and central for the

support they are given.
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4.6 Conclusion
This thesis contributes to the understanding of factors that may hinder the effectiveness of
Individual Placement and Support (IPS) within generous welfare societies. The findings from

the three articles provide insights into the research questions posed.

Generalizability of IPS efficacy across countries and context (Paper I): The meta-analysis
demonstrates that IPS significantly improves employment outcomes for individuals with
severe mental health problems, more than doubling employment rates compared to traditional
vocational rehabilitation. This effect remains robust across different countries, indicating that

the efficacy of IPS can be generalized even in generous and active welfare states.

Attitudes of public employment service employees (Paper II): The study reveals that frontline
workers in public employment services generally hold positive attitudes towards IPS
principles, especially in municipalities where IPS has been implemented. While attitudes in
regions with IPS exposure are more favorable, the change in attitudes over time is minimal,
suggesting a need for ongoing training and reinforcement of IPS principles among PES

employees to align their practices with evidence-based vocational models.

Impact of IPS implementation on employment outcomes at the societal level (Paper I1I): The
study shows that implementing IPS at the municipal level has a significant positive impact on
employment outcomes for young adults receiving temporary health-related rehabilitation
welfare benefits. Specifically, municipalities with IPS implementation see a notable increase
in the number of workdays per year compared to those without IPS, highlighting the societal

benefits of IPS implementation through cross-sectoral collaboration.

These insights emphasize the potential of IPS to address unemployment among individuals
with severe mental health problems, advocating for broader adoption and implementation

within health.

When I first started working on vocational rehabilitation as part of healthcare, I thought it was
sufficient to base my desire to change our services on what people wanted from us in
healthcare: "If people want help finding work, it is indeed our duty to assist with this." This is
still a view I hold, but since my career path has taken me through various roles, including
health services, NAV, and advisory council membership to the government and training to be
a researcher, I have come to realize that multiple perspectives and justifications are necessary.

In addition to addressing rights and value-based services, multiple perspectives must
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complement each other. It should ideally be economically beneficial and sustainable. It must
be feasible within the systems (and legal frameworks), and different sectors must understand
each other’s perspectives and responsibilities. The message must also be 'sold' to various
decision-makers at different levels across multiple sectors. Responsibilities and roles must

then be allocated, and funding must be assigned.

Nevertheless, based on the totality of evidence available in this field today, I have no doubt
that IPS should be implemented as a part of clinical care for all individuals experiencing
severe mental health problems. We know that IPS works, we know that its positive effects can
be generalized to generous welfare societies, and we see that the attitudes of PES employees
support the core values of IPS. We also see indications that this can have ripple effects at the
societal level and be economically sensible. However, the issue is not with the knowledge
itself but with translating that knowledge into action. I believe there are three steps that

should be taken:

1. TIPS must be integrated into a broader perspective that defines healthcare
services according to the needs of their users, rooted in a human rights
framework. Perhaps starting with upscaling services to young people together
with a range of different stakeholders.

2. Clear strategies for upscaling must be developed based on a needs assessment
grounded in hard data about health services, both in terms of how they are
organized and how many individuals are expected to need IPS.

3. There must be clear expectations and performance goals for healthcare

services, along with requirements for reporting.

This is a responsibility the healthcare system should take on. If the healthcare system does not
bear this responsibility, the perspective of symptom reduction and dysfunction will continue
to overshadow more recovery-oriented goals and social inclusion. The core values on which
IPS rests are crucial in working towards a healthcare service that aims to support better social
inclusion, combat stigmatization, prejudice, and discrimination, and provide services based on
each individual's needs and desires for their own life. Our services should be centered on
human rights (420) and be evidence-based (421). I believe IPS meets these criteria, and by
incorporating it into our services, we can contribute to promoting hope and opportunities for

everyone to find their own path toward how they would like to live their lives.
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Systematic Review or Meta-Analysis
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A meta-regression of the impact of policy on
the efficacy of individual placement and

support

Brinchmann B, Widding-Havneraas T, Modini M, Rinaldi M, Moe CF,
McDaid D, Park A-L, Killackey E, Harvey SB, Mykletun A. A meta-
regression of the impact of policy on the efficacy of individual
placement and support.

Objective: Individual placement and support (IPS) has shown
consistently better outcomes on competitive employment for patients
with severe mental illness than traditional vocational rehabilitation. The
evidence for efficacy originates from few countries, and generalization
to different countries has been questioned. This has delayed
implementation of IPS and led to requests for country-specific RCTs.
This meta-analysis examines if evidence for IPS efficacy can be
generalized between rather different countries.

Methods: A systematic search was conducted according to PRISMA
guidelines to identify RCTs. Overall efficacy was established by meta-
analysis. The generalizability of IPS efficacy between countries was
analysed by random-effects meta-regression, employing country- and
date-specific contextual data obtained from the OECD and the World
Bank.

Results: The systematic review identified 27 RCTs. Employment rates
are more than doubled in IPS compared with standard vocational
rehabilitation (RR 2.07 95% CI 1.82-2.35). The efficacy of IPS was
marginally moderated by strong legal protection against dismissals. It
was not moderated by regulation of temporary employment, generosity
of disability benefits, type of integration policies, GDP, unemployment
rate or employment rate for those with low education.

Conclusions: The evidence for efficacy of IPS is very strong. The efficacy
of IPS can be generalized between countries.
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Summary

A systematic review and meta-analysis of IPS

e Most of the early research on IPS was conducted in the United States, but increasingly researchers
outside the United States, especially northern Europe, have begun contributing to the IPS literature.
IPS was developed in the United States in a context of less generous welfare systems than the average
of Europe and particularly in Scandinavia. It may be questioned if a generous welfare system reduces
the efficacy of IPS, as employment is not a necessity to avoid poverty. Our study suggests the generos-
ity of the welfare system does not influence the efficacy of IPS.

e Similarly, legal protection against dismissal for employees in the United States is weaker than in
European countries. It may be questioned whether strong employment protection is a barrier for
employment of individuals with severe mental disorder, thus reducing the efficacy of IPS. Our study
indicates strong legal protection against dismissal does reduce the efficacy of IPS, but the effect is

modest.

e [t is often suggested that high unemployment rates may challenge the efficacy of IPS as increased sup-
ply of labour force increases competition. We find no support for this hypothesis.

Limitations

e Varying definitions of competitive employment in the published literature are a challenge. The con-
tent and quality of the services provided in the control groups of published trials are also a challenge.
e Similarly, inclusion criteria varied. All studies included individuals on the basis of mental illness, but
varied as to severity of mental illness, disability benefits, criminal convictions, comorbid drug- and

alcohol problems.

e Finally, the control group condition varied between studies and included variations in types of voca-

tional rehabilitation and treatment as usual.

Introduction

The disabling effects of severe mental illness are
well-recognized (1), one of them being that it
greatly reduces the likelihood of being employed
(2-5). The number of people who are outside the
workforce due to mental illness has been rising
for years in developed economies (4). Mental dis-
order is now the leading cause of disability in
most western societies and in turn is costly, not
only for the individual but also for welfare sys-
tems and for the economy as a whole (5). This is a
challenge both for society at large and for individ-
uals with severe mental illness who report that
appropriate work is essential for their recovery
(6). Participation in competitive employment is
shown to enhance self-esteem, improve health and
increase income (7-9), while unemployment can
lead to further economic deprivation and social
exclusion (10). This non-participation probably
contributes to the stigmatizing attitudes sur-
rounding people living with mental illness that
suggest that they are incapable of work. This, in
turn, creates vicious circles where people with
mental illness internalize these thoughts as
self-stigmatization and lose faith in seeking work
(11-13).

However, there are ways to reduce the high
unemployment rate seen in people with mental dis-
orders and do more to support their recovery. The

efficacy of the vocational rehabilitation approach
using Individual Placement and Support (IPS) is
reported in three Cochrane reports (14-16) and
two meta-analysis covering 21 different random-
ized controlled trials across Europe, Asia and
North America (17, 18). The results are convinc-
ing; IPS is more effective in achieving competitive
employment for patients with severe mental illness
(SMI) than traditional vocational rehabilitation.
Where traditional vocational rehabilitation use
sheltered and other forms of non-competitive
training or employment, IPS place people into
competitive jobs in line with their preferences with-
out preparation or clinician’s screening (19).
Employment specialists in IPS are integrated in
health services, but collaborate directly with man-
agers and employers in the open job market. The
efficacy of IPS may thus be vulnerable to labour
market conditions. High unemployment rates may
also challenge IPS, as may legal regulation of tem-
porary contracts and legal protection against dis-
missal.

Despite evidence for the efficacy of IPS, imple-
mentation at a large scale and as a standard inter-
vention within more traditional treatment
approaches has not been the norm (20-24). There
are several reasons for this. One of the major
obstacles for implementation is that policy makers
and clinicians in many countries are still uncertain
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about generalizability of IPS efficacy to their speci-
fic country and context. One of the contextual fac-
tors is welfare policies. Welfare policies face two
possibly contradictory goals. On the one hand,
they aim to avoid attracting people onto welfare
and the concern is that benefits may become too
generous compared with expected income. On the
other hand, welfare benefits must be generous
enough to provide a social welfare safety net that
should provide a decent economic life to individu-
als unable to work. The generosity of and access to
welfare benefits varies much between countries
where IPS has been tested, and it is fair to be con-
cerned that the generous Scandinavian welfare sys-
tem may challenge the efficacy of IPS as
employment is not necessary to avoid poverty. The
Organisation for Economic Co-operation and
development (OECD) has raised concerns that
generous disability welfare benefits may encourage
income from welfare benefits rather than employ-
ment (25). One large European study commented
that welfare benefit traps were an impediment to
successful vocational employment overall, but not
to IPS’ effect size relative to other options (26). A
meta-analysis reported that IPS was more effective
in countries with less generous benefits, less active
integration strategies between health and employ-
ment sectors and less robust employment legisla-
tive frameworks (17). Since this meta-analysis,
more RCTs have been conducted in countries with
a very generous welfare state, inviting the hypothe-
sis to be re-investigated.

Employment regulations that govern employers’
rights and flexibility on hiring practices, as well as
rules governing termination of employment and
the rights of temporary and contract workers, are
hypothesized to influence the willingness of
employers to hire new employees. The basic argu-
ment is that employers may be reluctant to hire
patients with moderate or severe mental disorder
in the context of strong legal protection against
temporary contracts and legal protection against
dismissal (27). It is fair to be concerned that this
may challenge the efficacy of IPS.

A final factor that has been proposed to poten-
tially impact the relative efficacy of IPS is labour
market conditions. Recession (falling gross domes-
tic product (GDP)) and high unemployment rates
among individuals with low educational levels may
challenge the efficacy of IPS, as the supply of
labour force supposedly then on average is health-
ier. Studies have suggested that recession and high
unemployment rates may challenge the efficacy of
IPS, but findings are mixed (18, 26, 28).

IPS is an evidence-based alternative to the cur-
rent train-and-place approach still dominating the
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western world. The request for RCT evidence for
efficacy of IPS in every country and context is
understandable as hypotheses of contextual fac-
tors’ influence of IPS efficacy has great face valid-
ity. Still, it is costly and time-consuming, slowing
IPS implementation with years and decades. The
randomization in eventual further trials may also
be unethical as we now are aware of the detrimen-
tal effect of the control conditions.

IPS has been tested through randomised con-
trolled trials in countries with diversity in generos-
ity of welfare benefits, integration policies,
employment regulations and labour market condi-
tions. This heterogeneity provides a unique possi-
bility to explore if evidence of IPS efficacy is
generalizable across countries and contexts.

Aim of the study

This systematic review and meta-analysis aim to
determine if we now can safely generalize IPS effi-
cacy between countries and contexts. First, we will
systematically review the RCTs of IPS for mental
illness. Second, we will estimate the overall efficacy
of IPS compared to treatment as usual by meta-
analysis. Third, with meta-regression, we will
examine if the efficacy of IPS challenged by gener-
ous welfare benefits, strong integration policies,
strong legal employment protection rights and
strong legal protection against dismissals.

Method

This systematic review and meta-analysis were
conducted according to the Preferred Reporting
Items for Systematic Review and Meta-Analysis
(PRISMA) guidelines (http://www.prisma-stateme
nt.org) following a predetermined, but unregis-
tered protocol.

Inclusion and exclusion criteria

A study was eligible for inclusion if it was a ran-
domized controlled trial (RCT) comparing indi-
vidual placement and support with traditional
vocational services/service as usual. Modified or
enhanced IPS was to be excluded, and studies
focusing solely on substance abuse were also to be
excluded. Study participants had to have a mental
illness and the outcome was competitive employ-
ment defined as permanent jobs paying commen-
surate wages available to anyone (not set aside
jobs for individuals with disabilities) (29). The IPS
in the trials had to demonstrate moderate to high
fidelity, as measured by the IPS fidelity scale (30),
or evidence that fidelity was adhered to needed to
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be included in the paper. Studies published in
peer-reviewed journals and in the English lan-
guage after 1993 were included. This date was
selected as it represents the earliest controlled tri-
als of IPS. Disagreements about inclusion and
exclusion, two other researchers would assist (AM
and MR).

