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Abstract

Background:We investigated the feasibility of recruiting patients unemployed for more than 3
months with chronic pain using a range of methods in primary care in order to conduct a pilot
trial of Individual Placement and Support (IPS) to improve quality of life outcomes for people
with chronic pain. Methods: This research was informed by people with chronic pain. We
assessed the feasibility of identification and recruitment of unemployed patients; the training
and support needs of employment support workers to integrate with pain services; acceptability
of randomisation, retention through follow-up and appropriate outcomemeasures for a defini-
tive trial. Participants randomised to IPS received integrated support from an employment sup-
port worker and a pain occupational therapist to prepare for, and take up, a work placement.
Those randomised to Treatment as Usual (TAU) received a bespoke workbook, delivered at an
appointment with a research nurse not trained in vocational rehabilitation. Results: Using a
range of approaches, recruitment through primary care was difficult and resource-intensive
(1028 approached to recruit 37 eligible participants). Supplementing recruitment through pain
services, another 13 people were recruited (total n= 50). Randomisation to both arms was
acceptable: 22 were allocated to IPS and 28 to TAU. Recruited participants were generally
not ‘work ready’, particularly if recruited through pain services. Conclusion: A definitive rand-
omised controlled trial is not currently feasible for recruiting through primary care in the UK.
Although a trial recruiting through pain servicesmight be possible, participants could be unrep-
resentative in levels of disability and associated health complexities. Retention of participants
over 12 months proved challenging, andmethods for reducing attrition are required. The inter-
vention has been manualised.

Background

Chronic pain, defined as pain which persists or recurs beyond 3months (Treede et al., 2019), is a
major international health problem associated with mental illness, job loss, impaired function
and poor quality of life (Tunks et al., 2008). According to the Global Burden of Disease studies,
chronic pain is now the leading cause of disability and disease burden worldwide, and the size of
the problem is increasing (Vos et al., 2017). Epidemiological studies suggest that chronic pain
affects between one-third and one-half of the population of the UK (approx. 28 million adults)
and that prevalence increases with age so that, as the population ages, higher rates are predicted
(Fayaz et al., 2016). Chronic pain is commonly associated with musculoskeletal conditions such
as arthritis, low back pain or fibromyalgia, but is also associated with cancer, headaches, neuro-
pathic or idiopathic. Between 20%–27% of people of working age with chronic pain are unable to
participate in their usual activities, including work, due to their pain (Donaldson, 2009). The
healthcare costs associated with treating chronic pain are high but it has been estimated that
as much as 48%–88% of the total cost burden of chronic pain arises from indirect costs asso-
ciated with impaired productivity, sick leave, disability benefits and other aspects of work dis-
ability. Indeed, three out of the top ten conditions that impact productivity are painful disorders
(back/neck pain, arthritis conditions and other chronic pain) (British Pain Society, 2011), and in
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a national audit, as many as 40% of people attending UK pain clin-
ics was prevented from work (paid or voluntary) by pain (British
Pain Society, 2012).

Employment can have important benefits for individuals in
terms of social standing, finances and their health and wellbeing
(Waddell and Burton, 2006; Black, 2008), and prolonged unem-
ployment, for any reason, causes additional health problems
(Moser et al., 1984). However, people with chronic pain face many
barriers in finding employment or returning to work after sickness
absence (Grant et al., 2019a; 2019b). Individualised Placement and
Support (IPS) is an evidence-based model of vocational rehabilita-
tion originally developed in the USA to help people with severe
mental health conditions gain and keep employment (Drake
and Becker, 1996; Drake 1998). Rates of unemployment amongst
people with severe mental health conditions can be up to 95% but
data from over 20 randomised controlled trials (RCTs) have shown
that IPS is effective at improving employment with rates approach-
ing 50% in this population (Burns et al., 2007). The model is based
on a ‘place then train’ approach rather than traditional approaches
(sheltered employment or vocational training). Recently, therefore,
there have been calls to extend this approach to people with other
long-term health conditions (Bond et al., 2019), including chronic
pain, and some pilot work has been undertaken in Norway
(Rodevand et al., 2017, Linnemorken et al., 2018) and the UK
(Froud et al., 2020) recruiting people with chronic pain from
established hospital-based pain services. However, the majority
of UK chronic pain patients do not attend pain services as these
are usually commissioned with strict entry criteria usually related
to local capacity of primary care services. Therefore, in 2016, the
National Institute for Healthcare Research Health Technology
Assessment (NIHR HTA) programme called for applications
to undertake a pilot study to investigate the feasibility of a future
RCT of IPS for people recently unemployed through chronic
pain, with the emphasis on recruitment of participants through
primary care.

Specifically, our objectives were to (a) evaluate different
approaches in primary care, to identify and recruit people
recently unemployed with chronic pain; (b) define and develop
a Treatment as Usual (TAU) care package for the control group
and evaluate its acceptability; (c) explore the acceptability of
procedures for consent, randomisation and retention for both
intervention and control groups over 12 months of follow-up
(including adherence to the study protocol, attrition and fol-
low-up questionnaire completion); (d) integrate a pain manage-
ment intervention with IPS (e) inform appropriate primary and
secondary outcome measures for a definitive trial; and (f)
develop and manualise IPS for people with chronic pain (to
establish what is required, specific training needs for those pro-
viding IPS, and whether it can be delivered within the health
care system in the UK).

Methods

Pilot trial design

The trial was a two-arm pilot RCT, comparing integrated IPS
with TAU to evaluate the feasibility and acceptability of such
a trial. Ethical approval was obtained through the University
of Southampton Research Ethics Committee (ID 23 853) and
research governance approval from the Health Regulatory
Authority (17/SCA/0398) in October 2017, and the trial was reg-
istered (ISRCTN No: 30094062; Date 01/12/2016).

Eligibility criteria

Participants were eligible if they had chronic pain (continuous pain
for more than 3 months), had completed the diagnostic pathway
for their condition and were not expected to recover within the
next 12months; were unemployed through chronic pain for at least
3 months; had not previously received IPS; were able to provide
written, informed consent; and wanted to work.

Identification and recruitment of eligible participants

The pilot trial was advertised through primary care research net-
works and educational events targeting GPs in order to recruit a
diverse range of practices (ie, practices of different size, area dep-
rivation, case mix, age range, geographical location) within the
cities of Portsmouth and Southampton, England (both of which
have significant population deprivation). Participating practices
were asked to select at least two of the following methods to iden-
tify people with chronic pain: posters; searches of the computerised
patient databases to identify those Read codes (Chisholm, 1990)
(codes used to record long-term conditions and other aspects of
medical encounters in Primary Care systems in England) most
likely associated with chronic pain (Appendix 1); opportunistic
recruitment during face-to-face appointments with a GP; or tar-
geted recruitment after hand-searching patient records.

