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BACKGROUND

Although the majority of people with serious mental illness (SMI) express a desire for work, employment rates among these persons remain as low as 15% (Anthony & Blanch, 1987; Bond, et al., 2001; Rogers, Walsh, Masotta, & Danley, 1991; Mueser, Salyers & Mueser, 2001).  Impaired social and cognitive functioning, lack of education and work experience, social stigma, poverty, and lack of access to relevant services present major barriers to employment (Anthony, 1994; Anthony, Rogers, Cohen, & Davies, 1995; Bond, et al., 2001; Braitman, et al., 1995; Mueser, et al., 2001; Rutman, 1994).  Many psychosocial rehabilitation services, including sheltered workshops, job clubs, transitional employment and supported employment, target vocational outcomes.  Of these, supported employment services have garnered the most empirical evidence (Bond, et al., 2001).

Supported employment models, including the Individual Placement and Support (IPS) model, advocate a “place then train” approach to vocational rehabilitation (Becker & Drake, 1993; Drake & Becker, 1996).  Employment specialists provide individualized assessment, job development and support with the ultimate goal of rapidly placing consumers into competitive, integrated work settings that match their job preferences.  Time-unlimited follow-along supports are provided as needed.  IPS model programs further emphasize a team approach integrating rehabilitation and mental health services to enhance interdisciplinary cooperation (Becker & Drake, 1993).  Outcome studies of consumers involved in IPS and other supported employment programs document increased rates of paid employment, with a mean rate of 58%, compared to a rate of 21% for those not participating in supported employment.  Despite these promising results, findings indicate that most consumers are placed in entry-level jobs where the average job tenure is only 6 months employment (Bond, Drake, Becker, & Mueser, 1999).  


Some studies of SE have examined non-vocational (i.e. clinical) outcomes such as re-hospitalization rates.  Typically, these studies have found no difference in hospitalization rates between consumers who participate in SE and those who do not (e.g. Drake, McHugo, Becker, Anthony, Clark, 1996), although Drake and colleagues (Drake, Becker, Biesanz, Wyzik & Torrey, 1996) found a decrease in hospitalization rates among consumers in a program that converted from day treatment to an IPS program.  In a recent discussion of SE, Bond and colleagues (2001) posit that the apparent lack of effect of SE on hospitalization rates suggests that participation in SE does not adversely effects clinical status – that is, that the stress of work does not lead to higher relapse rates among consumers. 

Within Massachusetts, the Department of Mental Health (MA/DMH) has endorsed SE approaches that assist consumers with SMI in reaching employment goals along with job training and educational goals.   A new vocational rehabilitation service, called Services for Education and Employment (SEE), was initiated by the MA/DMH in 1998.  SEE programs employ principles of both the IPS (Becker & Drake, 1993) and the Choose-Get-Keep approaches to supported employment and education (Danley, Sciarappa, & MacDonald-Wilson, 1992).  SEE programs emphasize rapid placement into permanent, supported a work or educational setting of the client’s choosing.    Currently, there are 22 SEE programs throughout the state, actively serving approximately 2049 DMH clients at any time.

This Executive Report presents the results of the first systematic outcomes evaluation of a single SEE model program in Massachusetts, focusing on employment outcomes.  The overall goal of the evaluation was to examine employment outcomes and clinical service use among DMH case-managed clients receiving SEE services.  The three primary questions asked in this retrospective evaluation were: 

· What are the characteristics of paid jobs obtained by SEE clients, and what are the relationships among job characteristics (jobs as the unit of analysis) (Question 1);

· What are the employment experiences of SEE clients and what factors predict employment outcomes achieved by SEE clients (clients as the unit of analysis) (Question 2); 

· Does clinical service use (i.e. hospitalization and emergency service use) of SEE clients differ from a matched group of DMH case-managed clients who did not participate in SEE (comparison of SEE and non-SEE participants) (Question 3).  

METHODS

The SEE Program


The South Middlesex Opportunity Council (SMOC) SEE program began in 1995.  SMOC is a private, non-profit, community action agency that runs a range of services for low-income individuals.  SMOC’s main office is at 300 Howard Street in Framingham, MA.  Funded by the MA/DMH, the SMOC SEE program serves DMH clients in offices in Framingham, Marlboro and Waltham.  This evaluation only involved clients served by the Framingham location.  The SEE program at this location is a component of a larger employment program run by SMOC, the MetroWest Career Center.  The Career Center is a career support and placement service open to the public and run by SMOC.  The SEE program is a “closed-referral” program; that is, it is open only to clients referred by the MA/DMH Metro-Suburban Area.  SMOC Behavioral Health also provides comprehensive outpatient mental health services at the Framingham location.  A majority of SEE clients receive both mental service and employment services at the same location.