Searches

The electronic databases PsychINFO, EMBASE
and Medline were searched for published studies
from 1 January 1993 to 10 September 2019. The
search was a combination of keywords of mental
illness, individual placement and support, and
randomized trials. The reference list of included
studies was also reviewed to increase coverage
and identify studies the searches did not identify.
The Cochrane Central register of controlled trials
was searched using the search terms ‘individual
placement and support’ and ‘supported employ-
ment and mental illness’. The search strategies in
PsycINFO, Medline and EMBASE are visualized
in Fig. 1. We also contacted active IPS researchers
to locate other relevant studies. Two researchers
(BB and TWH) independently went through every
title and abstract according to the inclusion and
exclusion criteria. The full texts of papers that
met inclusion criteria were carefully reviewed to
confirm inclusion. If there were disagreements, a
third and fourth researcher (AM and MR) would
assist.

Appraisal of quality

The Downs & Black Checklist (31) was used to
assess the quality of included studies. The checklist
consists of 27 items with five subscales that mea-
sure reporting, external validity, bias, confounding
and power. This checklist was used in a previous
meta-analysis of IPS from Modini et al. (18) and
shows strong criterion validity (0.90) and good
interrater validity (32). As reported in the
Cochrane review (15), blinding of employment spe-
cialist, clinical personnel and patients are not pos-
sible in these trials. As in the Modini meta-
analysis, we have also excluded questions 14 and
15 concerning blinding. Question 27 asking for a
clinically important effect is modified to a yes (1
point) or no (0 point) for studies with less power
than 0.80 with o = 0.05 scored zero. Because of
these modifications the total potential maximum
score was 26 points. Scores of 12 or less were clas-
sified as overall poor quality and excluded. Two
researchers (BB and TWH) independently assessed
the quality of each included study and further
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discussed the results with one other researcher to
take account of any considerations arising (AM).

Data extraction

The following variables were extracted from each
included randomized controlled trial: sample char-
acteristics, country of origin, length of follow-up
and competitive employment rate for the experi-
mental and control groups. The data used as mod-
erators were grouped under the following headlines:

Generosity of welfare disability benefits. This repre-
sents an index constructed by the OECD named
Compensation index which describes access to wel-
fare benefits, population coverage, duration and
generosity. The index is composed of ten sub-com-
ponents. These sub-components are measured
according to a predefined score between zero to
five and are based on both qualitative and quanti-
tative measures. The higher the score the more gen-
erous the welfare benefit, with easier access and
longer duration. A score close to zero indicated
less generosity, poorer access and shorter duration.
The scores from all the sub-components were
added to obtain the overall score, with the highest
possible score of 50 for ten components. Tradition-
ally, the USA and the UK have scored lower than
countries with more generous welfare states like
Germany, Switzerland and Scandinavian coun-
tries. Time series data for this index and the inte-
gration index and it is sub-components were made
available by the OECD. These measures give us
the opportunity to adjust our analyses for changes
over time in indexes, compared to the more static
scores reported in OECD reports (33-35).

Integration policies. This is measured through the
Integration index constructed by the OECD and
describes different employment and vocational
rehabilitation schemes — their extent, permanence
and flexibility. It also consists of anti-discrimina-
tion legislation, suspension of welfare benefit and
possibilities of combining work and benefits. This
index is composed of ten sub-components and each
sub-component has scores between zero and five,
of which zero represents a less active state effort to
integrate people into the workforce again. The
index is based on a summative score from all these
sub-components, and the highest possibly score
would be 50. A higher score would indicate a more
active approach from the state.

Legal protection against employment dismissals. This
index measures procedures and costs of individual
dismissals. It is a summative index constructed by
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Fig. 1. Systematic literature search and quality assessment. Individual placement and support; randomized controlled trial, mental

illness. [Colour figure can be viewed at wileyonlinelibrary.com]

the OECD named strictness of employment protec-
tion — individual dismissals (regular contracts). The
index consists of nine indicators that capture proce-
dural inconveniences employers meet in dismissal
processes, notice periods, severance pay and diffi-
culty of dismissal (36). The indicators are measured
on a continuous 6-point scare derived from national
statutes, and based on an established methodology
(37). A higher score represents stricter regulations
for the employer and more protective regulations
for employees already employed, while a lower
score means that employers to a greater degree can
‘hire and fire’ as they please. OECD has developed
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two versions of this index over time due to availabil-
ity of more information. The first version is based
on eight indicators from 1985 to 2013, while the sec-
ond version includes information on maximum time
to make a claim of unfair dismissal and is based on
nine indicators from 2008 to 2013. The second ver-
sion is currently the main indicator of employment
protection for individual dismissals used by OECD
and is used when available.

Regulation of temporary employment. This index
measures regulations on temporary employment.
The index is constructed by the OECD and named
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strictness of employment protection legislation for
temporary employment. The index consists of six
indicators that include regulation of fixed-term and
temporary work agency contracts and their dura-
tion (36). The index is based on the same methodol-
ogy described under legal protection against
dismissals and is also measured on a continuous
scale from 0 to 6 in a summative score. A higher
score represents stricter regulations on employer’s
scope to offer employees temporary contracts.

Unemployment, employment by educational attain-
ment, economic growth and disability welfare benefit
rate. Data on each countries’ disability welfare
benefit receipt rate and employment by educa-
tional attainment rate were extracted from the
OECD database. Data on GDP and the unem-
ployment rate from the World Development Indi-
cators (World Bank) online database were used to
assess the economic situation in the countries
where studies were carried out.

The data in the indexes are collected and system-
ized by the OECD (https://data.oecd.org/) and the
data on GDP growth and unemployment rate are
collected from World Bank (http://data.worldba
nk.org). Time series data for employment regula-
tion indexes and their individual indicators are
available at OECD (http://www.oecd.org/employ
ment/emp/oecdindicatorsofemploymentprotection.
htm), while time series data for the compensation
and integration index and their individual indica-
tors were made available from OECD upon
request. Data for the generosity of welfare disabil-
ity benefits index for Hong Kong and Bulgaria
were extracted from Metcalfe et al. (17).

Time for inclusion of data. Data were extracted
from the median follow-up time for each study.
The median was calculated by extracting the start
and end date for recruitment in each study. We
added the follow-up time to the end date of recruit-
ment and calculated the median between start of
recruitment and the conclusion of follow-up. For
the four indexes and their sub-components, we
used last available data when there were no obser-
vations. For disability benefit recipiency rate, we
used available data and for employment for those
with lower education we used data from 2014 for
most studies as this was the first time series data
from OECD, unless the median follow-up time
was post 2014.

Statistical analysis

Random-effects meta-analysis and meta-regres-
sions were performed as this approach allows the
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true effect to vary by study (38). A binary competi-
tive employment rate (i.e. achieved/not achieved
competitive employment) was the main outcome,
which makes it possible to calculate risk ratios.
The summary effect of the meta-analysis was pre-
sented as a risk ratio with a 95 % confidence inter-
val. One meta-analysis comprising all studies was
conducted to determine the overall efficacy of IPS
compared to traditional vocational rehabilitation.
Meta-regressions were conducted for the primary
analysis which examined associations between IPS
efficacy, and the four indexes developed by OECD
to capture characteristics of disability policies and
employment regulation. The secondary analysis
examined the association between IPS efficacy and
single indicators in the indexes to explore whether
single variables yielded different results to the over-
all indexes. Finally, meta-regressions were carried
out to examine associations between IPS efficacy
and labour market conditions, assessed by GDP
growth, unemployment rate, disability welfare ben-
efit receipt rate and employment by educational
attainment rate to assess labour market conditions.
The meta-analysis includes Nordic registry studies
that differ from the other studies as competitive
employment is measured by registry data instead
of self-reported data. Nordic registry studies addi-
tionally have higher mean index values. Due to
concern of confounding introduced by Nordic reg-
istry studies, we adjusted meta-regressions with a
binary registry study indicator. Study site at coun-
try level is used as our unit of analysis (total
n = 32).

Restricted maximum likelihood (REML) is
applied to estimate the value of tau-squared (77,
i.e. the estimated variance of true effects) (39)
Heterogeneity between studies in the meta-analysis
was assessed with Cochran’s Q statistic and the I
statistic. We assessed publication bias visually with
funnel plots and statistically with Egger’s test and
Duval and Tweedie’s trim-and-fill method. The
random-effects meta-analysis and meta-regressions
were performed in STATA SE 16 (40) and Com-
prehensive Meta-Analysis version 3.3 (41).

Results
Aim 1: Identifying RCTs on IPS for mental illness

The database search revealed 348 titles from 1993.
All titles and abstract were examined indepen-
dently by two researchers (BB and TWH). Eighty-
eight articles met initial criteria and then full texts
were examined, whereof 30 studies met our full cri-
teria. Hoffmann et al. (42, 43) and Howard et al
and Heslin et al (44, 45) report the efficacy of IPS
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for the same patient population at two follow-up
periods, so we only included the latter study from
both in our meta-analysis. The meta-analysis is
based on 27 studies (26, 43, 45-69) (Fig. 1). Total
sample size in these trials is 6651, with a mean of
207.8 (SD = 358.54). Median sample size is 118.5.
The smallest trial consists of 37 and the biggest of
2055 persons.

Two of the included studies have a majority of
patients with moderate mental illnesses, mainly
affective disorders (63, 66), two studies included
young patients with first-episode psychosis (56,
57), and two studies were for military veterans
with PTSD (50, 51). Three studies had require-
ments for inclusion beyond mental illness; one
required that the patients had prior involvement
with the criminal justice system (47), and two
required patients to be receivers of some form of
disability insurance (53, 66). One of these studies
is the Drake et al. (2013) study. This is a large
study that the previous review chose to exclude,
mainly because of many sites and the large sam-
ple size (17). The Drake study is treated as one
site only in our review, and therefore not
excluded. There was also a range in the control
conditions, from high-quality version of treat-
ment as usual (TAU — vocational rehabilitation)
and non-integrative SE (49, 63, 67) to the
possibility to apply for other vocational services
(66).

Studies include trials from Asia (Japan, Main-
land China, Hong Kong), Australia, North
America (Canada and the United States) central
and northern Europe (Italy, Switzerland, Ger-
many, Netherlands, Norway, Sweden, Denmark
and the United Kingdom) and Eastern Europe
(Bulgaria) (Table 1). We excluded two studies
from Scandinavia, and one from the United
States that used a modified version of IPS with
patients with moderate mental illness and sub-
stance abuse (70-72). One Norwegian study with
enhanced IPS and no fidelity report were
excluded (73), and we also excluded one ran-
domized trial performed at a methadone clinic
in the United States (74), with primarily opioid
use disorders.

Aim 2: Meta-analysis of the overall efficacy of IPS

The overall meta-analysis (Fig. 2) shows that recipi-
ents of IPS were more than twice (RR = 2.07, CI
95% 1.82-2.35, P < 0.0001) as likely to find compet-
itive employment than recipients of TAU. The
homogeneity test, Q, is 75.57 with a P-value of
<0.0001, which indicate that heterogeneity is present.
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The between-study heterogeneity, I = 59.82, implies
that about 60% of the variability in the effect size
estimates is due to between-study differences instead
of sampling variation. This is considered moderate
to high according to Higgins et al. (75). The
between-study variance, 72,18 0.06. The effect size at
<12 months follow-up was RR 2.61 (CI 95% 2.08-
3.28, P < 0.0001), and at >12 months follow-up RR
1.96 (CI 95% 1.70-2.25, P < 0.0001). However, as
these samples are smaller (z = 8 and n = 24) caution
is warranted for conclusions, especially regarding
the effect size for <12 months follow-up. There is
evidence for a decrease in IPS efficacy over follow-
up time, as tested by including a binary covariate in
a meta-regression (log(RR) = —0.36, CI 95% —0.66
to —0.005, P-value = 0.047). There is also evidence
to support a decrease in IPS efficacy using the year
the study was conducted as a discrete covariate in
meta-regression (log(RR) = —0.03, CI 95% —0.04
to —0.01, P < 0.001) (see Figure S7 for a graphical
presentation).

Aim 3: Meta-regressions to determine if IPS efficacy is challenged
by country- and context-specific factors

Table 1 summarizes the studies and the modera-
tors.

Meta-regressions were carried out to test for
moderators of IPS efficacy adjusted for registry
study (Fig. 3, see Table S3 for unadjusted and
adjusted estimates). We found evidence for a mar-
ginal decrease in efficacy of IPS with increases in
the index for legal protection against employment
dismissals (log(RR) = —0.15, CI 95% —0.28 to
—0.02, P-value = 0.025).