Supporting study materials for each method were provided by
the research team, and to minimise additional work for primary
care staff, any potentially interested participant was invited to
return a reply-paid slip or telephone or Email the study coordinator.
The study coordinator followed up all enquiries with a telephone
appointment to provide any required additional information,
screen an individual’s eligibility, obtain verbal consent for random-
isation (using computer-generated algorithm (block 1:1)) to either
the active IPS arm or the TAU control arm. Appointments were
then arranged at the participants’ convenience (either with the
study coordinator in the individual’s GP surgery if randomised
to TAU or with the employment support worker (ESW) at the
City Council premises if randomised to the IPS arm), by which
point written, informed consent was obtained.

TAU

There is no evidence-based alternative to IPS in UK healthcare but
a number of services are provided by the Department forWork and
Pensions, local government and the voluntary sector, to which
individuals may self-refer or be referred by healthcare profession-
als. However, the nature and type of support varies by region, and it
is unclear to what extent primary care staff are aware of, or direct
patients to, these services. People with chronic pain frequently lack
confidence, skills and self-efficacy as a result of their condition,
which is often complicated by psychological comorbidities (De
Heer et al., 2014). Therefore, a specially developed booklet was cre-
ated in collaboration with a Patient and Public Involvement (PPI)
Group (n= 6 members), to supplement primary care TAU and
signpost participants to local employment and healthcare ser-
vices (available from: https://www.journalslibrary.nihr.ac.uk/
programmes/hta/1510802#/). We chose this approach both
for ethical reasons and to encourage participation. As the interven-
tion was provided in two cities with different regional services,
bespoke TAU booklets were created for each city. As recom-
mended by the PPI group, the booklets included blank pages for
participants to make their own notes and to encourage them to
construct a list of goals structured towards ultimately securing
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gainful employment. The booklets also promoted positive mes-
sages about self-efficacy and the value of employment in enhancing
health/wellbeing.

Participants randomised to TAU were invited to one face-to-
face appointment with the study coordinator (a qualified
research nurse without any specialist training in vocational
rehabilitation) at their GP practice. After answering any questions,
obtaining written, informed consent and completion of the base-
line questionnaire by the participant, the study coordinator spent
approximately 10 min guiding the participant through the TAU
booklet and encouraging them to take it home to read it at their
leisure. Each appointment lasted approximately one hour.
Travel costs were reimbursed.

IPS

Two experienced ESWs already providing IPS in each city were
seconded to the research team for this project. Prior to recruitment,
they received training about chronic pain which included: how the
condition presents in practice; the types and side effects of medi-
cation used to manage the pain; and common approaches used by
pain experts to enable functioning (Figure 1).

After randomisation to IPS, each participant was telephoned by
the trained ESW in their locality to invite them to attend a face-to-
face appointment held at the local City Council Offices. After
addressing any questions, obtaining written, informed consent
to participate in the trial and IPS and asking them to complete
the baseline questionnaire, the ESW started work with the individ-
ual to establish their preparedness for work. Participants in the IPS
arm were also given the TAU booklet and encouraged to take it
home to read it at their leisure.

All participants randomised to IPS were seen by both their
assigned ESW and the community pain occupational therapist
(OT) at one of their initial appointments. The focus of these joint
meetings was to assess the participant’s pain and current painman-
agement strategies, with the possibility of specific counselling and
support from the OT, signposting to other relevant services or fol-
low-up by the pain team. The ESWs were invited to integrate as
much as possible with the local pain services, attend multi-discipli-
nary teammeetings and follow-up pain service use was available to
all participants in the IPS arm.

Following local procedures for IPS, and alongside people
receiving IPS through a separate initiative (the Solent Jobs
Programme which recruited people unemployed for more than
two years with long-term health conditions), pilot trial partic-
ipants met their ESW as frequently as required to support
and develop their employment plans over a maximum of 12
months. Fundamentally, the process comprised three stages:
assessing the individual’s preparedness for work; preparing
them for work; and finally, selecting and allocating the individ-
ual to a competitive paid work placement (IPS). Travel costs
incurred by participants for all visits were reimbursed.

IPS relies upon key principles, the first of which is a goal of com-
petitive employment but the other principles are zero exclusion;
attention to clients’ preferences; rapid job search; targeted job
development; integration of the employment services with their
healthcare; benefits counselling and individualised long-term sup-
port. There are few settings in which it is possible to set up a service
that can meet these principles solely for the purposes of a pilot
study. Our study benefitted from being nested in the existing
Solent Jobs programme, set up 3 years previously and having
engaged with> 700 local employers. Through this, pilot study

participants in the IPS arm were offered competitive job place-
ments for which they had to attend an interview (and could be
not selected), but these placements offered flexibility over and
above standard employment. Local employers had been engaged
in providing work placements by the City councils, aiming to sup-
port them to address recruitment needs. This proved easier in some
sectors including Hospitality and Warehouse and Logistics, but
more difficult in others (eg, senior administration), and place-
ments were frequently based on small- and medium-sized employ-
ers, who were attracted to the promise of local recruitment and
associated their involvement in this with creating a positive image.
Relevant businesses/roles were identified, and then, opportunities
brokered based on participants’ circumstances and job interests.
The salary of the placement worker was paid by the Council for
up to 6 months with the expectation of longer-term employment
beyond this timepoint.

Data collection

Questionnaires were developed for completion at baseline and 3,
6 and 12 months of follow-up. At baseline, information was col-
lected on demographic and lifestyle factors; qualifications;
employment history; employment aspirations; comorbidities;
healthcare utilisation; finances; welfare benefits; and functional
health literacy. At baseline and each follow-up, we collected
EQ5D-5L; Brief Pain Inventory (Mendoza et al., 2006); health
care utilisation; return-to-work self-efficacy scale (Brouwer
et al., 2011; Black et al., 2016; Lagerveld et al., 2016; Black
et al., 2017; Black et al., 2018; Black et al., 2019); Warwick-
Edinburgh Mental Wellbeing Scale (Tennant et al., 2007),
PHQ-9 (Kroenke et al., 2001); self-rated health (Kondo et al.,
2009), Rosenberg Self-Esteem Scale (Rosenberg, 1965) and
markers of pain as recommended by the IMMPACT statement
(Dworkin et al., 2005). At follow-up after 3 and 6 months, every-
one was asked to report if they had done any paid work since the
previous questionnaire, what type of work, over what duration
(options: < 1 week; > 1 week but < 1 month, > 1 month but < 3
months), whether they were still doing paid work and howmany
hours/week (options: 0–8 h, 9–15 h, 16–24 h, 25 h or more). All
these data were collected to evaluate their suitability as future
outcome measures. Baseline questionnaires were completed at
the face-to-face appointments. Follow-up questionnaires were
posted to allow participants to complete and return the form at
their leisure in a reply-paid envelope. If no response was received
after four weeks, a reminder letter and a further copy of the ques-
tionnaire were sent. On receipt of each completed questionnaire, a
shopping voucher (amount £10) was sent to the respondent.

