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Abstract
This study was undertaken to evaluate a new employment initiative called ACCEPT – Assessment
Counselling and Coaching in Employment Placement and Training for people with mental health
problems.  Pre- (T1) and post-training (T2) assessments of 63 ACCEPT trainees – based on the
Lancashire Quality of Life Profile – indicated statistically significant improvements (p<0.05) at T2 in
satisfaction with employment status, religion and purpose in life, social relationships and overall well-
being as well as a statistically significant increase in overall self-esteem scores.  Minor psychiatric
morbidity (GHQ) also decreased significantly (p<0.05) after training.  Trainees’ own views about
ACCEPT were positive.  At the end of the study, approximately half (32/63) were in paid employment
or in part/full-time voluntary work or work experience.  Mental health professionals (n=52) were
generally in favour of the service, although some expressed concern about staffing, client placements
and inter-agency communication.  The findings highlight, among other things, the importance of
‘therapeutic outcomes’ and the critical role of effective inter-agency working and support from mental
health professionals in the success of work-orientated programmes of care.

Introduction

The social and psychological significance
of work or work-related activity and, in turn,
the negative impact of unemployment on
mental health are well documented (e.g. Warr,
1984).  People with psychiatric problems,
more than any other client group, require
guidance and support to secure and maintain
employment or to return to work after a
period of mental ill health.  Traditionally,
opportunities for people with mental ill health
to re-enter open employment have been li-
mited owing to, among other things, the so-
cial stigma associated with their illness and
the lack of dedicated vocational rehabilita-

tion/training services.  However, a relatively
rapid expansion in these services during the
last decade has led to the implementation of
a wide range of statutory and voluntary
schemes and facilities which address the
employment needs of people with mental ill
health.  These include: hospital-based pro-
grammes; sheltered work; assertive case-
management; psychosocial rehabilitation in-
cluding prevocational training, transitional
employment and volunteer placements; sup-
ported employment; and counselling and edu-
cation (Bond & Boyer, 1988).

The growth in employment and training
provision for mentally ill people reflects an
increasing need to address the dynamic inte-
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raction between individuals and their social
environment particularly against a back-
ground of hospital closures and resettlement
to the community (Shepherd, 1997).  Increas-
ing numbers of people with psychiatric disor-
der require, in addition to clinical manage-
ment and medication regimens in the com-
munity, a network of innovative daytime
services which extend beyond traditional (and
largely stigmatised) provision and which help
to address the secondary and tertiary disabili-
ties described by Wing (1981) in his ‘disabil-
ity’ model of rehabilitation.  Bachrach (1992)
states that psychiatrists, in particular, play a
critical role in addressing the secondary dis-
abilities of people with mental illness (i.e.
how they understand and deal with their
illness) and that this can be achieved most
effectively with the help of rehabilitative
interventions involving skills training, be-
havioural change and environmental adapta-
tion. Available evidence supports the view,
also promulgated by Bachrach (1992), that
psychiatry and vocational rehabilitation com-
plement each other in the extent to which they
contribute to patients’ welfare and life cir-
cumstances.

The importance of employment support
has been recognised in the US for some time
now, but there is a growing number of organi-
sations in the UK which promote actively
employment-orientated programmes as part
of their core provision (Grove, 1999).  Among
the key players in Northern Ireland is New
Horizons (formerly known as the Industrial
Therapy Organisation) which organises and
administers the ACCEPT service.