There was no support for a moderating effect for
IPS efficacy for the generosity of welfare benefits
index (log(RR) = —0.02, CI 95% —0.05 to 0.01, P-
value = 0.23), nor the integration polices index
(log(RR) = —0.03, CI 95% —0.07 to 0.004, P-
value 0.08), or the regulation of temporary
employment index (log(RR) = —0.16, CI 95%
—0.38 t0 0.05, P-value 0.14).

Economic growth, unemployment, disability welfare benefit rate
and employment by educational level

There was no support for a moderating effect of
labour market conditions, including GDP growth
(log(RR) = 0.02, CI1 95% —0.03 to 0.06, P = 0.54),
unemployment rate (log(RR) = —0.04, CI 95%
—0.09 to 0.02, P = 0.18), disability welfare benefit
rate (log(RR) = —0.03, CI 95% —0.12 to 0.06,
P =0.56) or employment rate for people with low
education (log(RR) = —0.005, CI 95% —0.04 to
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Table 1. Studies, year of publication, and moderators
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Legal GDP Disability
Generosity protection Regulation of Employment by~ growth welfare
of disability  Integration against temporary Unemployment educational (annual  benefit rate
Study Year n Country benefits policies dismissals employment rate (%) attainment (%) %) (%)
North America
Drake 1996 143 USA 20 25 0.26 0.25 6.1 55 40 5.8
Drake 1999 150  USA 20 25 0.26 0.25 5.7 55 2.7 5.8
Lehman 2002 219 USA 20 25 0.26 0.25 45 55 45 5.8
Mueser 2004 204  USA 20 25 0.26 0.25 45 55 45 5.8
Gold 2006 143  USA 20 25 0.26 0.25 45 55 45 5.8
Latimer 2006 150  Canada 16 23 0.92 0.25 77 56 30 43
Bond 2007 187  USA 20 25 0.26 0.25 47 55 1.0 5.8
Twamley 2008 58 USA 20 25 0.26 0.25 46 55 29 5.8
Davis 2012 85 USA 20 25 0.49 0.33 9.3 55 25 5.8
Drake 2013 2055 USA 20 25 0.49 0.33 9 55 1.6 5.8
Bond 2015 85 USA 20 25 0.49 0.33 8.1 55 2.3 5.8
Davis 2018 541 USA 20 25 0.49 0.33 5.3 55 29 5.8
Asia and Australia
Killackey 2008 41 Australia 21 28 1.42 0.88 48 60 28 5.4
Wong 2008 92 Hong Kong 20 7.3 1.7
Tsang 2009 111 HongKong 20 25 0.26 48 7.0
Oshima 2014 37 Japan 21 27 1.37 0.88 39 17
Waghorn 2014 139 Australia 21 28 1.13 0.79 5.6 60 19 5.4
Zhang 2017 108  China 3.31 1.88 46 73
Killackey 2019 126 Australia 21 28 1.57 1.04 5.7 58 29 5.4
Europe
Burns 2007 52 Germany 32 35 2.68 1 10.7 58 12 44
50 UK 21 28 1.26 0.38 46 61 24 7
52 Italy 26 18 2.76 2 79 50 16 33
52 Switzerland 37 23 16 113 43 68 28 5.4
52 Netherlands 28 34 2.88 0.94 47 59 2 8.3
54 Bulgaria 25 12.0 6.4
Heslin 2011 190 UK 21 29 1.26 0.38 5.4 61 26 7
Hoffmann 2014 100  Switzerland 32 27 1.5 1.38 48 68 3 5.4
Michon 2014 150  Netherlands 24 35 2.84 1.17 34 59 37 8.3
Bejerholm 2015 87 Sweden 30 36 252 0.79 8.4 66 5.2 10.8
Viering 2015 248  Switzerland 32 27 15 1.38 45 68 1 5.4
Reme 2019 408  Norway 33 37 2.23 342 43 61 2 10.3
Christensen 2019 482  Denmark 28 37 2.1 1.79 6.2 61 23 72

Study: First author, Publication Year: Year of publication. Country: Study site. 1. Generosity of disability benefits: Higher scores indicate more generous benefits, on an index rang-
ing from 0 to 50. 2. Integration policies: Higher scores indicate more integrative policies, on an index ranging from 0 to 50. The employment protection regulation against dis-
missals for individual contracts (regular contracts), and employment protection regulation for temporary contracts indexes ranges from 0 to 6, with higher scores indicating
stronger employee protections. Unemployment rate at time of the study. Employment by educational attainment: Employment rate (percent) among people with low formal educa-
tion. GDP growth: Gross domestic product growth rate, annual, at time of the study (time of study = two years before publication date to account for publication time). Disability
benefit rate: Percent of working-age population in the country receiving long-term disability benefits. Generosity of disability = Compensation index: Hong Kong from Metcalfe

et al. (2018) (19).

0.03, P =0.76) (sece Table S8 for unadjusted and
adjusted estimates).

Secondary analysis for sub-components in the indexes

Secondary analyses were carried out to determine
if there was any moderating effect of single indica-
tors in indexes on the efficacy of IPS. For an over-
view of the single indicators explored as
moderators in the efficacy of IPS, we refer to
Table S4-S7.

There was no evidence of effects of single indica-
tors in the adjusted analyses for generosity of wel-
fare benefits, the integration policies index or the
regulation of temporary employment index.

However, in the legal protection against employer
dismissals, there was evidence to support a moder-
ating effect of notification procedure (log
(RR)=-0.09, CI 95% -0.18 to —0.01,
P =0.029) and definition of justified or unfair dis-
missals (log(RR) = —0.07, CI 95% —0.14 to
—0.004, P =0.04) (see Table S6 for unadjusted
and adjusted estimates).

Publication bias

Visual inspection of the funnel plot of standard
error and precision indicates asymmetry consis-
tent with publication bias in favour of positive
findings: Smaller studies tend to have higher
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Risk Ratio Weight

Study with 95% Cl (%)
North America

Bond 2007 - 254 [1.82, 355 475
Bond 2015 444 [1.36, 14.46] 1.01
Davis 2012 —— 2.73 [1.64, 4.54] 3.32
Davis 2018 - 166 [1.28, 2.16] 5.39
Drake 1996 - 193 [142, 263] 496
Drake 1999 — 0 6.60 [3.18, 13.69] 2.14
Drake 2013 [ ] 159 [1.43, 1.76] 667
Gold 2006 —— 245 [1.61, 3.72] 4.00
Latimer 2006 —O— 2550 [1.47, 4.25] 3.18
Lehman 2002 3.28 [0.70, 15.45] 0.62
Mueser 2004 —— 3.29 [2.35, 4.62] 4.70
Twamley 2008 _— 1.98 [1.02, 3.85] 243
Heterogeneity: 7~ = 0.08, I” = 72.52%, H’ = 3.64 ‘ 238 [1.93, 2.95]

Test of B = 6;: Q(11) = 43.25, P=10.00

Asia and Australia

Killackey 2008 o 6.83 [1.76, 26.51] 0.79
Killackey 2019 - 147 [1.09, 2.00] 5.02
Oshima 2014 = 422 [1.03, 17.28] 0.74
Tsang 2009 ———=——— 737 [278,1952] 1.39
Waghorn 2014 —— 240 [166, 345 446
Wong 2008 — 2.00 [1.05 3.79] 255
Zhang 2017 —— 150 [0.95, 2.38] 3.66
Heterogeneity: 1~ = 0.21, /° = 73.26%, H = 3.74 ‘ 244 [158, 3.77]

Test of 6 = 6;: Q(6) = 17.32, P=0.01

Europe

Bejerholm 2015 — 1.94 [1.05, 357] 270
Burns 2007 (DEU) — 127 [0.72, 226] 292
Burns 2007 (GBR) — = 3.00 [1.12, 8.05] 1.36
Burns 2007 (IT) —E— 2.00 [1.04, 3.84] 249
Burns 2007 (CHE) 6.00 [1.49, 24.20] 0.75
Burns 2007 (NDL) — = 1.29 [0.56, 2.93] 1.80
Burns 2007 (BG) —.— 2.00 [1.23, 3.26] 3.46
Christensen 2019 ‘- 1.37 [1.06, 1.78] 5.41
Heslin 2011 —. 1.91 [0.98, 3.74] 239
Hoffmann 2014 . 1.96 [1.27, 3.01] 3.89
Mischon 2014 —— 177 (112, 2.81] 366
Reme 2019 - 1.38 [1.03, 1.85] 5.12
Viering 2015 —. 2.10 [1.04, 4.24] 225
Heterogeneity: 7° = 0.00, /" = 5.36%, H” = 1.06 ‘ 164 [1.42, 1.89]

Test of 8 = 6;: Q(12) = 11.62, P=0.48

Overall $ 2.07[1.82, 2.35]
Heterogeneity: 7~ = 0.06, I” = 59.82%, H’ = 2.49
Test of 8 = 6;: Q(31) = 75.57, P=0.00

Test of group differences: Qy(2) = 9.74, P=0.01

Random-effects REML model

Fig. 2. Relative risk of competitive employment comparing IPS to the control condition. [Colour figure can be viewed at wileyonline-
library.com]
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Generosity of welfare disability benefits

A systematic review and meta-analysis of IPS
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Fig. 3. Meta-regression of efficacy of IPS for the generosity of welfare disability benefits, integration policies, legal protection against
employment dismissals and regulation of temporary employment index. [Colour figure can be viewed at wileyonlinelibrary.com]

effect size than larger studies (Figure SI1-S3).
The Egger’s test indicates publication bias
(1 =164, SE 0.44, P =0.0002). Duval and
Tweedie’s trim-and-fill method (specified to look
for missing studies to the left of the summary
effect) imputes nine studies. When these are
added, the adjusted summary effect size for the
meta-analysis is reduced from RR 2.07 to
RR = 1.83 (CI 95% 1.57-2.14).

Discussion

The primary aim of this systematic review and
meta-analysis was to examine whether the efficacy
of IPS compared to traditional vocational rehabili-
tation was equally strong when implemented in
countries with more generous disability welfare
benefit, integration policies and also stricter
employment regulations on whether employers can
hire, fire and regulate temporary work. The sys-
tematic review identified 27 randomized controlled
trials from 14 different countries. IPS is more than
twice as effective (RR = 2.07, CI 95% 1.82-2.35,
P < 0.0001) as traditional vocational rehabilitation
in getting people with mental illness into competi-
tive work, which is line with past reviews (14—18).

IPS efficacy is not challenged by generous disabil-
ity welfare benefits, integration policies or legal
restriction on temporary employment. IPS efficacy
is slightly reduced by legal employee protection
against ‘hire and fire’ flexibility.

The efficacy of IPS is apparently somewhat
stronger in countries with a ‘hire-and-fire’ attitude
than in countries with stricter legal protection for
employees’ rights against dismissals. Legal regula-
tions aimed at protecting employees may in turn
have the unforeseen side-effect in increasing
employers’ reluctance towards job seekers with
mental disorders, which may be understandable.
On the opposite side regulations could also lead to
higher job retention if first accepted, higher
employee rights to higher wages and paid sickness
leave. This could support job retention and more
stable economic living conditions for people with
severe mental illness. IPS needs to function and
possibly adapt to conditions where labour rights
are high. We acknowledge that the labour markets
work quite differently across countries, and the
hypothesis that the efficacy of IPS should vary
between labour and welfare systems has face valid-
ity. The lack of clear effect moderation is perhaps
reassuring from an implementation perspective,
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though still somewhat surprising. This analysis did
not find an association between the efficacy of IPS
and GDP growth, in contrast to a previous meta-
analysis (18). Further we found no association
with disability welfare benefit rate, unemployment
rate or employment by educational attainment
compared to traditional vocational rehabilitation.

The main aim of this study is if IPS efficacy can
safely be generalized between countries and con-
texts with rather different policies and welfare sys-
tems. We believe our study strongly supports
generalization. We have used a whole range of
highly relevant indexes developed by the OECD,
and we have investigated how different policies
may challenge the efficacy of IPS. We are thankful
to the OECD for enabling this analysis by making
available a whole range of relevant indexes for
topics here investigated which have previously not
been available for IPS meta-analyses. Our nil find-
ing on generosity and active state integration dif-
fers from the results of a recent meta-analysis
addressing some of the same questions (17). Our
meta-analysis has included 6 more trials, included
two trials from Scandinavia which expands the
variation on key indexes on the ‘left’ side of poli-
cies. We also included populations of patients with
moderate mental illness. Our study included only
the index on regulation on individual dismissals,
not collective dismissals that we believe would
affect all employees, not only those with mental ill-
ness. We have also included an index describing
regulations on temporary contracts.

Our analysis concludes that concerns over
reduced IPS efficacy in more generous and active
welfare states may be dismissed. Although IPS
secems to become less effective under stricter
employment regulations relating to flexibility of
‘hiring and- firing’, IPS still remains more than
twice as effective as traditional vocational rehabili-
tation even in generous welfare states. This is an
important nil finding because it means the require-
ment to conduct efficacy randomized trials before
implementation within a country is unnecessary as
the efficacy of IPS is generalizable to very different
welfare states.