Analysis

Descriptive statistics were used to summarise the proportion of
people identified in primary care who were eligible for the study
and the proportion that agreed to take part. Baseline characteristics
were also summarised using counts and percentages for categorical
data and means (standard deviations) and medians (interquartile
ranges) for continuous data for the whole group of participants and
separately for each allocation arm in the trial. Analyses were car-
ried out using Stata version 12.

Employers’ perspective

To complete this pilot trial, employers who had provided a work
placement for at least one participant in the IPS arm were asked to
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consent to an informal interview with the PI and Study
coordinator. Those interested were visited at a time of their choos-
ing in their work environment. Enquiry was made as to their moti-
vation for providing the placement and their reflections on the
success (or otherwise) of doing so.

Results

The pilot study was conducted between November 2017 and
September 2019. In total, nine GP practices covering a population
in excess of 200 000 people agreed to try to identify eligible partic-
ipants through primary care using the range of approaches.

Identification and recruitment

Table 1 summarises the results of recruitment using the different
methods. As required by the study protocol, primary care-based
methods were evaluated extensively initially. For example, study
information packs were posted to 1017 people based on Read code
searches but this method yielded only 57 enquiries amongst whom
more than half did not meet the eligibility criteria (either retired,
already in paid work but struggling to cope because of pain
(n= 10), or no longer had chronic pain). A further five individuals
returned a reply slip to the research team, expressing interest, but
were not contactable (incorrect contact number was provided or
no response was obtained despite multiple messages left by the
study coordinator). A research-active GP who carried out oppor-
tunistic screening during appointments identified five eligible par-
ticipants over 6 months, all of whom were recruited. Likewise,
when a dedicated research nurse hand-searched patient notes at
one practice for potentially eligible patients and then telephoned
those identified, six eligible participants were identified and suc-
cessfully recruited. However, this proved to be a laborious and
resource-intensive approach, taking approximately two weeks of
research nurse time. Posters advertising the study were displayed
in all nine practices but yielded only two enquiries from patients,
both of which came after recruitment closed.

All recruitment methods in primary care proved time-consum-
ing and resource-intensive. Since IPS was only available for a fixed
period of time, with the agreement of our Trial Steering Committee,
we also opened up recruitment through community-based pain ser-
vices, using a targeted face-to-face approach. Over a period of five
months, this method yielded a further 13 eligible participants who
were all recruited and enabled us to complete the pilot trial.
Ultimately, a total of 50 individuals were recruited to the pilot study.

Randomisation

Given the delays to recruitment, block randomisation was compro-
mised by the availability of the IPS intervention (limited to a fixed
time point of 30 September 2019, and thus, the final recruit to the
active arm was enrolled by 30 September 2018 to allow 12 months
of follow-up). Therefore, after random allocation of the first 18
participants, we subsequently allocated as many participants as
possible to IPS until the end of September 2018, and thereafter,
participants were allocated to TAU. Importantly, all those
recruited from one large practice (serving 20 000 people) at
the start of the trial (n = 13) were randomly allocated 1:1.
Ultimately, 28 participants received TAU and 22 received
IPS. No one in either arm expressed dissatisfaction with either
randomisation or their allocation, nor did anyone withdraw
after allocation and before their first appointment.

Contamination

Although the numbers involved were small, the risk of contamina-
tion was assessed to be low. Apart from the single practice in which
the GP gave study information packs out during their consultation,
GPs were not directly involved with any aspect of the intervention
or allocation.

Characteristics of participants

Table 2 describes the baseline characteristics of those recruited,
overall and by allocation. Broadly, those allocated to each arm

MANUALISED INDIVIDUAL PLACEMENT AND SUPPORT INTERVENTION

IAPT Rehabilitation GP

Bespoke training
for Employment Support 

Workers (ESWs)

What is chronic pain?
How does it present?
Medication and side 
effects
Pacing
Fluctuating nature
Relationship with 
mental ill-health

PAIN SERVICES

INDIVIDUAL PLACEMENT AND 
SUPPORT

Assessment of:
Readiness for work

Preparation for work

Secure work placement
INTEGRATION OF ESWs and PAIN 

SERVICES
Pain assessment
Medication review

Pain management plan

Third sector 
(voluntary and 
community) 

organisations

Pain Service interaction and follow-up for both ESWs and the individual
Figure 1. Schematic illustrating the manual-
ised Individual Placement and Support for
chronic pain patients
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had similar characteristics: 60% were female, and participants were
mostly white. A relatively high proportion were single/divorced (n
= 21, 42%). The mean age of leaving school was 16 years, and
approximately half had gone to further education or university.
Less than 10% (n= 4) had university degrees. Two participants
had never held a paid job. Of the remainder, the majority had pre-
viously stopped working mainly or partly for health reasons,
including pain but also comorbid mental health/stress and ‘other’
diagnoses. Many participants (n= 19, 38%) lived alone, but almost
a third had at least one child aged < 18 years and the majority
(n= 44) had no dependants outside their household. Only 12
owned their home outright, and 68% reported that they were at
least ‘just getting by’ financially. Many participants (n= 30,
60%) were in receipt of welfare benefits, and 41 (82%) were willing
to describe their monthly income. Nearly a third were current ciga-
rette smokers but alcohol abuse was not reported by any.
Comorbidities were common, with two-thirds reporting anxiety/
depression (and a further three were ‘not sure’). Most participants
(n= 41) were looking for part-time, rather than full-time work,
and wanted < 24 h/week. Nineteen participants had been unem-
ployed < 2 years with a median period of unemployment of 3 years
(IQR 1.2–5.5 years), which was similar in both trial arms (2.6 years
for IPS and 3.1 years for TAU). Four people (three allocated to
TAU and one to IPS) reported a very long period of unemployment
prior to baseline (> 20 years).

A comparison of participants recruited via primary care with
those enrolled through pain services revealed notable differences:
those recruited from pain services represented a wider ethnic
diversity (31% vs 0% non-white ethnicity); were more likely to
be single (54% vs 16%); were more likely to have received further
education (69% vs. 46%); had slightly poorer health literacy; had
been unemployed longer (median 3.0 years (IQR 3.0–4.1) vs
median 1.8 years (IQR: 0.7–6.8); and included the 3 participants
who had never worked.

