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Objective: Posttraumatic stress disorder (PTSD) is a potentially dis-
abling mental illness that can cause occupational dysfunction. Although
vocational rehabilitation is often prescribed for patients with PTSD,
standard vocational services are far from adequate in helping them ob-
tain and maintain competitive employment. This study is the first to ex-
amine the outcome of evidence-based supported employment for vet-
erans with PTSD. Methods: Unemployed veterans with PTSD were ran-
domly assigned to either individual placement and support (IPS) sup-
ported employment (N=42) or a Veterans Health Administration Voca-
tional Rehabilitation Program (VRP) treatment as usual (N=43). Em-
ployment rates and occupational outcomes were followed for 12
months. Results: During the 12-month study, 76% of the IPS partici-
pants gained competitive employment, compared with 28% of the VRP
participants (number needed to treat=2.07; x*>=19.84, df=1, p<.001).
Veterans assigned to IPS also worked substantially more weeks than
those assigned to VRP (42% versus 16% of the eligible weeks, respec-
tively; Mann-Whitney z test p<.001) and earned higher 12-month in-
come (mean=SD income of $9,264:$13,294 for IPS versus $2,601x
$6,009 for VRP; Mann-Whitney z test p<.001) during the 12-month peri-
od. Conclusions: Veterans with PTSD who received IPS were 2.7 times
more likely to gain competitive employment than those who received
VRP. Because work is central to recovery, these results should assist
stakeholders in planning improved services for veterans with PTSD. (Psy-
chiatric Services 63:464—470, 2012; doi:10.1176/appi.ps.201100340)
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osttraumatic stress disorder
P(PTSD) is the most common
psychiatric condition for which
veterans seek disability compensation
from the Department of Veterans Af-
fairs (VA). Although most veterans
with PTSD have some college educa-
tion, few have jobs, almost 40% are
impoverished, and most have lower
scores on measures of work role and
social functioning than people with
serious mental illness (that is, bipolar
I disorder, schizophrenia, schizoaf-
fective disorder, other psychotic dis-
order, or major depressive disorder
with psychotic features) (1).
According to a 2011 report from the
U.S. Department of Labor, the 2010
unemployment rates were 11.5% for
Gulf War—era II veterans, 21% for
Gulf War—era II veterans with service-
connected disabilities, 13% for all
service-connected veterans of all eras
combined and 9.4% for nonveterans
(2). Veterans of Gulf War era II in-
clude all those who served in the mili-
tary since September 2001, which in-
cludes those serving in Operation En-
during Freedom and Operation Iraqi
Freedom. The unemployment rates
for civilians with PTSD and veterans
with PTSD are much higher than the
rates for the civilian and veteran gen-
eral population (3). According to a re-
cent VA Northeast Program Evalua-
tion Center report, 61% of veterans
(N=11,647) entering specialized out-
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patient PTSD programs were not
working (26% were retired, 22% were
completely disabled, 27% were un-
able to find work, and 25% were not
looking for work) (4).

Among veterans with PTSD, seek-
ing disability compensation has not
adversely affected clinical outcomes
(5,6). However, disability compensa-
tion programs for veterans have ap-
peared to discourage full participa-
tion in vocational rehabilitation pro-
grams, which has resulted in poorer
rehabilitation outcomes (7).

Prior randomized trials have shown
that compensated work therapy
through Veterans Health Administra-
tion (VHA)-contracted industries
had initially positive but declining ef-
fects on addiction outcomes and
episodes of homelessness and incar-
ceration (8). In a Northeast Program
Evaluation Center study evaluating
electronic data for 5,862 veterans
from 122 compensated work therapy
programs (9), veterans with PTSD
were 19% less likely to be employed
at discharge from the VHA compen-
sated work therapy program than
those without a diagnosis of PTSD
(that is, 30% and 36% employed, re-
spectively). Veterans with PTSD in-
volved in compensated work therapy
were no more likely to be employed
at four-month follow-up than those
who participated in a specialized
PTSD treatment program (10). Thus
the standard VA Vocational Rehabili-
tation Program (VRP) does not meet
the occupational recovery needs of
veterans with PTSD.

Individual placement and support
(IPS) supported employment is an
evidence-based vocational rehabilita-
tion model that has been shown to
improve occupational and rehabilita-
tion outcomes for people with severe
and persistent mental illness, but few
participants with a primary diagnosis
of PTSD have been included in previ-
ous studies (11-15). Engaging in
competitive employment, rather than
in sheltered jobs, has been shown to
enhance other recovery outcomes,
such as self-esteem and quality of life,
among people with serious mental ill-
ness (16).