We found evidence of some associations
between IPS efficacy and single indicators in
indexes in our secondary analysis. These findings
could be a result of Type I error (chance findings
as a result of a high number of analyses). The num-
ber of positive findings among secondary analyses
is not higher than what could be expected as
chance findings, and should be interpreted with
caution. Still, the findings underline that legal pro-
tections against dismissals have a small and nega-
tive association with IPS efficacy. The procedures
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for notification of dismissals and the definition of
justified or unfair dismissals indicate that more
restrictions on employer’s flexibility to fire, reduces
IPS’ relative efficacy.

Strengths and limitations

There are two main strengths to this systematic
review and meta-analysis that enhance its validity.
First, it covers more studies and more diverse wel-
fare contexts than previous reviews and included a
search of trial registries in order to reduce, but not
eliminate, publication bias. All studies were exam-
ined regarding the fidelity of the IPS intervention
and reviewed by two independent researchers. Sec-
ondly, indexes and variables used to compare dis-
ability policies, employment regulations and
labour market variables are gathered from the
OECD and World Bank, and provide good inter-
nal and external validity. We believe this provides
robust and objective data on the efficacy of IPS
over traditional vocational rehabilitation across
very different welfare states.

All reviews of IPS efficacy are limited by the
variation in definitions of outcomes in different
RCTs. In the IPS literature competitive employ-
ment is defined differently between studies, some
define it as 1 day’s work (26), and others as a
month (44) during varying time frames. The way
in which this outcome is measured also differs
across studies. Two studies used national registry
data for all employment outcomes (49, 63) provid-
ing a more reliable and accurate source of
employment than self-reporting and log-books
which have been used in all other IPS trials. This
more robust data appears to reduce the observed
effect. To account for the reduced effect estimate
in registry studies, we adjusted all analyses for a
binary registry study covariate. As there are only
two registry studies, the distribution of this
covariate is highly skewed. The meta-regressions
are performed on a small sample, so the introduc-
tion of an additional variable will increase uncer-
tainty and reduce power for statistical inference.
As the main results for our indexes change from
significant to non-significant with the introduction
of the additional covariate in our meta-regres-
sions, we have chosen to include all unadjusted
and adjusted analyses in the Supplementary Mate-
rial. However, we believe the inclusion of the
additional covariate reduces the problem of con-
founding, thereby providing more precise esti-
mates for the indexes than the unadjusted models
do. A related issue is whether competitive employ-
ment is the best occupational outcome to exam-
ine. Traditional vocational rehabilitation schemes
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may be more likely to lead to subsidized employ-
ment than competitive employment, but for many
this may be a satisfying and potentially more
stable than competitive employment.

The wvariation in control conditions in the
included trials is another limitation. The control
conditions are all labelled as traditional vocational
rehabilitation, but there is diversity between high
quality supported TAU (63) and possibility of
vocational support (66).

In all meta-analyses, publication bias in favour
of positive findings may inflate observed effects.
Our funnel plot (Figure S1-S3) showed some
asymmetry that could be explained by a small
study effect. However, publication bias analysis
and imputation using the trim-and-fill method did
not alter our main conclusion on the efficacy of
IPS.

The lack of blinding of participants, clinicians

and evaluators is a limitation across all the litera-
ture which cannot be safeguarded against as in a
traditional RCT. This is difficult in all research
relating to all psychosocial interventions and may
increase the efficacy of the intervention under
investigation.
To conclude, IPS is now well established as a more
effective vocational rehabilitation for severe mental
illness than more traditional train-and-place
approaches. This result is consistent across coun-
tries with very different disability policies, employ-
ment regulations and labour conditions. There are
now 27 randomized trials confirming this. Further
trials are not necessary as the IPS efficacy may
now be safely generalized between countries and
contexts. When it comes to new populations in
need of effective vocational rehabilitation like IPS,
more trials are needed (76). Our conclusion stands
for severe and moderate mental illness.

This should inspire both further implementation
and funding of IPS across different countries, but
also move research and evaluation from efficacy to
effectiveness. The pressing issue now is how to
make IPS replace current practices and create
infrastructure that supports implementation (77).
We are yet to see large trials testing the effective-
ness of high-fidelity IPS, when implemented in lar-
ger scale, in regular clinical practice, and with
more diverse populations. We also need more
implementation and evaluation research to under-
stand the barriers and factors that hamper the
implementation or make it less successful. The cur-
rent expansion of services in various countries (in-
cluding Norway and the UK) provides an
opportunity to explore implementation issues.

IPS is an intervention that operates in the cross-
over between mental healthcare and welfare

A systematic review and meta-analysis of IPS

commissioners. It challenges attitudes and tradi-
tional ways of working. The sectorial responsibility
for IPS must also be addressed more clearly as it
sits between public sectors responsible for welfare
services and health services, which may confuse
issues of ownership and responsibility.
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IPS. A case vignette describing a person with SMI and state-
ments referring to this vignette was developed and adminis-
tered to PES employees at two timepoints, 4 years apart.
Respondents indicated their attitudes on a six-point Likert
scale to statements in accordance to the principles of IPS.
Independent two-tailed sample t-tests were used to analyse
differences between respondents in municipalities with IPS
exposure, compared to municipalities without. Multiple lin-
ear regressions with attitudes as a dependent variable was
used to test whether attitudes changed over time depen-
dent on exposure to IPS. Attitudes were generally aligned
with IPS principles compared to current PES practice. The
municipality with IPS exposure had more favourable atti-
tudes (p < 0.01). Changes in attitudes were minimal over
time and did not differ between regions (p < 0.287). Atti-
tudes of employees in PES are aligned with the principles of

IPS and to a greater extent if exposed to IPS.

1 | INTRODUCTION

Mental disorders are a leading reason for incapacity benefits and sickness absence in many high-income countries
(OECD, 2003, 2012). This has been an increasing problem for policymakers over the last decade with growing costs
to the individual, employers and society as a whole (McDaid et al., 2007). One European study estimated that 50%
of total costs related to mental ill health was due to welfare expenditure and reduced productivity (Gustavsson
et al,, 2011). In Norway, it is estimated that expenditure on disability and sickness benefits are approximately 5% of
gross domestic product (OECD, 2013).

For individuals with mental health conditions, work can be an essential element of recovery and social inclusion.
Good quality work, if sustained, has also been associated with better mental and physical health, improved quality of life
and less contact with health services (Luciano et al., 2014; Modini, Joyce, et al., 2016; van der Noordt et al., 2014). Policy
makers recognise the importance of employment integration as a central part of mental health policies, contributing to
better health outcomes and the OECD identify the need for the transformation and redesign of existing pathways to
support people with mental health conditions into work rather than onto incapacity and disability benefits (OECD, 2015).

One approach that works in alignment with mental health policies and a human-rights based approach is the
evidence-based practice individual placement and support (IPS) approach to vocational rehabilitation. IPS enables
people with moderate and severe mental health iliness to obtain competitive employment. IPS is a form of supported
employment and differs from other types of vocational rehabilitation which have traditionally taken a ‘train-and
place’-approach. Traditional vocational services typically focus time and resources on training and supporting people
to develop new skills in segregated and sheltered environments. In contrast, the primary goal of IPS is to directly find
a job and then provide continued support-a ‘place-and-train’ approach. An important evidence based principle of
IPS is the emphasis on the preferences of each individual's own employment goals, thus supporting their own per-
sonal recovery process (Bond, 2004). A recent meta-regression including more than 6000 people in 27 controlled tri-

als found that IPS increases the likelihood of achieving competitive employment for people with moderate and
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severe mental illness (SMI) two-fold, compared to current traditional approaches (Brinchmann et al., 2020). IPS has
also been tested in the Scandinavian countries with a somewhat hesitant attitude to implementation because of gen-
erous welfare policies despite this approach being effective (Bejerholm et al., 2015; Christensen et al., 2019; Reme
et al., 2019). While the efficacy of IPS is well established (Kinoshita et al., 2013; Modini, Tan, et al., 2016) and policies
support upscaling, the intervention is not fully scaled up as standard intervention anywhere in the world
(Drake, 2020). Mainstream funding is lacking and access rates for people with moderate to severe mental conditions
to IPS are low (Bond et al., 2020; Robert et al., 2016). We can point to initiatives to expand the availability of IPS in
countries, such as the UK (Melleney & Kendall, 2020) and Norway but barriers at multiple levels are reported
(Bonfils, 2021; Vukadin et al., 2021).

Supporting people with moderate and severe mental health illness into competitive employment can be chal-
lenging among personnel within public employment services (PES) (Bonfils, 2021). Such organisations often follow
defined rules and regulations in accordance with ‘train-and-place’ approaches to vocational rehabilitation for people
with limited employment experience or long-term unemployment (Hasson et al., 2011). Employees in PES' may have
both negative and positive attitudes to ‘place-and-train’ approaches such as IPS. On the positive side, they may
embrace IPS due to the evidence on efficacy (Modini, Tan, et al., 2016) and its alignment with active labour market
policies (Rizza & Fioritti, 2020). However, scepticism towards IPS and its evidence-based principles could have policy
and or practical implications (Casper & Carloni, 2007), impact on implementation efforts (Bejerholm et al., 2015;
Drake et al., 2008), and negatively influence jobseekers' beliefs and motivation in finding and managing competitive
work (Rinaldi et al., 2008). If PES professionals unduly favour traditional vocational rehabilitation principles this could
limit the effectiveness of new pathways into work for people with moderate and moderate and SMI and undermine
positive recovery processes towards work. There appears to be only one other study looking at PES staff attitudes
towards IPS which found that more specialised and trained staff showed more favourable attitudes and beliefs in
competitive employment being realistic for people with SMI (Knaeps et al., 2015). However, the many barriers
reported at local level when implementing IPS (Bonfils et al., 2017) might also influence or change attitudes towards
the principles of IPS and so attitudes should therefore also be followed over time.

Therefore, there are two aims of this study: firstly, to examine the attitudes of employees in a PES towards the
evidence-based principles of IPS during an early phase of implementation of IPS. Secondly, to examine whether these

attitudes change over time for PES employees with IPS exposure compared to employees without exposure to IPS.

2 | METHODS

This paper follows the STROBE statement for reporting (von Elm et al., 2007), following a predetermined but

unregistered protocol.

21 | Setting

The context of this study was an effectiveness study of IPS in a municipality in Northern Norway. Norway makes an
interesting case for research on IPS, both because of its generous and accessible welfare benefits, and also because of
high-welfare dependency among people with mental illness in general (Brinchmann et al, 2020; lacono, 2018;
OECD, 2013). In addition, the responsibility and the employment of IPS employment specialists are within the PES sys-
tem, not mental health services as is found in the majority of other countries. For this reason the attitudes among PES
employees is vital to understand in this context (Government of Norway, 2017). IPS was implemented in the capital
municipality in one county, the largest city in the area, with 50,000 inhabitants. Other municipalities in the region were
included as a reference group. The region has 44 municipalities, 43 of these having their own PES. These offices repre-
sent Norway's PES, functions defined at EU level: (https://ec.europa.eu/social/main.jsp?catld=105&langld=en).
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In 2013, there were 450 employees in these offices, increasing to 480 employees by 2017. The frontline PES
workers have a dual role as gatekeepers towards welfare benefits as well as helping unemployed gain employment
(Sadeghi & Fekjer, 2019). Traditionally there has been little coordination between PES staff and mental health
services to support individuals with moderate and SMI into work. The traditional way of working has been a step-
wise ‘train and place’ approach (Spjelkavik, 2012). Prior to 2013, there was no IPS activity in this region. In 2013, the
PES together with the mental health service in the capital municipality, began implementing IPS and employed three
full-time IPS employment specialists. Between 2012 and 2017, employees in the affected mental health services and
PES were trained in the evidence-based principles of IPS. The IPS program had three independent IPS fidelity
reviews during the period: the first in 2013 scored fair fidelity, while the second and third scored good fidelity. The
rest of the region did not start implementing IPS before 2017.

2.2 | Questionnaire
A questionnaire was developed based on the acknowledged eight key principles of IPS (Drake, 2012).

BOX 1 Key principles in IPS*

. Eligibility into IPS is based on patient choice; zero exclusion policy
. The vocational and clinical services are integrated

. Competitive employment is the primary goal

. Each client gets personalised benefits counselling

Focus on rapid job search (within a month)

. IPS employment specialist work systematic with job development

. Clients gets time-unlimited support

© N O LA WN R

. Job search is guided by individual preferences
(*Ref: Drake, R.E., Bond, G. R., Becker, D. R. IPS Supported Employment: An evidence-based approach. 2012: New
York: Oxford University Press.)