The ACCEPT service

ACCEPT is a relatively new service which
was implemented within the Employment-
Horizon initiative of the European Union.
According to the above classification, it may
be described as a psychosocial rehabilitation

service involving the Assessment Counsel-
ling and Coaching in Employment Place-
ment and Training for people whose employ-
ability has been, or is likely to be, affected by
mental illness. The ACCEPT initiative in
Northern Ireland (ACCEPT (NI)) was set up
in November 1995 and currently involves
a collaboration with over 200 different
agencies in 11 other countries including Eng-
land, Germany, Spain, Sweden and Greece.
ACCEPT (NI) comprises 17 statutory and
voluntary organisations including several
Health and Social Services (HSS) Trusts.
This ‘flagship’ model of multi-agency work-
ing developed within a region of the UK often
considered more strongly associated with
division and civil unrest than partnership.
Most ACCEPT (NI) activity revolves around
four ‘high street’ information centres in Bel-
fast and surrounding areas.  Each centre –
which is staffed by a Development Officer
(DO), administrator and, on occasion, one or
more volunteers – provides a range of activi-
ties including: general advice and informa-
tion to service-users, carers and mental health
professionals; one-to-one guidance and job
counselling; in-house training; help to gain a
place in Further Education; and work place-
ment/employment with ongoing monitoring
and support.  Over 3000 people received one
or more of the above during 1997 (e.g. 386
people received vocational training).  Train-
ing courses include: Personal Development
Skills (e.g. confidence-building course);
Preparation for Job-Skills; Introduction to
Computers; Computer Literacy and Informa-
tion Technology (CLAIT); Stress Manage-
ment; and Work and Coping Skills.

This study was undertaken to evaluate the
services provided by the four ACCEPT cen-
tres during their first 12–18 months of opera-
tion.  Its aims were to: (1) obtain a profile of
ACCEPT service-users; (2) determine – in so
far as possible within the relatively short
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time-scale of the study – the extent to which
people obtained employment or meaningful
occupation after attending ACCEPT; (3) as-
sess by means of a face-to-face survey the
extent to which ACCEPT (NI) had met the
needs of a sample of users and impacted on
their quality of life, mental health and general
functioning; and (4) undertake a ‘stakeholder’
survey to elicit the views of mental health
professionals and mental health service man-
agers in contact with ACCEPT.

Method

All those who enrolled for one or more
ACCEPT training course(s) during the study
period (August–November 1997) and who
agreed to participate in the research were
assessed before and after completion of trai-
ning.  Those receiving ACCEPT information
and guidance only were excluded from the
study.  Pre-training (T1) assessments and
interviews were conducted with 74 people
but 11 (15%) dropped out shortly afterwards.
Complete T1 and T2 (post-training) data were
available, therefore, for 63 people.  However,
two of those who dropped out later agreed to
complete some of the self-report question-
naires used in the study.  Each trainee was
assessed using the instruments described be-
low.

A profile of trainees was obtained using an
ACCEPT Intake Form (AIF) to record: socio-
demographic information; primary diagno-
sis; current medication; experience of ‘insti-
tutional’ environments; employment history
and qualifications; and subjective wellbeing
and coping.

The Lancashire Quality of Life Profile
(LQOLP) (Oliver et al., 1995) was used to
elicit information on perceived quality of
life.  It includes Life Satisfaction Scores
(LSS) or ratings in eight major life domains
(including health and general wellbeing and

social relationships) as well as Bradburn’s
(1969) Affect Balance Scale – a 10-item
measure of psychological wellbeing – and
Rosenberg’s 10-item self-esteem schedule
(Rosenberg, 1965).  The GHQ-12 (Goldberg,
1978) provided a measure of minor psychiat-
ric morbidity while the four-item CAGE
(Ewing & Rouse, 1970) was employed as an
alcohol screening instrument.

A Goal Attainment Form (GAF) – based on
work by Kiresuk & Sherman (1968) – re-
corded information on up to five goals or
objectives (listed in order of importance)
which the trainee hoped to achieve as a result
of attending ACCEPT and the extent to which
these had been met on completion of training
(e.g. rated by both staff and trainee on a scale
from 1 (‘much more than expected’) to 5
(‘much less than expected’)).