Retention and questionnaire response rates

60% of participants returned all questionnaires, and these were
over-represented in the TAU arm (68% vs 50%). Five (4 in IPS
arm, 1 in TAU arm) failed to return any postal questionnaires,
and these weremostlymen (4/5); white (4/5); single (4/5) andmore

likely to have undertaken further education (4/5). According to
every parameter, they had better health literacy than those who
completed at least one postal questionnaire.

Employment outcomes

The ESWs reported wide variation in how ready participants were
for work when first referred. Therefore, amongst the 22 allocated to
IPS, eight (36%) attained a job by 12 months of follow-up (includ-
ing two who moved away to work), a further one was doing vol-
untary work, four were in vocational training, and seven were
actively job-seeking (with one participant having received a job
offer), and two were lost to follow-up. In the TAU arm, 8/28
(29%) were in paid work at 12 months, all but one of whom started
working within 3 months of recruitment and remained working
throughout (the other one was in work by 6 months and remained
in work). Amongst the remaining 20, 14 never worked at any point
during follow-up and three worked at only one point but stopped
again before 12 months of follow-up. Of the remaining three, who
only returned one or two questionnaires, they were not working
when we did hear from them. A key difficulty in assessing the
impact of the intervention on employment was the high rates of
non-response to questionnaires.

Outcome measures for a definitive trial

Overall, when questionnaires were returned, they were well-com-
pleted. We evaluated a range of possible outcome measures for
completeness and responsiveness to change (Supplementary
Table 1), amongst which the measure that appeared most respon-
sive was return-to-work self-efficacy.

Reflections from employers

Three managers from two SMEs who had hosted a work placement
for participants in the pilot trial agreed to be interviewed infor-
mally about their experiences. Their reflections are summarised
in Table 3. Notably, employers were very positive about employing
people with chronic pain and reported seeing their employees gain
health improvement.

Discussion

This research examined the feasibility of conducting a future
definitive RCT investigating the effectiveness and cost-effective-
ness of IPS as an intervention to improve health-related quality
of life amongst people unemployed with chronic pain, recruiting
through primary care. Despite testing a range of different meth-
ods in primary care, recruitment of individuals unemployed
with chronic pain proved challenging and resource-intensive.
Consequently, and in accord with the findings of another UK
study (Froud et al., 2020), we have shown that, at least in the
UK, a definitive trial would currently not be feasible with the
major barrier being the lack of a whole systems approach to
health and employment. If appropriate employment support
is to be made available to people with pain, there is an urgent
need for accurate and up-to-date employment status to be held
in primary care records and to improve ability to link health and
work data for the future. Indeed, if the role of IPS for people with
chronic pain in the UK is to be accurately investigated, this is a
fundamental requirement.

Combining recruitment through pain services allowed us to
recruit a sample of 50 participants and investigate other feasibility

Table 1. Methods of recruitment of patients unemployed with chronic pain
through primary care and community-based pain services and their success
in the pilot trial

Recruitment method
Number

approached

Number
identified

but
ineligible Recruited

Database search (GP) and
mailshot

1017 31 26

Hand-searching GP records
and telephone contact

6 0 6

Posters in GP surgeries Unknown 2 0*

Opportunistic (GP) during
consultations

5 – 5

Opportunistic (pain services)
during consultations

13 – 13

Total 50

*Two patients self-referred having seen the posters but after closure of recruitment.
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Table 2. Baseline characteristics of all participants and by allocation in the pilot trial

All (n (%)) IPS (n (%)) TAU (n (%))

Sex

Males 20 (40%) 10 (45%) 10 (36%)

Females 30 (60%) 12 (54%) 18 (64%)

Ethnic origin

White 46 (92%) 20 (91%) 26 (93%)

Black-Caribbean 1 (2%) 1 (5%) 0

Black-African 0 0 0

Black-Other 1 (2%) 1 (5%) 0

Indian 2 (4%) 0 2 (7%)

Pakistani 0 0 0

Bangladeshi 0 0 0

Chinese 0 0 0

Marital status

Married 27 (54%) 8 (36%) 19 (68%)

Single 13 (26%) 10 (45%) 3 (11%)

Civil partnership 0 0 0

Widowed 0 0 0

Divorced 8 (16%) 3 (14%) 5 (18%)

Living with a partner 2 (4%) 1 (5%) 1 (4%)

Age left school
(2 missing values)

Mean (SD): 16.0 (1.1)
Median (IQR): 16 (15.5–16)

Mean (SD): 15.9 (1.3)
Median (IQR): 16 (15–16)

Mean (SD): 16.1 (1.1)
Median (IQR): 16 (16–16)

Further education/University

No 24 (48%) 10 (45%) 14 (50%)

Yes 26 (52%) 12 (55%) 14 (50%)

Educational level

O Levels/GCSEs (or equivalents) 38 (76%) 15 (68%) 23 (82%)

A Levels (or equivalents) 9 (18%) 3 (14%) 6 (21%)

Vocational training certificate(s) 30 (60%) 10 (45%) 20 (71%)

University degree(s) or HND 4 (8%) 2 (9%) 2 (7%)

Higher professional qualifications 4 (8%) 1 (5%) 3 (11%)

Ever in paid job

No 2 (4%) 1 (5%) 1 (4%)

Yes 48 (96%) 21 (95%) 27 (96%)

Time since last in paid work

Median (IQR) (years) 3.0 (1.3–5.5) 2.8 (1.3–4.1) 3.2 (1.3–16.1)

Missing 11 4 7

Leaving job due to health

No 3 (6%) 1 (5%) 2 (7%)

Yes, mainly due to health 34 (68%) 16 (73%) 18 (64%)

Yes, partly due to health 11 (22%) 4 (18%) 7 (25%)

Missing 2 (4%) 1 (5%) 1 (4%)

Health-related job loss (type of health problem)

Chronic pain 24 (48%) 14 (64%) 10 (36%)

Back, neck, arm, shoulder or leg 34 (68%) 13 (59%) 21 (75%)

(Continued)
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Table 2. (Continued )

All (n (%)) IPS (n (%)) TAU (n (%))

Mental health problem or stress 15 (30%) 5 (23%) 10 (36%)

Heart or lungs 2 (4%) 1 (5%) 1 (4%)

Other 6 (12%) 3 (14%) 3 (11%)

N/A (No HRJL) 3 (6%) 1 (5%) 2 (7%)

Future work prospect

Part-time 41 (82%) 17 (77%) 24 (86%)

