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Employment as a Clinical Concern

Vocational problems are common in adults
with mental illness and can often respond
well to clinical interventions designed spe-
cifically for adults with mental health treat-
ment needs who are seeking to achieve an
employment goal. Vocational problems come
in many different forms, including (1) unem-
ployment, (2) underemployed (being
employed in day labor, temporary work, or
work that requires substantially lower skill
levels than prior work successfully engaged
in), or (3) being employed at an appropriate
level but functioning poorly at work second-
ary to mental health problems. While unem-
ployment is the most commonly recognized
and treated, other needs are important to rec-
ognize and to treat. As in the case of Maria,
underemployment and poor functioning at
work are often a part of the pathway to unem-
ployment and all of its associated problems.
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Case Study

Sergeant (Sgt.) Maria Alvarez (pseud-
onym) served two tours in Iraq as a military
police officer in the Army. When she was
discharged, there were no openings for
police officers in her area, but she had
friends going back to school to become
emergency medical technicians. She signed
up for training, and as soon as she started,
she felt convinced that this type of work
was a perfect match for her.

She was very successful during the first
5 years working for a private ambulance
company. She performed well and was
respected by co-workers and supervisors.
On at least two occasions, she received
awards for excellent work in dangerous
situations. In one particularly difficult situ-
ation, she was fired upon and almost killed
while saving an attempted murder victim.

Surprisingly, Alvarez’s work perfor-
mance declined over the next 12 months,
and she left that job unexpectedly. She then
took an evening job as an emergency medi-
cal technician for a competing firm. Her
work for that company did not go as well.
She used a lot of sick leave and felt less
enthusiastic about her work. She had more
conflict from her supervisor and left the job
within 6 months. She then left another
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emergency medical technician job only
4 months after starting and was then unem-
ployed for 8 months.

It was during this time that she was
referred for specialty mental health care
by her primary care doctor for symptoms
of posttraumatic stress disorder (PTSD).
She was having recurring nightmares
related to combat experiences in Iraq, as
well as experiences from her first emer-
gency medical technician job. On closer
evaluation, it was clear that she was suf-
fering from combat-related PTSD. Her
symptoms were initially manageable
when she started as an emergency medical
technician but became worse over time.
Eventually, she would feel anxious when-
ever she heard a radio call. She was par-
ticularly anxious when she had to drive in
the neighborhood in which she was nearly
shot. While working, she often felt like the
prior incidents were just about to happen
again. Unfortunately, she did not feel
comfortable talking about her anxiety
with her supervisor, feeling embarrassed
for needing help and worried that she
would lose her job. She used sick leave
and substance use as a means of coping
with her anxiety. Her loss of three jobs left
her demoralized and thinking that she was
not “smart enough” to do this type of
work. She was concerned that she would
never go back to work at all and was start-
ing to feel that she had no future.

Employment and Recovery

There are a number of reasons for viewing
employment or re-employment as central to men-
tal health treatment and rehabilitation outcomes.
Deterioration in functioning in employment is a
central element in the definition and measure-
ment of disability (see the World Health
Organization’s International Classification of
Functioning, Disability and Health and VA com-
pensation determination process) and of many of
the most common health conditions (see DSM-V

diagnostic criteria). The notion of recovery and
community integration as the ultimate goal of
rehabilitation, described in foundational docu-
ments such as the President’s New Freedom
Commission  (“President’s New  Freedom
Commission on Mental Health,” 2003) and the
Americans with Disabilities Act, emphasizes the
primacy of helping participants resume valued
roles like employment. In this framework, clinical
care, and specifically those clinical efforts
designed primarily to reduce clinical symptoms,
is seen as part of the overall approach to helping
adults to move toward or to maintain full integra-
tion in their communities.