Respondents’ views about ACCEPT (e.g.
ratings of service quality) were elicited using
an eight-item Client Evaluation Form (CEF).
A 21-item Stakeholder Questionnaire (SQ)
was employed in the postal survey of profes-
sionals in contact with ACCEPT.  The SQ
includes questions relating to the perceived
contribution of ACCEPT services to the trai-
nee’s wellbeing, the positive and negative
aspects of the service and how the service
might be improved.  Additional semi-struc-
tured interviews were conducted with key
informants representing each of the HSS trusts
with a ‘stake’ in the four ACCEPT centres.

Results

Profile of trainees

More than half (53%) of the trainees were
female and most were in their late thirties and
living with their family (Table 1).  There were
no statistically significant differences
(p>0.05) in marital status or living circum-
stances with respect to age or sex.  Fifty-three
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per cent (39/74) were referred formally to
ACCEPT usually by a Community Psychiat-
ric Nurse (CPN) or social worker (26/39).
The remainder were ‘self-referrals’.  Fifty-
nine per cent of the group – particularly those
in the older age group (45–58 years) (c 2 =
7.15, df=2, p<0.05) – had a non-psychotic
illness.  There was no statistically significant
association (p>0.05) between diagnosis and
sex.  Fifty-nine people (80%) were taking
mainly antidepressant or antipsychotic medi-
cation.  Almost half (47%, 35/74) of the

group had spent 10 weeks on average in
psychiatric in-patient care; 24% (18/74) were
admitted during the previous year (Table 1).

The majority of trainees (70%, 52/74) were
receiving one or more mental health service(s)
(Table 1) usually provided by a CPN (60%,
21/35), psychiatrist (54%, 19/35) or social
worker (43%, 15/35).  Eight people were
seeing a counsellor/psychotherapist (5) or
psychologist (3) while three people were
attending a day hospital.  Five trainees, three
of whom had a psychotic illness, had never

Table 1:  Profile of trainees  (at intake)

Descriptor Males (n=35) Females (n=39) Total (n=74)
number  (%)1 number (%)1 number (%)1

Age (years)
Mean 38 36 37
Standard deviation 10.95 9.20 10.03
Range 22–56 21–58 21–58

Marital status
Single 15 (43) 16 (41) 31 (42)
Married 10 (29) 11 (28) 21 (28)
Cohabiting 3 (9) 2 (5) 5 (7)
Divorced/separated 7 (20) 10 (26) 17 (23)

Living circumstances
Alone 10 (29) 13 (33) 23 (31)
With parents 10 (29) 8 (20) 18 (24)
With spouse (or partner) and/or children 13 (37) 18 (46) 31 (42)
Other2 2 (6) - - 2 (3)

Currently receiving mental health services 27 (77) 25 (64) 52 (70)
 ‘Institutional’ history

Psychiatric hospital 17 (49) 18 (46) 35 (47)
Imprisonment 2 (6) - - 2 (3)
Homeless 3 (9) - - 3 (4)

Primary diagnosis
Neurotic depression 18 (51) 17 (44) 35 (47)
Anxiety state 4 (11) 2 (5) 6 (8)
Alcohol dependency syndrome - - 3 (8) 3 (4)
Manic depression 4 (11) 8 (20) 12 (16)
Schizophrenia/schizophrenic psychosis 5 (14) 4 (10) 9 (12)
Personality disorder 2 (6) 1 (3) 3 (4)
No formal diagnosis/not known 2 (6) 4 (10) 6 (8)

1. Percentages may not sum to 100 due to rounding,
2.‘Other’ includes two people who were living with their brother and friend, respectively.
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been in full-time employment, but half had
spent 10 or more years in working life, usu-
ally in non-manual or manual-skilled em-
ployment.  Almost two-thirds were currently
unemployed for more than a year (65%, 48/
74).  Almost half (46%, 34/74) the group had
left school at 16 although 72% (53/74) had
one or more qualification(s).  Mental ill health
was the most commonly cited reason (62%,
42/74) for unemployment.  Almost two-thirds
of trainees were rated by ACCEPT staff as
ha-ving average (34%, 25/74) or high (28%,
21/74) levels of wellbeing and coping ability.