From the start, the SMOC SEE program has followed the principles of the IPS model of supported employment (Becker & Drake, 1993).  SEE program staff received consultation and training from the IPS model originators at the NH-Dartmouth Psychiatric Research Center.  As part of this evaluation, we undertook a fidelity assessment of the SEE program in order to determine the extent to which the SEE program adheres to the IPS model, using the IPS Fidelity Scale developed by Bond and colleagues (Bond, Becker, Drake & Vogler, 1997).  The 16 items of the IPS Fidelity Scale examine staffing patterns, organizational factors, and services provided by a vocational program.  Each item is rated using a 5-point scale, with the higher score indicating better adherence to the IPS model.  Total scores can range from a low of 16 to a high of 80.  A semi-structured interview schedule accompanies the rating scale (developed at NH-Dartmouth Psychiatric Research Center).  The interview can be conducted with a single program staff member who is knowledgeable about the program.  Some items can also be verified by reviewing agency records, directly observing the program or interviewing program clients (Bond, et al., 1997).       


To assess fidelity of the program, one evaluator (AH) interviewed the program coordinator using the interview schedule developed at Dartmouth and completed the IPS Fidelity rating scale; the interview was audiotaped.  In addition, the first evaluator reviewed program records and conducted an interview with a program client regarding his participation in and perceptions of the SEE program.  A second evaluator (LS) independently completed the rating scale after listening to the audiotaped interview.  Total scores (summed item scores) given by the two evaluators were 73 and 75, respectively.   The average score of 74 indicates good implementation of the IPS model.     

Data Collection Method and Sources of Data 

This evaluation employed a retrospective follow-up of study participants.  Retrospective methods involve the use of existing databases that have been developed over a period of time; no data were collected directly from the participants for this evaluation.  Data were drawn from multiple databases and were merged together using a unique numeric identifier for each participant.  In this way, the evaluators never knew participants' identities.   The participants included clients enrolled in the SEE program from May 1, 1995 to December 31, 1999.  In order to be included in the evaluation, the SEE clients also had to be receiving case management services from the MA/DMH and receiving clinical services from SMOC Behavioral Health.   We also collected data on a group of non-SEE clients in order to examine differences in clinical service use as described above.  The non-SEE participants in the study also received case management services from the MA/DMH and received clinical services from SMOC Behavioral Health between May, 1995 and December, 1999.

Data used in this evaluation were retrospectively collected from three separate sources: 1) the SMOC SEE program records and the SEEIS database; 2) SMOC Behavioral Health clinical records; and 3) the Massachusetts Department of Mental Health (MA/DMH) Client Tracking System database. 

SMOC SEE Program Records and SEEIS Database.  Data were retrieved from the SEE program intake form and other SEE records, and the Services for Education and Employment Information System (SEEIS) Database, which is a database developed by the MA/DMH.  All SEE programs are mandated by the MA/DMH to use SEEIS.  Client specific data are entered into SEEIS by SEE program staff at each client’s intake into the program and each time a change occurs in client's employment status.  


Data collected from SEE intake forms and other records included: client demographic data; number of days the client was active in the SEE program; the number of jobs the client held prior to SEE; the client’s “self-evaluation of work readiness”; and whether the client had a “goal to be self-sufficient” (i.e. off SSDI/SSI).  The “self-evaluation of work readiness” is a 15-item scale that asks clients to rate their overall ability to work, and has specific items related to the ability to complete work tasks, to handle supervision, to get along with co-workers, and to arrive at work on time, among others.  The items are rated on a scale from 0-2; a higher score reflects a higher self-evaluation of work readiness/ability.  A total score is derived by averaging across the 15 items.  The “goal to be self-sufficient” is a single item, rated as yes (1) or no (0).  (Number of jobs held prior to SEE, the "self-evaluation of work readiness' and the "goal to be self-sufficient" were missing for 21, 9 and 24 clients, respectively).