Similarly, the current philosophical empha-
sis on client-centered approaches to healthcare
(Stewart et al. 2000) emphasizes the need for all
clinical services to serve the goals of clients. A
growing body of evidence indicates that most
adults with disabilities want to be employed in
their community (McQuilken et al. 2003).
Finally, there is growing support for the long-
standing view of many vocational service pro-
viders and researchers that “Work is Therapy”
(Kukla and Bond 2009; Siu et al. 2010).
Participating in employment has important clin-
ical benefits that rival the benefits of many com-
mon clinical interventions. These benefits are
wide-ranging and, while not achieved by every
participant, are generally experienced by most
participants across most work settings. They
include the benefits of social contact and
engagement; learning and cognitive activity;
physical activity; enhanced opportunities to
play valued social roles, including a valued
family role as “provider” and a valued societal
role as a “worker”; a broader sense of purpose
and meaning; opportunities to use and develop
skills; opportunities for distraction from clinical
symptoms such as anxiety; as well as the indi-
rect benefits of earning income, such as paid
leisure time and employer-supported healthcare
benefits (Kukla and Bond 2009; Siu et al. 2010).

Unfortunately, unemployment is all too com-
mon among disabled adults and among veterans
in particular (Zivin et al. 2011). The employment
rate for individuals with disabilities aged 16—64 is
only 36% compared to 75% for the non-disabled
population  (“Annual  Disability  Statistics
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Compendium: 2009” 2009). This employment
gap is present across disability types (45% for
adults with sensory disabilities, 31% for physical
disabilities, and 28% for mental disabilities) with
the poorest employment rates found for the largest
disability subgroups, particularly those with dis-
abilities secondary to mental illnesses. When
disabled adults do acquire employment, on
average they earn 33% less than their non-disabled
peers. The result is higher rates of poverty, with
disabled adults facing a 25% poverty rate com-
pared to 10% for non-disabled adults (22% for
adults with sensory disabilities, 26% for physical
disabilities, 31% for mental disabilities). Similar
patterns are noted for veterans, with higher unem-
ployment rates found among veterans with mental
health conditions (Zivin et al. 2011), and particu-
larly elevated risks of unemployment for recently
returning female veterans (Kleykamp 2013).
Some form of vocational problems will be
part of the experience of most adults and most
veterans, but when they are secondary to mental
health conditions, they tend to develop in pre-
dictable patterns (Penk et al. 2002). In a recent
study, examining naturalistic data documenting
the pathways-to-care to vocational services, the
authors of the present chapter interviewed 155
veterans who were receiving some form of
Veterans Health Administration (VHA) mental
health care and had a vocational need but were
not currently enrolled in vocational services
(Drebing 2011; Drebing et al. 2012b). The
median length of the participants’ vocational
need was more than 4.2 years. The vocational
problems typically occurred after the mental
health problem was present, and showed a clear
progression in severity over time, often starting
with performance or interpersonal problems at
work and eventually resulting in multiple job
losses and sustained unemployment. As with
most mental health conditions, adults with voca-
tional problems are slow to pursue treatment.
Delays associated with recognition, help-seek-
ing, and treatment entry all contribute to the
overall delay in entering appropriate care.
Factors associated with slower recognition, seek-
ing help, and receiving services included diagno-
sis, level of disability, type of vocational need,
and support from primary providers, family and

friends. These results suggest that without proac-
tive efforts by clinical providers to identify voca-
tional problems and to actively refer veterans for
vocational services, many will suffer vocational
problems for years, with the accompanying
difficulties for their family, the employment
market, and society as a whole.

Models of Vocational Services

To address vocational problems among veterans
and broader populations, governmental agencies,
including the US Department of Veterans Affairs
(VA), have invested heavily in vocational services.
They are administered by a wide variety of organi-
zations, using a range of different intervention mod-
els, most of which have resulted in relatively modest
success rates (Bond et al. 2008; Resnick et al.
2006). Over the past 25 years, research efforts to
systematically evaluate and improve these services
have grown steadily both in number and in quality,
with a fairly dramatic increase in the number of
clinical trials and in overall methodological rigor
(Drebing et al. 2012a). These research efforts have
been the driving force behind relatively rapid
changes in the broader field of vocational services
and in vocational services targeted specifically for
veterans with mental health concerns. For example,
10 years ago, the Veterans Health Administration
vocational services programming consisted primar-
ily of transitional employment, which has been
found to have poor competitive employment out-
comes (Penk et al. 2010a), and sheltered workshops,
which have been found to have undesirable reha-
bilitation outcomes. Based on research findings
inside and outside the VA (Bond 2004; Rosenheck
and Mares 2007), Veterans Health Administration
now provides Supported Employment (SE) services
in each of its medical centers (Resnick et al. 2006).
Individual Placement and Support Supported
Employment (IPS SE) is an evidence-based
model of vocational services for adults with mental
health concerns, with significantly better employ-
ment outcomes noted in over 15 clinical trials
(Bond et al. 2008). The Veterans Health
Administration has dramatically reduced sheltered
workshop services and has stopped the expansion
of transitional employment, shifting funding to the
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expansion of Supported Employment capacity.
Veterans Health Administration vocational services
are now serving more veterans, including veterans
with a broader range of disabilities, and using more
effective models of care that are resulting in more
participants acquiring community-based jobs
(Resnick et al. 2009). Common and emerging mod-
els of care either within or outside the Veterans
Health Administration include the following.