Profile of ‘leavers’

Six of the 11 people who dropped out of
training were ‘self-referrals’, all but two were
female and most were in their mid- to late
thirties (mean=35 years).  Two had received
psychiatric in-patient care (4–6 weeks), six
were taking medication and four were in
contact with mental health service profes-
sionals including a CPN (2), social worker
(2) and psychiatrist (1).  All but two had a
non-psychotic illness.  The ‘leavers’ were
similar in all other respects to those who
completed their training.  Only two people
replied to a follow-up letter, one of whom
indicated that she had gone on to further
education; the second respondent left AC-
CEPT because he was seeking a joinery ap-
prenticeship.

At the end of the study, one third (21/63) of
trainees were involved in part- or full-time
voluntary work or work experience while
nine people (14%) were in sheltered work.
Almost one in five (17%, 11/63) were in paid
employment and a further two people were
attending further education classes.  The re-
mainder (27%, 17/63) – excluding five peo-
ple with whom ACCEPT staff were no longer
in contact – had enrolled for further ACCEPT
training courses.

Face-to-face survey

T-tests were used to examine pre- and post-
training differences in the mean LSS scores
(the normality of the distribution of scores
was checked using P-P probability plots).
People felt significantly more satisfied
(p<0.05) at T2 with: the way they were cop-
ing with unemployment; their religion and
purpose in life; social relationships; and their
lives overall (Table 2).  There was a statisti-
cally significant increase in overall self-es-
teem (p<0.05) coupled with significantly
lower levels (p<0.05) of psychological dis-
tress as measured on the GHQ-12. Forty per
cent of the group (26/63) scored below the
clinical threshold on the GHQ-12 at both
time points.  However, 54% (18/33) of ‘cases’
at T1 had become ‘non-cases’ by T2 com-
pared to only 9% (6/63) for whom the reverse
was true.  There was no statistically signifi-
cant association (p>0.05) between ‘caseness’
and either sex or diagnostic group (i.e. psy-
chotic versus non-psychotic).  Seven people
(11%) scored two or more on the CAGE
indicating potential alcohol depen-dency.

The principal pre-training goal identified
by trainees was confidence-building, although
beginning or returning to full or part-time
work was also mentioned, albeit as a less
important (e.g. third or fourth) goal.  At least
three-quarters of trainees had – according to
their own ratings and those provided by staff
– achieved their goal(s) as much if not more
than expected particularly the first and most
important goal.  The reasons why, according
to staff, clients did not reach their expected
level of goal attainment included ‘lack of
commitment or motivation’ (n=15), ‘unex-
pected changes in personal circumstances’
(n=7) and/or ‘deterioration in physical or
mental health’ (n=6).  Other factors included
‘lack of suitable jobs’ (n=6), insufficient time
and/or training (n=5) and ‘inadequate travel
arrangements’ (n=3).
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Trainees’ views about ACCEPT were ex-
tremely positive.  They mentioned, in par-
ticular, improvements in their self-esteem,
confidence and motivation, the encourage-
ment and support which they derived from
ACCEPT staff and the opportunity for greater
social interaction.  However, some trainees
felt that they needed more and/or longer
periods of training and/or more counselling/
one-to-one support and help to find employ-
ment.

Stakeholder survey

Fifty-two questionnaires (52%) were re-
turned by professionals in contact with the
ACCEPT service, most of whom included
CPNs (31%, 16/52), social workers (19%,
10/52) and occupational therapists (OTs)
(13%, 7/52).  Professional estimates of the

proportion of clients on caseload considered
suitable for referral to ACCEPT varied from
10% to more than 50%.  Most respondents
(71%, 37/52) felt that ACCEPT services had
made a positive contribution to their clients’
wellbeing, particularly in relation to confi-
dence-building and preparation for work.