The questionnaire began with a case vignette about a hypothetical patient “Line” and continued with statements with
reference to this vignette (Supplement text box Vignette Line S1). Eight paired statements were developed according to
the eight key principles for IPS (Supplement figure Questionnaire S1). For each pair, one statement was in accordance to
an IPS principle whilst the other statement opposed it. The statements opposing IPS were generally in line with current
practice in the PES and in accordance with ‘train-and-place’ approaches to vocational rehabilitation. For example, for the
IPS principle “Rapid job search” we developed the statement: “Line wants to work now. This means that the job search
should start as soon as possible” paired with the divergent statement: “We need adequate time for work preparation
and treatment before looking for competitive employment”. Responses were collected on a six-point Likert scale defined
by each pair of statements. Respondents were asked to read the case vignette and respond to the statements, marking
on the Likert scale which best indicated their view. For two of the questions, 2 and 7, a score of six on the scale indicated
attitudes in accordance with IPS, whereas a score of six on all other questions indicated attitudes more in accordance
with usual practice. To check conceptual validity and as part of further questionnaire development, a focus group was

conducted with representatives from a local PES office which further refined the questionnaire.

2.3 | Design and participants

The survey was conducted initially between September and October 2013, and repeated in May 2017. Survey data

were collected in the context of meetings and seminars, or distributed by office managers at each of the 43 offices.
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IPS principle Opposing to IPS Distribution of responses, visualised as means on a 6-point Likert scale. According to IPS Tests (details in
Data from 2013 and 2017 separated into IPS site versus sites with no IPS supplementary table 1)
service.

Sumscore Difference pre-IPS 2013

p=.004*

illness such as

goal for Line as

2013 41.98 Difference post IPS 2017
Y AU = 12 £ p=.0013*
Change in IPS-area p=.034
2017 =4.62 Change outside IPS area
CIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIMNA97 p<.001*
Interaction time vs place
1 2 3 4 5 6 p=.287
ONo IPS Z'IPS site
Eligibility based We must be We must Difference pre-IPS 2013
on client’s choice | realistic. Line has emphasize Line’s | p=.127
experiencedmany | 2013 _E 11 wishes. Line Difference post IPS 2017
defeatsand | 0 0~————————————"———————— =532 should be allowed | p=.0045*
should be offered to try and gain Change in IPS-area p=.062
a new supported 2017 ___________________'3 competitive Change outside IPS area
work positon | 0 0———m———————————————— =14.94 employment. p<.001*
before a possible Interaction time vs place
application for a 1 2 3 4 5 6 p=.088
permanent
disability pension ONo IPS L1IPS site
is sent
Integration of Health There is no reason | Difference pre-IPS 2013
mental health professionals to wait for further | p=.004*
with employment | should complete 518 medical Difference post IPS 2017
services both their 2013 —____________——— (" (——_ /- assessments and | p=.0969
assessmentsand | 22020 0 —————————————————————— F—+-5159 treatments. The Change in IPS-area p=.03*
treatment of Lir?e 89 Public Change outside IPS area
before the public 2017 1 Employment p=.005*
employment =522 office must, in Interaction time vs place
office can help close p=.739
her get a job 1 2 3 4 5 6 collaboration with
the health sector,
ONo IPS  L1IPS site facilitate the
process of looking
for competitive
employment.
Competitive Usually it is not | think Difference pre-IPS 2013
employment realistic for competitive p=.151
people with a employment Difference post IPS 2017
serious mental should be the p=.044*

Change in IPS-area p=.076

ONo IPS LIPS site

Line, to function 2017 t’:ﬁ 01 long as that is Change outside IPS area
in a competitive gy g g gy g g = 1 what she wants. p<.001*
job. Interaction time vs place
1 2 3 4 5 6 p=.287
ONo IPS LIPS site
Personalized Line has been If Line really Difference pre-IPS 2013
welfare benefit dependent on wants to work, p=.655
counselling social welfare =3.87 NAV’s financial Difference post IPS 2017
financial support will not p=.580
support/benefits hinder her. Change in IPS-area p=.895
for a long time 2017 _____________L_'__$'87 Financial advice Change outside IPS area
andsheis | @ ————————————— E=1+4.02 will not be p=.931
understandably deciding factor in | Interaction time vs place
scared of losing 1 2 3 4 5 6 Line getting a job | p=.861
this. She will need or not.
advice and ONo IPS LIPS site
support in order
to try competitive
employment.
Rapid job search | We need Line wants to Difference pre-IPS 2013
adequate time for work now. This p=.368
work preparation 2013 — - __ _ _ —————__—_—_—— 83 means that the Difference post IPS 2017
and treatment | @00l ————————— e —— — — F=1-4.97 job search should | p=.006*
before looking for start as soon as Change in IPS-area p=.093
. —-3.91 . .
competitive 2017 —__ . possible. Change outside IPS area
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1 2 3 4 5 6
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FIGURE 1 Aggregated reported means at two different locations and timepoints
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*Statistically significant finding (p<.05)

FIGURE 1 (Continued)

At the seminars, one of the authors collected the responses with help from personnel from PES. When the survey
was completed in the local PES offices, the local office managers sent the responses to the researchers by post.
Completing the survey was voluntary and anonymous.

24 | Statistics

Data were analysed by Stata version 15 (StataCorp, 2017). Scores for each of the statements, as well as a sum score
for overall attitude towards the IPS principles were computed. The internal consistency of this scale was analysed by
Cronbach's coefficient alpha. The independent samples t-test was used to analyse differences between responses
from the geographical area with IPS exposure and areas without IPS exposure. This was executed for the total sum-
score and for each of the individual items at two timepoints. Multiple linear regressions with attitudes as the depen-
dent variable were also used to test the hypothesis that attitudes changed over time, dependent on IPS exposure.
The hypothesis for interaction was tested by an interaction term (time by site) where both were coded as
dichotomous, indicating 2013 versus 2017 and IPS versus no IPS exposure.

3 | RESULTS

The response rate was 86% in 2013 (385 out of 450), and 68% in 2017 (324 out of 480).
The Cronbach's coefficient alpha based on standardised items for the sum score was 0.616. In Figure 1,
responses are illustrated with histograms. The survey done in areas without IPS experience are shown as bars with

black borders in the histogram, and the survey done at areas with experience with IPS are shown as bars with dotted
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borders. The figure illustrates aggregated means with 95% confidence intervals for responses on each IPS principle
in 2013 and 2017 for areas with and without IPS. P-values from independent t-test show whether changes in scores
between 2013 and 2017 were significant. (Figure 1 and supplement Table S1). The statements consistent with IPS
principles are on the right side of the figure, and the statements that are inconsistent with IPS principles are on the
left. Respondents reported attitudes in favour with the IPS principles, and in disagreement to the current practice,
they were expected to follow. The result regarding the item on the role of personalised welfare benefits counselling,
was the only item that revealed a neutral attitude between opposing statements.

The total sum-score for attitudes was in favour of the IPS principles with mean scores of 4.98 in municipalities
without exposure to IPS and 5.18 with IPS exposure in 2013. Attitudes changed in a less favourable direction, from
an IPS perspective, from 2013 until 2017. In 2017, the average score was 4.62 in municipalities without IPS expo-
sure and 4.97 with IPS exposure. The difference in average attitudes between regions with and without IPS exposure
were statistically significant in 2013 and 2017 (p < 0.01). The decrease in favourability towards IPS exposure was
also statistically significant (p < 0.001). There was no time by place interaction in the development of attitudes (all

p > 0.05) and the trends were parallel in areas with and without IPS exposure (Figure 1 and Supplement Table S1).

4 | DISCUSSION

This study is to the best of our knowledge the first study looking at PES attitudes to IPS in a Scandinavian context.
The findings from this survey suggests attitudes strongly in favour of the key principles in a ‘place and train’
approach. These positive attitudes are statistically stronger in the municipality with training and practical IPS-expo-
sure, compared to municipalities without exposure to IPS. All municipalities show a statistically significant decrease
in positive attitude towards these principles after 4 years, with the strongest decrease in the area without IPS-expo-
sure. However, the scores, as defined by the scale, are still positive and there is no statistical difference between the
two groups for how attitudes changed dependent of time and exposure to IPS.

The decline in positive attitude between time periods is significant but small and suggests that the initial
favourable perspective has been tempered over time, although still positive. In Norway, the Directorate of Labour
and Welfare (PES) has been an advocate for IPS, and several policy documents have supported the development
towards a more general 'place-and-train' approach in the PES (NOU, 2012:6, Arbeids- og velferdsdirektoratet, 2015).
This might partly explain the positive attitudes in favour of this approach among PES staff across all areas in our
study, although more positive in areas exposed to IPS. The decline in attitudes might reflect both the experiences
and practical implications of trying to implement IPS in Norway, but also a regression towards the means after the
first survey.

It's interesting to note that all PES staff significantly decreased their positive attitudes towards specific questions
regarding integration of employment support with health services and time unlimited support. These principles rely
on close and timely collaboration between sectors, and although we see a large scale-up of IPS in Norway, integra-
tion challenges are one of the biggest barriers (Fyhn et al., 2021; Moe et al., 2021).

Responses to the item on the role of personal benefit counselling were less in favour of IPS than the average of
the other items. The IPS implementation literatures focus on welfare benefits and became an additional evidence
based principle based on randomised controlled trials outside of North America (Bond, 2004). In a Scandinavian con-
text, in-work poverty does not really exist compared to other countries. Norway is a generous and comprehensive
welfare state and has an active labour market policy. Living in a well-resourced welfare state might affect norms and
values (van der Wel & Halvorsen, 2015). The latent functions of work like having colleagues, social support, the
achievements of personal goals, time structure and quality of life might be considered as potentially more important
motivators for whether people want a job or not, rather than the need to reduce public expenditure.

If this study is capturing the true attitudes of PES employees, there is little reason to believe that employees

hold a strong belief in the traditional principles following a 'train-and-place' approach that they might have been
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expected to follow in their daily work. The findings suggest that competitive employment is viewed as both possible
and realistic for people with moderate and SMI. This is reassuring as such attitudes should prevail from PES staff
who are tasked with helping unemployed and disadvantaged people back into the labour market. Nevertheless, a
prevocational training approach across the sector and a focus on direct placement into competitive employment
without prevocational training or through a stepwise training approach in sheltered working environments still
prevails.

The positive attitudes might also suggest that PES employees consider there are employment opportunities for
a range of workers with little or no current work history within a labour market which is highly unionised with good
job security. This may be partly influenced by prevailing economic circumstances. The unemployment rate has been
low in this region over a long period, and there is also growth in employment possibilities, although lower than the
median growth in the rest of Norway during the same period.

The findings from our study appear to align with results from Knaeps et al., 2015 that more specialised trained
counsellors believe more in competitive employment for people with SMI. Most studies that have examined atti-
tudes towards employment and IPS, have been focused on health and social care staff. This reflects the dominant
implementation stance across the world where IPS is delivered by mental health services rather than PES’. The atti-
tudes of health and social care staff has shown that they underestimate people with moderate to SMI' wishes to
return to work and their capability to work, along with overestimating the risks connected to work related stress and
fears of relapse (Boardman et al., 2003; Brucker & Doty, 2019; Marwaha et al., 2009). Training and exposure to IPS
for health staff have been shown to result in more positive attitudes and behaviours towards supporting clients to
gain and retain employment (Brucker & Doty, 2019; Craig et al., 2014; Rinaldi et al., 2011).

5 | IMPLICATIONS FOR POLICY

Norway has seen a shift in policy from 'train-and-place' to a more evidence-based 'place-then-train' approach. The
positive attitudes among PES employees in this study probably reflects that shift in policy. Policies and attitudes seem
to be in place to support an upscaling of IPS, but important steps remain. The pathway from attitude to behaviour is
still to be investigated, and to enhance a shift in behaviour, several steps might be considered. Practical implementa-
tion of IPS requires investment in a system for training, supervision and technical support to achieve good under-
standing of how well the evidence-based practice has been implemented (fidelity) and its sustainability over time
(Isett, 2008). Training, fidelity checks and supervision is currently funded through the PES in Norway but it remains to
be seen whether these systems sustain over longer time-periods (Helsedirektoratet og velferdsdirektoratet, 2019).
Fidelity monitoring will help understand organisational dynamics and how the principles work in daily practice in PES
and in the collaboration between PES and health services. This can support further necessary pragmatic adaption of
rules and regulations as well as minimise problems arising from siloed separation of budgets between PES and health.
Flexibility in welfare benefits are also issues that policy should address to support further service redesign for people
with moderate to SMI. It is possible that people with moderate to SMI might be reluctant to consider work if this
means period of financial hardships between work periods. From a wider perspective, the economic case for IPS also
needs to be considered as a critical input to plan and prioritise the further upscaling of IPS. If in the long-term IPS can
achieve better mental (and physical) outcomes while reducing long-term welfare dependency (Holmas et al., 2021)
there are potential economic benefits to both the health sector and PES. Based on the efficacy of IPS for people with
moderate to SMI, the approach is rapidly expanding into other client populations around the world (Hellstrom
et al., 2021; Probyn et al., 2021). Research will be critical to the understand whether adaptations or adjustments to
the existing IPS principles are needed for these populations.

