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Clinical Practices Advisory Panel
Report on
Individual Placement and Supports
Model for Supported Employment
Introduction

Employment is an important source of dignity, purpose, and identity for most people. Individuals with a mental health challenge can use employment to define a place in the community and reach the goals in their recovery plans, but why do people emphasize work? Because being productive is a basic human need and having a job is a typical role for adults in American life. Employment may also be the way out of poverty for the greater than 66% of mental health consumers live in poverty.
The problem is that only a small number of individuals with any type of disability who are able to find work they find fulfilling. In the United States, the employment rate for individuals with severe disabilities is approximately 25%, and the employment rate for people with a mental health challenge is as low as 15%. The employment statistics contrast with the expressed desire of adults with a mental health challenge to work. Approximately 70% of adults with a mental health challenge want to have a job. The task is to overcome the barriers of stigma and discrimination that many employers share with the public. Employers need to know that a person with a mental health challenge can be successful in competitive employment at their companies (Bond, 2007; US Department of Health and Human Services, 2003).
The Clinical Practices Advisory Panel (CPAP) has been given the task to review the evidence-based practice of Individualized Placements and Supports (IPS) model for providing supported employment services (Supported Employment Implementation Resource Kit, 2003) and make recommendations to the Department of Mental Health that can be used to improve the practice that has been implemented at all ten designated agencies in Vermont. The recommendations are based on the experiences of the consumers, advocates, and managers of the Community Rehabilitation and Treatment (CRT) programs who are members of the CPAP, the research literature, and data collected about the practice in Vermont. After the IPS model is described. It is examined considering recovery principles, research and experience with the IPS model.
Description of the Individual Placement and Supports (IPS) Model for Supported Employment Services
The IPS model of supported employment is an approach to improving vocational functioning among persons with various types of disabilities, including mental health challenges, 50% of who also have substance use challenges (Flint, 2007). From 60% to 70% of this sub-set of people say they want to work and are working toward an employment goal, and 70% to 80% of the people with an employment goal appear to have realistic job aspirations (Bond, 2007; Flint, 2007).
The IPS model of supported employment refers to vocational rehabilitation that emphasizes rapid placement of the client into a competitive, not necessarily full-time, job based upon the client's preferences and skills, and the provision of ongoing supports and training to help the client maintain employment. Rapid refers to the response of the staff starting a job search when a client expresses an interest in working, and not to rapidly starting a job search as soon as a person becomes a client of the supported employment program, and the rapidity of the job search is at the preferred pace of the client. Because the emphasis is on the client getting a job and then receiving, the necessary training and support the practice is referred to as a “place and train” model of vocational rehabilitation. This is in contrast to the “train and place” approach that has been much more widely used by rehabilitation services in the past and that has not been found to consistently help patients achieve competitive employment. All the evidence-based supported employment programs including the IPS model that have been found to be effective incorporate the key elements of individualized job development, rapid placement emphasizing competitive employment, ongoing job supports, and integration of vocational and mental health services (Lehman, Goldman, Dixon, & Churchill, 2004). The table below describes the differences between "train and place" and "place and train" models.
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The Individual Placement and Support (IPS) model of supported employment was developed by Becker and Drake to assist consumers with disabilities and possibly a coexisting substance abuse disorder to become gainfully employed in an integrated community work setting (Bond, 2007). The model is clearly described in the Supported Employment Implementation Resource Kit. (2003).
The IPS model of supported employment is based on six principles (Supported Employment Implementation Resource Kit, 2003).
Eligibility is based on consumer choice. No one is excluded who wants to participate. Zero Exclusions, because treatment specialists have no idea who is ready and able to work.

Supported employment is integrated with treatment. Employment specialists coordinate plans with a person's treatment team that typically include the case manager, therapist, psychiatrist, etc.

Competitive employment is the goal. The focus is a job in the community anyone can apply for that pays at least minimum wage. Part-time and full-time jobs are included.

Job search starts soon after a consumer expresses an interest in working. There are no requirements for completing extensive pre-employment assessment and training, or intermediate work experiences (like prevocational work units, transitional employment, or sheltered workshops).

 Follow-along supports are continuous. Individualized supports to maintain employment continue as long as consumers want the assistance.

Consumer preferences are important. Choices and decisions about work and support are individualized based on the person’s preferences, strengths, and experiences.

These principles are based in turn on research done by the Employment Intervention Demonstration Project (EIDP) on several models of supported employment that included the IPS model. The EIDP Steering Committee articulated the following principles based on research findings (Cook, 2007).

· People with serious mental illness can be successfully engaged in competitive employment.

· Vocational rehabilitation services should involve employment in integrated settings for minimum wage or above.

· Consumers should be placed in paid jobs as quickly as possible and according to their preferred pace.

· Ongoing vocational support should be available as needed and desired.

· Consumers should be helped to find jobs that match their career preferences.

· Vocational rehabilitation services should explicitly address financial planning and provider education/support around disability benefits and entitlements.

· Vocational and mental health services should be integrated and coordinated within the designated agency and among the community agencies involved in employment and social benefits.

· Vocational service providers should work collaboratively with consumers to address issues of stigma and discrimination, and to help negotiate reasonable accommodations with employers.

· Vocational rehabilitation services should be made available to all mental health consumers.

· Vocational services should involve family and friends in supporting consumers’ efforts to work (US Department of Health and Human Services, 2003).
The IPS model has the objective of helping consumers find and be successful in competitive employment. Therefore, the criteria for what is considered a competitive employment job are essential to the definition of the IPS model (Bond, 2007). Competitive employment is defined as:
· A regular community job (e.g., a job advertised in the newspaper open to anyone who applies) 

· Pays at least minimum wage

· Is at a site with nondisabled coworkers probably being in the majority
· Is not temporary or “make work”

· Belongs to the consumer, and not to the rehabilitation agency 

Job Developers and the Treatment Team

The treatment team is essential to the IPS model, and the employment specialist or job developer is an essential member of the treatment team. The employment specialist meets at least once each week, and up to five times a week with the treatment team. The specialist should not have clients from more than two teams, and 100% of the employment specialist's time should be spent on employment related services and not case management, which should be part of the employment specialist's job description (Bond, 2007).

The job specialist has to be the right person for the job. She/he has to believe that supported employment is the best approach, and have a belief in the designated agency that the work being done is good. The employment specialist listens for signs a client wants to work, and talks up work at the treatment team meetings. He/she trains other team members in job development and works at learning from the other team members about their jobs (Bond, 2007).
Laura Flint (2007) Explained that 20% of jobs are advertised and 80% come from relationships, and the role the consumer is interested in is her/his community. When the client is in the agency’s building, she/he is a mental health client. Therefore, it is very important that the job specialist get out into the community and meet with clients and employers. In addition, services provided in the community have a higher correlation with better outcomes than when services are provided at an agency (Flint, 2007).

Supported Employment Development
The concepts and influences that have shaped supported employment programs being offered today have been philosophical, judicial, economic, and legislative influences. (Inge, Barcus, Brooke, & Everson, 1995). The CPAP's review is primarily based on research evidence. Careful data collection and research are comparative newcomers to the field that may not have been possible without the influences of law and advocacy paving the way. The following time-line highlights key events in vocational rehabilitation and supported employment from the beginning after World War I through the American's with Disabilities Act signed in 1990 and amendments to the law in 1992. It is possible that without continued advocacy the research to support the gains that have been made could be lost.

· 1918 - First vocational rehabilitation programs established by act of Congress in every state to assist soldiers returning from WWI.

· 1920 - Vocational rehabilitation services extended to civilians with physical disabilities.
· 1943 - Vocational rehabilitation services were extended to persons with mental retardation and mental illness. There was also a significant shift in the philosophy of rehabilitation of persons with proven work histories to habilitation of persons with nonexistent or sporadic work histories.

· 1950's - Parent groups like the Association for Retarded Citizens (ARC) were formed. The parents became advocates for educational and vocational services for children and adults. Amendments to rehabilitation legislation greatly expanded the number of rehabilitation facilities (i.e., sheltered workshops, work activities centers) for adults with disabilities. 

· 1964 - The Civil Rights Act of 1964 and the President's Committee on Mental Retardation established during the Kennedy-Johnson presidential years supported civil rights and social acceptance of people with disabilities. 

· 1972 - Wolf Wolfensberger wrote Normalization: The Principle of Normalization in Human Services. This established the philosophical foundation for human services that is still influential today. 

· 1970s - Advocates pressed for deinstitutionalization through court cases (i.e., the Willowbrook case, and the Pennhurst case) and free appropriate public education in the least restrictive appropriate environment (i.e., PL 94-142).
· 1973 - The Rehabilitation Act of 1973 prioritized services for persons with severe disabilities, including Section 503 calling for affirmative action in hiring persons with disabilities, and including Section 504 prohibiting discrimination against persons with disabilities. 

· 1970s & 1980s - Employment demonstration efforts for people with mental retardation were established in various universities across the country.
· 1984 and 1985 - The Office of Special Education and Rehabilitative Services (OSERS) at the U.S. Department of Education provided five year funding to 27 states across the country to implement statewide systems change supported employment efforts. 

· 1986 - The Rehabilitation Act (PL 99-506) was amended to provide additional funds for supported employment. These funds, known as Title VI, Part C funds have been made available to all states on a formula grant basis exclusively for supported employment. In addition, PL 99-506 authorized the use of Title I "Case Service" dollars for supported employment services. 

· 1980s & 1990s -  Supported employment practices for people with disabilities other than mental retardation were established that included people with mental health challenges.
· 1990 - The Americans with Disabilities Act (ADA) PL 101-336 was enacted into law that is a national mandate to end discrimination against persons with disabilities. The ADA prohibits discrimination based on a person's disability in the area of employment, public accommodation, transportation, telecommunication and the activities of state and local governments. 

· 1992 - The amendments in Public Law 102-569 are guided by the presumption of ability. A person with a disability, regardless of the severity of the disability, can achieve employment and other rehabilitation goals, if the appropriate services and supports are made available (Inge, Barcus, Brooke, & Everson, 1995).
Vermont Supported Employment Development
Laura Flint (2007) presented a brief history of the developments in supported employment practice for people with mental health challenges in Vermont to the Clinical Practices Advisory Panel. This brief history fits with the national timeline starting in the 1980s when a variety of supported employment programs were established that included the clubhouse and day treatment models. Specifically, in 1986 Vocational Rehabilitation funded positions at the designated agencies, and in 1987 the Interagency State Supported Employment Team was established that was led by Vocational Rehabilitation.

A Social Security Administration five-year grant was awarded to Vocational Rehabilitation in 1998. The grant allowed the introduction of evidence-based supported employment at all ten of Vermont's designated agencies, and the provision of technical assistance. A major change with the implementation of the evidence-based IPS model was the measurement of fidelity starting from the baseline, and outcome data being collected. Development in the supported employment practices has continued with State and local policies and procedures being adopted to adjust to best practices, and outcomes being tracked through the Department of Employment and Training. Most importantly employment services were made available to all clients (Flint, 2007).

In 2004 the technical assistance position was permanently funded for the designated agencies, and fidelity assessments were no longer required, but available to designated agencies. The State Interagency Supported Employment Team ended its work after 17 years, and the Vermont Association for Persons in Supported Employment (APSE) through the University of Vermont, Center on Disability and Community Inclusion was contracted to fill the team's role. Collaboration efforts have continued to develop. In 2005 the first statewide Mental Health Employment Forum brought together multiple stakeholders that included the Department of Corrections, Alcohol and Drug Assistance Programs, Department of Labor, consumers, and employers with the Division of Mental Health. Finally, in 2007 the Supported Employment State Leadership Committee was formed and the Clinical Practices Advisory Panel (CPAP) started the review of supported employment practices at the designated agencies. During 2008 all the available data including this report will be used to evaluate where supported employment programs are now and develop a plan for the future.
Recovery Principles and the Individual Placement and Supports Model

Gary Bond asked the question, "Is Work Too Stressful? As compared to what?" One person expressed it to him in this way, "If you think work is stressful, try unemployment" (Bond, 2007). The recommendation is that any person with a mental health challenge who expresses an interest in work should be offered support in achieving that goal (Lehman, Goldman, Dixon, & Churchill, 2004). The challenge with the IPS model or any other model is that it may become an invariant prescription and the overall system goals take precedence over individual goals and client preferences. Almost all the aspects of the IPS model are positive when reviewed from the perspective of recovery principles. The entire thrust is toward helping a consumer get a competitive job in the community and develop the skills to be able to remain in the job and in the community. The quality of the implementation is what makes the difference.
There needs to be access to the array of services to fit the needs of all the clients. The IPS model cannot be the only choice offered. Choice and access are two major criteria for evaluating a designated agency. The principles of clients’ rights need to be part of the evaluation of every practice. Here is what one advocate said. "The one thing we have learned in recovery is one size doesn't fit all, nor one program. 