These views were amplified in semi-struc-
tured interviews with three mental health
service managers and two CMHT leaders.
ACCEPT was viewed by these key infor-
mants as a more flexible, smaller-scale and
accessible alternative to training/daytime
services such as job clinics (which tend to
focus on a different, usually more chronic
client group).  Participants also mentioned:
the accessibility of the information centres as
well as their pleasant and de-stigmatising
exterior and interior; the time and effort af-

Table 2:  LQOLP Life Satisfaction and global wellbeing scores (n=63)

Dimension Mean score* SD Mean score* SD t value Significance
at T1 at T2 level

Being unemployed1 3.13 2.04 3.61 2.28 -2.34 p<0.05
Finance2 6.35 2.99 6.49 3.21 -0.42 NS
Living situation3 13.83 3.51 13.48 3.33 1.06 NS
Leisure2 13.03 2.88 12.79 3.20 0.56 NS
Religion2,6 9.06 2.25 9.52 2.15 0.65 p<0.05
Health3 12.30 3.41 12.51 3.40 -0.52 NS
Legal and safety2 10.03 2.40 9.92 2.47 0.39 NS
Family relations3 9.73 3.52 10.06 3.59 -1.03 NS
Social relations2 8.73 2.57 9.24 2.37 -2.05 p<0.05
Life as a whole1 3.51 1.48 3.84 1.37 -2.02 p<0.05
Affect4 -1.59 4.69 -1.24 5.07 -0.57 NS
Overall self-esteem4 -0.64 4.92 0.60 5.25 -2.29 p<0.05
GHQ-125 4.23 4.30 2.82 3.96 2.29 p<0.05

*Higher scores - with the exception of the GHQ-12 – mean better outcomes on all dimensions.
1.Maximum possible score = 7.
2.Maximum possible score = 14
3.Maximum possible score = 21
4.Possible scores range from –5 to +5
5. Possible scores range from 0 to 12
6.Scores were obtained for only 27 people who described themselves as ‘religious’
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forded individual clients; the contribution of
the service to client empowerment and inclu-
sion; its cross-community benefits in bring-
ing together people from different religious
backgrounds; the European dimension (seen,
for example, as an important and influential
backdrop to the initiative); and the leading
role of the voluntary sector in the local
ACCEPT initiative.  However, all ‘stake-
holders’ expressed concerns about staffing
levels, the availability of work placements
and the need for greater inter-agency com-
munication, most notably between ACCEPT
and the Community Mental Health Team.

Discussion

Despite recent work by authors in the UK
and elsewhere (e.g. Becker & Drake, 1994;
Pozner et al., 1996; Schneider, 1998), there is
a continuing need for research on the benefits
or otherwise of vocational rehabilitation/trai-
ning services for people with a mental illness.
This study – which represents the first re-
search evaluation of an ACCEPT initiative in
Europe – was designed to assess the extent to
which the ACCEPT (NI) model of vocational
training provides an appropriate, effective
and valued service for people with mental ill
health.  The study focuses on the therapeutic
outcomes of vocational rehabilitation/train-
ing (e.g. subjective quality of life) which
have, for the most part, been neglected by
mainstream research and practice (Lehman,
1995).

The service-users

Our findings are based on a group of con-
secutive attenders who were considered rep-
resentative of ACCEPT users.  The results
suggest, in line with the few studies con-
ducted elsewhere (e.g. McCrohan et al., 1994),
that vocational rehabilitation trainees tend to
be diverse in terms of their overall function-