The SEEIS database contains detailed data describing each job obtained by SEE clients.  For this evaluation, data retrieved from the SEEIS database included the type of job the client obtained, job start and end dates, hours worked per week, and hourly wages earned.  We also retrieved data on whether the client received benefits counseling, required assistance with a job-related problems, was provided transportation by the program, received on-the-job supports, disclosed a disability on the job, or was provided accommodations by an employer.  Reasons for the termination of each job were also retrieved from SEEIS.  

SMOC Behavioral Health records.  All participating clients (SEE and non-SEE) received regular outpatient clinical services from SMOC Behavioral Health.  SMOC Outpatient Treatment Plans (OTPs) were reviewed to retrieve data on client symptomatology and functioning.  Two OTPs were reviewed for each participant.  For SEE clients, we reviewed the OTPs completed as close in time as possible to their SEE beginning and ending dates.  For non-SEE clients, we reviewed the two OTPs that were completed as close as possible to the start and end of the observation period (5/1/95 to 12/31/99).  Twenty-three items from the OTP symptoms rating were used to derive two symptom subscales, one reflecting severity of depressive symptoms (10 items) and the other reflecting severity of psychotic symptoms (13 items).  Thus, we had two ratings (initial and final) of depressive and psychotic symptom for each client for whom an OTP was available. Symptom ratings ranged from 0 to 3, with a higher score indicating a greater severity of symptoms; scores for the depressive and psychotic symptom subscales were obtained by averaging across the 10 and 13 items, respectively. (Symptom ratings were missing for many SEE and non-SEE clients; see Table 2).  Similarly, we derived initial and final total functioning rating from averaging across the eight "functioning" items rated on the OTP.  Functioning items were rated from 0 to 4, with a higher score reflecting a higher level of impairment.   (Again, functioning ratings were missing for many clients; see Table 2).  We also reviewed SMOC billing records to retrieve data on yearly regular service contact hours (i.e. non-emergency) provided to clients.

MA/DMH-Client Tracking System (CTS) Database: Hospitalization and emergency service use during the observation period (5/1/95 to 12/31/99) for both SEE and non-SEE participants were drawn from the MA/DMH CTS database.   In addition, the DMH provided Clinical Evaluation of Risk and Functioning (CERF) scores completed during 1999 for both SEE and non-SEE participants.   We used the first 18 items from the CERF.  Individual item scores range from 1 to 6; total scores on the first 18 items can range from 18 to 108.  A higher score reflects a higher level of impairment.  CERF scores were available for 53 SEE and 84 non-SEE participants.


Because the available ratings on participant functioning (i.e. CERF scores and functioning ratings from the OTP) were missing for so many participants, we created a "composite functioning" rating by standardizing the "final functioning ratings" and the CERF scores (i.e. setting the mean at 50, and the standard deviation at 10).  (The correlation between these two functioning rating was high -- r=.53, p=.0001).  Then, by averaging the standardized final functioning ratings and CERF scores, we were able to derive "composite functioning" ratings for 80 SEE and 90 non-SEE participants.   As with the CERF, a higher score on the composite functioning rating reflects a higher level of impairment.  

 Participants  

SEE Participants (Evaluation Group): Ninety DMH case-managed clients enrolled in the SMOC SEE program during the period of May 1995 through December 1999 served as the participants in the evaluation group.   SEE participants had mean age of 42.1 years, ranging from 21-65.  SEE participants were 65.7% male and 90% Caucasian.  Over 66% of SEE participants had a diagnosis of schizophrenia or other psychotic disorder, 77.8% had never married, and 42.2% had completed at least some post high school education.   Eighty-two (91%) of SEE clients received disability benefits (SSDI and/or SSI).

Non-SEE Participants (Comparison Group): Ninety-six SMOC Behavioral Health clients who were also DMH case-managed clients but never received SEE services served as the participants in the comparison group.   Data on comparison group clients were only used to answer question #3 -- i.e. whether clinical service use differed between SEE and non-SEE participants.  No data on any employment experiences of non-SEE participants were available. Non-SEE participants had a mean age of 47.96 years, ranging from 25-73.  Non-SEE participants were 46.9% male and 94.8% Caucasian.  Over 82% of non-SEE participants had a diagnosis of schizophrenia or other psychotic disorder, 62.5% were never married, and 22.9% had completed at least some post high school education.  Data on disability benefits were not available for non-SEE participants.