The impact of IPS supported em-
ployment for individuals with a pri-
mary diagnosis of PTSD has not been

studied. Our study specifically ad-
dressed this gap in the field of reha-
bilitation research. We hypothesized
that participants assigned to IPS
would have a higher competitive em-
ployment rate than their counterparts
assigned to VRP. A secondary hypoth-
esis postulated that those assigned to
supported employment would work
competitively for a higher proportion
of eligible weeks than those assigned
to VRP.

Methods

Participants

From 2006 to 2010, veterans with
PTSD at the Tuscaloosa VA Medical
Center (VAMC) were enrolled in a
12-month, prospective randomized
comparison of IPS and VRP. This
study (www.ClinicalTrials.gov identi-
fier number NCT00333801) was ap-
proved by the Tuscaloosa VAMC In-
stitutional Review Board. A trained
investigator or clinical research coor-
dinator explained all study proce-
dures, alternatives to participation,
and potential benefits and risks to
prospective participants and obtained
their written informed consent be-
fore study enrollment. Veterans were
eligible for the study if they had a di-
agnosis of PTSD, were aged 19 to 60,
were eligible for the Tuscaloosa
VAMC VRP (that is, had a medical
clearance that they were able to par-
ticipate in a work activity; work re-
strictions had to be noted, if present),
were currently unemployed, were in-
terested in competitive employment,
and were planning to remain in a 100-
mile radius of the Tuscaloosa VAMC
for the 12-month duration. Veterans
were excluded if they had a lifetime
history of severe traumatic brain in-
jury that resulted in severe cognitive
disorder; a diagnosis of schizophre-
nia, schizoaffective disorder, or bipo-
lar I disorder (because these individ-
uals are already eligible for IPS); a di-
agnosis of dementia; immediate need
of detoxification from alcohol or
drugs; or pending active legal charges
with expected incarceration. A history
of mild to moderate traumatic brain
injury and all other comorbid axis I
diagnoses, including substance use
disorders, bipolar disorder type II,
major depression, and other anxiety
disorders, were permissible.
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Interventions

Both interventions operated under
the VHA Compensated Work Thera-
py program. The final goal for both
interventions was competitive em-
ployment, although the methods and
pathways were different. Table 1 pro-
vides an overview of the interventions
and the differences between them.
The IPS intervention involved several
important features. Eligibility was
based on the participant’s choice and
interest in competitive work. The IPS
specialist was integrated into the clin-
ical mental health or PTSD treatment
team, carried out all phases of the vo-
cational services, provided predomi-
nantly community-based services,
provided assertive engagement and
outreach in community-based em-
ployment, had a caseload of no more
than 25 clients, and provided contin-
uous, time-unlimited, follow-along
supports for vocational services. IPS
involved rapid job search and individ-
ualized placement in diverse compet-
itive jobs, with ongoing work-based
vocational assessment and assistance
in finding subsequent jobs, if needed.
Group supervision is regularly sched-
uled with IPS specialists and an IPS
supervisor. The IPS model is de-
scribed in A Working Life for People
With Severe Mental Illness (17) and
an IPS manual from the Substance
Abuse and Mental Health Services
Administration (18). These refer-
ences served as the study’s manuals
for IPS.

VRP followed the standard care in
place at the Tuscaloosa VAMC, which
included one or more of these com-
ponents: routine prevocational test-
ing and evaluation for all patients on
referral to VRP, vocational rehabilita-
tion therapy that provided a work reg-
imen with monetary incentives de-
rived from contracts whereby partici-
pants are paid on a piece-rate basis
related to their production, and a
transitional work program that in-
cluded a temporary work experience
(that is, time limited) either within
the Tuscaloosa VAMC or in commu-
nity settings (called the transitional
work external or transitional work ex-
perience). The VRP model featured a
VRP specialist who carried out some,
but not all, phases of the vocational
service; provided some community-
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Table 1

Comparison of the Veterans Health Administration Vocational Rehabilitation Program (VRP) and individual placement and

support (IPS)?