ing, capabilities, aspirations and employment
histories.  The ACCEPT trainees were dis-
similar, in some respects, to the 77 local job
clinic attenders studied by McCrum et al.
(1997).  For example, more of the people in
our study were females, living alone, shorter-
term unemployed (<5 years) and less likely to
be in need of psychiatric in-patient care.
Evidence from elsewhere suggests that users
of traditional day care services (e.g. day cen-
tres and sheltered workshops) tend to be
predominantly middle-aged men with schizo-
phrenia (e.g. Wainwright et al., 1988; Drake
et al., 1994; Dick & Shepherd, 1994).  Al-
though no information on severity of illness
was available here, our findings suggest that
local job clinics and conventional services
may be catering for more chronically ill cli-
ents than those attending ACCEPT.  None the
less, a significant majority of trainees were
using mental health services while almost
half had, at some stage, been hospitalised.
The hospital admission rate during the pre-
vious year (24%) compares favourably to
that reported by Schneider and Hallam (1997)
(18%) in their study of a similar vocational
rehabilitation scheme in England and is much
lower than the 42% of clients surveyed by
Oliver et al. (1995) in their survey of the
client caseload of Lancashire Social Services
Department.

Significantly, half of the group had spent
10 or more years in working life.  Therefore,
they may have a good chance of gaining
successful long-term placements and/or paid
employment in view of evidence suggesting
past work history to be the best predictor of
future work performance (Anthony & Jansen,
1984; Bond & Boyer, 1988).  The goals
identified by trainees tended to reflect a pat-
tern of increasing aspirations towards paid
employment.  For example, gaining employ-
ment was only the third most commonly
cited reason (42%) for attending ACCEPT.
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This suggests that most people had, at least in
the short term, an awareness of their lack of
appropriate skills/career direction and/or con-
fidence to re-enter the job market.  This is
also reflected in the high proportion of trai-
nees for whom gaining confidence was the
most important goal.

The findings reported here tend to support
the view that a person with a mental health
problem may start a vocational training pro-
gram with a desire to work, but may not
actively seek employment until much later
when sufficient cognitive and behavioural
change has taken place to make the transition
from being unemployed and not actively see-
king work to being unemployed and search-
ing for a job (Kaufman, 1995).  The process
of securing employment may develop over
time – influenced not only by clients’ needs,
abilities and aspirations, but also ‘external’
factors such as a relapse or deterioration in
their illness.  The follow-up information on
the current employment situation of AC-
CEPT trainees – obtained approximately 6
months after data collection began – appears
promising in terms of the number of people in
competitive employment and work place-
ments (including voluntary work) and the
level of follow-up contact with clients.

Our results suggest that there may be merit
in some aspects of the ‘train and place’ model
on which ACCEPT is based as well as the IPS
(Individual Placement and Support) ‘place
and train’ programme advocated by Becker
and colleagues (Becker & Drake, 1994; Bond
et al., 1997).  It is worth noting, however, that
there are some similarities between the local
ACCEPT model and the American IPS pro-
gramme.  For example, ACCEPT strives in-
creasingly to incorporate ‘real work experi-
ence’ into its programme (four Employment
Placement Officers have been appointed since
the completion of the study) and it is based on
the, often neglected, preferences and choices

of clients rather than provider judgements,
the importance of which have also been high-
lighted in this study.  However, it is difficult
to draw meaningful comparisons between
the ACCEPT and IPS models because the
vocational outcomes (e.g. job acquisition)
and costs associated with supported employ-
ment programmes in the US may vary con-
siderably from those in the UK owing to the
radically different social security and health
insurance systems (Schneider, 1998).  In ad-
dition, few of the American (or UK) studies
focus on the quality of life of the individual
subsequent to participation in employment
programmes (Schneider, 1998).