The SEE and non-SEE participants were significantly different on age, diagnosis, marital status and education level.  Non-SEE participants were significantly older, were more likely to have a diagnosis of schizophrenia, were more likely to have ever been married, and had attained a lower education level than SEE participants.   Table 1 shows the demographic and diagnostic data for SEE and non-SEE participants. 

Table 2 shows the available data on functioning ratings, symptom ratings, CERF scores, and SMOC service hours for SEE and non-SEE participants.  (Unfortunately, these data were not available on all participants).  Again, there were some differences between SEE and non-SEE participants.   Both initial and final functioning ratings were significantly higher for the non-SEE participants, indicating that the non-SEE participants were rated as having greater impairment than SEE participants at the two time periods.   There was a non-significant trend for SEE participants to be rated higher on depressive symptoms (final rating) than non-SEE participants.  Finally, SEE participants had significantly higher yearly SMOC regular service hours than non-SEE participants. 

RESULTS

Question 1 -- What Are the Characteristics of Jobs Obtained by SEE Clients?


SEE clients obtained 206 jobs during the observation period; 21 (10.2%) were professional, administrative or managerial jobs, 73 (35.4%) were service jobs, 59 (28.6%) were marketing or sales jobs, 43 (20.9%) were operator, fabricator or technical jobs, and 10 (4.9%) were volunteer jobs.   As the focus of this evaluation is on paid employment, we excluded volunteer jobs from all further analyses.

Job tenure was calculated using the start and end dates and of each job (end date minus start date) as recorded in the SEEIS database.  Jobs were held from 1 to 1578 days.  For the 196 paid jobs (excluding the 10 volunteer jobs), the average tenure on a single job was 255.06 days, or 8.5 months.  The average number of hours worked per week on all paid jobs was 16.17 hours.  While hours worked per week ranged from 1 to 40, there were only 33 (16.1%) jobs at which clients worked more than 20 hours per week.  Only 8 (4.1%) jobs came with benefits such as health insurance, retirement programs or paid vacation.  

On average, the total number of hours worked on a single paid job was 542.31 hours; total hours worked ranged from 1 to 6331.43.  The average hourly wage for paid jobs was $6.64; hourly wages on paid jobs ranged from $4.75 to $12.00.   On average, the total wages earned on a single job was $3919.45; total wages earned on paid jobs ranged from $4.75 to $75,977.14.

There were some differences in tenure and wages by type of job.  For example, tenure and total hours worked were somewhat longer on the 21 professional, administrative or managerial jobs (average tenure was 424 days; average total hours worked was 778.42) than on other types of jobs, but these differences were not statistically significant.  The hourly wage for professional, administrative or managerial jobs was statistically significantly higher ($8.11 on average) than for the other job types (average hourly wages ranged from $6.40 to $6.55).  Table 3 shows the average tenure, hours worked per week, total hours worked, hourly wage, and total wages earned for the total 196 paid jobs obtained by SEE clients, and for the four job types.    

The SEE program frequently provided job-related supports to clients.  Of the total of 196 jobs, disability benefits counseling was provided on 130 (66.67%) jobs, and an employment problem was resolved on 122 (62.56%) jobs.  Examples of  “problems” that SEE employment specialists typically helped clients resolve included negotiating a change in work hours, working out conflicts with co-workers, or dealing with a change in supervisor.   However, direct on-the-job support was provided on only 69 (35.38%) jobs.  Similarly, the client’s disability was disclosed on only 69 (35.38%) jobs and accommodations by employers were provided on only 65 (33.33%) jobs.  The SEE program provided transportation on only 31 (15.9%) jobs.

There were some differences in supports provided across the four types of paid jobs.  For example, on-the-job supports were provided in only 14.29% of professional, administrative or managerial jobs, while they were provided in 53.49% of operator, fabricator or technician jobs (omnibus (2=15.56, df=3, p=.002).  Similarly, an employment problem requiring resolution occurred in only 28% of professional, administrative or managerial jobs, while such problems occurred in 56.16% to 77.59% of the other job types (omnibus (2=18.18, df=3, p=.0004).  No transportation services were provided on professional, administrative or managerial jobs (omnibus (2=7.19, df=3, p=.06).  