Furthermore, wider societal attitudes towards mental illness in society may need to be addressed; negative pub-
lic attitudes towards active labour market interventions like IPS may limit their expansion. It must be remembered
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that while supported employment and a right-based approach is supported by employees in PES, social stigma

around mental illness in society in general still persists (Brouwers, 2020; Fyhn, 2021).

6 | LIMITATIONS

This study has some limitations. First; the attitude checklist applied in this study was developed by us for this project.
Secondly; the Cronbach's Alpha was 0.616, indicating this may not be a univariate latent construct with high-internal
consistency. There also appears to be a ceiling-effect in the responses, which were more in favour of IPS than the
current practice the respondents were expected to follow in their daily work. This may be due to a social-desirability.
Third, a vignette with a more severe diagnosis or lower function level would most likely have reduced the support
for the IPS principles, hence also reducing the potential ceiling-effect. A vignette with a person with an addiction
may, for example, be perceived as more self-inflicted, blameworthy and dangerous and might influence willingness
to assist with job seeking and job keeping (Corrigan, 2007). Despite limitations the results clearly show favourable
attitudes towards the key principles of IPS reported by a large sample at two time-points over several years and so
we believe the results to be valid.

7 | CONCLUSION

Attitudes of PES employees appear to be in line with the policy direction of IPS and ‘place and train’ approaches to
vocational rehabilitation in Norway. These attitudes do not appear to have changed significantly over time but in
areas where PES employees have training and exposure to IPS, their attitudes are more positive. However, we do
not know whether such attitudes translate into behaviours and improved labour market outcomes for people with

moderate to severe mental health conditions.
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Abstract

Background. Individual placement and support (IPS) is an evidence-based practice that helps
individuals with mental illness gain and retain employment. IPS was implemented for young
adults at a municipality level through a cross-sectoral collaboration between specialist mental
healthcare, primary mental healthcare, and the government funded employment service
(NAV). We investigated whether IPS implementation had a causal effect on employment out-
comes for all young adults in receipt of a temporary health-related rehabilitation (work assess-
ment allowance, WAA) welfare benefit, measured at the societal level compared to
municipalities that did not implement IPS.

Method. We used a difference in differences design to estimate the effects of IPS implemen-
tation on the outcome of workdays per year using longitudinal registry data. We estimate the
average effect of being exposed to IPS implementation during four-years of implementation
compared to ten control municipalities without IPS for all WAA recipients.

Results. We found a significant, positive, causal effect on societal level employment outcomes
of 5.6 (p=0.001, 95% CI 2.7-8.4) increased workdays per year per individual, equivalent to
12.7 years of increased work in the municipality where IPS was implemented compared to
municipalities without IPS. Three years after initial exposure to IPS implementation indivi-
duals worked, on average, 10.5 more days per year equating to 23.8 years of increased work.
Conclusions. Implementing IPS as a cross sectoral collaboration at a municipality level has a
significant, positive, causal, societal impact on employment outcomes for all young adults in
receipt of a temporary health-related rehabilitation welfare benefit.

Introduction

Individual placement and support (IPS) is an evidence-based practice that helps individuals
with mental illness gain and retains employment (Bond, 2004). It is a form of supported
employment that is integrated with mental health services to provide comprehensive multidis-
ciplinary support. IPS is manualized (Becker & Drake, 2003) with a fidelity scale (Bond,
Peterson, Becker, & Drake, 2012) which assesses whether it is being implemented as intended.
IPS has been shown to be both the most effective and cost-effective way of supporting indivi-
duals with mental illness into employment with over 27 randomized controlled trials (RCTs)
finding employment rates to be more than doubled in IPS compared to other vocational
approaches (Brinchmann et al., 2020; Park et al., 2022). Internationally, observational studies
demonstrate IPS can be implemented into routine clinical practice to good fidelity with local
contextual adaptations (Bond, Lockett, & van Weeghel, 2020; Richter & Hoffmann, 2019).
Based on the effectiveness for individuals with mental illness, IPS is expanding, with positive
emerging findings, to serve health conditions beyond mental illness (Bond, Drake, & Pogue,
2019) including young adults at risk of early work disability (Sveinsdottir et al., 2020). At a
macro-economic level, IPS effectiveness is found to be independent of gross domestic product,
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unemployment rates, generosity of welfare benefits, or type of
integration policies (Brinchmann et al., 2020).

For people with mental illness there is good RCT evidence for
IPS at the individual level (de Winter et al,. 2022) and emerging
positive RCT evidence for other health conditions (Probyn et al,
2021). However, there is a lack of evidence for a societal impact
(Boardman & Rinaldi, 2013) and a need for a higher order test
beyond individual level efficacy and effectiveness RCTs. This
study reports on the implementation of IPS as a cross sectoral
collaboration at a municipality level for young adults with mental
illness and in receipt of a temporary health-related rehabilitation
welfare benefit. An assumption was made that by implementing
IPS as a cross sectoral collaboration it would influence employment
outcomes that extend beyond the target group as the implementa-
tion of IPS would impact on the ways of working across both spe-
cialist and primary mental healthcare, and the government funded
employment service. It is important to test this hypothesis because
of the potential population health and economic benefits as well as
implications for societal well-being. Considering this, the aim of
this study is to test whether IPS implementation within a munici-
pality area has an effect on employment outcomes for all young
adults in receipt of a temporary health-related rehabilitation welfare
benefit, measured at the societal level compared to municipalities
that did not implement IPS.

Methods
Setting

The intervention municipality was Bode, which is the second lar-
gest city in northern Norway and the capital in Nordland County.
The municipality has approximately 50000 inhabitants and a
population density of 39.3/km>. The specialist mental health ser-
vices in Bode provide both inpatient and outpatient care and in
primary care there is a mental health outreach service for people
with mental illness who need longer-term support based on the
nature, duration, and complexity of their needs. The city has a
government funded employment service (NAV) which provides
all employment and welfare services.

IPS implementation

IPS was implemented at a municipality level through a cross sec-
toral collaboration, led by specialist mental health services with
the primary care outreach service and NAV. An implementation
support team included a ‘change agent’ within each sector respon-
sible for the preparation and implementation of IPS. Throughout
the implementation, clinicians, NAV frontline staff and leaders
were frequently brought together for education, training, and
guidance about IPS and associated ways of working to counteract
the traditional silos between services. To understand the impact of
this, repeated testing of NAV staff attitudes towards IPS happened
in 2013 and 2017 (Brinchmann et al., 2022).

Two implementation frameworks were used during the prepar-
ation and implementation stages: The New Hampshire-
Dartmouth Research Center Toolkit (Swanson, Becker, Drake, &
Merrens, 2008) with the IPS fidelity scale and, the Exploration,
Preparation, Implementation, Sustainment (EPIS) framework
(Aarons, Hurlburt, & Horwitz, 2011) to understand the inner and
outer contexts within the implementation and the interplay between
them. For a review of the outer context see (Moe et al., 2021).

IPS implementation occurred in three stages: a preparation stage
(2010-2012), an implementation stage (2013-2016) and a
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sustainability stage (2017-2019). Table 1 shows the preparation and
implementation stage factors, timeline, implementation context and
process outcome data including independently assessed fidelity scores.

Target population for IPS

The target population for IPS were young adults (18-40 years)
receiving support from a multidisciplinary psychosis team within
specialist mental health services, those receiving support from the
primary care mental health outreach service and, receiving the
work assessment allowance (WAA) welfare benefit. Clinicians
were instructed that individuals they considered being unable to
pursue life goals such as employment could be included. The
WAA is the only temporary health-related rehabilitation benefit
in Norway and is available to individuals assessed as having at
least a 50% reduced work capacity due to a medical condition
(National Insurance Act, 2017).

Study population

Norwegian inhabitants aged 18-40 with an ongoing WAA in Bode
municipality or ten comparable control municipalities without IPS
were our study population. Control municipalities were selected a
priori based on KOmmune STat RApportering (KOSTRA) reporting
from Statistics Norway (SSB). The KOSTRA report classifies
Norwegian municipalities into “population size, economic workload,
and economic capacity. Economic workload and capacity measures
are estimated by the local government spending behavior model and
depend on local government income, socio-demographic factors and
geographic variables” (Kringlebotten & Langergen, 2020). Control
municipalities were Kongsberg, Lier, Royken, Horten, Tensberg,
Larvik, Faerder, Porsgrunn, Grimstad, and Steinkjeer.

Study data source

We used high quality longitudinal registry data collected and
linked by NAV. Demographics, contractual man-days (defined
as “the number of days a person has agreed to work for his
employer in a given period, adjusted for fraction of employment,
weekends and public holidays.” (Statistikk sentralbyrd (Statistics
Norway), 2000), WAA, and diagnoses were included in the data-
set. WAA was originally recorded with exact start and stop dates.
WAA main diagnoses were registered using either International
Classification of Diseases (ICD-9 or 10) or International
Classification of Primary Care (ICPC, ICPC-1, ICPC-2). Before
2015, workdays were reported quarterly; after 2015, monthly.
Workdays per month/quarter were merged into ‘workdays per
year’ for comparison across the study period.

Longitudinal data from 2010-2019 enables us to follow indivi-
duals. Deaths and migrations are included for the time they were
present. To avoid selection bias, first-time WAA exposure in the
intervention group (Bode), where IPS was implemented, is com-
pared to first time WAA exposure controls. Thus, both controls
and intervention groups had WAA-triggering health conditions
the same year.

Study design

Registry data allowed us to use a longitudinal interrupted
time series quasi-experimental design, one of the strongest
non-experimental difference-in-differences (DID) estimate meth-
ods that facilitates causal inference when randomization is not
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Table 1. Preparation and implementation stage factors, timeline, implementation context, and process outcome data

Preparation stage

Implementation stage Implementation

Implementation measure context Data source
2010 2011 2012 2013 2014 2015 2016

Organizational - bridging factors
Formal agreements between Inner & Outer Admin data
organizations
Community academic partnership Inner & Outer Admin data
Funding Inner & Outer Admin data
Implementation team and change Inner Admin data
agents
Assessment of organizational Inner Hansen (2012)
readiness to implement IPS

Organizational - IPS
Employment specialists (FTE) n=3 Inner Admin data
Employment Specialist turnover rate 94% Inner Admin data
(voluntary employee turnover rate)
Health teams delivering IPS n=2 Inner Admin data
NAV counselors’ attitudes towards Inner & Outer Brinchmann
IPS et al. (2022)

Individual characteristics

- IPS users
IPS users n=200 Inner Admin data
IPS users employment outcomes n=98,49% Inner Admin data
achieved

Quality - Fidelity
Fidelity support and ongoing quality Inner Admin data
improvement
Independent fidelity reviews Inner & Outer -

-Primary care fidelity scores 93 107 105 Inner Admin data

(Fair) (Good) (Good)
-Specialist care fidelity scores 96 106 105 Inner Admin data
(Fair) (Good) (Good)

Ynner context is understood as micro- and meso-level influences, whereas the outer context refers to macro-level influences.

possible (Leatherdale, 2019). We used a DID to estimate the
effects of IPS implementation on workdays per year. DID esti-
mates the average treatment effect on the treated group (ATET).
We estimate the ATET of being exposed to IPS implementation
in Bode during four-years of implementation (2013-2016).
IPS-exposure is estimated for all Bode WAA recipients.

The DID framework is based on two differences: the difference
in outcome before and after treatment for both controls and treat-
ment groups and, the difference in mean outcome between the
two groups. This second difference, given some restrictions, pro-
vides unbiased estimates of the effect of interest.

Given the longitudinal format and repeated observations on
each individual, we specify a fixed effects panel data model for
the DID analyses.

Yie =« +Yt+zictB+Dct6+8ict (11)

Here, y;. represents the dependent variable ‘work-days-per-year’
for individual i at time ¢ which ranges from year 1 to 7, where 4 is the
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intervention year. Thus, we follow individuals for three years before
and after intervention. The group-level variable ¢ denotes city of resi-
dence. g are the individual fixed effects and Y, are time fixed effects.
Zj are time-varying covariates depicting marital status and children,
and e is the error term. D, denotes IPS-exposure that varies over
time and municipality-level. IPS was implemented in Bode in
2013-2016, and the DID model in 1.1 is estimated for the four
years combined, thus providing an overall effect of the program.

The fixed-effects procedure has great strengths. It allows the
control for effects of measured and unmeasured time-constant
variables and unmeasured variables need not be independent
from the measured (Petersen, 2004). Unfortunately, these advan-
tages only allow estimation of time-varying variables. The fixed
effects estimator uses the within-individual-level deviation from
the mean of each variable across time; it is not possible to estimate
the effects of time-constant background variables. Thus, variables
such as gender, country of birth, and family background can only
be controlled for, but not estimated directly in the fixed-effects
model.
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Graphical diagnostics for parallel trends
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Figure 1. Parallel trend plots to assess the parallel-trends assumption?.

2Internal validity of DID models rely on the parallel trends assumption: That there are parallel trends between controls and treatment before the intervention to

ensure the effects are not driven by trends unrelated to the intervention.