Domain

VRP

IPS

Staffing
Caseload per specialist
Vocational services

Vocational functions

Organization
Integration of vocational
services with mental
health treatment team
Vocational unit

Exclusion criteria

Ongoing, work-based

assessment

Competitive job search

Individualized job search

Diversity of jobs

Permanence of jobs
developed

Jobs as transitions

Follow-along supports

Community-based

Assertive engagement and
outreach

30 or more clients

Specialist provides traditional non—supported
employment vocational services (set-aside
temporary jobs)

Specialist maintains caseload but refers clients
to other programs for vocational services (that
is, career centers)

Specialist is part of a VRP that is separate from
mental health treatment and has little or no
regular direct contact with the mental health
treatment team

Specialists may or may not be part of a unit;
specialists may or may not meet as a group

Clients are screened out on the basis of job
readiness, limited functioning, or other reason

Vocational evaluation is conducted before job
placement with emphasis on office-based
assessments

First contact with employer about a competitive
competitive job is delayed several months after
entry

Decisions are usually driven by the nature of the
job market and the availability of set-aside jobs

There is little diversity, and set-aside jobs are
usually entry level

Specialists usually do not provide options for
permanent, competitive jobs

Specialists prepare clients for one job and, if it
ends, they do not necessarily help clients find
another

Follow-along supports are either nonexistent
or time limited

Specialists spend less than 10% of their time
in the community

Specialists do not provide outreach to clients
as part of initial engagement or to those who
stop attending the vocational service

25 or fewer clients
Specialist provides only IPS services (obtaining and
maintaining a competitive job)

Specialist carries out all phases of vocational service
(job search and placement, ongoing support and

follow-up).

Specialist is attached and integrated with one or more
members of the mental health treatment team

Specialists form a vocational unit with group super-
vision at least weekly

All clients are encouraged to participate, and there
are no exclusion criteria

Vocational assessment is ongoing and occurs in
community jobs rather than being office based or
via a battery of tests

First contact with employer about a competitive job
is typically within one month after entry

Employer contacts are based on job choices that
reflect clients’ preferences and strengths

There is broad diversity; jobs are varied entry level
and community based

Virtually all of the competitive jobs offered by
specialists are permanent

Specialists help clients end jobs when appropriate
and offer to help clients find other jobs

Most working clients are provided flexible follow-
along supports that are individualized and ongoing

Specialists spend 70% or more of their time in the
community

Specialists provide outreach as part of initial engage-
ment and at least monthly on a time-unlimited
basis when clients stop attending the vocational
service

* The domains for comparison are from the Supported Employment Fidelity Scale (26).

based services (if a temporary work
setting was external to VAMC), pro-
vided time-limited job search assis-
tance to help the client obtain com-
petitive employment, and had no
maximum caseload. VRP had an ini-
tial short-term set-aside of transition-
al work experiences (such as work in
VAMC environmental management
services, food services, delivery serv-
ices, or community jobs in food or
other service delivery environments)
that were not necessarily individual-
ized to the patient’s long-term prefer-
ences and had very little integration
with the mental health treatment
team. The VRP specialist assisted the
veteran in a limited search for place-
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ment in a competitive job that was de-
layed until after the set-aside work ex-
perience neared completion and pro-
vided time-limited follow-along sup-
port during the set-aside work experi-
ence, with little or no long-term fol-
low-up vocational assistance after the
first competitive job was obtained.

Assessment procedures

After providing informed consent at
baseline, participants underwent a
psychiatric and general medical eval-
uation, including a medical history,
psychiatric history, and family psychi-
atric history. The clinical research co-
ordinator recorded a comprehensive
history of level of education, past em-

ployment, housing, relationships, ma-
jor traumatic life events, and disabili-
ty status. The clinical research coordi-
nator also evaluated the participant
for PTSD and other axis I disorders
using the Mini-International Neu-
ropsychiatric Interview (19). Partici-
pants were instructed to keep a job
log formatted in a daily calendar that
captured whether they were em-
ployed, number of hours worked,
wages earned, and reasons for missed
work. At baseline and one-, two-,
three-, four-, six-, eight-, ten-, and 12-
month follow-up visits, the clinical re-
search coordinator collected the par-
ticipants’ job logs and reviewed the
calendar with the participant for com-
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pleteness. The clinical research coor-
dinator recorded on a case report
form the number of job interviews,
job offers, and jobs obtained and the
type of jobs, number of hours
worked, wages earned, and reasons
for missed work or job termination
for each week.