Across all jobs, 63 (30.5%) jobs ended because the client was fired or quit, 54 (26.21%) jobs ended because the client was laid-off or the job was time-limited, and 41 (19.9%) jobs ended because of physical or mental health reasons.  On 48 (23.3%) jobs, either the job ended because the client moved to a better job or the client was still working at the end of the observation period.  

Again, there were differences in the reasons for job termination across the four paid job types.  Only 2 (9.52%) of the professional, administrative or managerial jobs ended because the client was fired or quit, compared to 25.58% to 39.73% of the other job types.  Similarly, on 42.86% of the professional jobs the client had moved to a better job or was still working at the end of the observation period, compared to only 17.81% to 23.73% of the other job types (omnibus (2=17.11, df=9, p=.047).  Table 4 shows the supports provided and the reasons for termination for all jobs and the four specific job types.

Questions 2 -- What are the Employment Experiences of SEE Clients? 


Only limited data are available describing SEE clients' work functioning prior to SEE.  On average, SEE clients had held 3.35 jobs prior to their involvement in SEE; however, data on number of jobs held prior to SEE were only available for 69 clients.   Self-ratings of work readiness (described above) were available for 81 clients.  The mean total score on the self-rating was 1.33, and scores ranged from 0 to 2.  Of the 66 clients who indicated whether or not they had a goal of economic self-sufficiency, 45 (68%) stated yes. 

Of the 90 SEE clients, 74 (82%) obtained at least one paid job.  There were no significant differences between those who did and did not obtain paid jobs in age, gender, race, marital status, education level, diagnosis, number of hospitalizations, number of jobs prior to SEE, functioning ratings, symptom ratings or CERF scores.  However, clients who obtained jobs rated themselves significantly higher in work-readiness than those who did not obtain jobs (t=-2.11, df=76, p=.04).  In addition, those who obtained paid jobs had significantly more active days in SEE than those who did not obtain paid jobs (736.55 days vs. 268.08 days) (t=6.26, df=63.7, p=.0001).

On average, clients obtained 2.69 paid jobs, ranging from 1 to 10 jobs.   The number of days between beginning the SEE program and the start of the first paid job averaged 107.23 days or just over 3.5 months.  Averaging across clients’ jobs, tenure on a single job was 332.17 days (11.07 months), and ranged from 1 to 1578 days, while the total hours worked on a single job was 761.89 on average.  The average total wages earned on a single job was $5850.  Summing across clients’ jobs, total hours worked on all jobs was 1429 hours on average, and the average total wages earned on all jobs was $10,328. 


With each job clients obtained, program supports provided to clients typically took the form of benefits counseling or help in resolving a job-related problem.  On average, clients were provided with benefits counseling 61% of the time and were helped in resolving job problem 58% of the time.  Examples of typical job “problems” were presented above.  Direct, on-the-job supports were provided less frequently; on average, clients received on-the-job supports only 33% of the time.  Transportation was provided by the program just under 10% of the time.  Clients disclosed their disability in the workplace and were provided accommodations by employers on average about 1/3 of the time.   Table 6 shows means, standard deviations and ranges for variables describing clients' work-related functioning at intake into the SEE program, their experiences and services received while in SEE, and their employment outcomes.    


One of the important questions of this evaluation was whether certain clients were more likely to achieve better employment outcomes than others.   To answer this question, we examined correlations among client-level data (e.g. demographics, diagnosis and psychiatric history, functioning and symptoms), clients' experiences and services in SEE (e.g. active days in SEE, days to 1st job, and job supports provided) and the employment outcomes of average job tenure, hours worked per job, wages earned per job, total hours worked, and total wages earned.  These correlations are presented in Tables 7 and 8.  For the most part, there were no significant correlations between demographic variables, diagnosis or psychiatric history and the employment outcomes (Table 7)  -- i.e. employment outcomes were unrelated to clients' age, gender, race, marital status, diagnosis or number of psychiatric hospitalizations.   Only clients' education level was significantly correlated with total hours worked.  Clients with a higher level of education worked more total hours across all jobs (r=.23, p=.05). 