Simple Job Placement Services (JPS)

Job placement is the primary service offered by
most state vocational rehabilitation programs to
any citizen with a vocational need. Job placement
services consist almost exclusively of the provi-
sion of job search skills training, coaching, and
support, including access to public and agency
job listings, computer access to Internet job
listings and job search tools, and support and
resources for resume creation and interview prep-
aration. The focus is entirely on competitive
employment and services are provided only dur-
ing the process of an active job search. Job place-
ment services are widely available to adults
through state offices, which are often funded at
least in part by the US Department of Labor.
Unlike many vocational services, these services
are available regardless of whether applicants
have clinical problems and typically involve little
or no additional support for adults with clinical
needs. This lack of support for clinical popula-
tion may be the primary reason for the very mod-
est efficacy suggested in the limited outcome data
on JPS in mental health populations (Penk et al.
2010b). In general, job placement services par-
ticipation is very flexible and typically managed
by the participant. There is no standard for the
number of sessions for job placement services.

Individual Placement and Support
Supported Employment (IPS SE)

Supported Employment, as conceptualized and
evaluated by Robert Drake and Deborah Becker
(Becker and Drake 1993), refers to a service

model developed specifically to help adults with
psychiatric disabilities find and maintain com-
petitive employment. This approach has been
carefully defined and boasts widely used treat-
ment fidelity measures for use with Supported
Employment. The key principles of Supported
Employment include:

(a) Focus on competitive employment as the
primary outcome.

(b) Open access: consumer desire for participa-
tion is the only inclusion/exclusion criteria.

(c) Job search activities begin at the earliest pos-
sible time, determined by the consumer’s
willingness to start.

(d) Integration of Supported Employment ser-
vices with psychiatric care.

(e) Individualization of treatment.

(f) Ongoing support: there is no limit to the dura-
tion of support received by the participant;
services may continue after job acquisition in
order to support ongoing employment.

The Individual Placement and Support
Supported Employment (IPS SE) model has
been studied in at least 15+ randomized con-
trolled trials using a variety of alternative voca-
tional rehabilitation models as comparison
conditions (Becker et al. 1996; Bond et al. 1995;
Chandler et al. 1997; Drake et al. 1999; Gervey
and Kowal 1994; Gold et al. in submission;
Lehman et al. 2002; McFarlane et al. 2000;
Mueser et al. 2004). In one review of IPS SE tri-
als, Gary Bond (Bond 2004) notes that, in every
case, the SE condition resulted in higher employ-
ment rates than the comparison condition. In one
review, mean competitive employment rates for
Supported Employment participants ranged from
28% to 78%, with an average rate of 56%. The
comparison conditions, which included sheltered
workshops, rehabilitation programs, and partial
Supported Employment services, resulted in
employment rates between 6% and 40%, with a
mean of 19%. It has been found to be effective in
adults from various age groups (Bond et al. 2012;
Twamley et al. 2012), different diagnostic
groups, and those with disability income (Frey
et al. 2011). Within veteran populations, the
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efficacy of Supported Employment has been
documented in populations of veterans with
PTSD (Davis et al. 2012), with co-occurring
mental illness and substance use disorders
(Mueser et al. 2011), and with spinal cord injury
(Ottomanelli et al. 2012). In fact, the authors are
not aware of any clinical population in which SE
has not been found to be more efficacious than
other established models of vocational services.