The concept of stage of recovery is very important to matching a consumer with the appropriate service plan. Having a competitive job is a major outcome endorsed by all of the designated agency supported employment programs. Aggregated outcome data say something about how a designated agency or a particular practice is doing, but treatment planning to achieve the best outcomes for each individual are what is most important. Employment is an indicator of all the associated positive mental health and quality of life outcomes. Though, at some stages of recovery competitive employment may not be the appropriate immediate goal. Recovery is very dynamic and not always in one direction. The work with consumers needs to be just as dynamic. Meeting the consumer where she/he is at is most important to getting to the consumer's desired outcomes. For example, a client may not be doing very well, and the containment and structure of transitional employment may be best. Consumer organizations also can offer assistance. "At Vermont Psychiatric Survivors we don't do supported employment per say but offer positions to those who are trying to get back in the work force. Many develop work skills and find their tolerance level and then move on to different employment opportunities." One consumer added that she believes that clients need to be protected from more traumatizing experiences by being rushed into competitive employment.

The IPS model describes moving at the client's preferred pace, but rapid job search to be misinterpreted often. This comment is in response to the concept of rapidly moving into searching for competitive employment in a way that is often thought of as being part of the IPS model. "There needs to be choices for any program to be successful. The IPS model supporters will say that you can never really know when a person is ready for competitive employment. So the default position seems to be go for it. I think the group members want to have more options for consumers to choose from, but this then brought up the subject of consumers being informed to be able to make choices."

Independence goals are more easily measured in the IPS model, because one of the initial elements of the treatment plan is to help a client to be competitively employed. In transitional employment and the clubhouse models a client at his/her comfort level (stabilized) may not be encouraged to move on to live a life in the most independent manner possible. The question becomes, “Are we supporting a person in a way that prevents him/her reaching independence?” “When should you urge a person to move on or to give them the proverbial boot?” It is possible the decisions were based on the client's stage of recovery and his/her informed choice, but it is also possible that other non-recovery oriented factors like protecting the "fragile" client entered into the decisions. The philosophical argument of the IPS model seems to be strongly based in recovery principles that include personal responsibility, voice and choice. There also seems to be a fear at higher supervisory levels possibly based on experience that job developers, case managers and others may limit the client's choice to work without a ridged rule about rapid job search. The literature and the manual stress that the process should be at the client's preferred pace, but there is pressure for outcomes. For example, the Agency of Human Services taskforce expects employment to be an outcome (Flint, 2007), and this expectation adds pressure to make the rapid job search rapid and not at the client's preferred pace. There needs to be appropriate training that helps staff be able to apply recovery principles everyday on the job, appropriate supervision, and trust when these elements are in place.


Supported Employment Research
The objective of any evidence-based practice is the individual person's recovery. The experience of recovery has been researched and it can be described from the personal perspective with the following dimensions (Provencher, Gregg, Mead, & Mueser, 2002).

· Self-definition

· Empowerment

· Connections to others

· Meaning of work

· Vocational future

· Meaning of recovery

There are numerous models for providing supported employment services that have research support in addition to the IPS model.

The IPS model has most often been compared to the traditional train and place model that is described in Table 1 from Moll, Huff, Detwiler, 2003.
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Four randomized controlled trials are described in Table 3 from Moll, Huff, Detwiler, 2003.
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Randomized controlled trial of the IPS model consistently demonstrate significantly improved outcomes over traditional train and place models. The main caveat is that all but one of the studies reviewed included at least one of the original developers of the IPS model, and replication by other research groups would add strength to the evidence (Moll, Huff, Detwiler, 2003). The IPS model has also been shown to be effective for clients with dual diagnoses when mental health and substance abuse services are integrated at the service delivery level (Becker, Drake, & Naughton, 2005).

The research does support high fidelity to the IPS model when implemented being related to improved outcomes that will be described later, but the six elements that make up the model have varying evidential support. Strong evidence has been found for services focused on competitive employment, eligibility based on consumer choice, and rapid job search. There is moderate evidence for integration of rehabilitation and mental health, and attention to consumer preferences. Finally there is weak evidence for time unlimited and individualized support (Becker, Xie, McHugo, Halliday, & Martinez, 2006; Bond, 2004). Studies are conceptualized differently and this affects the variables and data collected. In one study improved employment outcomes were related to (Becker, Xie, McHugo, Halliday, & Martinez, 2006):

· A higher ratio of employment staff to clients

· A higher scores on the fidelity scale

· Implementing the model as described and not adapting it to a best practices model

· A community with high unemployment will have less success

It is interesting that the individual client factors diagnosis, symptoms, age, gender, and ethnicity have not been shown to be strongly related to vocational success. While, motivation, perceived self-efficacy and other factors common to everyone who does well in the workplace have been demonstrated to be important to outcomes (Moll, Huff, Detwiler, 2003).

Other Models for Supported Employment

There is strong evidence for the IPS model, but there are numerous models being practiced in the United States that have a substantial evidence base. The Employment Intervention Demonstration Program (EIDP) is a large study sponsored by the Substance Abuse and Mental Health Services Administration (SAMHSA) that compared multiple supported employment models. The descriptions of the models are from the study (US Department of Health and Human Services, 2003).

Integrated Supported Employment (SE). This model provides services from an integrated treatment team, including psychiatrists, case managers, rehabilitation counselors, employment specialists, job developers, and benefits specialists, all of whom work within a single organization and at the same physical location.

International Center for Clubhouse Development (ICCD) Accredited Clubhouse. In this model, a planned community of staff and consumers work together on a daily basis to provide and receive services such as meals, companionship, skills training, and paid work. Transitional employment placements are an important part of the vocational support strategy of the Clubhouse model.

Individual Placement and Support (IPS). This model focuses on rapid job placement with ongoing support. It seeks to find employment opportunities consistent with mental health consumers’ preferences, skills, and abilities.

Assertive Community Treatment (ACT). Also called Programs of Assertive Community Treatment (PACT). This model includes a mobile team composed of a psychiatrist, nurse, clinicians, social workers, and vocational specialists who provide direct services in the community.

ACT/IPS. In this fusion of two service models, the vocational specialists on the ACT team use the IPS model of supported employment.

Family/ACT. This model combines features of the ACT model with family participation in mental health education, rehabilitation, and multiple-family support groups.

Mental Health Employers Consortium (MHEC). In this model, a group of businesses pledge to hire mental health consumers and meet regularly with vocational and mental health specialists to learn about mental illness and to problem-solve on issues such as developing reasonable accommodations for employees with mental illnesses.

Employment Assistance through Reciprocity in Natural Supports (EARNS). In this model, services are designed to help consumers move from support networks characterized primarily by professional support, in which the relationships tend to be hierarchical (professionals serving the consumer), to networks that are larger, more diverse, and characterized by more reciprocity (less hierarchical, with more peer-level interaction and greater contribution by the consumer). EARNS program staffers and consumers work directly with employers, coworkers, family, and friends to strengthen existing support relationships and develop new ones.

Long-term Employment Training and Supports (LETS). The Pennsylvania LETS model is designed to help working consumers stay employed and develop satisfying careers. This model provides long-term services including clarification of career and educational goals, job development activities, securing of job accommodations, skill-building for coping with work problems, assistance with Social Security benefits, and peer support group meetings focusing on employment issues.

The main outcome from the EIDP study was the effectiveness of integrating vocational supports and mental health services that are time unlimited. No single vocational program model studied was found to be significantly better than the others, but the better performing models had common characteristics: (US Department of Health and Human Services, 2003) that are supported by additional studies (e.g., Gowdy, Carlson, & Rapp, 2003).

· Integrated mental health and vocational services

· Rapid job search

· Consumer's choice

· Ongoing support

· Collaboration with business providing jobs

· Benefits counseling available

The EIDP study put the expectation that even the best supported employment programs lead to economic independence to the test. Having a job is not an assurance of economic stability. Seventy-two percent of the clients at the beginning of the EIDP study were receiving Supplemental Security Income and/or Social Security Disability Income, and most of the participants continued to receive benefits at the end of the study (US Department of Health and Human Services, 2003).

Finally, there is an outcome that needs to be considered when evaluating the outcomes obtained by the designated agencies. This is the positive association of the local unemployment rate and employment outcomes (Becker, Xie, McHugo, Halliday, & Martinez, 2006). There was also a recommendation that State and local systems of care should consider consolidation of supported employment resources (Becker, Xie, McHugo, Halliday, & Martinez, 2006).

Fidelity Studies
Gary Bond (2007) described to the Clinical Practices Advisory Panel several of the studies that relate fidelity to the IPS model of supported employment to positive employment outcomes. The working hypothesis was that vocational programs that follow supported employment principles closely have better employment outcomes. The results from four of Bond's studies for IPS model sites are presented below.
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Total CRT 

Clients

# # %

CSAC

167 119 71% 9 19% 3 6% 5 10% 31 65% 48 29%

NCSS

240 175 73% 21 32% 13 20% 14 22% 17 26% 65 27%

HCHS

626 441 70% 39 21% 33 18% 28 15% 85 46% 185 30%

LCMH

136 91 67% 9 20% 4 9% 8 18% 24 53% 45 33%

HCRS

387 310 80% 30 39% 15 19% 10 13% 22 29% 77 20%

NKHS

378 284 75% 31 33% 15 16% 13 14% 35 37% 94 25%

CMC

180 138 77% 12 29% 8 19% 10 24% 12 29% 42 23%

RMHS

268 200 75% 14 21% 17 25% 14 21% 23 34% 68 25%

UCS

182 141 77% 12 29% 4 10% 8 20% 17 41% 41 23%

WCMH

407 269 66% 35 25% 25 18% 13 9% 65 47% 138 34%

Total 2,971 2168 73% 212 26.4% 137 17.1% 123 15.3% 331 41.2% 803 27%

Number of Quarters Worked in FY2007

CRT Clients: Number of Quarters Employed in FY2007

Analysis includes all employment reported for Community Rehabilitation and Treatment clients aged 18-64 who were active during any part of the reporting period. 

CRT Clients Employed 

in any Quarter

This report is based on monthly data provided by the community mental health providers and quarterly data provided by the Department of Employment and Training (DET).  All 

CRT clients with a valid SSN are included in this analysis. DET data are submitted by Vermont employers in conformance with state and federal unemployment laws.  Workers 

who are excluded from Vermont DET reporting are the self-employed, firm owners not incorporated and the following employee groups: elected officials, employees of nonprofit 

religious, charitable and educational organizations, unpaid family members, farm workers (with some exceptions), railroad employees, and individuals employed outside of 

Vermont.
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The EIDP study included nine IPS model supported employment sites in three participating states (Maryland, Kansas, and Oregon) with three sites in each state (Bond, 2007). Several trends were observed. 

· No site was following supported employment model at baseline

· Staff resistance to supported employment was common

· Turnover was very common, especially in the leadership

· Great success rate:  All but one site achieved good to excellent fidelity 

Gary (Bond, 2007) described what several of the programs were like at baseline.

· Policy of hiring consumers for jobs within mental health center

· Enclave-based program

· Job coaching subcontracted to a separate agency

· Prevocational training

· Staff turnover common

· Turnover also frequent among employment specialists

These nine programs made significant improvements in fidelity and most these improvements were made fairly quickly within the first year (Bond, 2007).
Vermont Supported Employment Outcomes
Supported employment programs in the CRT programs in Vermont have outcome data that the other practices reviewed by the Clinical Practices Advisory Panel do not have. Fidelity and outcome data have been being collected for the IPS model from the baseline. In 1998 at baseline the employment rate for clients of the CRT programs was from 10% to 15% and 500 or fewer people were receiving services. In 1999 the year after the introduction of the IPS model the employment rates increased to 17% to 29%. The rate of employment has stabilized at approximately a 28% rate since that time. The employment data being tracked can also be expressed in dollars earned. In 2006 CRT clients earned $5,093,300.00 not an insignificant sum, but viewed from the point of view of the people earning the wages the freedom of choice, feelings of empowerment, and just being able to buy what they choose is incalculable to their recoveries (Flint, 2007). 