At the follow-up visits, a trained as-
sessor administered the Clinician Ad-
ministered PTSD Scale (20), Clinical
Global Impression—Severity (21), 16-
item Quick Inventory of Depressive
Symptomatology—Clinician ~ Rated
(22), and the Clinical Global Impres-
sion—Improvement, and veterans
completed the Quick Inventory of
Depression Symptomatology—Self-
Report, World Health Organization
Disability Assessment Schedule II
(23), Sheehan Disability Scale (24),
and Davidson Trauma Scale (25). The
assessors were kept blind to the inter-
vention assignment. Although there
was a concerted effort to maintain
this blind, accidental unblinding oc-
curred infrequently (exact frequency
unknown), in which case the ratings
were subsequently conducted by a
different blinded rater.

To minimize attrition, the investi-
gators provided thorough preenroll-
ment education to all prospective par-
ticipants about the study objectives
and procedures to assess and confirm
their commitment to and feasibility
for long-term follow-up. If needed,
the clinical research coordinator and
assessor traveled to the participant’s
community for the participant’s con-
venience. To enhance the rate of re-
turn and to address a loss-of-wage or
transportation cost barrier, all partici-
pants received a modest payment for
follow-up interviews, regardless of
whether they continued in the IPS or
VRP assignment.

Randomization

After signing informed consent and
undergoing baseline assessments, el-
igible participants were assigned to
receive either IPS or VRP. Assign-
ment was based on a randomization
list that was prepared before the
study began. The IPS supported em-
ployment was provided for 12
months, and the VRP was of variable
time-limited service as determined
by the Tuscaloosa VAMC’s VRP pro-

gram limits. Participants were fol-
lowed and assessed at 12 months af-
ter baseline, regardless of interven-
tion adherence, employment status,
type of discharge, or attrition from
the IPS or VRP intervention.

Fidelity monitoring

The IPS specialists received ongoing
training and supervision via monthly
conference calls and quarterly site
visits by the national IPS consultant
(RT). During these visits, the consult-
ant also conducted fidelity monitor-
ing, which included reviewing the
IPS specialist’s caseload, meeting
with veterans from both IPS and VRP
interventions, interviewing partici-
pants’ clinical providers, interviewing
participants’ employers, and rating
the adherence of the IPS intervention
with the Supported Employment Fi-
delity Scale (26). The national con-
sultant also conducted a Supported
Employment Fidelity Scale assess-
ment of VRP to ensure that the rat-
ings were low—that is, that VRP re-
mained different from the IPS inter-
vention as was intended by the study

design.

Outcome variables

The primary outcome was whether
the participant engaged in competi-
tive employment (yes or no). Com-
petitive employment was defined as a
job for regular wages in a setting that
was not set aside, sheltered, or en-
claved, that is, the same job could be
held by people without a mental ill-
ness or disability and was not a set-
aside job in the VRP. Day labor (that
is, pick-up cash-based day jobs for
yard work, babysitting, manual labor,
and so forth) and military drill were
not counted as competitive employ-
ment; however, data on income from
all sources were collected. Secondary
outcomes included the proportions of
eligible weeks, days, and hours
worked and gross income earned in
competitive employment. Eligible
weeks were defined as those in which
the participant was not encumbered
by a set-aside job (that is, a set-aside
job in the VRP condition) and in
which the participant was active in
the study (that is, weeks during which
the participant had exited the study
were not counted because determin-
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ing whether the participant was em-
ployed was not possible).

Data-analytic procedures

Using intent-to-treat analyses and two-
tailed tests with significance set at
p=.05, we compared rates of compet-
itive employment (the primary hy-
pothesis) with chi square tests and
number of eligible weeks of competi-
tive employment (the secondary hy-
pothesis) with a Mann-Whitney test.
We also compared groups on the num-
ber of weeks, days, and hours worked
in a competitive job; gross wages
earned from all sources; and gross
wages earned from competitive jobs.
The between-group difference was
tested by using either a t test or a
Mann-Whitney test, depending on the
distribution of the variable. There was
no imputation for employment out-
comes during the weeks in which the
participants exited early and were no
longer in the study. We examined the
time (number of weeks) until the first
week worked in a competitive job and
used a Kaplan-Meier survival analysis
with a log-rank test to compare inter-
vention groups. Participants who did
not get a job were classified as cen-
sored at their final assessment point.