There were no significant correlations between the number of jobs held prior to SEE or clients' goal to be self-sufficient and the employment outcomes (Although data on prior jobs and goal to be self-sufficient were not available on all clients).  However, clients' self-rating of work readiness was significantly correlated with average job tenure.  Clients who had higher ratings of work readiness tended to have longer average job tenure (r=.25, p=.05).  There were also indications that client functioning was related to the employment outcomes.  Final functioning ratings and CERF scores were both significantly correlated with total hours worked and total wages earned by clients.  Clients whose functioning ratings indicated less impairment worked more total hours and earned higher total wages across all jobs (r's=-.30 and -.28, p's=.05, respectively).  Similarly, clients whose CERF scores indicated less impairment worked more total hours and earned higher total wages across all jobs. (r's=-.37 and -.37, p's=.01, respectively) (Table 7).   Moreover, the composite functioning rating was significantly correlated with average job tenure and average hours worked on a single job, as well as total hours worked and wages earned across all jobs (r's=-.28, -.27, -.38, and -.36, p's=.05 to .01, respectively).  Clients whose composite functioning rating indicated less impairment achieved better employment outcomes.

For the most part, symptom severity was unrelated to the employment outcomes.  The exception was clients' final ratings of psychotic symptoms.  Clients' final psychotic symptom rating was significantly correlated with average job tenure.  Those with a less severe rating on psychotic symptoms tended to have a longer average job tenure (r=-.29, p=.05).  Again, data on functioning and symptoms were not available for all clients.

Table 8 shows correlations between SEE experiences and services and the employment outcomes.  Most notably, clients who received more on-the-job supports tended to work fewer hours and to earn lower wages per job (r’s=-.27 and -.24, p’s=.05, respectively); they also worked fewer hours and earned lower wages in total (r’s=-.24 and -.26, p’s=.05, respectively).   Also notable is that active days in SEE was positively correlated with average job tenure (r=.30, p=.01); that is, clients who had more active days in SEE tended to have longer average job tenure.  In addition, average job tenure was correlated with employer accommodations and transportation (r’s=.25 and -.24, p’s=.05, respectively).  Clients who tended to have employer accommodations had longer job tenure; those who were not typically provided transportation by the SEE program also had longer job tenure.

Results of a multiple regression analysis confirmed that having more active days in SEE, not using transportation provided by the program, and receiving employer accommodations predicted longer job tenure.  These three variables predicted 22% of the variance in tenure; no other variables entered into the regression model.     
Question 3 -- Does Clinical Service Use of SEE Clients Differ from a Matched Group of  Non-SEE Clients? 


To examine clinical service use among SEE and non-SEE clients, we retrieved data on inpatient hospitalization and emergency service use, during the period that participations were SMOC clients, from the MA/DMH Client Tracking Data System.  In order to examine whether differences in service use existed, we first needed to be concerned about the differences that existed between these two groups.  Data in Tables 1 and 2 indicate that the SEE and non-SEE participants were not equivalent across all variables.  Differences exist in age, marital status, education level, diagnosis and functioning.   To control for these differences, we employed a statistical procedure known as "propensity scores".   Using the demographic and diagnostic data that were available on all clients, we generated propensity scores for all clients and then matched SEE and non-SEE clients on propensity scores.  This allowed us to achieve a better balance between the two groups.  Because we employed this procedure, any differences (in clinical service use) that are observed between SEE and non-SEE clients using a matched propensity score analysis cannot be attributed to the differences in demographic and diagnostic data.  Rather, the use of the matched propensity score analysis allows us to more fairly attribute any observed differences in clinical service use to the impact of participation in SEE. 


There was also a difference in the total number of days that participants were SMOC clients.  Non-SEE clients had significantly more days in SMOC than SEE clients.  However, when data were analyzed using a non-parametric procedure and controlling for number of days in SMOC, there were differences in clinical service use between SEE and non-SEE clients.  SEE clients had significantly fewer inpatient events than non-SEE clients (F=15.7, df=1, p>,0001).  The difference between SEE and non-SEE clients on emergency service was also significant, again with SEE clients having fewer emergency service events (F=5.06, df=1, p>.03).  The unadjusted and propensity adjusted means for inpatient and emergency service use for SEE and non-SEE clients are presented in Table 9.

DISCUSSION

Recently, SE programs for people with SMI have been described as an "evidence-based" practice; that is, a practice that has been shown, through high-quality research, to be effective (Bond, et al., 2001).   Of specific approaches to SE, IPS model programs have been subject to the most empirical inquiry (e.g. Drake, Becker, Biesanz, Torrey, McHugo & Wyzik, 1994; Drake, McHugo, Becker, Anthony, & Clark, 1996; Drake, McHugo, Bebout, Becker, Harris, Bond & Quimby, 1999; Becker, Bond, McCarthy, Thompson, Xie, McHugo & Drake, 2001).  In virtually all comparisons, IPS model programs have been found to achieve superior employment outcomes to comparison conditions, which most typically have been day treatment, but have also included skills training, sheltered workshop and vocational counseling (Bond, et al., 2001).