However, the employment results achieved in Vermont are hard to characterize. It is obvious that the employment outcomes have improved since the implementation of the IPS model for supported employment. Other states have reported a significantly higher rate of employment than Vermont, but the comparison to these other states is difficult to interpret. This is because the characteristics of the other states' systems of care are not known. For example, hospitalization and unemployment rates in other states may make comparisons invalid. It is also not possible to tell from the data collected if clients continue to be employed when they leave a CRT program. It is clear that between 28% to 30% of the people in supported employment programs in Vermont get a job. The following graph shows the percentage of CRT clients who during the year worked for at least one hour (Flint, 2007).
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Another view of the fiscal year 2007 gives some more information about the level of involvement in employment. Over 73% of the CRT clients who worked during the fiscal year worked in more than one quarter of the year. The graph below is based on an analysis of data obtained from Vermont DMH Designated Agencies and from the Vermont Department of Employment and Training (DET; Carroll & Pandiani, 2007).
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The employment results when presented for each of the designated agencies show a range from 23% to 34% of the CRT clients being employed during the 2007 fiscal year, and large differences between designated agencies for clients who did work for the number of quarters worked (Carroll & Pandiani, 2007).
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The total number of CRT clients employed has been decreasing, but this may be related to the decrease in the number of CRT clients.
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Keys to Fidelity

Gary Bond (2007) cited the keys to high fidelity. (1) Abandoning old ways of doing things; make a clean cut. Gary related the legend of Spanish conqueror Cortez who burned his ships when the expedition reached the Mexican coast. "There will be no turning back." Two mechanisms were presented to achieve this end. Several sites removed incentives for non-competitive placements and other sites closed down prevocational programs. (2) Use the fidelity scale as guide. (3) show leadership at the administrative level. For example, agency directors take administrative steps to support practice, and supervisors set firm behavioral expectations. (4) Get the right people to staff the program. (5) Experienced supervisors need to model practitioner behaviors. (6) Ensure close collaboration with treatment teams. (7) Identify what variables need to change and count them in the data system. “What gets measured gets done” (Shannon & Robson, 1999 in Bond, 2007). Typically, important things to count include the number of employer contacts per week, the percent of clients on caseload who are on a single treatment team, the percent of time the job developer spends in the community, the average time between admission and first employer contact (Bond, 2007).
Fidelity to the IPS model for supported employment was the focus of a considerable amount of the Clinical Practices Advisory Panel's discussion. Laura Flint (2007) noted that there has been a deterioration of fidelity to the IPS model of  supported employment in CRT programs in Vermont, which includes staff competencies, process, etc., and she reiterated that fidelity to the is related to superior outcomes in Vermont.
A major part of the discussion revolved around the question of how can the Department of Mental Health do oversight and keep the oversight from becoming heavy handed especially when the energy of the original development and implementation phase for the IPS model is gone? There are several tensions like IPS being the only model v. other models with supporting evidence. The boat burning story and the attitude that it signifies makes many people at the designated agencies uncomfortable. The way terms like rapid job search are expected to be implemented in the field v. the recovery oriented definitions in the manuals and fidelity scales, and stressing employment rates as the outcome are also areas of concern. The following are from the Panel's discussion.

Linking the outcome of competitive employment for a certain amount of time with efforts to improve fidelity to IPS can be problematic. The assumption is that when there is high fidelity the rate of employment will not drop. Does it then follow if the rate of employment drops (bad outcome), then more fidelity is needed? The rate of competitive employment is at best a very crude measure of outcome for a designated agency's supported employment practice. There are so many environmental and individual factors that skew, contaminate, mottle, and interact with the outcome data. The employment outcome does seem useful for large studies, but it is not fine grained enough to evaluate small agencies. Though, the rate of competitive employment does seem to be a good element of management data.
No evidence-based treatment or service is effective for every client. The designated agencies want to and are expected to provide the most appropriate treatments and services for every client. Therefore, the ability to provide a range of treatments and services is essential to the designated agencies' missions. However, transitional employment is rated as not having fidelity to the IPS model though it may be appropriate for some clients. In addition, Clubhouses have been closed down as part of the implementation of the IPS model. The Panel asked if the Clubhouses had good outcomes. Some people love the clubhouse and they do not want to work. Clubhouses are places where people can work on many important skills. This is another example of fidelity to the IPS model limiting what is probably an appropriate treatment plan choice for some clients.

A positive change to the fidelity methodology could be to have the clients who are engaged in the IPS model be the basis for the fidelity examination. The CPAP made a recommendation along these lines for Illness Management and Recovery EBP. If a designated agency is presenting itself as providing a particular EBP, then it should be held to the validated standards of fidelity. The extension of this recommendation here is that apples and oranges should not be evaluated as apples. 

Another approach could be to change the procedures for the evaluation of fidelity at the designated agencies that precede the fidelity measure for a particular practice. The first fidelity question to ask probably should be, “Why have you and the client chosen the treatment plan that you have?” The second question should then be, “Why have you selected these particular outcomes? The EBP with the greatest evidentiary support should be considered first. Though, there may be more than one practice that has been research and can claim to be an evidence-based practice. After the chosen EBP has been tried with a fair trial without the desired outcomes, or the client has made an informed choice not try the EBP, then the rational for the treatment plan being followed should be evaluated by the outcomes produced and the appropriate fidelity measure if one exists. If the above conditions have been met and the outcomes are positive, then the treatment plan should be evaluated positively. If there is a validated fidelity measure, then process can also be documented.
The process for contracting with the designated agencies could be based more on outcomes than fidelity to a particular practice. No matter what the practice being employed the designated agency should be responsible for demonstrating that the staff members are operating to achieve the goals documented in treatment plans that are based on the client's stage of recovery and developed with the client. In the case of supported employment, the outcome is employment. Based on knowledge of the clients and the community, supported employment outcomes can be incorporated into a contract. However, the treatment plans should also incorporate appropriate "soft outcomes" like self-esteem, perceived strengths, access to a support network, and hope.
Another area related to fidelity to the IPS model of supported employment that caused a significant amount of discussion was job carving. The IPS model fidelity scale may need to be modified to meet the criteria for competitive employment or kept the same and drop the notion of competitive employment vs. job carving
Bryan Dague from the University of Vermont, Center for Disability & Community Inclusion is acknowledged in Vermont as being knowledgeable in the field of supported employment. He works primarily with people who have developmental disabilities through the Association for Persons in Supported Employment (APSE). However, he also provides support to the designated agencies' CRT programs that have clients with a broad range of cognitive abilities. Some have significant cognitive challenges, and others function at a much higher cognitive levels. He is in effect the state supported employment team. One panel member said that some of the points he has made during training at our agency are different from what we have heard so far during the CPAP discussion of the IPS model.

Competitive employment in the IPS model is based on job development through searching for existing jobs and placing the client in these jobs, which any person in the community could apply for and get. Job carving is modifying the job to meet the client’s and employer’s needs. When an employment specialist develops a job that modifies existing jobs to meet the client’s and the employer’s needs, this is job carving, or carving out a niche for the client. This is not considered to be competitive employment based on the federal governments definition, which describes competitive employment as not being based on a search for and developing specific job duties that the client is interested in doing.

The question is how “pure” a definition of competitive employment you are using when measuring the fidelity to the IPS model. The EIDP study found that reasonable accommodations are an element of successful evidence-based supported employment models. When are reasonable accommodations too much? Job carving is critical to the principles of supported employment because it meets criteria of the individual guiding the employment process. A carved out job should be considered competitive if the objectives and plan are for the person to be working toward independence. The idea is to meet the person where they are. Bryan gave an example of a person with significant disabilities.
· He worked with the employer to created a job from many small pieces. The new job description was for work the employer needed, but the employer had never conceptualized the specific group of tasks as "a job". 

· The person was provided job coaching that does not fit the fidelity criteria for competitive employment.

· The person learned job and acquired technical and natural supports required to be successful in the community.

· Employment services were faded to a check-in every few months.

· The result was a person working independently.

From Bryan's point of view, If competitive employment means getting a job from the want ads, then most people he works with could not get and keep employment that way when he first meets with them. Many jobs are transitional. Think about when you had a summer job. These, summer jobs are typically learning experiences or "transitional jobs" for young people. This is because they are inexperienced and not just because they are young. Many CRT clients are in the same place in their lives that is not having much job experience.

A short story illustrates many of the points made in the discussion of fidelity. A peer who now has worked as a job developer for the past four years told the story. It clearly shows that people have very different capabilities at different stages in recovery and services need to be adjusted appropriately. Now, I help people find jobs and facilitate job searches. Personally, I wouldn’t have been able to find a job without a job developer when I first wanted to work. This is a main reason supported employment is valuable. Now I am functioning well and am helping others. Having motivation and acceptance of illness helped me want to move on. During some periods, I wasn’t able to work, but I didn’t need to be healed to start a job search. A job helps people get back into the world, and community, but not all jobs work for all people. For example, retail jobs aren’t for me. I spent three months in a transitional employment job that isn’t part of the IPS model of supported employment, but it is what got me started. Currently I am working on my bachelor's degree. Aspirations and accomplishments can really go up as you become more confident. Even a dish-washing job can help a person grow when it is a good match.
There may be a need to adjust expectations and the fidelity scale items or scoring to a best practices model to fit the characteristics of the designated agencies in Vermont. However, flexibility is not a license to make random changes or to drift from the IPS model or any EBP, but rather flexibility should be informed variation. As with other EBPs there needs to be a focus on process and outcome data. Process data is needed as indicators of adherence and fidelity to the supported employment practice. The data must be necessary to capture the appropriate management outcomes and be able to be collected efficiently. The factors considered should include the available community resources, the population of clients served, and the clients' preferences. Data for decisions can come from historical records or evaluation of the agency's experience. Employment data should also be collected at the State level for clients who have left supported employment programs at the designated agencies to be able to determine long-term outcomes.

Implementation Concerns
Fidelity to the IPS model and related topics were the main focus of the Panel's discussion, but were not the only topics related to the implementation of the IPS model. Collaboration between State agencies and the designated agencies, case load, the utilization of job development assets and training were also considered in relation to the successful implementation of the practice.
State and Designated Agency Collaboration

The implementation of the IPS model of supported employment is unique among the EBPs reviewed by the CPAP, because of the involvement of Vocational Rehabilitation with Mental Health at the State level. Clear and transparent understandings between the Department of Mental Health and the Division of Vocational Rehabilitation are needed for effective administration of the IPS model of supported employment at the designated agencies. When there is uncertainty about the parameters for the practice coming from the State it is very stressful and makes administration and planning difficult.

Caseload

Gary Bond (2007) estimated that the current staff ratio is 20:1 clients to evaluation specialists in 116 programs he follows. He believes 25:1 is the maximum effective ratio, because with greater than a 25:1 ratio the staff cannot be productive. This assumes that the clients are a mixed group with consumers at many stages from engagement to working. There was concurrence from the representatives from the designated agencies. They believe the quality of the Supported Employment programs suffers when the employment specialists have greater than a caseload of 25 or more. One member said that when the caseload is greater than 24 it is hard to get out into the community and work with employers that is essential to the process. 

Grouping Job Development Assets

There may be an employer fatigue syndrome from being “developed” too much. The inference is that there may be a ceiling on the number of jobs that can be developed in a community, and that there is a maximum number of contacts from job developers any employer wants. The CRT program and other programs in the agency may all be developing the same employers. Is there a more integrated and efficient way to do this work? The approach could be to bring job developers together from all the programs at the designated agency like, Jump On Board for Success (JOBS) for transition aged youth, Developmental Disabilities and the Community Rehabilitation and Treatment program.