Results
A total of 100 participants were as-
sessed for eligibility, and 85 were ran-
domly assigned to either IPS (N=42)
or VRP (N=43). A total of 71 (84%)
completed the one-year follow-up.
Reasons for early exit included with-
drawn consent (N=1), relocation
(N=3), and incarceration (N=2) for
the IPS group; for the VRP group
reasons were loss to follow-up (N=2),
relocation (N=5), and incarceration
(N=1). [A CONSORT diagram illus-
trating recruitment and follow-up is
available in an online appendix to this
report at ps.psychiatryonline.org.]
The 85 randomly assigned partici-
pants had been unemployed for a
mean+SD of 18.9+42.0 months
(range of 0-240 months; median of
four months). In addition to PTSD,
the participants had the following
axis I disorders: major depressive dis-
order (N=76, 89%), dysthymia (N=
17, 20%), agoraphobia (N=46, 54%),
panic disorder (N=50, 59%), social
phobia (N=24, 28%), alcohol de-
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Table 2

Baseline characteristics of veterans with posttraumatic stress disorder (PTSD)
randomly assigned to individual placement and support (IPS) supported
employment or the Veterans Health Administration Vocational Rehabilitation

Program (VRP)

IPS VRP
Test
Variable N % N % statistic®  df  p
Female 5 12 5 12 X2=-00 1 968
Race §2=2.22 2 .329
Caucasian 9 21 14 33
African American 32 76 29 67
Native American 1 2 0 0
Marital status x2=4.23 4 376
Never married 9 21 14 33
Married 12 29 8 19
Separated 7 17 4 9
Divorced 13 31 17 40
Education x?=8.51 4 075
Less than a GED 2 5 0 0
GED 6 14 1 2
High school 15 36 25 58
AA degree or technical
school 15 36 12 28
College 4 10 5 12
Age 39.9+11.9 40.5+12.5 z=—19 .85
Length of military service
(years) 7.8+5.8 6.4+5.4 z=—1.34 18
Baseline measure
CAPSP 77.3+24.0 78.4+18.3 t=—232 83 747
QIDS-CR¢ 12.3+4.5 12.2+4.2 t=—006 83 955
CGI-Ssd 4.8+.9.0 5.0+1.0 z=—1.32 — 188
DTS¢ 84.9+28.3 82.9+28.4 z=—>56 — Y6)
WHODAS IIf 82.6+19.6 81.1+20.5 t=—232 83 747
SDSg 20.2+6.0 21.1+7.7 z=—1.15 — 252

* Z test is Mann-Whitney z.

b Clinician Administered PTSD Scale. Possible scores range from 0 to 136, with higher scores indi-

cating greater severity.

¢ Quick Inventory of Depressive Symptomatology—Clinician Rating. Possible scores range from 0 to
27, with higher scores indicating greater severity.

4 Clinical Global Impression-Severity. Possible scores range from 0 to 7, with higher scores indi-
cating greater illness severity.

¢ Davidson Trauma Scale. Possible scores range from 0 to 136, with higher scores indicating greater

severity.

" World Health Organization Disability Assessment Schedule I1. Possible scores range from 0 to

100, with higher scores indicating greater disability.

& Sheehan Disability Scale. Possible scores range from 0 to 30, with higher scores indicating greater

impairment.

pendence (N=36, 42%), alcohol
abuse (N=18, 21%), drug depend-
ence (N=31, 37%), and drug abuse
(N=15, 18%). The baseline demo-
graphic characteristics and scores of
the participants are shown in Table 2.
There were no significant differences
between groups.

Thirty-two of the 42 IPS partici-
pants (76%) gained competitive em-
ployment, compared with 12 of the
43 VRP participants (28%) (y>=19.84,
df=1, p<.001). That is, veterans with
PTSD who participated in IPS were
2.7 times more likely to gain compet-
itive employment than those who re-
ceived VRP. The number needed to
treat was 2.07 (95% confidence inter-
val=1.96-2.19). In other words, if
three individuals received IPS and
three received VRP, one more indi-
vidual in the IPS intervention would
get a competitive job. (Note that to
treat 2.07 patients, three patients
must be seen.)

While in the study, IPS participants
worked in a competitive job an aver-
age of 42% of the eligible weeks and
those assigned to VRP worked an av-
erage of 16% of the eligible weeks
(Mann-Whitney z test, p<.001). As
shown in Table 3, other occupational
outcomes also favored IPS.

The Kaplan-Meier survival curves
in Figure 1 illustrate the time until
first competitive job for each group.
The IPS group achieved competitive
employment significantly more
quickly than the VRP group (log-rank
Mantel Cox x?=21.32, p<.001). Most
job acquisition occurred within the
first 20 weeks of the IPS program.