Customized Employment (CE) Described by
some authors as “the natural evolution of
Supported Employment” (Griffin et al. 2008),
Customized Employment is an emerging inter-
vention that is beginning to develop a base of
empirical support. The model emphasizes an
extensive job development process to meet indi-
vidualized job goals that reflect the unique needs
of the employment seeker. Small caseloads reflect
the effort to spend more time in understanding
emerging participant interests and goals as well
as a key focus on employment facilitated by addi-
tional funding and support resources. The limited
data from empirical evaluations show promise
(Griffin et al. 2008; Magura et al. 2007).

Diversified Placement Approach (DPA) and
Transitional Work Experience With the publi-
cation of fidelity guidelines for services (Koop
et al. 2004), a group of services commonly pro-
vided for adults with mental health and vocational
concerns are likely to be increasingly studied.
The Diversified Placement Approach (DPA) most
closely describes vocational services common in
clubhouse settings. They are also similar to
Veterans Health Administration “Transitional
Work Experience” services, which are also fairly
common across the country (Penk et al. 2010a).
Existing evidence suggests that these models
have been relatively ineffective at helping partici-
pants obtain competitive employment. However,
they are relatively effective at helping participants
engage in “work activity.” The value of “work
activity” and its role in helping participants return
to competitive employment is one aspect that
needs further study. With 100 Veterans Health
Administration vocational programs, including
both DPA-type services alongside IPS SE, there

is further need for investigation about how these
services can most effectively interface both with
other vocational services and with the broader
range of clinical care.

A specialized Transitional Work Experience
model called the “Veterans Construction Team”
has been operating within the Veterans Health
Administration vocational services program for
approximately 20 years, providing focused reha-
bilitation for veterans seeking to enter or re-enter
the construction trades (Schutt et al. 2003). This
innovative enclave model of rehabilitation uses
construction dollars from federal construction
projects to simultaneously fund transitional work
experiences in construction trades for veterans in
need of that type of transitional experience.
Interventions to Enhance Employers’
Involvement Major interventions to enhance
employer’s involvement include (1) liaison with
employers soon after injury, (2) employer educa-
tion, and (3) long-term employer support. In one
study (Malec et al. 2000), while 80% of partici-
pants with brain injury returned to full- or part-
time employment or education overall, almost
40% returned to their pre-injury employment,
although not necessarily at the same level.
Employer education has been identified as criti-
cal to vocational re-entry after brain injury
(Malec 2005; Malec et al. 2000). Such education
includes both general information dispelling
employer myths about brain injury and specific
information about the client’s needs for physical
and cognitive accommodations. Ongoing
employer support (Malec 2005; Malec et al.
2000) has also been identified as critical. Such
support begins with regular follow-up, which
becomes increasingly less frequent as confidence
in the durability of the placement increases.

Psychological Interventions to Enhance
Vocational Outcomes There is preliminary
research support for adding psychological inter-
ventions to vocational services to address rele-
vant psychological processes that are known
predictors of work performance and vocational
outcomes. These interventions employ neurocog-
nitive and social cognitive retraining (Bell et al.
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2005, 2008; McGurk et al. 2005), cognitive
behavior therapy that targets beliefs related to
work (Lysaker et al. 2009), detailed work feed-
back and goal setting (Bell et al. 2003), or work-
related social skills training (e.g., Workplace
Fundamentals, Liberman 2008). These interven-
tions, alone and in combination, may improve
vocational outcomes. A curriculum-based psy-
choeducational intervention designed to reduce
perceptions of disability among participants
(Progressive Goal Attainment Program) is asso-
ciated with higher return-to-work rates among
those at risk for long-term disability and has now
been piloted with veterans (Hossain et al. 2013).

Interventions to Enhance Individual Placement
and Support Supported Employment (IPS SE)
There have been a number of efforts to enhance
the existing Individual Placement and Support
Supported Employment (IPS SE) model in
order to either improve outcomes or to adapt it
to other populations. Supported Employment
has been paired with a range of additional inter-
ventions including cognitive rehabilitation
(Bell et al. 2008; McGurk et al. 2005), motiva-
tional interviewing (Drebing 1999; Drebing
et al. 2008b), social skills training (Chan et al.
2009), and supported education (Rudnick and
Gover 2009). This trend will hopefully continue
in an effort to improve upon the outcomes and
broaden the application of this well-established
model.