Another challenge is to use staff time efficiently especially at the smaller designated agencies. The Supported Employment grant requires that fidelity to the IPS model be maintained, and the model states that an employment specialist should not be on more than two CRT treatment teams, and the job description be limited to job development tasks. Fidelity to the number of staff and job description proscribed in the model has to be kept even if local conditions seem to dictate a different pattern that keeps to the spirit of fidelity to the model. It appears that adherence is what is being asked for, which is more like counting inventory that rating fidelity. For example, one of the designated agencies was forced to fund the position that was not felt to be needed. It was just too much of a hassle to fight so they acquiesced. Freedom is needed in the use of staff especially in the smaller designated agencies.
Training and Expert Support

At the line-staff level at the designated agencies there is a continual loss of training in supported employment and all practices because of the high turnover. In a larger sense, the culture supporting the supported employment practice is lost, that may also be perceived as reduced energy in the system of care. Annual beginner level training may help maintain the culture and if presented well energize the staff. The timing, location and modality of the training will have to planned to allow the line-staff to attend. It may be that the training has to be done at the designated agencies to reduce the travel time and time away from the agency for the staff.
Training is also needed for the Vocational Rehabilitation staff to be able to work effectively with clients with mental health challenges. Each individual client in a CRT program is an individual, but there are many ways the clients are alike and the Vocational Rehabilitation staff should have the opportunity to learn how to help support them. Some people have the perception that CRT clients, who want to work, have been rejected by Vocational Rehabilitation based on behaviors related to the person's mental illness. The problem may be that the Vocational Rehabilitation staff simply do not understand and appropriate training may be the solution.

Currently Bryan Dague from the Center on Disability and Community Inclusion at the University of Vermont performs the functions that would be done by a consultation team made up of experts from the State and designated agencies. Though, he does an excellent job, his work could be supplemented by a consultation team. Another strategy for training and support at the supervisory level is providing opportunities for managers across the state to network, but strategies will have to be developed to enable the managers to actually be able to attend. 

Supported Employment
Recommendations

Supported employment should be focused on in the Community Rehabilitation and Treatment (CRT) programs in Vermont, because people with a severe and persistent mental illness who hold competitive jobs for a sustained amount of time show benefits of improved self-esteem, better symptom control, and improved life satisfaction (Bond, 2004).

1 Access to Supported Employment Services 
· Consumers of CRT services, based on their individual preferences, should be offered and have support from their treatment teams to obtain competitive employment in the community.  

· An evidence-based supported employment practice should be maintained in all the CRT programs in Vermont.  

2 Diversity of Supported Employment Practices
· The Individualized Placements and Supports (IPS) model should be allowed to be one of several possible options for supported employment services, because the IPS model is a model with strong experimental evidence, but it is not the only model with a strong evidence base. 

· Implementation of the IPS model should not require other supported employment practices or activities that have demonstrated similar benefits to be terminated. 
3 Fidelity
· Designated agencies should be allowed flexibility in the implementation their evidence-based supported employment practice when based on informed judgment that takes into consideration the available data for the consumer population and the resources available in the community. 

· If the IPS model is practiced as part of a CRT program, the practice should maintain fidelity that can be defined as a score of fair fidelity on the Supported Employment fidelity scale (see Appendix D). An equivalent measure of fidelity should be established if another evidence-based supported employment is implemented.

· Fidelity assessment should include a procedure for sign-off by the provider being reviewed. The provider may not agree with a fidelity scale rating or wish to add additional information to explain the deviation from the fidelity scale based on local data.

· Fidelity scale definitions should be consistently used to define terms like competitive employment, reasonable pace, or rapid job search. Commonly understood terms will promote understanding among the partners in the system of care for supported employment.

4 Training and Consultation
· There should be base level training every year for community mental health center (CMHC) and vocational rehabilitation (VR) workers. Because there are high rates of staff turnover, and job development for consumers with a severe mental illness is a very specialized skill. There is also an absolute need to keep excitement and enthusiasm among the staff, and appropriate training can help keep these levels high.

· The base level training should be at a time and place that allows the maximum number of frontline staff to attend. 

· A consultation group that includes the most experienced staff from the CMHCs should be the vehicle for disseminating training for supported employment as well as developments in the field related to empirically supported and promising practices for the more experienced workers and managers.

5 Outcomes
· Outcome benchmarks based on the number of consumers wanting supported employment services, their age, and physical health should be established for each CRT program. Other important factors include the availability of jobs in the community, and other community resources like transportation. 

· Surveys, that include more than consumer satisfaction, should be conducted on a regular schedule to determine the characteristics of the consumer population in each CRT program (e.g., percentage asking to work) as well as community variables like transportation and number of jobs available. 

· Collection of the appropriate outcome and fidelity data should be a priority, because the data are essential elements of the feedback loop for the management of supported employment practices at the CMHCs.

6 Implementation Evaluation
· Supported employment practice evaluation needs to be done when a program is well established as well as at the time when it is being implemented. After a practice is well established and the support provided during implementation is not available, conditions in the CRT program may be very different. For example, caseloads may have grown, well-trained workers may have left, and supervisors may have their attentions drawn to other priorities. 

7 Resource Management
· Designated agencies that offer supported employment services in their CRT programs and other programs like Developmental Services or JOBS should be allowed to integrate the programs to be able to utilize employees more effectively, and reduce redundant contact with business partners who are the employers. 
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PDF version
You will need Adobe Acrobat Reader to view this file.
Background

Recovery is cited, within Transforming Mental Health Care in America, Federal Action Agenda: First Steps, as the "single most important goal" for the mental health service delivery system. 

To clearly define recovery, the Substance Abuse and Mental Health Services Administration within the U.S. Department of Health and Human Services and the Interagency Committee on Disability Research in partnership with six other Federal agencies convened the National Consensus Conference on Mental Health Recovery and Mental Health Systems Transformation on December 16-17, 2004.

Over 110 expert panelists participated, including mental health consumers, family members, providers, advocates, researchers, academicians, managed care representatives, accreditation organization representatives, State and local public officials, and others. A series of technical papers and reports were commissioned that examined topics such as recovery across the lifespan, definitions of recovery, recovery in cultural contexts, the intersection of mental health and addictions recovery, and the application of recovery at individual, family, community, provider, organizational, and systems levels. The following consensus statement was derived from expert panelist deliberations on the findings.

Mental health recovery is a journey of healing and transformation enabling a person with a mental health problem to live a meaningful life in a community of his or her choice while striving to achieve his or her full potential. 

The 10 Fundamental Components of Recovery

Self-Direction: Consumers lead, control, exercise choice over, and determine their own path of recovery by optimizing autonomy, independence, and control of resources to achieve a self-determined life. By definition, the recovery process must be self-directed by the individual, who defines his or her own life goals and designs a unique path towards those goals.

Individualized and Person-Centered: There are multiple pathways to recovery based on an individual’s unique strengths and resiliencies as well as his or her needs, preferences, experiences (including past trauma), and cultural background in all of its diverse representations. Individuals also identify recovery as being an ongoing journey and an end result as well as an overall paradigm for achieving wellness and optimal mental health.

Empowerment: Consumers have the authority to choose from a range of options and to participate in all decisions—including the allocation of resources—that will affect their lives, and are educated and supported in so doing. They have the ability to join with other consumers to collectively and effectively speak for themselves about their needs, wants, desires, and aspirations. Through empowerment, an individual gains control of his or her own destiny and influences the organizational and societal structures in his or her life.

Holistic: Recovery encompasses an individual’s whole life, including mind, body, spirit, and community. Recovery embraces all aspects of life, including housing, employment, education, mental health and healthcare treatment and services, complementary and naturalistic services, addictions treatment, spirituality, creativity, social networks, community participation, and family supports as determined by the person. Families, providers, organizations, systems, communities, and society play crucial roles in creating and maintaining meaningful opportunities for consumer access to these supports.

Non-Linear: Recovery is not a step-bystep process but one based on continual growth, occasional setbacks, and learning from experience. Recovery begins with an initial stage of awareness in which a person recognizes that positive change is possible. This awareness enables the consumer to move on to fully engage in the work of recovery. 

Strengths-Based: Recovery focuses on valuing and building on the multiple capacities, resiliencies, talents, coping abilities, and inherent worth of individuals. By building on these strengths, consumers leave stymied life roles behind and engage in new life roles (e.g., partner, caregiver, friend, student, employee). Th e process of recovery moves forward through interaction with others in supportive, trust-based relationships. 

Peer Support: Mutual support—including the sharing of experiential knowledge and skills and social learning—plays an invaluable role in recovery. Consumers encourage and engage other consumers in recovery and provide each other with a sense of belonging, supportive relationships, valued roles, and community.

Respect: Community, systems, and societal acceptance and appreciation of consumers —including protecting their rights and eliminating discrimination and stigma—are crucial in achieving recovery. Self-acceptance and regaining belief in one’s self are particularly vital. Respect ensures the inclusion and full participation of consumers in all aspects of their lives.

Responsibility: Consumers have a personal responsibility for their own self-care and journeys of recovery. Taking steps towards their goals may require great courage. Consumers must strive to understand and give meaning to their experiences and identify coping strategies and healing processes to promote their own wellness. 

Hope: Recovery provides the essential and motivating message of a better future— that people can and do overcome the barriers and obstacles that confront them. Hope is internalized; but can be fostered by peers, families, friends, providers, and others. Hope is the catalyst of the recovery process. Mental health recovery not only benefi ts individuals with mental health disabilities by focusing on their abilities to live, work, learn, and fully participate in our society, but also enriches the texture of American community life. America reaps the benefi ts of the contributions individuals with mental disabilities can make, ultimately becoming a stronger and healthier Nation.

Resources

http://www.samhsa.gov     
National Mental Health Information Center
1-800-789-2647, 1-866-889-2647 (TDD)
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service to vendors and other programs.  

 

service, including intake, engagement, assessment,

 

 

 

 

 

 

job placement, job coaching, and follow

-

along

 

 

2= 

 

Employm

ent specialist maintains caseload but refers clients 

 

supports before step down to less intensive employment

 

 

 

to other programs for vocational services. 

 

support from another MH practitioner. (Note: It is not

 

expected that each employment specialist will 

provide

 

 

3=

 

Employment specialist provides one to four phases of the employment

 

benefits counseling to their clients.  Referrals to a highly

 

 

service (e.g. intake, engagement, assessment, job development, job 

 

trained benefits counselor are in keeping with

 

high

 

 

 

placement, job coaching, and follow along supports).

 

fidelity, see Item # 1 in “Services”.)

 

 

 

 

 

 

4= 

 

Employment specialist provides five phases of 

 

 

 

 

employment service but not the entire service. 

 

 

 

 

5=

 

Employment specialist carries out all six p

hases of employment 

 

 

 

 

service (e.g. program intake, engagement, assessment, job 

 

 

 

 

development/job placement, job coaching, and follow

-

along supports).

 

 

 

ORGANIZATION

 

 

1. 

Integration of rehabilitation with mental health

 

MIS, DOC,

 

1=

 

Employment specialis

ts are part of a vocational program that functions

 

treatment thru team assignment

: Employment

 

INT, OBS

 

 

separately from the mental health treatment. 

 

specialists are part of up to 2 mental health treatment

 

 

 

 

teams from which at least 90% of the employment

 

 

2=

 

Employment specialists are attached to three or more mental health 

 

specialist’s caseload is comprised.

 

 

 

treatment teams.  

OR

 

Clients are served by individual mental health practitioners 

who are not organized into teams.  

OR

 

Employment specialists ar

e attached to

 

one or two teams from which less than 50% of the employment specialist’s 

caseload is comprised.

 

 

 

 

3=

 

Employment specialists are attached to one or two mental health

 

 

 

 

treatment teams, from which at least 50 

-

 

74% of the employment specialis

t’s

 

 

 

 

caseload is comprised. 

 

 

 

 

4=

 

Employment specialists are attached to one or two mental health 

 

 

 

 

treatment teams, from which at least 75 

-

 

89% of the employment specialist’s

 

 

 

 

caseload is comprised.  

 

 

 

 

5=

 

Employment specialists are attached to o

ne or two mental health 

 

treatment teams, from which 90 

-

 

100% of the employment specialist’s caseload 

is comprised. 
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Integration of rehabilitation with mental health

 

MIS, DOC

 

1=

 

One or none is present. 

 

treatment thru frequent team member contact

: 

 

INT

, OBS

 

 

 

 

Employment specialists actively participate in

 

 

2=

 

Two are present

 

weekly mental health treatment team meetings (not

 

 

 

replaced by administrative meetings) that discuss

 

 

3=

 

Three are present.

 

individual clients and their employment goals with

 

 

 

 

 

shared decision

-

making. Employment specialist’s office

 

 

4=

 

Four are present.

 

 

is in close proximity to (or shared with) their mental 

 

 

 

health treatment team members.  Documentation of 

 

  

 

5=

 

Five are present.