Full-time 9 (18%) 5 (23%) 4 (14%)

Hours in part-time future job

0–8 10 (20%) 5 (23%) 5 (18%)

9–15 13 (26%) 4 (18%) 9 (32%)

16–24 13 (26%) 6 (27%) 7 (25%)

>25 3 (6%) 2 (9%) 1 (4%)

N/A 9 (18%) 5 (23%) 4(14%)

Missing 2 (4%) – 2 (7%)

Comorbidities reported

High blood pressure No: 36 (72%)

Yes: 9 (18%)

Not sure: 5 (10%)

Heart problems No: 47 (94%)

Yes: 3 (6%)

Not sure: 0

Diabetes No: 46 (92%)

Yes: 4 (8%)

Not sure: 0

Kidney disease No: 49 (98%)

Yes: 1 (2%)

Not sure: 0

Previous stroke or ‘TIA’ No: 48 (96%)

Yes: 2 (4%)

Not sure: 0

Arthritis No: 27 (54%)

Yes: 19 (38%)

Not sure: 3 (6%)

Missing: 1 (2%)

Asthma or other lung problems No: 37 (74%)

Yes: 12 (24%)

Not sure: 1 (2%)

Anxiety or depression No: 14 (28%)

Yes: 33 (66%)

Not sure: 3 (6%)

GI or other stomach problems No: 37 (74%)

Yes: 10 (20%)

Not sure: 3 (6%)
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questions. Firstly, chronic pain patients, once identified, were will-
ing to participate, agreed to be randomised and found their allo-
cation, both to IPS and TAU, acceptable. Despite our efforts,
few had only recently become unemployed and median duration
was 3 years. Primary care recruitment yielded some participants
with shorter duration of unemployment (median 1.8 vs 3 years)
but the variation was still wide (IQR 0.7–6.8 years). Consequently,
many of those who were recruited to the IPS arm were not ‘work
ready’, and in some cases, the ESWs reported that participants
seemed quite unrealistic about this. Nevertheless, all made some
progress towards work during the 12-month follow-up with over
a third in paid employment. In the TAU arm, 29% reported that
they were in paid work at 12 months, all but one of whom started
working by 3 months and remained working throughout. We
found that people with long-term unemployment and chronic
pain faced significant challenges in terms of work readiness that
take time to overcome. Lack of work readiness may reflect prob-
lems with the delivery of their chronic pain care such as delays in
diagnosis, poor training of healthcare professionals (Donaldson,
2009, British Pain Society, 2012) and/or lack of access to specialist
advice when required. Alternatively, it might be the nature of an

individual’s journey through a diagnosis of chronic pain, firstly
needing a period of adjustment to the ‘incurable’ nature of their
problem and also needing to find appropriate therapy for psycho-
logical comorbidities. Taking all this into account, it is challenging
to know when best a workplace intervention should be offered.
Eitherway, aswas suggested in our qualitativeworkwith peoplewith
chronic pain (Holmes et al., 2020), follow-up over 12monthsmay be
too soon to fully appreciate the effectiveness of IPS on return towork
in a trial, and assessment of employment status at 24 months or
longer may be a more appropriate primary outcome, as used by
Hellstrom and co-workers in their study of IPS in people withmood
and anxiety disorders (Hellstrom et al., 2017).

We experienced difficulty in obtaining responses to follow-up
questionnaires (40% non-receipt) despite incentives and remind-
ers, with rates of attrition similar to those seen in a similar study
(Froud et al., 2020). Interestingly, in a study of IPS amongst people
with moderately severe mental ill-health, only a 60% response to
questionnaires was anticipated (Reme et al., 2019). Response rates
were poorer amongst those in the IPS arm, particularly those who
obtained employment (perhaps perceiving that they were no
longer relevant to the trial). This suggests that other methods of

Table 3. Reflections from employers about providing a work placement in the InStep pilot trial

Reflections Comments /examples as quotations

Glad to have provided the placement • ‘Giving back to the community’
• Saw it as ‘important to get involved’
• I ‘wanted to give a person unemployed with a health condition a chance’

Benefits to employers of housing a placement • It had proved easier to obtain an individual prepared to work part-time hours (which was what the
Company needed) through this mechanism than on the conventional job market ‘where most people
want full-time’.

• ‘By involving everyone in the organisation in supporting this employee, it has been good for the
business’ and not caused any problems with relationships with other staff.

Cynicism from some senior managers • ‘The placement was sold to me by senior managers as free labour for 6 months’ but ‘I didn’t see it that
way’

Some doubt to begin with • It was ‘a leap of faith’ when they offered the placement, but ‘it had been well worth the gamble’ in
their opinion and said they ‘would not hesitate to offer future work placements if funding became
available again. It was brilliant’.

Personal satisfaction • The two individuals placed here experienced job satisfaction and it was enjoyable to see them ‘flourish
at work’

Placement participant may have different
needs than other employees

• The employers acknowledged that the employees on work placements tended to ‘need flexibility
(including, for example, more sick days) ’ but perceived this was ‘straightforward to accommodate’.
‘They appreciated the support and flexibility’ (eg, with working hours and tasks), ‘which had allowed
them to settle in’.

• ‘Good communication regularly between the employee and their manager is essential’
• I realised that the pain levels changed and the employee has ‘good and bad days’ but this was easy to
accommodate ‘once I understood’

• One worker had been overwhelmed by the job initially, but with support, had been helped ‘to break the
job down into manageable tasks’ which had enabled them to cope and eventually to compile a ‘how
to’ booklet to help himself and other new recruits to perform the work effectively.

• ‘The workers had demonstrated a keen enthusiasm and desire to work’ which had led to them both
being taken on permanently after starting the placement.

Benefits to employee in placement • The employment placement had benefitted the health of their employee: ‘had come off all pain
medication within weeks’.

• The work gave ‘a sense of worth’ and kept the mind occupied. The employee had told them how much
the work helps and that they ‘look forward to coming to work’.

Interview essential • It was important that they were not obliged to take anybody through this placement scheme but
instead were able to interview applicants interested in working with them.

• They felt that this was important for the success of the placement and that they would only offer such
placements if they could make this selection.

• ‘Not all candidates would be physically suited’ (eg, if there were communication issues or a physical
disability which simply could not be accommodated in their workplace).