It is important to recognize that the IPS SE
model has some important limitations, most
notably limited efficacy in terms of job retention
outcomes (Drake and Bond 2008). This is a seri-
ous limitation, as any benefits of job acquisition
are minimized by job tenures of less than
3 months, which are not uncommonly noted in
randomized controlled trials of IPS SE. For some
participants, job acquisition followed by rapid
job loss may have an untoward effect in terms of
reduced self-efficacy and eroded motivation to
pursue employment. To address this key limita-
tion in the IPS model, the Boston University
Center for Psychiatric Rehabilitation undertook
the initiative to enhance the employment out-
comes of recipients of vocational services

through an add-on intervention that fosters par-
ticipants’ capacity to manage their mental illness
in the context of work and to improve their work
functioning and vocational self-management
once they are employed. This promising new
intervention, entitled the Vocational Illness
Management and Recovery program, is an inno-
vative modification of the original Illness
Management and Recovery program, which has
been established as the evidence-based prac-
tice targeting both capacity to manage one’s
own mental illness and functional outcomes
(Gingerich and Mueser 2005).

Contingency Management Integrated with
Vocational Services Contingency management
has primarily been used to enhance substance
abuse treatments, but there have been at least two
randomized controlled trials that document its
efficacy at enhancing the outcomes of transitional
employment (Drebing et al. 2005, 2008a). Both
acquisition and maintenance goals were
rewarded, with the result that participants were
more active in job search and moved to competi-
tive employment more quickly and at higher
rates. The “therapeutic workplace” is a unique
variation on this theme, using employment and a
structured therapeutic work setting to reinforce
abstinence among unemployed adults with sub-
stance use disorders (Wong and Silverman 2007).
Though substantial empirical data support its
efficacy at establishing abstinence, the model has
not been applied widely (Silverman et al. 2007,
Wong et al. 2004).

Self-Employment Interventions Self-
employment and microenterprise development
interventions have a number of advantages
over interventions that result in placements in
traditional jobs for veterans with mental health
concerns. Self-employment typically focuses on
jobs that more closely reflect the personal inter-
ests and skills of the individual. Self-employment
also offers a greater degree of autonomy and flex-
ibility. Adults who work for themselves have a
greater ability to shift their work activities and
schedules to address their other needs, including
their needs to attend clinical appointments.
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Criminal records can represent a significant
barrier to being employed in many companies,
and thus some adults seek self-employment as a
more viable means of work. Finally, self-employ-
ment also offers the potential for higher pay rates
for those who are successful in some types of
businesses. In these ways, self-employment can
be a means of raising the value of being employed
for some people and so may lead to enhanced
tenure. It does pose some risks as well, including
the potential of less job stability and reliable pay, and
greater stress, and greater range of skill require-
ments. Clearly, interventions that promote or
support self-employment are not the ideal service
for everyone but rather are a valuable option for a
significant fraction of VR participants. Supported
Self-Employment services are available at some
Veterans Health Administration centers and are
likely to grow in availability over time.

Resource Facilitation (RF) (Connors 2001)
Developed in the field of brain injury rehabilita-
tion, Resource Facilitation (RF) involves a coor-
dinator providing assistance and advocacy to
“break down barriers, increase access, and facili-
tate timely, coordinated management of
resources” to return the individual with brain
injury to full participation in family and commu-
nity life (Trexler et al. 2010). Resource Facilitation
seeks to increase access to community services
and supports. A primary goal of Resource
Facilitation is to develop a service support net-
work that not only directly supports return to
work (e.g., job search, placement, Supported
Employment, transportation to work) but also
provides a network of social support for work
while giving work meaning. The Resource
Facilitation coordinator is an advocate who assists
the participant in developing a self-directed plan
for community re-entry, identifying needed ser-
vices and supports, and developing a sustainable
network of these services and supports.