 

 

mental health treatment and employment servi

ces are 

 

 

 

 

integrated in a single client chart.  Employment specialists

 

All five key components are present.

 

 

help the team think about employment for people who 

 

haven’t yet been referred to supported employment

 

 

• Employment specialist attends weekly me

ntal health treatment team meetings.

 

services.

 

 

 

 

 

 

• Employment specialist participates actively in treatment team meetings with

 

 

 

shared decision

-

making.

 

 

 

 

• Employment services documentation (i.e., vocational assessment/profile, 

employment plan, progre

ss notes) is integrated into client’s mental health

 

 

 

treatment record.

 

 

• Employment specialist’s office is in close proximity to (or shared with) their 

mental health treatment team members.  

 

 

• Employment specialist helps the team think about employment

 

for people who 

haven’t yet been referred to supported employment services.

 

 

 

 

 

3. 

Collaboration between employment specialists

 

 

DOC, INT

 

1=

 

Employment specialists and VR counselors have client

-

related contacts 

 

and Vocational Rehabilitation counselors

: Th

e

 

OBS, ISP

 

 

(phone, e

-

mail, in person) less than quarterly to discuss shared 

 

employment specialists and VR counselors have frequent

 

 

clients and referrals. 

OR

 

Employment specialists and VR counselors

 

contact for the purpose of discussing shared clients 

 

d

o not communicate.

 

and identifying potential referrals.

 

 

 

2=

 

Employment specialists and VR counselors have client

-

related contacts (phone, 

 

 

 

 

e

-

mail, in person) at least quarterly to discuss shared clients and referrals.

 

 

 

3=

 

Employment specialists and VR

 

counselors have client

-

related contacts (phone, 

 

 

 

 

e

-

mail, in

-

person) monthly to discuss shared clients and referrals.

 

 

 

4=

 

Employment specialists and VR counselors have scheduled, face

-

to

-

face 
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meetings at least quarterly, 

OR

 

have client

-

related cont

acts (phone, e

-

mail,

 

 

 

 

in person) weekly to discuss shared clients and referrals.

 

 

 

5=

 

Employment specialists and VR counselors have scheduled, face

-

to

-

 

 

 

 

face meetings at least monthly and have client

-

related contacts (phone, e

-

mail,

 

 

 

 

in person) weekl

y to discuss shared clients and referrals.

 

 

 

4. 

Vocational unit

:  At least 2 full

-

time employment

 

MIS, INT,

 

1=

 

Employment specialists are not part of a vocational unit.  

 

specialists and a team leader comprise the

 

OBS

 

 

 

employment unit.  They have weekly c

lient

-

based 

 

 

2=

 

Employment specialists have the same supervisor but do

 

group supervision following the supported employment

 

 

 

 

not meet as a group.  They do not provide back

-

up services for each other’s

 

model in which strategies are identified and job lea

ds

 

 

 

caseload.

 

are shared.  They provide coverage for each other’s

 

 

 

 

caseload when needed.

 

 

3=

 

Employment specialists have the same supervisor and discuss clients

 

 

 

 

between each other on a weekly basis.  They provide back

-

up services for

 

each other’s cas

eloads as needed.  

OR

, If a program is in a  rural area where 

employment specialists are geographically separate with one employment 

specialist at each site, the employment specialists meet 2

-

3 times monthly with 

their supervisor by teleconference.

 

 

 

 

4=

 

A

t least 2 employment specialists and a team leader form an employment unit 

with 2

-

3 regularly scheduled meetings per month for client

-

based group 

supervision in which strategies are identified and job leads are shared and 

discuss clients between each other

.  They provide coverage for each other’s 

caseloads when needed.  

OR

, If a program is in a rural area where employment 

specialists are geographically separate with one employment specialist at each 

site, the employment specialists meet 2

-

3 times per month 

with their supervisor 

in person or by teleconference and mental health practitioners are available to 

help the employment specialist with activities such as taking someone to work 

or picking up job applications.

 

 

 

 

5=

 

At least 2 full

-

time employment specia

lists and a team leader form an 

employment unit with weekly client

-

based group supervision based on the 

supported employment model in which strategies are identified and job leads are 

shared.  They provide coverage for each other’s caseloads when needed.
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Role of employment supervisor

:  Supported

 

MIS, INT,

 

1=

 

One or none is present.

 

employment unit is led by a supported employment

 

DOC, OBS

 

team leader.  Employment specialists’ skills are

 

 

2=

 

Two are present.

 

developed and improved through outcome

-

base

d

 

 

supervision.  All five key roles of the employment 

 

 

3=

 

Three are present.

 

supervisor are present.

 

 

 

4=

 

Four are present.

 

 

 

 

5=

 

Five are present.

 

 

 

 

Five key roles of the employment supervisor:

 

 

• One full

-

time equivalent (FTE) supervisor is responsible

 

for no more than 10 

employment specialists.  The supervisor does not have other supervisory 

responsibilities.  (Program leaders supervising fewer than ten employment specialists 

may spend a percentage of time on other supervisory activities on a prorated 

basis.  

For example, an employment supervisor responsible for 4 employment specialists 

may be devoted to SE supervision half time.)

 

 

• Supervisor conducts weekly supported employment supervision designed to review 

client situations and identify new strateg

ies and ideas to help clients in their work 

lives.

 

 

• Supervisor communicates with mental health treatment team leaders to ensure that 

services are integrated, to problem solve programmatic issues (such as referral 

process, or transfer of follow

-

along to m

ental health workers) and to be a champion 

for the value of work.  Attends a meeting for each mental health treatment team on a 

quarterly basis.

 

 

• Supervisor accompanies employment specialists, who are new or having difficulty 

with job development, in the

 

field monthly to improve skills by observing, modeling, 

and giving feedback on skills, e.g., meeting employers for job development.

 

 

• Supervisor reviews current client outcomes with employment specialists and sets 

goals to improve program performance at 

least quarterly.
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Zero exclusion criteria

: All clients interested in 

 

DOC, INT

 

1=

 

There is a formal policy to exclude clients due to lack of job readiness

 

working have access to supported employment 

 

OBS

 

 

(e.g., substance abuse, history of violence,

 

low level of functioning, etc.)

 

services regardless of job readiness factors, substance

 

 

 

by employment staff, case managers, or other practitioners.

 

abuse, symptoms, history of violent behavior, 

 

 

 

 

cognition impairments, treatment non

-

adherence, and 

 

 

2

=

 

Most clients are unable to access supported employment services due to

 

personal presentation. These apply during supported 

 

 

 

 

perceived lack of job readiness (e.g., substance abuse, history of violence, low

 

employment services too.  Employment specialis

ts offer  

 

 

 

level of functioning, etc.).

 

to help with another job when one has ended, 

 

regardless of the reason that the job ended or number 

 

 

3=

 

Some clients are unable to access supported employment services due to

 

 

 

of jobs held.  If VR has screening c

riteria, the mental

 

 

 

perceived lack of job readiness (e.g., substance abuse, history of violence, low

 

health agency does not use them to exclude anybody.

 

 

 

level of functioning, etc.).

 

Clients are not screened out formally or informally.

 

 

 

 

 

 

4=

 

No eviden

ce of exclusion, formal or informal.  Referrals are not solicited by a

 

 

 

 

wide variety of sources.  Employment specialists offer to help with another job 

when one has ended, regardless of the reason that the job ended or number of 

jobs held.

 

 

 

 

5=

 

All clie

nts interested in working have access to supported employment services. 

Mental health practitioners encourage clients to consider employment, and 

referrals for supported employment are solicited by many sources.  Employment 

specialists offer to help with a

nother job when one has ended, regardless of the 

reason that the job ended or number of jobs held. 

 

 

 

7. 

Agency focus on competitive employment

:

 

DOC, INT, 

 

1=

 

One or none is present.

 

Agency promotes competitive work through multiple

 

OBS 

 

 

 

 

strategies.  Ag

ency intake includes questions

 

 

2= 

 

Two are present.

 

about interest in employment.  Agency displays written

 

 

 

postings (e.g., brochures, bulletin boards, posters)

 

 

3=

 

Three are present.

 

about employment and supported employment services.

 

 

 

The focus should

 

be with the agency programs that

 

 

4=

 

Four are present.

 

provide services to adults with severe mental illness.

 

Agency supports ways for clients to share work stories

 

 

5=

 

Five are present.

 

with other clients and staff.  Agency measures rate of

 

 

competitive 

employment and shares this information with

 

Agency promotes competitive work through multiple strategies:

 

agency leadership and staff.

 

 

 

• Agency intake includes questions about interest in employment.

 

 

 

 

• Agency includes questions about interest in emplo

yment on all annual (or semi

-

 

 

 

annual) assessment or treatment plan reviews.

 



[image: image10.wmf] 

 

 

 

 

• Agency displays written postings (e.g., brochures, bulletin boards, posters) about 

working and supported employment services, in lobby and other waiting areas.

 

 

 

 

• Agency

 

supports ways for clients to share work stories with other clients and staff 

(e.g., agency

-

wide employment recognition events, in

-

service training, peer support 

groups, agency newsletter articles, invited speakers at client treatment groups, etc.) at 

leas

t twice a year.

 

 

 

 

• Agency measures rate of competitive employment on at least a quarterly basis and 

shares outcomes with agency leadership and staff.

 

 

 

8. 

Executive team support for SE

:  Agency executive

 

DOC, INT,

 

1= 

 

One is present.

 

team members (e.g., 

CEO/Executive Director, Chief

 

OBS

 

Operating Officer, QA Director, Chief Financial Officer, 

 

2= 

 

Two are present. 

 

Clinical Director, Medical Director, Human Resource 

 

Director) assist with supported employment 

 

3=

 

Three are present.

 

implementation and sust

ainability.  All five key

 

components of executive team support are present.

 

4=

 

Four are present.

 

 

 

5=

 

Five are present.

 

 

·

 

Executive Director and Clinical Director demonstrate knowledge regarding the 

principles of evidence

-

based supported employment.  

 

 

·

 

Agen

cy QA process includes an explicit review of the SE program, or components 

of the program, at least every 6 months through the use of the Supported 

Employment Fidelity Scale or until achieving high fidelity, and at least yearly 

thereafter.  Agency QA proce

ss uses the results of the fidelity assessment to improve 

SE implementation and sustainability.

 

 

·

 

At least one member of the executive team actively participates at SE leadership 

team meetings (steering committee meetings) that occur at least every six mont

hs for 

high fidelity programs and at least quarterly for programs that have not yet achieved 

high fidelity.  Steering committee is defined as a diverse group of stakeholders 

charged with reviewing fidelity, program implementation, and the service delivery 

system.  Committee develops written action plans aimed at developing or sustaining 

high fidelity services.
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The agency CEO/Executive Director communicates how SE services support the 

mission of the agency and articulates clear and specific goals for SE and

/or 

competitive employment to all agency staff during the first six months and at least 

annually (i.e., SE kickoff, all

-

agency meetings, agency newsletters, etc.).  This item 

is not delegated to another administrator.

 

 

·

 

SE program leader shares information 

about EBP barriers and facilitators with the 

executive team (including the CEO) at least twice each year.  The executive team 

helps the program leader identify and implement solutions to barriers.

 

 

 

SERVICES

 

 

1. 

Work incentives planning

: All clients are of

fered assistance DOC, INT 

 

1=

 

Work incentives planning is not readily available or easily accessible to most

 

in obtaining comprehensive, individualized work

 

 

OBS, ISP

 

 

clients served by the agency.

 

incentives planning before starting a new job and assistan

ce

 

accessing work incentives planning thereafter when making

 

2=

 

Employment specialist gives client contact information about

 

decisions about changes in work hours and pay. Work

 

 

 

where to access information about work incentives planning.

 

incentives planni

ng includes SSA benefits, medical benefits,

 

 

 

 

medication subsidies, housing subsidies, food stamps, spouse and

 

3=

 

Employment specialist discusses with each client changes in benefits based on

 

dependent children benefits, past job retirement benefits and a

ny 

 

 

work status.

 

other source of income.  Clients are provided information 

 

 

 

and assistance about reporting earnings to SSA, housing

 

 

4=

 

Employment specialist or other MH practitioner offer clients assistance in

 

programs, VA programs, etc., depending on 

the person’s

 

 

obtaining comprehensive, individualized work incentives planning by a person

 

benefits.

 

 

 

trained in work incentives planning prior to client starting a job.  