A substantial proportion of people in this
study was not formally referred to ACCEPT
by mental health professionals despite the
relatively large number who were receiving
their services.  It is difficult, on the basis of
this study, to ascertain to what extent this
pattern of referral was influenced by profes-
sional attitudes and/or client need.  However,
some of our qualitative data suggest that
there were teething difficulties with respect
to the development of understanding and co-
operation between the CMHT and ACCEPT
staff.  This appeared less to do with the
content, delivery and perceived effectiveness
of the service than its guiding philosophy
which is based mainly on the ‘skills’ model of
rehabilitation (Anthony & Liberman, 1986)
rather than the medical/curative or needs-
based approaches (e.g. Wing, 1981; Pilling,
1991) more commonly favoured by mental
health professionals.  The more broadly de-
fined skills approach is based on a systematic
identification of a person’s skills and skills
deficits in the context of his/her environment
and social role with a view to developing
greater competency and a clear direction for
work.  Unlike other models of rehabilitation,
it places little or no emphasis on the person’s
illness and its treatment or its potentially
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unstable effects (Ekdawi & Conning, 1994).
Our findings concur with previous work

suggesting that inter-agency communication
difficulties and conflicts are common when
vocational services are provided by an ‘out-
side’ service and that inter- and intra-agency
co-ordination must be an important part of
vocational intervention planning in order that
resources can be used most effectively (Becker
& Drake, 1994; McCrohan et al., 1994).
These and other concerns about staffing and
placement availability reflect, in large part,
the evolving nature of the service.  However,
it is important to note that, overall, mental
health professionals are in favour of
ACCEPT which they consider to be impor-
tant for people with mental illness and as
good, if not better, than alternative employ-
ment and daytime services.

Therapeutic outcomes

Our findings illustrate the critical role of
meaningful work-related activity in the ex-
tent to which it provides a valued social
position as well as a strong sense of identity
and self-worth for people with typically low
levels of confidence or little intrinsic belief in
their value to society (Jahoda, 1981; Lam &
Power, 1991).  A small number of studies
conducted elsewhere have reported similar
results.  For example, Velasquez & McCubbin
(1980) reported that those receiving voca-
tional rehabilitation had higher scores than
non-attenders on social participation and self-
concept.  In addition, Arns & Linney (1993)
observed that a change in vocational status
impacted on both self-esteem and ove-rall
quality of life.  The reduction in minor psy-
chiatric morbidity as measured by the GHQ-
12 is consistent with reports on the effects of
work and industrial therapy on mental health
(e.g. Kemp & Mercer, 1983).  Trainees’ posi-
tive views about ACCEPT staff are also no-
table in view of evidence suggesting that the

development and maintenance of a close and
supportive relationship between the client
and rehabilitation worker is the sine qua non
of vocational rehabilitation (Becker & Drake,
1994).

It is important to note that, while our fin-
dings demonstrate the immediate positive
impact of ACCEPT in terms of therapeutic
outcomes, we were unable to determine within
the study period the extent to which these
positive effects were maintained for those
who left the ACCEPT programme to take up
some form of employment or meaningful
occupation.  The maintenance of positive
effects in the small number of people for
whom no follow-up information was avail-
able is an area of particular concern as these
individuals may have been unable to change
their employment situation.  The same is true
for those who were in sheltered work or
volunteer positions as there is a possibility
that these kinds of employment substitutes
may, for some people, have negative long-
term effects (e.g. loss of hope or motivation).

Schneider & Hallam (1996) administered
the LQOLP in seven work schemes in Eng-
land, one of which involved structured voca-
tional training.  ACCEPT trainees generally
scored higher in major life domains (e.g.
physical health and leisure) than those in the
English vocational rehabilitation scheme
(n=16).  However, scores on overall affect
(ABS) and satisfaction with life as a whole
were slightly lower for the local group while
the overall self-esteem scores of both cohorts
were almost identical.  It is difficult to explain
these differences in view of variations in the
economic, social and cultural contexts in
which both studies were conducted.  The
improvement in ACCEPT trainees’ attitudes
toward their religious practices and beliefs is
particularly interesting and  may reflect, in
part, a greater feeling of hope.  Hope has
previously been described as a central com-
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ponent of psycho-social rehabilitat ion
(Anthony et al., 1990).  However, although
people had benefited from their contact with
ACCEPT, many were less than satisfied in a
number of respects with the quality of their
lives generally (although they fared much
better than those assessed by Schneider &
Hallam).  It is also important to note that
LQOLP scores tend to correlate quite highly
with depressed mood and, therefore, that
changes in these scores may be explained by
resolution of depressive symptomatology
among trainees.  This underline the difficul-
ties in measuring the ‘softer’ but no less
important outcomes of any vocational reha-
bilitation program owing to the inability to
control for factors such as mental and physi-
cal health, housing, finances and the local
labour market, all of which are likely to
impinge on overall wellbeing and quality of
life.