The SEE program examined in this evaluation was found to have good fidelity to the IPS model.  Thus, in discussing the findings of this evaluation, it is appropriate to examine the outcomes achieved by the SMOC SEE program in light of what is known about outcomes typically achieved by IPS and similar SE model programs.  The outcomes achieved by the SMOC SEE program compare quite favorably to outcomes of IPS/SE model programs reported in the literature.  For example, as noted above, across multiple studies of IPS and other SE programs, the mean rate at which consumers participating in these program obtained competitive employment was 58% (Bond, et al., 1999).  In comparison, the 82% competitive employment rate achieved by the SEE program is notable.  Moreover, tenure on individual jobs obtained by SEE clients was 8.5 months, and SEE clients attained an average job tenure of 11 months across all jobs held, exceeding the typical job tenure of 6 months achieved by IPS programs, as reported by Bond and colleagues (Bond, et al., 1999).  Additionally, the average hours worked by SEE clients on a single job (762 hours) and the total hours worked by SEE clients across all jobs (1429 hours) appears to exceed hours worked by participants in other reports of IPS model programs (e.g. Drake, Becker, Biesanz, Wyzik & Torrey, 1996; Drake, McHugo, Becker, Anthony & Clark, 1996).  Thus the outcomes achieved by this SEE program are quite good in comparison to other IPS programs described in the literature. Superior job attainment rates and job tenure may be due, at least in part, to the robust economy in Massachusetts during the observation period.  SEE program staff reported that clients had little difficulty in findings jobs.

Like other IPS/SE programs, the typical jobs obtained by SEE clients were entry-level jobs, most often at or somewhat above minimum wage (Bond, et al., 1999).  And, as has been reported by other researchers of SE programs, most of the jobs were part-time (Drake, et al., 1994; Drake, et al., 1996). The average number of hours worked per week across all jobs was 16.2.  Only 16% of jobs obtained by SEE clients were over 20 hours per week.  The most likely explanation for the part-time nature of most jobs is that consumers purposefully work part-time so as to not jeopardize SSDI and SSI benefits.   Although a majority of SEE clients received benefits counseling as part of job-related supports, SEE program staff describe benefits counseling as typically focusing on helping clients to maximize earning through employment while retaining SSDI/SSI benefits, rather than moving off benefits.    

Perhaps not surprisingly, those obtaining professional/administrative/managerial jobs had longer tenure, earned higher wages and needed fewer supports than those in other job types. Overall, few SEE program clients held professional/administrative/managerial jobs. This pattern may be related to the "functioning" of clients who obtain these jobs; that is, it may be that “higher functioning” clients are more likely to obtain and sustain employment in professional, administrative or managerial jobs.  What remains unclear and an important area of future research is the extent to which work environments exert influences that help people maintain jobs. Are there environmental factors in these work settings that promote sustained employment?  For example, professional/administrative/managerial jobs may have more desirable characteristics than other jobs (e.g. salary, job responsibilities, work environment) and thus people stay longer once they attain these jobs. 

Certain client characteristics were related to better employment outcomes.  In general, clients who were rated as less impaired (on composite functioning rating) had superior employment outcomes.  It is important to note that the composite functioning rating was created using the two ratings that were made late in the observation period (i.e. the “final functioning rating” from the SMOC OTP and CERF scores from 1999), and that these ratings were made by clinical staff (including case managers) familiar with the client.  Thus, the composite functioning rating does not reflect client functioning at baseline or entry into the SEE program.  Rather, the composite functioning rating generally reflects client functioning after a period of participation in SEE.  It is probably most appropriate to consider the composite functioning rating and the employment outcomes as being measured concurrently.  Therefore, it is difficult to attribute any causality to the relationship between functioning and employment outcomes.  In other words, while it may be that SEE clients who are “higher functioning” are those most likely to achieve better employment outcomes, it may also be that clients who were working and sustaining employment were rated by staff as “higher functioning”.     