 

 

 

 

 

 

 

 

5=

 

Employment specialist or other MH practitioner offer clients assistance i

n 

 

 

 

 

obtaining comprehensive, individualized work incentives planning by a 

 

 

 

 

specially trained work incentives planner prior to starting a job. They also 

 

facilitate access to work incentives planning when clients need to make 

decisions about changes in

 

work hours and pay. Clients are provided 

information and assistance about reporting earnings to SSA, housing programs, 

etc., depending on the person’s benefits.
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Disclosure

:  Employment specialists provide

 

DOC, INT  

 

1=

 

None is present.

 

clients w

ith accurate information and assist with

 

OBS

 

evaluating their choices to make an informed

 

 

2=

 

One is present.

 

decision regarding what is revealed to the employer

 

about having a disability.

 

 

3= 

 

Two are present.

 

 

 

 

4=

 

Three are present.

 

 

 

 

5=

 

Four are prese

nt.

 

 

 

 

•

 

Employment specialists do not require all clients to disclose their psychiatric 

disability at the work site in order to receive services.  

 

 

 

 

•

 

Employment specialists offer to discuss with clients the possible costs and benefits 

(pros and cons) o

f disclosure at the work site in advance of clients disclosing at the 

work site.  Employment specialists describe how disclosure relates to requesting 

accommodations and the employment specialist’s role communicating with the 

employer. 

 

 

 

 

•

 

Employment spe

cialists discuss specific information to be disclosed (e.g., disclose 

receiving mental health treatment, or presence of a psychiatric disability, or difficulty 

with anxiety, or unemployed for a period of time, etc.) and offers examples of what 

could be sai

d to employers.

 

 

 

 

•

 

Employment specialists discuss disclosure on more than one occasion (e.g., if 

clients have not found employment after two months or if clients report difficulties 

on the job.)

 

 

 

3. 

Ongoing, work

-

based vocational assessment

:

 

DOC, INT,

 

1

=

 

Vocational evaluation is conducted prior to job placement with

 

Initial vocational assessment occurs over 2

-

3

 

OBS, ISP

 

 

emphasis on office

-

based assessments, standardized tests, intelligence

 

sessions and is updated with information

 

 

 

tests, work samples. 

 

 

from work experiences in competitive jobs. A

 

 

 

 

vocational profile form that includes information

 

 

2=

 

Vocational assessment may occur through a stepwise approach that

 

about preferences, experiences, skills, current

 

 

 

includes:  prevocational work experie

nces (e.g., work units in a day

 

adjustment, strengths, personal contacts, etc, is updated with 

 

 

program), volunteer jobs, or set aside jobs (e.g., NISH jobs agency

-

run

 

each new job experience.  Aims at problem solving using

 

 

businesses, sheltered workshop

 

jobs, affirmative businesses, enclaves).

 

environmental assessments and consideration of reasonable

 

 

 

accommodations.  Sources of information include

 

 

3=

 

Employment specialists assist clients in finding competitive jobs directly

 

 

the client, treatment team

, clinical records, and with

 

 

 

without systematically reviewing interests, experiences, strengths,

 



[image: image13.wmf]the client’s permission, from family members and 

 

 

 

etc. and do not routinely analyze job loss (or job problems) for lessons

 

previous employers.

 

 

 

learned.

 

 

 

 

 

 

4=

 

Initial vocational assessment occurs over 2

-

3 sessions in which interests

 

 

 

 

and strengths are explored.  Employment specialists help clients learn from each 

job experience and also work with the treatment team to analyze job loss, job 

problems and 

job successes.  They do not document these lessons learned in the 

vocational profile, 

OR

 

The vocational profile is not updated on  a regular basis. 

 

 

 

 

5=

 

Initial vocational assessment occurs over 2

-

3 sessions and information is 

documented on a vocational 

profile form that includes preferences, experiences, 

skills, current adjustment, strengths, personal contacts, etc.  The vocational 

profile form is used to identify job types and work environments.  It is updated 

with each new job experience.  Aims at prob

lem solving using environmental 

assessments and consideration of reasonable accommodations. Sources of 

information include the client, treatment team, clinical records, and with the 

client’s permission, from family members and previous employers. Employmen

t 

specialists help clients learn from each job experience and also work with the 

treatment team to analyze job loss, job problems and job successes. 

 

 

 

4. 

Rapid job search for competitive job

:  Initial

 

DOC, INT,

 

1=

 

First face

-

to

-

face contact with an employ

er by the client or the employment 

 

employment assessment and first face

-

to

-

face

 

OBS, ISP

 

 

specialist about a competitive job is on average 271 days or more (> 9 mos.) 

 

employer contact by the client or the employment

 

 

 

after program entry.

 

specialist abou

t a competitive job occurs within

 

30 days (one month) after program entry.

 

 

2=

 

First face

-

to

-

face contact with an employer by the client or the employment

 

specialist about a competitive job is on average between 151 and 270 days (5

-

9 

mos.) after program en

try.

 

 

 

 

3=

 

First face

-

to

-

face contact with an employer by the client or the employment 

specialist about a competitive job is on average between 61 and 150 days (2

-

5 

mos.) after program entry.

 

 

 

 

4=

 

First face

-

to

-

face contact with an employer by the client 

or the employment 

specialist about a competitive job is on average between 31 and 60 days

 

 

 

 

(1

-

2 mos.) after program entry.

 

 

 

 

 

 

 

5=

 

The program tracks employer contacts and the first face

-

to

-

face contact with an 

employer by the client or the employment s

pecialist about a competitive job is 

on average within 30 days (one month) after program entry.
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Individualized job search

:  Employment specialists

 

DOC, INT

 

1=

 

Less than 25% of employer contacts by the employment specialist are based on 

 

make employ

er contacts aimed at making a good

 

OBS, ISP

 

 

job choices which reflect client’s preferences, strengths, symptoms, etc.  

 

job match based on clients’ preferences (relating to

 

 

 

rather than the job market.  

 

what each person enjoys and their personal goals)

 

 

and needs (including experience, ability,

 

 

2=

 

25

-

49% of employer contacts by the employment specialist are based on job 

 

symptomatology, health, etc.) rather than the

 

 

 

choices which reflect client’s preferences, strengths, symptoms, etc., rather 

 

job mar

ket (i.e., those jobs that are readily available).

 

 

 

than the job market.

 

An individualized job search plan is developed and

 

 

 

updated with information from the vocational

 

 

3=

 

50

-

74% of employer contacts by the employment specialist are based on job 

 

asses

sment/profile form and new job/educational

 

 

 

choices which reflect client’s preferences, strengths, symptoms, etc., rather

 

experiences.

 

 

 

than the job market.

 

 

 

 

 

 

 

4=

 

75

-

89% of employer contacts by the employment specialist are based on job 

choices which 

reflect client’s preferences, strengths, symptoms, etc., rather 

 

 

 

 

than the job market and are consistent with the current employment plan.

 

 

 

 

5=

 

Employment specialist makes employer contacts based on job choices which 

reflect client’s preferences, streng

ths, symptoms, lessons learned from previous

 

jobs etc., 90

-

100% of the time rather than the job market and are consistent with 

the current employment/job search plan.  When clients have limited work 

experience, employment specialists provide information ab

out a range of job 

options in the community.

 

 

 

6. 

Job development 

-

 

Frequent employer contact

:

 

DOC, INT

 

1=

 

Employment specialist makes less than 2 face

-

to

-

face employer contacts

 

Each employment specialist makes at least

 

 

 

that are client

-

specific per week.

 

6 face to

-

face employer contacts per week on  

 

behalf of clients looking for work.  (Rate for each 

 

 

2=

 

Employment specialist makes 2 face

-

to

-

face employer contacts

 

then calculate average and use the closest scale

 

 

 

per week that are client

-

specific, 

OR

 

D

oes not have a process for tracking.

 

point.)  An employer contact is counted even when an

 

 

 

employment specialist meets the same employer 

 

 

3=

 

Employment specialist makes 4 face

-

to

-

face employer contacts

 

more than one time in a week, and when the client 

 

 

 

per week that are client

-

specific, and uses a tracking form that is

 

is present or not present.  Client

-

specific and generic

 

 

  

 

reviewed by the SE supervisor on a monthly basis.

 

contacts are included.  Employment specialists use a 

 

weekly tracking form to

 

document employer contacts.

 

 

4=

 

Employment specialist makes 5 face

-

to

-

face employer contacts

 

 

 

 

per week that are client

-

specific, and uses a tracking form that is

 

 

 

 

reviewed by the SE supervisor on a weekly basis.
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5=

 

Employment specialist makes 6 or 

more face

-

to

-

face employer contacts

 

per week that are client specific, or 2 employer contacts times the number of 

people looking for work when there are less than 3 people looking for work on 

their caseload (e.g., new program).  In addition, employment spe

cialist uses a 

tracking form that is reviewed by the SE supervisor on a weekly basis.

 

 

 

 

 

 

7. 

Job development 

-

 

Quality of employer contact

:

 

DOC, INT,

 

1=

 

Employment specialist meets employer when helping client to

 

Employment specialists build relationships

 

with 

 

OBS

 

 

turn in job applications, 

OR

 

Employment specialist rarely makes

 

employers through multiple visits in person that are

 

 

 

employer contacts.

 

planned to learn the needs of the employer, convey 

 

what the SE program offers to the employer, describe

 

 

2=

 

Employment specialist contacts employers to ask about job

 

client strengths that are a good match for the employer.  

 

 

openings and then shares these “leads” with clients.

 

(Rate for each employment specialist, then calculate 

 

average and use the closest 

scale point.)

 

 

3=

 

Employment specialist follows up on advertised job openings

 

 

 

 

by introducing self, describing program, and asking employer

 

 

 

 

to interview client.

 

 

 

 

4=

 

Employment specialist meets with employers in person whether or not there is a

 

job o

pening, advocates for clients by describing strengths and asks employers  to 

interview clients.

 

 

 

 

5=

 

Employment specialist builds relationships with employers through

 

multiple visits in person that are planned to learn the needs of the employer, 

convey wh

at the SE program offers to the employer, describe client strengths 

that are a good match for the employer. 

 

 

 

8. 

Diversity of job types

: Employment specialists

 

DOC, INT, 

 

1=

 

Employment specialists assist clients obtain different types of jobs 

 

assist clie

nts in obtaining different types of jobs.

 

OBS, ISP

 

 

less than 50% of the time. 

 

 

 

 

 

 

2=

 

Employment specialists assist clients obtain different types

 

 

 

 

of jobs 50

-

59% of the time.

 

 

 

 

3=

 

Employment specialists assist clients obtain different types

 

 

 

 

of job

s 60

-

69% of the time. 

 

 

 

 

 

 

 

4=

 

Employment specialists assist clients obtain different types

 

 

 

 

of jobs70

-

84% of the time. 
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5=

 

Employment specialists assist clients obtain different types 

 

 

 

 

of jobs 85

-

100% of the time.

 

 

 

9. 

Diversity of employers

: Em

ployment specialists

 

DOC, INT,

 

assist clients in obtaining jobs with different

 

OBS, ISP

 

1=

 

Employment specialists assist clients obtain jobs with the different

 

employers.

 

 

 

employers less than 50% of the time.  

 

 

 

 

2=

 

Employment specialists assist clients 

obtain jobs with the same

 

 

 

 

employers 50

-

59% of the time.

 

 

 

 

3=

 

Employment specialists assist clients obtain jobs with different

 

 

 

 

employers 60

-

69% of the time.

 

 

 

 

4=

 

Employment specialists assist clients obtain jobs with different

 

 

 

 

employers 70

-

84% of

 

the time.

 

 

 

 

5=

 

Employment specialists assist clients obtain jobs with different

 

 

 

 

employers 85

-

100% of the time.

 

 

 

10. 

Competitive jobs

: Employment

 

DOC, INT,

 

1=

 

Employment specialists provide options for permanent, competitive

 

specialists provide compet

itive job options

 

OBS, ISP

 

 

jobs less than 64% of the time, 

OR

 

There are fewer than 10 current jobs.

 

that have permanent status rather than

 

 

 

 

temporary or time

-

limited status, e.g., TE (transitional

 

 

2=

 

Employment specialists provide options for permanent

, competitive jobs

 

employment positions).  Competitive jobs pay

 

 

 

about 65

-

 

74% of the time.