• The interview gave an opportunity to assess an individual’s motivation for the work and their
motivation was ‘key to the success of the placement’.
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data collection would be important in a definitive trial, perhaps
using telephone or video calls or a system of text messages. If work
commitments limit retention, consideration of data collection
methods outside traditional working hours might be necessary.
However, returned questionnaires were well-completed and, of
the measures investigated, return-to-work self-efficacy appeared
to be a measurable, responsive outcome measure (Black et al.,
2019). Integration of IPS with pain services proved feasible and
has been manualised (Figure 1). Employers who offered work
placements for the trial described benefits to the business and
the employee and were extremely positive about their involvement.

People unemployed with chronic pain have a number of com-
pounding problems which include reduced self-esteem and self-
confidence; progressive loss of fitness and stamina through inac-
tivity; outdated vocational skills; lack of suitable, sustainable
employment opportunities; poor availability of ‘tailored’ job-seek-
ing and occupational advice and potential prejudice from employ-
ers against people with poor sickness records (Omori, 1997).
Recognising this, an aim of this project was to identify people
who were relatively recently (minimum 3 months) unemployed.
In the UK, people with prolonged unemployment can be identified
through Job Centre Plus as most of them will require welfare ben-
efits. As recently unemployed people do not formally register any-
where, it was hoped that we could identify them through primary
care. However, this proved difficult. Although primary care elec-
tronic software systems include codes for fit notes, they do not have
any code for discussion of work or unemployment during a con-
sultation. Moreover, 10-minute consultations (that are specified in
the NHS) are already stretched dealing with medical problems and
prescriptions to realistically expect lengthy employment discus-
sions. Systems are needed for collecting this information in other
ways, for example through data linkage and integrating into elec-
tronic healthcare records. It is unrealistic to expect that any system
depending on practice staff, GPs or patients to record employment
information accurately and in a timely way will be effective.
Additionally, there is no agreed system of coding chronic pain
(Mansfield et al., 2017). After intensive efforts in one practice,
using codes for combinations of medications used to treat chronic
pain, a large number of invitations were sent to patients registered
with likely chronic pain but this yielded a low number of eligible
participants and came at the cost of some complaints to practice
staff from patients who were working and thus incorrectly invited
to take part.

Previous work by our group (Szplit, 2013) showed that people
unemployed with chronic pain can be recruited through pain ser-
vices, and indeed, it proved successful in this project. A similar
methodology has been adopted in a current RCT in Norway
(Rodevand et al., 2017, Linnemorken et al., 2018). However, our
results, unsurprisingly, suggest that people recruited from this set-
ting are different: they have longer pain journeys; higher rates of
comorbidity; represent a more diverse ethnicity and have less work
experience so that although return to work can be achieved, it will
be more time-consuming and resource-intensive (as seen in the
IPS arm). Whilst these are not reasons against providing employ-
ment support to people using pain services, earlier intervention
would be desirable. Ideally, people would be identified for support
whilst they are still in the workplace or as soon as possible after they
have lost their job. Employment support at these points will likely
be less costly in financial terms andmore successful, but newmeth-
ods of identifying such individuals are urgently needed.

The current research needs to be considered alongside its lim-
itations. It was a pilot trial carried out as part of a programme of

work to establish the feasibility of a definitive RCT of IPS for people
unemployed with chronic pain. The commissioners (NIHR HTA)
were keen that recruitment through primary care was prioritised,
and we tested this as rigorously as possible but found it extremely
challenging. Given this, we added recruitment from pain clinics to
maintain our assessment of feasibility of other aspects of a future
trial. Also affected by slow recruitment was the availability of the
IPS intervention. In consequence, after initially following our plan
of 1:1 block randomisation, we allocated subsequent participants to
IPS until it was no longer available and to TAU thereafter, so that
this was, as a result, a quasi-randomised study. However, all par-
ticipants gave consent to random assignment and we experienced
no drop-outs after allocation. We asked participants to complete
postal questionnaires to assess the feasibility of this approach
for obtaining outcome data and identify the most suitable primary
outcome but were disappointed with low rates of completion. The
primary data reported here are for context, rather than because
they were the main purpose of this research. We found that most
IPS research does not include the crucial voice of the employers
and therefore included their reflections which had been obtained
through informal meetings with the study team, but these data
were neither collected nor analysed by a qualitative researcher.

IPS has been shown to be effective in improving rates of
employment amongst people with severe mental health conditions.
The ‘place then train’ model, together with adherence to strictly
defined fidelity principles (Drake and Becker, 1996; Drake, 1998;
Burns et al., 2007), including most crucially that the participant
must want to work, and integration with healthcare provision, have
made it a much more effective model of vocational rehabilitation
than others. There is good reason to believe that it could be an
effective approach for people with a range of other long-term con-
ditions, including chronic pain, and our study adds insight to a
growing body of evidence in this patient group. IPS has also been
tested amongst other groups, including people with substance mis-
use conditions (Lones et al., 2017); autism (McLaren et al., 2017);
common mental health conditions (Hellstrom et al., 2017;
Overland et al., 2017); post-traumatic stress disorder [(Davis
et al., 2018); and ex-offenders (Khalifa et al., 2016, Durcan et al.,
2018), and this literature has recently been systematically reviewed
(Probyn et al., 2021). Additionally, the UK government has under-
taken some large-scale government trials and pilots, including peo-
ple with diverse health conditions (Institute for Employment
Studies, 2021). Together, there is a growing body of evidence that
IPS can be effective at improving employment for people with a
range of health conditions. Sadly, however, our work highlights
a significant barrier to undertaking trials such as this in the UK
until progress is made towards improved integration of healthcare
and employment databases.
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Acknowledgements. We are grateful to the National Institute for Health
Research Health Technology Assessment Programme for funding this research
(15/108/02). The authors would also like to thank Emeritus Professor David
Coggon for his intellectual contribution to the original application, throughout
the project and this manuscript. We are grateful to the staff from the Wessex
Clinical Research Network who helped publicise the study and the staff of the
nine practices who assisted with recruitment in primary care.We are very grate-
ful to the employment teams of Southampton City Council and Portsmouth
City Council and all those involved with the Solent Jobs Programme which
enabled provision of IPS for this research, particularly Kathryn Rankin and
Liz Crate. We would like to thank the Employment Support Workers who

Primary Health Care Research & Development 9

https://doi.org/10.1017/S1463423622000342


supported the IPS clients and the participants who took part in this research.We
thank Vanessa Cox and Ken Cox for their support with data entry and cleaning
and the University of Southampton for sponsorship.

Authors’ Contributions. All co-authors were applicants on the original fund-
ing application and conceived the original study design. GN undertook the stat-
istical analyses of the questionnaire data. CP, NM, SF, KWB, CHLmet regularly
as the Project Working Group which responded to recruitment difficulties and
interpreted data as they came in. A first draft of themanuscript was produced by
CHL and KWB. All co-authors contributed to revision and improvement of the
manuscript and have approved this final version for submission.