Unbiased estimates rely on two assumptions. Firstly, there are
parallel trends between controls and treatment before the inter-
vention to assure the effects are not driven by trends not related
to the intervention. Second, the parallel development would
have been the same without the intervention. Only the first
assumption is testable.

Figure 1 shows trend plots used to assess the parallel-trends
assumption. The left-hand plot depicts the mean outcome over
time for treatment and control groups. The right-hand plot incor-
porates interactions of time with a treatment indicator into our
DID model and calculates predicted values of our augmented
model for both groups. The vertical lines indicate one year before
treatment. Additional F-tests on the trajectories of the mean num-
ber of workdays confirms the null-hypothesis of parallel trends
cannot be rejected.

Post treatment effects over time

Rather than assuming a single treatment-effect estimate is constant,
we examined ATET changes over time. We fitted a DID model that
included lags and leads of an indicator at the time of IPS initiation.
Lag coefficients were used to evaluate any changes in ATET during
the post treatment era. Granger plots (Fig. 2, online Supplementary
Appendix Figure 2) illustrate pre- and post-intervention treatment
effects of IPS implementation in Bode.

Testing if the IPS effect is dependent on diagnosis by triple
difference estimation

We used a triple difference method (DiDiD) (Olden & Mgen,
2022), an extension of the DiD method, to delve deeper into
the impact of IPS implementation across four diagnostic
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subgroups: (1) all non-organic mental disorders, (2) severe mental
illness (SMI), (3) non-severe, non-organic mental disorders, and
(4) somatic disorders. The DiDiD method enables a more
nuanced causal inference by introducing a third layer of compari-
son (in this case, diagnostic subgroups). By doing this, we aimed
to isolate and estimate the causal effects of IPS exposure within
each diagnostic category while controlling for potential biases
due to time trends, geographic variations, and other unobserved
heterogeneities. The DiDiD approach can estimate if the causal
impact of the IPS intervention varied systematically across differ-
ent diagnostic groups, thus providing a more comprehensive and
detailed understanding of the intervention’s effectiveness and
applicability across diverse patient groups in the context of work-
days per year.

The DiDiD estimator is computed as the difference between
two difference-in-difference estimators. In our case, the differ-
ences between the broad group of WAA participants in Bode
and controls as well as the difference between the diagnostic sub-
groups in Bode and controls. The triple difference estimator does
not require two parallel trend assumptions for a causal interpret-
ation (Olden & Mgen, 2022).

The fixed effects triple-difference model is given by

Yiest = Qi + Yt + Yth + YtYs + ZictB + Dct‘S + Eicst (12)

In addition to the elements in 1.1, the triple-difference model
in 1.2 incorporates the interactions of the group level variables
and time. Thus, the city of residence c is interacted with time t,
as well as the diagnostic group-variables with time t.
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Effects over time, leads and lags with 95% ClIs
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Figure 2. Granger plot - post treatment effects over time’.
“Granger plots show time-specific treatment effects. Time 1-
3 represents the pre-exposure period, the three years before
w an individual received WAA. Time 4 represents the year an
T T T T T T T individual started receiving the WAA for the first time (and
1 2 3 4 5 8 7 &

Time in years

Ethics and consent statement

The authors assert that all procedures contributing to this work
comply with the ethical standards of the relevant national and
institutional committees on human experimentation and with
the Helsinki Declaration of 1975, as revised in 2008. All proce-
dures involving human subjects/patients were approved by The
Regional Committee for Medical and Health Research Ethics
Region North, Norway, approval number: 2012/2239. The ethics
committee waived the need for individual consent for this
study, given that the register data used are in an anonymized
and in a de-identified format.

Results
Descriptives

Bode and controls were comparable across most demographic
variables (Table 2). Our sample is fairly homogeneous, made up
of individuals who are on average in their late-20s. While
women are generally overrepresented, Bode had 5.6% (p=0.01)
more females than the control group. Bode residents were also
significantly less likely than controls to be married/de-facto
(p=0.003) although their average number of children was similar.
Bodo had a slightly lower proportion of individuals with SMI and
other non-organic mental disorders and a slightly higher propor-
tion with somatic disorders compared to controls.

Causal effects of IPS exposure: difference-in-differences

Our analyses using the DiD method found that exposure to IPS
implementation has a significant, positive, effect on workdays
per year at a societal level. The ATET of IPS implementation
was 5.6 (p=0.001) increased workdays per year per individual.
This is equivalent to 3141.6 increased workdays per year for the
total Bode sample (1 =561). In Norway, there are 248 workdays
per year, an ATET of 5.6 workdays per year corresponds to 12.7
(3141.6/248) increased years of work for the whole group exposed
to IPS implementation.
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was thus exposed to IPS implementation). Time 5-7 corre-
sponds to the post-exposure period, i.e. the three years fol-
lowing initial WAA receipt/exposure to IPS implementation.

The associated granger plot (Fig. 2) indicates the treatment effect
improves over time. The coefficients on leads for the first three years
(time 1-3) are close to 0, indicating no anticipatory effects prior to
IPS-exposure. However, following initial exposure (time 4), treat-
ment effects increased steadily throughout the post-exposure period
(time 5-7). Three years after initial exposure to IPS implementation
(time 7), Bodg residents worked, on average, around 10.5 more days
per year equating to 23.8 years of increased work.

Causal effects of IPS exposure: triple difference

While all our analyses using the DiDiD method were statistically
insignificant (Table 3), they do suggest that exposure to IPS
implementation was more effective in the context of workdays
per year for individuals who receive the WAA due to mental dis-
orders than it is for those who receive the WAA recipients due to
somatic disorders.

Sensitivity check

Our results came from Bode or control municipalities residents
with valid-observation years across the observation period.
Thus, contributing to the estimates for the years they were present
in the municipality. This is comparable to an ‘intention to treat’
RCT design.

A design could include only those who are resident in the
municipalities over the full observation period which would be
comparable to an RCT design including only the treated.
Excluding the possibility of selection effects driving our results,
we ran analyses excluding those who died, moved, or migrated.
980 individuals were lost to follow-up. 682 moved to another
municipality, 31 died, 13 migrated, and 254 were unknown.

Descriptive statistics for this second analytical sample (online
Supplementary Appendix Table 1) are markedly like the first ana-
Iytical sample (Table 1). The most notable difference is within
both groups there was a slightly lower proportion granted WAA
due to non-organic mental disorders and a slightly higher
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Demographic variables Bodg

Control group (10 municipalities) Significance tests

n 561

3150

Gender (%)

X*=6.1df=1p=0.01

Female 61.0%* (n=342)

55.4% (n = 1744)

Male 39.0% (n=219)

44.6% (n=1406)

Mean age (years) 29.1 (s.Dn. 6.9)

28.5 (s.0. 6.9) t=—1.9, df=3709, p=0.06

Civil status (%)

X?=9.8400 df=1 p=0.002

Married/de-facto 12.3% (n=69)

17.7% (n=>557)

Single 87.7% (n=492)

82.3% (n=2593)

Country background (%)

X?=6.7821 df=2 p=0.03

Norway 18.9% (n=106) 23.5% (n=739)

Other 2.0% (n=11) 2.6% (n=81)

Missing® 79.1% (n=444) 74.0% (n=2330)

Children under 18 (mean) 0.8 0.8 =—0.4, df=3709, p=0.70

Diagnostic distribution

X*=5.5706 df=4 p=0.23

Severe mental illness (SMI)® 9.8% (n=55)

11.6% (n = 366)

Non-severe, non-organic mental disorders 44.7% (n=251)

46.5% (n = 1465)

Organic mental disorders 0.0% (n=0)

0.2% (n=6)

Somatic disorders 45.1% (n=253)

41.0% (n=1291)

Missing 0.4% (n=2)

0.7% (n=22)

3Measured at first time of WWA recipiency.
“Note that percentages may not add up to 100 due to rounding up.
5The “Missing” category indicates that this data was missing from the register.

SSevere mental illness as defined in the Norwegian Opptrappingsplan for psykisk helse (Escalation plan for mental health) (2023-2033): Substance use disorders, severe bipolar disorders,

major depressive disorder, schizophrenia, and personality disorders.

Table 3. Triple difference results

Diagnostic group ATET: Work days per year

All non-organic mental disorders 4.4 (p=0.26) (Cl —=3.9 to 12.8)

Severe mental illness 4.1 (p=0.32) (Cl —4.7 to 12.9)

Other non-organic mental disorders 5.7 (p=0.15) (Cl —2.4 to 13.7)

Somatic disorders —2.0 (p=0.63) (CI —11.2 to 7.1)

proportion with somatic disorders (Table 1, online
Supplementary Appendix Table 1).

Parallel trends plots (online Supplementary Appendix
Figure 1) and F-tests confirmed the parallel trends assumption
was fulfilled for this narrower study population and DID analysis
again found a significant positive result in favor of Bode, with
ATET of 5.9 (p=0.002) workdays per year, corresponding to a
societal impact of 11.0 increased years of work for the whole treat-
ment group. Furthermore, the associated granger plot (online
Supplementary Appendix Figure 2) shows the effect of IPS expos-
ure improved over time, after three years the ATET was around
9.5 workdays per year equating to 17.8 increased years of work
for the treatment group.

DiDiD estimates, excluding those lost to follow-up, were all stat-
istically insignificant (online Supplementary Appendix Table 2).
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Discussion

We tested the bold assumption that implementing IPS as a collab-
orative partnership within a municipality would have a societal
impact on the employment outcomes for young adults who
received WAA. We found a significant, positive, effect on societal
level employment outcomes corresponding to 5.6 (p=0.001)
increased workdays per year per individual which is equivalent
to 12.7 years of increased work where IPS was implemented, com-
pared to municipalities without IPS. The effect found is measured
for a large population, all WAA recipients, not just those who
received IPS employment support, or individuals with mental ill-
ness. Additionally, the effect improves over time, three years after
initial exposure to IPS implementation individuals worked, on
average, around 10.5 more days per year equating to 23.8 years
of increased work. When carefully conducted, quasi-experimental
designs can be a robust alternative to RCTs (Kontopantelis,
Doran, Springate, Buchan, & Reeves, 2015). Assuming one
accepts the premises of the statistical model and that the assump-
tions have been satisfied; longitudinal interrupted time series
quasi-experimental design models provide unbiased estimates.
However, and given the design of the study, the analytical
approach does not allow the direct identification of the mechan-
ism mediating the effect. In our case the effects can be the result
of two separate mechanisms or the combination of them. Thus,
the estimated effects can be a direct cause of IPS participation
for the approximately 200 IPS participants, or it can be a spill-
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over effect stemming from the larger WAA population of Bode.
Thirdly, and most likely, the estimated effect from IPS can be a
combination of direct and spill-over effects.

As far as we know, this is the first study to investigate a societal
impact of IPS implementation on employment outcomes. To date,
RCTs demonstrate the effectiveness of IPS for individuals with
mental illness (de Winter et al., 2022) with emerging evidence
for other populations (Bond et al., 2019; Probyn et al, 2021;
Sveinsdottir et al., 2020). The majority of IPS implementation
studies demonstrate effectiveness at the individual level with
only one study demonstrating a population level impact on the
employment rates of individuals using specialist mental health
services (Rinaldi, Montibeller, & Perkins, 2011).

From an implementation perspective, the estimated direct and
spill-over effects found have several possible explanations. IPS
implementation was a purposeful collaborative partnership
between specialist and primary mental healthcare services, and
NAV with the aim to implement the values, principles, and prac-
tice of IPS across each organization. It is therefore unsurprising to
find that exposure to IPS implementation was more effective for
individuals with mental illness than it was for those with somatic
disorders. NAV frontline staff and primary and specialist mental
healthcare professionals received extensive IPS training and tech-
nical assistance before and during implementation. The change
agents actively used the inner context implementation outcome
data to enhance implementation efforts and improve the quality
of services. Whilst health professionals’ attitudes to individuals
with mental illness gaining employment are well documented
(Finne & Holt, 2023; Lettieri, Soto-Pérez, Diez, Bernate-
Navarro, & Franco-Martin, 2022) it was important for the imple-
mentation team to understand the attitudes of NAV frontline staff
as they are pivotal in the assessment, decision-making and trajec-
tories of all WAA and Disability Pensions claimants. NAV front-
line staff in Bode were consistently more positive towards the
evidence-based principles of IPS and associated ways of working
compared to municipalities where IPS was not implemented
(Brinchmann et al.,, 2022). Media (newspapers and social media)
were actively used to frame the unemployment of individuals
with mental illness as a community challenge. The collaborative
partnership ensured IPS was embedded within each organiza-
tion’s broader strategies whilst the employment specialists and
the implementation team worked horizontally and vertically
across the organizations to bridge the silos between specialist
and primary mental healthcare and NAV. Frequent collaborative
meetings brought together leaders, clinicians, employment specia-
lists and frontline NAV staff which we believe provided an imple-
mentation mechanism to help to counteract the traditional silos
of services, supported the diffusion and spread of IPS, challenged
stigma and discrimination for individuals with mental illness
whether or not they received IPS and provided better continuity
of support for individuals across the organizations.