 

at least minimum wage, are jobs

 

that anyone can apply for and are not set aside

 

 

3=

 

Employment specialists provide options for permanent competitive jobs 

 

for peop

le with disabilities. (Seasonal jobs

 

 

 

about 75

-

84%% of the time.

 

and jobs from temporary agencies that other

 

community members use are counted as

 

 

4=

 

Employment specialists provide options for permanent competitive jobs

 

competitive  jobs.)

 

 

 

about 85

-

94% 

of the time.

 

 

 

 

5=

 

95% or more competitive jobs held by clients are permanent.

 



[image: image17.wmf]11. 

Individualized follow

-

along supports

:

 

DOC, INT,

 

1=

 

Most clients do not receive supports after starting a job.  

 

Clients receive different types of support for

 

OBS, 

ISP

 

 

 

working a job that are based on the job, client

 

 

2=

 

About half of the working clients receive a narrow range of supports

 

preferences, work history, needs, etc.  Supports are 

 

 

 

provided primarily by the employment specialist.

 

provided by a variety of

 

people, including treatment

 

 

 

team members (e.g., medication changes, social

 

 

3=

 

Most working clients receive a narrow range of supports that are provided

 

skills training, encouragement), family, friends, co

-

workers

 

 

primarily by the employment specialist

.

 

(i.e., natural supports), and employment specialist.

 

 

 

 

Employment specialist also provides employer 

 

 

4=

 

Clients receive different types of support for working a job that are based

 

 

support (e.g., educational information, job

 

 

 

 

on the job, client prefe

rences, work history, needs, etc.  Employment

 

accommodations) at client’s request.  Employment

 

 

 

specialists provide employer supports at the client’s request.   

 

specialist offers help with career development,

 

 

 

 

 

i.e., assistance with education, a more d

esirable job,

 

 

5=

 

Clients receive different types of support for working a job that are based on the

 

or more preferred job duties.

 

 

 

 

job, client preferences, work history, needs, etc.  Employment specialist also 

 

 

 

 

 

provides employer support (e.g., educa

tional information, job accommodations) 

at client’s request.  The employment specialist helps people move onto more 

preferable jobs and also helps people with school or certified training programs.

 

The site provides examples of different types of support i

ncluding enhanced 

supports by treatment team members.

 

 

 

12. 

Time

-

unlimited follow

-

along supports

:

 

DOC, INT,

 

1=

 

Employment specialist does not meet face

-

to

-

face with the client

 

Employment specialists have face

-

to

-

face contact

 

OBS, ISP

 

 

after the first month

 

of starting a job.

 

within 1 week before starting a job, within 3 days

 

 

 

 

after starting a job, weekly for the first month, and

 

 

2=

 

Employment specialist has face

-

to

-

face contact with less than half of the

 

at least monthly for a year or more, on average,

 

 

 

working clients for at least 4 months after starting a job.

 

after working steadily, and desired by clients.

 

Clients are transitioned to step down job supports 

 

 

3= 

 

Employment specialist has face

-

to

-

face contact with at least half of the

 

from a mental hea

lth worker following steady 

 

 

 

working clients for at least 4 months after starting a job.  

 

employment.  Employment specialists contact 

 

 

 

 

clients within 3 days of learning about the job loss.

 

 

4=

 

Employment specialist has face

-

to

-

face contact with worki

ng clients weekly for

 

 

 

 

 

the first month after starting a job, and at least monthly for a year or more, on 

average, after working steadily, and desired by clients. 

 

 

 

 

 

 

 

5=

 

Employment specialist has face

-

to

-

face contact within 1 week before starting a 

jo

b, within 3 days after starting a job, weekly for the first month, and at least 

monthly for a year or more, on average, after working steadily and desired by 

clients.  Clients are transitioned to step down job supports, from a mental health 

worker followin

g steady employment clients.  Clients are transitioned to step 

down job supports from a mental health worker following steady employment.
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Employment specialist contacts clients within 3 days of hearing about the job 

loss.

 

 

 

 

 

 

13. 

Community

-

based servi

ces

:  Employment 

 

DOC, INT

 

1=

 

Employment specialist spends 30% time or less in the scheduled 

 

services such as engagement, job finding

 

OBS

 

 

work hours in the community.  

 

and follow

-

along supports are provided

 

 

in natural community settings by all employme

nt 

 

 

2=

 

Employment specialist spends 30 

-

 

39% time of total scheduled work hours

 

specialists.  (Rate each employment specialist based

 

 

 

in the community.

 

upon their 

total

 

weekly scheduled work hours, then

 

 

calculate the average and use the closest scale po

int.)

 

 

3=

 

Employment specialist spends 40 

-

49% of total scheduled work hours in the then

 

 

 

 

community.

 

 

 

 

 

 

4=

 

Employment specialist spends 50 

-

 

64% of total scheduled work hours in the 

community.

 

 

 

 

 

 

5=

 

Employment specialist spends 65% or more of total s

cheduled work hours in 

 

 

 

 

the community.

 

 

 

14. 

Assertive engagement and outreach by

 

MIS, DOC,

 

1=

 

Evidence that 2 or less strategies for engagement and outreach are used.  

 

integrated treatment team

: Service termination

 

INT, OBS

 

 

 

 

is not based on missed a

ppointments or fixed time

 

 

2=

 

Evidence that 3 strategies for engagement and outreach are used.

 

 

 

limits.  Systematic documentation of outreach attempts.

 

 

 

Engagement and outreach attempts made by integrated

 

3=

 

Evidence that 4 strategies for engagement and 

outreach are used.

 

 

team members. Multiple home/community visits. Coordinated

 

 

visits by employment specialist with integrated

 

4=

   

Evidence that 5 strategies for engagement and outreach are used.

 

team member.  Connect with family, when applicable.

 

 

Once 

it is clear that the client no longer wants to work

 

5=

 

Evidence that all 6 strategies for engagement and outreach are used: i) Service

 

or continue SE services, the team stops outreach.

 

 

 

 

termination is not based on missed appointments or fixed time limits

.

 

 

 

 

ii) Systematic documentation of outreach attempts.  iii) Engagement and 

 

 

 

 

outreach attempts made by integrated team members.  iv) Multiple 

 

home/community visits.  v) Coordinated visits by employment specialist

 

with integrated team member.  vi) Conn

ect with family, when applicable.
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MIS

 

Management Information System

 

 

DOC

 

Document review: clinical records, agency policy and procedures

 

 

INT

 

Interviews with clients, employment specialists, mental health staff,

 

 

 

VR counselors, famil

ies, employers

 

 

OBS

 

Observation (e.g., team meeting, shadowing employment specialists)

 

 

ISP

 

Individualized Service Plan

 

 

 

 

2/14/96

 

 

 

 

 

 

 

6/20/01, Updated

 

 

 

 

 

 

 

1/7/08, Revised
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Fidelity Scale Score Sheet

 

 

Staffing

 

1.

 

Caseload size

 

Score: 

 

2.

 

Employment services staff

 

Score: 

 

3.

 

Vocational generalists

 

Score: 

 

Organization

 

1.

 

Integration of rehabilitation with mental health thru team assignment

 

Score: 

 

2.

 

Integration of rehabilitation with mental health thru frequent team 

member

 

contact

 

 

Score:

 

3. 

 

Collaboration between employment specialists and Vocational 

Rehabilitation counselors

 

 

Score:

 

4.

 

Vocational unit

 

Score: 

 

5.

 

Role of employment supervisor

 

Score: 

 

6.

 

Zero exclusion criteria

 

Score:

 

7.

 

Agency focus on competitive em

ployment

 

Score:

 

8.

 

Executive team support for SE

 

Score:

 

Services

 

1.

 

Work incentives planning

 

Score: 

 

2. 

 

Disclosure

 

Score:

 

3.

 

Ongoing, work

-

based vocational assessment

 

Score: 

 

4.

 

Rapid search for competitive job

 

Score:

 

5.

 

Individualized job search

 

S

core: 

 

6.

 

Job development

—

Frequent employer contact

 

Score: 

 

7.

 

Job development

—

Quality of employer contact

 

Score:

 

8.

 

Diversity of job types

 

Score:

 

9.

 

Diversity of employers

 

Score:

 

10.

 

Competitive jobs 

 

Score: 

 

11.

 

Individualized follow

-

along supports

 

Score:

 

12.

 

Time

-

unlimited follow

-

along supports

 

Score:

 

13.

 

Community

-

based services

 

Score: 

 

14.

 

Assertive engagement and outreach by integrated treatment team

 

Score:

 

 

Total:

 

 

 

115 

–

 

125 

 

= Exemplary Fidelity

 

 

100 

-

 

114 

 

 

= Good Fidelity

 

 

74 

–

 

99 

 

 

= Fair Fidelity

 

 

73 and below 

 

= Not Supported  

 

                           

Employment

 

              

 



Appendix E
Supported Employment
General Organizational Index



	Supported Employment
General Organizational Index: Scale

 

1
2
3
4
5
G1. Program Philosophy. The program is committed to a clearly articulated philosophy consistent with the specific evidence-based model, based on the following 5 sources:

· Program leader 

· Senior staff (e.g., executive director, psychiatrist) 

· Practitioners providing the EBP 

· Clients and/or families receiving EBP 

· Written materials (e.g., brochures) 

No more than 1 of the 5 sources shows clear understanding of the program philosophy 
OR 
All sources have numerous major areas of discrepancy

2 of the 5 sources show clear understanding of the program philosophy
OR 
All sources have several major areas of discrepancy

3 of the 5 sources show clear understanding of the program philosophy
OR 
Sources mostly aligned to program philosophy, but have one major area of discrepancy

4 of the 5 sources show clear understanding of the program philosophy
OR 
Sources mostly aligned to program philosophy, but have one or two minor areas of discrepancy

All 5 sources display a clear understanding and commitment to the program philosophy for the specific EBP

*G2. Eligibility/Client Identification. All clients with severe mental illness in the community support program, crisis clients, and institutionalized clients are screened to determine whether they qualify for the EBP using standardized tools or admission criteria consistent with the EBP. Also, the agency tracks the number of eligible clients in a systematic fashion. 

20% of clients receive standardized screening and/or agency DOES NOT systematically track eligibility 

21%-40% of clients receive standardized screening and agency systematically tracks eligibility 

41%-60% of clients receive standardized screening and agency systematically tracks eligibility 

61%-80% of clients receive standardized screening and agency systematically tracks eligibility 

>80% of clients receive standardized screening and agency systematically tracks eligibility

*G3. Penetration. The maximum number of eligible clients are served by the EBP, as defined by the ratio:
# clients receiving EBP
# clients eligible for EBP
Ratio < .20 

Ratio between .21 and .40 

Ratio between .41 and .60 

Ratio between .61 and .80 

Ratio > .80

*These two items coded based on all clients with SMI at the site or sites where the EBP is being implemented; all other items refer specifically to those receiving the EBP.

________ Total # clients in target population

 

 

________ Total # clients eligible for EBP

% eligible:

___%

________ Total # clients receiving EBP
Penetration rate:
___

 

1
2
3
4
5
G4. Assessment. 
Full standardized assessment of all clients who receive EBP services. Assessment includes history and treatment of medical/psychiatric/
substance use disorders, current stages of all existing disorders, vocational history, any existing support network, and evaluation of biopsychosocial risk factors.

Assessments are completely absent or completely non-standardized

Pervasive deficiencies in two of the following:
Standardization, Quality of assessments, Timeliness, Comprehensive-ness

Pervasive deficiencies in one of the following:
Standardization, Quality of assessments, Timeliness, Comprehensive-ness 

61%-80% of clients receive standardized, high quality assessments at least annually 
OR 
Information is deficient for one or two assessment domains

>80% of clients receive standardized, high quality assessments, the information is comprehensive across all assessment domains, and updated at least annually

G5. Individualized Treatment Plan. 
For all EBP clients, there is an explicit, individualized treatment plan related to the EBP that is consistent with assessment and updated every 3 months.

20% of clients served by EBP have an explicit individualized treatment plan, related to the EBP, updated every 3 mos.

20% of clients served by EBP have an explicit individualized treatment plan, related to the EBP, updated every 3 mos.

41%-60% of clients served by EBP have an explicit individualized treatment plan, related to the EBP, updated every 3 mos.
OR
Individualized treatment plan is updated every 6 mos. for all clients

61%-80% of clients served by EBP have an explicit individualized treatment plan, related to the EBP, updated every 3 mos.

>80% of clients served by EBP have an explicit individualized treatment plan related to the EBP, updated every 3 mos.