Paid Co-workers as Trainers This model
involves the selection of a well-established senior
lead or journey-level worker to mentor the voca-
tional services participant. Mentorship involves
training, observation, self-management concerns,

and advocacy. Co-workers are paid on an hourly
basis for their training activity (e.g., pre-work,
over lunch, on break, end of day) and receive
2—4 h of training to gain access to training tools
for both themselves and the participant. The
model was developed by Curl and colleagues
(Curl and Chisholm 1993; Curl et al. 1996) and
has been used with adults with learning and
behavioral disorders, developmental disabilities,
and traumatic brain injury.

“Work Trials” With or Without Pay Work
trials are time-limited job placements to assess
the client’s ability to succeed at a specific job and
in a specific work environment. Work trials may
be paid or unpaid and typically include elements
of Supported Employment (Curl and Chisholm
1993; Curl et al. 1996). Work trials provide a
means of assessing the client’s ability to manage
many aspects of the employment, such as the spe-
cific work skills required by the job, time
demands and other expectations for performance,
and the interpersonal and physical environment
of the workplace. These latter aspects of work
that are not directly related to job skills are often
the most challenging for individuals with brain
injury. Since the early 1990s, it has been recog-
nized that such on-the-job assessments are of
greater value in assessing the ability of the client
with brain injury to succeed on the job than stan-
dardized job skill or interest assessments
(Corthell 1990; Thomas and Menz 1993).

Supported Education (SEd) Education is a key
activity in career development, and given the num-
ber of veterans who use their GI Bill benefits to
attend college, interventions that reduce the risk of
academic failure are of particular interest for those
working with veterans. Supported Education (SEd)
shares many of the basic principles and practices
of Supported Employment. Among these practices
are as follows: goals are achieved in natural com-
munity settings (community colleges, adult educa-
tion programs); support is time unlimited and can
ebb and flow according to the needs of the person;
clinical and vocational services are integrated; and
goals are driven by the person’s choice. Supported
Employment also uses the place/train philosophy,
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emphasizing the importance of placing a person
directly into the target setting and providing wrap-
around support to facilitate success (Corrigan and
McCracken 2005). The place/train model has dem-
onstrated better outcomes within education and
employment settings when compared with train/
place models of service, such as sheltered work-
shops, transitional employment, and self-contained
classrooms.

Ellison and colleagues (Ellison et al. 2012)
conducted focus groups of Operation Iraqi
Freedom/Operation Enduring Freedom veterans
with self-reported PTSD regarding their needs
for education supports. Participants reported bar-
riers to entry or return to school, including meet-
ing academic requirements; lack of information
about financial aid and the GI Bill; symptoms of
PTSD, depression, and substance abuse; lack of
social support; and difficulties with the transition
from military to civilian life. Results were con-
sistent with findings from a previous study of the
same population (Glover-Graf et al. 2010). In
addition to services that would address the barri-
ers they already reported, there were a number of
common recommendations across the focus
groups: interventions should include peer sup-
port, veteran-driven service intensity, integration
of vocational and clinical teams, and greater con-
nection between the VA and educational institu-
tions. Ellison and colleagues (Ellison et al. 2012)
then created a manual based on the focus group
data and participatory action research team con-
sisting of veterans, peer providers, clinicians,
college administrators and professors, and com-
munity education providers. Another random-
ized, controlled trial of SEd (Smith-Osborne
2012) found that those randomized to the control
group of this intervention showed a decrease in
social and personal resilience and an increase in
PTSD symptoms during their time in the study
when compared to the experimental group.

Supported Volunteerism (SV)  Supported
Volunteerism is an emerging model of care that,
like Supported Education, is modeled after
Supported Employment. Using similar principles
of care, Supported Volunteerism helps participants
find meaningful volunteer opportunities in their

communities that match their interests and abilities.
While some Supported Employment providers
have expressed concern that  Supported
Volunteerism can be an undesirable alternative that
competes with Supported Employment, others
have found the Supported Volunteerism can func-
tion as a stepping stone to employment for those
adults who are initially not interested in returning to
employment. After a period of time as a volunteer,
many may find that their interest in returning to
work, and their confidence that they can successfully
maintain a job, has helped them decide to enter
Supported Employment or another vocational ser-
vice. Clearly, Supported Volunteerism needs more
study and has to be used cautiously to avoid any
negative impact on final vocational outcomes.