The IPS service received ‘good’ ratings from independent fidelity
reviews. Though, short-term annual project funding caused a high
turnover of employment specialists which appears to be a common
phenomenon (Butenko et al., 2022). However, all employment spe-
cialists who left their IPS roles continued to support unemployed
individuals with mental illness or somatic disorders to gain and
retain employment within Bode. They left to work in NAV, health
services or private vocational rehabilitation agencies which may
have further supported the spill-over effect found.

Regardless of the merits of IPS as an intervention, how such
interventions are implemented within and across systems matters.
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In most countries, health services and government funded employ-
ment services operate independently of each other, with different
aims and objectives along with different approaches and are often
organized under different government departments. Since 1997,
Norwegian health policy has prioritized the employment of indivi-
duals with mental illness (Ministry of Health & Care Services, 1997)
and in 2007, the Ministry of Labour and Social Inclusion and,
Ministry of Health and Care Services jointly published a national
strategic plan for work and mental health (Ministry of Health &
Care Services & Ministry of Labour & Social Inclusion, 2007).
This policy framework highlighted IPS and recognized the need
for coordinated support from health and social services and the
Labour and Welfare Administration to support individuals with
mental illness to be able to work. The effects found in our study
support the use of multisectoral and collaborative approaches to
the implementation of IPS. Individuals exposed to IPS implementa-
tion had a shorter duration on WAA before returning to employ-
ment suggesting they received an early vocational intervention
with support that was personalized and addressed their needs.

There are several strengths to our study. Control municipalities
were selected a priori, and registry data was used for the main out-
come measure. Before being approved for research, registry data is
subjected to rigorous quality controls. The study is well powered,
and causality is assured as the parallel trend assumptions for a
DID were met. The NAV interventions in the control municipal-
ities were also available in Bode. Finally, author SW under the
supervision of author TL, neither involved in the IPS implementa-
tion, performed the statistical analysis. There are several limitations.
Whilst well powered, this is an # = 1 study and our findings warrant
replication. There could be a bias to something else occurring how-
ever, to the best of our knowledge we are unaware of other initia-
tives occurring in the control municipalities and, NAV financial
allocations are per capita. Unemployment rates across all the muni-
cipalities ranged from a 1% decrease to a 1.8% increase during the
study period; however, IPS effectiveness is not moderated by
unemployment rates. This study addressed societal employment
outcomes and the impact on welfare benefits is unknown but
will be addressed through a future publication. Finally, we do not
know whether the higher employment outcomes come at the
expense of lower hourly wages though, IPS is typically associated
with higher wages earned (Bejerholm, Areberg, Hofgren,
Sandlund, & Rinaldi, 2015; Burns et al., 2007; Drake et al., 1999).

This study is the first in the IPS literature to move from RCT' or
observational studies at the individual level to showing the
relationship between IPS implementation, a societal impact
on employment outcomes for individuals on temporary
health-related welfare benefits and a policy effect. The findings
have implications for population health and economic benefits as
well as implications for societal well-being. The traditional
separation of health services from employment and education
services typically results in those individuals with the greatest
need not receiving effective approaches or support to enable
them to achieve their goals. This separation can, in part, be driven
by attitudes but also by siloed government funding. Instead, by
integrating services through multisectoral and collaborative
approaches, there is an impact that is larger than the sum of its
parts.

Supplementary material. The supplementary material for this article can
be found at https:/doi.org/10.1017/S0033291723003744.

Data availability statement. The datasets analyzed in this study cannot be
shared publicly because of Norwegian data protection regulations.
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Nevertheless, the owners of the data, the Norwegian Labour and Welfare
Administration (NAV), can provide access to the register data. Interested
researchers can submit applications to NAV to obtain access to the relevant data.
https:/www.nav.no/no/nav-og-samfunn/kunnskap/data-og-forskning-pa-nav
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Tilbakemelding fra prosjektleder forela ved ny behandling av saken i mgte 14.februar 2013.

Vurdering
Komiteen vurderer tilbakemelding fra prosjektleder som tilfredsstillende og har ingen ytterliggere

innvendinger til prosjektplanen slik den né foreligger.

Antall variabler er redusert i delstudie 1 og 2 og disse vil na inneholde data fra FD trygd, Nasjonal

Besoksadresse: Telefon: 55975000 All post og e-post som inngar i Kindly address all mail and e-mails to
Haukeland E-post: rek-vest@uib.no saksbehandlingen, bes adressert til REK  the Regional Ethics Committee, REK
Universitetssykehus, Web: http://helseforskning.etikkom.no/ vest og ikke til enkelte personer vest, not to individual staff
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utdanningsdatabase (NUDB) og Dgrdsarsakregisteret. Det er ogsa argumentert godt for behov for det
planlagte datasettet og den lange oppfglgingstiden i delstudie 3. Her vil utvalgte variabler fra felgende
registre kobles; Registerdata fra FD trygd, Nasjonal utdanningsdatabase (NUDB), Strafferegisteret, Norsk
Pasientregister(NPR), Dgrsarsakregisteret og Reseptregisteret.

Komiteen er oppmerksom pa at det i tilbakemeldingen er lagt opp til & benytte den samme koblingen mot de
aktuelle registrene ogsa i delstudie 4., noe som er nytt i forhold til opprinnelig sgknad. Komiteen har
imidlertid ingen innvendinger til dette og legger til grunn at informasjon til deltakerne vil bli utformet slik at
samtykket dekker det nye som skal skje.

Samtykke

Deltakelse i delstudie 3, 4 og 5 er frivillig og komiteen har ingen innvendinger til rekrutteringsprosedyrene.
Informasjonsskrivene er forbedret og synes a vare dekkende for det som skal skje. Det er ogsa gjort klart at
datamengden som samles inn i prosjektet gjelder den enkelte deltaker. Komiteen godkjenner at det benyttes
data fra FD trygd, Nasjonal utdanningsdatabase (NUDB), Strafferegisteret, Norsk Pasientregister,
Dgrsarsakregisteret og Reseptregisteret som beskrevet og har ingen innvendinger til den planlagte
oppdateringen etter 3, 7 og 15 ar. Statistisk sentralbyra vil vere tiltrodd tredjepart for koblingen og
koblingsngkkelen vil ikke vare tilgjengelig for forsker. Utlevering av data fra FD-trygd og Nasjonal
utdanningsdatabase og Strafferegisteret ma godkjennes av registereier. Datatilsynet ma godkjenne utlevering
av data fra Reseptregisteret.

Fritak fra samtykkekravet

Komiteen innvilger fritak fra samtykkekravet jf. helseforskningsloven § 35. for datainnsamling i delstudie 1
og 2. Komiteen har ingen innvendinger til kobling mellom FD trygd, Nasjonal utdanningsdatabase (NUDB)
og Dgdsarsaksregisteret. Komiteen vurder formalet med datainnsamlingen som nyttig og anser den enkelte
deltaker sin velferd og integritet for ivaretatt slik prosjektet er lagt opp. Komiteen forutsetter at datasettet
utleveres avidentifisert til forsker og at Statistisk sentralbyra er tiltrodd tredjepart for koblingen. Utlevering
av data fra FD-trygd og Nasjonal utdanningsdatabase ma godkjennes av registereier.

Informasjonssikkerhet

Forskningsdata skal lagres etter interne rutiner ved Nasjonalt folkehelseinstitutt. Personidentifiserbare
forskningsdata og koblingsngkkel skal slettes straks det ikke lenger er behov for dem og senest fem éar etter
prosjektslutt. Ved eventuelt behov for lengre oppbevaring, ma det sendes en velbegrunnet endringssgknad til
REK. Prosjektslutt er satt til 15.12.2033.

Vilkar
Statistisk sentralbyra er tiltrodd tredjepart for koblingene i alle delprosjekt og datasettene skal utleveres til
forsker i avidentifisert form.

Vedtak

1. REK Vest godkjenner prosjektet pa betingelse av at ovennevnte vilkar tas til fglge.
2. REK Vest godkjenner spknad om bruk av angitte helseopplysninger til forskning, uten innhenting av
samtykke i delstudie 1 og 2.

Sluttmelding og spknad om prosjektendring

Prosjektleder skal sende sluttmelding til REK vest pa eget skjema senest 15.06.2034, jf. hfl.

12. Prosjektleder skal sende sgknad om prosjektendring til REK vest dersom det skal gjgres vesentlige
endringer i forhold til de opplysninger som er gitt i sgpknaden, jf. hfl. § 11.

Klageadgang



Du kan klage pa komiteens vedtak, jf. forvaltningslovens § 28 flg. Klagen sendes til REK vest. Klagefristen
er tre uker fra du mottar dette brevet. Dersom vedtaket opprettholdes av REK vest, sendes klagen videre til
Den nasjonale forskningsetiske komité for medisin og helsefag for endelig vurdering.

Med vennlig hilsen

Jon Lekven
komitéleder

Anne Berit Kolmannskog
sekretariatsleder

Kopi til: knut.sorgaard @nordlandssykehuset.no



Vignette Line

Line is a 27 years old single mum with a 3-year-old daughter. Line and her daughter live in a small
rental apartment. Her daughter goes to kindergarten everyday, which is paid for by the childcare
services. Line has been diagnosed with bipolar disorder and experiences episodes of acute clinical
deterioration which has resulted in many (sometimes involuntary) hospital admissions.

During her manic phases Line may have many unrealistic plans and ideas. She has audible dialogues
with her voices which people around her find difficult to cope with. During the depressive phases
Line becomes socially withdrawn and isolates herself in her apartment. She has difficulty getting out
of bed and only manages the bare necessities. Between these phases, Line feels ashamed over what
she may have done which has led to further social withdrawal and a lot of absences from work.

As a young person Line received help and support from child and adolescent psychiatric outpatient
services because of her mood swings and sleeping problems. She also faced significant challenges at
elementary school onwards and her school grades were average. High School initially started well
for Line, however she didn’t pass her exams and consequently dropped out. Line has had support
from social services for many years. She has attended many courses at sheltered workplaces to
assess her ability to work but has been unable to complete most of these courses. Line has had two
jobs, one part-time at a street café and another full-time job as a hotel maid. Both jobs lasted less
than 6 months. Line’s history of dropping-out from school, needing help with supported work and
her work record appear to have a clear connection with her mental health.

As mentioned Line has bipolar disorder which is a serious mental illness. Other serious mental
ilinesses include schizophrenia, other types of psychotic disorders and severe depression. Line
attends regular appointments at the adult psychiatric outpatient clinic and she is occasionally
hospitalized voluntarily. She receives Work Assessment Allowance (temporary benefit for health-
related work disability) from the Norwegian Labour and Welfare Administration (NAV) and at times
additional financial support for social reasons.

Despite many disappointments at school, in sheltered/supported workplaces and within the labour
market Line would like an ordinary job.



Questionnaire

As a worker at the Labour and Welfare Services Adminstration office you are required to carry out assessments and make decisions. Below
are some examples of decisions made based on different considerations and assessments. Read these choices and put a cross in the circle,

which best indicates your view

foremost guide the search for employment.

We must emphasize Line’s wishes. Line should be OO0O0O000O We must be realistic. Line has experienced many

allowed to try and gain competitive employment. defeats and should be offered a new supported
work position before a possible application for a
permanent disability pension is sent

Health professionals should complete both their OO0O0000O There is no reason to wait for further medical

assessments and treatment of Line before the assessments and treatments. The Public

public employment office can help her get a job Employment office must, in close collaboration
with the health sector, facilitate the process of
looking for competitive employment.

| think competitive employment should be the goal OO0O0000O Usually it is not realistic for people with a serious

for Line as long as that is what she wants. mental illness such as Line, to function in a
competitive job.

Line has been dependent on social welfare financial OO0O0000O If Line really wants to work, the financial support

support/benefits for a long time and she is from the Labour and Welfare administration will

understandably scared of losing this. She will need not hinder her. Financial advice will not be

advice and support in order to try competitive deciding factor in Line getting a job or not.

employment.

Line wants to work now. This means that the job OO0O0000O We need adequate time for work preparation and

search should start as soon as possible. treatment before looking for competitive
employment.

To help Line get employment her contact person OO0O0O000O The Labour and Welfare Administration has the

must make direct contact with potential employers. country’s largest register of vacant jobs in
Norway. Line can apply for one of these.

Line must follow the rules from the Labour and OO0000OO Line should receive follow up from the Labour and

Welfare Administration and regulations and normal Welfare Administration for as long as she wishes

follow-up period. If she later needs further help, and needs it. This can mean in long term follow-

the case can be reopened. up, without any formal end, independent of
whether she gets a job or not.

Line’s interests and preferences should first and OO0000O0O The vocational rehabilitation advisor has valuable

expertise and experience, which must first and
foremost guide the job search.