Financial Support. This research was funded by the National Institute for
Health Research Health Technology Assessment programme (ref: 15/108/02).

Conflicts of Interest. The authors have no relevant financial or non-financial
interests to disclose.

Ethical Standards. This study was performed in line with the principles of the
Declaration of Helsinki. Ethical approval was obtained through the University
of Southampton Research Ethics Committee (ID 23 853) and research gover-
nance approval from the Health Regulatory Authority (17/SCA/0398) in
October 2017, and the trial was registered (ISRCTN No: 30094062; Date 01/
12/2016).

References

Black C (2008) Working for a healthier tomorrow. Dame Carol Black’s review
of the health of Britain’s working age population. www.dwp.gov.uk/docs/
hwwb-working-for-a-healthier-tomorow.pdf [Accessed 24 June 2021].

Black O, Keegel T, Sim MR, Collie A and Smith P (2018) The effect of self-
efficacy on return-to-work outcomes for workers with psychological or
upper-body musculoskeletal injuries: a review of the literature. Journal of
Occupational Rehabilitation 28, 16–27.

Black O, SimMR, Collie A and Smith P (2016) A return-to-work self-efficacy
scale for workers with psychological or musculoskeletal work-related inju-
ries. Quality & Quantity 51, 413–424.

Black O, SimMR, Collie A and Smith P (2017) Early-claimmodifiable factors
associated with return-to-work self-efficacy among workers injured at work:
are there differences between psychological and musculoskeletal injuries?
Journal of Occupational and Environmental Medicine 59, e257–e262.

Black O, Sim MR, Collie A and Smith P (2019) Differences over time in the
prognostic effect of return to work self-efficacy on a sustained return to work.
Journal of Occupational Rehabilitation 29, 660–667.

Bond GR, Drake RE and Pogue JA (2019) Expanding individual placement
and support to populations with conditions and disorders other than serious
mental illness. Psychiatric Services 70, 488–498.

British Pain Society (2011) A report of the pain summit. https://www.
britishpainsociety.org/static/uploads/resources/files/members_articles_pain_
summit_report.pdf (Accessed October 2021).

British Pain Society (2012) National pain audit final report, 2010–2012.
http://www.nationalpainaudit.org/media/files/NationalPainAudit-2012.pdf
(Accessed October 2021).

Brouwer S, Franche RL, Hogg-Johnson S, Lee H, Krause N and Shaw WS
(2011) Return-to-work self-efficacy: development and validation of a scale
in claimants with musculoskeletal disorders. Journal of Occupational
Rehabiliation 21, 244–258.

Burns T, Catty J, Becker T,Drake RE, Fioritti A, KnappM, Lauber C, Rössler
W, Tomov T, van Busschbach J,White S andWiersmaD (2007) The effec-
tiveness of supported employment for people with severe mental illness: a
randomised controlled trial. Lancet 370, 1146–1152.

Chisholm J (1990) The read clinical classification. BMJ 300, 1092.
Davis L, Kyriakides T, Suris A, Ottomanelli L, Mueller L, Parker P, Resnick

S, Toscano R, Scymgeour A, Pharm M and Drake R (2018) Effect of evi-
dence-based supported employment vs transitional work on achieving steady
work among veterans with post-traumatic stress disorder: a randomized
clinical trial. Journal of the American Medical Association Psychiatry 75,
316–324.

deHeer EW,GerritsMM,BeekmanAT,Dekker J, vanMarwijkHW, deWaal
MW, Spinhoven P, Penninx BW and van der Feltz-Cornelis CM (2014)
The association of depression and anxiety with pain: a study from NESDA.
PLoS One 9, e106907.

Donaldson L (2009) Pain: breaking through the barrier: chapter in 150 years of
the Annual Report of the Chief Medical Officer: On the state of the public
health 2008. London: DH

Drake RE (1998) Special Issue on the IPS model. Psychiatric Rehabilitation
Journal 22, 3.

Drake RE and Becker DR (1996) The individual placement and support model
of supported employment. Psychiatric Services 47, 473–475.

Durcan G, Allan J and Hamilton I (2018) From prison to work: a new frontier
for individual placement and support. London: Centre for Mental Health.

Dworkin RH, Turk DC, Farrar JT, Haythornthwaite JA, Jensen MP, Katz
NP, Kerns RD, Stucki G, Allen RR, Bellamy N, Carr DB, Chandler J,
Cowan P, Dionne R, Galer BS, Hertz S, Jadad AR, Kramer LD,
Manning DC, Martin S, McCormick CG, McDermott MP, McGrath P,
Quessy S, Rappaport BA, Robbins W, Robinson JP, Rothman M, Royal
MA, Simon L, Stauffer JW, Stein W, Tollett J, Wernicke J and Witter J
(2005) Core outcome measures for chronic pain clinical trials: IMMPACT
recommendations. Pain 113, 9–19.

Fayaz A, Croft P, Langford RM, Donaldson LJ and Jones GT (2016)
Prevalence of chronic pain in the UK: a systematic review and meta-analysis
of population studies. BMJ Open 6, e010364.

FroudR, GrantM, BurtonK, Foss J, EllardDR, Seers K, SmithD, BarillecM,
Patel S, Haywood K andUnderwoodM (2020) Development and feasibility
of an intervention featuring individual supported work placements to aid
return to work for unemployed people living with chronic pain. Pilot and
Feasibility Studies 6, 49.

Grant M, O-Beirne-Elliman J, Froud R, Underwood M and Seers K (2019a)
The work of return to work. Challenges of returning to work when you have
chronic pain: a meta-ethnography. BMJ Open 96, e025743.

Grant M, Rees S, Underwood M and Froud R (2019b) Obstacles to returning
to work with chronic pain: in-depth interviews with people who are off
work due to chronic pain and employers. BMC Musculoskeletal Disorders
20, 486.

Hellström L, Bech P, Hjorthøj C, Nordentoft M, Lindschou J and Eplov LF
(2017) Effect on return to work or education of individual placement and
support modified for people with mood and anxiety disorders: results of a
randomised clinical trial. Occupational and Environmental Medicine 74,
717–725.

HolmesMM, Stanescu SC, LinakerC, Price C,MaguireN, Fraser S, CooperC
and Walker-Bone K (2020) Exploring the views of stakeholders about the
feasibility of carrying out a randomised controlled trial of Individual
Placement and Support for people unemployed with chronic pain based
in primary care (the InSTEP study). Pilot and Feasibility Studies 6, 44.

Institute for Employment Studies (2021) Health-led trial: taking part.
https://www.employment-studies.co.uk/project/health-led-trials/taking-part
[Accessed September 2021].