Family and Clinical Provider Interventions
The growing evidence documenting the key role
of stakeholders such as family, friends, and health-
care providers in vocational services outcomes has
begun to spawn a range of new interventions
designed to influence these stakeholders to support
return-to-work efforts. Motivational interviewing
interventions designed specifically to enhance
support from family and friends for Individual
Placement and Support Supported Employment
(IPS SE) have been developed (Mueller and Rose
2008) and are being evaluated. Contingency man-
agement approaches that reward support for
employment outcomes among vocational and non-
vocational healthcare providers have been devel-
oped (Noone 2005) and may well be found to have
a powerful effect on employment outcomes.

Clinical Strategies for Approaching
Vocational Problems

In the case example at the beginning of this chap-
ter, Maria found her way to specialty mental
health care, but how should her clinicians work to
address her vocational problems? Many mental
health practitioners have little or no experience
referring adults to vocational services. This is
unfortunate, given the frequency of vocational
problems among adults with mental illness and
the availability of a wide range of services. The
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following recommendations are made for the
broader range of mental health practitioners:

6. Look for resistance among family members,
friends, and even other clinical providers.

. Routinely screen adults with mental health
conditions for vocational problems. These
problems are common and often respond
well to vocational services. Without active
screening and referral by providers, many
adults will wait for years before seeking
treatment (Drebing 2011).

. Talk with clients about the functional impact
of their mental illness on their work life.
Adults frequently fail to recognize the links
between their illness and their work prob-
lems and will benefit in a number of ways by
seeing how these connect.

. When exploring vocational problems, help
the client examine the potential impacts of
mental illness in terms of lost income and
benefits, lost social status in their family and
community, lost structure of their time, lost
participation in valued work, and lost confi-
dence in their ability to work. Explore how
their family has reorganized around their
vocational problem and any resistances that
may have developed to their returning to
work. For some, this may involve a “grieving
process” for the losses that they have suf-
fered (Drebing 2011). A full recognition of
these losses is often critical to establishing
solid motivation for change.

. Become familiar with vocational services
available to clients. Vocational services are
available from a range of providers and in a
range of formats and vary by location.
Different clients will prefer different models
and some will only tolerate some types of
care (Penk 2000). Mental health providers
who have relationships with vocational ser-
vice providers will have the greatest ability
to pick the best services for their clients.

. Do not underestimate the ambivalence most
clients will have about returning to work.
Most adults are ambivalent about work, but
those who have had job failures due to mental
health problems are often very anxious about
moving back toward employment, fearing
that they may fail again (Drebing 2011).

While social support is a key resource for
those seeking to return to work, family and
friends are often cited as trying to discourage
clients from returning to work (Drebing et al.
2012b). They are often concerned about
whether returning to work will negatively
impact the mental health of their relative,
friend, or client.

. Be aware of the role of disability income on

feelings of ambivalence. Programs like
Social Security Disability Income and VA
disability pensions provide financial income
to adults with disabilities. Participation in
these programs is associated with poorer
vocational outcomes and poorer participa-
tion in vocational services over and above
the degree of disability (Drew et al. 2001).
While most programs provide incentives for
returning to work, there are still clear disin-
centives for some participants in terms of
lost benefits. Clients often do not under-
stand the incentives and so are even more
concerned about lost benefits than they need
to be.

. Be cautious about referring clients to any

services or programs that include significant
time or programming ‘“preparing”’ partici-
pants for employment. This may be prepara-
tion in the form of lengthy testing, or months
of classes about returning to work, or inter-
mediate employment activities before a real
job is sought. Behavioral economics shows
that the reward value of anything sought is
discounted to the degree that one has to wait
for it (Drebing et al. 2006). Supported
Employment is very successful, in part,
because it involves immediate efforts to
obtain the job the client wants.

. Continue to maintain a clinical focus on

work after the client obtains employment.
Obtaining a job is easier than keeping a job
(Bond and Kukla 2011). If a client obtains a
valued job that they quickly lose, their confi-
dence in their ability to work may actually be
further diminished. The challenges that arise
as clients seek to maintain jobs are often cen-
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tral to their vocational problems and provide
valuable clinical material to work on.