For the most part, demographic data and diagnosis were unrelated to the employment outcomes.  This finding is consistent with other reports (e.g. Anthony, 1994) that suggest that diagnosis is unrelated to employment. Recent research suggests that concurrent symptoms, rather than diagnosis per se, may be a more meaningful predictor of employment capacity (e.g. Anthony, Rogers, Cohen, & Davies, 1995).  We did find that those with more severe psychotic symptoms (final rating) tended to have shorter job tenure.  However, symptom ratings were available for only 55 (74%) of the 74 SEE clients who obtained employment, so the reliability of this finding is uncertain.


The other meaningful client factor related to job tenure was the client's self-rating of work-readiness.   Clients who rated themselves higher in "work-readiness" tended to have longer job tenure (r=.25, p=.05).  Although statistically significant, the correlation between work-readiness and tenure is low.   While clients' sense of optimism about their readiness for work may be a positive factor, it should not be assumed that clients who feel less optimism about their work-readiness should be discouraged from pursuing employment, particularly if work-readiness or interest in employment is assessed at program intake.  Recent findings from a federally-funded Employment Intervention Demonstration Project indicate that many individuals with SMI who do not express an interest in work at program intake still obtain competitive employment (Macias, 2001).    

Meaningful program factors related to employment outcomes included the number of active days in SEE and the provision of on-the-job supports.  Clients who obtained employment had significantly more active days in SEE than those who did not obtain employment; additionally, more active days in SEE was associated with longer job tenure.  Other studies have found that an ongoing involvement with employment services predicts a better employment outcome (Brekke, Ansel, Long, Slade & Weinstein, 1999; Cook & Razzano, 1995; McHugo, Drake & Becker, 1998; Mueser, Drake & Bond, 1997).

Typically, on-the-job supports were provided to clients who were earning lower wages and working fewer hours.  It may be that more intensive job supports are needed by and provided to clients who are pursuing entry level employment.  On-the-job supports were less often provided on professional/administrative/managerial jobs and marketing/sales jobs (14.3% and 22.4%, respectively) than on service jobs and operator/fabricator/technician jobs (41% and 53.5%, respectively).  In addition, there was a non-significant trend for clients who more often received on-the-job supports to rate themselves as less work-ready.  Finally, on-the-job supports were more often provided to clients with a diagnosis of schizophrenia or other psychotic disorder than to those with mood disorders (r=.26, p=.05). 

The differences in clinical service use between SEE and non-SEE participants clearly raises the question of whether vocational rehabilitation programs such as the SEE program help clients stay out of the hospital.  Controlling for as many variables (and thus alternative explanations) as possible, our findings suggest a beneficial effect of participation in SEE.  As noted above, prior research on SE programs has generally, albeit not always, found clinical outcomes such as hospitalization rates to be unaffected by participation in SE (Drake, Becker, Biesanz, Wyzik & Torrey, 1996; Drake, McHugo, Becker, Anthony, Clark, 1996).  Yet recently authors have stressed the important of work in the process of recovery (e.g. Bailey, 1998).   Certainly, our finding support the assertion of Bond and colleagues (2001) that there is little evidence that the "stress" of work leads to higher relapse rates among people with SMI.  

CONCLUSIONS

The limitations of retrospective studies need to be acknowledged.  Retrospective data can suffer from a lack of reliability.  However, administrative mechanisms that drove the SEE program’s data collection on clients’ employment experiences (i.e. performance-based contracting requirements) likely enhanced the reliability of these data.  Retrospective studies also suffer from a lack of specificity in the data or from missing data, and that was true in this evaluation.  For example, we lacked any detailed information on clients’ prior employment, and ratings on symptoms and baseline functioning were missing for many clients.  This is unfortunate when the goal of an evaluation is to examine the relationship of such client specific data to employment outcomes.

Despite these limitations, the results of this evaluation indicate that this SEE program is performing quite effectively and is achieving outcomes comparable or superior to other SE/IPS model programs that have been described in the literature.  Research has suggested that programs that follow a clearly articulated service model, such as IPS, are more likely to achieve positive outcomes (Bond, Evans, Salyers, Williams & Kim, 2000).  With the help of the SEE program, many clients achieved and sustained employment, and did not appear to be at an increased risk of relapse.  Given that studies indicate that people with SMI desire employment, it is important to consider if services are being offered and made available to all clients who might benefit from supported employment programs.  
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