Khalifa N, Talbot E, Schneider J, Walker D, Bates Bird Y, Davies D, Brookes
C, Hall J and Vollm B (2016) Individual Placement and Support (IPS) for
patients with offending histories: the IPSOH feasibility cluster randomised
trial protocol. BMJ Open 6, 1–7.

Kondo N, Sembajwe G, Kawachi I, van Dam RM, Subramanian SV and
Yamagata Z (2009) Income inequality, mortality, and self rated health:
meta-analysis of multilevel studies. BMJ. 339, b4471.

Kroenke K, Spitzer RL and Williams JB (2001) The PHQ-9: validity of a
brief depression severity measure. Journal of General Internal Medicine
16, 606–613.

Lagerveld SE, Brenninkmeijer V, Blonk RWB, Twisk J and Schaufeli WB
(2016) Predictive value of work-related self-efficacy change on RTW for
employees with commonmental disorders.Occupational and Environmental
Medicine 74, 381–383.

Linnemorken L, Sveinsdottir V, Knutzen T, Rodevand L, Hernaes K and
Reme S (2018) Protocol for the Individual Placement and Support (IPS)
in pain trial: a randomised controlled trial investigating the effectiveness
of IPS for patients with chronic pain. BMC Musculoskeletal Disorders
19, 47.

10 Karen Walker-Bone et al.

http://www.dwp.gov.uk/docs/hwwb-working-for-a-healthier-tomorow.pdf
http://www.dwp.gov.uk/docs/hwwb-working-for-a-healthier-tomorow.pdf
https://www.britishpainsociety.org/static/uploads/resources/files/members_articles_pain_summit_report.pdf
https://www.britishpainsociety.org/static/uploads/resources/files/members_articles_pain_summit_report.pdf
https://www.britishpainsociety.org/static/uploads/resources/files/members_articles_pain_summit_report.pdf
http://www.nationalpainaudit.org/media/files/NationalPainAudit-2012.pdf
https://www.employment-studies.co.uk/project/health-led-trials/taking-part


Lones C, Bond G, McGovern M, Carr K, Leckron-Myers T, Hartnett T and
Becker D (2017) Individual Placement and Support (IPS) for methadone
maintenance therapy patients: a pilot randomized controlled trial.
Administration and Policy in Mental Health and Mental Health Services
Research 44, 359–364.

Mansfield KE, Sim J, Croft P and Jordan KP (2017) Identifying patients with
chronic widespread pain in primary care. Pain 158, 110–119.

McLaren J, Lichtenstein J, Lynch D, Becker B and Drake R (2017) Individual
placement and support for people with autism spectrum disorders: a pilot
program. Administration and Policy in Mental Health and Mental Health
Services Research 44, 365–373.

Mendoza T,Mayne T, Rublee D and Cleeland C (2006) Reliability and validity
of a modified Brief Pain Inventory short form in patients with osteoarthritis.
European Journal of Pain 10, 353–361.

Moser KA, Fox AJ and Jones DR (1984) Unemployment and mortality in the
OPCS Longitudinal Study. Lancet 2, 1324–1329.

Omori Y (1997) Stigma effects of unemployment. Economic Inquiry 35,
394–416.

Overland S, Grasdal A and Reme SE (2017) Long-term effects on income and
sickness benefits after work-focused cognitive-behavioural therapy and indi-
vidual job support: a pragmatic, multicentre, randomised controlled trial.
Occupational and Environmental Medicine 75, 703–708.

Probyn K, Engedahl MS, Rajendran D, Pincus T, Naeem K, Mistry D,
Underwood M and Froud R (2021) The effects of supported employment
interventions in populations of people with conditions other than severe
mental health: a systematic review. Primary Health Care Research &
Development 22, e79.

Reme, SE, Monstad K, Fyhn T, Sveinsdottir V, Løvvik C, Lie SA and
Øverland S (2019) A randomized controlled multicenter trial of individual

placement and support for patients with moderate-to-severe mental illness.
Scandinavian Journal of Work Environment and Health 45, 33–41.

Rodevand L, Ljosaa T, Granan L, Knutzen T, Jacobsen H and Reme S (2017)
Pilot study of the individual placement and support model for patients with
chronic pain. BMC Musculoskeletal Disorders 18, 550.

Rosenberg M (1965) Rosenberg self-esteem scale (RSE). Acceptance and com-
mitment therapy. Measures package 61, 52.

Szplit K (2013) Vocational pain programme for period April 2012-March 2013.
Social Return on Investment (SROI) Forecast Analysis 2013. Remploy.
https://socialvalueuk.org/ [Accessed July 2022].

Tennant R, Hiller L, Fishwick R, Platt S, Joseph S, Weich S, Parkinson J,
Secker J and Stewart-Brown S (2007) The Warwick-Edinburgh Mental
Well-Being Scale (WEMWBS): development and UK validation. Health
Quality of Life Outcomes 5, 63.

Treede RD, Rief W, Barke A, Aziz Q, Bennett MI, Benoliel R, Cohen M,
Evers S, Finnerup NB, First MB and Giamberardino MA (2019)
Chronic pain as a symptom or a disease: the IASP Classification of
Chronic Pain for the International Classification of Diseases (ICD-11).
Pain 160, 19–27.

Tunks ER, Crook J and Weir R (2008) Epidemiology of chronic pain with
psychological comorbidity: prevalence, risk, course, and prognosis. The
Canadian Journal of Psychiatry 53, 224–234.

Vos T, Allen C and Arora M (2017) Global, regional, and national incidence,
prevalence, and years lived with disability for 328 diseases and injuries for
195 countries, 1990–2016: a systematic analysis for the Global Burden of
Disease Study 2016. Lancet 390, 1211–1259.

Waddell G and Burton K (2006) Is work good for your health and wellbeing?
An independent review. Department for Work and Pensions. https://www.
gov.uk/ [Accessed July 2022].

Primary Health Care Research & Development 11

https://socialvalueuk.org/
https://www.gov.uk/
https://www.gov.uk/

	A pilot trial investigating the feasibility of a future randomised controlled trial of Individualised Placement and Support for people unemployed with chronic pain recruiting in primary care
	Background
	Methods
	Pilot trial design
	Eligibility criteria
	Identification and recruitment of eligible participants
	TAU
	IPS
	Data collection
	Analysis
	Employers' perspective

	Results
	Identification and recruitment
	Randomisation
	Contamination
	Characteristics of participants
	Retention and questionnaire response rates
	Employment outcomes
	Outcome measures for a definitive trial
	Reflections from employers

	Discussion
	References