10. Continue to maintain a clinical focus on
work after the client establishes stability in
employment. Most clients returning to work
through vocational services start in jobs that
are not their ideal work. Often these are jobs
that they can get and so are not central to
their occupational interests and do not offer
the pay and benefits they want. Working with
clients to continue their efforts to eventually
reach the job that they truly want should be
part of clinical follow-up in many situations
in which vocational services have been used
(Bond and Kukla 2011).

Implications for the Future

Growing Visibility of Employment as a Key
Clinical Outcome Community reintegration is
evolving as a key, if not the key, clinical outcome,
and employment is central to community reinte-
gration (Resnik et al. 2012). The growing focus
on functional decline as part of the definition of
clinical disorders, and the national and interna-
tional focus on addressing “disability,” will ensure
that clinical care, and in particular mental health
care, includes vocational interventions within
clinical efforts. The growing focus on “evidence-
based practice” and the fact that Supported
Employment is one of the most well-established
evidence-based practices across any mental health
area will further strengthen the role and visibility
of vocational services within clinical care.

Further Enhancement of Available Vocational
Interventions The next decade is likely to pro-
duce research evaluating a number of adaptations
of existing models, either for improvements in
general outcomes or for improved services for tar-
get populations (Drebing et al. 2012a). Individual
Placement and Support Supported Employment
(IPS SE), which is the most effective model of
care in terms of employment outcomes, still results
in employment rates between 40% and 60%. Job
tenure is a particular area of concern, as most
vocational services participants who do obtain

competitive jobs, including IPS SE participants,
keep those jobs less than 16 weeks. While the evi-
dence base for IPS SE supports its use with some
clinical groups, there is a need to determine its
efficacy with other common clinical populations.

New interventions and adaptations are being
developed and disseminated (Drebing et al. 2012a)
and will need to be evaluated for their effective-
ness. Some of the most promising directions
include (a) enhancements of existing models like
IPS SE, Diversified Placement Approach (DPA),
and Transitional Work Experience (TWE); (b)
evaluation of new and emerging models of care
like Supported Self-Employment, Customized
Employment (CE), and Resource Facilitation (RF);
(c) enhancing existing treatment models by adding
psychological interventions like cognitive rehabili-
tation, cognitive behavior therapy, contingency
management, detailed work feedback and goal set-
ting, work-related social skills training, and moti-
vation interventions to vocational services; (d) or
developing entirely new types of services such as
interventions targeting employers, clinical provid-
ers, family members, or co-workers.

Effective models of care are only valuable if
they are widely available and utilized. Evidence
from Veterans Health Administration vocational
services suggests that available services are gen-
erally underutilized (Twamley et al. 2013). As
VA and other systems of care increasingly include
vocational rehabilitation as a central clinical
resource, efforts to raise the rates and consistency
of referral and utilization will ensure all veterans
receive timely help returning to work.

Expansion of Vocational Services Targeting
Veterans The Veterans Health Administration is
reorganizing and reinvigorating the vocational
programming available to veterans. There are
new models of care being piloted and evaluated
and more research funding available to those
studying how to help veterans deal with voca-
tional problems. All of these developments point
to a larger trend in the expansion of services
targeting veterans and the greater investment by
the US Department of Veterans Affairs, by the
Department of Labor, by state and local govern-
ments, and by the community to ensure that
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veterans who are facing employment challenges
secondary to mental health concerns have avail-
able and effective services to help them meet
their goals of returning to productive lives.

Key Concepts

1. Employment is often central to mental health
treatment and rehabilitation outcomes and so
should be a routine part of clinical evaluation
and treatment planning.

2. Among the common models of vocational ser-
vices available to potential participants,
Individual Placement and Support Supported
Employment (IPS SE) is one of the most well-
researched and supported models of care, with
consistent findings from over 15 randomized
control trials finding that it results in better
employment outcomes than a range of compari-
son conditions.

3. There are a growing number of interventions
that appear to positively enhance employment
outcomes, when they are added to interven-
tions like Individual Placement and Support
Supported Employment, including motiva-
tional interviewing, contingency manage-
ment, cognitive rehabilitation, social skills
training, and Supported Education.

4. Mental health providers should routinely
screen for vocational problems and refer
appropriate clients to the model of services
that is most likely to meet their goals of
obtaining employment, stabilizing employ-
ment, or improving their vocational situation.
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