G6. Individualized Treatment. All EBP clients receive individualized treatment meeting the goals of the EBP. 

20% of clients served by EBP receive individualized services meeting the goals of the EBP

21%-40% of clients served by EBP receive individualized services meeting the goals of the EBP

41%-60% of clients served by EBP receive individualized services meeting the goals of the EBP

61% - 80% of clients served by EBP receive individualized services meeting the goals of the EBP

>80% of clients served by EBP receive individualized services meeting the goals of the EBP

G7. Training. All new practitioners receive standardized training in the EBP (at least a 2-day workshop or its equivalent) within 2 months of hiring. Existing practitioners receive annual refresher training (at least 1-day workshop or its equivalent).

20% of practitioners receive standardized training annually

21%-40% of practitioners receive standardized training annually

41%-60% of practitioners receive standardized training annually

61%-80% of practitioners receive standardized training annually

>80% of practitioners receive standardized training annually

 

1
2
3
4
5
G8. Supervision. EBP practitioners receive structured, weekly supervision (group or individual format) from a practitioner experienced in the particular EBP. The supervision should be client-centered and explicitly address the EBP model and its application to specific client situations.

20% of practitioners receive supervision

21% - 40% of practitioners receive weekly structured client-centered supervision
OR
All EBP practitioners receive supervision on an informal basis

41%-60% of practitioners receive weekly structured client-centered supervision
OR
All EBP practitioners receive supervision monthly

61%-80% of EBP practitioners receive weekly structured client-centered supervision 
OR
All EBP practitioners receive supervision twice a month

>80% of EBP practitioners receive structured weekly supervision, focusing on specific clients, in sessions that explicitly address the EBP model and its application

G9. Process Monitoring. Supervisors and program leaders monitor the process of implementing the EBP every 6 months and use the data to improve the program. Monitoring involves a standardized approach, e.g., use of a fidelity scale or other comprehensive set of process indicators.

No attempt at monitoring process is made

Informal process monitoring is used at least annually

Process monitoring is deficient on 2 of these 3 criteria: (1) Comprehensive & standardized; (2) Completed every 6 mos.; (3) Used to guide program improvements OR
Standardized monitoring done annually only

Process monitoring is deficient on one of these three criteria: (1) Comprehensive and standardized; (2) Completed every 6 months; (3) Used to guide program improvements

Standardized comprehensive process monitoring occurs at least every 6 mos. and is used to guide program improvements

G10. Outcome Monitoring. Supervisors/program leaders monitor the outcomes for EBP clients every 3 months and share the data with EBP practitioners. Monitoring involves a standardized approach to assessing a key outcome related to the EBP, e.g., psychiatric admissions, substance abuse treatment scale, or employment rate.

No outcome monitoring occurs

Outcome monitoring occurs at least once a year, but results are not shared with practitioners

Standardized outcome monitoring occurs at least once a year and results are shared with practitioners

Standardized outcome monitoring occurs at least twice a year and results are shared with practitioners

Standardized outcome monitoring occurs quarterly and results are shared with EBP practitioners

 

1
2
3
4
5
G11. Quality Assurance (QA). The agency has a QA Committee or implementation steering committee with an explicit plan to review the EBP, or components of the program, every 6 months.

No review or no committee

QA committee has been formed, but no reviews have been completed

Explicit QA review occurs less than annually OR 
QA review is superficial

Explicit QA review occurs annually

Explicit review every 6 months by a QA group or steering committee for the EBP
G12. Client Choice Regarding Service Provision. All clients receiving EBP services are offered choices; the EBP practitioners consider and abide by client preferences for treatment when offering and providing services.

Client-centered services are absent (or all EBP decisions are made by staff)

Few sources agree that type and frequency of EBP services reflect client choice

Half sources agree that type and frequency of EBP services reflect client choice

Most sources agree that type and frequency of EBP services reflect client choice OR
Agency fully embraces client choice with one exception

All sources agree that type and frequency of EBP services reflect client choice
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Mental Health Practice Implementation
Policy Considerations

Vermont like other states continues to bear the major responsibility for mental health care for persons with serious and disabling mental illnesses, both through direct provision of services and through funding of private sector care. Central to this mission is how best to allocate limited resources to gain maximum value for patients, families, and society. The following are essential policy points to be considered when implementing evidence-based mental health practices and practices with lower levels of evidentiary support:

· A substantial body of outcomes research supports the efficacy of a wide range of evidence-based mental health treatments.

· Community mental health centers, the designated agencies, should be expected to provide evidence-based practices in order to yield good outcomes.

· The Department of Mental Health should be held accountable for supporting the provision of services consistent with evidence-based practices.

· The State through the Department of Mental Health should be held accountable for creating an environment that enables the designated agencies to deliver evidence-based practices.

· Measures of “program fidelity” have been developed that permit monitoring and accountability.

· Outcomes should be monitored regularly by clinicians as a part of good practice.

· Programs that achieve and maintain fidelity to evidence-based practices should be expected to achieve those expected outcomes.

· The wide array of effective treatments should be available within a community, because even when treatments are equally effective in general for the entire population, many of them are not equally effective for significant subgroups.

· Treatment choice and wide selection are essential in order to maximize treatment response and adherence to treatment.

· Access to evidence-based practices is necessary but not sufficient to ensure a quality mental health service system

 (adapted from Lehman, Goldman, Dixon & Churchill, 2004).

What about services lacking an evidence base? Although evidence-based practices are necessary for a quality mental health system, they are not sufficient. This is a critical point. A distinction must be made between treatments and services that have been shown to be ineffective (or substantially less effective than other evidence-based alternatives) and those about which there is little or no systematic evidence either way. Clearly, the former are to be discouraged in favor of proven evidence-based alternatives. For many services, however, there is often little systematic outcome evidence upon which to base informed decisions. Practitioners and policymakers are left to evaluate the merit of these services based upon prevailing professional standards of practice, community needs, and other pragmatic factors. Whereas services that are consuming substantial resources should be subjected to evaluations that can guide decisions about their value.

A categorical approach to not funding services unless they have a systematic evidence base can do considerable harm, eliminating some essential services. Some services are of self-evident value, and investment in their systematic evaluation may provide little new information; it seems obvious, for example, that provision of shelter and food to homeless persons with severe mental illness has value. Other services may warrant continued support but with the expectation that some evaluation occur to ensure that resources are well spent (Lehman, Goldman, Dixon & Churchill, 2004).
The Clinical Practices Advisory Panel's Recommendations Common to the Implementation and Review of Evidence-based and Other Clinical Practices
to the Department of Mental Health (see Appendix G) contains a listing of the elements that are common to the evidence-based practices reviewed by the Panel that can be used as a guide for evaluating mental health practices without sufficient published research to be considered evidence-based practices.


Appendix G
Recommendations of the Clinical Practices
Advisory Panel 
Common to Most Mental Health Practices



Clinical Practices Advisory Panel 
Recommendations
Common to the Implementation and Review of
Evidence-based and Other Clinical Practices
to the Department of Mental Health
June 2, 2008
These recommendations to the Department of Mental Health (DMH) concern the treatment and service options available at the Designated Agencies (DAs). Recovery principles are always considered when evaluating the DAs practices and services. However, recovery is larger and more encompassing than treatment and services provided at DAs. DMH and the DAs must always view the larger recovery picture, and with each client determine if or how the treatment and services offered fits the client's pathway in recovery.

8 Agencies should be encouraged to take the initiative to seek out and review promising practices that would enhance their programming (see note 1).

9 The DMH and the DAs should collaboratively discuss and question the research and implementation policies for evidence-based practices (EBP) and other practices. The practice reviews should be for the purpose of making recommendations to DMH and should include the DAs clinical experiences, outcomes and compatibility with recovery principles (see note 1).

10 Agencies will be in different stages of change when implementing an EBP. Implementation of any EBP is a developmental process for DAs that requires significant changes around training, continual re-training a new work force and development of EBP leaders. EBP as a treatment option for clients also is a  process involving progressing through the stages of change.

11 All agencies should be required to follow the recovery values as defined by the Vermont system of care, and the State should provide training and other necessary resources to implement and maintain the agency’s ability to follow these recovery values at all system levels from frontline staff through the management of the agencies. 

12 All treatments and services offered at the DAs to their clients participating in the Community Rehabilitation and Treatment (CRT) programs should be compatible with recovery principles.

13 DAs should be prepared to offer treatment options to each client. A client may not want a particular treatment or be one of the significant minority of people for whom a particular EBP is ineffective.

14 All agencies in Vermont should be encouraged to develop the peer leadership potential in their recovery programs. Designated agencies and the State should support the development and inclusion of peers and peer run programs as part of the system of care at the designated agencies and in the community. The support should include resources such as training and stipends for peers.

15 Agencies should be encouraged to help clients understand the array of treatments and supports that are available and the potential outcomes (positive and negative) associated with those interventions. Agencies should also help clients make informed decisions about choosing the treatments and supports that best match their individual needs and give them the best opportunity for success and recovery. In doing so agencies should help clients assess their current satisfaction in residential, vocational, educational, recreational and spiritual aspects of their lives and to assist them in changing any of those aspects in which they express dissatisfaction.

16 Whenever the State expects (requires or mandates) agencies to implement and maintain a practice, fidelity to a practice, or recovery principles the State should be expected to provide the resources necessary to implement and maintain the practice. These resources include but are not limited to:

Appropriate reimbursement structures 

Appropriate staffing patterns

Initial and continuing training for professional staff and peers

Appropriate supervision

Training Materials

State consultation team to support practice quality and outcome-driven fidelity systems

Reimbursement for participation in the statewide consultation team

Information technology supports (e.g., computer systems, programming, and system compatibility among agencies and the State)

Quality improvement activities

Administrative assistance

Administrative support for a statewide lending library  

17 Practices implemented at the designated agencies should be considered in the local system of care plan quality improvement process by the designated agencies, Department of Mental Health and across the Agency of Human Services.

18 Decisions for implementation of a practice and reviews of a practice should take the stages of change of the agency's clients into consideration when doing an assessment of need.

19 The measurement of fidelity during a program review by the Department of Mental Health should help educate staff and inform the process.

20 When implementing a practice the Department of Mental Health should consider the burden additional requirements for monitoring fidelity place on the agencies.

21 Consistent Documentation Infrastructure improvements need to be developed that support standardized documentation applicable to multiple clinical programming within the designated system of care. The standardized documentation should include at a minimum screening, assessment, treatment planning, outcome measurement, and the reporting of clinical information. 

22 Data elements need to be developed that can be used to monitor both individual client’s progress, and when aggregated program-level performance. These elements can then be incorporated in the electronic medical records system when it is available. 

23 The agencies should be responsible for using available data to prevent unintentional "drift" in fidelity to EBPs, and to appropriately modify practices to be best practices that are most effective for the agency's clients.

24 The designated agencies and State should consider the implementation of treatment programming that is consistent across designated agency divisions based on best practices principles for the population served. This will not only make treatment available to more consumers, but also increase the ability of the designated agencies to maintain the quality of their practices especially at the smaller agencies. 


Note
1The evidence for Evidence-based Practices (EBP) can be very limited. The research is specific to the outcomes and populations studied compared to specific alternative treatments or treatment as usual (TAU). 
The evidence for evidence-based practices is arranged on a spectrum from practices with sufficient randomly controlled trials to meet the highest standards through promising practices that have some positive evidence to practices with demonstrated negative outcomes. These practices have a literature to aid in their evaluation, but possibly the largest portion of practices have not been researched. It is easy to make the decision to support the practices with the highest level of evidence, and to discourage practices that have shown negative outcomes. The greatest challenge for the agencies is making decisions about un-researched practices that appear to provide desired outcomes. The research just has not been done for any number of reasons. These practices should not be automatically excluded, but there should be criteria for their evaluation. The main elements of the EBPs the Panel has reviewed seem to be a good starting point. 

· Motivational interviewing/engagement strategies, 

· On-going assessment recognizing stages of change that is not necessarily linear in the direction of recovery, 

· Psychoeducation to provide necessary knowledge, 

· A cognitive behavioral component that works to teach problem solving skills, provides the client with homework and the evaluation of the outcomes of the homework. 

These key components seem very simple to state, but the challenge is that the appropriate application of the components is different for every practice applied to each identified population, and each individual in the population. After these considerations adaption of the practice to the agency's environment and community must be considered.
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