Implications for research and practice

Our findings have important implications
for the development and evaluation of any
new model of vocational rehabilitation for
people with psychiatric disorders.  First of
all, there is a need to measure and value
therapeutic outcomes rather than focusing
solely – as is typical of most work in this area
– on factors such as job acquisition and ear-
nings.  It is also important to recognise that a
work placement or volunteer position may
represent a significant milestone in the pro-
cess of obtaining meaningful employment or
may constitute an end in itself particularly for
the longer-term mentally ill (Kaufman, 1995).
This raises further questions in the continu-
ing debate about the use of appropriate out-
come measures in judging the success of
vocational training activities.

There is an additional need to encourage
partnership and communication within and
between relevant agencies while at the same
time promoting a sense of collective owner-

ship and responsibility among all those with
a ‘stake’ in the service.  The active support of
mental health professionals – as the gate-
keepers to vocational training services – is
critical to the success of these innovative
programmes.  In addition, vocational training
services ought to be flexible and tailored to
client needs, abilities and expectations par-
ticularly in view of the current policy empha-
sis on user choice and participation in service
planning.  Some aspects of the ACCEPT
‘short–sharp’ train-and-place model might
need to be altered or developed in the future
in line with clients’ abilities and expressed
requirements always mindful of the need to
provide appropriate career development and
the kinds of interesting and fulfilling job
placements which are most likely to lead to
long-term success.  The need for more di-
verse provision may also have significant
resource implications (e.g. extra training or
the more creative use and development of
existing resources) and care should be taken
that the kind of target-setting commonly as-
sociated with European and other types of
funding does not present incentives to screen
for candidates of high ability, or to support
people in low-grade work.  Mental health
professionals should also give more consid-
eration to ways in which ‘at-risk’ groups such
as mentally disordered offenders and home-
less people with mental health needs might
be encouraged to participate in vocational
training.

Conclusion

Arguably the ultimate measure of success
of any vocational training programme is the
extent to which it can find employment for its
trainees.  However, the results reported here
suggest that while the ACCEPT model of
vocational training aims, in the first instance,
to improve occupational functioning and
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skills, there are additional benefits for clients
which may promote recovery from illness
and/or prevent relapse.  These types of trai-
ning activities may, therefore, form an essen-
tial part of a client’s overall package of care
provided that the primary symptoms are kept
under control.

The triangulation in this study of different
types of data, different informants and var-
ying time points converge to indicate that the
ACCEPT service is beneficial, at least in the
short-term, for a certain group of people with
mental health problems.  However, it is early
days and it remains to be seen to what extent
ACCEPT services throughout Europe can
adapt to the challenges presented by the many
changes in vocational rehabilitation/training
for psychiatric populations.  Undoubtedly,
the success of this new service relies, in part,
on the ability and enthusiasm of both clients
and staff and the sustaining influence, in the
long term, of a network of support services
such as social firms and other community
initiatives.  However, it is unlikely to grow
and develop without the vigorous support
primarily of clinicians and other mental health
professionals, but also employers, and volun-
tary and statutory agencies and organisa-
tions.  Further research on ACCEPT and
other models and schemes of vocational re-
habilitation/training for the mentally ill in the
UK and elsewhere in Europe is required to
address the many questions and concerns
remaining in this area (e.g. clients’ longer-
term adjustment, the identification and fol-
low-up of ‘leavers’ and factors predictive of
success).
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