Table 3

Occupational outcomes of veterans with posttraumatic stress disorder who received individual placement and support
(IPS) supported employment or the Veterans Health Administration Vocational Rehabilitation Program (VRP)

IPS (N=42) VRP (N=43)
Cohen’s
Outcome at 1 year M SD SD p* d 95% CI
Weeks competitively employed® 21.6 17.7 6.8 13.8 <.001 93 .50-1.36
Days competitively employed 83.8 80.6 29.3 61.9 <.001 76 32-1.19
Hours competitively employed 656 661 236 494 <.001 72 29-1.15
Total gross 12-month income, competitive sources ($) 9,264 13,294 2,601 6,009 <.001 .65 21-1.28
Total gross 12-month income, all sources ($) 9,308 13,449 3,909 6,212 .05 .52 .08-.95

4 Mann-Whitney z

b Competitive employment refers to a job for regular wages in a setting that was not set aside, sheltered, or enclaved; that is, the same job could be held
by an individual without a mental illness or disability and was not a set-aside job in the VRP. Day labor (that is, pick-up, cash-based day jobs for yard
work, babysitting, manual labor, and so forth) and military drill were not counted as competitive employment.
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The IPS fidelity monitor scored the
Supported Employment Fidelity
Scale as 55 at the onset of the study,
and this score steadily improved to
within a range of 58-65 during the
study, with a mean+SD score of
61.2+2.1. On this scale, 66-77 is re-
garded as good IPS implementation,
56-65 as fair implementation, and
<55 as “not supported employment.”
The VRP was consistently rated by
the fidelity monitor as <40 during the
study, which is appropriate for this in-
tervention.

Discussion

This study was the first to examine
IPS supported employment outcomes
for veterans with PTSD. Compared
with those who received standard
VRP services, unemployed veterans
with PTSD who received IPS were
2.7 times more likely to gain competi-
tive employment. Other employment
outcomes, including time worked and
total earnings, also favored IPS. These
findings were consistent with previ-
ously reported advantages of IPS over
traditional VRP (11). More than a
dozen randomized controlled trials
have shown that IPS enhances voca-
tional outcomes among patients with
severe and persistent mental disor-
ders. Moreover, the effect size in our
study was similar to those in previous
studies. Studies in samples of individ-
uals with serious mental illness have
consistently shown that 42%-78% of
individuals who receive IPS gain com-
petitive employment. In our study,
76% of veterans with PTSD who re-
ceived IPS gained competitive em-
ployment compared with 28% of
those assigned to VRP. The results for
VPR in our study were consistent with
those in a recent VA report that 30%
of veterans with PTSD were competi-
tively employed at discharge from a
VA VRP program (9).

The strengths of our study include
its randomized controlled trial design,
fidelity monitoring, and frequent fol-
low-up assessments over one year.
Limitations included the single study
site, the limited number of IPS inter-
ventionists, and exclusion of nonveter-
ans. A multisite trial with a larger and
more diverse study sample would con-
firm the results and allow examination
of secondary outcomes, such as PTSD

Figure 1

Time from randomization until first competitive employment among veterans
receiving individual placement and support (IPS) supported employment or the

Vocational Rehabilitation Program (VRP)
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symptoms, quality of life, and other
such outcomes. In addition, a larger
study could evaluate the cost-effec-
tiveness of the IPS intervention.

Conclusions

In conclusion, occupational outcomes
for veterans with PTSD were signifi-
cantly better with the evidence-based
IPS intervention than with a standard
VA VRP. Our study was the first study
of IPS to focus exclusively on individ-
uals with PTSD and the first to di-
rectly compare the outcomes of IPS
and VRP. The results of this study
suggest that the VHA should consider
changing its current guidelines for vo-
cational services and provide IPS as a
commonly available alternative inter-
vention—and perhaps a preferred in-
tervention—for all unemployed vet-
erans with PTSD. IPS supported em-
ployment is patient centered in that it
comprehensively addresses individual
vocational needs, potentially enhanc-
ing clinical recovery and quality of life
for veterans with PTSD. Given the
large number of veterans returning
from Operation Enduring Freedom,
Operation Iragi Freedom, Operation
New Dawn, and other Southwest Asia
deployments who often experience
PTSD and confront unemployment
upon military discharge, this study
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was timely and has critical implica-
tions for clinical care and vocational
rehabilitation programming in the VA
and elsewhere.
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